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Introduction 

Orthoptic training is vision training. Eye health professionals prescribe a series of exercises done 
over several weeks to try to address eye problems such as “lazy eye” (amblyopia), misalignment 
(strabismus), and problems with eye movement. Medical studies show that vision training can be 
successful when used to train both eyes in working together (convergence insufficiency). Studies 
do not show that one type of orthoptic training (accommodative therapy) is helpful when the 
eyes have problems adjusting their focus from far objects to near ones. This policy describes 
when in-office vision training may be considered medically necessary. Medical studies do not 
show that vision training is successful in treating eye problems other than convergence 
insufficiency, or in treating slow reading or learning disabilities. 

 

Note:   The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The 
rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for 
providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can 
be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a 
service may be covered. 
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Policy Coverage Criteria  

 

Note: Some member contracts do not have benefits to cover vision therapy. Refer to member 
contract language for benefit determination on vision therapy (see Benefit Application below). 

Service Medical Necessity 
Office-based vergence / 
accommodative therapy 

Office-based vergence/accommodative therapy* may be 
considered medically necessary when: 
• The patient has a diagnosis of symptomatic convergence 

insufficiency 
AND 
• At least 12 weeks of home-based therapies, consisting of 

any one of the following, have been completed with no 
symptom improvement: 
o Push-up exercises using an accommodative target 
o Push-up exercises with additional base-out prisms 
o Jump-to-near convergence exercises 
o Stereogram convergence exercises 
o Recession from a target 
o Maintaining convergence for 30-40 seconds 

 
Note: *See Additional Information 

 

Service Investigational 
Orthoptic training (eye 
exercises) or vision therapy 

Orthoptic training (eye exercises) or vision therapy is 
considered investigational for the treatment of learning and 
reading disabilities, including dyslexia. 

Orthoptic eye exercises or 
vision therapy 

Orthoptic eye exercises or vision therapy are investigational 
for all other conditions, including but not limited to the 
following: 
• Slow reading 
• Visual disorders other than convergence insufficiency such as: 

o Exotropia (eye deviates outward) without convergence 
insufficiency 

o Nystagmus (involuntary movement of the eyeballs) 
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Service Investigational 
o Convergence excess (esotropia is greater for near vision 

than far vision) 
o Divergence insufficiency 
o Divergence excess 
o Stroke or traumatic brain injury with visuospatial deficit, 

hemispatial neglect, or visual loss 
Visual perceptual training Visual perceptual training is investigational for the treatment 

of perceptual dysfunctions such as the following: 
• Any type of learning disability 
• Language disorders, including developmental delay 
• All other indications 

Vision restoration therapy Vision restoration therapy is investigational for the treatment 
of visual field deficits due to the following: 
• Ischemic optic neuropathy 
• Neurotrauma 
• Stroke 
• All other indications 

Neuro-visual (optometric) 
rehabilitation (may see as 
CPT 97110, 97530) 

Neuro-visual (optometric) rehabilitation is investigational for 
any neurological condition adversely affecting the visual 
system after brain injury including, but not limited to, the 
following: 
• Cerebrovascular accident/stroke 
• Concussion 
• Encephalopathy 
• Post-surgical brain complications 
• Traumatic brain injury 
• Vestibular dysfunction 

 

Documentation Requirements 
The medical records submitted for review should document that medical necessity criteria 
are met. The record should include: 
• History and physical supporting the diagnosis submitted 
AND 
• Documentation of completion of 12 weeks of ANY of the following home-based therapies 

without improvement of symptoms, if applicable:  
o Push-up exercises using an accommodative target 
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Documentation Requirements 
o Push-up exercises with additional base-out prisms 
o Jump to near convergence exercises, stereogram convergence exercises 
o Recession from a target 
o Maintaining convergence for 30-40 seconds 

 

Coding  

 

Code Description 
CPT 
92065 Orthoptic training 

 

92066 Orthoptic training; under supervision of a physician or other qualified health care 
professional (new code effective 1/1/2023) 
 

97110 Therapeutic procedure, 1 or more areas, each 15 minutes; therapeutic exercises to 
develop strength and endurance, range of motion and flexibility 

97530 Therapeutic activities, direct (one-on-one) patient contact (use of dynamic activities to 
improve functional performance), each 15 minutes 

HCPCS 
V2799 Vision service, miscellaneous 

Note:  CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS 
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS). 

 

Related Information  

 

Benefit Application 

Some member contracts do not have benefits to cover vision therapy. Refer to member contract 
language for benefit determination on vision therapy. 

Orthoptic eye exercises may be offered by orthoptists, optometrists, or ophthalmologists. 

If the request is for individual outpatient physical medicine and rehabilitation therapeutic 
procedures for treatment with vision therapy, visual perceptual training, vision restoration 
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therapy, or neurovisual (optometric) rehabilitation, then these requests would be reviewed by 
Care Management. 

If the request is for individual outpatient physical medicine rehabilitation-physical therapy 
and/or occupational therapy therapeutic procedures that are unrelated to vision therapy, visual 
perceptual training, vision restoration therapy or neurovisual (optometric) rehabilitation, see the 
member contract to determine medical necessity review requirements. Please contact Customer 
Service to check the member’s contract. 

 

Additional Information 

This policy addresses office-based orthoptic training. It does not address standard vision therapy 
with lenses, prisms, filters, or occlusion (ie, for treatment of amblyopia or acquired esotropia 
prior to surgical intervention). 

Up to 12 sessions of office-based vergence/accommodative therapy, typically performed once a 
week, has been shown to improve symptomatic convergence insufficiency in children ages 9 to 
17 years. If patients remain symptomatic after 12 weeks of orthoptic training, alternative 
interventions should be considered. 

A diagnosis of convergence insufficiency is based on asthenopic symptoms (sensations of visual 
or ocular discomfort) at near point combined with difficulty sustaining convergence. 

Convergence insufficiency and stereoacuity are documented by: 

• Exodeviation at near vision at least 4 prism diopters greater than at far vision; AND 

• Insufficient positive fusional vergence at near (positive fusional vergence <15 prism diopters 
blur or break) on positive fusional vergence testing using a prism bar; AND 

• Near point of convergence break of more than 6 cm; AND 

• Appreciation by the patient of at least 500 seconds of arc on stereoacuity testing 

 

Consideration of Age 

The age of office-based vergence/accommodative therapy discussed in Additional Information 
is based on Convergence Insufficiency Treatment Trial (CITT), a randomized clinical trial of 221 
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children age 9 to 17. This trial was conducted at multiple centers and funded by the National Eye 
Institute, a component of the National Institutes of Health (PMID 18852411).  

 

Evidence Review  

 

Description 

Orthoptic training refers to techniques designed to correct accommodative and convergence 
insufficiency (or convergence dysfunction). Regimens may include push-up exercises using an 
accommodative target of letters, numbers, or pictures; push-up exercises with additional base-
out prisms; jump-to-near convergence exercises; stereogram convergence exercises; and/or 
recession from a target. In addition to its use to treat convergence insufficiency, orthoptic 
training has been investigated as a treatment for attention deficient disorders, dyslexia, and 
dysphasia.  

 

Background 

Convergence Insufficiency 

Convergence insufficiency is a binocular vision disorder associated with defects in the eyes’ 
ability to turn inward toward each other (eg, when looking at near objects). The diagnosis of 
convergence insufficiency is made when patients have a remote near point of convergence or 
difficulty in sustaining convergence in conjunction with sensations of visual or ocular discomfort 
at near vision. Symptoms of this common condition may include eyestrain, headaches, blurred 
vision, diplopia, sleepiness, difficulty concentrating, movement of print, and loss of 
comprehension after short periods of reading or performing close activities. Prism reading 
glasses, home therapy with pencil push-ups, and office-based vision therapy and orthoptics 
have been evaluated for the treatment of convergence insufficiency. 

 

Treatment 

Orthoptic training refers to techniques designed to correct accommodative and convergence 
insufficiency (or convergence dysfunction), which may include push-up exercises using an 
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accommodative target of letters, numbers, or pictures; push-up exercises with additional base-
out prisms; jump-to-near convergence exercises; stereogram convergence exercises; and 
recession from a target.1 A related but distinct training technique is behavioral or perceptual 
vision therapy, in which eye movement and eye-hand coordination training techniques are used 
to improve learning efficiency by optimizing visual processing skills. 

In addition to its use in the treatment of accommodative and convergence dysfunction, 
orthoptic training is being investigated for the treatment of attention deficient disorders, 
dyslexia, dysphasia, and reading disorders. 

 

Dyslexia and Learning Disabilities 

Some learning disabilities, particularly those in which reading is impaired, have been associated 
with deficits in eye movements and/or visual tracking. Dyslexia is a neuro-developmental 
condition that causes reading difficulties in 5% to 10% of children (particularly boys). It is 
characterized by a deficiency in processing the phonological component of language that makes 
up written and spoken words. Proponents of vision therapy propose that many dyslexics have 
impaired development of the magnocellular component of the visual system which is 
responsible for timing visual events when reading. Stein (2000) theorized that poor control of 
eye movements may cause unstable binocular fixation with unsteady vision and may explain why 
some patients report that words move around on a page for them.  

Because dyslexia is a language based disorder, treatment should be directed at this etiology. 
Vision problems can interfere with the process of reading, but children with dyslexia or related 
learning disabilities have been found to have the same visual function and ocular health as 
children without these conditions. There is insufficient scientific evidence currently to support 
the theory that certain eye or visual problems can cause or increase the severity of learning 
disabilities. Claims that visual training, muscle exercises, ocular pursuit-and -tracking exercises, 
behavioral/perceptual vision therapy, “training” glasses, prisms, and colored lenses and filters 
are effective direct or indirect treatments for learning disabilities are not supported by scientific 
evidence.  

 

Nystagmus 

Nystagmus is characterized by rapid, involuntary, back-and-forth oscillations of the eye, usually 
affecting both eyes, and may be congenital or acquired. (Dell’osso, 1991). 
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Convergence Excess 

Convergence excess defined by the American Optometric Association is “a sensiormotor 
anomaly of the binocular vision system, characterized by a tendency for the eyes to 
overconverge at near.” It describes an eye muscle imbalance that tends to make the eyes turn 
inward and may lead to headaches, blurred vision and the inability to read, focus or do close 
work comfortably. 

 

Visual Perceptual Training/Therapy 

Visual perceptual training is a psychoeducational intervention proposed to treat learning 
disabilities. It was developed to treat visual-motor or perceptual-cognitive deficiencies that are 
claimed to contribute to delay in speech and language development in children. The Handbook 
of Visual Perceptual Training (the Handbook) defines visual perceptual disabilities as the 
“process by which impressions observed through the medium of the eye are transmitted to the 
brain where relationship to past experiences takes place.” Visual perceptual training may include 
“motor rhythm activities, body image training, spatial and directional relationships.” 
(Cunningham and Reagan, 1972) 

Visual perceptual training is not the same as vision therapy/orthoptic training, even though 
there may be similar aspects in each form of training/therapy. Vision therapy or orthoptic 
training is eye exercises that are generally provided and monitored by an optometrist and are 
directed at correcting specific eye movements. Visual perceptual training may be provided by 
psychologists or behavioral health providers, or occupational therapists and is directed at visual 
perceptual disorders that supposedly affect one’s learning ability. Individualized programs that 
usually occur for 30 hours over a 6-week time period center around five main activities: 
coordination of eye-motor movements, distinguishing foreground from background, visual 
memory, spatial position, and relationship to space.  

Learning disabilities or disorders are an inability to acquire, retain, or use specific skills or 
information. Reading disorders are the most common subset of the learning disabilities. 
Treatment of learning disabilities generally includes specialized educational and tutoring 
approaches; teaching learning skills by building on a child’s abilities and strengths at the same 
time as correcting and compensating for any disability or weaknesses.  
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Visual Restoration Therapy (VRT) 

Vision restoration therapy (VRT), a home-based program, targets the vision center of the brain 
and is meant to improve visual function in patients with visual field deficits that are a result of 
brain injury or stroke. Patients use a computer screen to focus on a displayed central point and 
respond each time they see a light stimulus appear. The light stimuli are presented in the area 
which is most likely to recover visual function, an area that should change as therapy progresses 
and vision is improved. (Nova Vision). 

 

Neuro-Visual (Optometric) Rehabilitation 

Neuro-visual therapy is proposed as a nonsurgical individualized treatment designed to correct 
visual-motor or visual cognitive deficits. The therapy is intended to assist in developing new 
neurological pathways related to the eyes and visual perceptions. Rehabilitation over multiple 
sessions is theorized to help learning disabilities, reading, attention deficit disorders, eye-hand 
coordination and balance following brain injuries. Neurovisual rehabilitation is purported to 
enhance vision capabilities, reduce visual stress, and rehabilitate vision problems. 

 

Summary of Evidence 

For individuals who have convergence insufficiency who receive office-based orthoptic training, 
the evidence includes a TEC Assessment, systematic reviews, several randomized controlled 
trials, and nonrandomized comparative studies. Relevant outcomes are symptoms and 
functional outcomes. The most direct evidence on office-based orthoptic training comes from a 
2008 randomized controlled trial that demonstrated office-based vision or orthoptic training 
improves symptoms of convergence insufficiency in a greater percentage of patients than a 
home-based vision exercise program consisting of pencil push-ups or home computer vision 
exercises. Subgroup analyses of this randomized controlled trial demonstrated improvements in 
accommodative vision, parental perception of academic behavior, and specific convergence 
insufficiency-related symptoms. However, in this trial as in others, the home-based regimen did 
not include the full range of home-based therapies, which may have biased results in favor of 
the orthoptic training. Another RCT published in 2019 did not find a difference in symptoms of 
convergence insufficiency between office-based orthoptic training plus home exercises and 
office-based placebo therapy plus home exercises, possibly due to notable improvements in 
symptoms in the placebo group. The evidence is insufficient to determine that the technology 
results in an improvement in the net health outcome. 
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For individuals who have learning disabilities who receive office-based orthoptic training, the 
evidence includes nonrandomized comparative and noncomparative studies. Relevant outcomes 
are functional outcomes. Studies have not directly demonstrated  improvements in reading or 
learning outcomes with orthoptic training. At least two earlier studies that addressed other types 
of vision therapies have reported mixed improvements in reading. The evidence is insufficient to 
determine that the technology results in an improvement in the net health outcome.  

 

Vision Therapy for Nystagmus 

No well-designed clinical trials evaluating the use of vision therapy for nystagmus were 
identified. 

 

Vision Therapy for Convergence Excess 

For individuals who have convergence excess, the evidence includes a retrospective case series 
published in 1997 (Gallaway and Scheiman) of 83 patients seen over a 3 year period treated with 
vision therapy. The subjects had a mean age of 11.8 years (range of 7 to 32 years). The therapy 
consisted of home therapy and office visits. The mean number of vision therapy sessions was 
18.5 (range of 9 to 32). Statistically and clinically significant changes in direct and indirect 
measures of negative fusional vergence were observed. Total elimination of symptoms was 
reported by 84% of the patients. However, the design of the study and possible patient selection 
bias limit the support of these findings.  

 

Vision Therapy for Divergence Insufficiency 

No well-designed clinical trials evaluating the use of vision therapy for divergence insufficiency 
were identified. 

 

Vision Therapy for Divergence Excess 

No well-designed clinicals trial evaluating the use of vision therapy for divergence excess were 
identified.  
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Vision Therapy for Stroke and Traumatic Brain Injury 

A systematic review conducted by Hunt et al in 2016 reviewed evidence in oculmotor-based 
vision assessment in individuals recovering from a mild traumatic brain injury (mTBI). The 
objectives were to identify changes in the oculomotor-based vision following mTBI, differentiate 
methods of assessment, assess the level and quality of evidence, and determine clinical 
recommendations, if warranted. 20 articles met the inclusion criteria of having a mild traumatic 
brain injury (mTBI) and an assessment of oculomotor-based vision was performed. Findings 
suggested that measurements of saccades, smooth pursuit, and vergence were useful in 
detecting changes in mTBI cases. Assessment methods used were tracker protocols, optometric 
assessment, and the King-Devick test. The authors concluded the evidence was insufficient to 
warrant clinical recommendations. More research is needed to develop reliable, valid and 
clinically useful assessment protocols. Three RCTs were performed by Thiagarajan and Ciuffreda 
in 2013 and 2014 evaluating vision therapy after traumatic brain injury. These trials showed 
improvement with the use of vision therapy but only consisted of 12 patients. 

For individuals who have had a stroke, the evidence includes a matched-pair RCT. Subjects were 
matched according to their functional activity level and assigned to a control (n=12_or 
experimental group (n=12). Each group received task-specific activities for 4 weeks. Van Wyk et 
al in 2014 assessed the effect of saccadic eye movement training with visual scanning exercises 
(VSEs) integrated with task-specific activities on unilateral spatial neglect (USN) post stroke. 
Assessments were conducted weekly over 4 weeks. A statistically significant difference was 
noted on the King-Devick Test (P=.021), Star Cancellation Test (P= .016), and Barthel Index (P= 
.004). The authors concluded that intensive saccadic eye movement training with VSE integrated 
with task-specific activities had a significant effect on USN post-stroke. However, long-term 
follow-up and further studies are needed with larger patient populations to verify these results.  

Pollock et al (2011) in a Cochrane review of thirteen studies, evaluated the effects of 
interventions for visual field defects after stroke. There were 344 randomized participants, of 
which 285 were post stroke. Only 6 of the studies however, compared the effect of an 
intervention with a control group and therefore were included in the review. The authors 
concluded that there was insufficient evidence to reach generalizable conclusions regarding the 
benefits of visual prisms (susbstitutive intervention) for patients with visual field defects after 
stroke. This conclusion was reaffirmed in a 2019 updated systematic review.  
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Vision Therapy for Dyslexia and Other Reading and Learning Disabilities 

Based on review of the peer reviewed medical literature, there is a lack of quality evidence on 
the efficacy of orthoptic training/vision therapy for treating dyslexia and other learning and 
reading disabilities. Small RCTs of vision therapy have been published, but the results were 
inconsistent and the studies were flawed by design limitations of small sample size and poorly 
defined patient criteria. 

The American Academy of Pediatrics does not support its use. They concluded that vision 
therapy is ineffective in the treatment of learning disabilities and report that the scientific 
evidence does not substantiate the claim that visual therapy improves visual efficiency. 
Therefore, they state that diagnostic treatment approaches that are not backed by scientific 
evidence cannot be endorsed or recommended. 

The American Academy of Ophthalmology policy statement regarding learning disabilities, 
dyslexia and vision states that treatment approaches for dyslexia and other learning disabilities 
that lack scientific evidence of efficacy such as behavioral vision therapy, eye muscle exercises, 
or colored filters and lenses are not endorsed or recommended. 

 

Visual Perceptual Therapy 

Based on review of the medical literature there is insufficient evidence in the peer reviewed 
literature to conclude that visual perceptual training is effective for the treatment of learning 
disabilities or disorders. The American Association for Pediatric Ophthalmology and Strabismus 
(AAPOS) state, “There is no scientific evidence to suggest that any ophthalmologic manipulation 
or therapy, including vision training, orthoptic exercises, visual perceptual training, or colored 
spectacle lenses will improve academic performance in children with learning disabilities.” 

The available data supporting the use of visual perceptual therapy to treat learning or 
developmental disabilities is weak and inconclusive, and derived primarily from uncontrolled or 
poorly controlled studies with significant methodological flaws. There are no well-designed 
clinical trials that indicate visual perceptual therapy is an effective treatment for learning 
disabilities or disorders. 
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Vision Restoration Therapy (VRT) 

Mueller et al (2007) performed a clinical observational analysis of visual fields of 302 patients  
before and after treatment with computer-based VRT over a 6 month time period. The visual 
field defects were due to ischemia, hemorrhage, head trauma, tumor removal, or anterior 
ischemic optic neuropathy. The primary outcome measurement was visual field assessment with 
super-threshold perimetry. The patients’ ability to detect super-threshold stimuli in the 
previously deficient area of the visual field was improved by 17.2% with VRT. Notable 
improvements were seen in 70.9% of the patients. Conventional perimetry validated visual field 
enlargements and patient testimonials confirmed the improvement in daily visual functions. 
However, the lack of a control group limits the validity of the results of this study.  

McFadzean (2006) reviewed the controversial findings for NovaVision’s VRT. It is claimed that 
NovaVision’s computerized therapy results in expansion of the visual field in optic nerve and 
occipital lesions, but the outcome has been challenged due to unsatisfactory perimetric control 
of central fixation and disputed mechanisms. The author notes that NovaVision’s VRT should not 
gain clinical acceptance in light of unacceptable perimetric standards and equivocal results. 

There is insufficient evidence of efficacy for this treatment. The number of participants in the few 
available published studies is small and follow-up time is short.  

 

Neuro-Visual (Optometric) Rehabilitation 

There is a limited body of evidence addressing vision therapy in general and neurovisual 
rehabilitation specifically in children following brain injuries. 

There is insufficient published evidence to assess the safety or impact on health outcomes or 
patient management regarding the use of neurovisual rehabilitation following brain injuries in 
children. 

 

Ongoing and Unpublished Clinical Trials 

Some currently ongoing and unpublished trials that might influence this review are listed in 
Table 1. 
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Table 1. Summary of Key Trials 

NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

Ongoing 
NCT03908112 Interventions for Convergence Insufficiency in Concussed 

Children (ICONICC) 
264 March 2025 

NCT: national clinical trial 

 

Clinical Input Received from Physician Specialty Societies and Academic 
Medical Centers 

While the various physician specialty societies and academic medical centers may collaborate 
with and make recommendations during this process, through the provision of appropriate 
reviewers, input received does not represent an endorsement or position statement by the 
physician specialty societies or academic medical centers, unless otherwise noted. 

In response to requests, input was received from four physician specialty societies (five 
reviewers) and three academic medical centers while this policy was under review in 2011. 
Although input supported the use of office-based orthoptic training when home-based therapy 
had failed, some reviewers indicated that home-based therapy would typically include more 
exercises than pencil push-ups. Recommended were push-up exercises using an accommodative 
target; push-up exercises with additional base-out prisms; jump to near convergence exercises; 
stereogram convergence exercises; recession from a target; and maintaining convergence for 30 
to 40 seconds. 

 

Practice Guidelines and Position Statements 

Guidelines or position statements will be considered for inclusion if they were issued by, or 
jointly by, a U.S. professional society, an international society with U.S. representation, or 
National Institute for Health and Care Excellence (NICE). Priority will be given to guidelines that 
are informed by a systematic review, include strength of evidence ratings, and include a 
description of management of conflict of interest. 

 

https://www.clinicaltrials.gov/ct2/show/NCT03908112?term=NCT03908112&draw=2&rank=1
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American Academy of Pediatrics et al 

In 2009 (reaffirmed in 2014 25), the American Academy of Pediatrics, American Academy of 
Ophthalmology, American Association for Pediatric Ophthalmology and Strabismus, and the 
American Association of Certified Orthoptists issued a joint policy statement on pediatric 
learning disabilities, dyslexia, and vision. For vision therapy, the statement concluded:  

Currently, there is no adequate scientific evidence to support the view that subtle eye or 
visual problems cause learning disabilities. Furthermore, the evidence does not support the 
concept that vision therapy or tinted lenses or filters are effective, directly or indirectly, in the 
treatment of learning disabilities. Thus, the claim that vision therapy improves visual 
efficiency cannot be substantiated. Diagnostic and treatment approaches that lack scientific 
evidence of efficacy are not endorsed or recommended. 

In 2011, these same four associations also published a joint technical report on learning 
disabilities, dyslexia, and vision.1 This report concluded:  

There is inadequate scientific evidence to support the view that subtle eye or visual 
problems cause or increase the severity of learning disabilities… Scientific evidence does not 
support the claims that visual training, muscle exercises, ocular pursuit-and-tracking 
exercises, behavioral/perceptual vision therapy, ‘training’ glasses, prisms, and colored lenses 
and filters are effective direct or indirect treatments for learning disabilities. 

 

Medicare National Coverage 

There is no national coverage determination. 
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History  

 

Date Comments 
07/01/18 New policy, approved June 12, 2018, effective October 5, 2018. This policy replaces 

policy 9.03.03 Orthoptic Training for the Treatment of Vision or Learning Disabilities. 
Orthoptic training or vision therapy policy statement changed from not medically 
necessary to investigational for the treatment of learning and reading disabilities, 
including dyslexia. Policy statements added as investigational: visual disorders other 
than convergence insufficiency such as, exotropia, nystagmus, convergence excess, 
divergence insufficiency, stroke or brain injury with visuospatial deficit, hemispatial 
neglect, or visual loss. Visual perceptual training, vision restoration therapy, and 
neurovisual (optometric) rehabilitation policy statements added as investigational.  

09/21/18 Minor update. Added Consideration of Age statement. 

06/01/19 Annual Review, approved May 7, 2019. Policy updated with literature review through 
January 2019; no references added. Policy statements unchanged. 

06/01/20 Annual Review, approved May 21, 2020. Policy updated with literature review through 
January 2020; practice guidelines section updated. References added. Policy 
statements unchanged. 

06/01/21 Annual Review, approved May 20, 2021. Policy updated with literature review through 
January 13, 2021; references added and some references deleted. Policy statements 
unchanged. 

01/01/22 Coding update, updated coding description for CPT code 92065. 

06/01/22 Annual Review, approved May 23, 2022. Policy updated with literature review through 
December 20, 2021; References added. Policy statement unchanged. 

01/01/23 Coding update. Added new CPT code 92066. 
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Disclaimer: This medical policy is a guide in evaluating the medical necessity of a particular service or treatment. The 
Company adopts policies after careful review of published peer-reviewed scientific literature, national guidelines and 
local standards of practice. Since medical technology is constantly changing, the Company reserves the right to review 
and update policies as appropriate. Member contracts differ in their benefits. Always consult the member benefit 
booklet or contact a member service representative to determine coverage for a specific medical service or supply. 
CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). ©2023 Premera 
All Rights Reserved. 

Scope: Medical policies are systematically developed guidelines that serve as a resource for Company staff when 
determining coverage for specific medical procedures, drugs or devices. Coverage for medical services is subject to 
the limits and conditions of the member benefit plan. Members and their providers should consult the member 
benefit booklet or contact a customer service representative to determine whether there are any benefit limitations 
applicable to this service or supply. This medical policy does not apply to Medicare Advantage. 



Premera Blue Cross is an independent licensee of the Blue Cross Blue Shield Association serving businesses and residents of Alaska and Washington State, excluding Clark County.  

052493 (07-01-2021) 

Discrimination is Against the Law 

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to 
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible 
electronic formats, other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters 
and information written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to 
provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, 
you can file a grievance with: Civil Rights Coordinator ─ Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592, 
TTY: 711, Email AppealsDepartmentInquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a 
grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  

Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through 
the Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by 
phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.  

Alaska residents: Contact the Alaska Division of Insurance via email at insurance@alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state, 
outside Anchorage). 

Language Assistance 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 800-722-1471 (TTY: 711). 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711). 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 800-722-1471 (TTY：711）。 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 800-722-1471 (TTY: 711). 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-722-1471 (TTY: 711) 번으로 전화해 주십시오. 

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 800-722-1471 (телетайп: 711). 

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (TTY: 711). 

MO LOU SILAFIA: Afai e te tautala  Gagana fa'a Sāmoa, o loo iai auaunaga  fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-722-1471 (TTY: 711). 

ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 800-722-1471 (TTY: 711). 

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。800-722-1471 （TTY:711）まで、お電話にてご連絡ください。 

PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.  Awagan ti 800-722-1471 (TTY: 711). 

УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки.  Телефонуйте за 

номером 800-722-1471 (телетайп:  711). 

ប្រយ័ត្ន៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ   800-722-1471 (TTY: 711)។ 

ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 800-722-1471 (መስማት ለተሳናቸው: 711). 

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711). 

 (. 711)رقم هاتف الصم والبكم:    800-722-1471:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم  ملحوظة

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਿੇ ਹ,ੋ ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹ।ੈ 800-722-1471 (TTY: 711) 'ਤ ੇਕਾਲ ਕਰੋ। 
เรียน: ถา้คุณพูดภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  โทร 800-722-1471 (TTY: 711). 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-722-1471 (TTY: 711). 

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 800-722-1471 (TTY: 711). 

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.  Rele 800-722-1471 (TTY: 711). 

ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711). 

ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis.  Ligue para 800-722-1471 (TTY: 711). 

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero  800-722-1471 (TTY: 711).  

 تماس بگیريد.   1471-722-800 (TTY: 711): اگر به زبان فارسی گفتگو می کنید، تسهیالت زبانی بصورت رايگان برای شما فراهم می باشد. با  توجه 
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