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Predetermination, Medical Necessity and Non-Covered Services
2021 Commercial Procedure Code List - Fully Insured

Updated November 2021

EXCEPT AS OTHERWISE NOTED IN THE DATE COLUMN, THESE CODES ARE EFFECTIVE ON OR BEFORE JANUARY 1, 2021.

Our medical policy impacts all our coverage decisions. This list includes Current Procedural Terminology (CPT®) and/or Healthcare Common Procedure Coding System (HCPCS) codes that, based on our medical policy, are:

- Subject to a medical necessity review,
- Candidates for a predetermination,

- Not a benefit for our members,

- Considered experimental, investigational and unproven (EIU), or
- Not on our prior authorization list (with some exceptions based on members’ benefit plans)

This is not an exhaustive list of all codes. Codes may change, and this list may be updated throughout the year. The presence of codes on this list does not necessarily indicate coverage under the member benefits contract. Member contracts differ in their
benefits. Please use Availity® or your preferred vendor to verify eligibility & benefits and to determine if a prior authorization is required.

BCBSOK recommends submitting a predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. All BCBSOK Medical Policies can be found at http://www.medicalpolicy.hcsc.net/medicalpolicy/index?corpEntCd=0K1

The purpose of a Predetermination request is to determine whether a specific service, including services that may be considered Experimental/Investigational/Unproven, is Medically Necessary. A Predetermination is not a guarantee of Benefits or a substitute

for the Preauthorization process. Refer to the Utilization Management section on our website.

Procedure Code Groups

Medical Policy Criteria

Procedure Code Group Description

Procedures and services are reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a predetermination request if it is unclear if the service meets BCBSOK Medical Policy

criteria.

Highlighted procedures/services in this code group may require prior authorization. Refer to prior authorization resources available on the provider section of the BCBSOK website.

Non Covered

Procedures/services not covered by BCBSOK. Not subject to utilization review.

Experimental, Investigational,

Unproven (EIU)

Procedures/services not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable Experimental, Investigational and/or Unproven Services (EIU).

Unlisted or Undefined

Procedures/sel

es not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Code Description

PRESS "CTRL" AND "F" KEYS AT THE SAME TIME TO BRING UP THE SEARCH BOX. ENTER A PROCEDURE CODE OR DESCRIPTION OF THE SERVICE.

Note: Some codes will appear twice if Ending Date and Effective Date are within the same quarter period.

Code Group & Description

Medical Policy Criteria: Y require prior Refer to prior

ble on the provider section of the BCBSOK

Medical Policy

No.

Medical Policy Title

00104 Anesth Electroshock ‘ PSY301.013 Electroconvulsive Therapy _ _
website.
20510 Anesth spine Manipation Medica Plicy Citeia Procedure/sevic reiewed to nsure each service meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 Hes03.016 Viapulation Under Anesthesia - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
00797 Amesth surgery For Obesity Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends sbmittng 2 16,003 saraticsurgery - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
1055 Trim Skin tesion Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submittng 2 SUR701.006 oot e servces - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
1056 T Skin oo 2 To4 Wedica Plicy Criteia Procecure/sevic reiewed to ensure each ervce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 SURr01.006 oot e Servces
request i it is unclear if the service meets BCBSOK Medical Policy criteria. - -
1057 T Skin testoms Over 4 Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 SURr01.006 oot e Servces
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
11200 RemovalOf Sin Togs W15 Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 SuRr16.001 et Rocomstractive Procedures - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
11201 Remove Skin Tage Add-On Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 SuRr16.001 o Reconstractive Provedures
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
1719 T Nal(S) Any Namber Wedica Plicy Citeia Procecure/sevic reiewed to nsure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 SURr01.006 oot e Servces - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.001 and Reconstructive Procedures
11520 Correct Skin Color 6.0 Cm/<
orrect in Color 6.0 G/’ request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR716.011 and Contralateral - -
1921 Comect S Cotor 6.4.90.06m Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 SUR716.001 and Reconstructive Procedures
request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR716.011 Jat - -
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.001 Cosmetic and Reconstructive Procedures
11822 Correct Skin Color Ea 20.0C
orrect Skin Color Fa 20.0em request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR716.011 and Contralat - -
SUR716.001 Cosmetic and Reconstructive Proced
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a e e e .
11850 Tx Contour Defects 1 Cc/< o : ° SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. . }
SUR706.009 Sleep Related Breathing Disorders: Surgical
SUR716.001 Cosmetic and Reconstructive Proced
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a smetic and Reconstructive Procedures ) )
11851 Tx Contour Defects 1.1:5.0Cc ° i SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. . }
SUR706.009 Sleep Related Breathing Disorders: Surgical
SUR716.001 Cosmetic and Reconstructive Proced
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a smetic and Reconstructive Procedures ) )
11852 Tx Contour Defects 5.1-10Cc o : ° SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. . }
SUR706.009 Sleep Related Breathing Disorders: Surgical
SUR716.001 Cosmetic and Reconstructive Procedures
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submit
11954 Tx Contour Defects >10.0 Cc edica Pollcy Criterta: Procedure/service reviewed to ensure each service meets BCBSOK Medical Polcy critera recommends submitting SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services N .
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. . }
SUR706.009 Sleep Related Breathing Disorders: Surgical
1960 msert Tssue Expancens) Wedica Plicy Citeia Procedure/servic reviewed to ensure each ervice meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbmittng 2 SuRr16.001 Coumetic and Reconstractive Provedures - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Polcy Criteia rocedure/senvice reviewed o ensure esch et BCBSOK Medical Pty crteria, CBSOK s sebmitt SUR716.009 Breast Implant, Removal and/or Insertion
11970 Rplemt Tiss Xpndr Perm Implt o s BeSOK et poter oy el Polly crtera: ecommends submitting 2 SUR716.001 Cosmetic and Reconstructive Procedures _ _
o ination req : : v riteria. SUR716.011 Reconstructive Breast Surgery
RX501.063 Compounded Drug Products
1950 mplant Hormone pellt(s) Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
ol predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. RX501.007 Hormone Replacement Therapies (HRT) Using Implanted Pellets for Women and Delayed Puberty - -
RX501.076 Testosterone Replacement Therapies
RX501.082 Gender and Gender urgery with Related Services
1681 tnsert Drag Implant Device Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RX501.007 Treatment of Opioid Dependence
& ImP) predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. SUR717.001 Testosterone Replacement Therapies - -
RX501.076 Hormone Replacement Therapies (HRT) Using Implanted Pellets for Women and Delayed Puberty
RX501.082 Gender and Gender urgery with Related Services
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RX501.007 Treatment of Opioid Dependence
11982 Remove Drug Implant Device . X - -
predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. SUR717.001 Testosterone Replacement Therapies
RX501.076 Hormone Replacement Therapies (HRT) Using Implanted Pellets for Women and Delayed Puberty
RX501.082 Gender and Gender urgery with Related Services
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RX501.007 Treatment of Opioid Dependence
11983 Remove/Insert Drug Implant - -
predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. SUR717.001 Testosterone Replacement Therapies
RX501.076 Hormone Replacement Therapies (HRT) Using Implanted Pellets for Women and Delayed Puberty
15755 free FascilFap Microvase Wedica Plicy Citeia Procedure/servic reviewed to enure each service meets BCBSOK MeclcalPolicy rteia. BBSOK recommends submittng 2 SuRr0L.024 Surgery forLpedema and Lymphedema - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
15765 crfgAutol soft s D £xe Wedica Plicy Citeia Procecure/sevic reiewed to nsure each ervce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 SUR716.021 Reconstructive Breast Surgery -
request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR716.011 Adipose-Derived Stem Cells in Autologous Fat Grafting to the Breast
15771 crfg Autol Pt o 50 Cef< Wedica Plicy Citeia Pocecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 SUR716.021 Reconstrucive Breast Surgery -
request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR716.011 Adipose-Derived Stem Cells in Autologous Fat Grafting to the Breast
15772 crfgAutol Pt o 2 Ade] Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 SUR716.021 Reconstnucive Breast Surgery -
oredetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR716.011 Adipose-Derived Stem Cells in Autologous Fat Grafting to the Breast
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Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

15775 Hair Trnspl 1-15 Punch Grfts SUR716.001 Cosmetic and Reconstructive Procedures
rTmspl 1S P request if it is unclearif the service meets BCBSOK Medical Policy criteria. et l -
Medical Policy Criteia: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
15776 Hair Trspl >15 Punch Grafts fealPoley Crieria: Procedurey viemer to enar e - fcal olly crtert uomitting SUR716.001 Cosmetic and Reconstructive Procedures N
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
15780 Dermabrasion Tota!Face Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.030 Cosmetic and Reconstructive Procedures
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Nonpharmacologic Treatment of Rosacea -
THEB01.028 Acne
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.030 Cosmetic and Reconstructive Procedures
15781 Dermabrasion Segmental Face _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Nonpharmacologic Treatment of Rosacea
THEB01.028 Acne
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.030 Cosmetic and Reconstructive Procedures
15782 Dermabrasion Other Than Face
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Nonpharmacologic Treatment of Rosacea -
THEB01.028 Acne
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEBO1.030 Cosmetic and Reconstructive Procedures
15783 Dermabrasion Suprfl Any Site _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Nonpharmacologic Treatment of Rosacea
THEB01.028 Acne
SUR716.001 Gender Assignment S d Gender R s ith Related Ser
. Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a o neassignment burgery with felatedServices
15786 Abrasion Lesion Single : : . SUR717.001 Cosmetic and Reconstructive Procedures -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
THEB01.028 Acne
SUR716.001 Gender Assignment S d Gender R s ith Related Servi
. Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a o neassignment Surgery with Relatedervices
15787 Abrasion Lesions Add-On : : . SUR717.001 Cosmetic and Reconstructive Procedures -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
THEB01.028 Acne
SUR716.018 Chemical Pecls
15788 Chemicalpecl Face Epderm Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.030 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
i predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Nonpharmacoloic Treatment of Rosacea -
THEB01.028 Acne
SUR716.018 Chemical Pecls
15785 Chemicalpecl Face bermal Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.030 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Nonpharmacoloic Treatment of Rosacea -
THEB01.028 Acne
SUR716.018 Chemical Pecls
15799 Chemical el Nonfacial Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.030 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Nonpharmacologic Treatment of Rosacea -
THEB01.028 cne
SUR716.018 Chemical Pecls
15795 Chamical el Nonfacial Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.030 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Nonpharmacologic Treatment of Rosacea -
THEB01.028 Acne
15819 Pplastic surgery Neck Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
15520 Revsion Of Lower Eyeld Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
© eree reauest if it is unclear if the service meets BCBSOK Medical Policy criteria SUR716.004 Brow Repair -
531 Revsion Of lower Eyeld Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
© eree reauest if it is unclear if the service meets BCBSOK Medical Policy criteria SUR716.004 and Brow Repair -
15522 Revsion Of Unper Eyeld Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
© pper Evel reauest if it is unclear if the service meets BCBSOK Medical Policy criteria SUR716.004 and Brow Repair -
15523 Revsion Of Unper Eyeld Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
© pper Evell reauest if it is unclear if the service meets BCBSOK Medical Policy criteria SUR716.004 and Brow Repair -
SUR716.001 Gender Gender ith Related Services
Medical Policy Crteria: y require Refer to prior lable on the provider section of the BCBSOK.
15824 Removal Of Forehead Wrinkles e reaulre P s SUR712.031 Surgical Deactivation of Headache Trigger Sites _
: SUR717.001 Cosmetic and Procedures
15825 Removal Of Neck WHnk! Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
eme e © reauest if it is unclear if the service meets BCBSOK Medical Policy criteria SUR717.001 Cosmetic and Procedures -
UR716.001 Gender Gender ith Related Services
Medical Policy Crteria: y require Refer to prior lable on the provider section of the BCBSOK.
15826 Removal Of Brow Wrinkes e reaulre P s SUR712.031 Surgical Deactivation of Headache Trigger Sites _
: SUR717.001 Cosmetic and Procedures
15528 Removal Of Face wrnles Medical Policy Criteria Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
eme ce reauest if it is unclear if the service meets BCBSOK Medical Policy criteria SUR717.001 Cosmetic and Procedures -
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
15525 Removal Of Sk wiines edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuRT16001 Cosmetc and Reconstactive Procedures
request if it is unclear if the service meets BCBSOK Medical Policy criteria -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuRzi00t Cosmetic and Reconstructive Procedures
15830 ExcSkin Abd o e e ot RO Moo Pty o ediea Poley efera: fends submitting SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _
predetermination request fit s uncl © service mee edical Poliy crite SUR701.024 Surgery for Lipedema and Lymphedema
R716.001 der A ¢ d Gender R s th Related Servi
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuR7e, (Gender Assignment Surgery and Gender Reassignment surgery with Related services
15832 Excise Excessive Skin Thigh oo o ot Beaor Mt pely SUR701.024 Cosmetic and Reconstructive Procedures _
predetermination request fit s unc! © service mee edical Poliy crite SUR717.001 Surgery for Lipedema and
R716.001 der A t d Gender R s th Related Servi
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuR7e, (Gender Assignment Surgery and Gender Reassignment surgery with Related services
15833 Excise Excessive Skin Leg oo e s eaor Mt pely SUR701.024 Cosmetic and Reconstructive Procedures _
predetermination request fit s unc! © service mee edical Poliy crite SUR717.001 Surgery for Lipedema and
R716.001 der A t d Gender R s th Related Servi
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuR7e, (Gender Assignment Surgery and Gender Reassignment surgery with Related services
19834 e Excessive sin Hip redetermination request i it is unclear if the service meets BCBSOK Medical Poliy criteria SuRTo1.024 Cosmetic and Reconstructve Procedures -
” a v SUR717.001 Surgery for Lipedema and
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a ® eerv ® ey
19835 Bucie Excessive ski uttek redetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria SuR701.024 Cosmetic and Reconstructve Procedures -
” a v SUR717.001 Surgery for Lipedema and
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ® eerv ® ey
19836 Bucise Excessive Skin Arm redetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria SuR7T01.024 Cosmetic and Reconstructive Procedures -
” a v SUR717.001 Surgery for Lipedema and
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ® eerv ® ey
19837 Excie Excess Skin Arm/Hand redetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria SuR7o1.024 Cosmetic and Reconstructve Procedures -
” a v SUR717.001 Surgery for Lipedema and
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ® eerv ® ey
19838 Excise Excess skin Fat Pad redetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria SuR7o1.024 Cosmetic and Reconstructve Procedures -
” a v SUR717.001 Surgery for Lipedema and
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
1583 Excise Excess Skin & T Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.017 Cosmetic and Reconstructive Procedures
predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria SUR701.024 Surgical Treatment of Gynecomastia -
SUR717.001 Surgery for Lipedema and
15547 Excokn Abd AddOn Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.001 Cosmetic and Reconstructive Procedures
request if it is unclear if the service meets BCBSOK Medical Policy citeria. SUR7OL024 Surgery for Lipedema and -
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a ® eerv ® ey
15876 Suction Lipectomy Head&Neck SUR701.024 Cosmetic and Reconstructive Procedures -
predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR717.001 Surgery for Lipedema and
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a ® eerv ® ey
19877 suction Lpectomy Trunk redetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria SuR7o1.024 Cosmetic and Reconstructve Procedures -
” a v SUR717.001 Surgery for Lipedema and
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a ® eerv ® ey
15878 Suction Lipectomy Upr Extrem SUR701.024 Cosmetic and Reconstructive Procedures -
predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR717.001 Surgery for Lipedema and
SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ® eerv ® ey
15879 Suction Lipectomy Lwr Extrem SUR701.024 Cosmetic and Reconstructive Procedures -
predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria
SUR717.001 Surgery for Lipedema and
15999 Removal Of Pressure Sore Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
THEB01.030 Laser Treatment of Congenital Port Wine Stain (PWS), d Other External Vascular
) Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a aser Treatment of Congenital Port Wine Stain (PWS), and Other Externa!
17106 Destruction Of Skin Lesions ‘ . THEB01.028 Nonpharmacologic Treatment of Rosacea _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR704.008 Acne Management
o ) ) THEBO1.030 Laser Treatment of Congenital Port Wine Stain (PWS), Hemangiomas, and Other External Vascular Malformations
’ Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
1707 Destruction Of Skin Lesions . : : ° THEBO1.028 Nonpharmacologic Treatment of Rosacea _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR704.008 Acne Management
o ) ) THEBO1.030 Laser Treatment of Congenital Port Wine Stain (PWS), Hemangiomas, and Other External Vascular Malformations
’ Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
1708 Destruction Of Skin Lesions . : : ° THEBO1.028 Nonpharmacologic Treatment of Rosacea _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR704.008 Acne Management
e ———— Procedure/serice not eimbursed by BCBSOK. Not subjec o Ui zation review. Pleas see the ClnicalPayment and Coding Palicyttec: Non-Reimbursable es0L028 p— B
and/or Unproven
17360 Sin peel Therapy Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervice meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 HesoL028 e Management -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
17380 s Removl By Hectrons Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
v v request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Cosmetic and Procedures -
17589 Skin Tissue Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
19105 Cryosurg Ablate Fa Each i Poliey e/ " X feal Policy upmiting SUR701.018 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
19300 Removal Of Breast Tissue i Poliey ure/ v ° il poley uomitting SUR716.017 Surgical Treatment of Gynecomastia _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
19305 Mast Smple Complete Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.015 Gender and Gender urgery with Related Services
ple com request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Prophylactic Mastectomy (PM)/Risk-Reducing Mastectomy (RRM) -
SUR716.011 Gender Assi Gender urgery with Related Services
Medical Policy Criteria: y require prior Refer to prior author: ilable on the provider section of the BCBSOK
19316 Suspension Of Breast e reaulrep P L SUR717.001 Mastopexy .
- SUR716.010 ive and Contralateral
UR716.001 Cosmetic and Reconstructive Procedures
Medical Policy Criteria: y require prior Refer to prior author: ilable on the provider section of the BCBSOK  SUR717.001 Gender Assi Gender urgery with Related Services
19318 Breast Reduction <« reaulrep P i : .
website. SUR716.011 Reconstructive and Contralateral Mammaplasty
SUR716.012 Reduction
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.011 Gender and Gender urgery with Related Services
19324 Enlarge Breast ca Poliey ure/ " " feal policy upmiting g 12/31/2020
request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 d Contralat
19325 Breast Avgmentation W/imait Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.011 Gender and Gender urgery with Related Services
e P request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 d Contralateral -
1928 Rl itact Breast mplant Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.009 Breast Implant, Removal and/or Insertion
P predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR716.011 Reconstructive and Contralateral Mammalasty -
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19330 forwl Ruptured Breast mpiant Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.009 Breast Implant, Removal and/or Insertion
P P request if it is unclearif the service meets BCBSOK Medical Policy criteria. SUR716.011 Jat
SUR716.009 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
) Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ender Assignment Surgery an " Reassignment Surgery wi ed Ser
19340 Insj Breast Implt Sm D Mast ’ : SUR716.011 Breast Implant, Removal and/or Insertion
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR717.001 Jate
SUR716.009 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ender Assignment Surgery an " Reassignment Surgery wi ed Ser
19342 nsi/Rplemt Brst Implt Sep D o : . SUR716.011 Breast Implant, Removal and/or Insertion
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. .
SUR717.001 and Contralat
19350 Bresst Reconstraction Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.011 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
request if it is unclearif the service meets BCBSOK Medical Policy criteria. SUR717.001 and Contralateral
19355 Comect inveted NippleS) Medica Plicy Criteia Procedure/sevice reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 URT16001 Coametc and Reconstractive Procedures
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
19357 e Xonde Pt et Rt Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 S Reconsructie and Contralters Mammaplasty
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
19970 Revs Pt Capsle st Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 oreont Recomstructe and Contralters Mammaplasty
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
19371 pertimptt Capele rst Cormt Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.008 Breast Implant, Removal and/or Insertion
P cap " request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR716.011 lat
SuRT16001 e erstol T Trerepy 1‘Ln|1/|m A
10695 Brest Surgery Procedure Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.011 e ot of Surgial Mrgine During Breast.C.
Bery predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR701.031 omaeld Radiofequency Spectroscopy forIntracperative Assessment of urcal Margins During reast-Consening
SUR701.037 ey
and Contralateral
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
20527 Inj Dupuytren Cord W/Enzyme RX501.073 Clostridial Collagenase for Fibroproliferative Disorders
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
20560 Ndl Insj W/O Njx 1 0r 2 Musc SUR702.018 Dry Needling of Trigger Points for Myofascial Pain
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please s the Clinical Payment and Coding Policy titled: Non-Reimbursable
20561 Ndl Insj W/O Nijx 3+ Musc SUR702.018 Dry Needling of Trigger Points for Myofascial Pain
and/or Unproven Services (EIU).
SUR705.038 Bone Morphogenetic Protein
o ) ) . ) ’ N SUR712.036 Orthopedic Applications of Stem-Cell Therapy
Medical Policy Crt v Refer t Iable on the provider section of the BCBSOK.
20930 Sp Bone Algrft Morsel Add-On ey cene require prior ertoprior e providersection ot the SUR703.051 Use of -Factor Peptide Enhanced Bone Graft During Spinal Surgery
. SUR712.041 Lumbar Spinal Fusion
SUR705.039 Cervical Spinal Fusion
T e Wedica Plicy Criteia ice may require prior authorization. Refer to prior ilable on the provider section of the BCBSOK  SUR705.038 Bone Morphogenetic Protein
website. SUR712.036 Lumbar Spinal Fusion
P — Medical Policy Criteria: y require prior Refer to prior Iable on the provider section of the BCBSOK  SUR712.041 Lumbar Spinal Fusion
website. SUR712.036 Cervical Spinal Fusion
Medical Policy Crt ice may i ization. Refer to pri ilable on the provider section of the BCBSOK
20937 SpBone Agrft Morsel Add-On ey rene require prior ertoprior ¢ providersection of the SUR712.036 Lumbar Spinal Fusion
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
20938 SpBone Agrft Struct Add-On e reaulre P s SUR712.036 Lumbar Spinal Fusion
it Medical Policy Criteria ice may require prior authorization. Refer to prior ilable on the provider section of the BCBSOK  SUR705.013 Electrical Stimulation of the Spine as an Adjunct to Spinal Fusion Procedures
20974 Electrical Bone Stimulation :
website. SUR705.044 Electrical the keleton
R e Medical Policy Criteria: y require p Refer to prior Iable on the provider section of the BCBSOK  SUR705.013 Electrical Stimulation of the Spine as an Adjunct to Spinal Fusion Procedures
website. SUR705.044 Electrcal I the
Medical Policy Criteria: Proced i dt h t5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
20979 Us Bone Stimulation edical Policy Critera: Procedure/service reviewed to ensure each service meets edical Polic crteria. BCBSOK recommends submitting 2 DME101.030 Low Intensity Pulsed Ultrasound Fracture Healing Device
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Proced i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
20982 Ablate Bone Tumor(s) Perq edical Policy Critera: Procedure/service reviewed to ensure each service meets edical Polic crteria. BCBSOK recommends submitting 2 SUR701.021 Radiofrequency Ablation (RFA) of Solid Tumors, Excluding Liver
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
20985 Cptr-Asst Dir Ms Px 4 Y " v & Polley SUR705.023 Computer-Assisted Navigation for Orthopedic Procedures
and/or Unproven Services (EIU)
20999 Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
21025 Excision Of Bone Lower Jaw edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera recommends submitcing 2 SUR705.028 Neuralgia Inducing Cavitational Osteonecrosis (NICO)
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
21026 Excision Of Facial Bone(s) edical Polcy Citeia:Procedureservice reviewe toensure each sevice meets BCBSOK Medical Polcy eriteria recommends submIting 2 SUR705.028 Neuralgia Inducing Cavitational Osteonecrosis (NICO)
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
21073 Wi OF T i/ Amesth Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB03 016 Temporomandioular Joint (TMJ) Disorders (TVID)
proTTm request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR705.010 i Under Anesthesia
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
21083 Prepare Face/Oral Prosthesis edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR706.009 Sleep Related Breathing Disorders: Surgical Management
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
o polics O ) ) . ) ] ) SUR705.030 Orthognathic Surgery
Medical Policy Crit v Refer t Iable on the provider section of the BCBSOK.
21085 Prepare Face/Oral Prosthesis e,y cene require prior ertoprior R D SUR706.009 ‘Temporomandibular Joint (ML) Disorders (TMID)
SUR705.010 Sleep Related Breathing Disorders: Surgical
21089 Prepare Face/Oral Prosthesis Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
SUR716.001 Orthognathic Surgery
R706.009 Cosmetic and Reconstructive Proced
' Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a u osmetic and econsiructive Procedures
21120 Reconstruction Of Chin : SUR705.030 Temporomandibular Joint (TM) Disorders (TMID)
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR705.010 Sleep Related Breathing Disorders: Surgical Management
SUR717.001 Gender Assignment Surgery and Gender Surgery with Related Services
SUR716.001 Orthognathic Surgery
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR706.009 Cosmetic and Reconstructive Procedures
21121 Reconstruction Of Chin SUR705.030 Temporomandibular Joi (TM) Disorders (TMID)
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
SUR705.010 Sleep Related Breathing isorders: Surgical Management
SUR717.001 Gender Assi and Gender ureery with Related Set
SUR716.001 Orthognathic Surgery
R7 ic and R 2
§ Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical P BCBSOK recommends submitting a SUR706.009 Cosmetic and Reconstructive Procedures
21122 Reconstruction Of Chin ‘ : SUR705.030 Temporomandibular Joint (TMJ) Disorders (TMID)
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR705.010 Sieep Related Breathing Disorders: Surgical Management
SUR717.001 Gender Assignment Surgery and Gender urgery with Related Services
SUR716.001 Orthognathic Surgery
SUR706.009 Cosmetic and Reconstructive Procedures
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
21123 Reconstruction Of chin redevemnaton requet 11115 ur/\c\ear i the serice meets BCBSOK Medical Polcy crers “ ¢ SUR705.030 Temporomandibular Jont (TM) Disorders (TMID)
P a v SUR705.010 Sleep Related Breathing Disorders: Surgical Management
SUR717.001 Gender Assi and Gender urgery with Related Services
Medical Policy Criteria: y require p Refer to prior Jable on the provider section of the BCBSOK  SUR705.030 Orthognathic Surgery
21125 Augmentation Lower Jaw Bone
€ website. SUR717.001 Gender Gender urgery with Related Services
SUR706.009 Orthognathic Surgery
Medical Policy Crteria: y require Refer to prior lable on the provider section of the BCBSOK.
21127 Augmentation Lower Jaw Bone e reaulre P P SUR705.030 Gender Gender urgery with Related Services
. SUR717.001 Sleep Related Breathing Disorders: Surgical
SUR705.030 Orthognathic Surgery
Medical Policy Crteria: y require Refer to prior lable on the provider section of the BCBSOK.
21141 Lefort 11 Piece W/O Graft e reaulre P P SUR706.009 Temporomandibular Joint (TM) Disorders (TMJD)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
SUR705.030 Orthognathic Surgery
Medical Policy Crteria: y require Refer to prior lable on the provider section of the BCBSOK.
21142 Lefort -2 Piece W/O Graft e reaulre P P SUR706.009 Temporomandibular Joint (TM) Disorders (TMID)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
SUR705.030 Orthognathic Surgery
Medical Policy Crteria: y require Refer to prior lable on the provider section of the BCBSOK.
21143 Lefort 1:3/> Piece W/O Graft e reaulre P P SUR706.009 Temporomandibular Joint (TM) Disorders (TMID)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
Medical Policy Criteria: y require p Refer to pior Iable on the provider section of the BCBSOK  SUR705.030 Orthognathic Surgery
21145 Lefort I-1 Piece W/ Graft
g website. SUR705.010 Joint (TMJ) Disorders (TVID)
Medical Policy Criteria: y require p Refer to pior Iable on the provider section of the BCBSOK  SUR705.030 Orthognathic Surgery
21186 Lefort 12 Piece W/ Graft
g website. SUR705.010 Joint (TMJ) Disorders (TVID)
Medical Policy Criteria: y require p Refer to pior Iable on the provider section of the BCBSOK  SUR705.030 Orthognathic Surgery
21147 Lefort 13> Piece W/ Graft
5 v website. SUR705.010 Joint (TMJ) Disorders (TVID)
Medical Policy Crteria: y require Refer to pior Iable on the provider section of the BCBSOK.
21150 Lefort Ii Anterior Intrusion e reaulre P L SUR705.030 Orthognathic Surgery
Medical Policy Crteria: y require Refer to pior Iable on the provider section of the BCBSOK.
21151 Lefort i W/Bone Grafts e reaulre P P SUR705.030 Orthognathic Surgery
Medical Policy Crteria: y require Refer to pior Iable on the provider section of the BCBSOK.
21154 Lefort i W/O Lefort | e reaulre P P SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior authorization. Refer to prior Iable on the provider section of the BCBSOK
21155 Lefort il W/ Lefort | e reauire pri P P SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior authorization. Refer to prior Iable on the provider section of the BCBSOK
21159 Lefort il W/Fhdw/O Lefort | e reauire pri P P SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior authorization. Refer to prior Iable on the provider section of the BCBSOK
21160 Lefort il W/Fhd W/ Lefort | e reauire pri P P SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior authorization. Refer to prior Iable on the provider section of the BCBSOK
21188 Reconstruction Of Midface e reauire pri P P SUR705.030 Orthognathic Surgery
SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior authorization. Refer to prior Iable on the provider section of the BCBSOK
21193 Reconst Lwr Jaw W/O Graft e reauire pri P P SUR706.009 Temporomandibular Joint (TM) Disorders (TMID)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior authorization. Refer to prior lable on the provider section of the BCBSOK
21194 Reconst Lwr Jaw W/Graft e reauire pri P P SUR706.009 Temporomandibular Joint (TM) Disorders (TMID)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior authorization. Refer to prior lable on the provider section of the BCBSOK
21195 Reconst Lwr Jaw W/O Fixation e reauire pri P P SUR706.009 Temporomandibular Joint (TM) Disorders (TMID)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior authorization. Refer to prior lable on the provider section of the BCBSOK
21196 Reconst Lwr Jaw W/Fixation e reauire pri P L SUR706.009 Temporomandibular Joint (TM) Disorders (TMID)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
21198 Reconstr Lwr Jaw Segment e reauire pri P P SUR706.009 Temporomandibular Joint (TM) Disorders (TMID)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
21199 Reconstr Lwr Jaw W/Advance e reauire pri P P SUR706.009 Temporomandibular Joint (TM) Disorders (TMID)
- SUR705.010 Sleep Related Breathing Disorders: Surgical
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
21206 Reconstruct Upper Jaw Bone e reauire pri P P SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
21208 Augmentation Of Facial Bones e reauire pri P P SUR705.030 Orthognathic Surgery
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
21209 Reduction Of Facial Bones e reauire pri P P SUR705.030 Orthognathic Surgery
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SUR705.028 Orthognathic Surgery
Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK
21210 Face Bone Graft ey e e pr P C : SUR706.009 Sleep Related Breathing Disorders: Surgical Management
- SUR705.030 Neuralgia Inducing Cavitational (Nico)
SUR705.028 Orthognathic Surgery
Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK
21215 Lower Jaw Bone Graft ey e eaure pr P C : SUR706.009 Sleep Related Breathing Disorders: Surgical Management
: SUR705.030 Neuralgia Inducing Cavitational (Nico)
Medical Policy Criteia: Proce i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
21244 Reconstruction Of Lower Jaw edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 SUR706.009 Sleep Related Breathing Disorders: Surgical Management
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
it Recomstraction Of Medica Plicy Criteia Procedure/sevice reviewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 UR706.000 Seep Related Breathing Disorders: Surgial Management
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
21246 Reconstruction Of Jaw edical Polcy Citefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 SUR706.009 Sleep Related Breathing Disorders: Surgical Management
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
117 Reconsruct tomer faw Bone Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 n wn
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
115 Recomstrction Of Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 n wn
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
11 RecomstrctionOf o Medica Plicy Criteia Procedure/sevice reviewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 n wn
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
21299 Cranio/Maxillofacial Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andor clinical review. _ _
21499 Head Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Medical Policy Criteia: Proce i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
21685 Hyoid Myotomy & Suspension edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends scbmitting 2 SUR706.009 Sleep Related Breathing Disorders: Surgical Management
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
1780 Reconstraction Of Stemam Medica Plicy Criteia Procedure/sevice reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 SuRr6.001 Coumetic and Reconstractive Procedures
request if it is unclearif e service meets BCBSOK Medical Policy criteria.
21742 Repaiestrn/Nuss W/0 Scope Medica Plicy Criteia Procecure/sevice reviewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmitting 2 SURr6.001 Coumetic and Reconstractive Procedures
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
1703 RepairStemumyNuss Wscope Medica Plicy Criteia Procedure/sevice reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 SURr6.001 Coumetic and Reconstractive Procedures
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
21899 Neck/Chest Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
22505 Manipulation Of Spine THES03.016 Manipulation Under Anesthesia
request if it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
22510 perq Cenvicothoracic Inject e RADG01.056 Percutaneous Vertebroplasty and Sacroplasty
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK.
22511 Perq Lumbosacral njection e RADG01.056 Percutaneous Vertebroplasty and Sacroplasty
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
22512 Vertebroplasty Add! Inject e RADG01.056 Percutaneous Vertebroplasty and Sacroplasty
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
22513 perq Vertebral Augmentation e RADG01.041 Percutaneous Balloon Kyphoplasty, Radiofrequency Kyphoplasty, and Mechanical Vertebral Augmentation
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
22514 perq Vertebral Augmentation o RADG01.041 Percutaneous Balloon Kyphoplasty, Radiofrequency Kyphoplasty, and Mechanical Vertebral Augmentation
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
22515 Perq Vertebral Augmentation e reaulre P s RADG01.041 Percutaneous Balloon Kyphoplasty, Radiofrequency Kyphoplasty, and Mechanical Vertebral Augmentation
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
2256 Idetsingle Level e reaulre P s SUR712.023 Intradiscal and Biacuplasty
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
2527 Idet10r More Levels e reaulre P s SUR712.023 Intradiscal and Biacuplasty
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
22533 Lat Lumbar Spine Fusion p— & et L L SUR712.036 Lumbar Spinal Fusion
Medical Policy Crit ice may i ization. Refer to pri ilable on the provider section of the BCBSOK
22534 Lat Thor/Lumb Add Seg e, v cene reuire prier er e prior onthe providersection ofthe SUR712.036 Lumbar Spinal Fusion
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
22558 Lumbar Spine Fusion e et L s SUR712.036 Lumbar Spinal Fusion
Medical Policy Crit ice may i ization. Refer to pri ilable on the provider section of the BCBSOK
22585 Additional Spinal Fusion e,y crene require prior ertoprior onthe providersection ofthe SUR712.036 Lumbar Spinal Fusion
P BCBSOK. N il Pl he Clnical P Policy titled: Non-R I
S rocedure/service not reimbursed by BCBSOK. Not subject to utlization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRr12.038 O
and/or Unproven Services (EIU).
Medical Pol v R fable on th he BCBSOK
e —— edical Policy Criteria require p efer to prior the provider section of the BCBSOK
website.
Medical Pol v R lable on th he BCBSOK
22612 Lumbar Spine Fusion w::::e IR et BB the provider section of the BCBSOK g, 0,1, 036 Lumbar Spinal Fusion
Medical Policy Crit ice may i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22614 Spine Fusion Extra Segment e,y cene require prior ertoprior onthe providersection ofthe SUR712.036 Lumbar Spinal Fusion
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
22630 Lumbar Spine Fusion e et L s SUR712.036 Lumbar Spinal Fusion
Medical Policy Crit ice may i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22632 Spine Fusion Extra Segment e,y crene require prior ertoprior onthe providersection ofthe SUR712.036 Lumbar Spinal Fusion
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
22633 Lumbar Spine Fusion Combined e reaulre P s SUR712.036 Lumbar Spinal Fusion
Medical Policy Crit ice may i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22634 Spine Fusion Extra Segment e,y crene require prior ertoprior onthe providersection ofthe SUR712.036 Lumbar Spinal Fusion
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
22800 Post Fusion </6 Vert Seg. e readrep P s SUR712.036 Lumbar Spinal Fusion
Medical Policy Crit ice may i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22802 Post Fusion 7-12 Vert Seg w:h:; CEAEEAL ORI HADCIES CDEDEIELE LR EICERID SUR712.036 Lumbar Spinal Fusion
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
22804 Post Fusion 13/> Vert Seg e readrep ? P SUR712.036 Lumbar Spinal Fusion
Medical Policy Crit i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22808 Ant Fusion 2-3 Vert Seg w:h:; e PUSTHEIET HADLIES CDEDEIELE SR ICERE SUR712.036 Lumbar Spinal Fusion
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
22810 AntFusion 47 Vert Seg <« reaulre P P SUR712.036 Lumbar Spinal Fusion
website.
Medical Policy Crit i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
2812 Ant Fusion 8/> Vert Seg e oty crer ST L Gl SUR712.036 Lumbar Spinal Fusion
SUR712.041 Cervical Spinal Fusion
Medical Policy Criteria y require Refer to prior lable on the provider section of the BCBSOK
22840 Insert Spine Fixation Device e reaulre P P SUR712.036 Lumbar Spinal Fusion
. SUR712.040 int Fixation (Fusion) Devices
Medical Policy Criteria y require p Refer to prior Iable on the provider section of the BCBSOK  SUR712.041 Lumbar Spinal Fusion
22841 Insert Spine Fixation Device
P website. SUR712.036 Cervical Spinal Fusion
_ Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK  SUR712.041 Lumbar Spinal Fusion
e website SUR712.036 Cervical Spinal Fusion
Medical Policy Criteria y require p Refer to prior Iable on the provider section of the BCBSOK  SUR712.041 Lumbar Spinal Fusion
22843 Insert Spine Fixation Device
P website. SUR712.036 Cervical Spinal Fusion
_ Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK  SUR712.041 Lumbar Spinal Fusion
e website SUR712.036 Cervical Spinal Fusion
Medical Policy Criteria y require p Refer to prior Iable on the provider section of the BCBSOK  SUR712.041 Lumbar Spinal Fusion
22845 Insert Spine Fixation Device
P website. SUR712.036 Cervical Spinal Fusion
_ Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK  SUR712.041 Lumbar Spinal Fusion
e website SUR712.036 Cervical Spinal Fusion
Medical Policy Criteria y require p Refer to prior Iable on the provider section of the BCBSOK  SUR712.041 Lumbar Spinal Fusion
22847 Insert Spine Fixation Device
P website. SUR712.036 Cervical Spinal Fusion
Medical Policy Crit i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22848 Insert Pelv Fixation Device w:h:; e PUSTHEIET HADLIES CDEDEIELE SR ICERE SUR712.036 Lumbar Spinal Fusion
SUR712.041 Cervical Spinal Fusion
Medical Policy Criteria y require Refer to prior lable on the provider section of the BCBSOK
22853 Insj Biomechanical Device e reaulre P P SUR712.036 Lumbar Spinal Fusion
. SUR712.040 int Fixation (Fusion) Devices
SUR712.041 Cervical Spinal Fusion
Medical Policy Criteria y require Refer to prior lable on the provider section of the BCBSOK
22854 Insj Biomechanical Device e reaulre P P SUR712.036 Lumbar Spinal Fusion
- SUR712.040 Int Fixation (Fusion) Devices
Medical Policy Criteria y require prior authort Refer to prior Iable on the provider section of the BCBSOK
22856 Cerv Arific Diskectomy e readtrepri P P SUR712.028 Artificial Intervertebral Disc
Medical Policy Crt i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22857 Lumbar Atif Diskectomy e oty cier: JUZTUCLLED SEADELL (oG e A D SUR712.028 Artificial Intervertebral Disc
Medical Policy Criteria y require prior authort Refer to prior Iable on the provider section of the BCBSOK
22858 Second Level Cer Diskectomy e readtrepri P P SUR712.028 Artificial Intervertebral Disc
SUR712.041 Cervical Spinal Fusion
Medical Policy Crit i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22859 Insj Biomechanical Device v oty Cer: JUZTUCLLED SEADELL (oG e A D SUR712.036 Lumbar Spinal Fusion
- SUR712.040 Interspinous Fixation (Fusion) Devices
ST — - - — - — — - -
R r::ﬂ: Policy Criteria: y require prior Refer to prior on the provider section of the BCBSOK ¢ il Inervertebral e
Medical Policy Criteria y require prior authort Refer to prior Iable on the provider section of the BCBSOK
22865 Remove Lumb Artif Disc e reauire pri P P SUR712.028 Artificial Intervertebral Disc
Medical Policy Crt i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22867 Insj Stablj Dev W/Dcmprn w:bmi Gl YIS HErDEuE CDEDBEELE SR EERD SUR712.029 Interspinous Distraction (Spacers) and Interlaminar Stabilization Devices
Medical Policy Crt i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22868 insj Stablj Dev W/Dcmprn R LR YIS HErDEuE CDEDBEELE SR EERD SUR712.029 Interspinous Distraction (Spacers) and Interlaminar Stabilization Devices
Medical Policy Crt i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22869 Insj Stabl Dev W/O Demprn w:b 'C; Gl YIS HErDEuE CDEDBEELE SR EERD SUR712.029 Interspinous Distraction (Spacers) and Interlaminar Stabilization Devices
Medical Policy Crt i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
22870 Insj Stablj Dev W/0 Demprn R LR YIS HErDEuE CDEDBEELE SR EERD SUR712.029 Interspinous Distraction (Spacers) and Interlaminar Stabilization Devices
22899 Spine Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
22999 Abdomen Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _
Medical Policy Crt i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
23470 Reconstruct Shoulder Joint e ey e JUZTUELLED SEADELY (Ot e A SUR705.032 Shoulder Resurfacing
Medical Policy Crt i i ization. Refer to pri izati ilable on the provider section of the BCBSOK
23472 Reconstruct Shoulder Joint e ey e JUZTUELLED SEADELY (Ot e A SUR705.032 Shoulder Resurfacing
23925 shouldersurgery Procedure Wedica Plicy Citeia Procedure/servic reviewed to enure each ervice meets BCBSOK MedlcalPoicy rteia. BCBSOK recommends submittng 2 SUR705.03 Shoulder Resurfacing
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
20300 aripulate loow W/Anesth Wedica Plicy Citeia Procecure/sevic reiewed to nsure each ervice meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 ea03.016 Viipulation Under Anesthesa
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
24589 Upper Arm/Elbow Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.
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Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

25259 Manipulate Wrist W/Anesthes THES03.016 Manipulation Under Anesthesia
Ipulae Wist Wi request if it is unclearif the service meets BCBSOK Medical Policy criteria. pulation Under Anesthest - -
25999 Forearm Or Wrist Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Crteria: Procedure/service reviewed to ensurre each service meets BCBSOK Medical Policy critria. BCBSOK recommends submitting a
26340 Manipulate Finger W/Anesth THES03.016 Manipulation Under Anesthesia _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Procedure/Service reviewed to ensire each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
26341 Manipulat Palm Cord Post Inj RH501.073 Clostrdial Collagenase for Fibroproliferative Disorders _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
26989 Hand/Finger Surgery Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or clinical review. - - - _
17257 Trent i Diocation Medicl Polic Criteia: Procedure/senic reviewed o ensure eachservice meets BCBSOK Medicl olic ritei. BCBSOK recommends subiting » P P - B
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
7275 Waipulation Of i ot Medicl Polic Crieia: Procedure/seric rviewed o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSOK recommends subritting » B30t Viapulation Under Anesthesa i} B
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria v o ion. Refer to prior authorizati ilable on the provider section of the BCBSOK
27279 Arthrodesis Sacroiliac Joint e v e reauire prior P provider section SUR705.033 Sacroiliac Joint Fusion or Stabilization - _
Medical Policy Criteria v o Refer to prior authorizati ilable on the provider section of the BCBSOK
27280 Fusion Of Sacroilac Joint e v e reauire prior P provider section SUR705.033 Sacroliac Joint Fusion or Stabilization - _
SUR705.036 Hip Resurfacing (HR)
. Medical Policy Criteria: y reauire prior Refer to prior authorizati ilable on the provider section of the BCBSOK  SUR705.019 Facet Joint and Sacroiliac Jint Denervation
27299 peluis/Hip oint S
U IPCEEETES) website. SUR705.029 Surgical Treatment of Femoroacetabular Impingement (FAI) - -
SUR702.017 Surgery for Groin Pain in Athletes
Medical Policy Criteria v io Refer to prior authorizati ilable on the provider section of the BCBSOK
27412 Autochondrocyte Implant Knee e v e reauire prior P CRnEett SUR705.035 Autologous Chondrocyte Implantation (ACI) for Focal Articular Cartilage Lesions - -
Medical Policy Crteria: " Refer t lable on the provider section of the BCBSOK
27415 Osteochondral Knee Allograft edien Polly Crier IR ST SOREIHEREEEICRID SUR705.020 Autogratts and Allografts in the Treatment of Focal Articular Cartlage Lesions _ _
Medical Policy Crteria: " Refer t lable on the provider section of the BCBSOK
27416 Osteochondral Knee Autograft edien Polly Crera IR ST SOREIHEREEEICRID SURT05.020 Autogratts and Allografts in the Treatment of Focal Articular Cartlage Lesions _ _
27599 Leg Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or linical review. _ _ - _
1702 Fecomstract Ankle st Medicl Polic Criteia: Procedure/senic reviewed o ensure eachservice meets BCBSOK Medicl olic ritei. BCBSOK recommends subritting - Tota A Reptacement (TAR) - B
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
1703 Feconstraction Amkle ot Medicl Polic Crieia: Procedure/seric rviewed o ensure eachserice meets BCBSOK Medicl Policy critei. BCBSOK recommends subiting » P Tota e Reptacement (TAR) i} B
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
17700 Removal Of e tant Medicl Polic Crieia: Procedure/seric rviewed o ensure eachserice meets BCBSOK Miedicl Policy critei. BCBSOK recommends subritting » - Tota A Reptacement (TAR) i} B
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
1850 Foation Of Ankle ot Medicl Polic Crieia: Procedure/seric rviewed o ensure eachserice meets BCBSOK Medicl Policy critei. BCBSOK recommends subitting B30t Viapulation Under Anesthesa i} B
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
27899 Leg/Ankle Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Crteria: v Refer t lable on the provider section of the BCBSOK
28446 Osteochondral Talus Autogrft edien Polly Crier IR ST SOREIHEREEEICRID SUR705.020 Autogratts and Allografts in the Treatment of Focal Articular Cartlage Lesions _ _
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clinical Payment and Coding Policy itled: Non-Reimbursable
28890 HiEnrgy Eswt Plantar Fascia SURT05.018 Extracorporeal Shock Wave Therapy for Musculoskeletal Indications and Soft Tissue Inuries _ _
and/or Unproven Services (EIU).
28899 Foot/Toes Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
29799 Casti ing Procedure Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Crteria: P i dt n 5 BCBSOK Medical Policy crteria, BCBSOK ds submitt
20862 Hip Arthr0 W/Debridement edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a surr05029 Surgicl Trestmentof Femoroncetabular ingement (A1) - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: y require p Refer to prior Table on the provider section of the BCBSOK  SUR705.020 ‘Autologous Chondroeyte Implantation (AC) for Focal Articular Cartlage Lesions
20866 Autgrft Impint Knee W/Scope
et ime [ website. SUR705.035 tografts and Allografts in the Treatment of Focal Articular Cartilage Lesions - -
Medical Policy Crteria: P i dt n 5 BCBSOK Medical Policy crteria, BCBSOK ds submitt
29867 Allgrft Implnt Knee W/Scope edical Policy Critera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Poliey critria. BCBSOK recommends submitting 2 SUR705.020 Autografts and Allografts in the Treatment of Focal Articular Cartilage Lesions _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
29868 Meniscal Trspl Knee W/Scpe. e reaulre P s SUR705.034 Meniscal Allografts and Other Meniscal Implants _ _
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
29914 Hip Arthro W/Femoroplasty e reaulre P s SUR705.029 Surgical Treatment of Femoroacetabular Impingement (FAI) _ _
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
29915 Hip Arthro Acetabuloplasty e reaulre P s SUR705.029 Surgical Treatment of Femoroacetabular Impingement (FAI) _ _
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
29916 Hip Arthro W/Labral Repair e reaulre P s SUR705.029 Surgical Treatment of Femoroacetabular Impingement (FAI) _ _
R705.024 Unicondylar Interpositional 5 Treatment of rtmental Arthrits o the K
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuRy0S. nicondylar Interpositional Spacer as 2 Treatment of Unicompartmental Arthriti of the Knee
29999 Arthroscopy Of oint SUR705.029 Surgical Treatment of Femoroacetabular Impingement (FAI) _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
SUR705.041 Thermal C a5 a Treatment of Joint Instability
Medical Policy Criteria: y require Refer to prior Table on the provider section of the BCBSOK _ SUR706.001 Nonpharmacologic Treatment of Rosacea
30120 Revision Of Nose & EIe: P L o 8 - B
website. THES01.030 Nasal and
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK  SUR706.001 Gender Gender urgery with Related Services
30400 Reconstruction Of Nose & et L L _ .
website. SUR717.001 Nasal and
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK  SUR706.001 Gender Gender urgery with Related Services
30410 Reconstruction Of Nose = Ui P i - _
website. SUR717.001 Nasal and
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK  SUR706.001 Gender Gender urgery with Related Services
30420 Reconstruction Of Nose = Ui P i - _
website. SUR717.001 Nasal and
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK  SUR706.001 Gender Gender urgery with Related Services
30430 Revision Of Nose = Ui P i - _
website. SUR717.001 Nasal and
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK  SUR706.001 Gender Gender urgery with Related Services
30435 Revision Of Nose = Ui P i - _
website. SUR717.001 Nasal and
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK  SUR706.001 Gender Gender urgery with Related Services
30450 Revision Of Nose = Ui P i - _
website. SUR717.001 Nasal and
Medical Policy Crteria: P i dt n 5 BCBSOK Medical Policy crteria, BCBSOK ds submitt
30468 Rpr Nsl Vv Collapse W/implt edical Policy Critera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Poliey critria. BCBSOK recommends submitting 2 SUR706.017 Absorbable Nasal Implant for Treatment of Nasal Valve Collapse 212020 sjaj202
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
30468 Rpr Nsl Vv Collapse W/impit 4 Y 4 v & Polley SUR706.017 Absorbable Nasal Implant for Treatment of Nasal Valve Collapse 5/15/2021
and/or Unproven Services (EIU).
Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. May require Prior Authorization
30999 Nasal Surgery Procedure _ _ - -
based on contract agreement.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
31205 Nsl/Sins Ndsc Surg Max Sins o /s o e SUR706.001 Nasal and Sinus Surgery _ ,
request if it is unclear if the service meets BCASOK Medical Policy critera
Medical Policy Crteria: y require Refer to prior Iable on the provider section of the BCBSOK
31296 Nsi/sins Ndsc Surg Frnt Sins e reaulre P P SUR706.001 Nasal and Sinus Surgery - _
Medical Policy Crteria: y require Refer to pior Iable on the provider section of the BCBSOK
31297 Nsl/sins Ndsc Surg Sphn Sins e reaulre P P SUR706.001 Nasal and Sinus Surgery - _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
31208 Ns/Sins Ndsc Surg Frnt&Sphn v /s d e SUR706.001 Nasal and Sinus Surgery _ ,
request if it s unclear if the service meets BCASOK Medical Policy critera.
Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. May require Prior Authorization
31299 Sinus Surgery Procedure - - = =
based on contract agreement.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
31572 Largsc W/laser Dstrj Les o / “ ® SUR716.001 Cosmetic and Reconstructive Procedures - -
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
31573 Largsc W/Ther Injection o / “ ® SUR716.001 Cosmetic and Reconstructive Procedures - -
request if it is unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
31574 Largsc W/Njx Augmentation o / “ ® SUR716.001 Cosmetic and Reconstructive Procedures - -
request if it s unclear if the service meets BCASOK Medical Policy critera
31599 Laryn Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Crteria: Proced dt h ets BCBSOK Medical P BCBSOK ds submitti
31627 Navigational Bronchoscopy edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medica recommends submitting 2 SUR706.013 Electromagnetic Navigation Bronchoscopy (ENB) N .
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
1163 oronch w/aloon Occuson Medicl Polic Critei: Procedure/seric reviewe o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends submiting onroLom endoscopi, Arthrosconi, . . - -
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
1687 Bronehia vatve it et Medicl Polic Criteis: Procedure/seric reviewed o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends submiting 0601 ot vaves
request f it is unclear if the service meets BCBSOK Medical Policy criteia. - -
1648 Bronehial vatve remow it Medicl Policy Criteis: Procedure/Servic reviewe o ensure eac sevice meets BCBSOK Medicl P BCBSOK recommends submitting 3 0601 aroncat vaves
request f it is unclear if the service meets BCBSOK Medical Policy criteia. - -
1645 Bronchin vate Remow addl Medicl Polic Criteis: Procedure/seric rviewe o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends submiting 0601 ot vaves
request f it is unclear if the service meets BCBSOK Medical Policy criteia. - -
o5t Bronehial vatve ndd meent Medicl Polic Criteis: Procedure/seric rviewe o ensur eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends submiting o060t arancat vaves
request f it is unclear f the service meets BCBSOK Medical Policy criteria. - -
11650 oronch Themmoplsty 1 tabe Medicl Policy Crieis: Procedure/senic rviewed o ensure eachservice meets BCBSOK Medicl Polcy critei. BCBSO recommends submiting 2 P, sronchal Thermoptasty - )
request if it is unclear f the service meets BCBSOK Medical Policy criteria.
1651 oronch Thermeplty 2/ tobes Medicl Policy Criteis: Procedure/seric rviewed o ensure eachservice meets BCBSOK Miedicl Polcy critei. BCBSO recommends submiting 3 P, sronchal Thermoptasty - )
request if it is unclear f the service meets BCBSOK Medical Policy criteria.
31899 Ainways Surgical Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - - - -
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
32553 Ins Mark Thor For R Perg o Poley e/ . . feal Policy ubmiting /A /A - -
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
32664 Thoracoscopy W/ Th Nrv Exc i Poliey ure/ " - feal policy uomitting MED201.014 Treatment of Hyperhidrosis _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: y require prior Refer to prior ilable on the provider section of the BCBSOK
32701 Thorax Stereo Rad Targetw/Tx e readrep " i AIM Guidelines - -
website.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
3209 Ablate Pulm Tumor Perq Crybl ca Poliey e/ " - feal Policy upmiting SUR7OL018 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR701038 Microwave Tumor Ablation
32098 Ablate Pulm Tumor Perq Rf ° - -
request if it is unclear if the service meets BCBSOK Medical Policy criteia. SURTOL021 Ablation (RFA) of Solid Tumors, Excluding Liver
32999 Chest surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
33211 insert Card Electrodes Dual edicl Policy Criteia: rocedure/servicereviewed to ensure each service meets edical Pollcy eriterta fecommends submitting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Falure _ R
request if it is unclear f the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Poicy citeria. BCBSOK ds submitti
33213 insert Pulse Gen Dual Leads edicl Policy Criteia: rocedure/servicereviewed to ensure each service meets edical Polley eriterta fecommends submitting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Falure _ R
request if it is unclear f the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Poicy citeria. BCBSOK ds submitti
33225 LVentric Pacing Lead Add-On edical Policy Citeia: Procedure/service reviewed to ensre each service meets BCBSOK Medica creria recommends submitting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure _ _
request if it is unclear f the service meets BCBSOK Medical Policy criteria.
15270 Infnen suba Oefriltor Medicl Policy Criteis: Procedure/senic rviewed o ensure eachservice meets BCBSOK Miedicl Polcy critei. BCBSO recommends submiting 2 707008 A mplantabe Cordoverter Deforiltors - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
271 sy b it o e Medicl Policy Criteis: Procedure/senic rviewed o ensure eachservice meets BCBSOK Miedicl Polcy critei. BCBSO recommends submiting 2 707008 A mplantabe Cordoverter Deforiltors - -
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
J5276 Teatms gt perm s P Medicl Policy Criteis: Procedure/senic rviewed o ensure eachservice meets BCBSOK Medicl Polcy critei. BCBSO recommends submiting 2 70705 Cendlons Cordine Prcemer - -
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
15275 Teat Al perm s e i Medicl Policy Criteis: Procedure/seric rviewed o ensure eachservice meets BCBSOK Miedicl Polcy critei. BCBSO recommends submiting 3 70705 Cendloss Cordine Pacemer - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
15285 sy b Car Ayt s Medicl Policy Criteis: Procedure/seric rviewed o ensure eachservice meets BCBSOK Medicl Polcy critei. BCBSO recommends submiting 2 0202008 Long-Term Ambulatory Cadiae Mantorng (Outpatient Cardiac Telemety, Implantable Cadiac bythm Event - -
request if it is unclear f the service meets BCBSOK Medical Policy criteia. Monitors, and Intracardiac Ischemia Detection Systems)
15286 e Suba Cor Ryt e Medicl Policy Criteis: Procedure/senic rviewed o ensure eachservice meets BCBSOK Miedicl Polcy critei. BCBSO recommends submiting 0202008 Long-Term Ambulatory Cadiae Mantoring (Outpatient Cardiac Telemety, Implantable Cadiac bythm Event - -
predetermination reauest f it is unclear i the service meets BCBSOK Medical Policy criteia. Monitors, and Intracardiac Ischemia Detection Systems)
October 2021 2021_Commercial _Predetermination_Post Service Review_Non Covered Procedure Code List_BCBSOK s/ea



Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

33289 Teat Impl Wrls P-Art Prs Snr MED202.058 Cardi ic Monitoring for the Heart Failure i the Outpatient Settin
P request if it is unclearif the service meets BCBSOK Medical Policy criteria. Horine for e n the Outpatient Setting
Medica Plicy Criteia Procedure/servicereiewed to ensure each servce meets BCBSOK Medical Poicy crteia. BCBSOK recommends sbmitting 2
33340 Perq Clsr Teat L Atr Apndge Jcal Pollcy Critert ure/ vew " e m fcal olly crtert uomitting SUR701.009 Percutaneous and Surgical Closure of the Left Atrial Appendage for Stroke Prevention in Atrial Fibrillation
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
33361 Replace Aortic Valve Perq Jcal Policy Critert ure/ e " e el polly crtert uomitting SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33362 Replace Aortic Valve Open edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33363 Replace Aortic Valve Open ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33364 Replace Aortic Valve Open ecical Poicy Crtata: Procedure/service reviewed to ensure each service mests edical Plicy crteria recommends submitting 2 SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33365 Replace Aortic Valve Open edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends scbmitting 2 SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33366 Treath Replace Aortic Valve ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33367 Replace Aortic Valve W/Byp edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets edical Policy riteria recommends submiting 2 SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33368 Replace Aortic Valve W/Byp edical Polcy Criefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33369 Replace Aortic Valve W/Byp edical olicyCrteia: rocedure/servicereviewed to ensure each service meets edical Polley erteria recommends submiting 2 SUR707.028 Transcatheter Aortic-Valve Implantation for Aortic Stenosis
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
13018 Repair Teot Witral Value Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a PR rarecatheter Mtral Vatve Procedores
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
13019 Repair Teot Witral Valve Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 PR rarcatheter Mteal Vatve Procedres
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
13077 mplant Teat Pulm iy era Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 o070 Teamscatheter PumonaryVaive mplantation
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
351> Remonal Of Heart Lesion Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 0702 Cordine Restoration and Remodeling Procecures
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33880 Endovasc Taa Repr Incl Subel edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33881 Endovasc Taa Repr W/O Subel ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33883 Insert Endovasc Prosth Taa ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Plicy crteria recommends submiting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Critria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33884 Endovasc Prosth Taa Add-On edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33886 Endovasc Prosth Delayed ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proce d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33889 Artery Transpose/Endovas Taa ecical Poicy Crtarta: Procedure/service reviewed to ensure each service meets edical Plicy crteria recommends submitting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
13891 Cor-Cor 09 Oy Endovas Tan Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 o o
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33927 Impltj Tot Rplem Hrt Sys edical Polcy Citeia:Procedureservice reviewe toensure each sevice meets BCBSOK Medica Polcy eriteria recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
auest if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33928 Rmvi&Rplemt Tot Hrt Sys edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33029 Rl Rplcmt Hrt Sys F/Trnspl ledical Policy Criteria: Procedure/service reviewed to ensure each service meets s edical Policy criteria. recommends submitting a SUR707.017 Ventricular Assist Devices and Total Artiicial Hearts
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33975 Implant Ventricular Device edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33976 Implant Ventricular Device edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submIting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33979 Insert Intracorporeal Device ledical Policy Criteria: Procedure/service reviewed to ensure each service meets s edical Policy criteria. recommends submitting a SUR707.017 Ventricular Assist Devices and Total Artiiclal Hearts
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33981 Replace Vad Pump Ext edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33982 Replace Vad Intra W/0 Bp edical Polcy Criteia: Procedure/service reviewed to nsure each serice meets SCBSOK Medical Polcy citer recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
13953 Replace v tra W/on Wedica Plicy Citeia Proceure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy rteia. BCBSOK recommends sbmittng 2 o070 entrieutor ot Devices o Totat Arti!Hoarts
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33990 Insj Perq Vad L Hrt Arterial edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33991 InsjPerg Vad L Hrt Arti&ven edicl Policy Crteia: rocedure/sevicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
13992 ol pera oft Heart vad Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbrittng 2 orr0m entrietor ot Devices amd Totat Artict Hearts
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
33993 Reposg Perg R/L Hrt Vad edicl Policy Criteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR703.027 Stem-Cell Therapy for the Treatment of Damaged Myocardium Due to Ischemi
. Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a el Therapy for the Treaiment of Damaged Myocardium Due tolschemia
33999 Cardiac Surgery Procedure o eSOk Moo by o SUR707.026 Cardiac Restoration and Remodeling Procedures
s a v . SUR701.009 Percutaneous and Surgical Closure of the Left Atrial Appendage for Stroke Prevention in Atrial Fibrillation
Medical Policy Criteia: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
36260 Insertion Of Infusion Pump edical Polcy Citeia: Procedureservice reviewe o ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submitting SUR707.008 Implantable Infusion Pum for Pain and Spasticty
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
36299 Vessel Injection Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36465 Njx Noncmpnd Sclrsnt 1 Vein o / “ ® SUR707.016 Varicose Vein Management
request if it is unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36466 Njx Noncmpnd Sclrsnt Mit Vn o / “ ® SUR707.016 Varicose Vein Management
request if it is unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36468 Njx Sclrnt Spider Veins o / “ ® SUR707.016 Varicose Vein Management
request if it is unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36470 NjxSclrsnt 1 Inemptt Vein < / o ® SUR707.016 Varicose Vein Management
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36471 NjcSclrsnt Mit Incmptnt Vn o / o ® SUR707.016 Varicose Vein Management
request if it s unclear if the service meets BCASOK Medical Policy critera.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
36473 Endovenous Mchnchem 15t Vein 4 Y 4 v & Polley SUR707.016 Varicose Vein Management
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
36474 Endovenous Mchnchem Add-On 4 Y 4 v & Polley SUR707.016 Varicose Vein Management
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
36475 Endovenous Rf 15t Vein < / o ® SUR707.016 Varicose Vein Management
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36476 Endovenous Rf Vein Add-On o / “ ® SUR707.016 Varicose Vein Management
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36478 Endovenous Laser 15t Vein < / o ® SUR707.016 Varicose Vein Management
request if it s unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36479 Endovenous Laser Vein Addon o / o ® SUR707.016 Varicose Vein Management
request if it s unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36482 Endoven Ther Chem Adhes 15t o / “ ® SUR707.016 Varicose Vein Management
request if it is unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36483 Endoven Ther Chem Adhes Sbsq o / “ ® SUR707.016 Varicose Vein Management
request if it is unclear if the service meets BCBSOK Medical Policy critera
el for Chroni ic Leukemia (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.030 HematopoiticColl Tanslntation o N Hodgin mptoms
SUR703.033 el for Acute kemia (AML)
SUR703.037 cell on for Chronic Leukemia (CML)
SUR703.038 Hematopoietc ell Transplantation for Epithelal Ovarian Cancer
SUR703.034 el o for Central N tem Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 jent Information)
SUR703.047 jetic Cell o for lid Tumors in Adults
Jes11 Aoperesis Whe Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR703.036 el ion for Malignant and Gliomas
4 predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. SUR703.029 jetic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietc el Transplantation forSoid Tumorsn Cildren
SUR703.031 el o for Genetic D d Acquired Anermias
SUR703.043 el on for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Adoptive Immunotherapy
SUR703.040 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.002 Syndrome
THEB01.024 jetic Cell ion for Acquired (AiDS)
SUR703.044 el ion for (MDS) and Neoplasms (MPN)
SUR703.039 el ion for Primary Systemic Amyloidosi
el ion for
Medical Policy Criteria: ice may requlre prior Refer to prior ilable on the provider section of the BCBSOK
36516 Apheresis Immunoads Sictv e reaulrep P i THES02.003 id Apheresis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
36522 Photopheresis o Poley / " . feal policy upmitting THEB01.026 Extracorporeal Photopheresis (ECP)
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
36563 Insert Tunneled Cv Cath o Poley / " . feal policy upmitting SUR707.008 Implantable Ifusion Pump for Pain and Spasticity
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37215 Transcath Stent Cea W/Eps ca Poliey / " ° il poliey upmitting SUR701.028 Extracranial Carotid Angioplasty or Stenting
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37216 Transcath Stent Cea W/O Eps ca Poliey / " ° il poliey upmitting SUR701.028 Extracranial Carotid Angioplasty or Stenting
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37217 Stent Placemt Retro Carotid o Poley / " . feal policy upmitting SUR701.028 Extracranial Carotid Angioplasty or Stenting
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37218 Stent Placemt Ante Carotid ca Poliey / " il poliey upmitting SUR701.028 Extracranial Carotid Angioplasty or Stenting
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Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

37241 Vasc Embolize/Occlude Venous oot 1112 ovteas 1 thesereces maets BCBSOK Meciel oty oot SUR701015 Therapeutic Embolization and Vessel Occlusion to Treat Pelvic Conditions -
17202 Vase Embolize/Occlude Artery WedicalPolicy Crteia Procedure/sevice reviewed to ensure each sevice meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a SURTOLOIS Therapeatic Embolzaton and Vessel Oeeusion o Trea Pelic Condiions B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
17203 Vase Embolze/Occiude Organ Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting THEB01.022 Transcatheter Arterial Chemoembolization (TACE) of the Liver
request if it is unclearif the service meets BCBSOK Medical Policy criteria. SUR701.015 Therapeutic Embolization and Vessel Occlusion to Treat Pelvic Conditions -
7208 Vase Embolze/Occlude Bleed Medica Plicy Criteia Procedure/sevice reiewed to ensure each servce meets BCBSOK MedicalPoicy rteia. BCBSOK recommends sbmittng 2 SURTOLO1S Therapeutic Embolzation and Vessl Oelusion to Treat Pelic Conltons -
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
17500 Endoscopy Ligate Per veins Medica Plicy Criteia Procedure/sevice reviewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 . Varcose Vein Mamagement -
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
37501 Vascular Endoscopy Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37700 Revise Leg Vein SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37718 Ligate/Strip Short Leg Vein SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37722 Ligate/Strip Long Leg Vein SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37735 Removal Of Leg Veins/Lesion SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37760 Ligate Leg Veins Radical SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37761 Ligate Leg Veins Open SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37765 Stab Phieb Veins Xtr 1020 SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37766 Phieb Veins - Extrem 20+ SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37780 Revision Of Leg Vein SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37785 Ligate/Divide/Excise Vein SUR707.016 Varicose Vein Management _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
37788 Revascularization Penis MED201.030 Sexual Dysfunctions, Assessment and Treatment _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
3778  Penile Venous Occlusion MED201.030 Sexual Dysfunctions, Assessment and Treatment _
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
37799 Vascular Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
38129 Laparoscope Proc Spleen Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
el for Chroni ic Leukemia (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 jetic Cell for Lymphomas
SUR703.030 el for Acute Leukemia (AML)
SUR703.037 cell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 jetic Cell for Central N tem Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuRr03.036 el fortise i Tumors n Adults
38204 Bibonor search Management predetermination request if it s unclear if the service meets BCBSOK Medical Policy criteria. SUR703.047 el for Malignant and Gliomas -
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 Hematopoietic Cell Transplantation for Genetic Diseases and Acquired Anemias
SUR703.043 jetic Cell for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 jetic Cell for Acauired (wDS)
SUR703.044 el for ic Syndromes (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Systs foidosis
el for
el for Chronic Lymphocytic Leukemia (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 jetic Cell for Lymphomas
SUR703.030 el for Acute Leukemia (AML)
SUR703.037 cell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 jetic Cell for Central N tem Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
) Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SURT03.036 el fortise i Tumors n Adults
38205 Harvest Allogenelc stem Cell predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR703.047 el for Malignant and Gliomas -
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 Hematopoietic Cell Transplantation for Genetic Diseases and Acquired Anemias
SUR703.043 el for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 jetic Cell for Acquired (wDS)
SUR703.044 el for ic Syndromes (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Systemic Amyloidosis
el for
el ion for C (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.030 jetic Cell on for Lymphomas
SUR703.033 el ion for Acute Leukemia (AML)
SUR703.037 cell on for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 jetic Cell o for i
SUR703.046 el ion for Central N tem Embryonal Tumors and Ependymoma
SUR703.050 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.051 Hematopoietic Cell Transplantation (HCT) or Aditional Infusion Following Preparative Regimens (General Donor and
SUR703.041 fent Information)
Medical Policy Crieria y require prior Refer to prior ilable on the provider section of the BCBSOK  SUR703.036 jetic Cell o for lid Tumors in Adults
EHS (e EEl website. SUR703.047 ell ion for Malignant d Gliomas =
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 jetic Cell ion for Genetic D d Acquired
SUR703.031 el on for Diseases
SUR703.043 el on as a Treatment of Acute Leukemia (ALL)
SUR703.045 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.035 Syndrome
SUR703.040 jetic Cell ion for Acquired (ADS)
SUR703.002 el ion for i (MDS) and Neoplasms (MPN)
SUR703.044 Orthopedic Applications of Stem-Cell Therapy
SUR703.039 ietic Cell o for Primary Amyloid
Hematopoietic Cell Transplantation for Solid Tumors in Children
el forc (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 el for dekin Lymphomas
SUR703.030 el for Acute Leukemia (AML)
SUR703.037 cel ion for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 el for Central N tem Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Aditional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR703.036 el for Vi Tumors n Adults
38207 Cryopreserve Stem Cells ! ‘ SUR703.047 el for Malignant and Gliomas _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic DI d Acquired Anermias
SUR703.043 el for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired (wDS)
SUR703.044 el for dromes (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Systemic Amyloid
el for
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ell forct phocy! (CLL) and small Lymphocytic Lymphoma (SLL)

SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 ell for dgkin Lymphomas
SUR703.030 ell for Acute Leukemia (AML)
SUR703.037 ell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
SUR703.036 ell for lid Tumors in Adults
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
38208 Thaw Preserved Stem Cells. SUR703.047 ell for Malignant and Gliomas
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumars in Children
SUR703.031 ell for Genetic Di d d Anemias
SUR703.043 ell for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired (AIDS)
SUR703.044 ell for v (MDS) and Neoplasms (MPN)
SUR703.039 ell for Primary Systs loid
ell for
ell for Ct iphocy! (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 ell for dgkin Lymphomas
SUR703.030 ell for Acute Leukemia (AML)
SUR703.037 ell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
SUR703.036 ell for lid Tumors in Adults
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
38209 Wash Harvest Stem Cells SUR703.047 ell for Malignant and Gliomas
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 ell for Genetic Di d d Anemias
SUR703.043 ell for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired Syndrome (AIDS)
SUR703.044 ell for (MDS) and Neoplasms (MPN)
SUR703.039 ell for Primary Syst loid
ell for
ell for Ct (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 ell for dgkin Lymphomas
SUR703.030 ell for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
SUR703.036 ell for lid Tumors in Adults
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
38210 T-Cell Depletion Of Harvest SUR703.047 ell for Malignant and Gliomas
predetermination request if it s unclear if the service meets BCBSOK Medical Policy criteria.
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 ell for Genetic Di d d Anemias
SUR703.043 ell for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired Syndrome (AIDS)
SUR703.044 ell for (MDS) and Neoplasms (MPN)
SUR703.039 ell for Primary Syst loid
ell for
ell for Ct (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 Hematopoietic Cell Transplantation for Non-Hodgkin Lymphomas
SUR703.030 ell for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leuks (ML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a SUR703.036 el for i Tumors in Adults
38211 Tumor Cell Deplete Of Harvst predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria SUR703.047 el for Malignant and Gliomas
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic DI d d Anemias
SUR703.043 el for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired Syndrome (AIDS)
SUR703.044 ell for (MDS) and Neoplasms (MPN)
SUR703.039 ell for Primary Syste loid
ell for
ell for Ct (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 Hematopoietic Cell Transplantation for Non-Hodgkin Lymphomas
SUR703.030 ell for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leuks (ML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR703.036 el for i Tumors in Aduits
38212 Roc Depleton OfHarvest predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. SUR703.047 el for Malignant and Gliomas
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic Di d d Anemias
SUR703.043 el for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired Syndrome (AIDS)
SUR703.044 ell for Neoplasms (MPN)
SUR703.039 el for Primary Systemic Amyloid
el for
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ell ion for C (CLL) and small Lymphocytic Lymphoma (SLL)

SURT03.002 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 el ion for dgkin Lymphomas
SUR703.030 el ion for Acute Leukemia (AML)
SURT03.037 cell for Chronic Leukemia (ML)
SURT03.038 Hematopoietic Cell Transplantation for Epthelial Ovarian Cancer
SURT03.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SURT03.086 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SURT03.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SURTO3.041 Recipient Information)
SURTO3.036 el lid Tumors n Adults
Medical Policy Crteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy critria. BCBSOK recommends submitting a
38213 Platelet Deplete Of Harvest SURT03.047 el @ and Gliomas
predetermination request f it is unclear if the service meets BCBSOK Medical Policy critria.
SURT03.029 Hematopoietic Cell Transplantation for Breast Cancer
SURT03.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SURT03.031 el for Genetic D d Acquired Anemias
SURT03.043 el for Diseases
SURTO3.085 el Treatment of Acute Leukemia (ALL)
SURT03.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SURT03.040 Syndrome
SURT03.002 el for Acquired (aiDs)
SURTO3.084 el (MDS) and Neoplasms (MPN)
SURT03.039 el for Primary Amyloid
el for
el forcy (CLL) and Small Lymphocytic Lymphoma (SLL)
SURTO3.002 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SURT03.033 el for dgkin Lymphomas
SURT03.030 el for Acute Leukemia (AMU)
SURT03.037 cell for Chronic Leukemia (ML)
SURT03.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SURT03.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SURT03.086 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SURT03.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SURTO3.041 Recipient Information)
SURTO3.036 el lid Tumors n Adults
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
38214 Volume Deplete O Harvest SURT03.047 el @ and Gliomas
predetermination request f it is unclear if the service meets BCBSOK Medical Policy critria.
SURT03.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic DI d Acquired Anemias
SUR703.043 el for Diseases
SUR703.045 el Treatment of Acute Leukernia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired Syndrome (AIDS)
SUR703.044 el (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Syst Joid
el for
el forcs (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 el for dgkin Lymphomas
SUR703.030 el for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR703.036 el fid Tumors n Adults
38215 Harvest stem Cell Concentrte predetermination request f it is unclear f the service meets BCBSOK Medical Policy criteria SUR703.047 el & and cliomas
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic DI d Acquired Anemias
SUR703.043 el for Diseases
SUR703.045 el Treatment of Acute Leukernia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired Syndrome (AIDS)
SUR703.044 el (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Syst Joid
el for
Hematopoietic Cell Transplantation for Chronic Lymphocytic Leukemia (CLL) and Small Lymphocytic Lymphoma (SLL)
SURT03.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.030 el for Lymphomas
SUR703.033 el for Acute Leukemia (AML)
SURT03.037 tem-Cell for Chronic Leukemia (ML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 el for
SURT03.046 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.050 Hematopoietic Cell Transplantation for Hodgkin Lymphorna (HL)
SUR703.041 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
e ——— Medical Policy Criteria: y require pr Refer to prior lable on the provider section of the BCBSOK zii;gz Ej j LAk ‘"’””":“""’ o oo Al
CEEER SUR703.029 ell for Malignant and Gliomas
SURT03.032 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.031 Hematopoietic Cell Transplantation for Genetic Diseases and Acquired Anemias
SUR703.043 el for Diseases
SURT03.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukernia (ALL)
SURT03.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired Syndrome (AIDS)
SURT03.044 el for Syndromes (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Systemic Amyloic
Hematopoietic Cell Transplantation for Solid Tumors in Children
Hematopoetic Cell Transplantation for Chronic Lymphocytic Leukemia (CLL) and Srmall Lymphocytic Lymphoma (SLL)
SURTO3.042 Hematopoetic Cell Transplantation in the Treatment of Germ Cell Tumors
SURT03.030 el for Lymphomas
SURT03.033 el for Acute Leukemia (AML)
SURT03.037 tem-Cell for Chronic Leukemia (CML)

38232 Bone Marrow Harvest Autolog

October 2021

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

SUR703.038
SUR703.034
SUR703.046
SUR703.050
SUR703.041
SUR703.036
SUR703.047
SUR703.029
SUR703.032
SUR703.031
SUR703.043
SUR703.045
SUR703.035
SUR703.040
SUR703.002
SUR703.044
SUR703.039

Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer

ell for
Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
Hematopoietic Cel Transplantation for Hodgkin Lymphoma (HL)

Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and

Recipient Information)

ell for Solid Tumors in Adults

ell for Malignant and Gliomas
Hematopoietic Cell Transplantation for Breast Cancer
Hematopoietic Cell Transplantation for Genetic Diseases and Acquired Anemias

ell for Diseases
Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS

Syndrome
ell for Acquired Syndrome (AIDS)
ell for Syndromes (MDS) and Neoplasms (MPN)
ell for Primary Syst loid

Hematopoietic Cell Transplantation for Solid Tumors in Children
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38240 Transplt Allo Het/Donor

ell forct (CLL) and small Lymphocytic Lymphoma (SLL)

SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors

SUR703.033 ell for dgkin Lymphomas
SUR703.030 ell for Acute Leukemia (AML)
SUR703.037 cell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymorma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphorma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
SUR703.036 ell lid Tumors in Adults

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a SURTO3 047 " o i Glomas

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 ell for Genetic D) d d Anemias
SUR703.043 ell for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoetic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired (ADS)
SUR703.044 ell (MDS) and Neoplasms (MPN)
SUR703.039 ell for Primary Amyloid

ell for

38241 Transplt Autol Het/Donor

Hematopoietic Cell Transplantation for Chronic Lymphocytic Leukemia (CLL) and Small Lymphocytic Lymphoma (SLL)

SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.030 ell for dgkin Lymphomas
SUR703.033 ell for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 ell for
SUR703.046 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymorma
SUR703.050 Hematopoietic Cell Transplantation for Hodgkin Lymphorma (HL)
SUR703.041 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
X SUR703.036 Recipient Information)
Medical Policy Criteria: y require pr Refer to prior lable on the provider section of the BCBSOK
vy SUR703.047 ell for Solid Tumors in Adults _
SUR703.029 ell for Malignant and Gliomas
SUR703.032 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.031 Hematopoietic Cell Transplantation for Genetic Diseases and Acquired Anemias
SUR703.043 ell for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired Syndrome (AIDS)
SUR703.044 ell for syndromes (MDS) and Neoplasms (MPN)
SUR703.039 ell for Primary Systemic Amyloid

Hematopoietic Cell Transplantation for Solid Tumors in Children

el forcs (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 el for dgkin Lymphomas
SUR703.030 el for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR703.036 el fid Tumors n Adults
38242 Transplt Allo Lymphocytes predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria SUR703.047 el 8 and Gliomas -
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic D d Acquired Anemias
SUR703.043 el for Diseases
SUR703.045 el Treatment of Acute Leukernia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired Syndrome (AIDS)
SUR703.044 el (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Syst Joid
el for
el forc (CL1) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 Hematopoietic Cell Transplantation for Non-Hodgkin Lymphomas
SUR703.030 el for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a SUR703.036 el i Tumors in Adults
38243 Transplj Hematopofetic Boost predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria SUR703.047 el gnant and Gliomas -
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic D d Acquired Anemias
SUR703.043 el for Diseases
SUR703.045 el Treatment of Acute Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired Syndrome (AIDS)
SUR703.044 el (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Syst Joid
el for
35308 Incion Of Lymph Chamels Medicl Polic Crieia: Procedure/seric reviewed t ensur eachservice meets BCBSOK Miedicl Policy critei. BCBSO recommends submiting onroLon Sugeryfor tpedema and Lymphedema -
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
38589 Laparoscope Proc Lymphatic Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - - -
38999 System Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _
39499 Chest Procedure Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or linical review. - - -
39599 Diaphragm Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _
40789 Lip Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or linical review. _ _ _
40899 Mouth surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
A MedicalPolicy Criteri ice may require prior authorization. Refer to prior authorizati lable o the provider secton of the BCBSOK - ) )
website.
11120 parial RemovalOf Tongue Medical Policy Crteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 706000 Seep Reloted Brething Disrders: Surgicl Management

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

41512 Tongue Suspension

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

SUR706.009 Sleep Related Breathing Disorders:

urgical Management

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SUR706.009 Radiofrequency Ablation (RFA) of Solid Tumors, Excluding Liver
41530 Tongue Base Vol Reduction N . on . _
and/or Unproven SUR701.021 Sleep Related Breathing Disorders: Surgical
41599 Tongue And Mouth Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
41899 Dental Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit clinical review. _ _ -
Medical Policy Criteria: Proced d h ets BCBSOK Medical P teria. BCBSOK ds submitt
42140 Excision Of Uvula edical Polcy Citeia:Procedureservice revieue o ensure each sevice meets BCBSOK Medical Polcy eriteria fecommends submItting 2 SUR706.009 Sleep Related Breathing Disorders: Surgical Management _
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
42145 Repair Palate Pharynx/Uvula edical Polcy Citeia:Procedureservice reviewe o ensure each sevice meets BCBSOK Medical Polcy eriteria fecommends submItting 2 SUR706.009 Sleep Related Breathing Disorders: Surgical Management _
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.
42299 Ppalate/Uvula Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
42699 Salivary Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit clinical review. _ _ -
42999 Throat Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RX501.019 Botulinum Toxin
43192 Esophagoscp Rig Trnso Inject X -
request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED201.016 Device Therapies f Reflux Disease (GERD)
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RX501.019 Botulinum Toxin
43201 Esoph Scope W/Submucous Inj N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED201.016 Device Therapies Reflux Disease (GERD)

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

43206 Esoph Optical Endomi MED201.038 Confocal Laser Endomi (CLE)

50ph Optical Endomicroscopy oor Unproven Senvees (E10 nfocal Laser Endomicroscopy (CLE) _
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

4: I fc h:

13210 Egd Esophagogastrc Fndoplsty request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED201.016 Device Therapies for Gastroesophageal Reflux Disease (GERD) -
RXS01019 Bariatric Surgery

Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteia. BCBSOK recommends submitting a

43236 Uppr Giscope W/submuc i redevemnaton requet 11115 un/\dzar  hesece mees BnsoK el Py caters, e SUR7L6.003 Sotulinum Toxin -
P a v - MED201.016 Device Therapies Reflux Disease (GERD)
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy itled: Non-Reimbursable

43252 Egd Optical Endomicroscopy / ; " i’ v & Polley MED201.038 Confocal Laser Endomicroscopy (CLE) _

and/or Unproven Services (EIU).

Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a

43253 Egd Us Transmural Injxn/Mark \cal Policy ure/ v cal Policy ubmitting MED201.016 Device Therapies for Gastroesophageal Reflux Disease (GERD)

October 2021

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
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Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
43257 Egd W/Thrml Txmnt Gerd fealPolcy Crieria: Procedurey e e oK Medical Poley ritert upmiting MED201.016 Device Therapies for Gastroesophageal Reflux Disease (GERD)
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medicl Polic Crieia: Procedure/senic rviewed o ensure eachserice meets BCBSOK Midicl Polcy critei. BCBSOK recommends subitting »
43284 Laps Esophgl Sphnctr Agmntj 2 Polley criter A e " e fcal Polley ertert uomitting SUR709.036 Magnetic Esophageal Ring to Treat Gastroesophageal Reflux Disease (GERD)
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
43285 Rmul Esophel Sphnctr Dev cal Policy Criter ure/: view . rvice m! cal Policy critert ubmitting SUR709.036 Magnetic Esophageal Ring to Treat Gastroesophageal Reflux Disease (GERD)
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
43289 Laparoscope Proc Esoph edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera recommends submiting 2 MED201.016 Device Therapies for Gastroesophageal Reflux Disease (GERD)
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
(3305 Repar Esoptagus nd Fls Medicl Polic Crieia: Procedure/seric rviewed o ensure eachserice meets BCBSOK Miedicl Policy critei. BCBSOK recommends subriting 09092 g for Fsta Repai
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
(3912 Repar Esoptagus nd Fls Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy ritera. BCBSOK recommends submitting a 00092 g for Fsta Repai
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. May require Prior Authorization
43499 Esophagus Surgery Procedure - -
based on contract agreement.
13633 Remova Of Stomach partal Medicl Polic Criteia: Procedure/senic reviewed o ensur eachservice meets BCBSOK Medicl Policy critei. BCBSOK recommends subriting » oRr16008 oot Surgery
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
(3500 top Gaste ypasyRoum ey Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 716008 oot Surgery
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
3505 tap Gt Bypass Sl Medicl Polic Crieia: Procedure/seric rviewed o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSOK recommends subiting » 716008 oot Surgery
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK
43647 Lap Impl Electrode Antrum e v e equire prior P P ! SUR709.031 Gastric Electrical Stimulation (GES)
Medical Policy Criteria ice may require prior authorization. Refer to prior ilable on the provider section of the BCBSOK
4368 Lap Revise/Remy Eltrd Antrum e v e equire prior P P ! SUR709.031 Gastric Electrical Stimulation (GES)
43659 Laparoscope Proc Stom Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Medical Policy Crteria: Procedure/Service reviewed to ensre each service meets BCBSOK Medical Policy criteia. BCBSOK recommends submitting a
43770 Lap Place Gastr Adj Device SUR716.003 Bariatric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
43771 Lap Revise Gastr Adj Device SUR716.003 Bariatric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
43772 Lap Rmvl Gastr Adj Device SUR716.003 Bariatric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
43773 Lap Replace Gastr Adj Device SUR716.003 Bariatric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
43772 Lap Rmvl Gastr Adj Al Parts SUR716.003 Bariatric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy critria.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
43775 Lap Sleeve Gastrectomy SUR716.003 Bariatric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
43842 v-Band Gastroplasty SUR716.003 Bariatric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
43143 Gastroplasty W/O V-Band SUR716.003 Bariatric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: P i dt n s BCBSOK Medical Policy criteria, BCBSOK bt
(3845 Ganroplasty DuodenalSwich edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a oRr16008 saratric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy critera
(3545 Gasrc ypas For Obesty Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a uRr16008 saratric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: P i dt h s BCBSOK Medical Policy criteria, BCBSOK bt
3807 Gasrc ypace et Sl edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a oRr16008 saratric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy critera
(3848 Revison Gastraplosy Medical Policy Criteria: Procedure/Service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a uRr16008 saratric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Crteria: y require Refer to prior fable on the " of the BCBSOK
43881 Impl/Redo Electrd Antrum e et L ” SUR709.031 Gastric Electrical Stimulation (GES)
Medical Policy Crteria: P i dt n 5 BCBSOK Medical Policy crteria, BCBSOK pmitt
(o656 Revss Gasic port Open edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuRr16008 saratric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteia
Medical Policy Criteria: P i dt h s BCBSOK Medical Policy criteria, BCBSOK bt
(3557 Remove Gasric PortOpen edical Policy Citeria; Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a uRr16008 saratric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy critera
(358 Change Gastrie Pot Open Medicl Policy Criteria: Procedure/Service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a oRr16008 saratric Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria
43999 Stomach surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - -
44238 Loparoscope Proc Intestine Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or linical review. _ _
Medical Policy Crteria: P i dt h 5 BCBSOK Medical Policy crteria, BCBSOK bt
1520 Repalr Bowel-Skin Fisula edical Policy Citeria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Polcy criteria. BCBSOK recommends submitting a 00052 luge for Ftula Repai
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: P i dt h s BCBSOK Medical Policy criteria, BCBSOK bt
4705 prepare Feca Miobions edical Policy Citeria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a 0308 eca icrobiota Transptatation (°WT)
request if it is unclear if the service meets BCBSOK Medical Policy critera
44799 Unlisted Px Small Intestine Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - -
44839 Bowel Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or clinical review. _ _
44979 Laparoscope Proc App Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - -
45399 Unlisted Procedure Colon Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or clinical review. _ _
45499 Laparoscope Proc Rectum Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - -
45999 Rectum Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or clinical review. _ _
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
46707 Repair Anorectal ist W/Plug 4 Y " v & Polley SUR709.032 Plugs for Fistula Repair
and/or Unproven Services (EIV).
46999 Anus Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. -
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
47370 Laparo Ablate Liver Tumor Rf edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR709.029 Radiofrequency Ablation (RFA) of Primary or Metastatic Liver Tumors
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
47379 Laparoscope Procedure Liver Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
47380 Open Ablate Liver Tumor Rf o / o ® SUR709.029 Radiofrequency Ablation (RFA) of Primary or Metastatic Liver Tumors
request if it s unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
47381 Open Ablate Liver Tumor Cryo o / “ ® SUR701.032 Cryosurgical Ablation of Primary or Metastati Liver Tumors
request if it is unclear if the service meets BCASOK Medical Policy critera.
735 percat Aoate tver Af Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR709.029 Microwave Tumor Ablation
request if it s unclear if the service meets BCBSOK Medical Policy critera SUR7OL038 Ablation (RFA) of Primary or Tumors
47399 Liver Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _
47579 Laparoscope Proc Bilary Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or linical review. - -
Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. May require Prior Authorization
47999 Bile Tract Surgery Procedure - -
based on contract agreement
48999 Pancreas Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _
49329 Laparo Proc Abdm/Per/Oment Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or linical review. - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
49411 Ins Mark Abd/Pel For Rt Perq o / < ¢ /A /A
request if it s unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
49412 Ins Device For Rt Guide Open o / < ¢ /A /A
request if it s unclear if the service meets BCASOK Medical Policy critera.
49659 Laparo Proc Hernia Repair Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _
49999 Abdomen Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or clinical review. - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
50250 Cryoablate Renal Mass Open o / o ® SUR701.018 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors
request if it is unclear if the service meets BCBSOK Medical Policy critera.
SUR703.013 Kidney Transplant
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a YV Transp)
50360 Transplantation Of Kidney redetermination request I it is unclear ifthe service meets BCBSOK Medical Plicy crteria SUR703.008 Pancreas and Related Organ Tisue Transplantation
s a v SUR703.007 Liver Transplant and Combined Liver-Kidney Transplant
S0501 Laparo Abate Renal Gyt Medical Policy Crteria: Procedre/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a SUR7OL018 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors
P2 predetermination request i it s unclear If the service meets BCBSOK Medical Policy critera SUR70L021 Radiofrequency Ablation (RFA) of Solid Tumors, Excluding Liver
50542 Laparo Ablate Renal Mass Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR7OL018 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors
P2 predetermination request i it s unclear If the service meets BCBSOK Medical Policy critera SUR70L021 Radiofrequency Ablation (RFA) of Solid Tumors, Excluding Liver
50549 Laparoscope Proc Renal Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR70L038 Microwave Tumor Ablation
50592 perc Rf Ablate Renal Tumor ‘ ° . . )
request f it is unclear if the service meets BCBSOK Medical Policy criteia. SUR7OL021 Ablation (RFA of Solid Tumors, Excluding Liver
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Poicy citeria. BCBSOK ds submitti
50593 PercCryo Ablate Renal Tum edical Policy Citeria: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting SUR701.018 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors
request f it is unclear f the service meets BCBSOK Medical Policy criteria.
50949 Laparoscope Proc Ureter Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - -
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
51715 Endoscopic Ijection/implant 2l Poliey i / v ° cal poley uomitting SUR710.008 Injectable Bulking Agents for the Treatment of Urinary and Fecal Incontinence
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
51999 Laparoscope Proc Bla Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _
52287 Optoscony Chemadsnenaton Medicl Policy Criteis: Procedure/senic reviewed o ensure eachservice meets BCBSOK Medicl Policy ritei. BCBSO recommends submiting 01019 st Toxn
request if it is unclear f the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Poicy citeria. BCBSOK ds submitti
52327 Cystoscopy Inject Material edical Policy Criteia: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR710.022 Periureteral Bulking Agents as a Treatment of Vesicoureteral Reflux (VUR)
request if it is unclear f the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
52441 Cystourethro W/implant edical Polcy Citeia:Procedureservice revieuwe o ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 SUR710.023 Prostatic Urethral Lift (PUL for the Treatment of Benign Prostatic Hyperplasia (BPH)
request if it is unclear f the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
52442 Cystourethro W/Add Implant edical Polcy Citeia:Procedureservice reviewe o ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submitcng 2 SUR710.023 Prostatic Urethral Lift (PUL for the Treatment of Benign Prostatic Hyperplasia (BPH)
request f it is unclear f the service meets BCBSOK Medical Policy criteria.
Medicl Policy Criteis: Procedure/senic rviewed o ensure eachservice meets BCBSOK Medicl Polcy critei. BCBSO recammends submiting 2 )
53855 Insert Prost Urethral Stent MED201.025 Temporary Prostatic Stent
request if it is unclear f the service meets BCBSOK Medical Policy criteria.
proced t reimbursed by BCBSOK. Not subject o utilizti Pl the Clnical Payment and Coding Policy itled: Non-Reimbursabl
53860 Transurethral Rf Treatment e e e e S e e e e e Gt o e A e R il SUR710.021 Radiofrequency Energy Therapy for Stress Urinary Incontinence (SU)
and/or Unproven
53899 Urology Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or linical review. - -
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
54110 Treatment Of Penis Lesion 2l Poliey i / " : feal Policy upmiting MED201.030 Sexual Dysfunctions, Assessment and Treatment
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
S4111 Treat Penis Lesion Graft 2l Poliey i / " : feal Policy upmiting MED201.030 Sexual Dysfunctions, Assessment and Treatment
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
S4112 Treat Pens Lesion Graft ca Poliey / " . feal policy upmiting MED201.030 Sexual Dysfunctions, Assessment and Treatment
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
54125 Removal Of Penis o Poley / " . feal policy upmitting SUR717.001 Gender and Gender urgery with Related Services
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
4200 Trestment Of pens teson Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RXS01073 Clostridil Collagenase for Fibroproliferative Disorders
request f it is unclear if the service meets BCBSOK Medical Policy criteia. MED201 030 Sexual Dysfunctions, A 1t and Treatment
4205 Trestment Of pens teson Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RXS01073 Clostridial Collagenase for Fibroproliferative Disorders
request f it is unclear if the service meets BCBSOK Medical Policy criteia. MED201 030 Sexual Dysfunctions, A 1t and Treatment
s pente mpection Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RYS01073 Clostridial Collagenase for Fibroproliferative Disorders
o request i it is unclear i the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
54240 penis Study o Pl / . 3 feal policy upmiting MED201.030 Sexual Dysfunctions, Assessment and Treatment
predetermination request i it i unclear if the service meets BCBSOK Medical olicy citeria.
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Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

54360 Penis Plastic Surgen MED201.030 Sexval Dysfunctions, Assessment and Treatment
ey request if it is unclearif the service meets BCBSOK Medical Policy criteria. " -
4100 eert SemRigid Prosthets Medical Policy Criteia: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
® ination request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfi tand Treatment -
A01 eert SelfContd Prosthests Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
request if it is unclearif the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment -
a405  eert Mult-Comp Pers Pros Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
i request i it is unclearif the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment -
. Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
54406 Remove Muti-Comp Penis Pros . . . ) -
request if it is unclearif the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment
4105 Hepatr Mt Comn et Pros Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
" P request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment -
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
54410 Remove/Replace Penis Prosth . . . ) -
request if it is unclearif the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
54411 Remov/Replc Penis Pros Comp : . . ) -
request if it is unclearif the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
54415 Remove Self-Contd Penis Pros . . . ) -
request if it is unclearif the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment
< Conta Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
54416 Remv/Repl Penis Contain Pros . . . ) -
request i it is unclearif the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment
. Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
54417 Remv/Replc Penis Pros Compl : : . ) -
request i it is unclearif the service meets BCBSOK Medical Policy criteria. MED201.030 Sexual Dysfunctions, A t and Treatment
54440 Repair Of Penis Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
revison Of Tosts Medical Policy Critera: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR716.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR717.001 Cosmetic and Procedures -
Laparoscope Proc Testis Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Repair Of Sperm Duct Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Laparo ord Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
. . Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Saturation Biopsy for Diagnosis, Staging and Management of Prostate Cancer, Including Comprehensive 30 Mapping
Prostate Saturation Sampling : : . SUR717.015 )
request if it is unclearif the service meets BCBSOK Medical Policy criteria. with Biopsy
Electroejaculation Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Cryoablate Prostate SUR717.004 Cryosurgical Ablation of the Prostate _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
55876 Place Rt Device/Marker Pros /A /A
request if it is unclearif the service meets BCBSOK Medical Policy criteria. -
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
SS880  Abltj Mal Prsts Tiss Hifu SUR717.014 High-Intensity Focused Ultrasound (HIFU) for Treatment of Cancer 2172021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
) SUR701.031 Nerve Graft With Radical Prostatectomy
Medical Policy Criteria: y require p Refer to prior lable on the provider section of the BCBSOK. )
55899 Genital Surgery Procedure e SUR717.014 High-Intensity Focused Ultrasound (HIFU) for Treatment of Cancer _
. SUR710019 Laser Interstitial Tumor Therapy (LITT/ILT) and Laser Ablation
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK.
55920 Place Needles Pelvic For Rt o reaulre P s AM Guidelines  _ _
website.
Medical Policy Criteria Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
55970 SexTransformation MTo calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
request i it is unclear i the service meets BCBSOK Medical Policy criteria -
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
55980 Sex Transformation F To M calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
request i it is unclear i the service meets BCBSOK Medical Policy criteria -
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
56805 Repair Clitoris calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _
request if it is unclear if the service meets BCBSOK Medical Policy criteria
56310 Repar Of perineum Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
epalr Of Perinet reauest if it is unclear if the service meets BCBSOK Medical Policy criteria MED201.030 Sexual Dysfunction: ment and Treatment -
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK.
57155 Insert Uteri Tandem/Ovoids o reaulre P s AM Guidelines  _ _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK.
57156 Ins Vag Brachytx Device o reaulre P s AM Guidelines  _ -
website.
Medical Policy Criteria Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
57291 Construction Of Vagina calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _
request if it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
57292 Construct Vagina With Graft calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _
request i it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
57295 Revise Vag Graft Via Vagina calPolicy Criteria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _
request i it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
57296 Revise Vag Graft Open Abd cal Policy Criteria: Procedure/service fed to ensure e « s BCBS cal Policy crite 50! ends & SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services _
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
57300 Repair Rectum-Vagina Fistula calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR709.032 Plugs for Fistula Repair _
request i it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
57305 Repair Rectum-Vagina Fistula calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR709.032 Plugs for Fistula Repair _
request i it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
57307 Fistula Repair & Colostomy calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poliey criteria. BCS50 ends a3 SUR709.032 Plugs for Fistula Repair _
request i it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
57308 Fistula Repair Transperine calPolicy Criteria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR709.032 Plugs for Fistula Repair _
request i it is unclear i the service meets BCBSOK Medical Policy criteria
733 Heparr vagn Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
epalr Vag! reauest if it is unclear if the service meets BCBSOK Medical Policy criteria MED201.030 Sexual Dysfunction: ment and Treatment -
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Revise Prosth Vag Graft Lap calPolicy Critria: Procedure/service reviewed to ensure & ce meets BCBS cal Poiey criteria. BCS50 ends a3 SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services

Artificial

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Artificial Insemination

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Sperm Washing

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Insert Heyman Uteri Capsule

Medical Policy Criteria: Refer to prior
website.

 require prior

ilable on the provider section of the BCBSOK.

Laparo Proc Uterus.

Unlisted or Undefined: Procedure/ser

not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Procedure

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

October 2021

2021_Commercial _Predetermination_Post Service Review_Non Covered Procedure Code List_BCBSOK

Laps Abltj Uterine Fibroids request unclear f the service meets BCBSOK Medical Policy criteria. Laparoscopic, Percutaneous and Transcervical Techniques for the Myolysis of Uterine Fibroids _
Laparo Proc Oviduct-Ovary Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ B
Repair Oviduct Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Revise Ovarian Tube(S) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Retrieval Of Oocyte Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Transfer Of Embryo Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Transfer Of Embryo Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Genital Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. B B B
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Fetal Shunt Placement W/Us o A o e SUR701.016 Fetal Surgery for Prenatally Diagnosed Malformations _
request i it s unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
50897 Fetal Invas Px W/Us v /s o e SUR701.016 Fetal Surgery for Prenatally Diagnosed Malformations _
request i it s unclear if the service meets BCBSOK Medical Policy crieria
59898 Laparo Proc Ob Care/Deliver Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _
59899 Maternity Care Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
60659 Laparo Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _
60699 Endocrine Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
61215 Insert Brain-Fluid Device o / “ ® SUR707.008 Implantable Infusion Pump for Pain and Spasticity _
request i it s unclear if the service meets BCBSOK Medical Policy criteria
el Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable SUR701.027 Diagnosis and Treatment of Chronic Cerebrospinal Venous Insufficiency in Multiple Sclerosis
gloplasty and/or Unproven Services (EIU). MED202.064 Intracranial Stenting or Angioplasty, including Endovascular Procedures. =
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
61645 Perq Art M-Thrombect &/Nfs o / < ¢ SUR701.027 Intracranial Stenting or Angioplasty, including Endovascular Procedures _
request i it s unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
61650 Evasc Pring Admn Rx Agnt 1t o / “ ® SUR701.027 Intracranial Stenting or Angioplasty, including Endovascular Procedures -
request i it s unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
61651 Evasc Pring Admn Rx Agnt Add o / “ ® SUR701.027 Intracranial Stenting or Angioplasty, including Endovascular Procedures -
request i it s unclear if the service meets BCBSOK Medical Policy crieria
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK
6179 Srs Cranial Lesion Simple e reaulrep P P AM Guidelines _ -
website.
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK
61797 Srs Cran Les Simple Addl e STt P P AM Guidelines _ -
website.
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK
61798 Srs Cranial Lesion Complex e reaulrep P P AM Guidelines _ -
website.
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK
61799 Srs Cran Les Complex Addl e STt P P AM Guidelines _ -
website.
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK
61800 Apply Srs Headframe Add-On e oy STt P P AM Guidelines _ -
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK SUR712.039 Responsive Neurostimulation (RNS) for the Treatment of Refractory Focal Epile
61850  Implant Neuroelectrodes e reaulrep P i ponsly (RNS) 1y FocslEptiepsy -
website. SUR712.025 Deep I (DBS)
) ’ SUR714.009 Auditory Brainstem Implant
Medical Policy Criteria: y require prior Refer to prior labl ‘the provider section of the BCBSOK
61863 Implant Neuroelectrode e reaulrep L L SUR712.025 Deep Brain Stimulation (DBS) _
: SUR712.039 Responsive Neurostimulation (RNS) for the Treatment of Refractory Focal Epilepsy
. ) SUR714.009 Auditory Brainstem Implant
Medical Policy Criteria: y require prior Refer to prior labl ‘the provider section of the BCBSOK
61864 Implant Neuroelectrde Add| e reaulrep L L SUR712.025 Deep Brain Stimulation (DBS) _
: SUR712.039 Responsive Neurostimulation (RNS) for the Treatment of Refractory Focal Epilepsy
Medical Policy Criteria: y require prior Refer to prior ilabl ‘the provider section of the BCBSOK SUR714.009 Auditory Brainstem Implant.
61867 Implant Neuroelectrode
i website. SUR712.025 Deep Brain Stimulation (DBS) =
S —— Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK  SUR714.009 ‘Auditory Brainstem Implant )
website. SUR712.025 Deep Brain Stimulation (DBS)
SUR712.021 Vagus Nerve Stimulation (VNS)
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK
61885 Insrt/Redo Neurostim 1 Array e readrep P P SUR712.025 Responsive Neurostimulation (RNS) for the Treatment of Refractory Focal Epilepsy -
: SUR712.039 Deep Brair I (DBS)
SUR712.021 Vagus Nerve Stimulation (VNS)
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK
61885 Implant Neurostim Arays e readrep P P SUR712.025 Responsive Neurostimulation (RNS) for the Treatment of Refractory Focal Epilepsy -
: SUR712.039 Deep Brair I (DBS)
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK
62264 Epidural Lysis On Single Day e readrep P P SUR712.024 Lysis of Epidural Adhesions -
Automated Y
Medical Policy Criteria: y require prior Refer to prior ilable ‘the provider section of the BCBSOK SUR712.037
62287 Percutaneous Diskectomy <« readrep P P Decompression of the Intervertebral Disc Using Laser Energ (Laser Discectomy) or Radiofrequency Coblation -
website. SUR712.004 (Nucleoplasty)

12/64



Medical Policy Criteria: ice may require prior ization. Refer to prior

ble on the provider section of the BCBSOK

62350 Implant Spinal Canal Cath e SUR707.008 Implantable Infusion Pump for Pain and Spasticty - -
Medical Policy Criteria ice may require prior authorization. Refer to prior ilable on the provider section of the BCBSOK
62351 Implant Spinal Canal Cath e reauire pri P P : SUR707.008 Implantable Infusion Pump for Pain and Spasticity. - -
Medical Policy Criteria ice may require prior authorization. Refer to prior ilable on the provider section of the BCBSOK
62360 Insert Spine Infusion Device e reauire pri P P : SUR707.008 Implantable Infusion Pump for Pain and Spasticity. - -
Medical Policy Criteria ice may o ization. Refer to prior ilable on the provider section of the BCBSOK
62361 Implant Spine Infusion Pump e v e reauire prior P CRnEett SUR707.008 Implantable Infusion Pum for Pain and Spasticity. - .
Medical Policy Criteria ice may o ization. Refer to prior ilable on the provider section of the BCBSOK
62362 Implant Spine Infusion Pump e v e reauire prior P CRnEett SUR707.008 Implantable Infusion Pum for Pain and Spasticity. - .
Medical Policy Criteria ice may o ization. Refer to prior ilable on the provider section of the BCBSOK
62380 Ndsc Demprn 1 Ntrspe Lumbar e v e reauire prior P provider section SUR712.004 Automated i v - .
Medical Policy Criteria ice may o ization. Refer to prior ilable on the provider section of the BCBSOK
63620 Srs Spinal Lesion tcal Polcy Critert reauire prior P provider section AM Guidelines  _ - -
website.
Medical Policy Criteria ice may o ization. Refer to prior ilable on the provider section of the BCBSOK
63621 Srs Spinal Lesion Addl tcal Polcy Critert reauire prior P provider section AIM Guidelines - -
website.
Medical Policy Criteria ice may io ization. Refer to prior ilable on the provider section of the BCBSOK
63650 Implant Neuroelectrodes bt ey Crtert reauire prior P C section SUR712.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation - .
Medical Policy Criteria: y Refer t lable on the provider section of the BCBSOK.
63655 Implant Neuroelectrodes e oty crier: e SEAILS AL ST IGRLD SUR712.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG] Stimulation _ _
Medical Policy Criteria ice may io ization. Refer to prior ilable on the provider section of the BCBSOK
63685 Insrt/Redo Spine N Generator bt ey Crtert reauire prior P C section SUR712.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation - .
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
64505 N Block Spenopalatine Gangl MED205.039 Sphenopalatine Ganglion Block for Headaches or Facial Pain _ _
request if it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: y require p Refer to prior Iable on the provider section of the BCBSOK  SUR712.021 Vagus Nerve Stimulation (VNS)
64553 Implant Neuroelectrodes _ _
website. SUR705.010 Joint (TWU) Disorders (TWD)
Medical Policy Criteria: y require p Refer to prior Iable on the provider section of the BCBSOK  SUR705.010 Percutaneous and Implanted Nerve Stimulation and Neuromodulation
64555 Implant Neuroelectrodes _ _
i MED205.032 Joint (TWU) Disorders (TWD)
Medical Policy Criteria: y Refer t Iable on the provider section of the BCBSOK.
64561 Implant Neuroelectrodes e ey crier: e SEAILS AL ST IGRLD SUR710018 Sacral Nerve Neuromodulation/Stimulation _ _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
64566 Neuroeltrd Stim Post Tibial MED205.035 Percutaneous Tibial Nerve Stimulation (PTNS) _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: y require p Refer to prior Iable on the provider section of the BCBSOK  SUR712.021 Vagus Nerve Stimulation (VNS)
64568 Inc For Vagus N Elect Impl _ _
website. SUR706.009 Sleeo Related Breathing Disorders: Surgical
Medical Policy Criteria: y Refer t lable on the provider section of the BCBSOK.
64575 Implant Neuroelectrodes e v crier: e SEAILS AL ST IGRLD MED205.032 Percutaneous and Implanted Nerve Stimulation and Neuromodulation _ _
Medical Policy Criteria: y Refer t lable on the provider section of the BCBSOK.
64581 Implant Neuroelectrodes e v crier: e SEAILS AL ST IGRLD SUR710018 Sacral Nerve Neuromodulation/Stimulation _ _
) SUR710.018 Percutaneous and Implanted Nerve Stimulation and Neuromodulation
Medical Policy Criteria: y require p Refer to prior lable on the provider section of the BCBSOK. !
64580 nsrt/Redo Pr/Gastr Stimul o SUR709.031 Gastric Electrcal Stimulation (GES) _ _
website: MED205.032 Sacral Nenve
62615 Chemodeners Muse Migrame Medical Policy Criteria Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 501019 sotlinum Toxin
request if it is unclear if the service meets BCBSOK Medical Policy criteria - -
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
64610 njecton Trestmen Of Neme edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a o050 Abltion of perpheral Nerves to Treat P PR
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
54650 Chemodenery eccrne Glands edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a [ Treatment of ypericross
request if it is unclear if the service meets BCBSOK Medical Policy criteria - -
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
4653 Chemodenery eccrne Glands edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a [ Treatment of ypericross
request if it is unclear if the service meets BCBSOK Medical Policy criteria - -
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
64716 Revision Of Cranial Nerve e reaulre P s SUR712.031 Surgical Deactivation of Headache Trigger Sites _ _
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
64732 Incision Of Brow Nerve e reaulre P s SUR712.031 Surgical Deactivation of Headache Trigger Sites _ _
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
64736 Incision Of Cheek Nerve. e reaulre P s SUR712.031 Surgical Deactivation of Headache Trigger Sites _ _
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
64771 Sever Cranial Nerve e reaulre P s SUR712.031 Surgical Deactivation of Headache Trigger Sites _ _
w02 sympathectomy Conea Medical Policy Criteria Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a [ Treatment of ypericross i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
62300 Remove Sympathetic Nerves edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a [ Treatment of ypericross - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
62309 Remove Sympathetic Nerves Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a [ Treatment of ypericross - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
64318 Remove Sympathetic Nerves Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a . Treatment of ypericross - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
62320 sympathectomy Digia Aty edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subritting a [ Treatment of ypericross - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
a3 sympathectomy Supfe almar edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a [ Treatment of ypericross - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
4912 N Rpr W/ Al 15t edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a o001 Nerve Grat WithRadical Prostatectomy - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
G491 N Rpr W/ Al £ Al edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a o001 Nerve Grat WithRadical Prostatectomy - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. May require Prior Authorization
64999 Nervous System Surgery - - - -
based on contract agreement.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
65710 Comeal Transplant o / “ ® SUR713.001 Refractive and Therapeutic Keratoplasty _ _
request if it s unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
65730 Comeal Transplant o / < ® SUR713.001 Refractive and Therapeutic Keratoplasty _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
65750 Comeal Transplant o / o ® SUR713.001 Refractive and Therapeutic Keratoplasty _ _
request if it s unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
65755 Comeal Transplant o / “ ® SUR713.001 Refractive and Therapeutic Keratoplasty _ _
request if it s unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
65756 Comeal Trnspl Endothelial o / “ ® 0TH903.029 Endothelial Keratoplasty _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
65757 Prep Corneal Endo Allograft o / “ ® 0TH903.029 Endothelial Keratoplasty _ _
request if it s unclear if the service meets BCASOK Medical Policy critera.
65760 Revision Of Cornea Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 1/1/2021
65765 Revision Of Cornea Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review: _ _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
65767 Comeal Tissue Transplant o / “ ® SUR713.001 Refractive and Therapeutic Keratoplasty _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
65770 Revise Cornea With Implant o / “ ® 0TH903.030 Keratoprosthesis _ _
request if it s unclear if the service meets BCASOK Medical Policy critera.
65771 Radial Keratotomy. Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
65772 Corection Of Astgmatiam Wedica Plicy Citeia Procedure/sevic reiewed to ensure each ervce meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submittng 2 SURr13.001 Cefractive and Therapeutic Keratoplaty . B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
65775 Comection Of Astgmatiam Wedica Plicy Criteia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 13001 Aefractive and Therapeutic erstoplaty - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
G778 Cover e W/kembrane Wedica Plicy Criteia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 SuRroa011 mmiotie Membrane and Amotie - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
65785 Impltj Ntrstrml Crnl Rng Seg. edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR713.031 Implantation of Intrastromal Corneal Ring Segments N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
w6170 Transum Ol Eye Conl Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 o130 Vscocansostomy and Canstopasty
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
w6175 Trmsom Dl Eve Canl /st Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 1303 scanalostomy and Cansloplasty - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
65179 Aqueous st Eye W/O Graft Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 13,054 queous St and Stentsfor Glaucoma - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
56180 Aqueous Shunt Eye W/Graft Wedica Plicy Criteia Procecure/sevic reviewed to ensure each ervce meets BCBSOK MeclcalPolicy rteia. BBSOK recommends submittng 2 13054 queous Shunts and Stntsfor Glavcoma - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
66183 nsertAnt Orainge Device Wedica Plicy Citeia Pocecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 13054 queous Shunts and Stentsfor Glavcoma - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
s6180 Reviion Of Aqueaus Shumt Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 13054 queous Shunts and StntsforGlavcoma - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
G615 Revise Aqueous Shum Eve Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 13054 queous Shunts and StntsforGlavcoma - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
66999 Eye Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. - - - _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
67027 implant Eye Drug System o Poley e " - feal policy uomitting OTHo03.024 Intravitreal, Punctum and Intracameral Implants _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0TH903.027 Itravitreal Angiogenesis Inhibitors for Choroidal Vascular Conditions
7028 njection &ve Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 0TH03.024 Intravitreal, Punctum and Intracameral Implants
‘ ye brug predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria. 0TH803.026 Intravitreal Angiogenesis Inhibitors for Retinal Vascular Disorders - -
0TH903.020 Ocriplasmin for ic vi Adhesion
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
67221 Ocular Photodynamic Ther o Poley e/ " - feal policy upmiting 0TH903.015 Photodynamic Therapy (PDT) for Choroidal Neovascularization (CNV) _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
67225 Eye Photodynamic Ther Add-On o Poley e/ " - feal Policy uomitting 0TH903.015 Photodynamic Therapy (PDT) for Choraidal Neovascularization (CNV) _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
67299 Eye Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _ -
67399 Unlisted Px Extraocular Musc Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
67599 Orbit Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
R Medical Policy Criteria ice may require prior authorization. Refer to prior i ilable on the provider section of the BCBSOK  SUR712.031 Surgica Deactvaion of Headache Trigger Sits
website. SUR716.004 and Brow Repair = =
67901 Repair eyl Defet Wedica Plicy Citeia Procedure/sevic reviewed to ensure each service meets BCBSOK MedlcalPoicy rteia. BBSOK recommends submittng 2 SUR716.004 Slepharoplasty, Blepharoptoss and Brow Repar - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
67902 Repair eyl Defet Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 uRr16.008 Slepharoptsty, Blepharoptoss and Brow Repai - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
67903 Repair eyl Defet Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervice meets BCBSOK MeclcalPolicy rteia. BBSOK recommends submittng 2 uRr16.008 Slepharoptsty, Blepharoptoss and Brow Repai - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
57900 Repair eyl Defet Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 uRr16.008 Slepharoptsty, Blepharoptoss and Brow Repai - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
57906 Repair eyl Defet Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervice meets BCBSOK MeclcalPolicy rteia. BBSOK recommends submittng 2 uRr16.008 Slepharoptsty, Blepharoptoss and Brow Repai - -
oredetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
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Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

67908 Repair Eyelid Defect SUR716.004 Blepharoplasty, Blepharoptosis and Brow Repai
palrtvel request if it is unclearif the service meets BCBSOK Medical Policy criteria. pharoplasty, Blepharoptost e Repalr -
67999 Revision Of Eyelid Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andor clinical review. _ _ _
68399 Eyelid Lining Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
68899 Tear Duct System Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
69030 Pierce Earlobes SUR716.001 Cosmetic and Reconstructive Procedures
request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
69300 Revise External Ear SUR716.001 Cosmetic and Reconstructive Procedures
request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
69399 Outer Ear Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
9676 Remove Middle Ear Nerve Medica Plicy Citeia Procedure/service reiewed to nsure each service meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submittng 2 20101 Trestment of ypericross -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
69705 Nps Surg Dilat Eust Tube Uni edical Polcy Citefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 SUR706.018 Balloon Dilation of the Eustachian Tube 1/15/2021
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
69706 Nps Surg Dilat Eust Tube Bi edical Polcy Citefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 SUR706.018 Balloon Dilation of the Eustachian Tube 1/15/2021
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria ice may o ion. Refer to prio izati ilable on the provider section of the BCBSOK
69714 Implant Temple Bone W/Stimul e v e reauire prior o prier (LT SEEAD SUR714.003 Implantable Bone-Conduction and Bone-Anchored Hearing Aids -
Medical Policy Criteria ice may o ization. Refer to prio ilable on the provider section of the BCBSOK
69715 Temple Bne Impint W/Stimulat e v e reauire prior o prier (LT SEEAD SUR714.003 Implantable Bone-Conduction and Bone-Anchored Hearing Aids -
Medical Policy Criteia ice may o ization. Referto prio izati ilable on the provider section of the BCBSOK
69717 Temple Bone Implant Revision e v e reauire prior o prier (LT SEEAD SUR714.003 Implantable Bone-Conduction and Bone-Anchored Hearing Aids -
Medical Policy Criteria ice may o ization. Refer to prio ilable on the provider section of the BCBSOK
69718 Revise Temple Bone Implant e v e reauire prior o prier (LT SEEAD SUR714.003 Implantable Bone-Conduction and Bone-Anchored Hearing Aids -
69799 Middle Ear Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: y require prior Refer to prior lable on the provider section of the BCBSOK.
69930 Implant Cochlear Device SUR714.004 Cochlear Implant _
website.
69949 inner Ear Surgery Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
69979 Temporal Bone Surgery Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: y require prior Refer to prior lable on the provider section of the BCBSOK.
70554 Fmri Brain By Tech AM Guidelines  _ _
website.
e S Medical Policy Criteria: y require prior Refer to prior fable ontheprovider secton o the BCBSOK T )
website.
Medical Policy Criteria: y require prior Refer to prior Iable on the provider section of the BCBSOK.
74261 Ct Colonography Dx AM Guidelines  _ _
website.
Medical Policy Criteria: y require prior Refer to prior Iable on the provider section of the BCBSOK.
74262 Ct Colonography Dx W/Dye AM Guidelines  _ _
website.
Medical Policy Criteria: y require prior Refer to prior lable on the provider section of the BCBSOK.
74263 Ct Colonography Screening AM Guidelines  _ _
website.
Medical Policy Criteria: y require prior Refer to prior Iable on the provider section of the BCBSOK.
75571 CtHitW/O Dye W/Ca Test ebate RADE04.009 Computed Tomography to Detect Coronary Artery Calcifcation _
THES01.022 Transcatheter Arterial Chemoembolization (TACE) of the Liver
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
75894 X-Rays Transcath Therapy SUR701.015 Therapeutic Embolization and Vessel Occlusion to Treat Pelvic Conditions _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
SUR701.027 Intracranial Stenting or Angioplastv. including Endovascular Procedures
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria, BCBSOK ds submitt
75956 Xray Endovasc Thor Ao Repr edical Policy Critera: Procedure/service reviewed to ensre each service meets BCBSOK Medical Poliey critria. BCBSOK recommends submitting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta _
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
75957 Xray Endovasc Thor Ao Repr edical Policy Critera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Poliey critria. BCBSOK recommends submitting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta _
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
75958 Xray Place Prox Ext Thor Ao edical Policy Critera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Poliey critria. BCBSOK recommends submitting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta _
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
75959 Xray Place Dist Ext Thor Ao edical Policy Critera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Poliey critria. BCBSOK recommends submitting 2 MED202.057 Endovascular Stent Grafts for Disorders of the Thoracic Aorta _
request if it is unclear if the service meets BCBSOK Medical Policy criteria
o0 amevideo aye Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RAD01.046 Dynamic Spinal Visualization and Vertebral Motion Analysis
v reauest if it is unclear if the service meets BCBSOK Medical Policy criteria SUR705.010 Joint (TMJ) Disorders (TMJD) -
26125 Gefideo KRays AddOn Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RAD601.046 Dynamic Spinal Visualization and Vertebral Motion Analysis -
request if it is unclear if the service meets BCBSOK Medical Policy criteria SUR705.010 Joint (TWI) Disorders (TWD)
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
76390 MrSpectroscopy e reaulre P s PSY301.014 Autism Spectrum Disorders (ASD) _
76496 Fluoroscopic Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
o9 Ctprocedure Wedica Plicy Citeia Procedure/servic reiewed to ensure each ervice meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 i i i}
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
o5 i procedure Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy riteia. BCBSOK recommends sbmittng 2 a a i}
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
76499 Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
26800 s Exam pinal Cont Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a i i -
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
76873 Echograp Trans R Pros Study o reaulre P s AIM Guidelines _
website.
SUR709.029 Microwave Tumor Ablation
SUR701.038 G 1 Ablation of P Metastatic Liver T
. Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a TYosIcEl A on o Frmery or Tlerostatic Lver Tumors
76940 Us Guide Tissue Ablation o eSOk Moo Py o SUR701.021 Radiofrequency Ablation (RFA) of Solid Tumors, Excludin Liver -
o a v . SUR701.018 Radiofrequency Ablation (RFA) of Primary or Metastatic Liver Tumors
SUR701.032 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors
76548 Echo Guide Ova Aspiration Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review: _ _ -
Medical Policy Crteria: y require Refer to prior Iable on the provider section of the BCBSOK.
76965 Echo Guidance Radiotherapy < readrep ? i A Guidelines _ -
website.
76999 Echo Examination Procedure Unlisted or Undefined: Procedure/service not otherwise defined or lassified, and may be subject to benefit and/or clinical review. _ _ _
SUR701.032 « | Ablation of Pri Metastatic Liver T
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a rvosurgical Ablation of prmary or Mefastatic biver Tumors
77013 Ct Guide For Tissue Ablation i sk Moo Py o SUR701.018 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors _
P o v - SUR701.021 Radiofrequency Ablation (RFA) of Solid Tumors, Excluding Liver
e —— Wedica Policy Criteia ice may require prior authorization. Refer to prior ilable on the provider section of the BCBSOK " B B}
website
o ) ) . ) ’ I SUR701.032 Cryosurgical Ablation of Primary or Metastatic Liver Tumors
Medical Policy Crit Refer t Iable on the provider section of the BCBSOK.
77022 Mri Gdn Parnchyma Tiss Abltj w:h;c; e PUSTHEIET HADLIES CDEDEIELE SR ICERE SUR701.018 Cryosurgical Ablation of Miscellaneous Solid Tumors Other Than Liver, Prostate, or Dermatologic Tumors _
SUR701.021 Radiofrequency Ablation (RFA) of Solid Tumors, Excludin Liver
N o e Wedica Policy Criteia ice may require prior authorization. Refer to prior ilable on the provider secton of the BCBSOK " B i}
website
17255 Radiaton Therapy Plaming Medica Plicy Citeia Procedure/sevic reviewed to ensure each ervice meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submitting 2 n n .
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
T Eame—— Wedica Plicy Criteia ice may require prior athorization. Refer to prior ilable on the provider section of the BCBSOK " B B}
website
S Wedica Policy Criteia ice may require prior authorization. Refer to prior ilable on the provider section of the BCBSOK " B i}
website
e S — Wedica Policy Criteia ice may require prior authorization. Refer to prior lable on the provider scton of he BCBSOK L T i}
website
e Wedica Palicy Criteia ice may require prior authorization. Refer to prior ilable on the provider secton of the BCBSOK " B i}
website
e ; ; = - = —
e Wedica Policy Criteia  require prior Refer to prior on the provider section of the BCBSOK
website = =
I Wedica Palicy Criteia ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK "
website = =
. Wedica Palicy Criteia ice may require prior authorization. Refer to prior ilable on the provider section of the BCBSOK " B i}
website
R Wedica Policy Criteia ice may require prior authorization. Refer to prior ilable on the provider secton of the BCBSOK " B i}
website
T Medical Policy Criteria ice may require prior authorization. Refer to prior lable onthe provider scton of he BCBSOK L T i}
website.
S S—— elcal Poliy Criteia ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK " ) )
website.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
77399 External Radiation Dosimetry ‘
request i it is unclear if e service meets BCBSOK Medical Policy criteria. - - -
i e p— Medical Policy Criteria ice may require prior athorization. Refer to prior iable on the provider section of the BCBSOK "
website. = =
= : : = : = —
I dica Plicy Criteia y require prior Refer to prior on the provider section of the BCBSOK
website. = =
= : : = : = —
I Medical Policy Criteria y require prior Refer to prior on the provider section of the BCBSOK ) )
e Medical Policy Criteria ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK "
website. = =
e edlcal Poliy Criteia ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK " ) )
website.
e Medical Policy Criteria ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK " ) )
e : : = : = —
. Medical Policy Criteria y require prior Refer to prior on the provider section o the BCBSOK
website. = =
e — dica Plicy Criteia ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK " ) )
website.
e e — Medical Policy Criteria ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK " ) )
) Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
77439 Radiation Therapy Management ‘ N/A N/A _
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
g —— Wedica Plicy Criteia ice may require prior athorization. Refer to prior iable on the provider section of the BCBSOK " ) )
website.
e S — Medical Policy Criteria ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK " ) )
B Medical Policy Criteria ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK "
website. = =
S y—— sica Plicy Criteia ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK " ) )
website.
B P — EE s eED ice may require prior authorization. Refer to prior iable on the provider section of the BCBSOK " ) )
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Medical Policy Criteria:  require prior Refer to prior izati ilable on the provider section of the BCBSOK

77615 Hyperthermia Treatment : AM Guidelines  _ -
website.
Medical Policy Criteria  require prior Refer to prior authorizati ilable on the provider section of the BCBSOK
77620 Hyperthermia Treatment e e SO = provi : SUR701.029 o for Sel bdominal and Pelvic _
Medical Policy Criteria  require prior Refer to prior authorizati ilable on the provider section of the BCBSOK
77750 Infuse Radioactive Materials tcal Poley Critert e pr P provi ! AM Guidelines  _ _
website.
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
s eical Polcy Criteria require prior er to prior e provider section of the A )
website.
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
SO eical Polcy Criteria require prior er to prior e provider section of the er L )
website.
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
S eical Polcy Criteria require prior er to prior e provider section of the er L )
website.
e e e Wedica Policy Criteia  require prior Refer to prior authorizati isble on the provider section of e BCBSOK (T )
website.
= Wedica Policy Criteia  require prior Refer to prior authorizati iableon th provider section of the BCBSOK (T )
website.
e e Wedica Policy Criteia  require prior Refer to prior authorizati iable on the provider section of the BCBSOK (T )
website.
e T Wedica Plicy Criteia  require prior Refer to prior authorizati isble on th provider section of the BCBSOK (T )
website.
e T Wedica Policy Criteia  require prior Refer to prior authorizati isble on th provider section of the BCBSOK (T )
website.
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
OV, eical Polcy Criteria require prior er to prior e provider section of the er L )
website.
S Wedica Policy Criteia  require prior Refer to prior authorizati iableon th provider section of the BCBSOK (T )
website.
17799 Radium/Ratiisotope Therapy Medica Plicy Citeia Proceure/service reiewed to nsure each servce meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 n n -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
78089 Endocrine Nuclear Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _
78199 Nuclear Exam Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
78299 Gi Nuclear Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
78399 Nuclear Exam Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
78429 Myocrd Img Pet 1 Std W/Ct e e require prior ertoprior e providersection ot the RAD605.001 Cardiac Applications of Positron Emission Tomography Scanning 411201
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
78430 Myocrd Img Pet Rst/Strs W/Ct e e require prior ertoprior e providersection ot the RAD605.001 Cardiac Applications of Positron Emission Tomography Scanning -
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
78431 Myocrd Img Pet Rt8trs Ct e e require prior ertoprior ¢ providersection of the RAD605.001 Cardiac Applications of Positron Emission Tomography Scanning -
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
78432 Myocrd Img Pet 2Rtracer e e require prior ertoprior ¢ providersection of the RAD605.001 Cardiac Applications of Positron Emission Tomography Scanning 411201
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
78433 Myocrd Img Pet 2Rtracer Ct ey crene require prior ertoprior onthe providersection ofthe RAD605.001 Cardiac Applications of Positron Emission Tomography Scanning -
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
78434 Aqmbf Pet Rest & Rx Stress edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera recommends submitting RAD505.001 Cardiac Applications of Positron Emission Tomography Scanning -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit v i Refer t ilable on the provider section of the BCBSOK
78459 Myocrd Img Pet Single Study ey crene reuire prier er e prior onthe providersection ofthe RADG05.001 Cardiac Applications of Positron Emission Tomography Scanning -
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
78491 Myocrd Img Pet 15td Rst/Strs e e require prior ertoprior onthe providersection ofthe RAD605.001 Cardiac Applications of Positron Emission Tomography Scanning -
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
78492 Myocrd Img Pet Mit Rst&Strs ey crene require prior ertoprior onthe providersection ofthe RAD605.001 Cardiac Applications of Positron Emission Tomography Scanning -
. Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. May require Prior Authorization
78499 Cardiovascular Nuclear Exam _ _ -
based on contract agreement until 03/31/2021.
78589 Respiratory Nuclear Exam Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
78608 Brain Imaging (Pet) e reaulre P s PSY301.014 Autism Spectrum Disorders (ASD) _
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK.
78609 Brain Imaging (Pet) e reaulre P s PSY301.014 Autism Spectrum Disorders (ASD) _
78699 Nervous System Nuclear Exam Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
78799 inary Nuclear Exam Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Pol v R lable on th he BCBSOK
e U — edical Policy Criteria require p efer to prior the providersecion of heBCBSOK T )
website.
Medical Pol v R lable on th he BCBSOK
T A — edical Policy Criteria require p efer to prior the providersecion of heBCBSOK T i}
website.
Medical Pol v R lable on th he BCBSOK
S z ::;c‘ae olcy Criteria require p efer to prior the providersecion of heBCBSOK T i}
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK.
78803 Rp Lock Tum Spect 1 Area o reaulre P s AM Guidelines  _ -
website.
Medical Pol v R lable on th he BCBSOK
S ———— w::::e olicy Criteria require p efer to prior the providersecion of heBCBSOK T i}
Medical Pol v R lable on th he BCBSOK
S —— edical Policy Criteria require p efer to prior the providersecion of heBCBSOK T i}
website.
Medical Pol v R lable on th he BCBSOK
S —— edical Policy Criteria require p efer to prior the providersecion of heBCBSOK T i}
website.
Medical Pol v R lable on th he BCBSOK
e — edical Policy Criteria require p efer to prior the providersecion of theBCBSOK T i}
website.
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
78814 Petimage W/Ct Lmtd <« reaulre P P AM Guidelines  _ _
website.
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
78815 PetImage W/Ct Skull-Thigh < reaulre P P AM Guidelines  _ -
website.
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
78816 PetImage W/Ct Full Body < readrep ? i A Guidelines _ -
website.
78999 Nuclear Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
79445 Nuclear Rx Intra-Arterial edical Polcy Citeia:Procedureservice reviewe o ensure each service meets BCBSOK Medica Polcy eriteria recommends submitting 2 RADG01.047 Radioembolization for Primary and Metastatic Tumors of the Liver _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
79999 Nuclear Medicine Therapy Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
80299 Quantitative Assay Drug Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _
81099 Urinalysi Test Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: P i dt h BCBSOK Medical Poli ia. BCBSOK pritti
1151 Omd Dup/Delet Anayss edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting @ n n -
request if it s unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
81162 Breal&2 Gen Full Seq Dup/Del e et P P MED208.092 Genetic Testing for BRCAL or BRCA for Heredi t and Ovarian Cancer Syndrome and Other High-Risk Cancers.
I Medical Policy Criteria y require p Refer to prior loble on the provder ecton of the BCBSOK ' T }
website.
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
81200 AspaGene < reaulre P P AM Guidelines  _ -
website.
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
81201 Apc Gene Full Sequence <« reaulre P P AM Guidelines  _ -
website.
P v fable on th BCB:
P ——— Medical Policy Criteria require p Refer to prior the providersecion of heBCBSOK T }
website.
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
81203 ApcGene Dup/Delet Variants <« reaulre P P AM Guidelines  _ -
website.
P v fable on th BCB:
I Medical Policy Criteria require p Refer to prior the providersecion of the BCBSOK T }
website.
Medical Policy Criteria: P i dt h BCBSOK Medical Poli ia. BCBSOK pritti
81206 Ber/Abll Gene Major Bp edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting @ a a -
request if it is unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: P i dt h BCBSOK Medical Poli ia. BCBSOK pritti
1207 Ber/Abl1 Gene Minor B9 edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting @ n n -
request if it s unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
81208 Ber/Abl1 Gene Other Bp < readrep ? i A Guidelines _ -
website.
Medical Policy Criteria y requie prior Refer to prior Iable on the provider section of the BCBSOK
81209 BimGene v reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81210 Braf Gene v reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteria  requie prior Refer to prior Iable on the provider section of the BCBSOK
81212 Breal&2 1858538586174 Vint e reauire pri P P MED208.092 Genetic Testing for BRCAL o BRCA2 for Hereditary Breast and Ovarian Cancer Syndrome and Other High-Risk Cancers _
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81215 Breal Gene Known Famil Vit e reauire pri P P MED208.092 Genetic Testing for BRCAL or BRCA2 for Hereditary Breast and Ovarian Cancer Syndrome and Other High-Risk Cancers
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81216 Brea2 Gene Full Seq Alys e reauire pri P P MED208.092 Genetic Testing for BRCAL or BRCA2 for Hereditary Breast and Ovarian Cancer Syndrome and Other High-Risk Cancers _
Medical Policy Criteria  requie prior Refer to prior Iable on the provider section of the BCBSOK
81217 Brea2 Gene Known Famil Vint e reauire pri P P MED208.092 Genetic Testing for BRCAL o BRCA2 for Hereditary Breast and Ovarian Cancer Syndrome and Other High-Risk Cancers _
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81218 Cebpa Gene Full Sequence e reauire pri P P MED208.094 Genetic Testing for FLT3, NPM1, and CEBPA Variants in Cytogenetically Normal Acute Myeloid Leukeria -
Medical Policy Criteria  requie prior Refer to prior Iable on the provider section of the BCBSOK
81219 Calr Gene Com Variants v reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteri Y reaui Refer to pri Iable on the provider section of the BCBSOK
81221 Citr Gene Known Fam Variants edical Pollcy Crteria: reauire prier erto prier ¢ provider section of the AM Guidelines -
website.
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81222 Citr Gene Dup/Delet Variants v reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteria  requie prior Refer to prior Iable on the provider section of the BCBSOK
81223 Citr Gene Full Sequence v reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81224 Citr Gene Intron Poly T et reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteria y requie prior Refer to prior Iable on the provider section of the BCBSOK
81225 Cyp2C19 Gene Com Variants e reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81226 Cyp2D6 Gene Com Variants e reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81227 Cyp2C9 Gene Com Variants e reauire pri P P AM Guidelines _ -
website.
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
8128 Cytogen Micrarray Copy Nmbr e readtrepri P P AM Guidelines -
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
81229 Cytogen M Array Copy No&Snp e reautrepri P P AM Guidelines _ -
website.
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Medical Policy Criteria: i Y require prior ization. Refer to prior izati ilabl

the provider section of the BCBSOK

81230 Cyp3A4 Gene Common Variants : AM Guidelines  _
website.
Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK
81231 Cyp3AS Gene Common Variants tcal Polcy Critert auire pri P provi ! AIM Guidelines  _
website.
Medical Policy Criteria ice may require prior Refer to prior authorizati ilable on the provider section of the BCBSOK
81232 Dpyd Gene Common Variants tcal Poley Critert auire pri P provi ! AM Guidelines  _
website.
s e MedicalPolicy Crteria ice may require prior authorization. Refer to prior authorizati iable on th provider section of e BCBSOK (T
website.
. MedicalPolicy Crteria ice may require prior authorization. Refer to prior authorizati isble on th provider section of the BCBSOK (T
website.
T " - - = o - -
I MedicalPolicy Crteria  require prior Refer to prior the providersection of the BBSOK T
website.
st 5 cene Medica Plicy Citeia Procecure/service reiewed to nsure each servce meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 i i
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
T ; ; = ; = = - -
T MedicalPolic Crteria y require prior Refer to prior the providersection of the BCBSOK LT
website.
41203 Frrt Gene Detection Medica Plicy Citeia Procecure/service reviewed to nsure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submitting 2 i i
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
T ; ; = ; = = - -
s MedicalPolicy Crteria y require prior Refer to prior the providersection of the BBSOK LT
website.
Medical Policy Crt ice may i ization. Refer to pri izati ilable on the provider section of the BCBSOK
81245 Fit3 Gene e e require prior ertoprior ¢ providersection ot the MED208.094 Genetic Testing for FLT3, NPM1, and CEBPA Variants in Cytogenetically Normal Acute Myeloid Leukemia
Medical Policy Crt ice may i Refer to pri izati ilable on the provider section of the BCBSOK
81246 Fit3 Gene Analysis e e require prior ertoprior e providersection ot the MED208.094 Genetic Testing for FLT3, NPM1, and CEBPA Variants in Cytogenetically Normal Acute Myeloid Leukemia
S MedicalPolicy Crteria ice may require prior authorization. Refer to prior authorizati iableon th provider section of the BCBSOK (T
website.
T " - = - = o - -
I MedicalPolicy Crteria  require prior Refer to prior the providersection of the BBSOK T
website.
T " - - = o - -
I MedicalPolicy Crteria  require prior Refer to prior the providersection o the BBSOK T
website.
B o MedicalPolicy Crteria ice may require prior authorization. Refer to prior authorizati iable on the provider section of the BCBSOK (T
website.
Medical Policy Crt ice may i ization. Refer to pri izati ilable on the provider section of the BCBSOK
P —— eical Polcy Criteria require prior er to prior e provider section of the er L
website.
P —— MedicalPolicy Crteria ice may require prior Refer to prior authorizati iableon th provider section of the BCBSOK (T
website.
T " - = - = o - -
I MedicalPolicy Crteria  require prior Refer to prior the providersection of the BBSOK T
website.
T " - = - = o - -
I MedicalPolicy Crteria  require prior Refer to prior the providersection of the BBSOK T
website.
Fe  cormem Medical Policy Criteria ice may require prior Refer to prior authorizati iable on th provider section of the BCBSOK (T
website
e w— Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati iable on the provider section of the BCBSOK " B
website
e —— Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati iableon th providr section of the BCBSOK [ T
website
e ———— Medical Policy Criteria ice may require prior authorization. Refer to prior iable on th provider section of the BCBSOK [ T
website
e —— Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK " B
website
e ua— Medical Policy Criteria ice may require prior authorization. Refer to prior authorizati iable on th provider section of the BCBSOK [ T
website
T S —— Medical Policy Criteria ice may require prior authorization. Refer to prior iable on th provider section of the BCBSOK [ T
website
el forct (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoletic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 Hematopoletic Cell Transplantation for Non-Hodgkin Lymphomas
SUR703.030 el for Acute Kemia (AML)
SUR703.037 for Chronic Leukemia (CML)
SUR703.038 Hematopoletic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoletic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoletic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
UR703.036 el lid Tumors in Adults
Medical Policy Ci v R lable on th he BCBSOK
81265 Str Markers Specimen Anal w::;‘:e ClRNEEE i CLrpIks the provider section of the BCBSOK 2763 047 el for Malignant d Gliomas
) SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoletic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic Di dA
SUR703.043 el for
SUR703.045 el Treatment of Acute Leukemia (ALL)
SUR703.035 Hematopoletic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired ndrome (AIDS)
SUR703.044 el r (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary d
el for
el for (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 Hematopoietic Cell Transplantation for Non-Hodgkin Lymphomas
SUR703.030 ell for Acute kemia (AML)
SUR703.037 for Chronic Leukemia (CML)
SUR703.038 Hematopoletic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoletic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and!
SUR703.041 Recipient Information)
SUR703.036 el r lid Tumors in Adults
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK
81266 Str Markers Spec Anal Addl e reaulre P P SUR703.047 el for Malignant d Gliomas
. SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic DI
SUR703.043 el for
SUR703.045 el Treatment of Acute Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired Syndrome (AIDS)
SUR703.044 el r (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary d
el for
e — Wedica Policy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BCBSOK " B
website
e ; ; - = = - :
I Wedica Policy Criteia  require prior Refer to prior on the provider section of the BCBSOK
website =
T : ; = : = : :
. Wedica Policy Criteia y require prior Refer to prior on the provider section of the BCBSOK
website. =
e —————— Wedica Policy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BCBSOK " )
website.
VS —— Wedica Policy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BCBSOK "
website. =
e : : = : = - :
. Wedica Policy Criteia y require prior Refer to prior on the provider section o the BCBSOK
website. =
e : : : = = - :
. Wedica Policy Criteia y require prior Refer to prior on the provider section of the BCBSOK
website. =
e : : : = = - :
I Wedica Policy Criteia y require prior Refer to prior on the provider section of the BCBSOK
website. =
e : : = : = - :
I Wedica Policy Criteia y require prior Refer to prior on the provider section o the BCBSOK
website. =
S — Wedica Policy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BCBSOK " )
website.
e : : : = = - :
I Wedica Policy Criteia y require prior Refer to prior on the provider section of the BCBSOK
website. =
e : : = : = - :
. Wedica Policy Criteia y require prior Refer to prior on the provider section o the BCBSOK
website. =
e : : : = = - :
. Wedica Policy Criteia y require prior Refer to prior on the provider section of the BCBSOK
website. =
R — Wedica Policy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BCBSOK "
website. =
e : ; = : = - :
. Wedica Policy Criteia y require prior Refer to prior on the provider section of the BCBSOK
website. =
i E— Wedica Plicy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BEBSOK " )
website.
g —— Wedica Plicy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BCBSOK "
website. =
e : ; = : = - :
I Wedica Policy Criteia y require prior Refer to prior on the provider section of the BCBSOK
website. =
fry e Wedica Policy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BCBSOK " )
website.
e Wedica Policy Criteia ice may require prior Refer to prior authorizati iable on the provider section of the BCBSOK "
website. =
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Medical Policy Criteria:  require prior Refer to prior izati ilab

the provider section of the BCBSOK

81299 Msh6 Gene Known Variants < AM Guidelines  _ - -
website.
Medical Policy Criteria  require prior Refer to prior authorizati ilable on the provider section of the BCBSOK
81300 Msh6 Gene Dup/Delete Variant tcal Polcy Critert eaure pr P provi ! AIM Guidelines  _ _ _
website.
Moved to PA
Medical Policy Criteria: y require prior Refer to prior authorizati ilable on the provider section of the BCBSOK
81301 Microsatelite Insta e ey e eaure pr P provi ! AIM Guidelines  _ _ effective
- 8/15/2021
S —— MedicalPolicy Crteria  require prior Refer to prior authorizat isble on the provider section of e BCBSOK (T ) B
website.
S, MedicalPolicy Crteria  require prior Refer to prior authorizati iableon th provider section of the BCBSOK (T ) B
website.
. MedicalPolicy Crteria  require prior Refer to prior authorizat iable on the provider section of the BCBSOK (T ) B
website.
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
81310 Npm1 Gene e e require prior ertoprior e providersection ot the MED208.094 Genetic Testing for FLT3, NPM1, and CEBPA Variants in Cytogenetically Normal Acute Myeloid Leukemia - .
T - - = o - -
. MedicalPolicy Crteria  require prior Refer to prior the providersection of the BBSOK T ) B
website.
o oo MedicalPolicy Crteria  require prior Refer to prior authorizat isble on th provider section of the BCBSOK (T ) B
website.
S MedicalPolicy Crteria  require prior Refer to prior authorizati iableon th provider section of the BCBSOK (T ) B
website.
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
e ol eical Polcy Criteria require prior er to prior  provider section of the er L ) B
website.
B Tt MedicalPolicy Crteria  require prior Refer to prior authorizat iable on th provider section of the BCBSOK (T ) B
website.
o e MedicalPolicy Crteria  require prior Refer to prior authorizat isble on th provider section of the BCBSOK (T ) B
website.
T - - = o - -
. MedicalPolicy Crteria  require prior Refer to prior the providersection of the BBSOK LT ) B
website.
Medical Policy Crt v i Refer to pri izati ilable on the provider section of the BCBSOK
Fo  moemmersrs eical Polcy Criteria require prior er to prior  provider section of the er L ) B
website.
S — MedicalPolicy Crteria  require prior Refer to prior authorizat isble on th provider section of the BCBSOK (T ) B
website.
T - - = o - -
. MedicalPolicy Crteria  require prior Refer to prior the providersection of the BCBSOK T ) B
website.
S MedicalPolicy Crteria  require prior Refer to prior authorizat iable on the provider section of the BCBSOK (T ) B
website.
Fon o MedicalPolicy Crteria  require prior Refer to prior authorizat iable on the provider section of the BCBSOK (T ) B
website.
Fp oo MedicalPolicy Crteria  require prior Refer to prior authorizat iableon th provider section of the BCBSOK (T ) B
website.
v e s Medical Policy Criteria:  require prior Refer to prior iable on th providr section of the BCBSOK (T ) B
website
— ; - o -
I Medical Policy Criteria  require prior Refer to prior on the provider sectionof the BCBSOK T ) B
website
e e mm—— Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK " B ) B
website
T Medical Policy Criteria  require prior Refer to prior iable on th provider section of the BCBSOK [ T ) B
website
- Medical Policy Criteria  require prior Refer to prior iable on th provider section of the BCBSOK [ T ) B
website
i Medical Policy Criteria  require prior Refer to prior iable on the provider section of the BCBSOK " B ) B
website
o ——— Medical Policy Criteria  require prior Refer to prior iable on th providr section of the BCBSOK [ T ) B
website
e ra— Medical Policy Criteria  require prior Refer to prior iable on th provider section of the BCBSOK [ T ) B
website
e —— Medical Policy Criteria  require prior Refer to prior iable on the provider section of the BCBSOK " B ) B
website
s et e Medical Policy Criteria  require prior Refer to prior iableon th providr section of the BCBSOK (T ) B
website
oo Wt e e Medical Policy Criteria  require prior Refer to prior iableon the provider section of the BCBSOK (T ) B
website
— ; - o -
I Medical Policy Criteria  require prior Refer to prior on the provider section of the BCBSOK B ) B
website
— ; - o -
. Medical Policy Criteria  require prior Refer to prior on the provider sectionof the BCBSOK T ) B
website
R ———— Medical Policy Criteria  require prior Refer to prior iable on th provider section of the BCBSOK [ T ) B
website
e S — Medical Policy Criteria  require prior Refer to prior iable on the provider section of the BCBSOK " B ) B
website
— ; - o -
e ——— x::;c;l Policy Criteria  require prior Refer to prior on the provider sectionof the BCBSOK T ) B
Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK  MED208.089 Novel Biomarkers in Risk Assessment and Managemen of Cardiovascular Disease
81401 Mopath Procedure Level 2 . - .
website MED207.008 Genetic Testing for Disorders
e ; - = - :
o i et s Wedica Palicy Criteia  require prior Refer to prior on the provider section of the BCBSOK
oced website = = =
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
81403 Mopath Procedure Level 4 ey crene v require prior ertoprior onthe providersection ofthe MED208.089 Genetic Testing for Mitochondrial Disorders _ _
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
81404 Mopath Procedure Level 5 w:h:; e PUSTHEIET HADLIES CDEDEIELE SR ICERE MED208.089 Genetic Testing for Mitochondrial Disorders _ _
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
81405 Mopath Procedure Level 6 w:h:; e PUSTHEIET HADLIES CDEDEIELE SR ICERE MED208.089 Genetic Testing for Mitochondrial Disorders _ _
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
81406 Mopath Procedure Level 7 w:h:; LAl P ARG ADGIE CNEIEATSERCAS MED208.089 Genetic Testing for Mitochondrial Disorders _ _
e ; - = - :
ovr i e Wedica Policy Criteia  require prior Refer to prior on the provider section o the BCBSOK
oced website = = =
s i et Wedica Policy Criteia  require prior Refer to prior ilable on the provider secton of the BCBSOK "
oced website = = =
e —— Wedica Policy Criteia  require prior Refer to prior lable onthe provider scton of the BCBSOK L T i} B
website
R Se—— Wedica Policy Criteia  require prior Refer to prior lable onthe provider scton of the BCBSOK L T i} B
website
e ; - = - :
. Wedica Policy Criteia  require prior Refer to prior on the provider section of the BCBSOK
website = = =
PR — Wedica Policy Criteia  require prior Refer to prior iable on the provider section of the BCBSOK "
website = = =
e e — Wedica Policy Criteia  require prior Refer to prior iable on the provider section of the BCBSOK "
website = = =
S N Wedica Policy Criteia  require prior Refer to prior ilable on the provider secton of the BCBSOK " B i} B
website
S N Wedica Policy Criteia  require prior Refer to prior lable onthe provider scton of he BCBSOK L T i} B
website
e ; - = - :
I Wedica Palicy Criteia  require prior Refer to prior on the provider section o the BCBSOK
website = = =
51420 Feta Chrmom! Aneuploidy Medica Plicy Citeia Procedure/sevic reiewed to ensure each ervice meets BCBSOK Medlcal Poicy crteia. BCBSOK recommendssubmitting 2 P P . .
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
L m—— Wedica Plicy Criteia y require prior Refer to prior iable on the provider section of the BCBSOK "
website = = =
. Wedica Policy Criteia  require prior Refer to prior lable onthe provider scton of he BCBSOK L T i} B
website.
S ———— Wedica Policy Criteia y require prior Refer to prior iable on the provider section of the BCBSOK " ) ) B
website.
e : : = - :
. Wedica Policy Criteia y require prior Refer to prior on the provider section o the BCBSOK
website. = = =
S —— Wedica Policy Criteia y require prior Refer to prior iable onthe provider scton of he BCBSOK T ) B
website.
e S —— Wedica Policy Criteia y require prior Refer to prior iable on the provider section of the BCBSOK " ) ) B
website.
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
81432 Hrdtry Brst Ca-Rlatd Dsordrs e e R =t Gl bt MED208.092 Genetic Testing for BRCAL or BRCA2 for Hereditary Breast and Ovarian Cancer Syndrome and Other High-Risk Cancers _
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
81433 Hrdtry Brst Ca-Rlatd Dsordrs w:b;ci Gl YIS HErDEuE CDEDBEELE SR EERD MED208.092 Genetic Testing for BRCA1 or BRCA2 for Hereditary Breast and Ovarian Cancer Syndrome and Other High-Risk Cancers _ _
S —— Wedica Policy Criteia y require prior Refer to prior iable on the provider section of the BCBSOK " ) ) B
website.
e Wedica Policy Criteia y require prior Refer to prior iable onthe provider scton of he BCBSOK T ) B
website.
e S ————— Wedica Policy Criteia y require prior Refer to prior iable onthe provider scton of he BCBSOK T ) B
website.
S — Wedica Policy Criteia y require prior Refer to prior iable on the provider section of the BCBSOK " ) ) B
website.
e e ——— Medical Policy Criteria y require prior Refer to prior iable onthe provider scton of he BCBSOK T ) B
website.
i Refer to pri ilable on the provider section of the BCBSOK
8143 Hrdtry Cardmypy Gene Panel JUZTUELLED SEADELY (Ot e A AM Guidelines  _ _ _
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
81440 Mitochondrial Gene w:h'ci Gl YU BRI CDEDBEELE e ENERE MED208.089 Genetic Testing for Mitochondrial Disorders _ _
e —— Medical Policy Criteria y require prior Refer to prior iable onthe provider scton of he BCBSOK T ) B
website.
e aenears Medical Policy Criteria y require prior Refer to prior iable onthe provider scton of he BCBSOK T ) B
e p——— r::'ci Policy Criteria: y require prior Refer to prior iable on the provider section of the BCBSOK " ) ) B
e ———— Medical Policy Criteria y require prior Refer to prior iable onthe provider scton of he BCBSOK T ) B
website
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Medical Policy Criteia  require prior Refer to prior authorizati ilable on the provider section of the BCBSOK
81455 Targeted Genomic Seq Analys Lca) Polley Criter readtre i o P : AM Guidelines _ -
website.
Medical Policy Criteria  require prior Refer to prior authorizati ilable on the provider section of the BCBSOK
81460  Whole Mitochondrial Genome. e e reauire pri P P : MED208.089 Genetic Testing for Mitochondrial Disorders -
Medical Policy Criteria  require prior Refer to prior authorizati ilable on the provider section of the BCBSOK
81465 Whole Mitochondrial Genome. e e reauire pri P P : MED208.089 Genetic Testing for Mitochondrial Disorders -
Medical Policy Criteria v o Refer to prior izati ilable on the provider section of the BCBSOK
81470 X-Linked Intellectual Dbt tcal Polcy Critert reauire prior prior provider section AM Guidelines  _ -
website.
Medical Policy Criteria v o Refer to prior izati ilable on the provider section of the BCBSOK
81471 X-Linked Intellectual Dbit tcal Polcy Critert reauire prior prior provider section AM Guidelines  _ -
website.
Medical Policy Criteria v o Refer to prior izati ilable on the provider section of the BCBSOK
81479 Unlisted Molecular Pathology e v e reauire prior prior provider section MED208.089 Genetic Testing for Mitochondrial Disorders -
Medical Policy Criteria v o Refer to prior izati ilable on the provider section of the BCBSOK
8149  Autoimmune Rheumatoid Arthr e v e reauire prior prier provider section MED208.091 Multibiomarker Disease Activity Blood Test for Rheumatoid Arthritis -
Medical Policy Criteria v o Refer to prior izati ilable on the provider section of the BCBSOK
81493 Cor Artery Disease Mima Lca) Polley Criter reauire prior prior provider section AM Guidelines _ -
website.
41503 Onco (Ovar) Five Protins Medica Plicy Citeia Procecure/service reviewed to nsure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submitting 2 n n B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria v o Refer to prior izati ilable on the provider section of the BCBSOK
81504 Oncology Tissue Of Origin Lca) Polley Criter reauire prior prior provider section AIM Guid _ -
website.
1507 Fetal Aneuploidy Trsom sk Medica Plicy Criteia Procedure/service reiewed to nsure each servce meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 P P B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria ice may o ization. Refer to prio izati ilable on the provider section of the BCBSOK
81519 Oncology Breast Mma vcal Pollcy Criter reauire prior prior provider section AM Guidelines  _ -
website.
T - - = o —
. Wedica Policy Criteia  require prior Refer to prior theprovider section of the BCBSOK T B
website.
T - - = o —
. Wedica Policy Criteia  require prior Refer to prior theprovider sectionof the BCBSOK T B
website.
Medical Policy Criteia v o Refer to prior izati ilable on the provider section of the BCBSOK
81525 Oncology Colon Mrna Lca) Polley Criter reauire prior prior provider section AM Guidelines  _ -
website.
. Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
81535 Oncology Gynecologic : : . N/A N/A -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
. Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
8153 Oncology Gynecologic : : . N/A N/A -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
81538 Oncology Lung y s 8 N/A N/A -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria v o Refer to prior izati ilable on the provider section of the BCBSOK
81539 Oncology Prostate Prob Score e v e reauire prior prier provider section MED208.093 4Kscore for Prostate Cancer Risk Assessment _
Medical Policy Criteia v o Refer to prior izati ilable on the provider section of the BCBSOK
81540 Oncology Tum Unknown Origin Lca) Polley Criter reauire prior prior provider section AM Guidelines  _ -
website.
T - - = o —
I Wedica Policy Criteia  require prior Refer to prior the provider secion o the BCBSOK
website. = =
1505 Oncology Thyrid Wedica Plicy Citeia Procedure/servic reiewed to ensure each servce meets BCBSOK Medlcal Policy crteia. BCBSOK recommends submitting 2 n n “2/s1/2020
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
ST ; : = = —
N Wedica Plicy Criteia y require prior Refer to prior on the provider section o the BCBSOK
website. = =
T e—— Wedica Policy Criteia  require prior Refer to prior authorizati isbe on th provide sectionof the BCBSOK [T -
website.
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
81599 Unlisted Masa edica Polly Criterta: Procedurs/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 MED207.159 Serum Biomarker Panel Testing for Systemic Lupus Erythematosus and Other Connective Tissue Diseases N
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Cinical Payment and Coding Policy itled: Non-Reimbursable Bone Turnover Markers for Diagnosis and Management of Osteoporosis and Diseases Associated with High Bone
82523 Collagen Crossiinks . MED207.116 -
and/or Unproven Services (EIU). Turnover
177 Gt Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submitting 2 0207158 iolecuar TestingFor CronicHeart Fafre and eart Translant B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
83006 Growth Stimulation Gene 2 edicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 MED207.158 Molecular Testing For Chronic Heart Failure and Heart Transplant -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
83695 Assay Of Lipoprotein(A) e e e e ) SUPIER 1o ullzation review, Please see the Clinical Payment and Coding Pollcy tfled: HlonRelmbursasle MED207.008 Novel Biomarkers in Risk Assessment and Management of Cardiovascular Disease -
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
83698 Assay Lipoprotein Pla2 rocedure/senice not rembursed by SUPIER 1o ullzation review, Flease see the Clinical Payment and Coding Pollcy tfled: Hlonelmbursasle MED207.134 Measurement of Phospholipase A2 in the Assessment of Cardiovascular Risk -
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
83701 Lipoprotein BId Hr Fraction rocedure/senice not rembursed by SUPIER 1o ullzation review, Flease see the Clinical Payment and Coding Policy tfled: Hloneimbursasle MED207.008 Novel Biomarkers in Risk Assessment and Management of Cardiovascular Disease -
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
83704 Lipoprotein Bld Quan Part roceduresenice not rembursed by e e e MED207.008 Novel Biomarkers in Risk Assessment and Management of Cardiovascular Disease -
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
83722 Lipoprtn Dir Meas Sd Ldi Chl rocedure/senice not rembursed by SUPIER 1o ullzation review, Please see the Clinical Payment and Coding Policy tfled: Hlonelmbursasle MED207.008 Novel Biomarkers in Risk Assessment and Management of Cardiovascular Disease -
and/or Unproven Services (EIU).
; Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clinical Payment and Coding Policy itled: Non-Reimbursable Bone Turnover Markers for Diagnosis and Management of Osteoporosis and Diseases Associated with High Bone
83937 Assay Of Osteocalcin ° . MED207.116 -
and/or Unproven Services (EIU). Turnover
Proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
83987 Exhaled Breath Condensate rocedure/senice not rembursed by e e e MED201.024 Measurement of Exhaled Breath Condensate in the Diagnosis and Management of Respiratory Disorders. -
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
84112 Eval Amiotic Flid Protein rocedure/senice not rembursed by SUPIER 1o ullzation review, Flease see the Clinical Payment and Coding Policy tfled: Hlonelmbursasle 08401.018 Tests for Amniotic Protein to Detect Rupture of Membranes (ROM) in Pregnancy .
and/or Unproven Services (EIU).
I Procecure/service not reimbursed by BCBSOK. Not subject o utizaion review. Pleas se the Clinical Payment and Coding Palicyttled: Non-Reimbursable 207148 reasurement of Tromborane Metabolites n Urne B
and/or Unproven Services (EIU).
MED207.154 Drug Testing in Pain and subs e
MED207.088 Intracellular Micronutrient Analysis
MED207.136 Measurement of Long Chain Omega-3 Fatty Acids in Red Blood Cell Membranes as a Cardiac Risk Factor
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a & g3 ey
84999 Clinical Chemistry Test MED207.153 Measurement of Serum Antibodies to Selected Biologic Agents _
predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria
MED207.128 Salivary Hormone Testing
MED207.159 Serum Biomarker Panel Testing for Systemic Lupus Erythematosus and Other Connective Tisue Diseases
08401018 Tests for Amniotic Protein to Detect Rupture of Membranes (ROM) in Pregnancy
85999 Hematology Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _
e —— Procecure/service not reimbursed by BCBSOK. Not subjec o uiizaion review. Pleas se the Clinical Payment and CodingPalcytted: Non-Reimbursable ED206.001 R — B
and/or Unproven Services (EIU).
o152 ol Enomeration 19 Wedica Plicy Criteia Procecure/sevic reiewed to ensure each ervice meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submitting 2 n n L2/
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
56153 Collnumeration phys nterp Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 n n L2y
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
e Procecure/servicenot reimbursed by BCBSOK. Not subjec o uiizaion review. Pleas se the ClinicalPayment and Coding Palicytted: Non-Reimbursable ED206.001 PR — B
and/or Unproven Services (EIU).
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
86352 Cell Function Assay W/Stim edical Policy Citeria: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting MED207.147 Immune Cellular Function Assay to Monitor and Predict Immune Function .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
ymphocyte Transformation Wedica Plicy Criteia Procecure/sevic reiewed to ensure each ervice meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 E0207.088 nracellar icronutrient iy B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Skin Test Nos Antigen Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _
Immunology Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _
Blood Typing Paternity Test Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _
el for Chronic Lymphocytic Leukemia (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 Hematopoietic Cell Transplantation for Non-Hodgkin Lymphomas
SUR703.030 jetic Cell for Acute Leukemia (AML)
SUR703.037 cell on for Chronic Leukemia (CML)
SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 jetic Cell for Central N tem Embryonal Tumors and Ependymoma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
SUR703.036 I f Jid T Adult
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting 2 e or umors in Adults
86950 Leukacyte Transfusion > : SUR703.047 el for Malignant and Gliomas R
predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteia.
SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el for Genetic D Acquired Anemias
SUR703.043 el for Diseases
SUR703.045 Hematopoietic Cell Transplantation as a Treatment of Acute Lymphoblastic Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 el for Acquired (AiDS)
SUR703.044 el for dromes (MDS) and Neoplasms (MPN)
SUR703.039 el for Primary Systemic Amylold
el for
86999 Transfusion Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or linical review. _ _ -
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
87505 Nfct Agent Detection Gi ‘ MED207.155 Gastrointestinal Panels _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
47505t Do probe 19611 Wedica Plicy Citeia Procecure/sevic reiewed to nsure each ervice meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 [ ostromtestint Panels -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Iadna-Dna/Rna Probe Tq 12-25 ‘ MED207.155 Gastrointestinal Panels _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Detect Agent Nos Dna Dir Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. - - -
Detect Agent Nos Dna Amp Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Detect Agent Nos Dna Quant Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Agent Nos Assay W/Optic Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ -
Microbiology Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Necropsy (Autopsy) Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
G Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or linical review. - - _
e Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ -
P Procecure/sericenot reimbursed by BCBSOK. Not subjec o utiizaion review. Pleas se the ClnicalPayment and Coding Policyttec: Non-Reimbursable ED2010%8 P — B
and/or Unproven Services (EIU).
Surgical Pathology Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
In Vivo Lab Service Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or linical review. _ _ -
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89240 Pathology Lab Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ]
89250 Cultr Oocyte/Embryo <4 Days 08402023 Services for Infertiity and Recurrent Fetal Loss _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
89251 Cultr Oocyte/Embryo <4 Days 08402023 Services for Infertiity and Recurrent Fetal Loss _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
89253 Embryo Hatching 08402023 Services for Infertiity and Recurrent Fetal Loss _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Oocy Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Prepare Embryo For Transfer Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Sperm Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Cryopreservation Embryo(s) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Cryopresenvation Sperm Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Sperm lsolation Simple Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Sperm lsolation Complex Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
dentify Sperm Tissue Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Of Oocytes Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Extended Culture Of Oocytes Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Assit Oocyte Fertilization Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Assit Oocyte Fertilization Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Medical Policy Critera: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Biopsy Oocyte Polar Body /A /A _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Biopsy Oocyte Polar Body /A /A _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Sperm Antibody Test Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Sperm Evaluation Test Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Evaluation Cervical Mucus Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Retrograde Ejaculation Anal Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Cryopreserve Testicular Tiss Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Cryopreservation Oocyte(s) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Storage/Year Embryo(s) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Storage/Year Sperm/Semen Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Storage/Year Reprod Tissue Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Storage/Year Oocytel(s) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Thawing Cryopresrved Embryo Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Thawing Cryopresrved Sperm Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Thaw Cryoprsvrd Reprod Tiss Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Thawing Cryopresrved Oocyte Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Unlisted Reprod Med Lab Proc Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ -
I Medical Policy Criteria y require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK _ PSY301.014 Immunoglobulin (Ig) Therapy (Including Intravenous [IVIG] and Subcutaneous g (SCIG])
o website. X504.003 Auti ct = =
Medical Policy Crit v i ization. Refer to prior ilable on the provider section of the BCBSOK
HumanIg Sc e e require prior ertop onthe providersection ofthe RX504.003 Immunoglobulin (Ig) Therapy (Including Intravenous (IVIG] and Subcutaneous lg [SCIG) _ _
T — Wedica Policy Criteia y require prior authorization. Refer to prior iable on the provider section of the BCBSOK - y——— ) B
website.
Immune Globulin Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Tic-Brn Enceph Vac 025M1 Im Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 7201 _
Tic-Br Enceph Vac 0.5MI Im Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 12001 _
oo v Pandemic mtranas Medical Policy Criteria Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a i i - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
20666 Ha Vac Pondem pramy free Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a P P - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
50667 1 Vace Pandemic Adjovt m Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a P P - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
90671 Pevi5 Vaccine Im Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 72001
90677 Pcv20 Vaccine Im Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 12001 _
90749 Vaccine Toxoid Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ -
Medical Policy Crit ice may i ization. Refer to prior authorizat ilable on the provider section of the BCBSOK
90867 Tcranial Magn Stim Tx Plan w:h;c; CEAEEAL ORI AR EDEDEIELE LR IR PSY301.015 Repetitive Transcranial Magnetic Stimulation (FTMS) _ _
Medical Policy Crit v i ization. Refer to prior ilable on the provider section of the BCBSOK
90868 Tcranial Magn Stim Tx Deli w:h;c; CEAEEAL ORI AR CDEDEIELE R IR PSY301.015 Repetitive Transcranial Magnetic Stimulation (FTMS) _ _
Medical Policy Crit v i ization. Refer to prior ilable on the provider section of the BCBSOK
90869 Teran Magn Stim Redetemine ey crene require prior ertop R D PSY301.015 Repetitive Transcranial Magnetic Stimulation (rTMS) _ _
Medical Policy Crit v i ization. Refer to prior ilable on the provider section of the BCBSOK
90870 Electroconvulsive Therapy e oy e ol LU Gl s PSY301.013 Electroconvulsive Therapy _ _
PSY301.019 Neurofeedback
PSY301.018 feadback for Miscellaneous Indications
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a PSY301.011 Biofeedback as a Treatment of Chronic Pain
90875 Psychophysiological Therapy - -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria PSY301.016 feedback as a Treatment of Headache
PSY301.007 feedback as a Treatment of Fecal Incontinence or Con:
PSY301.017 Biofeedback as a Treatment of Urinary Incontinence
PSY301.019 Neurofeedback
PSY301.018 Biofeedback for Miscellaneous Indications
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a PSY301.011 Biofeedback as a Treatment of Chronic Pain
90876 Psychophysiological Therapy ‘ ° _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. PSY30L016 Biofeedback as a Treatment of Headache
P5Y301.007 Biofeedback as a Treatment of Fecal Incontinence or Constipation
PSY301.017 Biofeedback as a Treatment of Urinary Incontinence
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Hypnoth MED201.001 H
Vpnotherapy unclear if the service meets BCBSOK Medical Policy criteria. Vpnosts - -
Psy Evaluation Of Records Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ _
Preparation Of Report Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Psychiatric Service/Therapy Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
PSY30L019 Neurofeedback
PSY301.018 Biofeedback for Miscellaneous Indications
50501 Biofeedback Tran Any Meth Wedica Plicy Criteia Procecure/sevic reiewed to ensure each service meets BCBSOK MedicalPolicy crteia, BCBSOK recommends submitting 2 PSY301.011 Biofeedback as a Treatment of Chronic Pain . B
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. PSY30L016 Biofeedback as a Treatment of Headache
P5Y301.007 Biofeedback as a Treatment of Fecal Incontinence or Constipation
PSY301.017 Biofeedback as a Treatment of Urinary Incontinence
0512 b Trainng 1515 Min Wedica Plicy Citeia Procedure/servic reviewed to enure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 PSY301.017 fofeedback 25 a Treatment ofFeca Incontinenceor Const o
request if it is unclear if the service meets BCBSOK Medical Policy criteria. PSY301.016 Biofeedback as a Treatment of Urinary Incontinence
) Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a PSY301.017 iofeedback as a Treatment of Fecal Incontinence or Constipation
50913 Bfb Training Ea Addi 15 Mi 4/1/2021
reining £2 " request if it is unclear if the service meets BCBSOK Medical Policy criteria. PSY301.016 feedback as  Treatment of Urinary Incontinence ok -
50995 Dilysis Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ - _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a
91034 Gastroesophageal Reflux Test v /s o e MED201.005 Esophageal pH Monitoring _ ,
request if it is unclear if the service meets BCBSOK Medical Policy citeria.
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
91035 G-Esoph Reflx Tst W/Electrod v a d e MED201.005 Esophageal pH Monitoring _ ,
request if it is unclear if the service meets BCBSOK Medical Policy citeria,
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
91037 Esoph imped Function Test o / & ® MED201.005 Esophageal pH Monitoring - -
request if it is unclear if the service meets BCBSOK Medical Policy citeria,
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
91038 Esoph Imped Funct Test > 1Hr v /s o e MED201.005 Esophageal pH Monitoring _ ,
request if it is unclear if the service meets BCBSOK Medical Policy citeria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Cliical Payment and Coding Policy titled: Non-Reimbursable
91065 Breath Hydrogen/Methane Test 4 Y 4 v & Polley MED207.161 Hydrogen or Methane Breath Testing _ _
and/or Unproven Services (EIU).
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
91110 GiTract Capsule Endoscopy o / “ ® RAD601.042 Wireless Capsule Endoscopy (WCE) To Diagnose Disorders of The Small Bowel, Esophagus, And Colon _ _
request if it is unclear if the service meets BCBSOK Medical Policy citeria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Cliical Payment and Coding Policy titled: Non-Reimbursable
91111 Esophageal Capsule Endoscopy 4 Y 4 v & Polley RAD601.042 Wireless Capsule Endoscopy (WCE) To Diagnose Disorders of The Small Bowel, Esophagus, And Colon _ _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
91112 Gi Wireless Capsule Measure / : " o v & Polley MED201.017 Gastrointestinal (GI) Motility Measurement _ -
andor Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
91117 Colon Motility 6 Hr Study o Poley e " - feal policy uomitting MED201.017 Gastrointestinal (GI) Motility Measurement _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
91132 Electrogastrography A " o v & Polley MED201.017 Gastrointestinal (GI) Motility Measurement _ -
andor Unproven Services (EIU).
by BCBSOK. Not subject to utiization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
91133 T " - v & Polley MED201.017 Gastrointestinal (GI) Motility Measurement _ -
andor Unproven Services (EIU).
91299 Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _
91300 Sarscov2 Vac 30Mcg/0.3MI Im Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 12/11/2020
91301 Sarscov2 Vac 100Mcg/0.5M1 Im Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 12/18/2020
Medical Policy Criteria: Proced gt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
92065 Orthoptic/Pleoptic Training edical Policy Citeia: Procedure/service reviewed to ensre each service meets BCBSOK Medica creria recommends submitting 2 OTH903.012 Orthoptics (Vergence/Accommodative Therapy), Visual Exercises or Training _ _
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
Proced ice not reimbursed by BCBSOK. Not subject to utilizati Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabls
92132 Cmptr Ophth Dx Img Ant Segmt rocedure/senice not rembursed by SubJeR to utllzation review. Please see the Clinical Payment and Coding Policy tfled: Hon-Relmbursasle OTHS03.021 Optical Coherence Tomography of the Anterior Eye Segment _ _
and/or Unproven
e e Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and CodingPolicyttec: Non-Reimbursable P —— - B
and/or Unproven
2273 Full el Wik Wedica Plicy Criteia Procecure/sevic reiewed to nsure each service meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 orHo0s0% [— (ofER0) A patter - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
2278 tifora erg WiiER Wedica Plicy Citeia Procecure/sevic reiewed to nsure each service meets BCBSOK MeclcalPolicy rteia. BBSOK recommends submittng 2 orro0s0% [— ofER0) A patter - -
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
92495 Eye Service Or Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. - - - -
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
92512 Nasal Function Studies / ° " i’ v & Polley MED204.004 Rhinomanometry, Acoustic Rhinometry, Optical Rhinometry and Acoustic Pharyngometry - -
andor Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
92517 Vemp Test 1&R Cervical ca Poliey ure/ " . feal policy upmitting MED201.047 Vestibular Function Testing 21201 5/14/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
92517 Vemp Test 1&R Cervical G d & u AL MED201.047 Vestibular Function Testing 5/15/2021
andor Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
92518 Vemp Test 1&R Ocular ca Poliey ure/ " . feal policy upmitting MED201.047 Vestibular Function Testing 21201 5/14/2021
request if it is unclear if e service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
92518 Vemp Test 1&R Ocular / : " i’ v & Polley MED201.047 Vestibular Function Testing 5/15/2021
andor Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
92519 Vemp Tst 18R Cervical&Ocular o Pl e - 3 ealpoley upmitting MED201.047 Vestibular Function Testing 212001 s/1472021
predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
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Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
92519 Vemp Tst I&R Cervical&Ocular durefservice no rl o Unproven Servees L. et ry ine Pollov e MED201.047 Vestibular Function Testing 5/15/2021
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
92520 Laryngeal Function Studies cal Policy Cri e uf‘ e 1 e st ot 850K edicl Poy et ey eritert ubmitting MED204.004 Rhinomanometry, Acoustic Rhinometry, Optical Rhinometry and Acoustic Pharyngometry - n
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
92548 Cdp-Sot 6 Cond W/I&R gl sl andon Unproven Serees (o meatray ine Pollov e MED205.026 Dynamic Posturography - .
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimb bl
92549 Cdp-Sot 6 Cond W/I&R Mct&Adt roceduresenice not rei o Unoroven Sorvses (L. e inical Payment and Coding Polley file imursasle MED205.026 Dynamic Posturography _ _
92601 Cochlear Implt F/Up Exam <7 Medical Policy Criteria PmcfedurE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a SUR714.004 Cochlear Implant B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
92602 Reprogram Cochlear Implt <7 Medical Policy Criteria PmcfedurE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a SUR714.004 Cochlear Implant B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
92603 Cochlear Implt F/Up Exam 7/> Medical Policy Criteria PmcfedurE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a SUR714.004 Cochlear Implant B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
92609 Use Of Speech Device Service Medical Policy Criteria PmcfedurE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME104.009 Speech Generating Devices (SGD) B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Y ior Refer to prior ilable ‘the provider section of the BCBSOK
92633 Aud Rehab Postiing Hear Loss e v e S ACR? - C on SUR714.004 Cochlear Implant - _
92640 Aud Brainstem Implt Programg Medical Policy Criteria PmcfedurE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a SUR714.009 Auditory Brainstem Implant B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
(92700 Ent Procedure/Service Unlisted or Undefined: Procedure/ser not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ — - —
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
92071 Cardioassist External MED202.050 Enhanced External Counterpulsation (EECP)
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
92074 Cath Place Cardio Brachytx HN/A HN/A . _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
92078 Endoluminl Ivus Oct C 15t MED202.065 Optical Coherence Tomography for Imaging of Coronary Arteries
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
92079 Endoluminl lvus Oct C Ea MED202.065 Optical Coherence Tomography for Imaging of Coronary Arteries
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
93025 Microvolt Twave Assess Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED202.006 Risk Stratification Tests for Determining Arrhythmias (Signal-Averaged Electrocardiography [SAECG] and Microvolt T-
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - Wave Alternans [MTWAI) - -
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
93050 Art Pressure Waveform Analys. e S MED202.070 Non-Invasive Measurement of Central Blood Pressure (cBP) _ _
93228 Remote 30 Day Ecg Rev/Report Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED202.003 Long-Term Ambulatory Cardiac Monitoring (Outpatient Cardiac Telemetry, Implantable Cardiac Rhythm Event
v Eee P reauest if it is unclear if the service meets BCBSOK Medical Policy criteria. § Monitors. and Intracardiac Ischemia Detection Svstems) - -
93220 Remote 30 Day feg Tech su Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED202.003 Long-Term Ambulatory Cardiac Monitoring (Outpatient Cardiac Telemetry, Implantable Cardiac Rhythm Event
v Eee PP reauest if it is unclear if the service meets BCBSOK Medical Policy criteria. i Monitors. and Intracardiac Ischemia Detection Svstems) - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
93260 Prgrmg Dev Eval Impltbl Sys SUR707.003 Implantable Cardioverter Defibrillators . _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
93261 Interrogate Subq Defib SUR707.003 Implantable Cardioverter Defibrillators . _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Me I Policy Crite Pr i d te h ts BCBSOK M I Poll iteria. BCBSOK ibmitti
93268 Rem Mt Wris PAr Prs S edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a VED202.058 o Monitoring for the Heart Falure n the Outpatient setting
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - —
3278 Ecglognalveroged Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED202.006 Risk Stratification Tests for Determining Arthythmias (Signal-Averaged Electrocardiography [SAECG] and Microvolt T-
fgnal-Average: request i it is unclear i the service meets BCBSOK Medical Policy criteria Wave Alternans IMTWAI) - -
Me I Policy Crite Pr i d te h ts BCBSOK M I Poll iteria. BCBSOK ibmitti
93580 Transcath Closure Of Asd edical Policy Cri fe’;es;?ﬁ“’:’;/‘ e oo Ieren s edical Plicy criteria. BEBSOK recommends submitting 2 SUR707.024 Closure Devices for Patent Foramen Ovale and Atral Septal Defects _ _
93600 Evaluation Heart Device Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR707.003 Implantable Cardioverter Defibrillators
u feart bevic reauest if it is unclear if the service meets BCBSOK Medical Policy criteria MED202.054 Biventricular Pacemakers (Cardiac Therapy for the Treatment of Heart Failure - -
93601 Electrophysilogy Evaluation Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR707.003 Implantable Cardioverter Defibrillators
physiology reauest if it is unclear if the service meets BCBSOK Medical Policy criteria MED202.054 Biventricular Pacemakers (Cardiac Therapy for the Treatment of Heart Failure - -
93602 Electrophysilogy Evaluation Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a SUR707.003 Implantable Cardioverter Defibrillators
physiology reauest if it is unclear if the service meets BCBSOK Medical Policy criteria MED202.054 Biventricular Pacemakers (Cardiac Therapy for the Treatment of Heart Failure - -
Me I Policy Crite Pr i d te h ts BCBSOK M I Poll iteria. BCBSOK ibmitti
93644 Electrophysiology Evaluation edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SURTO7.003 implantable Cardioverter Defirilators B B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
93660 Tit Table Evaluation Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a VED202.048 Tt Tble Testing B B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Me I Policy Crite Pr i d te h ts BCBSOK M I Poll iteria. BCBSOK ibmitti
95701 blompedance Gy Analysis edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ED202.058 o Monitoring for the Heart Falure n the Outpatient setting B B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
93702 Bis Xtracell Fluid Analysis 4 o Umoroven Sormees (En v & Polley MED201.036 Bioimpedance Devices for Detection and Management of Lymphedema _ _
Pr K. Ne I Pl he Cli | P: Poli tled: Non-Re e
Sy rocedure/service not reimbursed by BCBSOK. Not subject to utlization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable ADBOLO14 — ) B
and/or Unproven Services (EIV).
93797 Cordiac Rehab Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a THER03.023 Cordine Rehabiltation (CR)
request if it is unclear if the service meets BCBSOK Medical Policy criteria. . -
Me I Policy Crite Pr i d te h ts BCBSOK M I Poll iteria. BCBSOK ibmitti
93798 Cardinc Rehab/Monitor edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THER03.023 Cardine Rehabiltation (CR) B B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
93799 G Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review _ - _ _
93886 Intracranial Complete Study Medical Policy Criteria: Procedure/service rw\ewe? to ensure each service meets. BCBS.OK Medical Policy criteria. BCBSOK recommends submitting a A A B _
request unclear if the service meets BCBSOK Medical Policy criteria.
93888 Intracranial Limited Study Medical Policy Criteria: Procedure/service rw\ewe? to ensure each service meets. BCBS.OK Medical Policy criteria. BCBSOK recommends submitting a /A A B _
request unclear if the service meets BCBSOK Medical Policy criteria.
93850 Ted Vasoreactivity Study Medical Policy Criteria: Procedure/service rw\ewe? to ensure each service meets. BCBS.OK Medical P criteria. BCBSOK recommends submitting a /A A B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
93892 Ted Emboli Detect W/0 Inj Medical Policy Criteria: Procedure/service rw\ewe? to ensure each service meets. BCBS.OK Medical Policy criteria. BCBSOK recommends submitting a A A B _
request unclear if the service meets BCBSOK Medical Policy criteria.
93883 Ted Emboli Detect W/inj Medical Policy Criteria: Procedure/service IE\IWEWE? to ensure each service meets. BCBSIOK Medical Policy criteria. BCBSOK recommends submitting a /A /A _ B
request unclear if the service meets BCBSOK Medical Policy criteria.
93998 Noninvas Vasc Dx Study Proc Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
R S — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please se the Clinical Payment and Coding Policy titled: Non-Reimbursable ovE101080 —
and/or Unproven Services (EIU). - -
o e Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please se the Clinical Payment and Coding Policy titled: Non-Reimbursable ovE101080 —
and/or Unproven Services (EIU). - -
P Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable ovE101080 —
and/or Unproven Services (EIU). - -
I Poll Pr i h BCBS I Poll ria. BCBSOK
94665 Mechantcal Chest wall sl Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a L0027 iy Clearance Deices i} B
request if it is unclear if the service meets BCASOK Medical Policy critera
I Poll Pr i h BCBS I Poll ria. BCBSOK
54750 Pulmonary Complance sty Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 0202018 ethysmogranhy - Iy
request if it is unclear if the service meets BCASOK Medical Policy critera.
I Poll Pr i h BCBS I Poll ria. BCBSOK
5476 Measure Blood Onygen Leve Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 0208005 N e Jeep Apnen Syndrome - om0
request if it s unclear if the service meets BCASOK Medical Policy critera
I Poll Pr i h BCBS I Poll ria. BCBSOK
54776 ped Home Apnea fec Coml Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 01020 ome Cardoresiratory Manitoring - B
request if it s unclear if the service meets BCBSOK Medical Policy critera.
I Poll Pr i h BCBS I Poll ria. BCBSOK
54775 ped Home Apnea e iU Medical Policy Critera: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 01020 ome Cardoresiratory Manitoring - B
request if it s unclear if the service meets BCASOK Medical Policy critera.
I Poll Pr i h BCBS I Poll ria. BCBSOK
54776 ped Home Apnea fec Downld Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 01020 ome Cardoresiratory Manitoring - B
request if it s unclear if the service meets BCBSOK Medical Policy critera
I Poll Pr i h BCBS I Poll ria. BCBSOK
54777 ped Home Apnea e Report Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 01020 ome Cardoresiratory Manitoring - B
request if it s unclear if the service meets BCBSOK Medical Policy critera
94799 pulmonary Service/Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
95027 \cut Allergy Titrate-Airborn Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a PSY301.014 ‘Allergy Management
Y request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED206.001 Autism Spectrum Disorders (ASD) - -
b s Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable PSY301.014 ‘Allergy Management
) i i and/or Unproven Services (EIV). MED206.001 Autism Spectrum - -
ks e Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable PSY301.014 ‘Allergy Management
&7 i i and/or Unproven Services (EIV). MED206.001 Autism Spectrum - -
95199 Allergy Immunology Services Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95700 Eeg Cont Rec W/Vid Eeg Tech rion eguent .10 m/‘ et 1 the st et 3C850K edical Pl crters “ ® MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95705 Eeg W/O Vid 2-12 Hr Unmntr rion et 110 u’/‘ s 1 the st et 3CB50K edical Pl rtern “ ® MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95706 Eeg Wo Vid 2-12Hr Intmt Mntr cvetmnoon reauet 110 uf‘ e 1 e st et 850K edica Pl et uomitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95707 Eeg W/O Vid 2-12Hr Cont Mntr ca Poliey et 11 uf‘ et 1 e serice mects BCBSOK Medica polcy ertarin, o ubmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram  _ _
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
95708 Eeg Wo Vid Ea 12-26Hr Unmntr cvetmnoon reauet 110 uf‘ e 1 e s et 850K Medica Pl et uomitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95709 Eeg W/O Vid Ea 12-26Hr Intmt cvetminoon reauet 110 uf‘ e 1 e st et 850K Medica Pl et uomitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95710 Eeg W/O Vid Ea 12-26Hr Cont cvetmnoon st 110 uf‘ e 1 e s et 850K edica Pl et uomitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95711 Veeg 2-12 Hr Unmonitored cvetmnoon reauet 110 uf‘ e 1 e st et 850K Medica Pl et uomitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95712 Veeg 2-12 Hr Intmt Mntr cvetminoon reauet 110 uf‘ e 1 e s et 850K Medica Pl et uomitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95713 Veeg 2-12 Hr Cont Mntr cvetmnoon reauet 110 uf‘ e 1 e s et 850K Medica Pl et uomitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95714 Veeg £a 12-26 Hr Unmntr cvetmnoon reauet 110 uf‘ e 1 e st et 850K edica Pl et uomitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95715 Veeg Ea 12-26Hr Intmt Mntr i Poliey et 11 uf‘ et 1 e serice mects BCBSOK Medical polcy ertarin, o ubmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram  _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95716 Veeg Ea 12-26Hr Cont Mntr cvetminoon reaut 110 uf‘ e 1 e st et 850K Medica Pl et ubmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95717 Eeg Phys/Qhp 2-12 Hr W/O Vid cvetminoon reaut 110 uf‘ e 1 e st et 850K edical Pl et upmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95718 Eeg Phys/Qhp 2-12 Hr W/Veeg cvetminoon reaut 1110 uf‘ e 1 e st et 850K edica Pl e upmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95719 Eeg Phys/Qhp Ea Incr W/O Vid cvetminoon reaut 110 uf‘ e 1 e s et 850K edical Pl et upmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95720 Eeg Phy/Qhp Ea Incr W/Veeg cvetminoon reaut 110 uf‘ e 1 e st et 850K Medica Pl et upmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95721 Eeg Phy/Qhp>36<60 Hr W/O Vid cvetminoon reaut 110 uf‘ e 1 e st et 850K edical Pl et upmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95722 Eeg Phy/Qhp>36<60 Hr W/\Veeg redotermrion v 1 e u'/‘dgar e somice moets BB Modientpotes tonin upmitting MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram  _ _
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Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95723 Eeg Phy/Qhp>60<84 Hr W/O Vid MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram
& Phy/ahe / request if it is unclearif the service meets BCBSOK Medical Policy criteria. Hatory or ¥ phalogram {EEG) Monitorin, Including Digitl Anahys! roencephaloer - -
Medical Policy Criteia: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95724 Eeg Phy/Qhp>60<84 Hr W/ Vees MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram
& Phy/ahe Vecs ination request if it is unclear if the service meets BCBSOK Medical Policy criteria. Hiatory or i phalogram {EEG) Monitorin, Including Digitl Anahys! roencephaloer - -
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
95725 Eeg Phy/Qhp>84 Hr W/O Vid MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram
& Phy/ah / request if it is unclearif the service meets BCBSOK Medical Policy criteria. Hatory or i phalogram {EEG) Monitorin, Including Digitl Anahys! roencephaloer - -
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
95726 Eeg Phy/Qhp>84 Hr W/Veeg edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _ _
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
95505 Multinte Steep Latoncy Test Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED204.005 Polysomnography for Non-Respiratory Sieep Disorders
e Sieep tatency request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED201.049 Diagnosis and Medical ive S Sindrome - -
95507 steep sty Attended Medica Plicy Criteia Procedure/sevice reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 ED204.005 Dragnosis and Medical ve Sieep Apnea Syndrome - B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
95508 Potysom Ay Age 135 Param Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED204.005 Polysomnography for Non-Respiratory Sieep Disorders
i v AE request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED201.049 Di d Medical ive S Syndrome - -
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursabl
95905 Motor &/ Sens Nrve Cndj Test rocedure/senice not rembursed by SR Ly etion review: Flease s inical Payment and Coding Polley file imursasle MED205.033 Automated Point-of-Care Nerve Conduction Testing _ .
and/or Unproven Services (EIU).
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
95954 Eeg Monitoring/Giving Drugs edical Polcy Criteia: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram _ N
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
95057 Eeg bigital Analyss Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED205.040 Quantitative Electroencephalography (QEEG) as a Diagnostic Ald for Attention-Deficit Hyperactivity Disorder (ADHD)
& i v predetermination request if it s unclear if the service meets BCBSOK Medical Policy criteria. MED205.008 Ambulatory or Video Electroencephalogram (EEG) Monitoring, Including Digital Analysis of Electroencephalogram - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED205.011 Topographic Brain Mapping (Quantitative Electroencephalography)
95961 Electrode Stimulation Brain : ‘ . . et - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria. MED205.009 Monitoring (IONM)
5002 Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED205.011 Topographic Brain Mapping (Quantitative Electroencephalography)
request if it is unclearif the service meets BCBSOK Medical Policy criteria. MED205.009 i iolokic Monitoring (IONM) - -
95965 og Soomtaneous Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RAD01.038 (MEG) and i ging (MSI)
e 5 request i it is unclearif the service meets BCBSOK Medical Policy criteria. PSY301.014 Autism Spectrum Disorders (ASD) - -
95966 o Evored Smgle Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RAD01.038 (MEG) and ging (MsI)
e ¢ request if it is unclearif the service meets BCBSOK Medical Policy criteria. PSY301.014 Autism Spectrum Disorders (ASD) - -
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RAD01.038 (MEG) and ging (Ms1)
95967 Meg Evoked Each Add] : ‘ . : - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria. PSY301.014 Autism Spectrum Disorders (ASD)
SUR710.018 Sacral Nerve Neuromodulation/Stimulation
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR712025 Deep Brain Stimufation (DBS) )
95970 Alys Npgt W/O Prgrmg MED205.032 d Implanted Nerve Stimulation and - -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. " ! !
SUR712.039 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation
SUR712.009 Responsive imulation (RNS) for the Treatment of Refractory Focal Enilepsy
SUR710.018 Sacral Nerve Neuromodulation/Stimulation
MED205.032 Percuts d Implanted Nerve Stimulation and Neuromodulati
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ‘ercutaneous and Implanted Nerve Stimulation and Neuromodulation
95971 Alys Smpl Sp/Pn Npgt W/prgrm : : . SUR712.021 Vagus Nerve Stimulation (VNS) _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
SUR712.039 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG] Stimulation
SUR712.009 Responsive (RNS) for the Treatment of Refractory Focal Epilensy
05972 AlysCo /o Nt WiPrgr Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR712.009 d Implanted Nerve Stimulation and
e ol SprPn Mpet W/re request i it is unclear i the service meets BCBSOK Medical Policy criteria. MED205.03: Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG] Stimulation - -
05976 AlysSmplCn Nt Prarme Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy rteia. BCBSOK recommends sbmittng 2 12091 Vagos Nerve Stimulaton (YNS) - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
55977 AlysCoe o ot P Wedica Plicy Citeia Proceure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy rteia. BCBSOK recommends sbmittng 2 o209 Vags Nerve Stimulation (YNS) - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit v i Refer to prior ilable on the provider section of the BCBSOK
95980 o Anal Gast N-Stim Init ey crene require prior ertop e providersection ofthe SUR709.031 Gastric Electrical Stimulation (GES) - .
05981 10 Anal Gast N-tim Subsa Medica Plicy Citeia Procedure/sevice reiewed to nsure each servce meets BCBSOK Medical Poicy crteia. BCBSOK recommends submitting 2 SURr09.051 vstricSectial stimulation (GE5) - B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
05982 10.Ga N-Stm Subs W/Repros Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submittng 2 SURr09.051 vstric Sectial stimultion (G85) - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
05983 Alysorm Npgt v 15 Vi Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends srittng 2 12025 Deep Bran Stimutation (065) - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
05981 Alysbrm Npgt Prermg Al 15 Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPoicy rteia. BCBSOK recommends sbmittng 2 12025 Deep Bran Stimutation (065) - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
95999 Neurological Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
96000 Moton Analys Video/3 Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a HE803.009 R - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
0001 oton rest it press ems Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 803009 PR - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
56002 Oymame Suface £ Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THES03.009 Gait Analysis
" urface Eme reauest if it is unclear if the service meets BCBSOK Medical Policy criteria MED205.006 Surface Scanning (EMG) (SEMG), Paraspinal Surface EMG. and Spinoscopy - -
96003 DynamicFine Wie Emg Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a HE803.009 ot Ay - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
56008 Phys Review Of Moton Tets Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THES03.009 Gait Analysis - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria MED205.006 Surface Scanning (EMG) (SEMG). Paraspinal Surface EMG, and Soinoscopv
96379 Ther/Prop/Diag Inj/inf Proc Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
9659« peci Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
g6567 bt st i Les Sk Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Hes0L007 T oy 0 - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK it
96570 Photodynme Tx 30 Min Add-On edical Policy Critera: Procedure/service reviewed to ensure each service meets BCBSOK Miedical Poliey critria. BCBSOK recommends submitting 2 THES01.029 Oncologic Applications of Photodynamic Therapy, Including Barrett Esophagus _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
96571 Photodynamic Tx Add 15 Min o / “ ® THEB01.029 Oncologic Applications of Photodynamic Therapy, Including Barrett Esophagus _ _
request if it s unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
96573 Pt Dstr Prmig Les Phys/Qhy THEB01.027 Applications of rer
& Les Phys/ahp request if it is unclear if the service meets BCBSOK Medical Policy critera. e Py (Fon - -
Medical Policy Critera: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
96574 Dbrdmt Prmig Les W/Pdt o / o ® THEB01.027 Applications of erapy (POT) - -
request if it s unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
96912 Photochemotherapy With Uv-A o / “ ® THEB01.033 Phototherapy for Dermatologic Conditions _ _
request if it s unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
96913 Photochemotherapy Uv-A Or B o / “ ® THEB01.033 Phototherapy for Dermatologic Conditions _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
96922 Laser T SKin 50059 < Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.033 Phototherapy for Dermatologic Conditions
4 request i it is unclear if the service meets BCBSOK Medical Policy criteria THEB01.028 Acne - -
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
96931 Rem Celulr Subcelulr Img Skn o / < ® MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy _ _
request if it s unclear if the service meets BCASOK Medical Policy critera
96932 Rem Celulr Subcelulr Img Skn MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for o avoid postservice review. MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy 10/1/2021
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
96933 Rem Celulr Subcelulr Img Skn edical Policy Citera: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting 2 MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
96934 Rem Celulr Subcelulr Img Skn edical Policy Citera: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting 2 MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
96935 Rem Celulr Subcelulr Img Skn edical Policy Citera: Procedure/service reviewed to ensure each service meets BCBSOK Medica crerta recommends submitting 2 MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
96936 Rem Celulr Subcelulr Img Skn edical Policy Citera: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
96995 Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _ _
97012 Mechanical Traction Therapy. Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ -
87014 Etectric stimulation Therapy Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
THEB03 008 Non Covered Physical Therapy Services
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a
97024 Diathermy Eg Microwave i non m/‘ e BepeOk e porer o “ ® THEB03 010 Physical Therapy (PT) and Occupational Therapy (O) Services 7172021
" a v SUR705.010 Joint (TM) Disorders (TWJD)
THEB03.008 Non Covered Physical Therapy Services
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
97024 Diathermy Eg Microwave 4 et v & Polley THEB03.010 Temporomandibular Joint (TM) Disorders (TMJD) _ 6/30/2021
P SUR705.010 Physical Therapy (PT) and Therapy (OT) Services
97032 Electrical Stimulation Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
97039 Physical Therapy Treatment Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
97124 Massage Therapy Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ -
57129 Thernt 15015 in Wedica Plicy Citeia Procecure/sevic reviewed to ensure each service meets BCBSOK MedlcalPolicy rteia. BBSOK recommends submittng 2 Hea03.015 Copnitive Rehabitaton - _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
57130 Ther it £2 Al 15 i Wedica Plicy Citeia Pocecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 ea03.010 Commitive Rehabiltation - -
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
97135 Physical Medicine Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. - - - _
97169 Athletic T Eval Low Cmplx Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilization review. _ _ _ -
97170 Athletic T Eval Mod Cmplx Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
97171 Athletic T Eval High Cmplx Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ -
[87172 Athletic T Re-Eval Plan Cr Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
37533 Semsory Itegration Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a PSY301.014 Sensory Integration Therapy and Auditory Integration Therapy
vintee request if it is unclear if the service meets BCBSOK Medical Policy criteria. THEB03.020 Autism Spectrum Disorders (ASD) - -
97537 Communi Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ -
o505 Work Hardening Wedica Plicy Citeia Procecure/sevic reviewed to ensure each service meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 HEa03.01 Work Hardening - _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
57505 Work Hardening Add.On Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 a3 Work Hardening - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
97605 Neg Press Wound Tx <=50 Cm edical Polcy Citeia:Procedureservice revieue o ensure each sevice meets BCBSOK Medical Polcy eriteria fecommends submItting 2 DME101.036 Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
97606 Neg Press Wound Tx >50 Cm edical Polcy Citeia:Procedureservice reviewe o ensure each service meets BCBSOK Medical Polcy eriteria fecommends submItting 2 DME101.036 Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
97607 Neg Press Wnd Tx <50 5 Cm edical Polcy Citeia:Procedureservice reviewe o ensure each sevice meets BCBSOK Medical Polcy eriteria fecommends submItting 2 DME101.036 Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
97608 Neg Press Wound Tx >50 Cm edical Polcy Citeia:Procedureservice reviewe o ensure each service meets BCBSOK Medica Polcy eriteria fecommends submitting 2 DME101.036 Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
e S Procecure/sericenot reimbursed by BCBSOK. Not subject o utiizaionreview. Pleas se the CinicalPayment and Coding Palicytted: Non-Reimbursable ovEionom S - B
and/or Unproven
97795 Physical Medicine Procedure Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
97810 Acupunct W/O stimul 15 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _ _ -
97811 Acupunct W/O Stimul Addl 15M Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
97813 Acupunct W/stimul 15 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _ _ -
97814 Acupunct W/Stimul Addl 15M Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
98962 self-Mgmt Educ/Train 5-8 Pt Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilization review. _ _ _ -
98967 He Pro Phone Call 1120 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
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[98968He pro phone call 2130 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
liwu Qnhp Ol Dig. 510 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
98971 anhp Ol Dig. 1120 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _

Qnhp 01 Dig 21+ Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _

98972
99026

In-Hospital On Call Service

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

99027

Out-Of-Hosp On Call Service

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Medical Services After Hrs

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Med Service Out Of Office

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Office Emergency Care

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Special Supplies Phys/Qhp

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Patient Education Materials

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Medical Testimony Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
|i§078 Group Health Education Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ —
99080 Special Reports Or Forms Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
99082 Unusual Physician Travel Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
e ae— Medical Policy Criteria: y require prior Refer to prior lable on the provider section of the BCBSOK  THES01.003 Hyperbaric Oxygen (HBO) Therapy. -
website. PSY301.014 Autism Spectrum Disorders (ASD)
Special Service/Proc/Report Unlisted or Undefined: Procedure/ser not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ —
Physician Standby Services Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
0l Dig E/M Svc 5-10 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ —
0l Dig E/M Sve 11-20 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Ol Dig E/M Svc 21+ Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ -
Unlisted Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Phone E/M Phys/Qhp 5-10 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ —
Phone E/M Phys/Qhp 11-20 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Phone E/M Phys/Qhp 21-30 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ —
Ntrprof 10 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Ntrprof Ph1/Ntrnet/Ehr 11-20 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Ntrprof 21-30 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Ntrprof Ph1/Ntrnet/Ehr 31/> Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Basic Life Disability Exam Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Ntrprof Ph1/Ntrnet/Ehr 5/> Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Ntrprof el Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Rem Mntr Physiol Param Setup Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Rem Mntr Physiol Param Dev. Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Work Related Disability Exam Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ —
Disability Examination Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _
Rem Physiol Mntr 15t 20 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Rem Physiol Mntr Ea AddI 20 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 11/1/2021
Chrnc Care Mgmt Svc 30 Min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ —
Unlisted E&M Service Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Home Visit Day Life Activity N - - —
request unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit Pr 2d i d ¢ h ets BCBSOK Medical Poli iteria. BCBSOK ds submittir
99512 Home Visit For Hemodialysis. edical Policy Criteria: Procedure/service reviewed to ensure each service meets N edical Polley eriteria recommends submitting 2 THE802.002 Daily Hemodialysis and Hemodialysis in the Home Setting —
request unclear if the service meets BCBSOK Medical Policy criteria.
99600 Home Visit Nos. Unlisted or Undefined: Procedure/ser not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK
001U Rbe Dna Hea 35 Ag 11 Bld Grp W readrep " s AM Guidelines  _ _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
00050  Onco Prst8 3 Gene Ur Alg o reaulre P L AM Guidelines  _ _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
00120 Germin Do Gene Reargmt Detcj & et L L AM Guidelines  _ _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
00130  Oncsid Org Neo Gene Reargmt o reaulre P s AM Guidelines  _ _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
0014U  Hem Hmtimf Neo Gene Reargmt & et L L AM Guidelines  _ _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
0018U  Onc Thyr 10 Microrna Seq Alg = HETUOE L L AIM Guidelines _ .
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
00427 Ct Perfusion W/Contrast Cbf & et L L AIM Guidelines _ .
website.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
00520 Lpoprtn Bld W/5 Maj Classes 4 Y " v & Polley MED207.008 Novel Biomarkers in Risk A tand c Disease _
and/or Unproven Services (EIU)
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
00547 Bone Srery Cmptr Fluor Image: 4 ¢ 4 U JEI SUR705.023 Computer-Assisted Navigation for Orthopedic Procedures _
and/or Unproven Services (EIU)
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
00S5T  Bone Srery Cmptr Ct/Mri Imag, 4 ¢ 4 U JEI SUR705.023 Computer-Assisted Navigation for Orthopedic Procedures _
and/or Unproven Services (EIU)
00557 Cryopreservation Ovary Tiss Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a wa wa 12172020
request if it s unclear if the service meets BCBSOK Medical Policy critera
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Cliical Payment and Coding Policy titled: Non-Reimbursable
0062U A Sle lgg&lgm Alys 80 Bmrk 4 Y 5 u & Polley MED207.159 Serum Biomarker Panel Testing for Systemic Lupus Erythematosus and Other Connective Tissue Diseases _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
063U Neuro Autism 32 Amines Alg 4 " " v & Polley PSY30L014 Autism Spectrum Disorders (ASD) _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please se the Clinical Payment and Coding Policy titled: Non-Reimbursable
00660 Pam-1 Ia Cervico-Vag Fluid 4 Y 4 v & Polley 08401018 Tests for Amniotic Protein to Detect Rupture of Membranes (ROM) in Pregnancy _
and/or Unproven Services (EIU).
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
00717 Us Leiomyomata Ablate <200 o / < ¢ SUR701.022 Magnetic Resonance-Guided Focused Ultrasound (MRgFUS) _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
0072T s Leiomyomata Ablate >200 o / < ¢ SUR701.022 Magnetic Resonance-Guided Focused Ultrasound (MRgFUS) _
request if it is unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
00757 perq Stent/Chest Vert Art o / “ ® SUR701.041 Endovascular Therapies for Extracranial Vertebral Artery Disease _
request if it is unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
0076T &I Stent/Chest Vert Art o / “ ® SUR701.041 Endovascular Therapies for Extracranial Vertebral Artery Disease _
request if it s unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
008ST  Breath Test Heart Reject o / o ¢ SUR703.054 Non-Invasive Tests for Heart Transplant Refection 12/31/2020
request if it s unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
00970 Gi Pathogen 22 Targets v /s o e MED207.155 Gastrointestinal Panels ,
request if it s unclear if the service meets BCASOK Medical Policy critera
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Cliical Payment and Coding Policy titled: Non-Reimbursable
01007 Prosth Retina Receive&Gen 4 Y 4 v & Polley SUR713.026 Retinal Prosthesis _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please se the Clinical Payment and Coding Policy titled: Non-Reimbursable
01017 Extracorp Shockwy Tx Hi Enrg / " " 5 e SUR705.018 Extracorporeal Shock Wave Therapy for Musculoskeletal Indications and Soft Tissue Injuries _
and/or Unproven Services (EIU).
I Procedure/service not reimbursed by BCBSOK. Not subject o utlzation reiew. lease see the Clinical Payment and Coding Policytitled: Non-Reimbursable SURTOs 018 T —— . S — -
and/or Unproven Services (EIU).
e ——. Procedure/service not reimbursed by BCBSOK. Not subject o utlzation review. lease see the Clinica Payment and Coding Policytitled: Non-Reimbursable MED205.030 S ———
and/or Unproven Services (EIU). -
Pr d t bursed by BCBSOK. Not subject to utilizati Pl the Cli | P 1t and Coding Policy titled: Non-Reimbt bl
0106U  Gstr Emptg 7 Timed Brth Spec R I A S PR U AT e I T AR LT LR D MED201.017 Gastrointestinal (GI) Motility Measurement _
and/or Unproven Services (EIU).
T — Procedure/service not reimbursed by BCBSOK. Not subject o utlzation review. lease see the Clinica Payment and Coding Policytitled: Non-Reimbursable MED205.030 S ——— -
and/or Unproven Services (EIU).
T — Procedure/service not reimbursed by BCBSOK. Not subject o utlzation reiew. lease see the Clinica Payment and Coding Polcytitled: Non-Reimbursable MED205.030 S ——— -
and/or Unproven Services (EIU).
R — Procedure/service not reimbursed by BCBSOK. Not subject o utlization reiew. lease see the Clinica Payment and Coding Policytitled: Non-Reimbursable MED205.030 S ——— -
and/or Unproven Services (EIU).
R — Procedure/service not reimbursed by BCBSOK. Not subject o utlization review. lease see the Clinical Payment and Coding Polcy titled: Non-Reimbursable MED205.030 A S—— -
and/or Unproven Services (EIV).
Pr d ot bursed by BCBSOK. Not subject to utilizatic Pl the Cli | P 1t and Coding Policy titled: Non-Reimbt bl
01117 Rbc Membranes Fatty Acids T R e i pricliertizlioperianicaebeetheCicalby e tandadis o cytitd Ropiis ety MED207.136 Measurement of Long Chain Omega-3 Fatty Acids in Red Blood Cell Membranes as a Cardiac Risk Factor 12/31/2020
and/or Unproven Services (EIV).
01267 Chd Risk Imt Study Medical Policy Criteria: Procedure/service le\l\eweti to ensure each service meets BCBSOK Medical Pe criteria. BCBSOK recommends submitting a RADE02.018 of Carotid dial Thickness (CIMT) as an Assessment of Subclinical 12/31/2020
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Pr d ot bursed by BCBSOK. Not subject to utilizatic . Pl the Cli | P 1t and Coding Policy titled: Non-Reimbt bl
N rocedure/service not reimbursed by subject to utiization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable Seva0L014 PO ———— e
and/or Unproven Services (EIV).
Medical Policy Crite Refer to pri izati ilabl the ride i f the BCBSOK:
0164T  Remove Lumb Artif Disc Add! e,y rene Y require prior SEASLRES SEIELAEEERD SUR712.028 Artificial Intervertebral Disc _
Medical Policy Criteria: Y require prior Refer to prior ilable ‘the provider section of the BCBSOK
01657 Revise Lumb Artif Disc Addl e reaulrep P P SUR712.028 Artificial Intervertebral Disc -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
0175T  Cad Cxr Remote ° AN/A /A N
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a -
0184T  Exc Rectal Tumor Endoscopic ¢ SUR701.040 Transanal Endoscopic Microsurgery N
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
01017 Insert Ant Segment Drain Int Medical PD\ic‘( Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR713.034 ‘Aqueous Shunts and Stents for Glaucoma _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Pr d ot bursed by BCBSOK. Not subject to utilizatic Pl the Cli | P 1t and Coding Policy titled: Non-Reimbt bl
0198T  Ocular Blood Flow Measure T R e i pricliertizlioperianicaebeetheCicalby e tandadis o cytitd Ropiis ety 0TH903.022 Ophthalmologic Technigues For Evaluating Glaucoma _
and/or Unproven Services (EIV).
02007 Perq Sacral Augmt Unilat Inj Medical Policy Criteria: Procedure/service le\l\eweti to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RADG01.056 Percutaneous Vertebroplasty and Sacroplasty _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
02017 Perq Sacral Augmt Bilat Inj Medical Po\icy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RADG01.056 Percutaneous Vertebroplasty and Sacroplasty _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
e — Procedure/service not reimbursed by BCBSOK. Not subject o utlization review. lease see the Clinica Payment and Coding Polcy titled: Non-Reimbursable SURTI2.0%8 R — -
and/or Unproven Services (EIV).
e —— Procedure/service not reimbursed by BCBSOK. Not subject o utlzation review. lease see the Clinica Payment and Coding Polcy titled: Non-Reimbursable OTH003.025 T ——— -
and/or Unproven Services (EIV).
02087 Audiometry Air Only Medical Policy Criteria: Procedure/service le\l\eweti to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a /A A _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
0209T  Audiometry Air & Bone ° 3 AN/A /A N
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
02107 Speech Audiometry Threshold Medical P?\iw Criteria: Procedure/service le\l\eweti to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a /A A _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
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Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

# #
02147 Speech Audiom Thresh & Recog request f it is unclear if the srvice meets BCBSOK MedicalPolicy riteia. /A /A - -
Medical Policy Criteria y require prior Refer to prior ilable on the provider section of the BCBSOK
02137 Nix Paravert W/Us Cer/Thor e e reauire pri P P ! SUR702.015 Facet Joint Injections - -
Medical Policy Criteria  require prior Refer to prior Iable on the provider section of the BCBSOK.
02147 Nix Paravert W/Us Cer/Thor e e reauire pri P P ! SUR702.015 Facet Joint Injections - -
Medical Policy Criteria v o Refer to prior Iable on the provider section of the BCBSOK.
0215T  Nix Paravert W/Us Cer/Thor e v e reauire prior o prier provider section of the SUR702.015 Facet Joint Injections - -
Medical Policy Criteria v o Refer to prior Iable on the provider section of the BCBSOK.
0216T  Nix Paravert W/Us Lumb/Sac e v e reauire prior o prier provider section of the SUR702.015 Facet Joint Injections - -
Medical Policy Criteria v o Refer to prior Iable on the provider section of the BCBSOK.
02177 Nix Paravert W/Us Lumb/Sac e v e reauire prior o prier provider section of the SUR702.015 Facet Joint Injections - -
Medical Policy Criteria v o Refer to prior Iable on the provider section of the BCBSOK.
0218T  Nix Paravert W/Us Lumb/Sac e v e reauire prior o prier provider section of the SUR702.015 Facet Joint Injections - -
e Procecure/service ot eimbursed by BCBSOK. Not subjec o utiizaion review. Pleas se the Clinical Payment and Coding Polcyttled: Non-Reimbursable U203 cotated Facet Jont Fesion i} B
and/or Unproven Services (EIU).
N Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and Coding Polcytted: Non-Reimbursable 1203 cotated Facet ot Fesion i} B
and/or Unproven Services (EIU).
e Procecure/sevice ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and Coding Polcytted: Non-Reimbursable U203 cotated Facet ot Fesion i} B
and/or Unproven Services (EIU).
For e Procedure/sevice not reimbursed by BCBSOK. Not subject o utizaion review. Pleas se the Cinical Payment and Coding Polcytted: Non-Reimbursable U203 cotated Facet ot Fesion i} B
and/or Unproven Services (EIU).
Medical Policy Crt Refer to pri ilable on the provider section o the BCBSOK
0228T  Nix Trml Eprl W/Us Cer/Thor ey cene may require prior ertoprior ontheprovidersection ofthe SUR702.015 Facet Joint Injections , 12/31/2020
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
02297 Nix Trml Eprl W/Us Cer/Thor e cene mey reqire prir ertoprior ontheprovidersection ofthe SUR702.015 Facet Joint Injections , 12/31/2020
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
02307 Njx Thrml Eprl W/Us Lumb/Sac ey ene meyreqire prir ertoprior ontheprovidersection ofthe SUR702.015 Facet Joint Injections , 12/31/2020
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
02317 Njx Thrm Eprl W/Us Lumb/Sac ey cene meyreqire prir ertoprior ontheprovidersection ofthe SUR702.015 Facet Joint Injections , 12/31/2020
Recombinant and Autologous Platelet-Derived Growth Factors for Wound Healing and Other Non-Orthopedi
' Procecure/sevicenot reimbursed by BCBSOK. Notsubject o utiiztionreview. Pleas se the lnical Payment and Coding Polcytitled: Non-Reimbursable RX501.034 o et and Autologous Flatelet:berlved Growth Factors for tound fealing and Ofher o Orfhopedic
02327 Nix Platelet Plasma s oo 101 Conditions - -
P - i Platelet-Rich Plasma
02537 tnsert Aqueous drain Device Medica Plicy Criteia Procedure/service reiewed to nsure each service meets BCBSOK Medical Policy crteia. BCBSOK recommends submittng 2 13,054 Aqueous Shunts and Stentsfo Glaucoma - B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Procedure/service ot eimbursed by BCBSOK. Not subject o utiizationreview. Pleas se the Cnical Payment and Coding Polcytted: Non-Reimbursable SUR703.051 T T D LB 79)
02637 Im B Mrw Cel Ther Cmpl - -
and/or Unproven Services (EIU). SUR703.048 Orth Stem-Cel Therapy
Procedure/sevice ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and Coding Polcyttled: Non-Reimbursable SUR703.051 e L e ]
02647 Im B1 Mrw Cel Ther Xel Hrvst " - .
and/or Unproven Services (EIU). SUR703.048 Stem-Cell Therapy
Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and Coding Polcyttled: Non-Reimbursable SUR703.051 e L e ]
02657 Im B1 Mrw Cel Ther Hrst Ol - -
and/or Unproven Services (EIU). SUR703.048 Stem-Cel Therapy
02657 molt/Rp e 5 Dev Tota Wedica Plicy Criteia Procecure/sevic reiewed to nsure each service meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submittng 2 HEBOL034 srorefion Simulation Devices - B
st if it is unclear if the service meets BCBSOK Medical Policy criteria.
02677 ol e 3 Dev Lend Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbmittng 2 Hes0L054 rorefion Stmuiation Devices - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
02687 ol e s Dev G Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPoicy riteia. BCBSOK recommends sittng 2 Hes0L054 orefion Stmutation Devices - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
02657 Re/Remul Crtd S Dev Totl Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbmittng 2 Hes0L054 rorefion Stmuiation Devices - B
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
02707 Rew/Remul Crtd Sns Dev e Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 Hes0L054 orefion Stmuiation Devices - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
02717 ooyl Crid Sns Dew Gen Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submittng 2 Hes0L054 orefion Stmuiation Devices - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
2727 oterogate ridsns e Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 Hes0L054 orefion Stmuiation Devices - B
st if it is unclear if the service meets BCBSOK Medical Policy criteria.
2737 oterogate Crid sos ilPEmE Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 Hes0L054 orefion Stmutation Devices - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
02747 Perq Lamot/Lam Crv/Thrc e crene require prior ertoprior onthe providersection ofthe SUR712.035 Image-Guided Minimally Invasive Decompression for Spinal Stenosis _ _
Medical Policy Crit v i Refer to pr ilable on the provider section of the BCBSOK
0275T  Perq Lamot/Lam Lumbar ey crene require prior ertoprior onthe providersection ofthe SUR712.035 Image-Guided Minimally Invasive Decompression for Spinal Stenosis _ _
e — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable ED201.040 lectricalstimulation (TENS) and lectrcal Modulation Pain Reprocessing (TEVPR) -
and/or Unproven Services (EIU).
02507 Laser n For Pl Recin Wedica Plicy Criteia Procecure/sevic reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submitting 2 SURr13.001 Cefractive and Therapeutic eratoplaty - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Critria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0308T  Insj Ocular Telescope Prosth edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR713.025 Intraocular Lens (10Ls) and Implantable Miniature Telescope (IMT) - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
03127 Laps Impltj Nstim Vagus ey crene require prior ertoprior onthe providersection ofthe SUR701.039 Vagus Nerve Blocking Therapy for Treatment of Obesity _ _
Medical Policy Crit v i Refer to pr ilable on the provider section of the BCBSOK
03137 Laps Rmvl Nstim Array Vagus ey crene require prior ertoprior onthe providersection ofthe SUR701.039 Vagus Nerve Blocking Therapy for Treatment of Obesity _ _
Medical Policy Crit v i Refer to pr ilable on the provider section of the BCBSOK
03147 Laps Rl Vel Arry&Pls Gen e e require prior ertoprior onthe providersection ofthe SUR701.039 Vagus Nerve Blocking Therapy for Treatment of Obesity _ _
Medical Policy Crit v i Refer to pr ilable on the provider section of the BCBSOK
03157 Rmvi Vagus Nerve Pls Gen ey crene require prior ertoprior onthe providersection ofthe SUR701.039 Vagus Nerve Blocking Therapy for Treatment of Obesity _ _
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
03167  Replc Vagus Nerve Pls Gen w:h 'C; e PUSTHEIET HADLIES CDEDEIELE SR ICERE SUR701.039 Vagus Nerve Blocking Therapy for Treatment of Obesity _ _
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
03177 Elec Alys Vagus Nrv Pls Gen w: s: e PUSTHEIET HADLIES CDEDEIELE SR ICERE SUR701.039 Vagus Nerve Blocking Therapy for Treatment of Obesity _ _
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
03297 Mintr lo Press 24Hrs/> Uni/Bi edical Policy Citeria: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting 2 OTH903.022 Ophthalmologic Techniques For Evaluating Glaucoma N .
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
g p— Procecure/servicenot reimbursed by BCBSOK. Not subjec o utiizaion review. Pleas se the CinicalPayment and Coding Palicytted: Non-Reimbursable orHo030%5 R ———— - B
and/or Unproven Services (EIV).
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
03317 Heart Symp Image Plnr edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medica creria recommends submitting 2 RADG04.012 Myocardial Sympathetic Innervation Imaging in Patients With Heart Failure N .
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria, BCBSOK ds submitt
03327 Heart Symp Image Pinr Spect edical Policy Citera: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting 2 RADG04.012 Myocardial Sympathetic Innervation Imaging in Patients With Heart Failure N .
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
ey Eems Procecure/servicenot reimbursed by BCBSOK. Not subjec o utiizaion review. Pleas se the Cinical Payment and Coding Palicytted: Non-Reimbursable SURr05.027 - B
and/or Unproven Services (EIV).
proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
0338T  Trnscth Renal Symp Denrv Unl R I A S PR U AT e M T AR U LR D SUR701.030 Radiofrequency Ablation of the Renal Sympathetic Nerves as a Treatment for Resistant Hypertension _ _
and/or Unproven Services (EIV).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
0339T  Trnscth Renal Symp Denrv Bil R I A S PR U AT e I T AR LT LR D SUR701.030 Radiofrequency Ablation of the Renal Sympathetic Nerves as a Treatment for Resistant Hypertension _ _
and/or Unproven Services (EIV).
03427 Thop Apheress W/l oeln Wedica Plicy Criteia Procecure/sevic reiewed to ensure each ervice meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submitting 2 802,003 i Apheres . B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
03057 Transceth iralVive Repai Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 SURr07.025 ramscatheter Mitral Vave Procedures
request i it is unclear if the service meets BCBSOK Medical Policy criteria. - -
T Procecure/servicenot reimbursed by BCBSOK. Not subjec o utiizaion review. Pleas se the CinicalPayment and Coding Palicytted: Non-Reimbursable ADEOL0%8 Ayt for Aot of rostion
and/or Unproven Services (EIV). = S
N Procecure/service not reimbursed by BCBSOK. Not subject o utiizaionreview. Pleas se the Clinical Payment and Coding Palicyttled: Non-Reimbursable ADOL0% Aoty for Acsesement of sostion
and/or Unproven Services (EIV). = S
N Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Plezs se the Clinical Payment and Coding Policytted: Non-Reimbursable ADOL0% e Aoyt for Acsesement of sostion
and/or Unproven Services (EIV). = S
I Procecure/servicenot reimbursed by BCBSOK. Not subjec o uiization review. Plezs se the ClinicalPayment and Coding Palicyttled: Non-Reimbursable ADEOL0%8 Aoty for Acsesement of sostion
and/or Unproven Services (EIV). = o
3517 ntraop OctBrt/Node e Wedica Plicy Criteia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submitting 2 D010 optical Caberence Tamography of the Breast . B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
3527 et brt/Node 18R Perspec Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 AD0L053 Optical Caberence Tamography of the Brenst - B
auest if it is unclear if the service meets BCBSOK Medical Policy criteria.
3557 ntraop Octbreast Covity Wedica Plicy Citeia Procecure/sevic reiewed to ensure each ervice meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 D005 optical Caberence Tamography of the st - B
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
proced t reimbursed by BCBSOK. Not subject to utiizai Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
03557 GiTract Capsule Endoscopy e e e e S e e e e e Gt o e A e R il RADG01.042 Wireless Capsule Endoscopy (WCE) To Diagnose Disorders of The Small Bowel, Esophagus, And Colon _ _
and/or Unproven Services (EIU).
13567 1ot brag eviee For 1o Wedica Plicy Criteia Procecure/sevic reviewed to nsure each service meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 0TH03.024 Drug-Eluding Intracanalicular Punctal Plugs and Ocular Inserts
® P request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR713.035 Intravitreal, Punctum and Intracameral Implants - -
proced t reimbursed by BCBSOK. Not subject to utiizai Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabls
0358T  Bia Whole Body T R e i e RAD601.045 Whole Body Composition Analysis using Dual X-Ray Absorptiometry (DXA) or Bioelectrical Impedance Analysis (BIA) _
and/or Unproven Sevices (E1U).
Medical Policy Crit Refer to pri ilable on the provider section of the BCBSOK
03627 Bhv Id Suprt Assmt Ea 15 Min w:b 'Ci Gl DR HErDEuE CDEDBEELE SR EERD PSY301.021 Applied Behavior Analysis (ABA) for Autism Spectrum Disorder (ASD) Diagnosis _ _
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
03737 Adapt Bhy Tx Ea 15 Min w:bmi Gl YIS HErDEuE CDEDBEELE SR EERD PSY301.021 Applied Behavior Analysis (ABA) for Autism Spectrum Disorder (ASD) Diagnosis _ _
76T Isert Ant Segment rain ot Wedica Plicy Citeia Procecure/service reviewed to enure each ervice meets BCBSOK MeclcalPoicy rteia. BCBSOK recommends submittng 2 13054 queous Shunts and Stntsfo Glavcoma - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
e e Procecure/servicenot reimbursed by BCBSOK. Not subject o uiizaionreview. Pleas se the CnicalPayment and Coding Palicyttec: Non-Reimbursable Eba0n0m P — - B
and/or Unproven Services (EIU).
e, Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the ClinicalPayment and Coding Polcyttec: Non-Reimbursable Eb201088 e —— - B
and/or Unproven Services (EIU).
1T ExtH Rate Epi 5214 Doy Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervice meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 n n - sayaa0n0
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
2T bt Rate 5216 Day R Oy Wedica Plicy Citeia Pocecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BBSOK recommends submittng 2 n n - T2y
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
3T bt Rate 521530 Daye Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 n n - T2y
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
384T b Rote 521530 Doy Wedica Plicy Criteia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends sbmittng 2 n n - 200
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
3857 ExH Rote For 520 30 0ay Wedica Plicy Citeia Procecure/sevic reiewed to nsure each ervce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 n n - 200
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
86T xRt 5230+ Day i Only Wedica Plicy Criteia Procecure/sevic reviewed to nsure each ervce meets BCBSOK MeclcalPolicy riteia. BCBSOK recommends submittng 2 n n - L2y
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
S Medlcfl Policy Criteria: y require prior Refer to prior iable on the provider scton of he BCBSOK T ) B
e e x::.c: Policy Criteria: y require prior Refer to prior iable on the provider section of the BCBSOK " ) ) B
proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
03967 Intraop Kinetic Baince Sensr e e e T e SUR705.023 Computer-Assisted Navigation for Orthopedic Procedures _ 12/31/2020
and/or Unproven
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Procedure/servie not reimbursed by BCBSOK. Not subjec to utiization review. Please see the Cincal Payment and Coding Policy tited: Non-Reimbursable

03977 Ercp W/Optical Endomicroscy MED201.038 Confocal Laser Endomicroscopy (CLE]
T \croscpy and/or Unproven Services (EIV). g Er) = =
Medicl Polic Criteia: rocedure/senic reviewed o ensure eachservice meets BCBSOK Miedicl Policy critei. BCBSOK recommends subitting »
0398T  Mrgfus Strtctc Les Abltj Jcal Pollcy Critert ure/ e " e fcal olly crtert uomitting SUR701.022 Magnetic Resonance-Guided Focused Ultrasound (MREFUS) - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
0400T  Mitispectr Digital Les Alys MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Maligna 12/31/2020
ispectl Dl " request if it is unclearif the service meets BCBSOK Medical Policy criteria. prical Dagnostic Devi valuating Skin Lesions Sus fenancy - 731/
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04017 Mitispectrl Digital Les Alys edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy _ 12/31/2020
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
00027 Colgn Cros ink G Med Sep Medica Plicy Criteia Procedure/sevice reviewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 903,028 ComealCalagen Cross nking i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04047 Trnscrv Uterin Fibroid Ablt edical Polcy Citefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 SUR701.033 Laparoscopic, Percutaneous and Transcervical Techniques for the Myolysis of Uterine Fibroids - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0405T  Ovrsght Xircorp Liv Asst Pat edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends submiting 2 SUR709.034 Artifcial Liver Assist Devices for the Treatment of Liver Failure _ 12/31/2020
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
00BT  tnsRplc Cardin Mol 5y Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 202,068 Cortine Conraciity Modutaton (COM) Device i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
00057 ool Car odl s G Medica Plicy Criteia Procedure/sevice reviewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 0202068 Corine Conracity Modutaton (COM) Device i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
00107 s Rplc Car odl e i Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 0202068 Cortine Comraciity Modutaton (COM) Device i} B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
D0LIT tosRplc Car Modulj Vo £t Medica Plicy Criteia Procecure/sevice reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 202,068 Cortine Conraciity Modutaton (COM) Device i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
00127 R Codine Modul ls Gen Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK Medical Poicy crteia. BCBSOK recommends sbmittng 2 0202068 Cortine Comraciity Modutaton (COM) Device i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
0137 e CorModul Tramms i Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 0202068 Cortine Conraciity Modutaton (COM) Device i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
00147 Fome Rl Cor odl s G Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 0202068 Cortiae Conraciity Modutaton (COM) Device i} B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
00157 Repos Cor Modul Tramms i Medica Plicy Criteia Procecure/sevice reviewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmitting 2 0202068 Cortine Comraciity Modutaton (COM) Device i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
ort6T Retor Sin Pocket s Gen Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 202,068 Cortine Conraciity Modutaton (COM) Device i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
17T prgrme vl Crdine odl Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 202,068 Cortine Comraciity Modutaton (COM) Device i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04187 Interro Eval Cardiac Modulj edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eiteria recommends scbmitting 2 MED202.068 Cardiac Contractiity Modulation (CCM) Device - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
0157 Dt Neurofbroma xinee Medica Plicy Criteia Procedure/sevice reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 oRr16001 Coumete and Reconstactive Procedures i} B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
00207 Dt Neurofbroma xenee Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 oRr16001 Coumete and Reconstractie Procedures i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
02T WaterjetProstate A Cmpl Medica Plicy Criteia Procedure/sevic reviewed to ensure each servce meets BCBSOK MedcalPoicy crteia. BCBSOK recommends sbmittng 2 o002 rauabitionof the Prosate i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0221 Tactle bresst img U Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a roe02015 astogranty i} B
request f it s unclear if the service meets BCBSOK Medical Policy riteia.
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
04237 Assay Secretory Type I Pla2 e I e ey e MED207.134 Measurement of Phospholipase A2 in the Assessment of Cardiovascular Risk _ _
and/or Unproven Services (EIU).
Medical Policy Criteria: Proced d t h ets BCBSOK Medical P . BCBSOK ds submitt
04247 Insi/Rplc Nstim Apnea Compl edicl PolicyCrteia: rocedure/sevicereviewed to ensure each service meets BCBSOK Medica recommends submiting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0425T  Insi/Rplc Nstim Apnea Sen Ld edicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0426T  Insi/Rplc Nstim Apnea Stm Ld edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04277 Insi/Rplc Nstim Apnea Pls Gn edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submIting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
00287 e st A pls Gen Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends sbmittng 2 oroLon ohrent Neree Stimulation for CemralSeep Apnes i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04297 Rmvi Nstim Apnea Sen Ld edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04307 Rmui Nstim Apnea Stim; Ld edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submiting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04317 Rmul/Rplc Nstim Apnea Pls Gn edicl PolicyCriteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04327 Repos Ntim Apnea Stimj Ld edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04337 Repos Nstim Apnea Sensing Ld edicl Policy Crteia: rocedure/sevicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submiting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
00347 totero Evl Nogs Apnen Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbrittng 2 oroLon ohrent Neree Stimulation for CemralSeep Apnes i} B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04357 Prgrmg Eval Npgs Apnea 1 Ses edicl Policy Criteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0436T  Prgrm Eval Npgs Apnea Study edical Polcy Citeia: Procedure/service reviewed to nsure each serice meets SCBSOK Miedical Polcy citer recommends submitting SUR701.042 Phrenic Nerve Stimulation for Central Sleep Apnea - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04407 Abltj Perc Uxtr/Perph Nrv edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitting SUR701.035 Percutaneous Image-Guided Nerve Cryoablation for Phantom Limb Pain (PLP) - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04417 Abltj Perc Ltr/Perph Nrv edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitting SUR701.035 Percutaneous Image-Guided Nerve Cryoablation for Phantom Limb Pain (PLP) - -
auest i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04427 Abltj Perc Plex/Trndl Nrv edical Policy Citera: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting SUR701.035 Percutaneous Image-Guided Nerve Cryoablation for Phantom Limb Pain (PLP) N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
03T R Spetl Al prsts Ts Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a . Saturation Biopsy for Diagnosis, Staging and Management of Prostate Cancer, Including Comprehensive 30 Mapping B
reauest f it s unclear if the service meets BCBSOK Medcal Policy riteia. with Biopsy
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
0444T 15t PImt Drug Elut Oc Ins R I A S PO AT e I T R AR U LR D SUR713.035 Drug-Eluding Intracanalicular Punctal Plugs and Ocular Inserts _ _
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
0445T  Sbsqt Pimt Drug Elut Oc Ins R I A S PR U AT e I T AR U LR D SUR713.035 Drug-Eluding Intracanalicular Punctal Plugs and Ocular Inserts _ _
and/or Unproven Services (EIU).
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0449T  Insj Aqueous Drain Dev 15t edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR713.034 Aqueous Shunts and Stents for Glaucoma 5/1/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
04507 s} Aqous Drain Dew Each Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 13,054 queous Shants and stents for Glaucoma - B
auest if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04517 Insj/Rplcmt Aortic Ventr Sys edical Policy Citeria: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
04527 s Rplemt Dev Vasese Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends sbmittng 2 SuRr07.017 Venticato Aot Devices and Total Artficin Horts - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04537 Insj/Rplcmt Mech-Elec Nirfce edical Policy Citera: Procedure/service reviewed to ensure each service meets BCBSOK Medica crerta recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts N .
auest i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04547  Insj/Rplcmt Subq Electrode. edical Policy Citera: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0455T  Remvi Aortic Ventr Cmpl Sys edical Policy Citera: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting SUR707.017 Ventricular Assist Devices and Total Artificial Hearts N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04567 Remvl Aortic Dev Vasc Seal edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medica crerta recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
auest if it is unclear i the service meets BCBSOK Medical Policy criteria. - -
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04577 Remvi Mech-Elec Skin Ntrfce edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
00587 R suba bectrode Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 SuRr07.017 Ventricato Aot Devices and Total Artfiin Hots
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04597 Relocaj Rplcmt Aortic Ventr edical Policy Citera: Procedure/service reviewed to ensure each service meets BCBSOK Medica crerta recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts N .
auest if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0460T  Repos Aortic Ventr Dev Eltrd edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting SUR707.017 Ventricular Assist Devices and Total Artificial Hearts N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04617 Repos Aortic Contrpuls] Dev edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting SUR707.017 Ventricular Assist Devices and Total Artificial Hearts N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
04627 Prgrmg Eval Aortic Ventr Sys ‘ ° ° SUR707.017 Ventricular Assist Devices and Total Artifical Hearts _ _
auest if it is unclear if the service meets BCBSOK Medical Policy criteria.
) Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 . )
04637 Interrog Aortic Ventr Sys SUR707.017 Ventricular Assist Devices and Total Artificial Hearts _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
fey  Crmrms Procecure/sericenot reimbursed by BCBSOK. Not subjec o uiizaionreview. Pleas se the Cnical Payment and Coding Palicyttec: Non-Reimbursable o005 D - B
and/or Unproven
proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Polic titled: Non-Reimbursabl
Bl ey e Gl Ty Subject to utization review. Please see the Clinical Payment and Coding Policy ttled: Nom Relmbursable P orachortda necton of 2 PharmacologeAgent ) )
and/or Unproven
Wedica Palicy Criteri: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04667  Insj Ch Wal Respir Eltrd/Ra edica Polcy Criterta: Procedure/service reviewed to ensure each service meets edical Poliy criter fecommends submitting 2 SUR706.008 Sleep Related Breathing Disorders: Surgical Management _ R
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04677 Revi/Rplmnt Ch Respir Eltrd edical Policy Criteia: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR706.009 Sleep Related Breathing Disorders: Surgical Management _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0468T  Rmvi Ch Wal Respir Eltrd/Ra edical Policy Citeia: Procedure/service reviewed to ensre each service meets BCBSOK Medica creria recommends submitting 2 SUR706.009 Sleep Related Breathing Disorders: Surgical Management _ _
auest if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wedica Plicy Critei: Poced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04707 Oct Skn Img Acquis 18R 15t edica Polcy Criterta: Procedre/service reviewed to ensure each service meets edical Poliy criter fecommends submitting 2 MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
04717 Oct Skn Img Acquis 18R AddI edica Policy Criterta: Procedre/service reviewed to ensure each service meets edical Poliy criterta fecommends submitting 2 MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy _ _
reauest i it s unclear f the service meets BCBSOK Medical Policy riteia.
S Procecure/servicenot reimbursed by BCBSOK. Not subject o uiizaionreview. Pleas se the CnicalPayment and Coding Palicyttec: Non-Reimbursable uRr13.026 ettt Prosthests - B
and/or Unproven
g — Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and CodingPolicyttec: Non-Reimbursable 13,026 ratina! Prosthests - B
and/or Unproven
74T s} Aqous g Dev o Revr Wedica Plicy Criteia Procecure/sevic reviewed to nsure each ervice meets BCBSOK MedlcalPolicy rteia. BCSOK recommends submittng 2 13,054 queousShunts and Stntsfor Glavcoma - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
75T Fal Abl Lo 15t 10050 Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervice meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 urr16.001 Coumetic and Reconstractive Procedures - -
auest if it is unclear if the service meets BCBSOK Medical Policy criteria.
0480T Fat Al o £2 Al 100580 Wedica Plicy Criteia Procecure/sevic reviewed to nsure each ervce meets BCBSOK MeclcalPolicy riteia. BCBSOK recommends submittng 2 urr16.001 Coumetic and Reconstractive Procedures - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Recombinant and Autologous Platelet-Derived Growth Factors for Wound Healing and Other Non-Orthopedi
X Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RX501.034 fecombinant and Autologous Platelet-Derived Growth Factors for Wound fiealing and Other Non-Orthopedic
04817 Nix Autol Whe Concentrate ey ‘ ° ° Conditions _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. RXS01.101
dic Applications of Platelet-Rich Plasma
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
04837 Tmui Percutaneous Approach ‘ ° ° SUR707.025 Transcatheter Mitral Valve Procedures _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
) Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
04847 Tmvi Transthoracic Exposure SUR707.025 Transcatheter Mitral Valve Procedures
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Procedure/servie not reimbursed by BCBSOK. Not subjec to utiization review. Please see the Cincal Payment and Coding Policy tited: Non-Reimbursable

04857 Oct Mid Ear I&R Unilateral MED201.046 Use of Optical Coherence CT) in the Diagnosis and Treatment of Audi Conditions
" ! andor Unproven Services (EIU). & Sl vV " = =
Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and Coding Polcyttled: Non-Reimbursable
0486T  Oct Mid Ear I&R Bilateral ] moArsec oY SRS meatray ine Pollov o MED201.046 Use of Optical Coherence Tomography (OCT) in the Diagnosis and Treatment of Auditory System Conditions _ .
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject o utiization review. Pleas se the Cnical Payment and Coding Polcytted: Non-Reimbursable
0493 Near If Spectrsc Of Wounds ] imoursed by SRS inical Py ine Pollov b SUR701.006 Foot Care Services - .
and/or Unproven Services (EIU).
01907 bren & Cannal) Cao bon Lo Medical Policy Criteia: Procedur/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR703.006 Lung and Lobar Lung Transplant
P ) e request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR703.010 Heart/Lung Transplant - -
01957 s Car Do tng 1502 s Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR703.006 Lung and Lobar Lung Transplant
e request if it is unclearif the service meets BCBSOK Medical Policy criteria. SUR703.010 Heart/Lung Transplant - -
1967 s Car Do Lng £0 A Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR703.006 Lung and Lobar Lung Transplant
e request i it is unclearif the service meets BCBSOK Medical Policy criteria. SUR703.010 Heart/Lung Transplant - -
proced ot reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
0499T  Cysto F/Urtl Strix/Stenos e R 2 P e i) el B SUR710.026 Optilume (Drug Coated Balloon) for the Treatment of Urethral Stricture Conditions - .
and/or Unproven Services (EIU).
g — Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and CodingPolcyttled: Non-Reimbursable 903,025 e ———— ) B
and/or Unproven Services (EIU).
proced ot reimbursed by BCBSOK. Not subject to utiizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
05087 Pls Echo Us B1 Dns Meas Tib e R 2 P e i) el B RADE01.071 Pulse-Echo Ultrasound Bone Density Measurement - -
and/or Unproven Services (EIU).
BN o £ WIGR Medical Policy Criteria Pmc?d.ure/servlce reviewed to ensure eachservice meets BCBSOK Miedica Plicy criteri. BCBSOK recommends submitig 2 903,036 [ (ofERG) A patter ) . - -
request i it is unclearif e service meets BCBSOK Medical Policy criteria.
B oo g WIGR Procedure/service ot eimbursed by BCBSOK. Not subject o utiizationreview. Pleas se the Cnical Payment and Coding Polcytted: Non-Reimbursable oTHe030% e (OO ’ beRG) -
and/or Unproven Services (EIU).
05107 e Sins Tar fmplant Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 05007 Subtlar Artroereiss 5TA) - B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
o e Procedure/service ot reimbursed by BCBSOK. Not subject o utiiztionreview. Pleas se the Cnical Payment and Coding Policytted: Non-Reimbursable 05027 T —— ) B
and/or Unproven Services (EIU).
e Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and CodingPolcytted: Non-Reimbursable o050t N p—— R ) B
and/or Unproven Services (EIU). s
B e Procecure/sevice ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and Coding Polcytted: Non-Reimbursable SURr05.018 S ndications and Sof Tissue Injries B -
and/or Unproven Services (EIU). s
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0515T  Insj Wes Ly Compl Sys edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
05167 Insj Wes Ly Eltrd Only edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
05177 Insj Wes Lv Pg Compnt. edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eiteria recommends scbmitting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Critria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0518T  Rmvi Pg Compnt Wes edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
05197 Rmv & Rplcmt Pg Compnt Wes edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proce i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
05207 Rmvi&Rplcmt Pg Wes New Eltrd ecical Polly Crtera: Procedure/sarvice reviewed to ensure each service meats BCBSOK Medical Pollcy riters recommends submiting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
05217 Interrog Dev Eval Wes Ip edical Polcy Citeia:Procedureservice reviewe o ensure each sevice meets BCBSOK Medica Polcy eriteria recommends submiting 2 MED202.054 entricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
05227 Prgrm Dev Eval Wes Ip edical Polcy Citeia:Procedureservice reviewe toensure each sevice meets BCBSOK Medica Polcy eriteria recommends submiting 2 MED202.054 Biventricular Pacemakers (Cardiac Resynchronization Therapy) for the Treatment of Heart Failure - -
st if it is unclear if the service meets BCBSOK Medical Policy criteria.
05207 Eu Cath DirChem Al W/ime Wedica Plicy Citeia Procedure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sumittng 2 PR Varcose vein Management i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
; Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Lo Term AnlatoryGrdlac Moo OUEpaten Cadae Telamety, Implatabe Cardas Ay v
0525T  Insi/Rplcmt Compl lims : MED202.003 - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischernia Detecti
. Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Long:Term Ambulatory Cardiac Monitoring mum et Cardiac Telemetry, Implantable Cardiac Rhythm Event
05267 Insi/Rplem lims Eltrd Only . MED202.003 - -
uest i it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischemia Detection Systems)
. Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Lo Term Anilaory Cardlac Moniorg (OUatent Cadae Telamety,Implatabe Cardas Ay v
05277 Insi/Rplemt lims Implt Mntr : MED202.003 - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischernia Detecti
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Long:Term Ambulatory Cardiac Monitoring mumuem Cardiac Telemetry, Implantable Cardiac Rhythm Event
05287 prgrmg Dev Eval lims Ip . MED202.003 - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischernia Detecti
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Long:Term Ambulatory Cardiac Monitoring mum Hent Cardiac Telemetry, Implantable Cardiac Rhythm Event
05297 Interrog Dev Eval lims Ip . MED202.003 - -
st if it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischemia Detection Systems)
. Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Long Term Anilaory Cardlac oo (OUpatent Cadae Telamety, Implatabe Cardas Ay v
05307 Removal Complete lims : MED202.003 - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischernia Detecti
. Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Long:Term Ambulatory Cardiac Monitoring mumuem Cardiac Telemetry, Implantable Cardiac Rhythm Event
05317 Removal lims Electrode Only . MED202.003 - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischernia Detecti
. Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Long:Term Ambulatory Cardiac Monitoring mum et Cardiac Telemetry, Implantable Cardiac Rhythm Event
05327 Removal lims Implt Mntr Only . MED202.003 - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischemia Detection Systems)
e @ Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy itled: Non-Reimbursable ED205.001 S g Motion Analysis Testing Devces B B
and/or Unproven Services (EIU).
e Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clinical Payment and Coding Policy itled: Non-Reimbursable ED205.001 T g Motion Analysis Testing Devces B -
and/or Unproven Services (EIU).
Fr e Procecure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and Coding Palicytted: Non-Reimbursable eD205.001 orsooge Recording of Movement Disorder e Motion Analyss Testing Devics ) B
and/or Unproven Services (EIU).
ey e Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clinical Payment and Coding Policy itled: Non-Reimbursable ED205.001 T g Motion Analysis Testing Devces B -
and/or Unproven Services (EIU).
05377 id Drv T Lympheyt Car-T Cil MP Critera: Procedure/service reviewed against Medical Policy Criteria. Submit for ination to avoid post-service review. RX502.061 Oncology Medications 8/15/2021
05387 81d Drv T Lympheyt Prep Trns MP Criteria: Procedure/service reviewed against Medical Policy Crteria. Submit for t0 avoid post-service review. RX502.061 Oncology Medications 8/15/2001
05397 Receipt&Prep Car-T Cll Admn MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for ination to avoid post-service review. RX502.061 Oncology Medications 8/15/2021
05407 Car-T Cl Admn Autologous MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for 0 avoid postservice review. RX502.061 Oncology Medications 8152001 __
054771 Matrl Qual Tst Mcrind Tib Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review: - - - -
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
05487 Tornl Balo Cntnc Dev Bi 4 Y 4 v & Polley SUR701.036 Implanted Adjustable Continence Therapy _ _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy itled: Non-Reimbursable
05457 Tornl Balo Cotnc Dev Uni 4 Y 4 v & Polley SUR701.036 Implanted Adjustable Continence Therapy _ _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
0550 Tornl Balo Cntnc Dev R Ea 4 Y 4 v & Polley SUR701.036 Implanted Adjustable Continence Therapy _ _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
05517 Tornl Balo Cntnc Dev Adjmt 4 Y 4 v & Polley SUR701.036 Implanted Adjustable Continence Therapy _ _
and/or Unproven Services (EIU).
15527 Low-Leve aser Therspy Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 0201085 LowrLovel and High Power Laser Terapy . R
request if it s unclear if the service meets BCASOK Medical Policy critera.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
05637 Evac Mebomian Gind Heat Bi 4 Y 4 v & Polley 0TH903.025 Eyelid Thermal Pulsation _ _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Orthopedic Applications of Stem Cell Therapy (Including Allograft and Bone Substitute Products Used With Autologous
0S65T  Autol Cell Implt Adps Hrvg < / v > g SUR703.051 pedic Appl Py (including Allog 8% 402 81472021
request if it s unclear if the service meets BCBSOK Medical Policy critera. Bone Marrow)
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable Orthopedic Applications of Stem Cell Therapy (including Allograft and Bone Substitute Products Used With Autologous
0565T  Autol CellImplt Adps Hrvg / " " v & Pty SUR703.051 G L A 98 g1s0m  _
and/or Unproven Services (EIU), Bone Marrow)
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a Orthopedic Applications of Stem Cell Therapy (Including Allograft and Bone Substitute Products Used With Autologous
05667 Autol Cell Implt Adps Njx o / N “ ® SUR703.051 pedic App! Py & Allog U 4nppoa1 8142021
request if it s unclear if the service meets BCBSOK Medical Policy critera. Bone Marrow)
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable Orthopedic Applications of Stem Cell Therapy (including Allograft and Bone Substitute Products Used With Autologous
05667 Autol Cell Impit Adps Njx 4 Y 4 v & Polley SUR703.051 pedic Appl 24 D OB gpisp01
and/or Unproven Services (EIU), Bone Marrow)
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
05877 perq Implt/Rplemt Isdns Ptn o / v o ® MED205.035 Percutaneous Tibial Nerve Stimulation (PTNS) 31201 _
request if it s unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
05887 Revision/Removal Isdns Pt o / N “ ® MED205.035 Percutaneous Tibial Nerve Stimulation (PTNS) 3101 _
request if it is unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
05897 Elec Alys Smpl Prgrmg lins o / v “ ® MED205.035 Percutaneous Tibial Nerve Stimulation (PTNS) 31201 _
request if it is unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
05007 Elec Alys Cplx Prgrme lins o / v “ ® MED205.035 Percutaneous Tibial Nerve Stimulation (PTNS) 31201 _
request if it s unclear if the service meets BCASOK Medical Policy critera
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
0602 Transdermal Gfr Measurements 4 Y 4 v & Polley MED201.050 Transdermal Glomerular Fitration Rate appon
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
06037 Transdermal Gfr Monitoring 4 Y 4 v & Polley MED201.050 Transdermal Glomerular Fitration Rate a0 _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
0615T  Eye Mymt Alys W/O Calbr] 18R 4 " 4 v & Polley ADM1001.032 nproven 5/15/2021  _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06207 EVASC VEN ARTLZ TIBL/PRNLVN & ! " " v & Polley ADM1001.032 nproven 11201 _
andor Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06217 Trabeculostomy ab interno by laser; & . " i’ v & Polley ADM1001.032 nproven 11201 _
and/or Unproven Services (EIU).
Trabeculostomy ab interno by laser; with Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
06227 v Y & ! " 4 v & Polley ADM1001.032 nproven 11201 _
use of and/or Unproven
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06237 AUTO QUANTIFICATION C PLAQUE & ! " " v & Polley ADM1001.032 nproven 11201 _
andor Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06247 AUTO QUAN CPLAQ DATA PREP & ! " " v & Polley ADM1001.032 nproven 11201 _
andor Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
0625T  AUTO QUAN CPLAQ CPTR ALYS & ! " " v & Polley ADM1001.032 nproven 11201 _
andor Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
0626T  AUTO QUAN CPLAQ &R & ! " " v & Polley ADM1001.032 nproven 11201 _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06277 PERQ NJX ALGC FLUOR LMBR 15T & ! " " v & Polley ADM1001.032 nproven 11201 _
andor Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
0628T  PERQNJXALGC FLUOR LMBR EA & ! " " v & Polley ADM1001.032 nproven 11201 _
andor Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06297 PERQNJXALGC CT LMBR 15T & ! " " v & Polley ADM1001.032 nproven 11201 _
andor Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06307 PERQNJXALGC CT LMBR EA & " " v & Polley ADM1001.032 nprover 11201 _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06317 TCVIS LIT HYPERSPECTRAL IMG & " " v & Polley ADM1001.032 nprover 11201 _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06327 PERQ TCAT US ABLT) NRV P-ART & " 4 v & Polley ADM1001.032 nprover 11201 _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
0639 WRLS SKN SNR ANISOTROPY MEAS & " 4 v & Polley ADM1001.032 nprover 11201 _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06407 Nente N Ifr Spetrsc Wnd & " 4 v & Polley ADM1001.032 nprover 70201 _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06417 Nente Nr Ifr Spetrsc Wnd Img & " i’ v & Polley ADM1001.032 nprover 70201 _
and/or Unproven
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Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

06421 Nente Nr Ifr Spetrsc Wnd 18R ADM1001.032 nproven 7172021
P and/or Unproven Services (EIV). " ] =
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
0643 Teat L Ventr Rstrj Dev Implt i ,IW iteri ure/servi viewed to ensurt rvice m s i licy crif ubmitting. /A /A 71172021 _
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
06457 Teat Impltj C Sins Rdctj Dev fcalPolcy Crieria: Procedure/senice reviewe to ensur e . feal Polley e “ uomitting /A /A 71201 _
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
06457 TowRplemt /et Vi pera Medica Plicy Criteia Procedure/sevice reiewed to ensure each servce meets BCBSOK MedicalPoicy rteia. BCBSOK recommends sbmittng 2 n n P
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
06507 prgrme Dev Eval Sems Remote Medica Plicy Criteia Procedure/sevice reviewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 ED202008 Long-Term Ambultory Cardiac Moritoring (Outpatint Cadiac Telemetry, Implantabie Cardac Rhythm Event o
request i it is unclearif the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischemia Detection Systems)
Proced ice not reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
0656T Vit Bely Tethering Ant <7 Seg roceduresenice not rembursed by SRR £ Hetion review. Flease see the Clinical Payment and Coding Policy ffled: Hloneimbursasie SUR705.046 Vertebral Body Stapling and Vertebral Body Tethering for the Treatment of Scoliosis 0
and/or Unproven Services (EIU).
Proced ice not reimbursed by BCBSOK. Not subject to utiization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
06577 Vrt Bdy Tethering Ant 8+ Seg rocedure/senice not rembursed by SRR £ Heetion review, Flease see the Clinical Payment and Coding Pollcy ffled: Hloneimbursasie SUR705.046 Vertebral Body Stapling and Vertebral Body Tethering for the Treatment of Scoliosis 0
and/or Unproven Services (EIU).
06587 Elec Impd Spectrsc 1+5kn Les MP Criteria: Procedure/service reviewed against Medical Policy Crteria. Submit for to avoid post-service review. MED201.023 Optical Diagnostic Devices for Evaluating Skin Lesions Suspected of Malignancy 10/1/2001
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
06647 Don Hysterectomy Open Cdvr 08402.023 Services for Infertiity and Recurrent Fetal Loss 71/2001 81472021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please se the Clinical Payment and Coding Policy titled: Non-Reimbursable
06647 Don Hysterectomy Open Cdvr 08402.023 Services for Infertility and Recurrent Fetal Loss s/1s/2001  _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
06657 Don Hysterectomy Open Liv 08402.023 Services for Infertiity and Recurrent Fetal Loss 71/2001 81472021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06657 Don Hysterectomy Open Liv 08402023 Services for Infertility and Recurrent Fetal Loss s/s/2001  _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
06667 Don Hysterectomy Laps Liv 08402023 Services for Infertiity and Recurrent Fetal Loss 71/2001 81472021
request if it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please se the Clinical Payment and Coding Policy titled: Non-Reimbursable
06667 Don Hysterectomy Laps Liv 08402023 Services for Infertiity and Recurrent Fetal Loss s/s/2001  _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
06677 Don Hysterectomy Rep Uter 08402.023 Services for Infertiity and Recurrent Fetal Loss 71/2001 81472021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06677 Don Hysterectomy Rep Uter 08402023 Services for Infertiity and Recurrent Fetal Loss s/1s/2001  _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
06687 Bkbench Prep Don Uter Algrit 08402023 Services for Infertiity and Recurrent Fetal Loss 71/2001 81472021
request if it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06657 Bkbench Prep Don Uter Algrit 08402023 Services for Infertiity and Recurrent Fetal Loss s/s/2001  _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
06657 Bkbench Renstj Don Uter Ven 08402.023 Services for Infertiity and Recurrent Fetal Loss 71/2001 81472021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
06657 Bkbench Renstj Don Uter Ven 08402.023 Services for Infertiity and Recurrent Fetal Loss s/1s/2001  _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
06707 Bkbench Renstj Don Uter Art] 08402.023 Services for Infertility and Recurrent Fetal Loss 71/2001 81472021
request i it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
06707 Bkbench Renstj Don Uter Art] 4 " " v & Polley 08402023 Services for Infertility and Recurrent Fetal Loss 81502021 _
and/or Unproven Services (EIU)
Ambulance Service Outside State Per
A0021 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ - -
Mile Transport (Medicaid Only)
Non-Emergency Transportation Per Mile -
A0080  Vehicle Provided By Volunteer (Individual Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review, _ _ - -
Or Organization) With No Vested Interest
Non-Emergency Transportation Per Mile -
Vehicle Provided By Individual (Famil
L Ne‘;h:w] i :/:S':‘e': Non Covered: Procedure/service not covered by BCBSOK. Not sublect to u - - - -
Interest
A0100  Non-Emergency Transportation; Taxi  Non Covered: Procedure/service not covered by BCBSOK. Not subject to u _ _ - -
Non-£; Transportation And By
aopgp  \oEMmerEency Transportation ANGBUS  Non Covered: Procedure/service not covered by BCBSOK. Not subject to u - - - -
Intra O Inter State Carrier
Non-Emergency Transportation: Mini-Bus
A0120  Mountain Area Transports Or Other  Non Covered: Procedure/service not covered by BCBSOK. Not subject to u _ _ - -
Transportation Systems
NonE; Transportation: Wheel-
noiso o merBeney Tnspertaton HEE o Covered: Procedure/service not covered by BCBSOK. Not subjectto u - - - -
Non-Emergency Transportation And Air
A0140  Travel (Private Or Commercial) Intra Or  Non Covered: Procedure/service not covered by BCBSOK. Not subject to u _ _ - -
Inter State
Non-£; Transportation: Per Mile -
A0160 e ek Non Covered: Procedure/service not covered by BCBSOK. Not subjectto u - - - -
Transportation Ancillary: Parking F
norzo  rensPn eren Anclan: FariNE FESS  Non Covered: Procedureservice not covered by BCBSOK. Not subject to utilzation review. - - - -
Non-E; Transportation: Ancillary:
aotgo \orEmerency Transportation: ANCHIAN: \on Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. - - - -
Lodging-Recipient
A0190 __ Noner Transport Meals Recip Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review: _ _ 1/1/2021
Non-Emergency Transportation: Ancillary:
A0200 Bency Transpo ™! Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _ _ _
Lodging Escort
Non-Emergency Transportation: Ancillary:
0210 Bency Transpo ™! Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _ _ _
Meals Escort
Ambulance Waiting Time (Als Or Bl
20420 RS ) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilizatio review _ _ _ _
One Half (1/2) Hour Increments
Ambulance Service Advanced Life
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
70426 Support Non-Emergency Transport Level ADMI001005  Ambulance and Medical Transport Services _ _
T predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria
Ambulance Service Advanced Life
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
40427 Support Emergency Transport Level 1 ADMI001005  Ambulance and Medical Transport Services _ _
predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria
(Als1-Emergency)
Ambulance Service Basic Life Support  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a
A0428 PP i A o g ADMI001005  Ambulance and Medical Transport Services - -
Non-Emergency Transport (Bls) predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria
Ambulance Service Conventional Alr
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a
40430 Services Transport One Way (Fixed ADMI001005  Ambulance and Medical Transport Services _ _
o predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria
Ambulance Service Conventional Alr
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a
A0431 Services Transport One Way (Rotary ADMI001005  Ambulance and Medical Transport Services _ _
i predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria
Paramedic Intercept (P) Rural Area
Transport Furnished By A Volunteer
70432 Ambulance Company Which Is Prohibited Non Covered: Procedure/service not covered by BCBSOK. Not subject to u _ _ _ _
By State Law From Billing Third Party
Pavers
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical P BCBSOK ds submitt
20435 Fixed Wing Alr Mileage Per Statute Mile "1ecica! Policy Criteiai Procedureservice reviewed to ensure each service meets BCBSOK Medical recommends submitting ADM1001.005 Ambulance and Medical Transport Services N .
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
oazs  Rotany Wing Ar Mileage PerStatute  Meical Polcy Critri: Procedur/service reviewed o ensure each service meets BCBSOK Miedica Plicy critri. BCBSOK recommends submiting 2 AOMI00L00S  Ambulance and Miedical TransportServices - B
Vile unclear if the service meets BCBSOK Medical Policy criteria.
Noncovered Ambulance Mileage Per
A0888 Mile E. G. For Miles Traveled Beyond  Non Covered: Procedure/service not covered by BCBSOK. Not subject to u _ _ _ _
Closest Appropriate Facilty)
osag  Ambulance Response And Treatment No. Medicl Polcy Criteri: Procedure/srvice eviewed to ensure eachservice meets BCBSOK Medica Pliy critri. BCBSOK recommends submiting 2 AOMIOOL00S  Ambulance and Medical Transart Seices - -
Transport request i it is unclear if e service meets BCBSOK Medical Policy criteria.
40999 Unlisted Ambulance Service Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. - - - -
Contraceptive Supply Condom Male
i Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. N _ _ -
Medical Policy Criteria: y requie prior Refer to prior ilable on the provider section of the BCBSOK
74290 Sacral Nerve Stimulation TestLead Each o0 = 'Y " reaulrep P P SUR710018 Sacral Nerve Neuromodulation/Stimulation _ _
4335 Incontinence Supply; Miscellaneous  Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _ _
A4421___Ostomy Supply; Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _ _
A4458___Enema Bag With Tubing Reusable Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Incontinence Garment Any Type (E.G.
aas20 Ve ( Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ -
Brief Diaper) Each
A4553 Non-Disposable Underpads All Sizes  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ -
Electrode/Transducer For Use With
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
AdsS5  Electrical Stimulation Device Used For ol Pollcy ¢ ure/ v < il poliey uomitting MED201.039 Tumor Treating Felds (TTF) Therapy _ _
predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
Cancer Treatment Replacement Only
s ORI hamber not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable THEB01.003 Hyperbaric Oxygen (HBO2) Therapy.
Disposable and/or Unproven Services (EIU). PSY301.014 Autism Spectrum - -
Electrical Stimulator Supplies 2 Lead Per
4595 e Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. N N _ -
Month (E. G. Tens Nmes)
aagoo  Slesve For Intermittent Limb Compression Medica Policy Crieria: Procedure/service reviewe to ensure each serice meets BCBSOK Miedical Plicy ritria. BCBSOK recommends subitting a MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
Device Each request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis - -
Replacement Batteries Medically
A2630  Necessa Electrical  Non Covered: by BCBSOK. Not subject to utilization review. _ _ _ -
Stimulator Owned By Patient
Replacement Battery For Patient-Owned Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
4638 ? i . ca Poliey ure/ " o upmitting DME101.043 Transtympanic Micropressure Applications as a Treatment of Meniere Disease _ _
Ear Pulse Generator Each predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
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Replacement Pad For Infrared Heating

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

Ad639 DME101.045 Skin Contact Monochromatic Infrared Energy (MIRE)
Pad System Each and/or Unproven Services (EIU). ! i L)
Radiopharmaceutical Diagnostic Not
Adsa1 o unical Disgnost Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ -
Otherwise Classified
Ad649 _ surgical Supply; Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Sph ter/Blood P
nasgo  SPTVEmomanometer/Blood Pressire ..oy procedure/service not covered by BCBSOK. Not sublect to utlzation review. _ _
Apparatus With Cuff And Stethoscope
A4663___Blood Pressure Cuff Only Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
Wiscell is Supplies Not
Aa913 scellanequs Dislysis Supplies Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ -
Otherwise Specified
A4930__Gloves Sterile_per Pair Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
Oral Th ter Reusable Any Ty
naggy  preTrermemeter Reusable AVIVRE o1 covereds procedure/service not covered by BCBSOK. Not subjectto utiizaton review. _ _
Rectal Th ter Reusable Any T
nagzp el Thermemeter Reusable AVIVES o1 covereds procedure/service not covered by BCBSOK. Not subjectto utlizaton review. _ _
For Diabetics Only Not Otherwise
Specified Modification (Including Fitt
ASS07 e e onel :)e‘:":‘(‘:;: o gr'"g) Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Custom-Molded Shoe Per Shoe
Non-Contact Wound Warming Wound
oo Cover For Use With The Non-Contact  Procedure/servce no reimbursed by BCBSOK.Not subjecttoutizaton rview. leasesee th Ciniea Payment and Coding Policy tited: Non-Reimbursable OVEL01050 S N
Wound Warming Device And Warming andor Unproven
card
Wound Filler_Gel/Paste Per Fluid O
6261 Griils E o TGO Unisted or Undefined: Procedurefservice not otherwise defined or classified, and may be subject to benefit and/or clinica review. _ -
Wound filler Dry Form Per Gram Not
6262 ound Fler bry Form per Gram Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, N -
Otherwise Specified
E jon Burn Garment Not
Ags1z  Coreression Bum Barment ot Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ -
Otherwise Classified
Gradient C ion Stocking/Sii
Agsag  Cradient Compression Stocking/Sleeve oy o Undefined: Procedure/service not otherwise defined or classfed, and may be subject to benefit and/or linical revew _ _
Not Otherwise Specified
Wound Care Set For Negative Pressure
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
AG550  Wound Therapy Electrical Pump Incudes 112 POIEY Citeri: Procedure/senice reviewe to ensure each serice meets BCBSOK Medical Pliy riteri. recommends scbmitting 2 DME101.036 Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds
. predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Al Supplies And Accessories
Interface For Cough Stimulating D
ntertace Lor TOUEN SHMUAtING DEVIC®. s edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
A7020  Includes All Components Replacement : : . DME101.027 Airway Clearance Devices
onle predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
High F Chest Wall Oscilat
VEh Frequency Chest Wal DSCtO  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
A7025  System Vest Replacement For Use With o . DME101.027 Airway Clearance Devices
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Patient Owned Equipment Each
High F Chest Wall Oscilat
e Frequency Chest Wall Olat1on  pegical policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
A7026  System Hose Replacement For Use With : DME101.027 Airway Clearance Devices
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Patient Owned Equipment Each
Oral Interface Used With Respiratory _ Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
A7047 y N #N/A #N/A
Suction Pump Each s unclear if the service meets BCBSOK Medical Policy criteria.
AS150 __ Non-Prescription Drugs Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
Single Vitamin/Mineral/Trace Element
n9152 8 i e Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _
Oral Per Dose Not Otherwise Specified
Multiple Vitamins With Or Without
9153 Minerals And Trace Elements Oral Per  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _
Dose Not Otherwise Specified
Pediculosis (Lice Infestation) Treatment
9180 Topical For Administration By Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _
Patient/Caretaker
49270 Non-Covered Item Or Service Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
Wound Suction Disposable Includes
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submiti
A9272  Dressing All Accessories And edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera recommends submiting 2 DME101.036 Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Components Any Type Each
Cold Or Hot Fluid Bottle Ice Cap Or Coll
noars R = o Wm: ::v :‘:’De' ™" Non Covered: Procedure/service not covered by BCBSOK. Not subject to il N -
xternal Ambulatory Insulin Delivery . ) . . '
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
79274 System Disposable ach Includes All edica Polly Criterta: Procedurs/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 DME101.005 Glucose Monitoring and Insulin Delivery Devices for Managing Diabetes
3 predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Supplies And Accessories
Monitoring Feature/Device Stand-Alone
Or Integrated Any Type Includes All
9279 g VP Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Accessories Components And Electronics
Not Otherwise Classified
Alert Or Alarm Device Not Otherwise
a0 2O Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Reaching/Grabbing Device Any Type An
nozs e g e WTYPE A Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
49285 Inversion/Eversion Correction Device 4 Y 4 v & Pty DME103.001 Orthotics
and/or Unproven Services (EIU).
49300 Exercise Equipment Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
pos15 Choline C-L1 Diagnostic Per Study Dose  Medical Policy Criteria: Procedure/Service reviewed to ensure each serice meets BCBSOK Medical Policy critria. BCBSOK recommends submitting a i i
Up To 20 Millcuries request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Injection Gadolinium-Based Magnetic
49579 Resonance Contrast Agent Not Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _
Otherwise Specified (Nos) Per MI
posgo  Sodium Fluorde 18 Diagnostic Per  Medica Policy Criteri: Procedure/senvice reviewe to ensure each service meets BCBSOK Medical Policy ritria. BCBSOK recommends submitting a i i
Study Dose Up To 30 Millicuries predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
osgz  odine 123 lobenguane Diagnostic Per - Meical Polcy Criteri: Procedur/service reviewed o ensure each service meets BCBSOK Medical Plicy critri. BCBSOK recommends submiting a AD0A012 Myocardial Sympathetic mnervaton maging n Ptients WithHeart Falre
Study Dose Up To 15 Millicuries predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
10585 Flcicovine 15 Diagnostic 1 ilcure M50 PO CrReris: rocadure/servic reviewed o ensure eachservice meets BCBSOK Medical 7oy critria, BCBSOK recormmends submitting a P P
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Positron Emission Tomography
Radioph tical Diagnostic F
9597 adiopharmacewtical BIagnostic FOr ;s or Undefined: Procedure/service not otherwise defined o classified, and may be subject to benefit and/or clinical review. _ _
Tumor dentification Not Otherwise
Classified
Positron Emission Tomography
Radiopharmaceutical Diagnostic For Non ) - )
598 : Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _
Tumor dentification Not Otherwise
Classified
ST s - - = - = —
os0s  Radium Ra-223 Dichloride Therapeutic  Medcal Policy Crtera  require prior Refer to prior on the provider section o the BCBSOK
Per Microcurie website. =
Non-Radioactive Contrast Imaging
A998 Material Not Otherwise Classified Per  Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _
Study
Radioph tical The
79699 ERICT. ETETEE UZEE Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Otherwise Classified
Miscellaneous Dme Supply Accessory
A3900  And/Or Service Component Of Another  Unlisted o Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _
Hepes Code
Miscellaneous Dme Supply O A
9999 scellaneous bme Supply Or ACCESSONYjisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
Not Otherwise Specified
Enteral Formula For Adults Used To
84102 Replace Flids And Electrolytes (E.G. Clear Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _
Liauids) 500 MI = 1 Unit
Enteral Formula For Pediatrics Used To
84103 Replace Flids And Electrolytes (E.G. Clear Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _
Liquids) 500 MI = 1 Unit
84104 Additive For Enteral Formula (E.G. Fiber) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _
In-Line Cartridge Containing Digestive  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
84105 > : . MED201.011 Nutritional Support
Enzyme(s) For Enteral Feeding Each  predetermination request f it i unclear f the service meets BCBSOK Medical Policy criteria.
Enteral Formula Manufactured
Blenderized Natural Foods With Intact
Nutrients Includes Proteins Fats
84149 Carbohydrates Vitamins And Minerals  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review.

May Include Fiber Administered Through
An Enteral Feeding Tube 100 Calories = 1
Unit
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Enteral Formula Nutritionally Complete
Intact Nutrients Includes Proteins
Fats Carbohydrates Vitamins And

84150 . Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _
Minerals May Include Fiber
Administered Through An Enteral Feeding
Tube 100 Calories = 1 Unit
Enteral Formula Nutritionally Complete
Calorically Dense (Equal To Or Greater
Than 1.5 Keal/MI) With Intact Nutrients
84152 Includes Proteins Fats Ci Non Covered: i by BCBSOK. Not subject to utilzation review. N _ -
Vitamins And Minerals May Include Fiber
Administered Through An Enteral Feeding
Tube 100 Calories = 1 Unit
Enteral Formula Nutritionally Complete
Hydrolyzed Proteins (Amino Acids And
Peptide Chain) Includes Fats
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
84153 Carbohydrates Vitamins And Minerals MED201011 Nutritional Support
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
May Include Fiber Administered Through
An Enteral Feeding Tube 100 Calories = 1
Unit
Enteral Formula Nutritionally Complete
For Special Metabolic Needs Excludes
Inherited Disease Of Metabolism
pats s Alered Composition Of Proteins - Miecical Polic Citera:Procedure/senvice reviw to ensure each srvice meets BCBSOK Medical Poliey eieria. BCBSOK recommends submitting a - Notrition! Support )
Fat it request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Minerals May Include Fiber
Administered Through An Enteral Feeding
Tube 100 Calories = 1 Unit
Enteral Formula Nutritionally
Incomplete/Modular Nutrients Includes
Specific Nutrients Carbohydrates (E. G.
Glucose Polymers) Proteins/Amino Acids
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
84155 (E.G.Glutamine Arginine) Fat (.G MED201011 Nutritional Support _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medium Chain Triglycerides) Or
Combination Administered Through An
Enteral Feeding Tube 100 Calories = 1
unit
Enteral Formula Nutritionally Complete
For Special Metabolic Needs For Inherited
Disease Of Metabolism Includes Prot
wease avollsm Includes OteN® Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a N
84157 Fats Carbohydrates Vitamins And : . MED201.011 Nutritional Support -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Minerals May Include Fiber
Administered Through An Enteral Feeding
Tube 100 Calories = 1 Unit
Enteral Formula For Pediatrics
Nutritionally Complete With Intact
Nutrients Includes Proteins Fats
Medical Policy Crieria: P i dt h s BCBSOK Medical Policy criteria. BCBSOK pritti
54158 Corbatyaranes Vtamims At imerals | MeGial POy Citera:Procedure/senvicereviewed o ensure each sevice meets BCBSOK Meical Poley eiteria. BCBSOK recommends submitting a — Notrtional Support
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria -
May Include Fiber And/Or Iron
Administered Through An Enteral Feeding
Tube 100 Calories = 1 Unit
Enteral Formula For Pediatrics
Nutritionally Complete Soy Based With
Intact Nutrients Includes Proteins Fats . ) . .
: Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
84159 Carbohydrates Vitamins And Minerals : . MED201.011 Nutritional Support -
; predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
May Include Fiber And/Or Iron
Administered Through An Enteral Feeding
Tube 100 Calories = 1 Unit
Enteral Formula For Pediatrics
Nutritionally Complete Calorically Dense
(Equal To Or Greater Than 0.7 Kcal/MI)
With Intact Nutrients Includes Proteins  Medical Policy Criteria: P i dt h s BCBSOK Medical Policy criteria. BCBSOK pritti
sa160 ith Intact Nutrients Includes Proteins  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a — Notrtional Support
Fats C: t d request if it is unclear if the service meets BCBSOK Medical Policy criteria -
Minerals May Include Fiber
Administered Through An Enteral Feeding
Tube 100 Calories = 1 Unit
Enteral Formula For Pediatrics
Hydrolyzed/Amino Acids And Peptide
hain P Incli
Chain Proteins Includes Fats Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
84161 Carbohydrates Vitamins And Minerals : . MED201.011 Nutritional Support
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
May Include Fiber Administered Through
An Enteral Feeding Tube 100 Calories = 1
Uit
Enteral Formula For Pediatrics Special
Metabolic Needs For Inherited Disease Of
Metabolism Includes Proteins Fats
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
84162 Carbohydrates Vitamins And Minerals MED201.011 Nutitional Support -
predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria.
May Include Fiber Administered Through
An Enteral Feeding Tube 100 Calories = 1
Uit
Parenteral Nutrition Solution:
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a
84164 Carbohydrates (Dextrose) 50% Or Less o / < ® MED201.011 Nutritional Support -
predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria
(500 I = 1 Unit) - Homemix
Parenteral Nutrition Solution; Amino Acid Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
84168 o / “ ® MED201.011 Nutritional Support _
3.5% (500 MI = 1 Unit) - Homemix predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria
Parenteral Nutrition Solution; Amino Acid
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a
84172 5.5% Through 7% (500 MI=1Unit) - o / o " MED201.011 Nutritional Support -
o predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria.
Parenteral Nutrition Solution; Amino Acid
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a
84176 7% Through 8. 5% (500 MI=1Unit) - o / “ ® MED201.011 Nutritional Support _
i predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria.
Parenteral Nutrition Solution: Amino Acid
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
B4178  Greater Than 8.5% (500 MI = 1 Unit) - o / < ¢ MED201.011 Nutritional Support _
il predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria
Parenteral Nutrition Solution;
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
BA180 - Carbohydrates (Dextrose) Greater Than . orerrination request i it s unclear if the service meets BCBSOK Medical Policy crtera MEpzoLOTL Nutitional Support -
50% (500 Mi=1 Unit) - Homenix P a v
Parenteral Nutrition Solution Not Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
B4185 " o Pl e/ N X feal Policy uomitting MED201.011 Nutritional Support _
Otherwise Specified 10 Grams Lipids  predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
Parenteral Nutrition Solution;
Compounded Amino Acid And
Carbohydrates With Electrolytes Trace  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a )
84193 N o : : . MED201011 Nutritional Support
Elements And Vitamins Including predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
Preparation Any Strength 52To 73
Grams Of Protein - Premix
Parenteral Nutrition Solution;
Compounded Amino Acid And
Carbohydrates With Electrolytes Trace  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
84197 " " o peey e/ . X feal Policy uomitting MED201.011 Nutritional Support _
Elements And Vitamins Including predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
Preparation Any Strength 74 To 100
Grams Of Protein - Premix
Parenteral Nutrition Solution;
Compounded Amino Acid And
Carbohydrates With Electrolytes Trace  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a )
84199 e : . . MED201011 Nutritional Support
Elements And Vitamins Including predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
Preparation Any Strength Over 100
Grams Of Protein - Premix
Parenteral Nutrition; Additives (Vitamin
) ¢ Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
84216 Trace Elements Heparin Electrolytes) ey ‘ ° ° MED201.011 Nutritional Support _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Homenmix per Day
Parenteral Nutrition Supply Kit; Premix _ Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
84220 : : . MED201.011 Nutritional Support
Per Day request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
Parenteral Nutrition Supply K Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical P . BCBSOK recommends submitting a )
84222 : : . MED201.011 Nutritional Support
Mix_Per Day request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
Parenteral Nutrition Administration kit Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
84224 MED201.011 Nutritional Support

Per Day
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Parenteral Nutrition Solution
Compounded Amino Acid And
Carbohydrates With Electrlytes Trace i pojicy Crterias rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
85000 Elements And Vitamins Including MED201011 Nutritional Support _ _
° predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Preparation Any Strength Renal-
Aminosyn-Rf Nephramine Renamine-
premix
Parenteral Nutrition Solution
Compounded Amino Acid And
Carbohydrates With Electrolytes Trace  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
85100 - . : : . MED201.011 Nutritional Support - -
Elements And Vitamins Including predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Preparation Any Strength Hepatic
Hepatamine-Premix
Parenteral Nutrition Solution
Compounded Amino Acid And
Carbohydrates With Electrolytes Trace  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a
85200 MED201011 Nutritional Support _ _
Elements And Vitamins Including predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Preparation Any Strength Stress-8ranch
Chain Amino Acids-Freamine-Hbc-Premix
Parenteral Nutrition Infusion Pump. Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
89004 MED201.011 Nutritional Support _ _
Portable request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Parenteral Nutrition Infusion Pump. Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
89006 MED201.011 Nutritional Support _ _
Stationary request if it is unclear if the service meets BCBSOK Medical Policy criteria.
89998 Noc For Enteral Supplies Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
89999 Noc For Parenteral Supplies Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
1052 Hemostatic Agent Gi Topic ADM1001.032 and/or Unproven 212020 s/1a/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
1052 Hemostatic Agent Gi Topic ADM1001.032 P s/15/2021
and/or Unproven Services (EIU).
Intravertebral body fracture
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
1062 augmentation with implant (e.g, metal, RADG01.041 Percutaneous Balloon Kyphoplasty, Radiofrequency Kyphoplasty, and Mechanical Vertebral Augmentation 4/1/2021
iy predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
1726 Cath Bal Dil Non-Vascular SUR706.001 Nasal and Sinus Surgery _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
1761 Cath Trans Intra Litho/Coro NA N/A 7/1/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Long-Term Ambulatory Cardiac Monitoring (Outpatient Cardiac Telemetry, Implantable Cardiac Rhythm Event
C1764  Event Recorder Cardiac MED202.003
request if it is unclear if the service meets BCBSOK Medical Policy criteria. Monitors, and Intracardiac Ischemia Detection Systems) - -
SUR710.018 Sacral Nerve Neuromodulation/Stimulation
SUR701.039 Gastric Electrcal Stimulation (GES)
SUR712.025 Deep Brain Stimulation (DBS)
ciyey  Generator Neurostimulator Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR709.031 Vagus Nerve Stimulation (VNS)
request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR712.021 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG] Stimulation - -
SUR712.039 Occipital Nerve Stimulation
SUR712.033 Responsive Neurostimulation (RNS) for the Treatment of Refractory Focal Epilepsy
SUR712.009 Vagus Nerve Blocking Therap for Treatment of Obesity
Medical Policy Criteia: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
6 romtovee (mptamatr) edicalPlcy Cieri: Pocedure/snic evewed o ansurecac snice meets BCBSOK Medical Plcy rtrs ecommends submiting 3 P Unicondtr o Trentmentof it of e e B} i}
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
1778 Lead Neurostimulator edical Polcy Citeia:Proceduresevice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends submIting 2 SUR712.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
c7ss | Ocvlar mplant Aqueous Drainage AssistMiedical Polic Citeria:Procedure/servicereviewe o ensure each srvice meets BCBSOK Medical Policyeitera, BCBSOK recommends submittng 2 onrs0m Aaueous Shunts and Stents for laueoma i} B
Device request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
C1787  Patient Progr Neurostim edica Polly Criterta: Procedurs/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR712.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
C1816  Receiver/Transmitter Neuro edical Polcy Citeia: Procedureservice reviewe toensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 SUR712.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Critria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
1817 Septal Defect Imp Sys edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.024 Closure Devices for Patent Foramen Ovale and Atrial Septal Defects - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
818 eprated Keratoprosthess Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 903,030 Cerstomrostess i} B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Generator Neurostimulator
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submiti
C1820  (mplantable) With Rechargeable Battery "o o PO Critera: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crteria recommends submIting 2 SUR712.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation - N
o Choein Svstom predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
crazs | Merspinous Proces Distraction Device  Miecical Poicy Critra: Procedure/senvice reviewe o ensure each service meets BCBSOK Medicl Policyeitera, BCBSOK recommends submittng 2 o200 terspimous Disracion (Spacers)an nteraminar Stabiization Devces i} B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Generator Neurostimulator
implantable) High F Wit Medical Policy Crit v i Refer to prior ilable on the provider section of the BCBSOK
erp (IR (MG s (AT A LIRS e AL SUR712.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation N _
Rechargeable Battery And Charging  website.
Svstem
Generator Neurostimulator
cazs  (mplantable) Non-Rechargeable With  Miecical Polic Citeria: Procedure/senvice reviewd o ensure each srvice meets BCBSOK Medical Policy ciera. BCBSOK recommends submitting a suRr0L08 ohrenic Nerve Stimultionfo CenralSeep Apnes ) B
Transvenous Sensing And Stimulation  predetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria.
1825 Gen Neuro Corot S Bore Wedica Plicy Citeia Procedure/servic reviewed to enure each ervice meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbmittng 2 Hes0L054 rorefion Stmuiation Devices -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
C1831 __personalized Interbody Cage MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for to avoid post-service review. SUR712.036 Lumbar Spinal Fusion 10/1/2021
Retinal Prosthesis Includes Al Internal _Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
ciza1 4 Y 4 v & Polley SUR713.026 Retinal Prosthesis - -
And External Components and/or Unproven Services (EIU).
Retinal Prosthesis Includes Al Internal
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
1842 And External Components; Add-On To 4 Y 4 v & Polley SUR713.026 Retinal Prosthesis _ _
and/or Unproven
c1sa1.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
1883 Adapt/Ext Pacing/Neuro Lead o /s o e SURT12.009 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation _ ,
request if it s unclear if the service meets BCASOK Medical Policy critera
Implantable/Insertable Device Not
1889 LEELE Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _ _
Otherwise Classified
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
2614 Probe Percutaneous Lumbar Discectomy o / “ ® SUR712.004 Automated v _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Brachybx Source Yetrium-90 "Non- Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
2616 e o / “ ® RAD601.047 Radioembolization for Primary and Metastatic Tumors of the Liver _ _
Stranded request if it is unclear if the service meets BCASOK Medical Policy critera.
SUR701.028 Endovascular Therapies for Extracranial Vertebral Artery Disease
o623 Catheter Transuminal Angioplasty Drug- Medicl Policy Crteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & Lo bbbt iing :Angmphsw P v
Coated Non-Laser redetermination request I it is unclear ifthe service meets BCBSOK Medical Plicy crteria - -
o a v SUR701.041 Intracranial Stenting or Angioplasty, including Endovascular Procedures.
Implantable Wireless Pulmonary Artery
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
2624 Pressure Sensor With Delivery Catheter o / < ® MED202.058 Car & for th Heart Failure in the Outpatient Setting _ _
predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria
Including All System Components
Brachytherapy Source Stranded Not
2698 Vinerapy Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Otherwise Specified Per Source
Brachytherapy Source Non-Stranded Not
2699 Vinerapy Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Otherwise Specified Per Source
Magnetic Resonance Imaging With Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK.
ca903 & EnE <« reaulre P P AM Guidelines  _ - -
Contrast Breast; Unilateral website.
Magnetic Resonance Imaging Without
Medical Policy Crteria: y require Refer to prior Iable on the provider section of the BCBSOK.
8905 ContrastFollowed By With Contrast %O reaulre P P AM Guidelines  _ - -
Breast; Unilateral .
Magnetic Resonance Imaging With Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK.
ca906. & Ene <« reaulre P P AM Guidelines  _ - -
Contrast Breast; Bilateral website.
Magnetic Resonance Imaging Without ) . ;
Medical Policy Criteria: y require prior Refer to prior Iable on the provider section of the BCBSOK.
o908 ContrastFollowed By With Contrast o1 %P1 reaulrep P P AM Guidelines _ - -
Breast; Bilateral :
ooy Mection Daratumumab 10 Mg And  Medical Polcy CreiasProcedure/srvicereviewed to ensure each sevice meets BCBSOK Medica Polcy criteria, BCBSOK recommends submitting a h h L2020
h request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
coves Mitomyain Pyelocalycea nstillation 1 Medical Polcy Criteia Procedure/srvicereviewed to ensure each service meets BCBSOK Medical Polcy citeria, BCBSOK recommends submittng a h h L2/
g request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
cooge _ection Sacituzumab Govitecan-Haiy 10 Medical Polcy Criteia Procedure/srvicereviewed to ensure each service meets BCBSOK Medical Polcy citeria, BCBSOK recommends submitting a h h L2/
g request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
9072 Inj Imm Glob Asceniv il Poliey ure/ v ° il poley uomitting N/A N/A 21201 _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
9073 Brexucabtagene Autoleucel Ca ca Poley ure/ v ° cal poley uomitting N/A N/A 21201 _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
9078 njection, lumasiran cal Policy ure/ v ° fcal Policy ubmiting /A /A 8D _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
9075 Injection Casimersen 10 Mg i Poliey ure/ v Y il poley uomitting N/A N/A 7712021 9/30/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
9076 Lisocabtagene Car PosT o Poley e " X feal Policy upmiting RX502.061 Oncology Medications 7712021 9/30/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
9079 Inj evinacumab-dgnb 5 mg o Poley e/ . X feal Policy uomitting RX501.136 Evinacumab-dgnb 8152021  _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
co081 ar Pos T MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for to avoid post service review. RX502.061 Oncology Medications 10172001
0TH03.027 Itravitreal Angiogenesis Inhibi
Medical Policy Crit i Refer to pri izati ilable on the provider section of the BCBSOK
9257 Injection Bevacizumab 025 Mg we 'C; Gl YU EADLIES BICAEE D ECD 0TH903.015 Intravitreal Angiogenesis Inhibitors for Retinal Vascular Disorders. _ _
. 0TH303.020 ic Therapy (PDT) for Choroidal ization (CNV)
Acellular Pericardial Tissue Matrix Of Non
Proced ice not reimbursed by BCBSOK. Not subject to utilizati Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
9354 Human Origin (Veritas) Per Square rocedure/senice not rembursed by e e e SUR704.012 Bioengineered Skin and Soft Tissue Substitutes _ _
: andor Unproven
Centimeter
Tendon Porous Matrix Of Cross-Linked
Collagen And Matrix by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
co3ss e " I v & Polley SUR704.012 Bioengineered Skin and Soft Tissue Substitutes _ -
(Tenoglide Tendon Protector Sheet) Per and/or Unproven
Square Centimeter
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Dermal Substitute Native Non-
Denatured Collagen Fetal Bovine Origin

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

Any Type

October 2021

predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria.

2021_Commercial _Predetermination_Post Service Review_Non Covered Procedure Code List_BCBSOK

cosss SUR704.012 Bioengineered Skin and Soft Tissue Substitutes
(surgimend Collagen Matrix) Per 0.5 andor Unproven foene! ! fesue Substit = =
Sauare Centimeters
Medical Policy Criteia  require prior Refer to prior authorizati ilable on the provider section of the BCBSOK Orthopedic Applications of Stem Cell Therapy (Including Allograft and Bone Substitute Products Used With Autologous
9359 Implnt bon void fillr-putty teat Polley cri reauire pri P P ! SUR703.051 pedic Applicat rapy (Including Allograft and Bone Substitute Prod NAUOIOBS 410001 s/1az2021
website. Bone Marrow)
Dermal Substtute Native Non-
Denatured Collagen Neonatal Bovine  Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy ttled: Non-Reimbursable
o360 SUR704.012 Bioengineered Skin and Soft Tissue Substitutes _ _
Origin (Surgimend Collagen Matrix) Per andor Unproven
0.5 Square Centimeters
o362 mplosbon vod lersp Medical Policy Criteria: y require p Refer to prior fable o the provider secton of the BCBSOK " Orthopedic Applications of tem Cell Therapy (ncluding Allograft and Bone Substitute Products Used With Autalogous ™
website. Bone Marrow)
Skin substitute (Integra Meshed Bilayer _ Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
o363 SUR704.012 Bioengineered Skin and Soft Tissue Substitutes s/15/2021
Wound Matrix), per sa cm and/or Unproven Services (EV)
Porcine Implant Permacol Per Square _ Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
co364 SUR704.012 Bioengineered Skin and Soft Tissue Substitutes _ _
Centimeter and/or Unproven Services (EIV)
€939 Unclassified Drugs Or Biologicals Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Focused Ultrasound Ablation/Therapeutic
Intervention Other Than Uterine Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
o734 SUR701.022 Magnetic Resonance-Guided Focused Ultrasound (MRgFUS) _ _
Leiomyomata With Magnetic Resonance - predetermination request f it s unclear f the service meets BCBSOK Medical Policy criteria.
(Mr) Guidance
Cystourethroscopy With Insertion Of  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a
o739 SUR710023 Prostatic Urethral Lift (PUL) for the Treatment of Benign Prostatic Hyperplasia (BPH) _ _
Transprostatic Implant; 1 To 3 Implants  predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Cystourethroscopy With Insertion Of
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
9740 Transprostatic Implant; 4 Or More SUR710023 Prostatic Urethral Lift (PUL) for the Treatment of Benign Prostatic Hyperplasia (BPH) _ _
i predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Nasal Endoscopy Surgical; Balloon Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
coras. SUR706.018 Balloon Dilation of the Eustachian Tube 12/31/2020
Dilation Of Eustachian Tube and/or Unproven Services (EIV) =
Ablation Of Prostate Transrectal High
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
9747 Intensity Focused Ultrasound (Hifu) N/A N/A _ 12/31/2020
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Including Imaging Guidance
Repair Of Nasal Vestibular Lateral Wall _ Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
coras SUR706.017 Absorbable Nasal Implant for Treatment of Nasal Valve Collapse _ 12/31/2020
Stenosis With mplant(S) and/or Unproven Services (EV)
9752 Intraosseous Des Lumb/Sacrum Medical Policy Criteria Procedure/service reviewed to ensure each service meets BCBSOK Medical Polcy riteria. BCBSOK recommends submitting 2 SUR702.020 Intraosseous Radiofrequency Nerve Ablation of the Basivertebral Nerve for the Treatment of Low Back Pain 71172021
request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
9753 Intraosseous Destruct AddlL Medical Policy Criteria Procedure/service reviewed to ensure each service meets BCBSOK Medical Polcy riteria. BCBSOK recommends submitting 2 SUR702.020 Intraosseous Radiofrequency Nerve Ablation of the Basivertebral Nerve for the Treatment of Low Back Pain 71172021
request if it is unclear if the service meets BCBSOK Medical Policy criteria. -
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK.
9757 Spine/lumbar disk surgery ebate &7 (T o B AIM Guidelines  N/A 6/15/2021  _
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
(768 Revase ntravase Lithotinsy edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 02061 Oncelony Medicatons [—
request i it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
o765 Revase ntra Lthotrip Stent edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 02061 Oncelony Medicatons [—
request i it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria, BCBSOK ds submitt
(o765 Revase ntra Lthotrp Ather edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 02061 Oncelony Medicatons [—
request i it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
(767 Revase thotrp StentAther edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 02061 Oncelony Medicatons [—
request if it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h 5 BCBSOK Medical Policy crteria. BCBSOK ds submitt
N - o guide e o g edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SuRr0L04 endoscopte sed Diect Hepatie - —
request if it is unclear i the service meets BCBSOK Medical Policy criteria
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
Co768  Endo us-guide hep porto grad 4 " " v & Polley SUR701.043 ded Direct Hepatic 31201 _
and/or Unproven Services (EIU).
Cystoureth With Insertion OF
e Asiiei Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
9769 Temporary Prostatic Implant/Stent With o . MED201.025 Temporary Prostatic Stent - -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Fixation/Anchor And Incisional Struts
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
9770 Vitrec/mech pars, subret inj edical Polcy Citeia:Proceduresevice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends submIting 2 RX501.098 Gene Therapy for Inherited Retinal Dystrophy s
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
N e crvo o Nasal T Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy rteia. BCBSOK recommends submittng 2 AOMI00L032  Endoscopie et Hepatic s saon
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
[P v a— Procecure/service not reimbursed by BCBSOK. Not subjec o uiizationreview. Pleas se the Cinical Payment and Coding Palicytted: Non-Reimbursable P orect Hepatic el
and/or Unproven Services (EIV).
BN ... oo ToyPerone Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submitting 2 OM1001.092 andor Unproven [
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
S P —— Procecure/service not eimbursed by BCBSOK. Not subject o uiizationreview. Pleas se the Cinical Payment and Coding Palicytted: Non-Reimbursable AOMI001052 S — el
and/or Unproven Services (EIV).
N ... ot stent T e Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submitting 2 OM1001.092 andor Unproven [
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
S P ———— Procecure/service not eimbursed by BCBSOK. Not subjec o utiizationreview. Pleas se the CinicalPayment and Coding Palicytted: Non-Reimbursable AOMI00L052 S — el
and/or Unproven Services (EIV).
BN ... ot Ather TFer Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submitting 2 OM1001.092 andor Unproven [
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
I o Lot ather TFer Procecure/servicenot reimbursed by BCBSOK. Not subjec o uiizaionreview. Pleas se the CinicalPayment and Coding Palicytted: Non-Reimbursable AOMI001052 E— o
and/or Unproven Services (EIV).
IR e it St Ath TioPer Wedica Plicy Criteia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 OM1001.092 andor Unproven ss0m sjaon
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
O v Lt Sramath Tfrer Procecure/service not reimbursed by BCBSOK. Not subjec o utiizaion review. Pleas se the CinicalPayment and Coding Palicytted: Non-Reimbursable AOMI001052 E— o
and/or Unproven Services (EIV).
. Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the Clinical Payment and Coding Policyttled: Non-Reimbursable P —— e
and/or Unproven Services (EIV).
Radiolabeled Product Provided During A
cogos adiolabeled Product Provided DUriNE A jisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Hospital Inpatient Stay
Implanted Prosthetic Device Payable
9899 Only For Inpatients Who Do Not Have  Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _ _
Inpatient Coverage
Unspecified Diagnostic Procedure By
D0999 R:;Z:‘ ted Diagnostic Frocedure BY nlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andor clinical review. _ _ _ _
Sarscov2 Covid-18 Vac Rs-Chadox
oizs e " /2M| b Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ 3/15/2021
Sarscov2 Covid-19 Vac Rs-Chadox
1706 e - /2M| S Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ 3/15/2021
Unspecified Preventive Procedure B
01999 R:;Z:‘ ted Preventive Procedur® BY  Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Unspecified Restorative Procedure by
02999 R:;Z::' A orative Procedur® BY ynlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Unspecified Endodontic Procedure by
3999 R:;Z::' ted Endodontic Procedure Y nlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Unspecified Periodontal Procedure B
D4999 R:;Z:‘ ted Pertodontal Procedure BY nlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Unspecified Removable Prosthodonti
D5899 nspectfied Removable Prosthodontic ,,icted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Procedure By Report
Unspecified Maxilofacial Prosthesis B
D5999 R:;Z::' ted Maxiliofactal Prosthesis BY ynjisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andor clinical review. _ _ _ _
D619 Unspecified Implant Procedure By Report Unlisted or Undefined: Procedure/service not otherwise defined or clasified, and may be subject to benefit and/or clinical revieuw. _ _ _ _
Unspecified Fixed Prosthod
D6999 M G AT Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Procedure By Report
Unspecified Oral Surgery Procedure B
07999 R:;z::' e Oral Surgery Procedure BY ynlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andor clinical review. _ _ _ _
Unspecified Orthodontic Procedure By
D8999 R:;z::' A odontic Procedur® BY " nlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andor clinical review. _ _ _ _
Unspecified Adjunctive Procedure B
09999 R:;Z:[ ted Adjunctive Procedure BY  nlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andor clinical review. _ _ _ _
Powered Pressure Reducing Matt
owered Pressure Reducing Mattress o ical policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a X
£0181  Overlay/Pad Alternating With Pump . : N . DME101.001 Hospital Beds and Related Equipment _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Includes Heaw Duty
Pump For Alternating Pressure Pad For  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
£0182 : : . DME101.001 Hospital Beds and Related Equipment
Only request i it is unclear if the service meets BCBSOK Medical Policy criteria. - -
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
E0184  Dry Pressure Mattress . . . DME101.001 Hospital Beds and Related Equipment
request i it is unclear if the service meets BCBSOK Medical Policy criteria. - -
el Or Gel-Like Pressure Pad For Mattress Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a )
£o185 e : N . DME101.001 Hospital Beds and Related Equipment
Standard Mattress Length And Width  predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria. - -
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
£0186 Al Pressure Mattress . : . DME101.001 Hospital Beds and Related Equipment _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
£0187  Water Pressure Mattress . . . DME101.001 Hospital Beds and Related Equipment _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Positioning Cushion/Pillow/Wedge Any
£0190  Shape OrSize Includes All Components  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _ _ -
And Accessories
Powered Air Flotation Bed (Low Ar Loss _Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
£0193 : . DME101.001 Hospital Beds and Related Equipment _ _
Therapy request if it is unclear if the service meets BCBSOK Medical Policy criteria.
) Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
£0194  Air Fluidized Bed . . DME101.001 Hospital Beds and Related Equipment _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0196 el Pressure Mattress Wedica Plicy Criteia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends sbmittng 2 ovE1o1001 ospitalseds and Related Equpment - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
€017 Water CreultingHeat Pad with pump_ MeGia1 POy Crtria:Procedure/srvice reviewied to ensure ach srvce meets BCBSOK Medica Plicycrieria, BCBSOK recommends submiting a esL008 et and Cold Terapy Devices - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
worts  Fuid Crculting Cold Pad With Pump  Medical Policy Crteia: Procedure/service reviewed o ensure each service meets BCBSOK Medical Policy crteria. BEBSOK recommends submiting 3 es0L008 et and Cold Terapy Devices
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Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
E0221  Infrared Heating Pad System durefservice not reimoursed by ey een review et ry ine Pollov e DME101.045 Skin Contact Monochromatic Infrared Energy (MIRE) -
andor Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0225  Hydrocollator Unit Includes Pads fealPoley Crieria: Procedurey viemer to enar e - fcal Polley ertert uomitting THES03.008 Non Covered Physical Therapy Services -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Non-Contact Wound Warming Device
(Temperature Control Unit Ac Adapter  Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy ttled: Non-Reimbursable
£0231 DME101.050 Noncontact Normothermic Wound Therapy _
And Power Cord) For Use With Warming and/or Unproven
Card And Wound Cover
Warming Card For Use With The Non
Contact Wound Warming Device And  Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy ttled: Non-Reimbursable
£0232 DME101.050 Noncontact Normothermic Wound Therapy _
Non Contact Wound Warming Wound andor Unproven
Cover
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0236  Pump For Water Circulating Pad THEB01.004 Heat and Cold Therapy Devices _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0239  Hydrocollator Unit Portable THES03.008 Non Covered Physical Therapy Services _
request if it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Bath/Shower Chair Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 5/15/2021
Bath Tub Wall Rail Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ 5/15/2021
Bath Tub Rail Floor Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 5/15/2021
Toilet Rail Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ 5/15/2021
Toilet Seat Raised Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 5/15/2021
Tub Stool Or Bench Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ 5/15/2021
Transfer Tub Rail Attachment Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 5/15/2021
Trans Bench W/Wo Comm Open Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ 5/15/2021
Hatrans Bench W/Wo Comm Open Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 5/15/2021
Pad For Water Circulating Heat Unit For Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a wn wn o020
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Hospital Bed Fixed Height With Any  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ;
£0250 DME101.001 Hospital Beds and Related Ex t
Type Side Rails With Mattress request if it is unclear if the service meets BCBSOK Medical Policy criteria. fospital Beds and Refated Fquipment -
Hospital Bed Fixed Height With Any  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ;
£0251 DME101.001 Hospital Beds and Related Ex t
Type Side Rails Without Mattress predetermination request if it s unclear if the service meets BCBSOK Medical Policy criteria. fospital Beds and Related Equipment -
Hospital Bed Variable Height Hi-Lo With Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ;
£0255 DME101.001 Hospital Beds and Related Ex t
Any Type Side Rails With Matress predetermination request if it s unclear if the service meets BCBSOK Medical Policy criteria. fospital Beds and Related Equipment -
Hospital Bed Variable Height Hi-Lo With Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ;
£0256 DME101.001 Hospital Beds and Related Ex t
Any Type Side Rails Without Mattress  predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. fospital Beds and Related Equipment -
Hospital Bed Sem-Electric (Head And
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical P . BCBSOK ds submiti
€060 Foot Adjustment) With Any Type Side  McCIca! Poicy Crteria: Procedure/serice reviewed to ensure each service meets BCBSOK Medica recommends submitting DME101.001 Hospital Beds and Related Equipment -
: predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Rails With Mattress
Hospital Bed Semi-Electric (Head And e ] .
Medical Policy Criteria: Proced d t h ets BCBSOK Medical P . BCBSOK ds submitt
€061 Foot Adjustment) With Any Type Side  McCIca! Poicy Critera: Procedure/service reviewed to ensure each service meets BCBSOK Medica recommends submitting 2 DME101.001 Hospital Beds and Related Equipment -
: predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Rails Without Mattress
Hospital Bed Total Electric (Head Foot
lospital bed Total Blectric (Head Foot o) pojicy Critera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
£0265 fht Adjustments) With Any Type : . DME101.001 Hospital Beds and Related Equipment -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Side Rails With Mattress
Hospital Bed Total Electric (Head Foot . . . .
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
£0266  And Helght Adjustments) With Any Type "1oc o PO Crteria: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crteria recommends submitting DME101.001 Hospital Beds and Related Equipment -
} predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Side Rails Without Matress
Hospital Bed Institutional Type Includes: e ] . .
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
€270 Oscilating Circlating And Stryker Frame Mei€a! POicy Crtera: Procedure/service reviewed to enure each service meets BCBSOK Medical Policy crteria. recommends submitting 2 DME101.001 Hospital Beds and Related Equipment -
. predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
With Mattress
o2 Wattress nersping Wedica Plicy Citeia Procedure/service reviewed to ensure each ervice meets BCBSOK MedlcalPolicy riteia. BCBSOK recommends sbmittng 2 ovE101001 it e and Related Equipment -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
w07 mattress foum Rusber Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends sbmittng 2 ovE101001 it s and Related Equipment -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
w03 Bedbom Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedicalPolicy rteia. BCBSOK recommends sbmittng 2 ovE101001 it e and Related Equipment -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
0t Over-bedTante Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbrittng 2 ovE101001 it s and Related Equipment -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
£0277  Powered pressure-Reducing Ai Mattress 1o <2 POl Crteria: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crteria recommends submitting 2 DME101.001 Hospital Beds and Related Equipment -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
020 bed Cradie Ay Type Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends srittng 2 ovE101001 it e and Related Equipment -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
cozso  Moseitl Bed Fixed Heght Without Sde _Medical Policy Critera:Procedure/senvicereviewed o ensure each srvice meets BCBSOK Medical Policyeitera, BCBSOK recommends submittng 2 ovE101001 it s and Related Equipment -
Rails With Mattress request if it is unclear if the service meets BCBSOK Medical Policy criteria.
cozey  Moseitl Bed Fixd Helght Without Side  Miecical Policy Citera:Procedure/senvice reviewd o ensure each srvice meets BCBSOK Medical Policy ciera. BCBSOK recommends submitting a oEL01001 ospita! s and Related Equipment )
Rails Without Matress predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Hospital Bed Variable Height Hi-lo  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ;
£0292 DME101.001 Hospital Beds and Related Ex t
Without Side Rails With Mattress predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. lospital Beds and Related Equipment -
Hospital Bed Variable Height Hi-lo  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
£0293 DME101.001 Hospital Beds and Related Ex t
Without Side Rails Without Mattress  predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. lospital Beds and Related Equipment -
Hospital Bed Semi-Electric (Head And o ) . . .
Medical Policy Criteria: Proced d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0294 Foot Adjustment) Without Side Rails edical Policy Citera: Procedure/service reviewed to ensure each service meets BCBSOK Medica creria recommends submitting DMEL01.001 Hospital Beds and Related Equipment N
o Natirens predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Hospital Bed Semi-Electric (Head And o ) . . .
Medical Policy Criteria: Proced d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
0295  Foot Adjustment) Without Side Rails edical Policy Citera: Procedure/service reviewed to ensure each service meets BCBSOK Medica creria recommends submitting 2 DMEL01.001 Hospital Beds and Related Equipment N
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
hout Mattress
Hospital Bed Total Electric (Head Foot o ) el ol . .
Medical Policy Criteria: Proced d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
€026 And Height Adjustments). Without Side  "1c1c2 Polcy Creriai Procedure/service reviewed to ensure each service meets BCBSOK Medica creria recommends submitting 2 DMEL01.001 Hospital Beds and Related Equipment N
. predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Rails With Mattress
Hospital Bed Total Electric (Head Foot . . . . .
Medical Policy Criteria: Proced d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
(0297 Ao gt Achments) Without sge Medial Policy Crteri: Procedure/sevie eviewed to ensure each servie meets BCBSOK Medical Plicycitra recommends submitting a oE10L001 ospital Beds and Relsted Equipment .
. predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Rails Without Matress
Pediatric Crib Hospital Grade Fully  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
£0300 DME101.001 Hospital Beds and Related Ex t
Enclosed With Or Without Top Enclosure  predetermination request unclear if the service meets BCBSOK Medical Policy criteria. lospital Beds and Related Equipmen -
Hospital Bed Heavy Duty Extra Wide
With Weight Capacity Greater Than 350
Medical Policy Criteia: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a
£0301  Pounds But Less Than Or Equal To 600 o / o ® DME101.001 Hospital Beds and Related Equipment _
predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria
Pounds With Any Type Side Rails
Without Mattress
Hospital Bed Extra Heavy Duty Extra
Wide With Weight Capacity Greater  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
£0302 DME101.001 Hospital Beds and Related Ex t
Than 600 Pounds With Any Type Side  predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. lospital Beds and Related Equipment -
Rails Without Matress
Hospital Bed Heavy Duty Extra Wide
With Weight Capacity Greater Than 350
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0303  Pounds But Less Than Or Equal To 600 o / o ® DME101.001 Hospital Beds and Related Equipment _
! ’ predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria
Pounds With Any Type Side Rails With
Mattress
Hospital Bed Extra Heavy Duty Extra
Wide With Welght Capacity Greater  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0304 DME101.001 Hospital Beds and Related Equipment
Than 600 Pounds With Any Type Side  predetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria. P AP -
Rails With Mattress
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0305  BedsSide Rails Half Length o Poley o " : ealpolley upmiting DME101.001 Hospital Beds and Related Equipment _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
E0310  Bed Side Rails Full Length o Poley e/ " X ealpolley upmiting DME101.001 Hospital Beds and Related Equipment _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Bed Accessory: Board Table Or Support  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0315 Y o ooty e/ . ] feal Policy uomitting DME101.001 Hospital Beds and Related Equipment _
Device Any Type request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Safety Enclosure Frame/Canopy For Use  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0316 v /Canopy ot Pollcy ¢ ure/ v ° cal poley uomitting DME101.001 Hospital Beds and Related Equipment _
With Hospital Bed Any Type predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
Hospital Bed Pediatric Manual 360
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0328  Degree Side Enclosures Top Of o Pl e/ " } feal Policy uomitting DME101.001 Hospital Beds and Related Equipment -
predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
Headboard
Hospital Bed Pediatric Electric Or Semi-  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0329 P ' o Pl e/ . } feal Policy uomitting DME101.001 Hospital Beds and Related Equipment _
Electric 360 Degree Side Enclosures  predetermination request f it s unclear f the service meets BCBSOK Medical Policy criteria.
Nonpowered Advanced Pressure Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0373 P v el Poliey ure/ - X feal Policy uomitting DME101.001 Hospital Beds and Related Equipment _
Reducing Mattress request if it is unclear if the service meets BCBSOK Medical Policy criteria.
congs  OFmeter Device For Measuring Blood  Medical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera. BCBSOK recommends submiting a wa wa
Oxygen Levels Non-Invasively predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. -
Topical Oxygen Delivery System Not
€046 Otherwise Specified Includes All Supplies Unlisted or Undefined: Procedure/service not otherwise defined or cassified, and may be subject to benefit and/or clinical review. _ _ _
And Accessories
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
0470 Rad W/O Backup Non-Inv Intfc ot Pollcy ¢ / " ° il poliey upmitting /A /A 71172021
predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
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Respiratory Assist Device Bi-Level
Pressure Capability With Back-Up Rate
Feature Used With Noninvasive Interface

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a

£0471 ) ° MED204.005 oi d Medical f Apnea Syndrome
E.G. Nasal Or Facial Mask (Intermittent ~ predetermination request if it i unclear f the service meets BCBSOK Medical Policy criteria.
Assist Device With Continuous Positive
Airway Pressure Device)
Intrapulmonary Percussive Ventilation  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0481 DME101.027 Airway Clearance Devices
System And Related Accessories predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Cough Stimulating Device Alternating  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a
£0482 DME101.027 Airway Clearance Devices
Positive And Negative Airway Pressure  predetermination request if it s unclear f the service meets BCBSOK Medical Policy criteria.
High Frequency Chest Wall Oscillation
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0483  System Includes All Accessories And DME101.027 Airway Clearance Devices
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Supplies Each
Oscilatory Positive Expiratory Pressure  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£04ga DME101.027 Airway Clearance Devices
Device Non-Electric AnyType Each predetermination request f it s unclear f the service meets BCBSOK Medical Policy criteria.
Oral Device/Appliance Used To Reduce
Upper Airway Collapsibility Adjustable Or Medical Policy Criteria y require prior authorization. Refer to prior ilable on the provider section of the BCBSOK
£0485 pper Alrway Collapsivility Ad) o aure P P P MED204.005 Diagnosis and Medical leep Apnea Syndrome
Non-Adjustable Prefabricated Includes  website.
fitting And Adjustment
Oral Device/Appliance Used To Reduce
Upper Airway Collapsibility Adjustable Or Medical Policy Criteria may require prior Refer to prior lable on the provider section of the BCBSOK.
Eoage L oper Ainway Collapsibilly Adj o v reqire p P P MED204.005 oi d Medical of ol Apnea Syndrome
Non-Adjustable Custom Fabricated  website.
Includes Fitting And Adjustment
Spirometer Electronic. Includes All Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
£0487 DME101.040 Home Spirometry
Accessories and/or Unproven Services (EIU).
togtg  ImPlantable Cardiac Event Recorder With. Medical PolicyCrteia: rocedure/servicereviewed o ensure each service meets BCBSOK MedicalPolicy crtera. BCBSOK recommends subrmitting a ED202.003 Long-Term Ambulatory Cardiac Monitoring (Outpatient Cardiac Telemetry, Implantable Cardiac Rhythm Event
Memory Activator And Programmer  predetermination request f it s unclear f the service meets BCBSOK Medical Policy criteria. : Monitors, and Intracardiac Ischemia Detection Systems)
External Defibrilator With Integrated  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Poliy criteria. BCBSOK recommends submitting a
£0617 DME101.021 Nonwearable Automatic External Defibrillator (AED) for Home Use
Anal request if it is unclearif the service meets BCBSOK Medical Policy criteria.
‘Apnea Monitor Without Recording Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0618 DME101.020 Home Cardiorespiratory Monitoring
Feature request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
E0619  Apnea Monitor With Recording Feature DME101.020 Home Cardiorespiratory Monitoring
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Skin Piercing Device For Collection O
E0620 B Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _
Capillary Blood Laser Each
Patient Lift Bath Tollet ot Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK pritti
coszs _ Patient Ut Bathroom Or Tilet Not edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a ovEio10% Lt and Fevator Systems
Otherwise Classified request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
E0627  Seat Lift Mechanism Electric AnyType  ocica Policy Criteias Procedure/service reviewed to ensure & ce meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting DME101.034 Lifts and Elevator Systems
request if it is unclear if the service meets BCBSOK Medical Policy criteria
at Lift Mechanism Non-Electric Any _ Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK it
wonzs 5 echans ctric Any Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ovE1010% Lftsand Fevator Systems
Tube request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0635  Patient Lift Electric With Seat Or Sling dlical Policy Crierias Procedure/service reviewed to ensure & ce meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting DME101.034 Lifts and Elevator Systems
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Multipositional Patient Support System
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
E0636  With Integrated Lift Patient Accessible o0 c2 POl Criterias Procedure/service reviewed to ensure & ce meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting DME101.034 Lifts and Elevator Systems
ot predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
Combination Sit To Stand Frame/Table
stem Any Size Including Pediatric With Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
o7 System AnySize Including Pediatric dical Policy Criteria: Procedure/service reviewed to ensure e ce meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting OMEL01034 Lifts and Eevator Systems
Seat Lift Feature With Or Without predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
Wheels
Standing Frame/Table System One
Position (E.G. Upright Supine Or Prone  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
coszg  Position (EG. Upright Supine Or Prone.  Medlical Policy Crteia: rocedure/sevice reviewed to ensure e ce meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting OMEL01034 Lifts and Eevator Systems
Stander) Any Size Including Pediatric  predetermination request if it is unclear if the service meets BCBSOK Medical Policy citeria
With Or Without Wheels
Patient Lift Moveable From Room To
© oveable From Roor Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£0639  Room With Disassembly And Reassembly DME101.034 Lifts and Elevator Systems
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
Includes All Components/Accessories
Patient Lft Fixed System Includes All  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
w0020 e ed sys udes dical Policy Criteria: Procedure/service reviewed to ensure ce meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting OMEL01034 Lifts and Fevator Systems
c request if it is unclear if the service meets BCBSOK Medical Policy criteria
Standing Frame/Table System Multi-
Position (E.G. Three-Way Stander) Any  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
cosa  Position (EG. Three-Way Stander) Any  Medical Policy Crtera: Procedure/service reviewed to ensure & ce meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting OMEL01034 Lifts and Eevator Systems
Size Including Pediatric With Or Without _predetermination request if it is unclear if the service meets BCBSOK Medical Policy citeria
Wheels
tanding Frame/Table System Mobil
Standing Frame/Table System Mobile ) iy Crterias Procedure/service reviewed to ensure each service meets BCBSOK Medical Poicy ritera. BCBSOK recommends submitting a
£0642  (Dynamic Stander) Any Size Including DME101.034 Lifts and Elevator Systems
P, predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
cosso  Preumatic Compressor Non-Segmental  Medicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
Home Model predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
Preumatic Compressor Segmental Home
0651 Mool Wit oo et Medical Policy Crteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
breomare predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cossy | Preumatic Compressor Segmental Home  Medicl Policy Crteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
Model With Calibrated Gradient Pressure predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
Non-Segmental Pneumatic Appliance For
0655 Do o eyt Medlicl Policy Crteia: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends subiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
o P predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cosss  SeEmental reumatic Appliance For Use  Medicl PolicyCrteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
With Pneumatic Compressor Trunk predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cossy  Seamental Preumatic Appliance For Use - Medicl Policy Crteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
With Pneumatic Compressor Chest predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cosso  NomSegmental Preumatic Appliance For - Medicl Policy Crteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
Use With Pneumatic Compressor Full Leg. predetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
Non-Segmental Pneumatic Appliance For
(0685 Do e o Medicl PolicyCrteia: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
o P predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
Non-Segmental Pneumatic Appliance For
(0685 Do o eyt Medlicl PolicyCrteia: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
e P predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cosy  SeEmentl Preumatic Appliance For Use  Miedicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
With Pneumatic Compressor Full Leg  predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cossg  SeEmentl Preumatic Appliance For Use - Miedical PolicyCrteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
With Pneumatic Compressor Full Arm  predetermination request If it is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cosgs  SeEmental Preumatic Appliance For Use - Medicl PlicyCrteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera. BCBSOK recommends submiting & MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
With Pneumatic Compressor Half Leg  predetermination request Ifit is unclear if the service meets BCBSOK Medical Policy criteria MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
Segmental Preumatic Appliance For Use
610 e eorstag  Medicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submiting a MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
2 Foll Logs And o o ® predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cogyy  Seamental Gradient Pressure Pneumatic  Medicl Policy Crteia: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submiting a MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
Appliance Ful Leg predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cosyp  Seamentl Gradient Pressure Pneumatic  Medical Policy Crteia: rocedure/service reviewed o ensure each service meets BCBSOK Medical Policy crtera. BCBSOK recommends submiting a MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
Appliance Full Arm predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
cogys  Seamentl Gradient Pressure Pneumatic  Medical Policy Crteia: Procedure/service reviewed o ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submiting a MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
Appliance Half Leg predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
Pneumatic Compression Device High
cogs  Pressure Rapid Inflat ion Cycle by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Poliy titled: Non-Reimbursable MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
For Arterial Insufficiency (Unilateral Or and/or Unproven MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
Bilateral System)
Intermittent Limb Compression Device o ) ) ) )
(0676 (etudes Al cesssorny Mo Otperwise MeGial Pliy Crtria:Procedure/srvice reviewed to ensure each servce meets BCBSOK Medica Plicycieia, BCBSOK recommends submiting a MED202.060 Pneumatic Compression Pumps for Treatment of Lymphedema and Venous Ulcers
o predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED202.073 Postsurgical Outpatient Use of Limb Compression Devices for Venous Thromboembolism Prophylaxis
Uttraviolet Light Therapy System Includes
Bnt PY 5V Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting 2 ) )
£0691  Bulbs/Lamps Timer And Eye Protection; ey ‘ ° ° THEB01.033 Phototherapy for Dermatologic Conditions
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Treatment Area 2 Square Feet Or Less
Uttraviolet Light Therapy System Panel
© PV 5y Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting 2 ) )
E0692  Includes Bulbs/Lamps Timer And Eye ey ‘ ° ° THEB01.033 Phototherapy for Dermatologic Conditions
: predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Protection 4 Foot Panel
Uttraviolet Light Therapy System Panel
© PV 5y Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting 2 ) )
E0693  Includes Bulbs/Lamps Timer And Eye THEB01.033 Phototherapy for Dermatologic Conditions

Protection 6 Foot Panel
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Ultraviolet Multidirectional Light Thera
violet Mulidirectional LEN THET3PY. ycgical policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submifting a )
£0694  System n 6 Foot Cabinet Includes ’ : . THEB01.033 Phototherapy for Dermatologic Conditions - -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Bulbs/Lamps Timer And Eye Protection
[E0705 Transfer Device Any Type Each Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Transcutaneous Electrical Nerve
£0720  Stimulation (Tens) Device Twolead  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _ _ _
Localized Stimulation
Transcutaneous Electrical Nerve
£0730  Stimulation (Tens) Device Four Or More  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _ _ _
Leads For Multiple Nerve Stimulation
Form Fitting Conductive Garment For
Delivery Of Tens Or Nmes (With Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
go7ay  Delivery OfTens Or Nmes (Wi edical Polcy Criteia: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 MED201.040 Transcutaneous Electrical Stimulation (TENS) and Transcutaneous Electrical Modulation Pain Reprocessing (TEMPR)  1/1/2021
< ted From The request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Patient's Skin By Layers Of Fabric)
corao  Nommplanted Pelic Floor Electrical Procedure/service not reimbursed by BCBSOK. Not subject o utlzation review. lease see the Clnica Payment and Coding Policy titlecs Non-Reimbursable MED201.030 Pelvic Floor Stimulation (PFS) as a Treatment of Urinary or Fecal Incontinence
Stimulator Complete System i andor Unproven DME101.037 Sexual Dysfunctions, Assessment and Treatment = =
o740 Neuromusclar Stimulato Forscaioss | MeGa POIY Critera:Procedure/senvice reviewed o ensure each srvice meets BCBSOK Medical Poliey eitera, BCBSOK recommends submitting 2 0201026 Surfoce Hectrica Stmulation - B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
co7as  Newomuscular Stimulator Electronic  Medical Poicy Crteia y require prior Refer to prior authorizati ilable on the provider section of the BCBSOK  MED201.026. Sacral Nerve Neuromodulation/Stimulation
Shock Unit website. SUR710018 Surface Electrical Stimulati - -
PSY301.019 Biofeedback for Miscellaneous Indications
PSY301.018 Temporomandibular Joint (TM)) Disorders (TMD)
coras  Electromyography (Emg) Biofeedback  Medical Policy Crteia: rocedure/servicereviewed o ensure each service meets BCBSOK Medical Policy crteria. BEBSOK recommends subrmiting a PSY30L016 Biofeedback as a Treatment of Chronic Pain
Device predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR705.010 Biofeedback as a Treatment of Headache - -
PSY301.007 Biofeedback as a Treatment of Fecal Incontinence or Constipa
P5Y301.017 Biofeedback as a Treatment of Urinary Incontinence
Osteogenesis Stimulator Electrical Non- Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a
€0747 SUR705.044 Electrical I the
Invasive Other Than Spinal Applications  predetermination request f it s unclear f the service meets BCBSOK Medical Policy criteria. - -
Osteogenesis Stimulator Electrical Non- Medical Policy Criteria: y require prior Refer to prior lable on the provider section of the BCBSOK.
£0748 SUR705.013 Electrical Stimulation of the Spine as an Adjunct to Spinal Fusion Procedures _ _
Invasive Spinal Applications website.
corss  Osteogenesis Stimulator Electrcal Medical Policy Criteria: y require prior Refer to prior Iable on the provider section of the BCBSOK  SUR705.013 Electrical Stimulation of the Spine as an Adjunct to Spinal Fusion Procedures
Surgically Implanted website. SUR705.044 Electrical I the = =
corso  Osteogeness Stimulator Low ntensity  Medical Polic Critera:Procedure/senvice reviewed o ensure each srvice meets BCBSOK Medical Poliey eiera, BCBSOK recommends submittng 2 ovE1010%0 Low ity Psed Ultrasound Fracture eling Device i} )
Uttrasound Non-Invasive request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Non-Thermal Pulsed High F
or-hermal Pused PIER FTEQUENY Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
€0761  Radiowaves High Peak Power ° MED201.027 Electrostimulation and Electromagnetic Therapy for Treating Wounds _ -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Electromagnetic Energy Treatment Device
Transcutaneous Electrical Joint
Proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
£0762  Stimulation Device System Includes Al ICcecre/service not reimbursed by e e e MED201.042 Electrical Stimulation for the Treatment of Arthritis _ -
. andor Unproven
Accessories
Functional Neuromuscular Stimulation
Transcutaneous Stimulation Of Sequential
Muscle Groups Of Ambulation With  May require Prior Authorization; Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clincal Payment and Coding Policy
£0764 MED201.033 Functional Neuromuscular Electrical Stimulation 6/30/2021
Computer Control Used For Walking By titled: Non-Reimbursable Experimental, Investigational and/or Unproven Services (EIU). - R
Spinal Cord InjuredEntire System  After
Completion Of Training Program
Fda Approved Nerve Stimulator With
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK.
EO765  Replaceable Batteres For Treatment of 18 PO reaulre P s SUR709.031 Gastric Electrcal Stimulation (GES) _ _
Nausea And Vomiting .
Electrical Stimulation Device Used F
rical stimulation Device Used For 1. ycat pojicy Crteria: Procedureyservice reviewed to ensure each service meets BCBSOK Medical Policy criteia. BCBSOK recommends submitting a
€076 Cancer Treatment Includes All MED201.039 Tumor Treating Fields (TTF) Therapy _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
Accessories Any Tvpe
Electrical Stimulation Or Electromagnetic
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clinical Payment and Coding Policy itled: Non-Reimbursable
EO769  Wound Treatment Device Not Otherwise 4 o et U JEI MED201.027 Electrostimulation and Electromagnetic Therapy for Treating Wounds _ _
Classified P
Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. May require Prior Authorization
£0770  Functional Electric Stim Nos
based on contract agreement = = - -
Ambulatory Infusion Pump Single O
to7g1  Multile Channels Electric Or Battery  Medical Policy Crteia: Procedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crteria. BEBSOK recommends submiting a RX504.015 Levodopa-Carbidopa Enteral Suspension (e.g. Duopa) for The Treatment of Parkinson Disease.
Operated With Administrative predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED201.011 Nutritional Support - -
Equipment Worn By Patient
Infusion Pump Implantable Non- . . . . .
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
€0782  Programmable (Includes All Components o : . SUR707.008 Implantable Infusion Pump for Pain and Spasticity - -
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
£.G. Pump Catheter Connectors tc. )
Infusion Pump System Implantable o ) ) ) )
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ’
£0783  Programmable (Includes All Components ‘ ° SUR707.008 Implantable Infusion Pump for Pain and Spasticity _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
£.G. Pump Catheter Connectors tc.)
corsa  DXemal Ambulatorynfuson Pump  MiedicalPolicy Critera: Procedure/Senvice reviewed o ensure ach sevice meets BCBSOK Medical Policyeiera, BCBSOK recommends submittng 2 ovE101005 Glocose Moritorng and il Delvery Device or Managing iabetes - B
Insulin request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Implantable Intraspinal
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submiti
£0785  (Epidural/intrathecal) Catheter Used with MeCical Polcy Crteriai Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria, recommends submitting 2 SUR707.008 Implantable Infusion Pump for Pain and Spasticity N _
o s unclear if the service meets BCBSOK Medical Policy criteria.
Implantable Programmable Infusion o ) ) )
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ’
€078 Pump Replacement (Excludes ‘ . SUR707.008 Implantable Infusion Pump for Pain and Spasticity - -
: predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Implantable Intraspinal Catheter)
oz Ambultory Traction Device All Types Procedure/service no rembursed by BCBSOK. Not subject to ulization eview. Pleas seethe Cinical Payment and Coding Palicytted: Non-Reimbursable ovE1oL08 R - B
o and/or Unproven Services (EIU).
coao  Tction Frame Attached To Headboard Procedure/service not rembursed by BCBSOK. Not subjec to ulization eview. Pleas seethe Cinical Payment and Coding Palicytted: Non-Reimbursable ovE101086 raction Devices for Use i the Home
Cervical Traction and/or Unproven Services (EIU). = =
Traction Equipment Cervical Free-
cosas  Standing Stand/frame Pneumatic Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clnical Payment and Coding Poliy titled: Non-Reimbursable DME101.046 Pneumatic Traction and Spinal Unloading Devices
Applying Traction Force To Other Than i i and/or Unproven DME101.041 Traction Devices for Use in the Home = =
Mandible
oz Taction Stand Cervical by BCBSOK. Notsubject o tization revew. Plese se the ClncalPayment and Codng Polcy tiled: Nor-Reimbursable ovE101086 raction Devices for Use I the Home
Traction and/or Unproven Services (EIU). = =
conss  Cerviel Tracton Equipment Not Procecure/servicenot reimbursed by BCBSOK. Not subject o utiiztionreview. Pleas se the Clnical Payment and Coding Polcyttlec: Non-Reimbursable oVE101086 Traction Devices for Use n the Home
Requiring Additional Stand Or Frame and/or Unproven = =
rogse  Cevical Tration Device With Infiatable. Procedure/Service not reimbursed by BCBSOK. Not subject o utlzation review. lease see the Cinica Payment and Coding Policy titled: Non-Reimbursable DME101.046 Preumatic Traction and Spinal Unloading Devices
Air Bladder(s) i i and/or Unproven Services (EIU). DME101.041 Traction Devices for Use in the Home = =
Proced ice not reimbursed by BCBSOK. Not subject to utiizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
£0860 Traction Equipment Overdoor Cervical ICCcdUre/service not reimbursed by SUPJER to utllzation review. Flease see the Clinical Payment and Coding Policy tfled: Hon-Relmbursasle DME101.046 Traction Devices for Use in the Home _ _
and/or Unproven Services (EIU).
conop  Tction Frame Attached To Footboard Procedure/service not rembursed by BCBSOK. Not subjec to ulization eview. Pleas seethe Cinical Payment and Coding Palicytted: Non-Reimbursable ovE101086 raction Devices for Use i the Home
Pelvic Traction and/or Unproven Services (EIU). = =
Fracture Frame Attached To Bed Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a -
£0920 ’ DME101.046 Traction Devices for Use in the Home
Includes Weights request i it is unclear if the service meets BCBSOK Medical Policy criteria. - -
Fracture Frame Free Standing Includes  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a -
£0930 ‘ : DME101.046 Traction Devices for Use in the Home
Weights request i it is unclear if the service meets BCBSOK Medical Policy criteria. - -
Continuous Passive Motion Exercise  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a ) )
€035 > : DME101.023 Continuous Passive Motion (CPM) Device _ _
Device For Use On Knee Only predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
oz Continuous Exercise by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Poliy titled: Non-Reimbursable ovE101073 T P . B
Device For Use Other Than Knee and/or Unproven
Gravity Assisted Traction Device Any  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a -
£0941 ’ DME101.046 Traction Devices for Use in the Home
Tvpe request i it is unclear if the service meets BCBSOK Medical Policy criteria. - -
T e o Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaionreview. Pleas se the CnicalPayment and Coding Palicyttec: Non-Reimbursable ovEion0m raction Devices for Use i the Home
and/or Unproven Services (EIU). = =
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable ) -
£0344  Pelvic Belt/Harmess/Boot . : . DME101.046 Traction Devices for Use in the Home _ _
and/or Unproven Services (EIU).
Fracture Frame Dual With Cross Bars  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ,
£0946 > : DME101.046 Traction Devices for Use in the Home
Attached To Bed (. G. Balken 4 Poster) ~predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria. - -
Fracture Frame Attachments For Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a -
£0947 ’ DME101.046 Traction Devices for Use in the Home
Complex Pelvic Traction request i it is unclear if the service meets BCBSOK Medical Policy criteria. - -
Fracture Frame Attachments For Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a -
£0948 : . DME101.046 Traction Devices for Use in the Home
Complex Cervical Traction request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
€090 Wheelhair Accessory Tray £ach Wedica Plicy Criteia Procecure/sevic reiewed to nsure each ervce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 ovE1o1010 Wheetchais and Acessoies - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair A Lateral Thigh O
reelchair Accessory Lateral ThBh OF 1o jical policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
£0953  Knee Support Any Type Including Fixed ! ‘ ° DME101.010 Wheelchairs and Accessories _ _
. predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Mounting Hardware Each
Wheelchair A Foot Box A
ieelchair Accessory Foot Box ANY ypo jical policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
£0354  Type Includes Attachment And Mounting > : ° DME101.010 Wheelchairs and Accessories _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Hardware Each Foot
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E0955

Wheelchair Accessory Headrest
Cushioned Any Type Including Fixed
Mounting Hardware Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

0969

Narrowing Device Wheelchair

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E0981

Wheelchair Accessory Seat Upholstery.
Replacement Only Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£0982

Wheelchair Accessory Back Upholstery.
Replacement Only Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£0983

Manual Wheelchair Accessory Power
Add-On To Convert Manual Wheelchair
To Motorized Wheelchair Joystick
Control

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E0984

Manual Wheelchair Accessory Power
Add-On To Convert Manual Wheelchair
To Motorized Wheelchair Tiller Control

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£0985

Wheelchair Accessory Seat Lift
Mechanism

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£0986

Manual Wheelchair Accessory Push-Rim
Activated Power Assist System

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£0988

Manual Wheelchair Accessory Lever-
Activated Wheel Drive Pair

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£0990

Wheelchair Accessory Elevating Leg Rest
Complete Assembly_Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£0992

Manual Wheelchair Accessory Solid Seat
Insert

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

1002

Wheelchair Accessory Power Seating
System Tilt Only

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£1003

Wheelchair Accessory Power Seating
System Recline Only Without Shear
Reduction

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£1004

Wheelchair Accessory Power Seating
System Recline Only With Mechanical
Shear Reduction

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£1005

Wheelchair Accessory Power Seatng
System Recline Only With Power Shear
Reduction

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

1006

Wheelchair Accessory Power Seating
System Combination Tilt And Recline
Without Shear Reduction

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£1007

Wheelchair Accessory Power Seating
System Combination Tilt And Recline
With Mechanical Shear Reduction

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical P
predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

. BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£1008

Wheelchair Accessory Power Seating
System Combination Tilt And Recline
With Power Shear Reduction

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1009

Wheelchair Accessory Addition To Power
Seating System Mechanically Linked Leg
Elevation System Including Pushrod And
Leg Rest Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1010

Wheelchair Accessory Addition To Power
Seating System Power Leg Elevation
System Including Leg Rest Pair

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

E1012

Wheelchair Accessory Addition To Power
Seating System Center Mount Power
Elevating Leg Rest/Platform Complete
System Any Type Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteri
predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

. BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1028

Wheelchair Accessory Manual
Swingaway Retractable Or Removable
Mounting Hardware For Joystick Other
Control Interface O Positioning
Accessory.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1031

Rollabout Chair Any And All Types With
Castors 5 Or Greater

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1035

Multi-Positional Patient Transfer System
Integrated Seat Operated By Care
iver Patient Weight Capacity Up To And
Including 300 Lbs

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010
DME101.034

Wheelchairs and Accessories
Lifts and Elevator Systems

E1036

Multi-Positional Patient Transfer System
Extra-Wide With Integrated Seat
Operated By Caregiver Patient Weight
Capacity Greater Than 300 Lbs.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010
DME101.034

Wheelchairs and Accessories
Lifts and Elevator Systems

E1037

Transport Chair Pediatric Size

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1038

Transport Chair Adult Size Patient
Weight Capacity Up To And Including 300
Pounds

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1039

‘Transport Chair Adult Size Heavy Duty
Patient Weight Capacity Greater Than
300 Pounds

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1050

Fully-Reclining Wheelchair Fixed Full
Length Arms Swing Away Detachable
Elevating Leg Rests

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1060

Fully-Reclining Wheelchair Detachable
Arms Desk Or Full Length Swing Away
Detachable Elevating Legrests.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£1070

Fully-Reclining Wheelchair Detachable
Arms (Desk Or Full Length) Swing Away
Detachable Footrest

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1083

Hemi-Wheelchair Fixed Full Length Arms
Swing Away Detachable Elevating Leg
Rest

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1084

Hermi-Wheelchair Detachable Arms Desk
Or Full Length Arms Swing Away
Detachable Elevating Leg Rests

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1085

Hermi-Wheelchair Fixed Full Length Arms
Swing Away Detachable Foot Rests

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1086

Hermi-Wheelchair Detachable Arms Desk
Or Full Length Swing Away Detachable
Footrests.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1087

High Strength Lightweight Wheelchair
Fixed Full Length Arms Swing Away
Detachable Elevating Leg Rests

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1088

High Strength Lightweight Wheelchair
Detachable Arms Desk Or Full Length
Swing Away Detachable Elevating Leg.
Rests

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1089

High Strength Lightweight Wheelchair
Fixed Length Arms Swing Away
Detachable Footrest

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£1090

High Strength Lightweight Wheelchair
Detachable Arms Desk Or Full Length
Swing Away Detachable Foot Rests

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

1092

Wide Heavy Duty Wheel Chair
Detachable Arms (Desk Or Full Length)
Swing Away Detachable Elevating Leg
Rests

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

1093

Wide Heavy Duty Wheelchair Detachable
Arms Desk O Full Length Arms Swing,
Away Detachable Footrests.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1100

Semi-Reclining Wheelchair Fixed Full
Length Arms Swing Away Detachable
Elevating Leg Rests

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E1110

Semi-Reclining Wheelchair Detachable
Arms (Desk Or Full Length) Elevating Leg.
Rest

October 2021

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories
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Standard Wheelchair Fixed Full Length
" ir Fxed FUl LenBtN e il policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
E1130  Arms Fixed Or Swing Away Detachable o ; : ) . DME101.010 Wheelchairs and Accessories
Footrests predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair Detachable Arms Desk Or
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
€140 Full Length Swing Away Detachable fealPoley Crieria: Procedurey S e . fcal Polley ertert uomitting DME101.010 Wheelchairs and Accessories
Footrents predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair Detachable Arms Desk O
ecichar Detachable Arms DSSKO Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£1150  Full Length Swing Away Detachable . : . DME101.010 Wheelchairs and Accessories
y predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Elevating Legrests
Wheelchair Fixed Full Length A
e e Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£1160  Swing Away Detachable Elevating . : . DMEL01.010 Wheelchairs and Accessories
Legrests predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
cize  Manual AdulSze Wheelchair ncudes  Medical Poicy Critera:Procedure/senvice reviewed o ensure ach sevice meets BCBSOK Medical Polieyeitera, BCBSOK recommends submittng 2 ovE101010 Wheetchais and Accessories
Tilt In Space request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Amputee Wheelchair Fixed Ful Length
mputee Wheelchair Fixed Full LEVBIN 41 poicy critera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
€170 Ams Swing Away Detachable Elevating . : . DMEL01.010 Wheelchairs and Accessories
Legrests predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
criyy  Amputee Wheelchar Fixed Full Length  Mecical Policy Critera:Procedure/senvicereview to ensure each srvice meets BCBSOK Medical Poley eieria. BCBSOK recommends subitting a oVEL0L010 Wheelkhars and Accessories
Arms Without Footrests Or Legrest predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Amputee Wheelchair Detachable Ar
. “;::: P ::g;')' Wit Pootrens, | Medical Policy Crieria Procedure/sevice reviewe to ensure each sevice meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Or Legrest
Amputee Wheelchair Detachable Ar
e150 “;::: ot ::g;')' s:“""g‘ Aia: "™ Medical Policy Criteria Procedure/service reviewe o ensure each sevice meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Detachable Footrests
Amputee Wheelchair Detachable Ar
e1190 “;::: ot ::g;')' s:“""g‘ Aia: "™ Medical Policy Criteria Procedure/sevice reviewe to ensure each sevice meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
: predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Detachable Elevating Legrests
Heavy Duty Wheelchair Fixed Full Length
feavy Duty Wheelchalr Fixed Pull Length ;a1 policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
E1195  Amms Swing Away Detachable Elevating . : . DME101.010 Wheelchairs and Accessories
Legrests predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
crz00  Amputee Wheelchir Fixed Full Length  Mecical Polic Critera:Procedure/senvicereview to ensure each srvice meets BCBSOK Medical Poley eieria. BCBSOK recommends subitting a ovEL0L010 Wheelhairs and Accessories
Arms Swing Away Detachable Footrest  predetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair; Specially Sized O
220 Comtrarann ::;‘;L o Name MedicalPolicy Crteria Procedure/sevice reviewe to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
o predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Model Number If Any) And Justification
1220 Wheelchir With Fied A Footrests | MeG1A POIY Critra:Procedure/senvice reviewed o ensure ach service meets BCBSOK Medical Poley eitera, BCBSOK recommends submittng 2 ovE1o1010 Wheetchais and Accessories
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
1222 Wheslchair Withfixed Avm Elevating  Medical Policy Criteria:Procedure/senvicereviewed o ensure each srvice meets BCBSOK Medical Policy eitera, BCBSOK recommends submittng 2 ovE1o1010 Wheetchats and Accessories
Legrests request if it is unclear if the service meets BCBSOK Medical Policy criteria.
t1233  Wheelchair With Detachable Arms Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 ovE1o1010 Wheetchais and Accessories
Footrests request if it is unclear if the service meets BCBSOK Medical Policy criteria.
1220 Wheelchair With Detachable Arms Wedica Plicy Citeia Procedure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sumittng 2 ovE1o1010 Wheetchais and Accessories
i Legrests request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair Accessory Manual Semi-
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical P . BCBSOK ds submiti
€125 Reclining Back (Reclin Greater Than 15 Medica! Poic Crtera: Procedure/service reviewed to ensure each service meets 6CBSOK Medica recommends submiting 2 DME101.010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Degrees But Less Than 80 Degrees) Each
Wheelchair A ‘Manual Full
1226 Rej:‘:;:acic?;‘:z‘e oreaton oo g Medical Polcy Criteia: Procedure/service reviewe to ensure each service meets BCBSOK Medical Plicy ritria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Degrees) Each
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical P . BCBSOK ds submitt
€1227  Special Height Arms For Wheelchair edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medica recommends submIting 2 DME101.010 Wheelchairs and Accessories
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
1228 SpecalBack Helgh For Wheelchar Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy riteia. BCBSOK recommends sbmittng 2 ovE1o1010 Wheetchats and Accessories
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
1220 Wheslchair Pediatric iz Not Otherwise Medical Polic Critera: Procedure/servicereviewed o ensure each srvice meets BCBSOK Medical Policyeitera, BCBSOK recommends submittng 2 ovEio1010 Wheetchais and Accessories
Specified request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Power Operated Vehicle (Three Or FOUT 1 pjicy ritera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
£1230  Wheel Nonhighway) Specify Brand Name o : - o : € DME101.010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
And Model Number
c1a3  Wheelchair PediatricSie Titin-Space  MecicalPolic Criteria: Procedure/senvice reviewed o ensure each srvice meets BCBSOK Medical Polcy ciera. BCBSOK recommends submitting a P Wheelhars and Accessories
Rigid Adjustable With Seating System  predetermination request if it i unclear i the service meets BCBSOK Medical Policy criteria.
c1a3;  Wheelchair PediatricSie Titin-Space  Mecical Polic Critera: Procedure/servicereviewed o ensure each srvice meets BCBSOK Medical Polcy ciera. BCBSOK recommends submitting a ovEL0L010 Wheelhairs and Accessories
Folding Adjustable With Seating System  predetermination request f it i unclear i the service meets BCBSOK Medical Policy criteria.
Wheelchair P Size TitIn
o3 Rix:f; d:“'mm Wit sleaﬁ:g P3¢ Medical Policy Criteria: Procedure/service reviewe to ensure each service meets BCBSOK Medical Plic critria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
Suetem predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair P Size TiltIn-
(1234 Folding Adiumabie Without Seating  Mecical Polcy rteiaProcedure/sevice reviewe to ensure each srvice meets BCBSOK Miedical Policy riteria. BCBSOK recommends submitting a ovEL0L010 Wheelhars and Accessories
Sustem predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
t1yss | Wheelchair Pediatic Size Rigid Wedica Plicy Citeia Procedure/servic reviewed to ensure each ervice meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 ovE1o1010 Wheetchats and Accessoies
Adiustable With Seating Svstem request if it is unclear if the service meets BCBSOK Medical Policy criteria.
i1rss | Wheelchai PediaricSize Folding Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 ovE1o1010 Wheetchais andt Accessoies
Adiustable With Seating Svstem request if it is unclear if the service meets BCBSOK Medical Policy criteria.
t1yyy  Wheelchar pediaricize Rigid Wedica Plicy Criteia Procecure/sevic reiewed to ensure each ervice meets BCBSOK Medical Policy crteia, BCBSOK recommends submitting 2 J Wheehars and Accessories
Adjustable Without Seating System  predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria.
t1ysg  Wheelchai ediaricSize Folding Wedica Plicy Criteia Procecure/sevic reiewed to ensure each service meets BCBSOK Medical Policy criteia, BCBSOK recommends submitting 2 J Wheehars and Accessories
Adjustable Without Seating System  predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria.
1239 Power Wheelchair Pediatric e Not  MedicalPolicy Critera: Procedure/Senvice reviewe o ensure ach sevice meets BCBSOK Medicl Policycieria, BCBSOK recommends submittng 2 ovE1o1010 Wheetchais and Accessories
Otherwise Specified request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Lightweight Wheelchair Detachabl
1240 Afmsw(en‘isk o ::"cl:"';m) :;m’g ;wxv MedicalPolicy Crteia Procedure/sevice reviewe to ensure each srvice meets BCBSOK Medical Policy riteria. BEBSOK recommends submitting a OMELOLO10 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Detachable Elevating Legrest
cias  LUshtwelght Wheelchair fixed Fll Length Miecical Policy Criteria: Procedure/Service reviewd o ensure each srvice meets BCBSOK Medical Polcy cieria, BCBSOK recommends submitting a J Wheehars and Accessories
Arms Swing Away Detachable Footrest  predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Lightweight Wheelchair Detachabl
1260 Afm::‘:xk o :j i;“;m S:fm: Aiay MedicalPolicy Crteia Procedure/service reviewe to ensure each srvice meets BCBSOK Medical Policy riteria. BEBSOK recommends submitting a OMELOLO10 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Detachable Footrest
Lightweight Wheelchair Fixed Full Length
I Afmswse:nx Aw:; cD:;ch:l:e Elljeva:i':\gg MedicalPolicy Crteria Procedure/sevice reviewe to ensure each srvice meets BCBSOK Medical Policy riteria. BEBSOK recommends submitting a OMELOLO10 Wheelchairs and Accessories
Legrasts predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
cizso  Meaw Duty Wheelchar Detachable Arms Miecical Policy Citeria: Procedure/service reviewe o ensure each srvice meets BCBSOK Medical Polcy cieria, BCBSOK recommends submitting a J Wheehars and Accessories
(Desk Or Full Length) Elevating Legrests  predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria.
cizss  Meaw Duty Wheelchar Fixed Fullength Miecical Policy Citeria: Procedure/service review o ensure each service meets BCBSOK Medical Polcy ciera. BCBSOK recommends submitting a J Wheehars and Accessories
Arms Swing Away Detachable Footrest  predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Heavy Duty Wheelchair Detachable A
s ;::: OruFZH Lei;;)’;mg ;i:y AT \edical Policy Citria: Pocedure/servie reviewed to ensure each service meets BCBSOK Medical Plicy criera. BCBSOK recommends submitting a OMELOLO10 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Detachable Footrest
1205 Meaw Duty Wheelchar Fixed Fullength MiecicalPolicy Critera: Procedure/Service reviewec o ensure ach sevice meets BCBSOK Medicl Policyciteria, BCBSOK recommends submittng 2 ovE1o1010 Wheetchatrs and Aceessoies
Arms_Elevating Legrest request if it is unclear if the service meets BCBSOK Medical Policy criteria.
1206 SPecal Wheelchair Seat Height From  Miecical Policy Citeria:Procedure/Service reviewed o ensure each sevice meets BCBSOK Medicl Policycieria, BCBSOK recommends submittng 2 ovE1o1010 Wheetchatrs and Accessoies
Floor request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Special Wheelchair Seat Depth By Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£1207 : . . DMEL01.010 Wheelchairs and Accessories
Usholstery request i it is unclear if the service meets BCBSOK Medical Policy criteria.
1205 SPecal Wheslchair Seat Depth And/Or  Micical Policy Citeria:Procedure/Service reviewed o ensure each srvice meets BCBSOK Medicl Policy cieria, BCBSOK recommends submittng 2 ovE1o1010 Wheetchats and Accessoies
th By Construction request i it is unclear if th service meets BCBSOK Medical Policy criteria.
£1300 _ Whirlpool Portable (Overtub Type) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. - -
E1310  Whirlpool ble (Built-In Type)  Non Covered: i by BCBSOK. Not subject to utilization review. _ -
c139e  Durable Medical Equipment Unlisted or Undefined: Procedure/service not otherwise defined or classiied, and may be subject to benefit and/or clinical review. May require Prior Authorization
based on contract agreement. - -
Dialysis Equipment ot Otherwise
feg v Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ -
e Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable DME103.009 Mechanical Stretching Devices
i and/or Unproven Services (EIU). SUR705.010 Joint (T) Disorders (TWJD)
cijo1  Replacement Cushions Fo Jaw Motion  Procedure/service not reimbursed by BCBSOK. Not subject to utlztion review. lease see the Clnical Payment and Coding Policy titlecs Non-Reimbursable DME103.009 Mechanical Stretching Devices
Rehabilitation System Pke. Of 6 i and/or Unproven SUR705.010 Temporomandibular Joint (TM) Disorders (TMJD)
Replacement Measuring Scales For Jaw
. Sg\mzm e o Procedure/service not reimbursed by BCBSOK. Not subject t utlzation review. lease see the Clnical Payment and Coding Policy titlecs Non-Reimbursable DME103.009 Mechanical Stretching Devices
& andor Unproven SUR705.010 Temporomandibular Joint (TM) Disorders (TMJD)
Dynamic Adjustable Elbow
" " Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME103.009 Mechanical Stretching Devices
£1800  Extension/Flexion Device Includes Soft ) }
predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria. DME103.001 Orthotics
Interface Material
Static Progressive Stretch Elbow Device
Extension And/Or Flexion With Or Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a .
E1801 : . : : : . DME103.009 Mechanical Stretching Devices
Jout Range Of Motion Adjustment  predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Includes All Components And Accessories
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Dynamic Adjustable Forearm

) Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME103.009 Mechanical Stretching Devices
€1802  Pronation/Supination Device Includes o : : ! "
predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME103.001 Orthotics
Soft Interface Material
Dynamic Adjustable Wrist Extension
Vnamic Ad ISUBMENson /- jica Policy Criteia: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy citera. BEBSOK recommends submitting a DME103.009 Mechanical Stretching Devices
£1805  Flexion Device Includes Soft Interface . . : ! "
Material predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME103.001 Orthotics
Static Progressive Stretch Wrist Device
Flexion And/Or Extension With Or Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£1806 DME103.009 Mechanical Stretching Devices
Without Range Of Motion Adjustment  predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Includes All Components And Accessories
Dynamic Adjustable Knee Extension /
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME103.009 Mechanical Stretching Devices
E1810  Flexion Device Includes Soft Interface
- predetermination request if it i unclear i the service meets BCBSOK Medical Policy criteria. DME103.001 Orthotics
Static Progressive Stretch Knee Device
cigr  Exension And/Or lexion With Or Medica Plicy Criteia Procecure/sevice reviewed to ensure each servce meets BCBSOK Medical Policy crteia. BCBSOK recommendssubmitting 2 OE105.009 Mechanical Stretching Devices
Without Range Of Motion Adjustment  predetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Includes All Components And Accessories
crgry  DynamicKnee Extension/Flexion Device  MedicalPolicy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Miedical Poicy crteria, BCBSOK recommends submitting a DME103.009 Mechanical Stretching Devices
With Active Resistance Control predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME103.001 Orthotics
Dynamic Adjustable Ankis
o1s oo /;::ji; onive Includes sofe | Medical Policy CriteriasProcedure/service reviewed to ensure each service meets BCBSOK Medica Policy critria, BCBSOK recommends submittng DME103.001 Orthotics
predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME103.009 Mechanical Stretching Devices
Interface Material
Static Progressive Stretch Ankle Device
Flexion And/Or Extension With Or Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
E1816 DME103.009 Mechanical Stretching Devices
Without Range Of Motion Adjustment  predetermination request i it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Includes All Components And Accessories
Static Progressive Stretch Forearm
frggg  Provation/ Supination Device With O MedicalPolicy Crteia Procedure/sevice reviewe to ensure each sevice meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a OE10.009 Mechanical Stretching Devices
Without Range Of Motion Adjustment  predetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Includes All Components And Accessories
Repl t Soft Interface Material
1820 Do A :X‘:::iwjﬂ’::n" Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME103.009 Mechanical Stretching Devices
e A predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME103.001 Orthotics
Replacement Soft Interface o . ieal ol . !
E1821 MateriaCofts ror B Orestional statie | Mecial Poley rteia Procedure/sevic reviewe o ensure each sevice meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a DME103.001 Orthotics
Progressive Streteh Device predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME103.009 Mechanical Stretching Devices
Dynamic Adjustable Finger e . . ! .
) Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME103.009 Mechanical Stretching Devices
E1825  Extension/Flexion Device Includes Soft : -
predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME103.001 Orthotics
Interface Material
Dynamic Adjustable Toe e . . ! .
) Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME103.009 Mechanical Stretching Devices
E1830  Extension/Flexion Device Includes Soft : -
predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME103.001 Orthotics
Interface Material
Static Progressive Stretch Toe Device
Extension And/Or Flexion With O Medical Policy Crieria: P i dt h s BCBSOK Medical Policy criteria. BCBSOK pritti
cigay  EXtension And/Or Fexion With O edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a OE103.009 Mechanicl Stretehing Devces
Without Range Of Motion Adjustment  predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria
Includes All Components And Accessories
Dynamic Adjustable Shoulder Fl
c1540 AZ:”:“" j‘:z:;:n D"‘:Ide""“":’: /" Medical Policy Crteria: rocedure/service reviewed to ensure each service meets BCBSOK Medical Policy ritera. BCBSOK recommends submitting a DME103.001 Orthotics
et evice Includes predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria DME103.009 Mechanical Stretching Devices
Soft Interface Material
Static Progressive Stretch Shoulder Device
ciga1  With O Without Range Of Motion Medica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK Medical Policy criteia. BCBSOK recommends submitting 2 OME105.000 Miechanical Stretching Devices
Adjustment Includes All Components And predetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Accessories
Communication Board Non-Electronic
E1902  Augmentative Or Alternative Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. N -
Communication Device
Pulse Generator System For Tympanic e . . !
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a . tere Di
£2120  Treatment Of Inner Ear Endolymphatic : - DME101.043 Transtympanic Micropressure Applications as a Treatment of Meniere Disease
flad predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Manual Wheelchair Accessory
c2s01  Nonstandard Seat Frame Width Greater  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BBSOK Miedical Poicy crteria, BCBSOK recommends submitting a P Wheelhalrs and Accessories
Than O Equal To 20 Inches And Less Than predetermination request i it is unclear if the service meets BCBSOK Medical Policy criteria. :
24 Inches
Manual Wheelchair A
209 Nemtondond Somt Fame ot 2427 Medical Poliy Crtera Procedure/sevic revewe o ensure each sevice meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
Inches predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Manual Wheelchair A
2203 N::S‘::n da’:’:;';ﬂ:‘;: :h 207 Medical Polcy riteia: Procedure/sevice reviewed to ensure each service meets BCBSOK MiedicalPolicy citria BCBSOK recommends submitting a OMELOLO10 Wheelchairs and Accessories
predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Less Than 22 Inches
Manual Wheelchair A
2208 N::S‘::n da’:z;';m:‘;: o 22 1o 25 Medical Poliy Crieia Procedure/senic reiewed to ensure each srvce meets BCBSOK MedicalPoicy rteia. BCBSOK recommendssubmitting 2 OMELOLO10 Wheelchairs and Accessories
s predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Manual Wheelchair A Wheel
anual Wheelchalr Accessory Wheel yo jical policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
£2206  Lock Assembly Complete Replacement oo ‘ ° DME101.010 Wheelchairs and Accessories
Only Each predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
2207 Wheelchair Accessory Grutch And Cane  Miecical Poicy Critra:Procedure/Senvice reviewe o ensure each service meets BCBSOK Medicl Policyciera, BCBSOK recommends submittng 2 ovE1o1010 Wheetchais andt Accssoies
Holder Each request i it is unclear i the service meets BCBSOK Medical Policy criteria.
2209 A Trough With Or Without Hand  Mecical Policy Citeria: Procedure/Service reviewie o ensure each srvice meets BCBSOK Medical Policyciteria, BCBSOK recommends submittng 2 ovE1o1010 Wheetchats and Accessoies
Support Each request i it is unclear i the service meets BCBSOK Medical Policy criteria.
£a1y Manual Wheelchair Accessory Pneumatic MiedicalPolicy Crteia Procedure/sevice reviewe to ensure each service meets BCBSOK Miedical Policy riteria. BCBSOK recommends submitting a J Wheehars and Accessories
Propuision Tire Any Size Each predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
£a12  Manual Wheelchair Accessory Tube For  MedicalPolicy Crteia Procedure/sevice reviewe to ensure each service meets BCBSOK Miedical Policy riteria. BCBSOK recommends submitting a J Wheehars and Accessories
Pneumatic Propulsion Tire Any Size Each predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
Manual Wheelchair A Insert
anual Wheelchair Accessory Insert FOr\o jical policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
€213 Pneumatic Propulsion Tire (Removable) : . DME101.010 Wheelchairs and Accessories
predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Any Type Any Size Each
caa14  Manual Wheelchair Accessory Pneumatic MiedicalPolicy Crteia Procedure/sevice reviewe to ensure each srvice meets BCBSOK Miedical Policy riteria. BCBSOK recommends submitting a J Wheehars and Accessories
Caster Tire Any Size Each predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
caars  Manual Wheelchair Accessory Tube For  MedicalPolicy Crteia Procedure/sevice reviewe to ensure each service meets BCBSOK Miedical Policy riteria. BCBSOK recommends submitting a J Wheehars and Accessories
Pneumatic Caster Tire Any Size Each predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
caa16  Manual Wheelchair Accessory Foam  MedicalPolicy Crteia Procedure/sevice reviewe o ensure each srvice meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a J Wheehars and Accessories
Filled Propulsion Tire Any Size Each predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
caa17  Manual Wheelchair Accessory Foam  MedicalPolicy Crteia Procedure/sevice reviewe to ensure each service meets BCBSOK Miedical Policy riteria. BCBSOK recommends submitting a J Wheehars and Accessories
Filled Caster Tire Any Size Each predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Manual Wheelchair Accessory Foam  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
€218 e o . : . DMEL01.010 Wheelchairs and Accessories
Propulsion Tire Any Size Each predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Manual Wheelchair Accessory Foam  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
€219 : : . DMEL01.010 Wheelchairs and Accessories
Caster Tire Any Size Each request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Manual Wheelchair A Salid
anual Wheelchair Accessory Soli Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting 2
£2220  (Rubber/Plastic) Propulsion Tire Any Size ey ‘ ° ° DME101.010 Wheelchairs and Accessories
predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
Replacement Only Each
Manual Wheelchair A Salid
anual Wheelchair Accessory Soli Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting 2
€221 (Rubber/Plastic) Caster Tire (Removable) . : N . DMEL01.010 Wheelchairs and Accessories
predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
Any Size Replacement Only Each
Manual Wheelchair Accessory Solid
(Rubber/Plastic) Caster Tire With Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
€222 e : N . DMEL01.010 Wheelchairs and Accessories
Integrated Wheel Any Size Replacement predetermination request if it i unclear f the service meets BCBSOK Medical Policy criteria.
Only Each
Manual Wheelchair Accessory Wheel  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
€228 e : N . DMEL01.010 Wheelchairs and Accessories
Braking System And Lock Complete Each predetermination request f it i unclear f the service meets BCBSOK Medical Policy criteria.
t2rs0 Manual Wheelchair Acessory Manual  Medical Poicy rteia: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crtera. BEBSOK recommends submiting 3 DME101.010 Wheelchairs and Accessories
Standing Svstem request i it is unclear i the service meets BCBSOK Medical Policy criteria. DME101.034 Lifts and Elevator Systems
Manual Wheelchair A Solid Seat
- S:"‘:n Ba:&::;ﬂ‘:’;‘:"’m‘:)' %2 Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories
PP P! s predetermination request if it is unclear f the service meets BCBSOK Medical Policy criteria. DME101.034 Lifts and Elevator Systems
Includes Any Type Mounting Hardware
Back Planar For Pediatric i
ack Planar For Pediatric Size ~ Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting 2
£2291  Wheelchair Including Fixed Attaching e : N . DME101.010 Wheelchairs and Accessories
predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
Hardware
Seat Planar For pediatric S
at Planar For Pediatric Size Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting 2
£2292  Wheelchair Including Fixed Attaching e : N . DME101.010 Wheelchairs and Accessories
predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
Hardware
Back Contoured For Pediat
2295 Whselenmt di:; et g Medical Polcy Crteria: Procedure/sevic reviewed to ensure eachsenice meets BCBSOK Medical Pliy citeri. BCBSOK recommends submiting OMELOL010 Wheelchairs and Accessories

Hardware
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predetermination request i

s unclear if the service meets BCBSOK Medical Policy criteria.
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2294

Seat Contoured For Pediatric Size
Wheelchair Including Fixed Attaching,
Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2295

Manual Wheelchair Accessory For
Pediatric Size Wheelchair Dynamic
Seating Frame Allows Coordinated
Movement Of Multiple Positioning
Features

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010
DME101.034

Wheelchairs and Accessories
Lifts and Elevator Systems

E2300

Pwr Seat Elevation Sys

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

E2301

Pwr Standing

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

2310

Power Wheelchair Accessory Electronic
Connection Between Wheelchair

Controller And One Power Seating System

Motor Including All Related Electronics
Indicator Feature Mechanical Function
Selection Switch And Fixed Mounting
Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2311

Power Wheelchair Accessory Electronic
Connection Between Wheelchair
Controller And Two Or More Power
Seating System Motors Including All
Related Electronics Indicator Feature
Mechanical Function Selection Switch
And Fixed Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

2312

Power Wheelchair Accessory Hand O

Chin Control Interface Mini-Proportional

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

2313

Power Wheelchair Accessory Harness For

Upgrade To Expandable Controller

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

2321

Power Wheelchair Accessory Hand
Control Interface Remote Joystick
Nonproportional Including All Related
Electronics Mechanical Stop Switch And
Fixed Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2322

Power Wheelchair Accessory Hand
Control Interface Multiple Mechanical
Switches Nonproportional Including All
Related Electronics Mechanical Stop
Switch And Fixed Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2323

Power Wheelchair Accessory Specialty
Joystick Handle For Hand Control
Interface Prefabricated

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2324

Power Wheelchair Accessory Chin Cup
For Chin Control Interface

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2325

Power Wheelchair Accessory Sip And

Puff Interface Nonproportional Including.

All Related Electronics Mechanical Stop
Switch And Manual Swingaway
Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

. BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2326

Power Wheelchair Accessory Breath
Tube Kit For Sip And Puff Interface

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2327

Power Wheelchair Accessory Head
Control Interface Mechanical
Proportional Including All Related

Electronics Mechanical Direction Change

Switch And Fixed Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2328

Power Wheelchair Accessory Head
Control Or Extremity Control Interface
Electronic Proportional Including All
Related Electronics And Fixed Mounting
Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2329

Power Wheelchair Accessory Head
Control Interface Contact Switch
Mechanism Nonproportional Including
All Related Electronics Mechanical Stop
Switch Mechanical Direction Change
Switch Head Array And Fixed Mounting
Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2330

Power Wheelchair Accessory Head
Control Interface Proximity Switch
Mechanism Nonproportional Inclu
All Related Electronics Mechanical Stop
Switch Mechanical Direction Change
Switch Head Array And Fixed Mounting
Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2331

Power Wheelchair Accessory Attendant
Control Proportional Including All
Related Electronics And Fixed Mounting
Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2340

Power Wheelchair Accessory
Nonstandard Seat Frame Width 20-23
Inches

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2341

Power Wheelchair Accessory
Nonstandard Seat Frame Width 24-27
Inches

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2342

Power Wheelchair Accessory

Nonstandard Seat Frame Depth 20 Or 21

Inches

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2343

Power Wheelchair Accessory
Nonstandard Seat Frame Depth 22-25
Inches

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2351

Power Wheelchair Accessory Electronic
Interface To Operate Speech Generating
Device Using Power Wheelchair Control
Interface

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

€2358

Power Wheelchair Accessory Group 34
Non-Sealed Lead Acid Battery Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2359

Power Wheelchair Accessory Group 34
Sealed Lead Acid Battery Each (E.G. Gel
Cell Absorbed Glassmat)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2360

Power Wheelchair Accessory 22 Nf Non-
Sealed Lead Acid Battery Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E2361

Power Wheelchair Accessory 22Nf Sealed

Lead Acid Battery Each (E. G. Gel Cell
Absorbed Glassmat)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2362

Power Wheelchair Accessory Group 24
Non-Sealed Lead Acid Battery Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2363

Power Wheelchair Accessory Group 24
Sealed Lead Acid Battery Each (E. G. Gel
Cell Absorbed Glassmat)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2364

Power Wheelchair Accessory U-1 Non-
Sealed Lead Acid Battery Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2365

Power Wheelchair Accessory U-1 Sealed
Lead Acid Battery Each (E. G. Gel Cell
Absorbed Glassmat)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2366

Power Wheelchair Accessory Battery
Charger Single Mode For Use With Only
One Battery Type Sealed O Non-Sealed
Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2367

Power Wheelchair Accessory Battery
Charger Dual Mode For Use With Either

Battery Type Sealed O Non-Sealed Each

October 2021

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories
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2371

Power Wheelchair Accessory Group 27
Sealed Lead Acid Battery (E.G. Gel Cell
Absorbed Glassmat) Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2372

Power Wheelchair Accessory Group 27
Non-Sealed Lead Acid Battery Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2373

Power Wheelchair Accessory Hand Or
Chin Control Interface Compact Remote
Joystick Proportional Including Fixed
Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

2374

Power Wheelchair Accessory Hand Or
Chin Control Interface Standard Remote
Joystick (Not Including Controller)
Proportional Including All Related
Electronics And Fixed Mounting
Hardware Replacement Only

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if i

unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2375

Power Wheelchair Accessory Non-
Expandable Controller Including All
Related Electronics And Mounting
Hardware Replacement Only

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

2376

Power Wheelchair Accessory Expandable

Controller Including All Related
Electronics And Mounting Hardware
Replacement Only.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2377

Power Wheelchair Accessory Expandable

Controller Including All Related
Electronics And Mounting Hardware
Upgrade Provided At Initial Issue

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

E2397

Power Wheelchair Accessory Lithium-
Based Battery Each

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2402

Negative Pressure Wound Therapy
Electrical Pump Stationary Or Portable

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.036

Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds

£2500

Speech Generating Device Digitized
Speech Using Pre-Recorded Messages
Less Than Or Equal To 8 Minutes
Recording Time

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends subitting a

DME104.009

Speech Generating Devices (SGD)

£2502

Speech Generating Device Digitized
Speech Using Pre-Recorded Messages

Greater Than 8 Minutes But Less Than Or

Equal To 20 Minutes Recording Time

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.009

Speech Generating Devices (SGD)

E2504

Speech Generating Device Digitized
Speech Using Pre-Recorded Messages
Greater Than 20 Minutes But Less Than
Or Equal To 40 Minutes Recording Time

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME104.009

Speech Generating Devices (SGD)

£2506

Speech Generating Device Digitized
Speech Using Pre-Recorded Messages

Greater Than 40 Minutes Recording Time.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME104.009

Speech Generating Devices (SGD)

£2508

Speech Generating Device Synthesized
Speech Requiring Message Formulation
By Spelling And Access By Physical
Contact With The Device

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.009

Speech Generating Devices (SGD)

E2510

Speech Generating Device Synthesized
Speech Permitting Multiple Methods Of

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

" d Multiple
Methods Of Device Access

request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.009

Speech Generating Devices (SGD)

E2511

Speech Generating Software Program For

Personal Computer Or Personal Digital
Assistant

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME104.009

Speech Generating Devices (SGD)

2512

Accessory For Speech Generating Device
Mounting Svstem

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.009

Speech Generating Devices (SGD)

E2509

Accessory For Speech Generating Device
Not Otherwise Classified

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.009

Speech Generating Devices (SGD)

E2601

General Use Wheelchair Seat Cushion
Width Less Than 22 Inches Any Depth

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2602

General Use Wheelchair Seat Cushion
Width 22 Inches Or Greater Any Depth

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2603

Skin Protection Wheelchair Seat Cushion
Width Less Than 22 Inches Any Depth

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2604

Skin Protection Wheelchair Seat Cushion
Width 22 Inches Or Greater Any Depth

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2605

Positioning Wheelchair Seat Cushion
Width Less Than 22 Inches Any Depth

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2606

Positioning Wheelchair Seat Cushion
Width 22 Inches Or Greater Any Depth

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2607

Skin Protection And Positioning
Wheelchair Seat Cushion Width Less
Than 22 Inches Any Depth

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2608

Skin Protection And Positioning
Wheelchair Seat Cushion Width 22
Inches O Greater Any Depth

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2609

Custom Fabricated Wheelchair Seat
Cushion Any Size

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2610

Wheelchair Seat Cushion Powered

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E2611

General Use Wheelchair Back Cushion
Width Less Than 22 Inches Any Height
Including Any Type Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E2612

General Use Wheelchair Back Cushion
Width 22 Inches Or Greater Any Height
Including Any Type Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

£2613

Positioning Wheelchair Back Cushion

Posterior Width Less Than 22 Inches Any

Height Including Any Type Mounting
Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

. BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E2614

Positioning Wheelchair Back Cushion
Posterior Width 22 Inches Or Greater

Any Height Including Any Type Mounting

Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

E2615

Positioning Wheelchair Back Cushion
Posterior-Lateral Width Less Than 22
Inches Any Height Including Any Type
Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

E2616

Positioning Wheelchair Back Cushion
Posterior-Lateral Width 22 Inches Or
Greater Any Height Including Any Type
Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

€2617

Custom Fabricated Wheelchair Back
Cushion Any Size Including Any Type
Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2620

Positioning Wheelchair Back Cushion

Planar Back With Lateral Supports Width

Less Than 22 Inches Any Height
Including Any Type Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME101.010

Wheelchairs and Accessories

2621

Positioning Wheelchair Back Cushion

Planar Back With Lateral Supports Width

22 Inches Or Greater Any Height
Including Any Type Mounting Hardware

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories

2622

Skin Protection Wheelchair Seat Cushion
Adjustable Width Less Than 22 Inches
Any Depth

October 2021

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME101.010

Wheelchairs and Accessories
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Skin Protection Wheelchair Seat Cushion

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

£2623  Adjustable Width 22 Inches Or Greater DME101.010 Wheelchairs and Accessories
" ' " predetermination request if it s unclear if the service meets BCBSOK Medical Policy crteria. i !
Any Depth
Skin Protection And Positioning
Medical Policy Criteia: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£2624  Wheelchair Seat Cushion Adjustable o u'/‘dw e emsk e bty ey ediealPolley e uomitting DME101.010 Wheelchairs and Accessories
Width Less Than 22 Inches Any Depth ~ *" a v .
Skin Protection And Positioni
2625 Whedlenat semt Costion ‘Z’;’iﬁmle Me:u:(a\ Po\ic\; Criteria P:acedf « WE/STNicef ;:v\ewe? to e ce:;g seice mle:xi acss]ox Medical Policy criteria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
redetermination request i it is unclear if the service meets edical Policy criteria.
Width 22 Inches Or Greater Any Depth " a v
Wheelchair A Shoulder b
2626 Mot A s:::;:\wma::e ro " Medical Policy Criteria Procedure/sevice reviewe toensure each sevice meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair Balanced Adjustable
Wheelchair Accessory Shoulder Elbow
Mobile Arm Support Attached To Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£2627 DME101.010 Wheelchairs and A
Wheelchair Balanced Adjustable Rancho  predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. eelchalrs and Accessories
Type
Wheelchair A Shoulder b
2628 Mok A s:::;:\wma::e ro " Medical Policy Criteria Procedure/service revewe to ensure each sevice meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
- predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair Balanced Reclining
Wheelchair Accessory Shoulder Elbow
Mobile Arm Support Attached To
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
£2629  Wheelchair Balanced Friction Arm DME101.010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Support (Friction Dampening To Proximal
And Distal Joints)
Wheelchair Accessory Shoulder Elbow
Mobile Arm Support Menosuspension . pjicy riteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
£2630  Arm And Hand Support Overhead Elbow o o : . oy ertterta. ® DME101.010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Forearm Hand Sling Support Yoke Type
Suspension Support
Wheelchair A Addition T
ieetchalr Accessory AJAON TO yteical policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
€2631  Mobile Arm Support Elevating Proximal . : . DMEL01.010 Wheelchairs and Accessories
P predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Wheelchair A Addition T
632 Mo A s::::\wom; O aer) | Medical Policy Crieria Procedure/sevice revewe to ensure each sevice meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a OMELOL010 Wheelchairs and Accessories
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Rocker Arm With Elastic Balance Control
2633 Wheelchair Accessory Addition To Wedica Plicy Citeia Procedure/service reviewed to ensure each ervice meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 ovE1o1010 Wheetchais and Accessories
Mobile Arm Support Supinator request if it is unclear if the service meets BCBSOK Medical Policy criteria.
o127 Timming Of Dystrophic Nails Any Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy rteia. BCBSOK recommends sbmittng 2 SUR701.006 oot e servces
Number request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Services Performed By A Qualified
0151 P Thome ";heg:n‘e‘:ealm o Medical Policy Criteia: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria, BCBSOK recommends submitting a PSY301.014 Physical Therapy (PT) and Occupational Therapy (OT) Services
" " ; predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. THEB03.010 Autism Spectrum Disorders (ASD)
Hospice Setting Each 15 Minutes
Services Performed By A Qualified
gots,  Occupational Therapist In The Home  Medical Policy Criteria: Procedure/service reviewed to ensure each sevice meets BCBSOK Medica Policy critria, BCBSOK recommends submittng a PSY301.014 Physical Therapy (PT) and Occupational Therapy (O) Services
Health Or Hospice Setting Each 15 predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. THEB03.010 Autism Spectrum Disorders (ASD)
Minutes
Services Performed By A Qualified Speech:
60153 tommere potngit ﬁ":;;;e e, MedicalPolicy Criteria: Procedure/serice reviewed to ensure each service meets BCBSOK Miedical Poicy crteria. BCBSOK recommends submitting a PSY301.014 Speech-Language Therapy (SLT)
e s : predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. THEB03.014 Autism Spectrum Disorders (ASD)
Or Hospice Setting Each 15 Minutes
Services Performed By A Qualified
gots;  Phvsical Therapist Assstant n The Home - Medical Policy Criteria: Procedure/service reviewed to ensure each sevice meets BCBSOK Medica Policy critria, BCBSOK recommends submittng a PSY301.014 Physical Therapy (PT) and Occupational Therapy (OT) Services
Health Or Hospice Setting Each 15 predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. THEB03.010 Autism Spectrum Disorders (ASD)
Minutes
Services Performed By A Qualified
qotsg  Occupationsl Therapist Assistant I The  Medical Policy Criteria: Procedure/service reviewed to ensure each sevice meets BCBSOK Medica Policy critria. BCBSOK recommends submittng a PSY301.014 Physical Therapy (PT) and Occupational Therapy (O) Services
Home Health Or Hospice Setting Each 15 predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria. THEB03.010 Autism Spectrum Disorders (ASD)
Minutes
Services Performed By A Qualified
Physical Therapist In The Home Health
0159 SMV:‘:“ Pl :l"; etivar, Medical Policy Criteri: Procedure/service reviewed to ensure each service meets BCBSOK Medica Policy critria. BCBSOK recommends submitting a PSY301.014 Physical Therapy (PT) and Occupational Therapy (OT) Services
on S‘: o An:[ ot P:yml T:emwv predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. THEB03.010 Autism Spectrum Disorders (ASD)
Maintenance Program Each 15 Minutes
Services Performed By A Qualified
Occupational Therapist In The Home
gotgo  edlth Stting In The Estabiishment Or  Meicl Policy Crieria: Procedure/service reviewe to ensure each service meets BCBSOK Medical Plicy ritria. BCBSOK recommends submitting a PSY301.014 Physical Therapy (PT) and Occupational Therapy (O) Services
Delivery Of A Safe And Effective predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. THEB03.010 Autism Spectrum Disorders (ASD)
Occupational Therapy Maintenance
Program Each 15 Minutes
Services Performed By A Qualified Speech
Language Pathologist In The Home
oty Health Setting In The Estabishment Or  Medica Policy Crieria: Procedure/service reviewe to ensure each serice meets BCBSOK Miedical Plicy riteria. BCBSOK recommends submitting a PSY301.014 Speech-Language Therapy (SLT)
Delivery Of A Safe And Effective Speech-  predetermination request if it is unclear i the service meets BCBSOK Medical Policy criteria THEB03 014 Autism Spectrum Disorders (ASD)
Language Pathology Maintenance
Program Each 15 Minutes
External Counterpulsation Per Treatment Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Go166 s o / “ ® MED202.050 Enhanced External Counterpulsation (EECP)
Session request if it is unclear if the service meets BCBSOK Medical Policy citeria.
Activity Therapy Such As Music Dance
Art Or Play Therapies Not For Recreation
corzg  Related To The are And Treatment Of - Medical Policy Criteria: Procedure/senicereviewed to ensure each service meets BCBSOK Medical Policycitria, BCBSOK recommendssubmitting a pevs01014 Autsm Spectrum Disorders (A50)
Patient's Disabling Mental Health predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Problems Per Session (45 Minutes Or
More)
Training And Educational Services Related
To The Care And Treatment Of Patient's  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a
Go177 o / “ ® P5Y301.014 Autism Spectrum Disorders (ASD)
Disabling Mental Health Problems Per  predetermination request if it i unclear i the service meets BCBSOK Medical Policy criteria
Session (45 Minutes Or More)
Pet Imaging Whole Body; Melanoma For ~ Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK.
Go219 Ene v <« reaulre P P AM Guidelines  _
Non-Covered Indications. website.
Pet Imaging Any Site Not Otherwise  Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK.
Go235 eine Anv <« reaulre P P AM Guidelines  _
Specified website.
Pet Imaging Full And Partial-Ring Pet
Scanners Only For nitial Diagnosis OF
— Em::::":lr A:d' /g" :um:ZSIH!:::niﬂs r::uc: Policy Criteria: jice may require prior ization. Refer to prior ilable on the provider section of the BCBSOK. B
For Breast Cancer (E. G. Initial Staging Of .
Auillary Lymph Nodes)
Current Perception Threshold
urrent Perception Threshold/Sensory .y e /cervice ot relmbursed by BEBSOK. Not subject to utlization review. Please see the Clincal Payment and Coding Policy titled: Non-Relmbursable MED205.030 Automated Point-of-Care Nerve Conduction Testing
G025 Nerve Conduction Test (Snct) Per Limb . ratec !
and/or Unproven MED205.033 Quantitative Sensory Testing
Any Nerve
Blinded Procedure For Lumbar Stenosis
Percutaneous Image-Guided Lumbar
Decompression (Pild) Or Placebo-Control
G0276 CEHE) Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ -
Performed In An Approved Coverage
With Evidence Development (Ced) Clinical
Trial
Hyperbaric Oxygen Under Pressure Full  Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK
G0277 THEB01.003 Hyperbaric Oxygen (HBO2) Thera
Body Chamber Per 30 Minute Interval  website. e (T
Electrical Stimulation (Unattended) To
One Or More Areas For Chronic Stage i
And Stage Iv Pressure Ulcers Arterial
Ulcers Diabetic Ulcers AndVenous  Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy ttled: Non-Reimbursable : ) :
Go2s1 . : . MED201.027 Electrostimulation and Electromagnetic Therapy for Treating Wounds
Statsis Ulcers Not and/or Unproven
Measurable Signs Of Healing After 30
Days Of Conventional Care As Part Of A
Therapy Plan Of Care
Electrical Stimulation (Unattended) T
A S (WSS U o bt IR0 Sl s e, A e G s vl G et et ) ) .
G0282  One Or More Areas For Wound Care . ° e e MED201.027 Electrostimulation and Electromagnetic Therapy for Treating Wounds
Other Than Described In G0281 2
Electrical Stimulation (Unattended) To
One Or More Areas For Indication(s)
Go283 (5] Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review.

Other Than Wound Care As Part Of A
Therapy Plan Of Care
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G0293

Noncovered Surgical Procedure(s) Using
Conscious Sedation Regional General O
Spinal Anesthesia In A Medicare
Qualifying Clinical Trial Per Day

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

60294

Noncovered Procedure(s) Using Either No
Anesthesia Or Local Anesthesia Only In A
Medicare Qualifying Clinical Trial Per Day

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G295

Electromagnetic Therapy To One Or
More Areas For Wound Care Other Than
Described In 0329 Or For Other Uses

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

Experimental, Investigational and/or Unproven Services (EIU).

THEB03.008 Electrostimulation and Electromagnetic Therapy for Treating Wounds
MED201.027 Non Covered Physical Therapy Services

60296

Counseling Visit To Discuss Need For Lung
Cancer Screening (Ldct) Using Low Dose
Ct Scan (Service Is For Eligibility
Determination And Shared Decision
Making)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria.

HN/A #N/A

60297

Low Dose Ct Scan (Ldct) For Lung Cancer
Screening

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

N/A N/A

12/31/2020

G0302

Pre-Operative Pulmonary Surgery
Services For Preparation For Lurs
Complete Course Of Services To Include
A Minimum Of 16 Days Of Services

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

THEB03.025 Pulmonary Rehabilitation

G0303

Pre-Operative Pulmonary Surgery
Services For Preparation For Lurs 10 To
15 Davs Of Services

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

THEB03.025 Pulmonary Rehabilitation

G0304

Pre-Operative Pulmonary Surgery
Services For Preparation For Lurs 1T09
Davs Of services

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

THEB03.025 Pulmonary Rehabilitation

G0305

Post-Discharge Pulmonary Surgery
Services After Lvrs Minimum O 6 Days
Of services

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

THEB03.025 Pulmonary Rehabilitation

60329

Electromagnetic Therapy To One Or
More Areas For Chronic Stage lii And
Stage Iv Pressure Ulcers Arterial Ulcers
Diabetic Ulcers And Venous Stasis Ulcers
Not Demonstrating Measurable Signs Of
Healing After 30 Days Of Conventional
Care As Part Of A Therapy Plan Of Care.

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

and/or Unproven

‘THEB03.008 Electrostimulation and Electromagnetic Therapy for Treating Wounds
MED201.027 Non Covered Physical Therapy Services

G0333

Pharmacy Dispensing Fee For Inhalation
Drug(s); Iitial 30-Day Supply As A
Beneficiary.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria.

RX501.063 Compounded Drug Products

G0339

Image-Guided Robotic Linear Accelerator-
Based Stereotactic Radiosurgery
Complete Course Of Therapy In One
Session Or First Session Of Fractionated
Treatment

Medical Policy Criteria: V require pr Refer to prior
website.

ble on the provider section of the BCBSOK

AIM Guidelines

60340

Image-Guided Robotic Linear Accelerator-
Based Stereotactic Radiosurgery D
Including Collimator Changes And Custom
Plugging Fractionated Treatment All
Lesions Per Session Second Through
Fifth Sessions Maximurn Five Sessions
Per Course Of Treatment

Medical Policy Criteria: jice may require prior ization. Refer to prior
website.

ilable on the provider section of the BCBSOK

AIM Guidelines

G0341

Percutaneous Islet Cell Transplant
Includes Portal Vein Catheterization And
Infusion

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria.

SUR703.013 Pancreas and Related Organ Tissue Transplantation

G0342

Laparoscopy For Islet Cell Transplant
Includes Portal Vein Catheterization And
Infusion

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria.

SUR703.013 Pancreas and Related Organ Tissue Transplantation

G0343

Laparotomy For Islet Cell Transplant
Includes Portal Vein Catheterization And
Infusion

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria.

SUR703.013 Pancreas and Related Organ Tissue Transplantation

G0372

Physician Service Required To Establish
And Document The Need For A Power
Mobility Device (Use In Addition To
Primary Evaluation And Management
Code)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

0406

Follow-Up Inpatient Consultation Limited
Physicians Typically Spend 15 Minutes
Communicating With The Patient Via
Telehealth

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

G0407

Follow-Up Inpatient Consultation
Intermediate Physicians Typically Spend
25 Minutes Communicating With The
Patient Via Telehealth

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

0408

Follow-Up Inpatient Consultation
Complex Physicians Typically Spend 35
Minutes Communicating With The
Patient Via Telehealth

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

60422

Intensive Cardiac Rehabilitation; With O
Without Continuous Ecg Monitoring With
Exercise Per Session

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

THEB03.023 Cardiac Rehabilitation (CR)

60423

Intensive Cardiac Rehabilitation; With O
Without Continuous Ecg Monitoring;
Without Exercise Per Session

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

THEB03.023 Cardiac Rehabilitation (CR)

G0424

Pulmonary Rehabiltation Including
Exercise (Includes Monitoring) One Hour
Per Session Up To Two Sessions Per Day

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

THEB03.025 Pulmonary Rehabilitation

60425

Telehealth Consultation Emergency
Department Or Initial Inpatient Typically
30 Minutes Communicating With The
Patient Via Telehealth

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

0426

Telehealth Consultation Emergency
Department Or Initial Inpatient Typically
50 Minutes Communicating With The
Patient Via Telehealth

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

G427

Telehealth Consultation Emergency
Department Or Initial Inpatient Typically
70 Minutes Or More Communicating
With The Patient Via Telehealth

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

G428

Collagen Meniscus Implant Procedure For
Filling Meniscal Defects (E.G. Cmi
Collagen Scaffold Menaflex)

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

and/or Unproven

SUR705.034 Meniscal Allografts and Other Meniscal Implants

60429

Dermal Filler Injection(s) For The
Treatment Of Facial Lipodystrophy
Syndrome (Lds) (E.G. As A Result Of
Highly Active Antiretroviral Therapy.)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

SUR716.001 Cosmetic and Reconstructive Procedures

Goaag

Insertion Or Replacement Of A
Permanent Pacing Cardioverter-
Defibrillator System With Transvenous
Lead(s) Single Or Dual Chamber With
Insertion Of Pacing Electrode Cardiac
Venous System For Left Ventricular
Pacing

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

SUR707.003 Implantable Cardioverter Defibrillators

Goass

Preparation With Instillation Of Fecal
Microbiota By Any Method Including
Assessment Of Donor Specimen

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

SUR703.049 Fecal Microbiota Transplantation (FMT)

Goass

Low Dose Rate (Ldf) Prostate
Brachytherapy Services Composite Rate

Medical Policy Criteria: ice may require prior ization. Refer to prior

ilable on the provider section of the BCBSOK.

AIM Guidelines

60459

Inpatient Telehealth Pharmacologic
Management Including Prescription Use
And Review Of Medication With No More
Than Minimal Medical Psychotherapy

October 2021

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
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G0460

Autologous Platelet Rich Plasma For
Chronic Wounds/Ulcers Including
Phlebotomy Centrifugation And All
Other Preparatory Procedures And
Administration Per Treatment

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

Experimental, Investigational and/or Unproven Services (EIU).

RX501.034

Recombinant and Autologous Platelet-Derived Growth Factors for Wound Healing and Other Non-Orthopedic

Conditions

60508

Telehealth Consultation Critical Care
Initial Physicians Typically Spend 60
Minutes Communicating With The

Patient And Providers Via Telehealth

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

G509

Telehealth Consultation Critical Care
Subsequent Physicians Typically Spend
50 Minutes Communicating With The
Patient And Providers Via Telehealth

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

60516

Insertion Of Non-Biodegradable Drug
Delivery Implants 4 Or More (Services
For Subdermal Rod Implant)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

RX501.082
RX501.007
RXS01.076

Testosterone Replacement Therapies
Treatment of Opioid Dependence

Hormone Replacement Therapies (HRT) Using Implanted Pellets for Women and Delayed Puberty

60517

Removal Of Non-Biodegradable Drug
Delivery Implants 4 Or More (Services
For Subdermal Implants)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

RX501.082
RX501.007
RX501.076

Testosterone Replacement Therapies
Treatment of Opioid Dependence

Hormone Therapies (HRT) Using Implanted Pellets for Women and Delaved Puberty

G0s18

Removal With Reinsertion Non-
Biodegradable Drug Delivery Implants 4
Or More (Services For Subdermal
implants)

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

RX501.082
RX501.007

Treatment of Opioid Dependence

Hormone Replacement Therapies (HRT) Using Implanted Pellets for Women and Delayed Puberty

62010

Remote Evaluation Of Recorded Video
And/Or Images Submitted By An
Established Patient (E.G. Store And
Forward) Including Interpretation With
Follow-Up With The Patient Within 24
Business Hours Not Originating From A
Related E/M Service Provided Within The
Previous 7 Days Nor Leading To An E/M
Service Or Procedure Within The Next 24
Hours Or Soonest Available Appointment

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

62011

‘Alcohol And/Or Substance (Other Than
Tobacco) Misuse Structured Assessment
(EG. Audit Dast) And Brief Intervention
5-14 Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

62012

Brief Communication Technology-Based
Service E.G. Virtual Check-In By A
Physician Or Other Qualified Health Care
Professional Who Can Report Evaluation
And Management Services Provided To
An Established Patient Not Originating
From A Related E/M Service Provided
Within The Previous 7 Days Nor Leading
To An E/M Service Or Procedure Within
The Next 24 Hours Or Soonest Available
Appointment; 5-10 Minutes Of Medical
Discussion

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

62025

Payment For A Telehealth Distant Site
Service Furnished By A Rural Health Clinic
(Rhc) Or Federally Qualified Health
Center (Fahc) Only

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

2061

Qualified Nonphysician Healthcare
Professional Online Assessment And
Management Service For An Established
Patient For Up To Seven Days
Cumulative Time During The 7 Days; 5-10
Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

62062

Qualified Nonphysician Healthcare
Professional Online Assessment And
Management Service For An Established
Patient For Up To Seven Days
Cumulative Time During The 7 Days; 11-
20 Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

62063

Qualified Nonphysician Qualified
Healthcare Professional Assessment And
Management Service For An Established
Patient For Up To Seven Days
Cumulative Time During The 7 Days; 21
Or More Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12/31/2020

2082

Visit esketamine 56m or less

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
request if it is unclear if the service meets BCBSOK Medical Policy criteria.

RX501.105

Esketamine Nasal Spray

4/15/2021

62082

Visit esketamine 56m or less

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
request if it is unclear if the service meets BCBSOK Medical Policy criteria.

RX501.105

Esketamine Nasal Spray

8/1/2021

2083

Visit esketamine >56m

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
request if it is unclear if the service meets BCBSOK Medical Policy criteria.

RX501.105

Esketamine Nasal Spray

4/15/2021

2083

Visit esketamine >56m

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
request if it is unclear if the service meets BCBSOK Medical Policy criteria.

RX501.105

Esketamine Nasal Spray

8/1/2021

G6001

Ultrasonic Guidance For Placement Of
Radiation Therapy Fields

Medical Policy Criteria: ¥ require pr Refer to prior
website.

ble on the provider section of the BCBSOK

AIM Guidelines

G6002

Stereoscopic X-Ray Guidance For
Localization Of Target Volume For The
Delivery Of Radiation Therapy

Medical Policy Criteria: ¥ require pr
ebsite.

Refer to prior lable on the provider section of the BCBSOK

AIM Guidelines

66003

Radiation Treatment Delivery Single
‘Treatment Area Single Port Or Parallel
Opposed Ports Simple Blocks Or No
Blocks: Up To 5Mev.

Medical Policy Criteria: ¥ require pr
website.

Refer to prior lable on the provider section of the BCBSOK

AIM Guidelines

66004

Radiation Treatment Delivery Single
Treatment Area Single Port Or Parallel
Opposed Ports Simple Blocks Or No
Blocks: 6-10Mev.

Medical Policy Criteria: ¥ require pr Refer to prior lable on the provider section of the BCBSOK

website.

AIM Guidelines

G6005

Radiation Treatment Delivery Single
Treatment Area Single Port Or Parallel
Opposed Ports Simple Blocks Or No
Blocks: 11-19Mev.

Medical Policy Criteria: ¥ require pr
website.

Refer to prior labl

the provider section of the BCBSOK

AIM Guidelines

G6006

Radiation Treatment Delivery Single
‘Treatment Area Single Port Or Parallel
Opposed Ports Simple Blocks Or No
Blocks: 20Mev Or Greater

bl

Medical Policy Criteria: ice may require prior ization. Refer to prior

on the provider section of the BCBSOK.

AIM Guidelines

66007

Radiation Treatment Delivery 2 Separate
Treatment Areas 3 Or More Ports On A
Single Treatment Area Use Of Multiple
Blocks: Up To SMev.

bi

Medical Policy Criteria: v require prior i Refer to prior
website.

the provider section of the BCBSOK

AIM Guidelines

G6008

Radiation Treatment Delivery 2 Separate
‘Treatment Areas 3 Or More Ports On A
Single Treatment Area Use Of Multiple
Blocks: 6-10Mev

bl

Medical Policy Criteria: ice may require prior ization. Refer to prior

on the provider section of the BCBSOK.

66009

Radiation Treatment Delivery 2 Separate
Treatment Areas 3 Or More Ports On A
Single Treatment Area Use Of Multiple
Blocks: 11-19Mev.

bi

Medical Policy Criteria: v require prior i Refer to prior
website.

the provider section of the BCBSOK

AIM Guidelines

G6010

Radiation Treatment Delivery 2 Separate
‘Treatment Areas 3 Or More Ports On A
Single Treatment Area Use Of Multiple
Blocks: 20 Mev Or Greater

bl

Medical Policy Criteria: ice may require prior ization. Refer to prior
website.

on the provider section of the BCBSOK.

G6011

Radiation Treatment Delivery 3 O More
Separate Treatment Areas Custom
Blocking Tangential Ports Wedges
Rotational Beam Compensators Electron
Beam; Up To SMev

October 2021

bi

Medical Policy Criteria: v require prior Refer to prior
website.

the provider section of the BCBSOK

AIM Guidelines
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Radiation Treatment Delivery 3 O More
Separate Treatment Areas Custom

G6012  Blocking Tangential Ports Wedges
Rotational Beam Compensators Electron
Beam; 6-10Mev

Medical Policy Criteria:  require prior ization. Refer to prior

website.

lable on the provider section of the BCBSOK

AIM Guidelines

Radiation Treatment Delivery 3 Or More
Separate Treatment Areas Custom

G6013  Blocking Tangential Ports Wedges
Rotational Beam Compensators Electron
Beam; 11-19Mev

Medical Policy Criteria: ice may require prior ization. Refer to prior

website.

ilable on the provider section of the BCBSOK

AIM Guidelines

Radiation Treatment Delivery 3 Or More
Separate Treatment Areas Custom

G6014  Blocking Tangential Ports Wedges
Rotational Beam Compensators Electron
Beam; 20Mev Or Greater

Medical Policy Criteria:  require prior Refer to prior

website.

lable on the provider section of the BCBSOK.

AIM Guidelines

Intensity Modulated Treatment Delivery
Single Or Multiple Fields/Arcs Via Narrow

66015 Spatially And Temporally Modulated
Beams Binary Dynamic Mic Per
Treatment Session

Medical Policy Criteria: ice may require prior ization. Refer to prior

website.

ilable on the provider section of the BCBSOK

AIM Guidelines

Compensator-Based Beam Modulation
Treatment Delivery Of Inverse Planned
Treatment Using 3 Or More High
Resolution (Milled Or Cast) Compensator
Convergent Beam Modulated Fields Per
Treatment Session

G6016

Medical Policy Criteria:  require prior Refer to prior

website.

lable on the provider section of the BCBSOK.

AIM Guidelines

Left Ventricular Ejection Fraction (Lvef) >=

G8395
40% Or Documentation As Normal O

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Left Ventricular Ejection Fraction (Lvef)

G8396
Not Performed Or Documented

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Dilated Macular O Fundus Exam
G8397  Performed Including

The

Non Covered: d by BCBSOK.

Not subject to utilization review.

Dilated Macular Or Fundus Exam Not

D Performed

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12/31/2020

Patient With Documented Results Of A
Central Dual-Energy X-Ray.
Absorptiometry (Dxa) Ever Being
Performed

68399

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Patient With Central Dual-Energy X-Ray.
8400 Absorptiometry (Dxa) Resuilts Not
Documented Reason Not Given

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Lower Extremity Neurological Exam

68404
Performed And Documented

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Lower Extremity Neurological Exam Not

R Performed

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Footwear Evaluation Performed And

68410
Documented

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

68415 Footwear Evaluation Was Not Performed

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Clinician Documented That Patient Was

41
G846 Not an Eligible Candidate For Footwear

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Bmi Is Documented Above Normal
68417 Parameters And A Follow-Up Plan Is
Documented

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Bmi Is Documented Below Normal
8418 Parameters And A Follow-Up Plan Is
Documented

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Bmi Documented Outside Normal
8419 Parameters No Follow-Up Plan
Documented No Reason Given

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Bmi Is Documented Within Normal
68420  Parameters And No Follow-Up Plan Is
Required

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Bmi Not Documented And No Reason Is

021
= Given

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Bmi Not Documented Documentation
68422 The Patient Is Not Eligible For Bmi
Calculation

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Eligible Clinician Attests To Documenting.
In The Medical Record They Obtained
Updated Or Reviewed The Patient's
Current Medications

G427

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Current List Of Medications Not
Documented As Obtained Updated Or
Reviewed By The Eligible Clinician
Reason Not Given

G8428

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Eligible Clinician Attests To Documenting
In The Medical Record The Patient Is Not

8430 Eligible For A Current List Of Medications
Being Obtained Updated Or Reviewed
By The Eligible Clinician

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Screening For Depression Is Documented
68431 As Being Positive And A Follow-Up Plan Is
Documented

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Depression Screening Not Documented

£ Reason Not Given

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Screening For Depression Not Completed

=58 Documented Reason

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Pain Assessment Not Documented As.
Being Performed Documentation The

8442 Patient Is Not Eligible For A Pain
Assessment Using A Standardized Tool At
‘The Time Of The Encounter

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12/31/2020

68450 Beta-Blocker Therapy Prescribed

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Beta-Blocker Therapy For Lvef < 40% Not
Prescribed For Reasons Documented By
The Clinician (E.G. Low Blood Pressure
Fluid Overload Asthma Patients Recently
68451 Treated With An Intravenous Positive
Inotropic Agent Allergy Intolerance
Other Medical Reasons Patient Declined
Other Patient Reasons Or Other Reasons
Attributable To The Healthcare System)

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

8452 Beta-Blocker Therapy Not Prescribed

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

High Or Very High Risk Of Recurrence Of

68465
Prostate Cancer

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Angiotensin Converting Enzyme (Ace)

68473
Inhibitor Or Angiotensin Receptor Blocker

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Angiotensin Converting Enzyme (Ace)
Inhibitor Or Angiotensin Receptor Blocker
(Arb) Therapy Not Prescribed For Reasons
Documented By The Clinician (Eg Allergy
Intolerance Pregnancy Renal Failure Due

8474 To Ace Inhibitor Diseases Of The Aortic
Or Mitral Valve Other Medical Reasons)
Or (g Patient Declined Other Patient
Reasons) Or (Eg Lack Of Drug Availability
Other Reasons Attributable To The Health
Care System)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Angiotensin Converting Enzyme (Ace)
Inhibitor Or Angiotensin Receptor Blocker
(Arb) Therapy Not Prescribed Reason Not
Given

G475

October 2021

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
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68476

Most Recent Blood Pressure Has A
Systolic Measurement Of < 140 Mmhg,
And A Diastolic Measurement Of < 90
Mmhg,

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G477

Most Recent Blood Pressure Has A
Systolic Measurement Of >=140 Mmhg.
And/Or A Diastolic Measurement Of >=90
Mmhg

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G478

Blood Pressure Measurement Not
Performed Or Documented Reason Not
Given

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G482

Influenza Immunization Administered O
Previously Received

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Geas3

Influenza Immunization Was Not
Administered For Reasons Documented
8y Clinician (E.G. Patient Allergy O
Other Medical Reasons Patient Declined
Or Other Patient Reasons Vaccine Not
Available Or Other System Reasons)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G84s4.

Influenza Immunization Was Not
Reason Not Given

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G012

Other Specified Case Management
Service Not Elsewhere Classified

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

69050

Oncology; Primary Focus O Visit; Work-
Up Evaluation Or Staging At The Time Of
Cancer Diagnosis Or Recurrence (For Use
In A Medicare-Approved Demonstration
Proiect)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G051

Oncology; Primary Focus OF Visit;
‘Treatment Decision-Making After Disease
Is Staged Or Restaged Discussion Of
Treatment Options
Supervising/Coordinating Active Cancer
Directed Therapy Or Managing
Consequences Of Cancer Directed
‘Therapy (For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69052

Oncology; Primary Focus OF Visit;
Surveillance For Disease Recurrence For
Patient Who Has Completed Definitive
Cancer-Directed Therapy And Currently.
Lacks Evidence Of Recurrent Disease;
Cancer Directed Therapy Might Be
Considered In The Future (For Use In A
Mediicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

9053

Oncology; Primary Focus Of Visit;
Expectant Management Of Patient With
Evidence Of Cancer For Whom No Cancer
Directed Therapy Is Being Administered
Or Arranged At Present; Cancer Directed
‘Therapy Might Be Considered In The
Future (For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69054

Oncology; Primary Focus Of Visi
Supervising Coor '8 Or Managing
Care Of Patient With Terminal Cancer Or
For Whom Other Medical lliness Prevents
Further Cancer Treatment; Includes
Symptom Management End-Of-Life Care
Planning Management Of Palliative
Therapies (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

9055

Oncology; Primary Focus Of Visit; Other
Unspecified Service Not Otherwise Listed
(For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

9056

Oncology; Practice Guidelines;
Management Adheres To Guidelines (For
Use In A Medicare-Approved

Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69057

Oncology; Practice Guidelines;
Management Differs From Guidelines As
A Result Of Patient Enrollment In An
Institutional Review Board Approved
Clinical Trial (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to u

9058

Oncology; Practice Guidelines;
Management Differs From Guidelines.
Because The Treating Physician Disagrees
With Guideline Recommendations (For
Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69059

Oncology; Practice Guidelines;
Management Differs From Guidelines
Because The Patient After Being Offered
Treatment Consistent With Guidelines
Has Opted For Alternative Treatment O
Management Including No Treatment
(For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

9060

Oncology; Practice Guidelines;
Management Differs From Guidelines For
Reason(s) Associated With Patient
Comorbid lliness Or Performance Status
Not Factored Into Guidelines (For Use In
AMedgicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9061

Oncology; Practice Guidelines; Patient's
Condition Not Addressed By Available
Guidelines (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69062

Oncology; Practice Guidelines;
Management Differs From Guidelines For
Other Reason(s) Not Listed (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69063

Oncology; Disease Status; Limited To Non-
Small Cell Lung Cancer; Extent Of Disease
Initially Established As Stage | (Prior To
Neo-Adjuvant Therapy If Any) With No
Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to u

9064

Oncology; Disease Status; Limited To Non-
Small Cell Lung Cancer; Extent Of Disease
Initially Established As Stage Ii (Prior To
Neo-Adjuvant Therapy If Any) With No
Evidence Of Disease Progression
Recurrence O Metastases (For Use In A
Medicare-Approved Demonstration
Project)

October 2021

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
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G9065

Oncology; Disease Status; Limited To Non-
Small Cell Lung Cancer; Extent Of Disease
Initially Established As Stage i A (Prior
To Neo-Adjuvant Therapy If Any) With
No Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

9066

Oncology; Disease Status; Limited To Non-
Small Cell Lung Cancer; Stage li B- Iv At
Diagnosis Metastatic Locally Recurrent
Or Progressive (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9067

Oncology; Disease Status; Limited To Non-
Small Cell Lung Cancer; Extent Of Disease
Unknown Staging In Progress Or Not
Listed (For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69068

Oncology; Disease Status; Limited To
Small Cell And Combined Small Cell/Non-
Small Cell; Extent Of Disease Initally
Established As Limited With No Evidence
Of Disease Progression Recurrence Or
Metastases (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9069

Oncology; Disease Status; Small Cell Lung
Cancer Limited To Small Cell And
Combined Small Cell/Non-small Cell;
Extensive Stage At Diagnosis Metastatic
Locally Recurrent Or Progressive (For Use
In A Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69070

Oncology; Disease Status; Small Cell Lung.
Cancer Limited To Small Cell And
Combined Small Cell/Non-Small; Extent
Of Disease Unknown Staging In Progress
Or Not Listed (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9071

Oncology; Disease Status; Invasive
Female Breast Cancer (Does Not Include
Ductal Carcinoma In itu);
Adenocarcinoma As Predominant Cell
Type; Stage | Or Stage lia-lib; O T3 N1
MO; And Er And/Or Pr Positive; With No
Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69072

Oncology; Disease Status; Invasive
Female Breast Cancer (Does Not Include
Ductal Carcinoma In Situ);
Adenocarcinoma As Predominant Cell
Type; Stage | Or Stage lia-ib; Or T3 N1
M0; And Er And Pr Negative; With No
Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Mediicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9073

Oncology; Disease Status; Invasive
Female Breast Cancer (Does Not Include
Ductal Carcinoma In Situ);
Adenocarcinoma As Predominant Cell
Type; Stage lia-fib; And Not T3 N1 MO;
And Er And/Or Pr Positive; With No
Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G074

Oncology; Disease Status; Invasive
Female Breast Cancer (Does Not Include
Ductal Carcinoma In Situ);
Adenocarcinoma As Predominant Cell
‘Type; Stage lifa-liib; And Not T3 N1 MO;
And Er And Pr Negative; With No
Evidence Of Disease Progression
Recurrence O Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69075

Oncology; Disease Status; Invasive
Female Breast Cancer (Does Not Include
Ductal Carcinoma In Situ;
Adenocarcinoma As Predominant Cell
Type; M1 At Diagnosis Metastatic
Locally Recurrent Or Progressive (For Use
In A Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G077

Oncology; Disease Status; Prostate
Cancer Limited To Adenocarcinoma As
Predominant Cell Type; T1-T2C And
Gleason 2-7 And Psa < Or Equal To 20 At
Diagnosis With No Evidence Of Disease
Progression Recurrence Or Metastases
(For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9078

Oncology; Disease Status; Prostate
Cancer Limited To Adenocarcinoma As
Predominant Cell Type; T2 Or T3A
Gleason 8-10 Or Psa > 20 At Diagnosis
With No Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9079

Oncology; Disease Status; Prostate
Cancer Limited To Adenocarcinoma As
Predominant Cell Type; T38-T4 Any N;
Any T N1 At Diagnosis With No Evidence
Of Disease Progression Recurrence Or
Metastases (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to u

69080

Oncology; Disease Status; Prostate
Cancer Limited To Adenocarcinoma;
After Initial Treatment With Rising Psa Or
Failure Of Psa Decline (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9083

Oncology; Disease Status; Prostate
Cancer Limited To Adenocarcinoma;
Extent Of Disease Unknown Staging In
Progress Or Not Listed (For Use In A
Medicare-Approved Demonstration
Project)

October 2021
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G084

Oncology; Disease Status; Colon Cancer

Limited To Invasive Cancer

Adenocarcinoma As Predominant Cell

Type; Extent Of Disease Initially

Established As T1-3 NO MO With No  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
Evidence Of Disease Progression

Recurrence Or Metastases (For Use In A

Medicare-Approved Demonstration

Project)

9085

Oncology; Disease Status; Colon Cancer
Limited To Invasive Cancer

Adenocarcinoma As Predominant Cell

‘Type; Extent Of Disease Initially

Established As T4 NO MO With No Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
Evidence Of Disease Progression

Recurrence Or Metastases (For Use In A

Medicare-Approved Demonstration

Proiect)

G9086

Oncology; Disease Status; Colon Cancer
Limited To Invasive Cancer

Adenocarcinoma As Predominant Cell

Type; Extent Of Disease Initially

Established As T1-4 N1-2 MO With No  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
Evidence Of Disease Progression

Recurrence O Metastases (For Use In A

Medicare-Approved Demonstration

Proiect)

G9087

Oncology; Disease Status; Colon Cancer
Limited To Invasive Cancer

Adenocarcinoma As Predominant Cell

Type; M1 At Diagnosis Metastatic

Locally Recurrent O Progressive With  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
Current Clinical Radiologic Or

Biochemical Evidence Of Disease (For Use

In A Medicare-Approved Demonstrati

Project)

Go0s8

Oncology; Disease Status; Colon Cancer
Limited To Invasive Cancer
Adenocarcinoma As Predominant Cell
Type; M1 At Diagnosis Metastatic

Locally Recurrent Or Progressive Without Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Current Clinical Radiologic Or
Biochemical Evidence Of Disease (For Use
In A Medicare-Approved Demonstration
Project)

9089

Oncology; Disease Status; Colon Cancer
Limited To Invasive Cancer
Adenocarcinoma As Predominant Cell
Type; Extent Of Disease Unknown Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
Staging In Progress Or Not Listed (For
Use In A Medicare-Approved
Project)

69090

Oncology; Disease Status; Rectal Cancer
Limited To Invasive Cancer
Adenocarcinoma As Predominant Cell
Type; Extent Of Disease Initially
Established As T1-2 NO MO (Prior To Neo.
Adjuvant Therapy If Any) With No
Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

9091

Oncology; Disease Status; Rectal Cancer
Limited To Invasive Cancer
Adenocarcinoma As Predominant Cell
‘Type; Extent Of Disease Initially
Established A T3 NO MO (Prior To Neo-
Adjuvant Therapy If Any) With No
Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69092

Oncology; Disease Status; Rectal Cancer
Limited To Invasive Cancer
Adenocarcinoma As Predominant Cell
Type; Extent Of Disease Initally
Established As T1-3 N1-2 MO (Prior To
Neo-Adjuvant Therapy If Any) With No
Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

9093

Oncology; Disease Status; Rectal Cancer
imited To Invasive Cancer

Adenocarcinoma As Predominant Cell
Type; Extent Of Disease Intially
Established As T4 Any N MO (Prior To
Neo-Adjuvant Therapy If Any) With No
Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69094

Oncology; Disease Status; Rectal Cancer
Limited To Invasive Cancer
Adenocarcinoma As Predominant Cell

Type; M1 At Diagnosis Metastatic Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Locally Recurrent Or Progressive (For Use
In A Medicare-Approved Demonstration
Project)

9095

Oncology; Disease Status; Rectal Cancer
Limited To Invasive Cancer
Adenocarcinoma As Predominant Cell
Type; Extent Of Disease Unknown Non Covered: Procedure/service not covered by BCBSOK. Not subject to u
Staging In Progress Or Not Listed (For
Use In A Medicare-Approved
Project)

ation review.

69096

Oncology; Disease Status; Esophageal
Cancer Limited To Adenocarcinoma O
Squamous Cell Carcinoma As
Predominant Cell Type; Extent Of Disease
Initially Established As T1-T3 NO-N1 O
Nx (Prior To Neo-Adjuvant Therapy I
Any) With No Evidence Of Disease
Progression Recurrence Or Metastases.
(For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9097

Oncology; Disease Status; Esophageal
Cancer Limited To Adenocarcinoma Or
Squamous Cell Carcinoma As
Predominant Cell Type; Extent Of Disease
Initially Established As T4 Any N MO
(Prior To Neo-Adjuvant Therapy If Any)
With No Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

9098

Oncology; Disease Status; Esophageal
Cancer Limited To Adenocarcinoma Or
Squamous Cell Carcinoma As

Predominant Cell Type; M1 At Diagnosis  Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Metastatic Locally Recurrent Or
Progressive (For Use In A Medicare-
Approved Demonstration Project)

October 2021
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9099

Oncology; Disease Status; Esophageal
Cancer Limited To Adenocarcinoma Or
Squamous Cell Carcinoma As
Predominant Cell Type; Extent Of Disease
Unknown Staging In Progress Or Not
Listed (For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69100

Oncology; Disease Status; Gastric Cancer
Limited To Adenocarcinoma As
Predominant Cell Type; Post RO Resection
(With Or Without Neoadjuvant Therapy)
With No Evidence Of Disease Recurrence
Progression Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9101

Oncology; Disease Status; Gastric Cancer
Limited To Adenocarcinoma As
Predominant Cell Type; Post R1 Or R2
Resection (With Or Without Neoadjuvant
‘Therapy) With No Evidence Of Disease
Progression Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69102

Oncology; Disease Status; Gastric Cancer
Limited To Adenocarcinoma As
Predominant Cell Type; Clinical O
Pathologic MO Unresectable With No
Evidence Of Disease Progression Or
Metastases (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69103

Oncology; Disease Status; Gastric Cancer
Limited To Adenocarcinoma As
Predominant Cell Type; Clinical O
Pathologic M1 At Diagnosis Metastatic
Locally Recurrent Or Progressive (For Use
In A Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69104

Oncology; Disease Status; Gastric Cancer
Limited To Adenocarcinoma As
Predominant Cell Type; Extent Of Disease
Unknown Staging In Progress Or Not
Listed (For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69105

Oncology; Disease Status; Pancreatic
Cancer Limited To Adenocarcinoma As
Predominant Cell Type; Post RO Resection
Without Evidence Of Disease Progression
Recurrence Or Metastases (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69106

Oncology; Disease Status; Pancreatic
Cancer Limited To Adenocarcinoma; Post
R1 Or R2 Resection With No Evidence Of
Disease Progression Or Metastases (For
Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69107

Oncology; Disease Status; Pancreatic
Cancer Limited To Adenocarcinoma;
Unresectable At Diagnosis M1 At
Diagnosis Metastatic Locally Recurrent
Or Progressive (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69108

Oncology; Disease Status; Pancreatic
Cancer Limited To Adenocarcinoma;
Extent Of Disease Unknown Staging In
Progress Or Not Listed (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69109

Oncology; Disease Status; Head And Neck
Cancer Limited To Cancers Of Oral Cavity
Pharynx And Larynx With Squamous Cell
As Predominant Cell Type; Extent Of
Disease Intially Established As T1-T2 And
NO MO (Prior To Neo-Adjuvant Therapy
If Any) With No Evidence Of Disease
Progression Recurrence Or Metastases
(For Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69110

Oncology; Disease Status; Head And Neck
Cancer Limited To Cancers Of Oral Cavity
Pharynx And Larynx With Squamous Cell
As Predominant Cell Type; Extent Of
Disease Initially Established As T3-4
And/Or N1-3 MO (Prior To Neo-Adjuvant
Therapy If Any) With No Evidence Of
Disease Progression Recurrence Or
Metastases (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G111

Oncology; Disease Status; Head And Neck
Cancer Limited To Cancers Of Oral Cavity
Pharynx And Larynx With Squamous Cell
As Predominant Cell Type; M1 At
Diagnosis Metastatic Locally Recurrent
Or Progressive (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G912

Oncology; Disease Status; Head And Neck
Cancer Limited To Cancers Of Oral Cavity.
Pharynx And Larynx With Squamous Cell
As Predominant Cell Type; Extent Of
Disease Unknown Staging In Progress Or
Not Listed (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to u

69113

Oncology; Disease Status; Ovarian Cancer
Limited To Epithelial Cancer; Pathologic
Stage la-B (Grade 1) Without Evidence Of
Disease Progression Recurrence Or
Metastases (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G914

Oncology; Disease Status; Ovarian Cancer
Limited To Epithelial Cancer; Pathologic
Stage la-8 (Grade 2-3); Or Stage Ic (All
Grades); Or Stage li; Without Evidence Of
Disease Progression Recurrence Or
Metastases (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69115

Oncology; Disease Status; Ovarian Cancer
Limited To Epithelial Cancer; Pathologic
Stage lii-lv; Without Evidence Of
Progression Recurrence Or Metastases
(For Use In A Medicare-Approved
Demonstration Project)

October 2021
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69116

Oncology; Disease Status; Ovarian Cancer
Limited To Epithelial Cancer; Evidence Of
Disease Progression Or Recurrence
And/Or Platinum Resistance (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69117

Oncology; Disease Status; Ovarian Cancer
Limited To Epithelial Cancer; Extent Of
Disease Unknown Staging In Progress Or
Not Listed (For Use In A Medicare-
Approved Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9123

Oncology; Disease Status; Chronic
Myelogenous Leukemia Limited To
Philadelphia Chromosome Positive
And/Or Ber-Abl Positive; Chronic Phase
Not In Hematologic Cytogenetic Or
Molecular Remission (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69124

Oncology; Disease Status; Chronic
Myelogenous Leukemia Limited To
Philadelphia Chromosome Positive
And/Or Ber-Abl Positive; Accelerated
Phase Not In Hematologic Cytogeneti
Molecular Remission (For Use In A
Mediicare-Approved Demonstration
Project)

r

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

G9125

Oncology; Disease Status; Chronic
Myelogenous Leukemia Limited To
Philadelphia Chromosome Positive
And/Or Ber-Abl Positive; Blast Phase Not
In Hematologic Cytogenetic Or
Molecular Remission (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69126

Oncology; Disease Status; Chronic
Myelogenous Leukemia Limited To
Philadelphia Chromosome Positive
And/Or Ber-Abl Positive; In Hematologic
Cytogenetic Or Molecular Remission (For
Use In A Medicare-Approved
Demonstration Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69128

Oncology; Disease Status; Limited To
Multiple Myeloma Systemic Disease;
Smoldering Stage | (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69129

Oncology; Disease Status; Limited To
Multiple Myeloma Systemic Disease;
Stage Ii Or Higher (For Use In A Medicay
Approved Demonstration Project)

e

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69130

Oncology; Disease Status; Limited To
Multiple Myeloma Systemi
Extent Of Disease Unknown Staging In
Progress Or Not Listed (For Use In A
Medicare-Approved Demonstration
Project)

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69140

Frontier Extended Stay Clinic
Demonstration; For A Patient Stay In A

3
Measures Should Be Present: The Stay.
Must Be Equal To Or Greater Than 4
Hours; Weather Or Other Conditions
Must Prevent Transfer Or The Case Falls
Into A Category Of Monitoring And
Observation Cases That Are Permitted By
The Rules Of The Demonstration; There Is
AMaximum Frontier Extended Stay Cl
(Fesc) Visit Of 48 Hours Except In The
Case When Weather Or Other Conditions
Prevent Transfer; Payment Is Made On
Each Period Up To 4 Hours After The
First 4 Hours

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

69143

Warfarin Responsiveness Testing By
Genetic Technique Using Any Method
Any Number Of Specimen(s)

Medical Policy Criteria: ice may require prior ization. Refer to prior
websi

on the provider section of the BCBSOK .

G9147

Outpatient Intravenous Insulin Treatment
(0ivit) Either Pulsatile Or Continuous By
Any Means Guided By The Results Of

And/Or Urine Urea Nitrogen (Uun);
And/Or Arterial Venous Or Capillary
Glucose; And/Or Potassium
Concentration

and/or Unproven

not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

MED201.028

Intermittent Intravenous Insulin Therapy

H0031

Mental Health Assessment By Non-
Physician

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H0032

Mental Health Service Plan Development
By Non-Physician

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H0038

Self-Help/Peer Services Per 15 Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H0039

Assertive Community Treatment Face-To-
Face Per 15 Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H0040

Assertive Community Treatment Program
Per Diem

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Ho041

Foster Care Child Non-Therapeutic Per
Diem

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H0042

Foster Care Child Non-Therapeutic Per

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Supported Housing Per Diem

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H0043
H0044

Supported Housing Per Month

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H0045

Respite Care Services Not In The Home
Per Diem

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H0046

Mental Health Services Not Otherwise
Specified

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Ho047

Alcohol And/Or Other Drug Abuse
Services Not ified

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

H1010

Non-Medical Family Planning Education
Per Session

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H1011

Family Assessment By Licensed
Behavioral Health Professional For State
Defined Purposes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2000

Comprehensive Multidisciplinary
Evaluation

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2011

Crisis Intervention Service Per 15
Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2012

Behavioral Health Day Treatment Per
Hour

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2013

Psychiatric Health Facility Service Per
Diem

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2014

skills Training And Development Per 15
Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2015

Comprehensive Community Support
Services Per 15 Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2016

Comprehensive Community Support
Services Per Diem

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2021

Community-Based Wrap-Around Services
Per 15 Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2022

Community-Based Wrap-Around Services
Per Diem

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2023

Supported Employment Per 15 Minutes

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2024

Supported Employment_Per Diem

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

H2025

Ongoing Support To Maintain
Emplovment Per 15 Minutes

October 2021
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Ongoing Support To Maintain

12026 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ - -
Employment_Per Diem
Psychoeducational Service Per 15
H2027 M‘V:mes et : Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ - -
Sexual Offender Treatment Service Per
wozs 0 . Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ - -
Sexual Offender Treatment Service P
Ha0g9  Jsl OTIENEETTHESHMENTEENES FEM Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ - -
Mental Health Clubhouse Services Per 15
W00 S HESIR CUROUSE ETICES FETES Non covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ - -
Mental Health Clubhouse Services P
Ha031 el HESI ELBROUSE SEVICES FET - on Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ - -
2032 Activity Therapy Per 15 Minutes Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Multisystemic Therapy For Juveniles P
12033 utsystemic Therapy For JUventles PEr" non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ _
15 Minutes
‘Alcohol And/Or Drug Abuse Half
Haozq  Alcohol And/Or Drug Abuse Halfway o, o g procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
House Services Per Diem
Alcohol And/Or Other Drug Treatment
Haozs  AlccholAnd/Or Other Drug Treatment o1 o e procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ 12/31/2020
Program Per Hour
Developmental Delay Prevention
2037 Activities Dependent Child Of Client Per ~Non Covered: Procedure/service not covered by BCBSOK. Not subject to utlization review. _ _ _ _
15 Minutes
Injection Abatacept 10 Mg (Code May.
Be Used For Medicare When D
€ sed For faedcare HWihen Drug. Medical Policy Criteria:  require prior Refer to prior ilable on the provider section of the BCBSOK  RX501.113 Specialty Medication Administration Site of Care
10128 Administered Under The Direct — 01096 Aot - -
Supervision Of A Physician Not For Use . . i
When Drug Is Self Administered)
0TH903.027 Intravitreal Angi Inhibitors for Choroidal Vascular Condit
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a e asiiimnbainvimmiiitets
10178 Injection Aflibercept 1 Mg ot ion rat 1 1 e o the o oot BCOS0R Medont ol crtrin 0THO03.015 Intravitreal Angiogenesis Inhibitors for Retinal Vascular Disorders - -
" “ v - 0TH903.020 ic Therapy (PDT) for Choroidal ization (CNV)
’ Medical Policy Criteria  requie prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
0180 Injecti Isidase Beta 1M
D PSR B website. RX501.067 Therapy for Lysosomal Storage Disorders - -
Medical Policy Crt v i Refer to pri ilable on the provider section of the BCBSOK
10202 Injection Alemtuzumab 1 Mg e e require prier ertoprior e providersection of the RX501.077 Alemtuzumab - -
10215 njection Alefacept 0.5 Medica Plicy Criteia Procecure/service reiewed to nsure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submitting 2 n n - B
request if it is unclearif e service meets BCBSOK Medical Policy criteria.
o220 "ection Alglucosidase Alfa 10 M Not _Medical Poley Critri: Procedure/service eviewed o ensure each service meets BCBSOK Miedica Plicy criteria. BCBSOK recommends submitig 2 501067 cotyme Replacement Therapy or ysosomal Storage Disorders - B
Otherwise Specified request i it is unclear if the service meets BCBSOK Medical Policy criteria.
a1 niection Alglucosidase Alfa (Lumizyme) _Medical Policy Crieri y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
website. RX501.067 Therapy for Lysosomal Storage Disorders = =
- Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK _ RX501.096 Specialty Medication Administration Site of Care —
website RX501.102 Patisiran (Onpattro)
Medical Policy Criteria: ¥ require pi Refer to prior lable on the provider section of the BCBSOK _ RX501.125 Givosiran
10223 Injection Givosiran 0.5 M
5 . website. RX501.096 Secialty Medi ite of Care - -
(0228 . Lomasian 05 g Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a o112 [ -~
request if it is unclear if the service meets BCBSOK Medical Policy criteria
I Alpha 1 Proteinase Inhibit
10256 Injection Alpha 1 Proteinase InNibitor ;- u toy o Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andfor clinical review. _ _ _ _
(Human) Not Otherwise Specified 10 Mg
Injection Alprostadil 1. 25 Mcg (Code
May Be Used For Medicare When Dy
10270 Aietored Uncior The Dot | Medical Policy Critria: Procedure/service reviewed to ensure each service meets 5CBSOK Medical Policy ritria. BCBSOK recommends submitting a MED01.030 Sexual Dysfunctons, Asessment and Treatment B -
) : predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Supervision O A Physician Not For Use
When Drug Is Sef Administered)
Alprostadil Urethral Suppository (Code
May Be Used For Medicare When Drug
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
10275 Administered Under The Direct MED201.030 Sexual Dysfunctions, Assessment and Treatment _ _
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
Supervision Of A Physician Not For Use
When Drug Is Self Administered)
10670 ijection Dimercapra Per 100 Mg Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a HEs0L008 Cheltion Terapy - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: ¥ require pr Refer to prior Iable on the provider section of the BCBSOK  RX501.116 Belimumab
10490 Injection Belimumab 10 My 7/1/2021
3 . website. RX501.096 Snecialty Medi ite of Care (s
Medical Policy Criteria: ¥ require pr Refer to prior Iable on the provider section of the BCBSOK  RX501.100 Benralizumab
10517 Injection Benralizumab 1My
5 ® website. RX501.096 Snecialty Medi ite of Care - -
Medical Policy Criteria: ¥ require Refer to prior Iable on the provider section of the BCBSOK.
10565 Injection Bezlotoxumab 10 Mg, e reaulre P s RX501.093 Bezlotoxumab (Zinplava) _ _
Medical Policy Criteria: ¥ require Refer to prior Iable on the provider section of the BCBSOK.
10567 Injection Cerliponase Alfa 1Mg e & et L L RX501.092 Cerliponase alfa _ .
Medical Policy Criteria: ¥ require pr Refer to prior Iable on the provider section of the BCBSOK  RX502.058 Burosumab-twza
10584 Injection Burosumab-Twza 1M
5 e website. RX501.096 Specialty Medi ite of Care - -
Medical Policy Criteria: ¥ require Refer to prior lable on the provider section of the BCBSOK  MED201.014 Botulinum Toxin
10585 Injection Onabotulinumtoxina 1 Unit o reaulre P s _ _
website. RX501.019 Treatment of
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK  MED201.014 Botulinum Toxin
10586 Injection Abobotulinumtoxina 5 Units <« reaulre P P _ _
website. RX501.019 Treatment of
Josgy Mection Rimabotulinumtodinb 100 Medical Policy Criteria: y require p Refer to prior Iable on the provider section of the BCBSOK  MED201.014 Botulinum Toxin
Units website. RX501.019 Treatment of - -
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK  MED201.014 Botulinum Toxin
10588 Injection Incobotulinumtoxin A 1 Unit < reaulre P P - -
website. RX501.019 Treatment of
Joso  IMiection C-L Esterase nhibtor (Humar)  Medica Policy Citeria: y require p Refer to prior Iable on the provider section of the BCBSOK  RX501.096 Specialty Medication Adminitration Site of Care
Cinryze 10 Units website. RX504.013 Hereditary Angioedema (HAE) with C1 Esterase Inhibitor, Human and Ecallantide - -
Injection Edetate Calcium Disodium Up  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
10600 ‘ " o / N o € THEB01.008 Chelation Therapy _ _
To 1000 Mg request if it is unclear if the service meets BCBSOK Medical Policy citeria.
Medical Policy Criteria: y require p Refer to prior Jable on the provider section of the BCBSOK  RX501.119 Canakinumab
10638 Injection Canakinumab 1 M
" . website. RX501.096 Specialty Medication ite of Care - -
Injection Certolizumab Pegol 1 Mg (Code
May Be Used For Medicare When Dr
- A:r‘:“mes‘;:d “‘: d;T:::;’mg" & Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK  RX501.096 Specialty Medication Administration Site of Care.
‘ website RXS0L111 Certolizumab Pegol = =
Supervision Of A Physician Not For Use
When Drug Is Self Administered)
\o7s ection Collsgenase Clos Wedica Policy Criteia  require prior Refer to prior iable on the provider section of the BCBSOK " T i} B
Histolyticum 0.01 Mg website
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
10791 Inj Crizanlizumab-Tmea SMg ey crene v require priot ertoprior onthe providersection ofthe RX501.096 Specialty Medication Administration Site of Care 3/1/2021
Jogs1_ "mection Darbepoetin Alfa 1 Microgram _MedicalPolicy Critera  require prior Refer to prior iable on the provider section of the BCBSOK " U, i} B
(Non-Esrd Use) website
Jogas _ "ection Epoetin Afa (For NomEsrd  MedicalPolicy Critera  require prior Refer to prior iable on the provider section of the BCBSOK " U, i} B
Use) 1000 Units website
Jogag _ "ectin Epoetin eta 1 Microgram (For _MedicalPolicy Critera  require prior Refer to prior iable on the provider section of the BCBSOK " U, i} B
Non Esrd Use) website
logs  "ection Deferoamine Mesylte 500 Medical Polcy Criteri: Procedur/service eviewed t ensure eachservice meets BCBSOK Medica Plicy critri. BCBSOK recommends submiting 2 HesoL.008 Chelation Therapy . B
Mg request if it is unclear if the service meets BCBSOK Medical Policy criteria.
10895 i} uspaterceptammt 0.25m5 Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 502,061 Onclogy Medications o oo
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Services
11071 Injection Testosterone Cypionate 1Mg o _ _
request i it is unclear if the service meets BCBSOK Medical Policy criteria. RX501076 Testosterone Therapies
o Medical Policy Criteria ice may require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
1120 Injection Ecallantide 1 Mg . ’ :
website. RX504.013 Hereditary Angioedema (HAE) with C1 Esterase Inhibitor, Human and Ecallantide = =
S —— dica Plicy Criteia y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.066 Specaly Medicaton Adrministration it of Care
website. RX501.096 Eculizumab = =
o Medical Policy Criteria y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.095 Specialty Medication Administration Site of Care
11301 Injection Edaravone 1 Mg _ _
RX501.096 Edaravone
11305 ijection Revaliumab Conz 10 M POy e y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.107 Ravulzumab-cunz (Utomis) ] ) B
website. RX501.096 Specialty Medication te of Care
11305 Inj Evinacumab-Dgnb SMg MP Criteria: Procedure/service reviewed against Medical Policy Crteria, Submit for to avoid post-service review. RX501.136 Evinacumab-dgnb 10/1/2021
Medical Policy Critera  require prior Refer to prior Iable on the provider section of the BCBSOK  RX501.096 Specialty Medication Administration Site of Care
11322 Injection Elosulfase Alfa 1Mg e LTI it U ST ! _ _
website. RX501.067 Therapy for Lysosomal Storage Disorders
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
11325 Injection Epoprostenol 0.5 Mg e reauire pri P P RX501.056 Advanced Therapies for Pharmacologic Treatment of Pulmonary Hypertension - -
11426 Injection Casimersen 10 Mg MP Criteria: Procedure/service reviewed against Medical Policy Crteria. Submit for to avoid post-service review. RXS01.135 Casimersen 10/1/2021
427 Violersen, 10mg Wedica Plicy Criteia Procedure/servic reviewed to ensure each ervice meets BCBSOK MeclcalPoicy rteia. BCBSOK recommends submittng 2 o120 torareen I
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
P T S—p— Medical Policy Criteria y require prior Refer to prior iable on the provider section of the BCBSOK " — ) B
website.
1425 ijecion Galodsen 1015 Wedica Plicy Citeia Procecure/service reviewed to enure each service meets BCBSOK MeclcalPoicy rteia. BCBSOK recommends submittng 2 o122 cotoreen - -
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
- Medical Policy Criteria y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
1458 Injection Galsulfase 1 Mg ' _ _
RX501.067 Enzyme- Therapy for Lysosomal Storage Disorders
Injection | Globulin (Pr
iom ECHeEHTIEE) e @ y require prior Refer to prior ilable on the provider section of the BCBSOK  RX501.096 Immunoglobulin (Ig) Therapy (Including Intravenous [IVIG] and Subcutaneous Ig [SCIG])
11458 Intravenous Non-Lyophilized (E.G. Liquid) . iy LU _ _
S0 website. RX504.003 Specialty Medication Administration Site of Care
Injection, lobul . Medical Policy Criteria: Proced gt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
11554 iection, mmune globuin (ascenv ecical Plicy Citera Procedure/Senice reiewed o ensure each sevice mests edical Policy criteria recommends submitting a 500003 mmunogiabuln 5) Therapy(ncludingntravenous (V1G] and Subeutaneous g 1SCG) o
500me request i it is unclear if the service meets BCBSOK Medical Policy criteria.
1155 Iiection Immune Globulin (Cuvitru) 100 Medica Policy Crieri: ice may require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Immunoglobulin (ig) Therapy (Including Intravenous [IVG] and Subcutaneous g [SCIG])
Mg website. RX504.003 Specialty Medication Administration Site of Care = )
11556 Imiection Immune Globuln (Biigam)  Medica Policy Citri: y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Immunoglobulin (ig) Therapy (Including Intravenous [IVG] and Subcutaneous g [SCIG])
500 Mg website. RX504.003 Specialty Medication Administration Site of Care = )
Injection | Globulin (Gammapl
I @ (EMREI) o @ y require prior Refer to prior ilable on the provider section of the BCBSOK  RX501.096 Immunoglobulin (Ig) Therapy (Including Intravenous [IVIG] and Subcutaneous Ig [SCIG])
11557 Intravenous Non-Lyophilized (E.G. Liquid) . iy LU _ _
website. RX504.003 Specialty Medication Administration Site of Care
500 Mg
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|1ssg niection Immune Globulin (Xembify)  Medical Plicy riteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RX504.003 Immunoglobulin (Ig) Therapy (Including Intravenous (IVIG] and Subcutaneous lg [SCIG])
e website. RX501.096 Specialty Medication Administration Site of Cart = =
1559 niection Immune Globulin (Hizentra)  Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RX501.096 Immunoglobulin (ig) Therapy (Including Intravenous (IVIG] and Subcutaneous lg [SCIG)
100 Mg website. RX504.003 Specialty Medication Administration Site of Care = =
Ijection Immune Globulin (Gamunex-
- U‘Ga"mak ed]”Nm o ;‘mi = (E” 5" Medical Policy Crtera y require prior Refer to prior ilable on the provider section of the BCBSOK  RX501.096 Immunoglobulin (Ig) Therapy (Including Intravenous (IVIG] and Subcutaneous lg [SCIGI)
! Vop! S website, RX504.003 Specialty Medication Administration Site of Care = =
Liauid) 500 Mg
Injection | Globulin (Vivaglobin) _ Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
sy Mection Immune Globulin (Vivaglobin)  Medical Poicy Crieria require prier erteprier e providersection ot the RX504.003 Immunoglobulin (Ig) Therapy (Including Intravenous (IVIG] and Subcutaneous lg [SCIG) - .
100 Mg website.
Injection Immune Globulin Intravenous X . ' y .
11565 Lyophitae (£ 6. Powder) Not oxherarse MedicalPolc Critra y require prior Refer to prior Iable on the provider section of the BCBSOK  RX501.096 Immunoglobulin (Ig) Therapy (Including Intravenous IVIG] and Subcutaneous g [SCIG])
vor! i~ website. RX504.003 Specialty Medication Administration Site of Care = =
Specified 500 Mg
Injection | Globulin (Oct
iection immune lobuln (0ct2gam) ey pojcy criera y require prior Refer to prior ilable on the provider section of the BCBSOK  RXS01.096 Immunoglobulin (Ig) Therapy (Including Intravenous IVIG] and Subcutaneous g [SCIG])
11568 Intravenous Nonlyophilized (E.G. Liquid) : . ; i - .
e website. RX504.003 Specialty Medication Administration Site of Care
Injection | Globulin (G: d
niection Immune Globulin (Gammagard .y, pojicy critera y require prior Refer to prior ilable on the provider section of the BCBSOK  RX501.096 Immunoglobulin (Ig) Therapy (Including Intravenous (IVIG] and Subcutaneous lg [SCIGI)
11569 Liquid) Non-Lyophilzed (€. G. Liquid) : . ; e - .
S0 s website. RX504.003 Specialty Medication Administration Site of Care
Injection Immune Globulin
157, (Febogamma/flebogarmma oif Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK  RXS01.096 Immunoglobulin (Ig) Therapy (Including Intravenous IVIG] and Subcutaneous g [SCIG])
Intravenous Non-Lyophilized (E.G. Liquid) website. RX504.003 Specialty Medication Administration Site of Care = =
500 Mz
Injection Immune ieal Polcy o . . ’ . .
s Medical Policy Criteria: y require prior Refer to prior Iable on the provider section of the BCBSOK  RX501.096 Immunoglobulin (Ig) Therapy (Including Intravenous IVIG] and Subcutaneous g [SCIG])
. website. RX504.003 Specialty Medication Administration Site of Care = =
Mg
Injection Immune Globulin Intravenous
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
11599 Non-Lyophilized (E.G. Liquid) Not ey cene require prior ertoprior e providersection ot the RX504.003 Immunoglobulin (Ig) Therapy (Including Intravenous (IVIG] and Subcutaneous lg [SCIGI) - -
Otherwise Specified 500 Mg )
11002 Iiection Golimumab 1 Mg For Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.112 Specialty Medication Administration Site of Care
Intravenous Use website. RX501.09 Golimumab = =
1620 "ection Gonadoreln ycrochioide e Meical Poley Criteri: Procedure/service eviewed o ensure eachservice meets BCBSOK Medical Plicy criteria. BCBSOK recommends submiting 2 501081 onadotropin-Releasing Hormone (GaiH) Agonsts and Antagor - B
100 Meg request if it is unclearif the service meets BCBSOK Medical Policy criteria.
163 njection rexancione 1 g Medica Plicy Criteia Procedure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submittng 2 s01.106 arexanolons fo Postpartum Depression - B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Injection Histrelin Acetate 10 Medical Policy Crt v i Refer to pri ilable on the provider section of the BCBSOK
nezs  ection HistrelinAcetate colee Polley Crtera: require prier erteprier e providersection ot the RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists - -
Micrograms website.
Ijection esterone Caproate Medical Policy Crt v i Refer to pri ilable on the provider section of the BCBSOK
726 [riection Hudroxyprogesterane Caproate Medical Policy Criteria require prier erteprior e providersection ot the RX501.062 Progesterone Therapy as a Technique to Reduce Preterm Delivery in High-Risk Pregnancies _ -
(Makena) 10 Mg website.
Injection Hydroxyprogesterone Caproate Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ; .
11729 RX501.062 Progesterone Th Technique to Reduce Preterm Del High-Risk P
Not Otherwise Specified 10 Mg predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. rogesterone Therapy as 3 Technique to Reduce Preterm Deflvery in High-Risk Pregnancies - -
s Medical Policy Criteia  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
a o website. RX501.067 Enzyme- Therapy for Lysosomal Storage Disorders - -
RX501.051 Infliximab and Associated Biosi
" ) o . . b1 .
. Ilrge;‘lmn Infliximab Excludes Biosi r::;c;l Policy Criteria: y require prior Refer to prior on the provider section of the BCBSOK (0007 Speciaty Medication Adminiatration e of Care B -
J THES01.028 cne
) Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.099 Tbalizumab-uiyk (Trogarzo)
[ Mt e S website RX501.096 Specialty Medication ite of Care - -
. Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
i g website. RX501.067 Enzyme- Therapy for Lysosomal Storage Disorders - -
1623 1o mebiizomab.Clon Mg Wedica Plicy Citeia Procedure/sevic reiewed to ensure each servce meets BCBSOK Medical Poicy crteia. BCBSOK recommends submitting 2 501127 Chranizumat s -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
T Medical Policy Criteria y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
a sk website. RX501.067 Enzyme- Therapy for Lysosomal Storage Disorders - -
Jioso  Mection Leuprolde Acetate(For Depot  MedcalPolicy Critera  require prior Refer to prior iable on the provider section of the BCBSOK S D —— ) B
Suspension) Per 3.75 Mg website
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
11951 Inj Fensolvi 0.25 Mg edical Polcy Criteia:Procedureservice reviewe toensure each sevice meets BCBSOK Medica Polcy eriteria recommends submiting 2 RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists 7/1/2021
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
. Medical Policy Criteria y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Mepolizumab
(R Mt Bl S website RX501.080 Specialty Medication ite of Care - -
e Me:.c:l Policy Criteria:  require prior Refer to prior iable on the provider section of the BCBSOK (- conotide ) B
website
1320 Imiection Nandrolone Decanoate Up To  Medica Policy Criteria: Procedure/service reiewed to ensure each serice meets BCBSOK Medical Policy ritria. BCBSOK recommends submitting a SUR717.001 Gender Assignment Surgery and Gender Reassignment Surgery with Related Se
50 Mz request i it is unclear if the service meets BCBSOK Medical Policy criteria. RX501076 Testosterone Therapies - -
. Medical Policy Criteria ice may require prior authort Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
12323 Injection Natalizumab 1Mg - -
website RX501.059 Tysabri
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
12326 Injection Nusinersen 0.1 Mg ey crene require prier er e prior onthe providersection ofthe RX501.086 Nusinersen (Spinraza) - .
. Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.085
[P ikt Gclind A website RX501.096 Specialty Medication ite of Care - -
Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.058 Specialty Medication Administration Site of Care
12357 Injection Omalizumab 5 Mg - -
website RX501.096 Omalizumab
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
12440 Injection Papaverine Hel UpTo 6o Mg Mecical Polcy Citeria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria recommends submitting 2 MED201.030 Sexual Dysfunctions, Assessment and Treatment N .
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
12502 Injection Pasireotide Long Acting 1 Mg w:h:; e PUSTHEIET HADLIES CDEDEIELE SR ICERE RX501.079 Signifor LAR (pasireotide) _ _
0TH03.027 Intravitreal Angi Inhibitors for Choroidal Vascular Condit
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ntravitreal Anglogenesis nhibitors for choroidal Vascular Conditions
12503 Injection Pegaptanib Sodium 03 M e e ocasor 1o pols torin 0THS03.015 Intravitreal Angiogenesis Inhibitors for Retinal Vascular Disorders _ _
" “ v - OTH903.020 ic Therapy (PDT) for Choroidal ization (CNV)
T T - Wedica Policy Criteia  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care B} B
website RX501.120 Pegloticase
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
12562 Injection Plerixafor 1 Mg e ol cer ST L Gl RX502.061 Oncology Medications _ _
0TH03.027 Intravitreal Angi Inhibitors for Choroidal Vascular Condit
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ntravitreal Anglogenesis nhibitors for choroidal Vascular Conditions
12778 Injection Ranibizumab 0.1Mg e eSOk Moo Py o 0THI03.015 Intravitreal Angiogenesis Inhibitors for Retinal Vascular Disorders _ _
" “ v . OTH903.020 ic Therapy (PDT) for Choroidal ization (CNV)
) ) Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Reslizumab
[P st Gl D website RX501.083 Specialty Medication ite of Care - -
277 Fboflauin S-Phosphate Ophthalmic  Medical Polcy Criteri: Procedur/service eviewed t ensure eachservice meets BCBSOK Medica Plicy critri. BCBSOK recommends submiting a oTH003.0%8 Come Calagen CrossLinking . B
Solution UpTo 3 M request i it is unclear if the service meets BCBSOK Medical Policy criteria.
, Medical Policy Criteria y require prior on. Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specialty Medication Administration Site of Care
e website. RX501.067 Enzyme- Therapy for Lysosomal Storage Disorders - -
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
12860 Injection Siltuximab 10 Mg e oty crer ST L Gl RX502.061 Oncology Medications _ 10/10/2021
Medical Policy Criteria y require p Refer to prior Iable on the provider section of the BCBSOK  RX501.124 Eptinezumab-jmr
153032 Injection Epti btjmr 1 M
niection Eptinezamab-imr 1 M website. RX501.096 Specialty Medication ite of Care - -
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK  RX501.067 Enzyme-Replacement Therapy for Lysosomal Storage Disorders
13060 Injection Taliglucerace Alfa 10 Units < eie: P P yme-Repl Py for Lys 2 B -
website. RX501.096 Specialty Medicati ite of Care
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK  SUR717.001 Gender Gender urgery with Related Services
3121 Injection Testosterone Enanthate 1Mg <« readrep ? i v - -
ebsite. RX501.076 Testosterone Therapies
145 Iiection Testosterone Undecanoate 1 Medica Policy Crieria y require p Refer to prior Iable on the provider section of the BCBSOK  SUR717.001 Gender Gender urgery with Related Services
Mg website. RX501076 Testosterone Therapies - -
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK  RX501.096 Specialty Medication Administration Site of Care
13241 Injection Teprotumumab-Trbw 10 Mg T e P i pecalty - _
ebsite. RX501.110
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK  RX501.096 Specialty Medication Administration Site of Care
13245 Injection Tildrakizumab 1 Mg & (IR P P pecialty B B
website. RX501.123 asmn
Medical Policy Criteria y require p Refer to prior Iable on the provider section of the BCBSOK  RX501.115 Tocilizumab
262 Todll 1
[ (s TealnTd A website. RX501.096 Specialty Medication te of Care. - -
Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK
13285 Injection Treprostinil 1 Mg e reauire pri P P RX501.056 Advanced Therapies for Pharmacologic Treatment of Pulmonary Hypertension _ -
Injection Triameinolone Acetonide Not
13301 " Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _ 5/4/2021
Otherwise Specified 10 Mg
Medical Policy Criteia y require prior Refer to prior Iable on the provider section of the BCBSOK
13315 injection Tiptoreln Pamoate 3.75 Mg o0 o "0 ! oL = L RX502.061 Oncology Medications _ _
13316 Iiection Tiptoreln Extended-Release. Medica Policy Crieria: Procedure/service reviewed to ensure each serice meets BCBSOK Medical Policy ritria. BCBSOK recommends submittng a RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists
375Me request if it is unclear if the service meets BCBSOK Medical Policy criteria. RX501.040 Human Growth Hormone (GH) - -
13355 Injection 751 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
1yass Ustekinumab For ntravenous Injection 1 Medica Policy Crieri: y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS0L.114 Specialty Medication Administration Site of Care
Mz website. RX501.096 = =
P —— Wedica Policy Criteia y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS0L117 Specialty Medication Administration Site of Care
website. RX501.096 Vedolizumab = =
19385 ijection Velaglucerase Affa 100 Uns M1 POy e y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.096 Specaly Medicaton Adminitration St of Gare ) B
website. RX501.067 Enzyme- Therapy for Lysosomal Storage Disorders
Medical Policy Criteria: Proced gt h ts BCBSOK Medical Policy criteria. BCBSOK ds submitt
1339 Injection Verteporfin 0.1 Mg edical Polcy Citeia:Procedureservice reviewe o ensure each service meets edical Polley eriterta fecommends submItting 2 OTHS03.015 Photodynamic Therapy (PDT) for Choroidal Neovascularization (CNV) _ _
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
13357 njection Vestronidase Afa-ibk 1Mg  tapio o JUZTUCLLED SEADELL (oG e A D RXS01.067 Enzyme-Replacement Therapy for Lysosomal Storage Disorders _ _
1n20g Mection Voretigene NepanvovecReyl 1 MedicalPolcy Critera y require prior Refer to prior iable on the provider section of the BCBSOK " T —— ) B
Billion Vector Genomes website.
Injection Onasemnogene Abeparvovec- o ) ) ; . .
Uz Medical Policy Criteria y require prior Refer to prior Iable on the provider section of the BCBSOK. -
13398 Xioi PerTreatment Up To SX10M5 o RXS01.104 Zolgensma (onasemnogene abeparvovec-xioi) _ _
Vector Genomes .
1330 Unclassified Drugs Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. - - _ -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
13520 Edetate Disodium Per 150 Mg o ure/ " " " o upmitting THEB01.008 Chelation Therapy _ _
request if it is unclear if e service meets BCBSOK Medical Policy criteria.
13570 Laetrile Amygdalin Vitamin 817 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
135 Unclassified Biologics Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Unclassified Drug Or Biological Used For
0 D e Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review, _ _ - -
Injection Human Fibrinogen ConcentrateMedical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
17177 et & o ure/ " " " o upmitting RX501.072 Human Fibrinogen Concentrate (RiaSTAP and Fibryga) _ _
(Fibryga) 1 Mg predetermination request if it is unclear If the service meets BCBSOK Medical Policy criteria.
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17 ection Human Fibrinogen Concentrate Medica Policy Crieria y require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK  RX501.072 Hemophilia Agents
Not Otherwise Specified 1 Mg website. RX501.075 Human Fibrinogen Concentrate (RiaSTAP and Fibryga) -
Factor Vil (Antihemophilc Factor
17192 Recombinant) Per LU. Not Otherwise  Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ -
Specified
Injection Factor x (Antihemophilic Factor
17195 Recombinant) Per lu Not Otherwise  Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ -
Specified
Hemophilia Cloting Factor Not
17199 emopnila Ploting Factor Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ -
Otherwise Classified
Aminolevulinic Acid Hel For Topical o . . . . Ao .
305 At e Ut posage Medical Policy Criteria: Procedure/service reviewe to ensure each service meets BCBSOK Medical Policy ritria. BCBSOK recommends subitting a THES01.027 Dermatologic Applications of Photodynamic Therapy (PDT)
© B predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. THES01.028 Acne Management -
Form (354 Mg)
Methyl Aminolevulinate (Mal) For Topical Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
17309 THES01.027 Dermatologic Applications of Photodynamic Therapy (PDT
Administration 16.8% 1 Gram predetermination request if it s unclear if the service meets BCBSOK Medical Policy criteria. ermatologic Applications of Photodynamic Therapy (POT) -
310 iection Fuocinolone Acetonide Medica Plicy Criteia Procecure/sevice reiewed to ensure each servce meets BCBSOK Medical Policy crteia. BCBSOK recommendssubmitting 2 oTHo03.024 ntavirea, Punctum and Intracameral implants )
Intravitreal Implant (Retisert) 0.01 Mg predetermination request if it i unclear i the service meets BCBSOK Medical Policy criteria.
731z "ection Dexamethasone Itravitreal  Medicl Poley Criteri: Procedur/service eviewed t ensure eachservice meets BCBSOK Miedica Plicy criteria. BCBSOK recommends submiting 2 o002 tavirea, Punctum and Intracameral impants -
implant 0.1 Mg request i it is unclearif the service meets BCBSOK Medical Policy criteria.
313 iection Fluocinolone Acetonide Medica Plicy Criteia Procecure/sevice reviewed to ensure each servce meets BCBSOK Medical Policy crteia. BCBSOK recommendssubmitting 2 oTHo03.024 ntavirea, Punctum and Intracameral implants )
Intravitreal Implant (Iluvien) 0.01 Mg predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
17316 Injection Ocriplasmin 0.125 Mg edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 0TH903.026 Ocriplasmin for Symptomatic Vitreomacular Adhesion -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Autologous Cultured Chondh Medical Policy Crt v i ization. Refer to pri ilable on the provider section of the BCBSOK
17330 e colee Polley Crterta: require prier erteprior e providersection ot the SUR705.035 Autologous Chondrocyte Implantation (ACI)for Focal Articular Cartilage Lesions -
Implant website.
Carbidopa 5 Mg/Levodopa 20 Mg Enteral Medical Policy Crit y Refer t Iable on the provider section of the BCBSOK.
17340 T S A ] el it LT SEAILS AL ST IGRLD RX504.015 Levodopa-Carbidopa Enteral Suspension (e.g. Duopa) for The Treatment of Parkinson Disease. _
Suspension 100 M bsite
Aminolevulinic Acid el For Topical Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
17345 THEBO1.027 Applications of py (POT) _
10% Gel 10 Mg request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Injection Bimatoprost Intracameral  Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
17351 OTH03.024 Intravitreal, Punctum and Intracameral Implants _
implant 1 Microgram predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
17202 Mometasone Sinus Sinuva SUR706.001 Nasal and Sinus Surgery s/15/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
[ Drug Not Oth
i7sog o hesuppressiveDrug HOtOMENE nisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinial rview N N _
Acetylcysteine Inhalation Solution
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
17604 Compounded Product Administered 4 " " v & Polley RX501.063 Compounded Drug Products -
and/or Unproven
Through
Levalbuterol Inhalation Solution
c ded Product not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17607 ¢ 4 v & Polley RX501.063 Compounded Drug Products -
Through Dme Concentrated Form 0.5 and/or Unproven
Mz
Albuterol Inhalation Solution
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
17609 Compounded Product Administered 4 o et v & Polley RX501.063 Compounded Drug Products _
Through Dme Unit Dose 1 Mg &
Albuterol Inhalation Solution
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
17610 Compounded Product Administered 4 o et v & Polley RX501.063 Compounded Drug Products _
Through Dme Concentrated Form 1 Mg B
Levalbuterol Inhalation Solution
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
17615 Compounded Product Administered 4 o et v & Polley RX501.063 Compounded Drug Products _
Through Dme Unit Dose 0.5 Mg P
Beclomethasone Inhalation Solution
c ded Product not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17622 " " v & Polley RX501.063 Compounded Drug Products -
Through Dme Unit Dose Form Per and/or Unproven
Milligram
Betamethasone Inhalation Solution
c ded Product not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17624 ¢ 4 U JEI RX501.063 Compounded Drug Products _
Through Dme Unit Dose Form Per and/or Unproven
Milligram
Budesonide Inhalation Solution
c ded Product not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17627 " " v & Polley RX501.063 Compounded Drug Products -
Through Dme Unit Dose Form Up To 0.5 and/or Unproven
Mz
Bitolterol Mesylate Inhalation Solution
c ded Product not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17628 ¢ 4 v & Polley RX501.063 Compounded Drug Products -
Through Dme Concentrated Form Per and/or Unproven
Milligram
Bitolterol Mesylate Inhalation Solution
roduct not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17629 Y 4 v & Polley RX501.063 Compounded Drug Products _
Through Dme Unit Dose Form Per and/or Unproven
Milligram
Cromolyn Sodium Inalation Solution
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
17632 Compounded Product Administered 4 Y 4 v & Polley RX501.063 Compounded Drug Products _
and/or Unproven
Through
Budesonide Inhalation Solution
ew © ded Product by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Poliy titled: Non-Reimbursable 501,063 e
Through Dme Concentrated Form Per andor Unproven =
025 Milligram
Atropine Inhalation Solution
s © ded Product by BCBSOK. Not subject o utilzation review. Plase se the Clncal Payment and Codng Polcy tied: Nor-Reimbursable 501,063 e
Through Dme Concentrated Form Per and/or Unproven =
Milligram
Atropine Inhalation Solution
. d roduct by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Poliy titled: Non-Reimbursable 501,063 e
Through Dme Unit Dose Form Per andor Unproven =
Milligram
Dexamethasone Inhalation Solution
. by BCBSOK. Not subject o utization review. Plase se the Clncal Payment and Codng Polcy tied: Nor-Reimbursable 501,063 e
Through Dme Concentrated Form Per andor Unproven =
Milligram
Dexamethasone Inhalation Solution
s © ed Procuct by BCBSOK. Not subject o utization review. Plase se the Clncal Payment and Cong Polcy tied: Nor-Reimbursable 501,063 e
Through Dme Unit Dose Form Per andor Unproven =
Milligram
Formoterol Inhalation Solution
- ed Procuct by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Poliy titled: Non-Reimbursable 501,063 e
Through Dme Unit Dose Form 12 and/or Unproven =
Micrograms
Flunisolide Inhalation Soluti
- c:r:';:‘:n;: ;: -1::'(‘ . d“m":‘"s‘ere " Procedure/service not reimbursed by BCBSOK. Not subject o utlzation review. lease see the Clinical Payment and Coding Polcytitled: Non-Reimbursable 501063 IR .
; ) Experimental, Investigational and/or Unproven Services (EIU)
Through Dme Unit Dose Per Milligram
Glycopyrrolate Inhalation Solution
e © ded Product by BCBSOK. Not subject o utizationreview. Please see the Clincal Payment and Coing Polcy tied: Nor-Reimbursable 501,063 e
Through Dme Concentrated Form Per andor Unproven Services (EIU). =
Milligram
Glycopyrrolate Inhalation Solution
e © ced Product : o by BCBSOK. Not subject o tizationreview. Please see the Clincal Payment and Codng Polcy tied: Nor-Reimbursable 501,063 e
Through Dme Unit Dose Form Per Experimental, Investigational and/or Unproven Services (EIU) =
Milligram
Ipratropium Bromide Inhalation Solution
poss C : : o by BCBSOK. Not subject o utizationreview. Please see the Clincal Payment and Coing Polc tied: Nor-Reimbursable 501,063 e
Through Dme Unit Dose Form Per Experimental, Investigational and/or Unproven Services (EIU) =
Milligram
Isoetharine Hel Inhalation Solution
e C ded Product by BCBSOK. Not subject o tizationreview. Please see the Clincal Payment and Codng Polcy tied: Nor-Reimbursable 501,063 e
Through Dme Concentrated Form Per andor Unproven Services (EIU). =
Milligram
Isoetharine Hel Inhalation Solution
oo © ced Product : o by BCBSOK. Not subject o utizationreview. Please see the Clincal Payment and Coding Polcy tied: Nor-Reimbursable 501,063 e
Through Dme Unit Dose Form Per Experimental, Investigational and/or Unproven Services (EIU) =
Milligram
Isoproterenol Hel Inhalation Solution
ey C by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable 501,063 e .
Through Dme Concentrated Form Per andor Unproven
Milligram
Isoproterenol Hel Inhalation Solution
oo © ced Product by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable 501,063 e .
Through Dme Unit Dose Form Per andor Unproven
Milligram
Metaproterenol Sulfate Inhala
I e :;:":ﬂu: o P Procedure/servicenot reimbursed by BCBSOK. Not subject o utlzation review. lease see the Clnical Payment and Coding Polcytitled: Non-Reimbursable 501063 .

Concentrated Form Per 10 Milligrams
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Metaproterenol Sulfate Inhalation
Solution Compounded Product

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

17670 RXS01.063 Compounded Drug Product
Administered Through Dme Unit Dose  Experimental, Investigational and/or Unproven Services (EIU). e = =
Form Per 10 Milligrams.
Pentamidine lsethionate Inhalati
entamidine sethionate Inhalation Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17676 Solution Compounded Product RXS01.063 Compounded Drug Products _ _
Experimental, Investigational and/or Unproven Services (EIU)
Terbutaline Sulfate Inhalation Solution
< ded Product ot reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17680 RXS01.063 Compounded Drug Products _ _
Through Dme Concentrated Form Per andor Unproven Services (EIU).
Milligram
Terbutaline Sulfate Inhalation Solution
not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Poliy titled: Non-Reimbursable
17681 RXS01.063 Compounded Drug Products _ _
Through Dme Unit Dose Form Per Experimental, Investigational and/or Unproven Services (EIU)
Milligram
Triaminolone Inhalation Solution
< ded Product ot reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17683 RXS01.063 Compounded Drug Products _ _
Through Dme Concentrated Form Per andor Unproven Services (EIU).
Milligram
Triaminolone Inhalation Solution
< ded Product not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17684 RXS01.063 Compounded Drug Products _ _
Through Dme Unit Dose Form Per Experimental, Investigational and/or Unproven Services (EIU)
Milligram
Tobramycin Inhalation Solution
< not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
17685 RXS01.063 Compounded Drug Products _ _
Through Dme Unit Dose Form Per 300 Experimental, Investigational and/or Unproven Services (EIU)
Milligrams.
Noc Drugs Inhalation Soluti
17699 LI :h:n‘::h ;m“e"’" Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Noc Drugs Other Than Inhalation D
17799 s T::m:r:'n';n: 12ton DIUBS listed or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Compounded Drug Not Oth
17999 da’::::;’ FRIBCE WEREAETES Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Antiemetic Drug Rectal/Suppository Not
18498 e B MESE Rty OB (o et e T e G e e ) A e R e e € e _ _ _ _
Otherwise Specified
Prescription Drug Oral N
ipagy P ion DU ':; on Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Antiemetic Drug Oral Not Oty
18597 S:E:;‘“; icDrug Oral NotOthenwise 1 listed or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Prescription Drug Oral
mogs TP s Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ _ _
Injection Asparaginase Not Otherwise
19020 5 SHRD Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Soecified 10 000 Units
Medical Po : v R lable on th he K
Y m— w::;c; olicy Criteria require p efer to prior the provider section of the BCBSOK P ——— ) e
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
19023 Injection Avelumab 10 Mg e,y crene require prior ertoprior onthe providersection ofthe RX502.061 Oncology Medications N 10/10/2021
Medical Po : v R lable on th he K
S z ::;c:e olicy Criteria require p efer to prior the provider section of the BCBSOK P i} B
0TH903.027 Intravitreal Angiogenesis Inhibitors for Choroidal Vascular Conditions
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK.
19035 Injection Bevacizumab 10 Mg e reaulre P s 0TH903.015 Intravitreal Angiogenesis Inhibitors for Retinal Vascular Disorders _ _
: 0TH903.020 Therapy (PDT) for Choroidal (cw)
o037 Iniection,belantamab mafodontin-bime,  Medical Policy Criteria: Procedure/servic reviewed to ensure each serice meets BCBSOK MedicalPolicy ritria. BCBSOK recommends submittng a 502,061 Onclogy Medicatons P
05me. request if it is unclear i the service meets BCBSOK Medical Policy criteria
Medical Poi : v R fable on th he K
19039 Injection Blinatumomab 1 Microgram w::;‘:e IR et BB the provider section of the BCBSOK 55, o6, Oncology Medications _ 10/10/2021
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
19043 Injection Cabazitaxel 1Mg e v cene require prior ertoprior onthe providersection ofthe RX502.061 Oncology Medications N 10/10/2021
Injection Bortezomib Not Otherwise
s Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Po : v R lable on th he K
19047 Injection Carfilzomib 1 Mg w::;‘:e IR et BB the provider section of the BCBSOK 55, o6, Oncology Medications _ 10/10/2021
Medical Policy Crit v i Refer to pr ilable on the provider section of the BCBSOK
19057 Injection Copanlisib 1 Mg e e require prior ertoprior onthe providersection ofthe RX502.061 Oncology Medications N 10/10/2021
9119 njection Cemplimab Awle 1 Mg Medica Plicy Citeia Procedure/sevic reiewed to nsure each service meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 . [ i} R
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
19101 Daratumumab Hyatoronidase Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbmittng 2 502,061 Oncolopy Medications [
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit v i Refer to pri ilable on the provider section of the BCBSOK
19145 Injection Daratumumab 10 Mg w:h;c; CEAEEAL ORI HADCIES CDEDEIELE LR EICERID RX502.061 Oncology Medications _ 10/10/2021
I 1 1M Medical Poi : v R lable on th he K
jos3  iection Liposomal 1 Mg Daunorubicin - Medica Policy Criera require p efer to prior the provider section of the BCBSOK e —— . B
And 2.27 Mg Cytarabine website.
P : 5 Tabi
S —— C:i::;lc:el olicy Criteria require p Refer to prior the provider section of the BCBSOK P ——— B -
P : v labl
P 5 5 Tabl
19176 ijection Elotuzumab 1 Vig e ol Criera LI REERRIE the provider section of the BBSOK ¢ 0, 061 Oncology Medications _ 101072021
o177 "ection Enfortumab Vedotin-£ff 025 Medicl Polcy Criteri: Procedur/srvice eviewed t ensure eachservice meets BCBSOK Medical Plicy critri. BCBSOK recommends submiting 2 502,061 Onclogy Medicatons i} oo
Mg request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
19202 Goserelin Acetate Implant Per 3.6 Mg : Ll P ARG ADGIE CNEIEATSERCAS RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists _ _
o203 "ection Gemtuaumab Ozogamicin 0.1 MedicalPolicy Critera y require prior Refer to prior iable on the provider section of the BCBSOK P ) p—
Mg website
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
19204 Injection Mogamulizumab-Kpke 1 Mg o / N “ ® RX502.061 Oncology Medications _ 10/10/2021
request if it is unclear if the service meets BCBSOK Medical Policy citeria,
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK.
19205 njection Iinotecan iposome 10 o O reaulre P L RXS02.061 Oncology Medications _ 10/10/2021
Leuprolide Acetate (For Depot Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
19217 i acReetzie (FoyDeec R LR T PUSTHEIET HADLIES CDEDEIELE SR ICERE RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonis _ _
Suspension) 7.5 Mg website
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
19218 Leuprolide Acetate Per1Mg w:h 'C; e PUSTHEIET HADLIES CDEDEIELE SR ICERE RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagor _ _
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
19219 Leuprolide Acetate Implant 65 Mg e e v require prior ertoprior onthe providersection ofthe RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists _ _
19223 . Lorbnectedin 0.1 g Wedica Plicy Citeia Procedure/sevic reviewed to ensure each ervce meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submitting 2 502,061 Onclogy Medicatons (S
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
19225 Histrelin Implant (Vantas) 50 Mg w:h'ci e PUSTHEIET HADLIES CDEDEIELE SR ICERE RX502.061 Oncology Medications _ _
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
19226 Histrelin Implant (Supprelin La) 50 Mg w:h;c; e PUSTHEIET HADLIES CDEDEIELE SR ICERE RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists _ _
19227 injection sstoximabite 10V Medica Plicy Citeia Procedure/sevic reviewed to ensure each ervce meets BCBSOK Medlcal Poicy crteia. BCBSOK recommendssubmittng 2 502,061 Onclogy Medicatons i} oo
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit i Refer to pri ilable on the provider section of the BCBSOK
19228 Injection Ipilimumab 1 Mg e oty crer ST L Gl RX502.061 Oncology Medications _ 10/10/2021
; P : 5 Tabi
o209 Miection Inotuzumab Ozogamicin 0.1 Medical olicy Crieria require p Refer to prior the provider section of the BBSOK N ) e
Mg website.
Injection Paclitaxel Protein-Bound Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK
19264 J ' ! e reauire pri = L RXS02.061 Oncology Medications _ 10/10/2021
Particles 1Mg website.
o2 Iiection Tagraxofusp-Erzs 10 Wedica Plicy Citeia Procedure/service reviewed to enure each ervice meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 502,061 Onclogy Medications oo
Micrograms request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
19271 Injection Pembrolizumab 1 Mg e oty cier: JUZTUCLLED SEADELL (oG e A D RX502.061 Oncology Medications _ 10/10/2021
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
19281 Mitomycin Instillation ical Poliey ure/ v " " il poliey ubmitting RXS02.061 Oncology Medications 2712021 10/10/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
19285 Injection Olaratumab 10 Mg Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 5/15/2021
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
19295 Injection Necitumumab 1 Mg S L JUZTUCLLED SEADELL (oG e A D RX502.061 Oncology Medications _ _
website.
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
19298 Injection Nivolumab 1 Mg e oty crer: JUZTUCLLED SEADELL (oG e A D RX502.061 Oncology Medications _ 10/10/2021
Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK
19301 Injection Obinutuzumab 10 Mg e reauire pri = L RXS02.061 Oncology Medications _ 10/10/2021
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
19306 Injection Pertuzumab 1Mg e oty cer: JUZTUCLLED SEADELL (oG e A D RX502.061 Oncology Medications _ 10/10/2021
Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK
19308 Injection Ramucirumab 5 Mg e reauire pri = L RXS02.061 Oncology Medications _ 10/10/2021
\oz09 "ection Polatuzumab VedotinPiiq 1 Medicl Polcy Criteri: Procedursrvice eviewed to ensure eachserice meets BCBSOK Medica Plicy critri. BCBSOK recommends submiting a 502,061 Onclogy Medications oo
Mg request i it is unclear if e service meets BCBSOK Medical Policy criteria.
Injection Rituximab 10 Mg And Medical Policy Criteria y require prior Refer to prior ilable on the provider section of the BCBSOK
19311 RX502.061 Oncology Medications _ _
website.
Medical Policy Crt i Refer to pri ilable on the provider section of the BCBSOK
19312 Injection Rituximab 10 Mg e e R bl bl bt RX502.030 imab and Biosimilars for Non-Oncologic Indic _ N
Injection Moxetumomab Pasudotox-Tdfk_Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a )
19313 ’ RX502.061 Oncology Medications 10/10/2021
001Mg request i it is unclear if the service meets BCBSOK Medical Policy criteria.
oz "ection pertuzumab, trastuzumab, and - Medicl Polcy Criteri: Procedursrvice eviewed to ensure each service meets BCBSOK Medical Plicy critri. BCBSOK recommends submiting a 502,061 Oncalogy Medications cpon oo
hyaluronidase-zoc, per 10 mg predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
(9717 Sacituzumab Govtecan iy Wedica Plicy Citeia Procedure/servic reviewed to enure each service meets BCBSOK MeclcalPolicy rteia. BBSOK recommends submittng 2 02061 Oncology Medications (S
oredetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.
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Injection Talimogene Laherparepvec Per Medical Policy Criteria:

y require prior Refer to prior

ilable on the provider section of the BCBSOK

19325 RY502.061 Oncology Medication:
1 Million Plaque Forming Units website. neoloey iedications = =
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
19349 Injection, tafasitamab-cxx, 2mg fealPoley Crieria: Procedurey e e oK Medical Poley ritert upmiting RX502.061 Oncology Medications 41201 1071002021
request f it is unclear f the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK
19352 Injection Trabectedin 0.1 Mg e readtre i P P : RX502.061 Oncology Medications ~ 10/10/2021
Injection Ado-Trastuzumab Emtansine 1 Medical Policy Crteria: y require p Refer to prior lable on the provider section of the BCBSOK.
19354 RX502.061 Oncology Medications ~ 10/10/2021
Mg website.
19358 1nfFam-TrastsDeruok 1V Medica Plicy Citeia Procecure/service reiewed to nsure each servce meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 502061 Oncology Medications o oo
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
19600 Injection Porfimer Sodium 75 Mg edical Polcy Citefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 THEB01.029 Oncologic Applications of Photodynamic Therapy, Including Barrett Esophagus - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Not Otherwise Classified Antineoplasti
19999 D:Jgs erwise Classified AnfIn€OPISHE Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or cinical review. N _ - -
(0002 Stnd hem (ow seat) whichr Wedica Plicy Citeia Procedure/service reiewed to nsure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submittng 2 VLot el and Accesories i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
(0003 Uightweiht wheelchalr Medica Plicy Criteia Procedure/sevice reviewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 VLot el and Accesories i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
(0008 High strength frwt whichr Medicl Polic Crieia: Procedure/seric rviewed o ensure eachservice meets BCBSOK Miedicl Policy critei. BCBSO recommends subritting » ovEIoL010 heclehae and Accesories i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
(0005 Ulraightweight wheelchair Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a VLot el and Accesories i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
(0005 Heawycuty wheelchar Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK Medical Poicy crteia. BCBSOK recommends sbmittng 2 VIOt heclehae and Accesories i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
(0007 xtra hemwydoty wheelchalr Medicl Polic Crieia: Procedure/seric rviewed o ensure eachservice meets BCBSOK Miedicl Policy critei. BCBSOK recommends subitting » VIOt neclehae and Accesories i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
(0008 Cotm manual wheelehaibase Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a VLot el and Accesories i} B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
(0009 Other manual wheelchairfbase Medica Plicy Criteia Procecure/sevice reviewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 ovEIoL010 el and Accesories i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
(0010 Sndwt frame power whichr Medicl Polic Crieia: Procedure/seric rviewed o ensure eachserice meets BCBSOK Miedicl Policy critei. BCBSOK recommends subritting VLot el and Accesories i} B
request if it is unclearif e service meets BCBSOK Medical Policy criteria.
(0011 Stndwt pur hehrw control Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a VIOt heclehae and Accesories i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
(0012 Lot porth power whichr Medica Plicy Criteia Procecure/sevice reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 ovEIoL010 neclehae and Accesories i} B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
(0013 Custom power whchr base Medicl Polic Crieia: Procedure/seric reviewed o ensure eachserice meets BCBSOK Medicl Policy critei. BCBSOK recommends subriting » VLot heclchae and Accesories i} B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
(0014 Other power whichr e Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a ovEIoL010 el and Accesories i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
(0053 Elovate footest articuiate Medicl Polic Criteis: Procedure/seric rviewed o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends subriting ovEIoLot0 el and Accesories i} B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
(0056 Semt <17 or o2 ot e Medicl Polic Criteis: Procedure/seric rviewed o ensure eachserice meets BCBSOK Medicl Policy critei. BCBSO recommends subriting ovEIoLot0 el and Accesories i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
(0085 Spoke protectors Medicl Polic Crieis: Procedure/seric rviewed o ensure eachserice meets BCBSOK Medicl Policy critei. BCBSO recommends subriting Vo010 el and Accesories i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
(108 W/e component.accessory NOS Medicl Polic Criteis: Procedure/seric rviewed o ensure eachserice meets BCBSOK Medicl Policy critei. BCBSO recommends subriting Vo010 el and Accesories i} B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
K0dss  Pump uninterrupted infusion edicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 RXS01.056 Advanced Therapies for Pharmacologic Treatment of Pulmonary Hypertension - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
(0669 Sentbackcus o dmepdac ver Medicl Polic Criteis: Procedure/seric rviewed o ensure eachserice meets BCBSOK Miedicl Policy critei. BCBSO recommends subiting ovEIoLot0 el and Accesories i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
74 SUction Pump, Home Model, Portable,  Medical Policy Citeria:Procedure/senvicereviewe o ensure each srvice meets BCBSOK Medical Policyeitera, BCBSOK recommends submittng 2 ovEI010%6 epativepresare Wound Theramy (NPWT) for the Trestmen of Wounds i} B
For Use On Wounds request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Absorptive Wound Dressing For Use Wi . . .
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
K0744  Suction Pump, Home Model,Portable, 1012 POIE Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submIting 2 DME101.036 Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds - -
° predetermination request i it i unclear ifthe service meets BCBSOK Medical Policy citeria.
Pad Size 16 Square Inches Or Less
Absorptive Wound Dressing For Use With
tion Pump, Home Model, Portable,  Medical Policy Criteria: P i dt h s BCBSOK Medical Policy criteria. BCBSOK pmite
(o745 Suction Pump, Horme Model, Portable,  Medical PolicyCrteia: rocedure/servicereviewed o ensure each service meets BCBSOK MedicalPolcy crtera. BEBSOK recommends subrmiting a OMEL0L036 NegstivePresure Wound Therapy (NPWT) for the Tretment of Wounds . B
Pad Size More Than 16 Square Inches But _predetermination request i it i unclear i the service meets BCBSOK Medical Policy criteria
Less Than Or Equal To 48 Square Inches
Absorptive Wound Dressing For Use With
Medical Policy Crieria: P i dt h s BCBSOK Medical Policy criteria. BCBSOK pritti
K0746  Suction Pump, Home Model, Portable,  "ecical Plicy Critria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Polic criteria. BCBSOK recommends submitting 2 DME101.036 Negative Pressure Wound Therapy (NPWT) for the Treatment of Wounds _ _
predetermination request i it is unclear i the service meets BCBSOK Medical Policy criteria
Pad Size Greater Than 48 Square Inches
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK it
(0300 POV group 1 st up 10 30108 edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a ovELoL010 heeldhas and Accesories - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK it
(0RO POV group 1 hd 301450 s edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a ovELoL010 heeldhas and Accesories - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK it
(R0 POV group 1 vh 451.600 s edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subritting a ovELoL010 heeldhas and Accesories - B
request if it is unclear if the service meets BCBSOK Medical Policy criteria
Medical Policy Criteria: P i dt h t5 BCBSOK Medical Policy crteria. BCBSOK it
(0806 POV group 2t up t0 30108 edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a ovELoL010 heelchas and Accesories - B
request if it is unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0807 POV group 2 hd 301-450 Ibs o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B08 POV group 2 vhd 451600 Ibs o / “ ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B12  Power operated vehicle NOC o / “ ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K813 PWCgp 1 std port seat/back o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
KOB14  PWCgp 1 std port cap chair o / “ ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
KOB1S  PWCgp 1std seat/back o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K816 PWCgp 1 std cap chair o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it s unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B20  PWCgp 2 std port seat/back o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it s unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B21  PWC gp 2 std port cap chair o / “ ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K082 PWCgp 2 std seat/back o / “ ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0823  PWCgp 2 std cap chair o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K824 PWCgp 2 hd seat/back o / o ® DME101.010 Wheelchairs and Accessories _ _
request if it s unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K825 PWCgp 2 hd cap chair o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0826  PWCgp 2 vhd seat/back o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0827  PWC gp vhd cap chair o / o ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B28  PWCgp 2 xtra hd seat/back o / “ ® DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K082 PWCgp 2 xtra hd cap chair o / < ® DME101.010 Wheelchairs and Accessories _ _
request if it s unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
KOB30  PWC gp2 std seat clevate s/b 2l Poliey i / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
KOB31  PWC gp2 std seat elevate cap o Poley o / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B35  PWC gp2 std sing pow opt s/b 2l Poliey i / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
KOB36  PWC gp2 std sing pow opt cap o Poley o / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0837  PWCgp 2 hd sing pow opt /b 2l Poliey i / " X feal policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B38  PWCgp 2 hd sing pow opt cap o Poley o / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B39  PWC gp2 vhd sing pow opt /b 2l Poliey i / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B40  PWC gp2 xhd sing pow opt /b 2l Poliey i / " X feal policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0B41  PWC gp2 std mult pow opt s/b 2l Poliey i / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0842  PWC gp2 std mult pow opt cap o Poley o / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0843  PWC gp2 hd mult pow opt s/b 2l Poliey i / " X feal Policy uomitting DME101.010 Wheelchairs and Accessories _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0848  PWCgp 3 std seat/back o Poley / " . feal policy upmiting DME01.010 Wheelchairs and Accessories - -
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K049 PWCgp 3 std cap chair ca Poliey / " . feal policy upmitting DMEL01.010 Wheelchairs and Accessories _ _
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0850  PWCgp 3 hd seat/back ca Poliey / " X feal policy upmitting DME101.010 Wheelchairs and Accessories _ _
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0851  PWCgp3 hd cap chair ca Poliey / - . feal policy upmitting DME101.010 Wheelchairs and Accessories _ _
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K0852  PWCgp 3 vhd seat/back \cal Policy / v g cal Policy ubmitting DMEL01.010 Wheelchairs and Accessories _ _
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K08S3  PWCp 3 vhd cap chair ca Poliey / " il poliey upmitting DME101.010 Wheelchairs and Accessories
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Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
KO854  PWCgp 3 xhd seat/back fealPolcy Crieria: Procedurey viemer toenar e . fcal Polley ertert uomitting DME101.010 Wheelchairs and Accessories - _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K08sS  PWCgp 3 xhd cap chair fealPoley Crieria: Procedurey viemer to enar e . fcal Polley ertert uomitting DMEL01.010 Wheelchairs and Accessories - _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
KO8S6  PWC gp3 std sing pow opt s/b fealPolcy Crieria: Procedurey viemer to enaur e . fcal Polley ertert uomitting DME101.010 Wheelchairs and Accessories - _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0857 PWC gp3 std sing pow opt cap Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0858 PWC gp3 hd sing pow opt s/b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0859 PWC gp3 hd sing pow opt cap Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0860 PWC gp3 vhd sing pow opt /b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0861 PWC gp3 std mult pow opt /b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0862 PWC gp3 hd mult pow opt /b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0863 PWC gp3 vhd mult pow opt s/b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0864 PWC gp3 xhd mult pow opt s/b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0868 PWC gp 4 std seat/back Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0869 PWC gp 4 std cap chair Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0870 PWC gp 4 hd seat/back Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0871 PWC gp 4 vhd seat/back Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0877 PWC gpd std sing pow opt 5/b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0878 PWC gpd std sing pow opt cap Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0879 PWC gpd hd sing pow opt s/b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0880 PWC gpd vhd sing pow opt /b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
o884 PWC gpd std mult pow opt /b Medical Policy Criteria Pmc?durE/seNice rev\ewe? to ensure each service meets. BCBS‘OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
K885 PWC gpd std mult pow opt cap Medical Policy Criteria: Procedure/service rev\ewe? to ensure each service meets. BCBS.OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request unclear if the service meets BCBSOK Medical Policy criteria.
0886 PWC gpd hd mult pow s/b Medical Policy Criteria: Procedure/service rw\ewe? to ensure each service meets. BCBS.OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request unclear if the service meets BCBSOK Medical Policy criteria.
0890 PWC gpS5 ped sing pow opt /b Medical Policy Criteria: Procedure/service rw\ewe? to ensure each service meets. BCBS.OK Medical Policy criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0891 PWC gp5 ped mult pow opt s/b Medical Policy Criteria: Procedure/service rw\ewe? to ensure each service meets. BCBS.OK Medical P criteria. BCBSOK recommends submitting a DME101.010 Wheelchairs and Accessories B _
request unclear if the service meets BCBSOK Medical Policy criteria.
k0898 Power wheelchair NOC Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ . - —
Me I Policy Crite Pr i d te h ts BCBSOK M I Poll iteria. BCBSOK ibmitti
(0899 pow mobil dev no dmepdac edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a OMEIOLO10 Wheelchairs and Accessories B B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
K1002  Ces system w/supplies access /s U 3 U Bl SUR702.019 Cranial d N _
and/or Unproven Services (EIV).
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
KI004 Lo frequs diathermy device 4 ¢ 4 U JEI THES03.008 Non Covered Physical Therapy Services _ _
and/or Unproven Services (EIV).
Me I Policy Crite Pr i d te h ts BCBSOK M I Poll iteria. BCBSOK ibmitti
K1007  Bil hkaf pc s/d micro sensor edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy citeria. BCBSOK recommends submitting a DME103.008 Powered Exaskeleton for Ambulation in Patients With Lower-Limb Disabilities _ 2/28/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
K1007 Bl hkaf pe s/d micro sensor 4 ¢ 4 U JEI DME103.008 Powered Exoskeleton for Ambulation in Patients With Lower-Limb Disabilities 31200 _
and/or Unproven Services (EIV).
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
K h voll lati THE 014 h-Lz The LT) 2/28/2021
R 5P=<ch volume modulation sys reauest if it is unclear if the service meets BCBSOK Medical Policy criteria. 803. Speech-Language Therapy (SLT) - /28
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
K1009  Speech volume modulation sys 4 ¢ 4 U JEI THE03.014 Speech-Language Therapy (SLT) 312021
and/or Unproven Services (EIV).
K1013___Enema tube, any, replac only Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ 420 _
k1018 Ext Up Limb Tremor Stim Wris Pruce:ium/service m?l reimbursed by BCBSOK. Not S.Ilhie(l ‘to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable CPCPO28 and/or (E 8/15/2021 _
and/or Unproven Services (EIU).
K1019 Monthly Supp Use With K1018 Pruce:ium/service m?l reimbursed by BCBSOK. Not S.Ilhie(l ‘to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable CPCPO28 and/or (E 8/15/2021 _
and/or Unproven Services (EIU).
k1020 Non-Invasive Vagus Nerv Stim Medical Policy Criteria: Procedure/service rw\ewe? to ensure each service meets. BCBS.OK Medical Policy criteria. BCBSOK recommends submitting a SUR712.021 Vagus Nerve Stimulation (VNS) 2/1/2021 _
request unclear if the service meets BCBSOK Medical Policy criteria.
K1022 Endoskel Posit Rotat Unit MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for to avoid post-service review. DME104.012 Lower-Limb Prosthetics, Including “ontrolled Prosthetics 10/1/2021 _
Me I Policy Crite Pr i d te h ts BCBSOK M I Poll iteria. BCBSOK ibmitti
K1023  Trans elec nerv periph nerv edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy citeria. BCBSOK recommends submitting a MED201.040 Transcutaneous Electrical Stimulation (TENS) and Electrical Modulation Pain 10/1/2021  12/31/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
K1023  Trans elec nerv periph nerv 4 ¢ 4 U JEI MED201.040 Transcutaneous Electrical Stimulation (TENS) and Electrical Modulation Pain 11202 _
and/or Unproven Services (EIV).
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
K1024  Non pneum comp control cal o / < ¢ ADM1001.032 and/or Unproven 10112021 12/31/2021
request if it s unclear if the service meets BCBSOK Medical Policy critera.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
K1024  Non pneum comp control cal 4 Y 4 v & Polley ADM1001.032 nprover 11202 _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
K1025  Non pneum compress full arm o / < ¢ ADM1001.032 and/or Unproven 1012021 12/31/2021
request if it s unclear if the service meets BCASOK Medical Policy critera
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy ttled: Non-Reimbursable
K1025  Non pneum compress full arm 4 Y 4 v & Polley ADM1001.032 nprover 11202 _
and/or Unproven Services (EIU).
K1027___Oral dev without fix mech MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for 0 avoid postservice review. MED204.005 o d Medical lecp Related Breathing Disorders 10/1/2001 __
[10120 cerv flex n/adj foam pre ots Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
10999 Add to spinal orthosis NOS Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _ _
11499 Spinal orthosis NOS Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
11834 Kow/0joint rigid molded to o / “ ® DME103.002 Knee Braces - -
request if it is unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
11840 Ko derot ant cruciate custom o / < ¢ DME103.002 Knee Braces - -
request if it is unclear if the service meets BCASOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
11844 Kow/adijt ot entrl molded o / “ ® DME103.002 Knee Braces _ _
request if it is unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
11846 Kow adj flex/ext rotat mold o / o ® DME103.002 Knee Braces - -
request if it s unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
L1850 Ko supracondylar socket mold o / o ® N/A N/A - -
request if it s unclear if the service meets BCBSOK Medical Policy critera.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
12005 KAFO sng/dbl mechanical act o / “ ® DME103.001 Orthotics - -
request if it s unclear if the service meets BCASOK Medical Policy critera
12999 Lower extremity orthosis NOS Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _
13001 Foot insert remov molded spe Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13002 Foot insert plastazote or eq Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13003 Foot insert silicone gel eac Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13010 Foot longitudinal arch suppo Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ -
13020 Foot sup Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13030 Foot arch support remov prem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13031 Foot lamin/prepreg composite Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13040 Ftarch suprt premold longit Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13050 Foot arch supp premold metat Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
L3060 Foot arch supp Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13070 Arch suprt att to sho longit Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13080 Arch supp att to shoe metata Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13090 Arch supp att to shoe long/m Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13100 Hallus-valgus nt dyn pre ots Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13140 Abduction rotation bar shoe Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
L3150 Abduct rotation bar w/o shoe Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13160 Shoe styled positioning dev Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
L3170 Foot plas heel stabi pre ots Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13201 Oxfordw inf Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13202 Oxford w/ Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13203 Oxford w/ Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13204 Hightop w/ inf Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13206 Hightop w/. chi Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13207 Hightop w/ jun Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13212 Benesch boot pair infant Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13213 Benesch boot pair child Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13214 Benesch boot pair junior Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13215 Orthopedic ftwear ladies oxf Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13216 Orthoped ladies shoes dpth i Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13217 Ladies shoes hightop depth i Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13219 Orthopedic mens shoes oxford Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13221 Orthopedic mens shoes dpth i Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13222 Mens shoes hightop depth inl Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13224 ‘Woman's shoe oxford brace Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13225 Man's shoe oxford brace Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13230 Custom shoes depth inlay Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13250 Custom mold shoe remov prost Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13251 Shoe molded to pt silicone s Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
13252 Shoe molded plastazote cust Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
13253 Shoe molded plastazote cust Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. — — - -
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Orth foot non-stndard size/w

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Orth foot non-standard size/

Non Covered:

: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Orth foot add charge split s

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Plastazote sandal each

Non Covered:

: Procedure/service not covered by BCBSOK.

Not subject to u

ation review.

Sho lift taper to metatarsal

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe lift elev heel/sole neo

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe lit elev heelsole cor

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Lifts elevation metal extens

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe lifts tapered to one-ha

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe lifts elevation heel /i

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe wedge sach

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe heel wedge

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe sole wedge outside sole

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe sol

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe clubfoot wedge

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe outflare wedge

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe metatarsal bar wedge ro

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe metatarsal bar between

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Full sole/heel wedge btween

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Sho heel count plast reinfor

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Heel leather reinforced

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe heel sach cushion type

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe heel new leather standa

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe heel new rubber standar

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe heel thomas with wedge

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe heel thomas extend to b

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Shoe heel pad & depress for

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Shoe heel pad removable for

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Ortho shoe add leather insol

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Orthopedic shoe add rub ins!

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

0 shoe add felt w leath ins|

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Ortho shoe add half sole

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Ortho shoe add full sole

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

o toe tap

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

0 shoe add horseshoe toe tap

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

0 shoe add instep extension

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

0 shoe add instep velcro clo

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to u

ation review.

0 shoe convert to sof counte.

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Ortho shoe add march bar

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to util

ation review.

‘Trans shoe calip plate exist

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Trans shoe caliper plate new.

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Tran: exi

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Trans shoe solid

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to u

ation review.

Shoe der

Non Covered:

not covered by BCBSOK.

Not subject to utilization review.

Orthopedic shoe modifica NOS

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Upper limb orthosis NOS

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

Above knee hydracadence

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

15611 Ak 4 bar link w/fric swing

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

L5613 Ak4 bar ling w/hydraul swig

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

15614 d-bar link above knee w/swng

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

15616 Ak univ multiplex sys frict

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

15620 Test socket below knee

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

15624 Test socket above knee

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

15629 Below knee acrylic socket

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

15631 Ak/knee disartic acrylic soc

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15638 Below knee leather socket
15639 Below knee wood socket
15640 Knee disarticulat leather so
15642 Above knee leather socket

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15644 Above knee wood socket

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15645 Bk flex inner socket ext fra
15646 Below knee cushion socket
15647 Below knee suction socket
15648 Above knee cushion socket

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15651 Akflex inner socket ext fra

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15652 Suction susp ak/knee disart

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15670 Bk molded supracondylar susp

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15676 Bk knee joints single axis p

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15704 Custom shape cover BK

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15705 Custom shape cover AK

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
request unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends submitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15706 Custom shape cvr knee disart
15710 Kne-shin exo sng axi mnl loc
15711 Knee-shin exo mnl lock ultra
15712 Knee-shin exo frict swg & st
15714 Knee-shin exo variable frict
15716 Knee-shin exo mech stance ph
15718 Knee-shin exo frct swg & sta
15722 Knee-shin pneum swg frct exo
15724 Kneeshin exo fluid swing ph
15726 Knee-shin extjnts fld swg e
15728 Knee-shin fluid swg & stance
15780 Knee-shin pneum/hydra pneum
15785 Exoskeletal bk ultralt mater
15790 Exoskeletal ak ultra-light m
15795 Exoskel hip ultra-light mate
15810 Endoskel knee-shin mnl lock
15811 Endoknee-shin mnl Ick ultra

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

L5812 Endo knee-shin frct swg & st

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15814 Endo knee-shin hydral swg ph

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15816 Endo knee-shin polyc mch sta

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

L5818 Endo knee-shin frct sw & st

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics

15822 Endoknee-shin pneum swg frc

October 2021

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria.

predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria.

BCBSOK recommends subitting a

DME104.012

Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
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Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
15824 Endo knee-shin fluid swing p fea Pliy Critria: rocedure/ e e > el polly crtert uomitting DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medicl Polic Crieia: Procedure/senic rviewed o ensure eachserice meets BCBSOK Midicl Polcy critei. BCBSOK recommends subitting »
15826 Miniature knee joint Jcal Pollcy Critert ure/ vew " e m fcal olly crtert uomitting DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
15828 Endo knee-shin fluid swe/sta Jcal Policy Critert ure/ vew " e m el polly crtert uomitting DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15830 Endo knee-shin pneum/sw pha edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15840 Multi-axial knee/shin system ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 DME04.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15848 Knee:shin sys hydraul stance ecical Poicy Crtata: Procedure/service reviewed to ensure each service mests edical Plicy crteria recommends submitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15856 Elec knee-shin swing/stance edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends scbmitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15857 Elec knee-shin swing only edical olicyCrteia: rocedure/servicereviewed to ensure each service meets edical Polley criteria recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15858 Stance phase only edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets edical Plicy crteria recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15859 Knee-shin pro flex/ext cont edical Polcy Criefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15961 Endo poly hip pneu/hyd/rot ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15962 Below knee flex cover system ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Plicy crteria recommends submitting 2 DME04.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15964 Above knee flex cover system edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends scbmitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15966 Hip flexible cover system ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15968 Multiaxial ankle w dorsiflex ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Plicy crteria recommends submitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15969 AK/ft power asst incl motors edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15970 Foot external keel sach foot ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policycrteria recommends submitting 2 DME04.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15972 Flexible keel foot ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Plicy crteria recommends submitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15973 Ank-foot sys dors-plant flex edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15974 Foot single axis ankle/foot ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15976 Energy storing foot ecical Poicy Crtarta: Procedure/service reviewed to ensure each service meets edical Plicy crteria recommends submitting 2 DME04.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15978 Ft prosth multiaxial anki/ft edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15979 Multi-axial ankle/ft prosth edicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
auest if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Poicy citeria. BCBSOK ds submitti
15980 Flex foot system edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15981 Flex-walk sys low ext prosth edicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
15982 Exoskeletal axial rotation u edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15984 Endoskeletal axial rotation edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submIting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15985 Lwr ext dynamic prosth pylon edicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15986 Multi-axial rotation unit edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
auest if it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
15987 Shank ftwvert load pylon edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crter recommends submiting 2 DME104.012 Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics.
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
15999 Lowr extremity prosthes NOS Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _
16025 part hand myo excl tem dev Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a L0000 Upper-Limb Prosthesis, ncluding, mponents, and O Except for Lower-Limb
request if it is unclear if the service meets BCBSOK Medical Policy criteria Prosthesis
L6611 Aditonalswich ext power Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ovELon000 Upper-Limb Prosthesis, ncluding, mponents, and O Except for Lower-Limb
request if it is unclear if the service meets BCBSOK Medical Policy criteria Prosthesis
o611 Heu/extwrist wfoo rction Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ovELon000 Upper-Limb Prosthesis, ncluding, mponents, and O Except for Lower-Limb
request if it is unclear if the service meets BCBSOK Medical Policy criteria Prosthesis
- Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ovELon000 Upper-Limb Prosthesis, ncluding, mponents, and O Except for Lower-Limb
request if it is unclear if the service meets BCBSOK Medical Policy criteria Prosthesis
Loas0 Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ovELon000 Upper-Limb Prosthesis, Including mponents, and O Except for Lower-Limb
request if it is unclear if the service meets BCBSOK Medical Policy criteria Prosthesis
L6882 Wicroprocessorcontrolupim Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ovELon000 Upper-Limb Prosthesis, ncluding, mponents, and O Except for Lower-Limb
request if it is unclear if the service meets BCBSOK Medical Policy criteria Prosthesis
620 st dsartica swich et Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a ovELon000 Upper-Limb Prosthesis, ncluding, mponents, and O Except for Lower-Limb
request if it is unclear if the service meets BCBSOK Medical Policy criteria Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16925 Wrist disart myoelectronic < / o g DME104.001 P> ® P P
request if it s unclear if the service meets BCBSOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16930 Below elbow switch control o / “ ® DME104.001 P> ® P P
request if it is unclear if the service meets BCASOK Medical Policy critera. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16935 Below elbow myoelectronic ct o / “ ® DME104.001 P> . P !
request if it is unclear if the service meets BCASOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16940 Elbow disarticulation switch o / “ ® DME104.001 P> ® P P
request if it is unclear if the service meets BCBSOK Medical Policy critera. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16945 Elbow disart myoelectronic ¢ o / “ ® DME104.001 P> . P ”
request if it is unclear if the service meets BCBSOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16950 Above elbow switch control o / o ® DME104.001 P> ® P P
request if it s unclear if the service meets BCBSOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
L6955 Above elbow myoelectronic ct o / “ ® DME104.001 P> . P !
request if it is unclear if the service meets BCBSOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16960 Shidr disartic switch contro o / “ ® DME104.001 P> ® P P
request if it is unclear if the service meets BCASOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16965 Shidr disartic myoelectronic o / “ ® DME104.001 P> ® P P
request if it is unclear if the service meets BCBSOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16970 Interscapular-thor switch ct o / “ ® DME104.001 P> . P ”
request if it is unclear if the service meets BCBSOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
16975 Interscap-thor myoelectronic o / o ® DME104.001 P> . P !
request if it s unclear if the service meets BCBSOK Medical Policy critera. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
17007 Adult electric hand o / o ® DME104.001 P> . P !
request if it s unclear if the service meets BCBSOK Medical Policy critera. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
17008 Pediatric electric hand o / “ ® DME104.001 P> . P !
request if it is unclear if the service meets BCBSOK Medical Policy critera. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
17009 Adult electric hook o / “ ® DME104.001 P> ® P P
request if it s unclear if the service meets BCBSOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
17040 prehensile actuator < / o g DME104.001 P> ® P P
request if it is unclear if the service meets BCASOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
17045 Pediatric electric hook o / “ ® DME104.001 P> . P !
request if it is unclear if the service meets BCBSOK Medical Policy critera. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
L7170 Electronic elbow hosmer swit o / “ ® DME104.001 P> . P ”
request if it is unclear if the service meets BCBSOK Medical Policy critera Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Includin ‘omponents, and Other Prosthetics Except for Lower-Limb
17180 Electronic elbow sequential o / : o ® DME04.001 PP © s ?
request f it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthatic Components, and Other Prosthetics Except for Lower-Limb
L7181 Electronic elbo simultaneous 2l Poliey i / " X feal Policy uomitting DME104.001 P> uing Myoelectri P s Excep! !
request if it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthatic Components, and Other Prosthetics Except for Lower-Limb
17185 Electron elbow adolescent sw 2l Poliey i / " X feal Policy uomitting DME104.001 P> uing Myoelectri P s Excep! !
request if it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthatic Components, and Other Prosthetics Except for Lower-Limb
17186 Electron elbow child switch o Poley o / " : ealpolley upmiting DME104.001 PP uding Myoeectr s ics Excep! !
request f it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthatic Components, and Other Prosthetics Except for Lower-Limb
L7190 Elbow adolescent myoelectron 2l Poliey i / " X feal policy uomitting DME104.001 P> uing Myoelectri P s Excep! !
request if it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthatic Components, and Other Prosthetics Except for Lower-Limb
17191 Elbow child myoelectronic ct o Poley o / " : ealpolley upmiting DME104.001 PP uding Myoeectr s ics Excep! !
request if it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthatic Components, and Other Prosthetics Except for Lower-Limb
17259 Electronic wrist rotator any ical Policy Cri / v ° fcal Policy ubmiting DME04.001 PP uding Myoeectr s ics Excep! !
request if it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME104.012 ™ g Microp! v
17360 Sixvolt bat otto bock/eq ea .. 3 Upper-Limb Prosthesi, Including Myoelectric and Orthotic Components, and Other Prosthetics Except for Lower-Limb
predetermination request i it i unclear if the service meets BCBSOK Medical Policy citeria. DME04.001 bl
Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME104.012 ™ ding Microp! v
7362 Battery chrgr sk volt otto .. 3 Upper-Limb Prosthesis, Including Myoelectric and Orthotic Components, and Other Prosthetics Except for Lower-Limb
predetermination request i it i unclear if the service meets BCBSOK Medical olicy citeria. DME04.001 bl
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthatic Components, and Other Prosthetics Except for Lower-Limb
17364 Twelve volt battery utah/equ 2l Poliey i / " X feal Policy uomitting DME104.001 P> uing Myoelectri P s Excep! !
request if it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthatic Components, and Other Prosthetics Except for Lower-Limb
17366 Battery chrgr 12 volt utah/e 2l Poliey i / - X feal Policy uomitting DME104.001 P> uing Myoelectri P s Excep! !
request f it is unclear if the service meets BCBSOK Medical Policy criteia. Prosthesis
Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME104.012 ™ g Microp! v
17367 Replacemnt lithium ionbatter ) 3 Upper-Limb Prosthesi, Including Myoelectric and Orthotic Components, and Other Prosthetics Except for Lower-Limb
predetermination request i it i unclear if the service meets BCBSOK Medical olicy citeria. DME04.001 bl
Lower-Limb Prosthetics, Including Microprocessor-Controlled Prosthetics
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a DME104.012 ™ g Microp! v
17368 Lithium ion battery charger ) 3 Upper-Limb Prosthesi, Including Myoelectric and Orthotic Components, and Other Prosthetics Except for Lower-Limb
predetermination request i it i unclear if the service meets BCBSOK Medical Policy citeria. DME04.001 bl
17499 Upper extremity prosthes NOS Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _
) Medical Policy Crteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy critria. BCBSOK recommends submitting a )
17900 Miale vacuum erection system ‘ ° ° MED201.030 Sexual Dysfunctions, Assessment and Treatment
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
18039 Breast prosthesis NOS Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - -
18048 Unspec maxilofacial prosth Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _
L8498 Uniisted misc prosthetic ser Unlisted or Undefined: Procedure/service not otherwise defined or lassifed, and may be subject to benefit and/or clinical review.
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Mastopexy

SUR716.009 ¢ ) ) ) ’ ’
P - N O R ST o Upper-Limb Prosthesis, Including Myoelectric and Orthotic Components, and Other Prosthetics Except for Lower-Limb
18600 Implant breast silicone/eq ‘ Prosthesis - -
website SURTLS 0L Breast Implant, Removal and/or Insertion
DME104.001 BT " Inserti
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR710.022 Ijectable Bulking Agents for the Treatment of Urinary and Fecal Incontinence
18604 Dextranomer/hyaluronic acid _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR710.008 Periureteral Bulking Agents as a Treatment of Reflux (VUR)
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
18605 Inj bulking agent anal canal SUR710.008 Injectable Bulking Agents for the Treatment of Urinary and Fecal Incontinence _ _
and/or Unproven Services (EIU).
L5606 Symthetc ot arinary 1l Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a SUR710.022 Injectable Bulking Agents for the Treatment of Urinary and Fecal Incontinence
v P v request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR710.008 Periureteral Bulking Agents as a Treatment of Reflux (VUR) - -
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
18607 Inj vocal cord bulking agent SUR716.001 Cosmetic and Reconstructive Procedures _ _
request if it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please se the Clinical Payment and Coding Policy titled: Non-Reimbursable
18608 Argi ext com/sup/acc misc SUR713.026 Retinal Prosthesis _ _
and/or Unproven Services (EIU).
o6 Avifiat comen Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a 0TH303.030 Keratoprosthesis
request if it is unclear if the service meets BCBSOK Medical Policy criteria. SUR713.025 Intraocular Lens (10Ls) and Implantable Miniature Telescope (IMT) - -
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
18612 Aqueous shunt prosthesis SUR713.034 Aqueous Shunts and Stents for Glaucoma _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18614 Cochlear device SUR714.004 Cochlear Implant
website. = =
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18615 Cochimplant headset replace SUR714.004 Cochlear Implant _ _
website.
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18616 Cochimplant microphone repl SUR714.004 Cochlear Implant _ _
website.
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18617 Cochimplant trans coilrepl SUR714.004 Cochlear Implant _ _
website.
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18618 Cochimplant tran cable repl SUR714.004 Cochlear Implant _ _
website.
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18619 Cochimp ext proc/contr rplc SUR714.004 Cochlear Implant _ _
website.
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18621 Replzincair battery SUR714.004 Cochlear Implant _ _
website.
e Medical Policy Criteria y require prior Refer to prior fable on the provider secton of the BCBSOK P— ) B
website.
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18623 Lith ion batt CID non-earlvl SUR714.004 Cochlear Implant
website. = =
Medical Policy Crit y Refer t lable on the provider section of the BCBSOK.
18624 Lithionbattcid ear level Sl s LT SEAILS AL ST IGRLD SUR714.004 Cochlear Implant
website. = =
Medical Policy Criteria y require prior Refer to prior lable on the provider section of the BCBSOK.
18627 CID ext speech process repl SUR714.004 Cochlear Implant _ _
website.
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK
18628 CID ext controller repl e reaulre P L SUR714.004 Cochlear Implant _ _
Medical Policy Criteria: y require Refer to pior Iable on the provider section of the BCBSOK
18629 D transmit coil and cable e reaulre P s SUR714.004 Cochlear Implant _ _
SUR712.025 Deep Brain Stimulation (DBS)
MED205.032 2 Implanted N I N I
; Medical Policy Crieria y require prior Refer to prior ilable on the provider section of the BCBSOK 05,03 GEN e S o et Een e
18679 Imp neurosti pls gn any type o SUR712.021 Vagus Nerve Stimulation (VNS) _ _
SUR712033 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation
SUR712.009 Occipital
SUR710.018 Sacral Nerve Neuromodulation/Stimulation
SUR712.025 Gastrc Electrical Stimulation (GES)
SUR709.031 Deep Brain Stimulation (DBS)
Medical Policy Criteria: y require p Refer to prior Iable on the provider section of the BCBSOK  MED205.032 d Implanted Nerve Stimulation and
18680 Implt neurostim elctr each
o website. SUR712.021 Vagus Nerve Stimulation (VNS) - -
SUR712.039 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation
SUR712.033 Occipital Nerve Stimulation
SUR712.008 Resoonsive imulation (RNS) for the Treatment of Refractory Focal Enilepsy
SUR712.021 Percutaneous and Implanted Nerve Stimulation and Neuromodulation
Medical Policy Crteria: y require Refer to prior Iable on the provider section of the BCBSOK
18681 Pt prgrm for implt neurostim e reaulre P s SUR712.033 Occipital Nerve Stimulation _ _
: MED205.032 Vagus Nerve Stimulation (VNS)
SUR712.021 Percutaneous and Implanted Nerve Stimulation and Neuromodulation
Medical Policy Crteria: y require Refer to prior Iable on the provider section of the BCBSOK
18682 Implt neurostim radiofaq rec e reaulre P s SUR712.033 Occipital Nerve Stimulation _ _
: MED205.032 Vagus Nerve Stimulation (VNS)
SUR712.021 Percutaneous and Implanted Nerve Stimulation and Neuromodulation
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
18683 Radiofq trsmr for implt neu e reaulre P s SUR712.033 Occipital Nerve Stimulation _ _
: MED205.032 Vagus Nerve Stimulation (VNS)
SUR710018 Sacral Nerve Neuromodulation/Stimulation
SUR712.025 Gastrc Electrical Stimulation (GES)
R709.031 Deep B Jation (DB:
Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK o002 e Br St latien (e
18685 Implt nrostm pls gen sng rec — MED205.032 Percutaneous and Implanted Nerve Stimulation and Neuromodulation _ _
SUR712.021 Vagus Nerve Stimulation (VNS)
SUR712033 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation
SUR712.009 Occipital
SUR710.018 Sacral Nerve Neuromodulation/Stimulation
SUR712.025 Gastrc Electrical Stimulation (GES)
R709.031 Deep Brain Stimulation (DBS)
Medical Policy Crteria y require p Refer to prior lable on the provider section of the BCBSOK  MED205.032 d Implanted Nerve Stimulation and
18686 Implt nrostm pls gen sng non
B (RG0S website. R712.021 Vagus Nerve Stimulation (VNS) = =
SUR712.039 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation
SUR712.033 Occipital Nerve Stimulation
SUR712.008 Responsive ion (RINS) for the Treatment of Refractory Focal Epilepsy
SUR710018 Sacral Nerve Neuromodulation/Stimulation
SUR712.025 Gastrc Electrical Stimulation (GES)
R709.031 Deep B 0B
Medical Policy Criteria: y require prior Refer to prior e e o o B Mt EDEEmSME ()
18687 Implt nrostm pis gen dua rec o MED205.032 Percutaneous and Implanted Nerve Stimulation and Neuromodulation _ _
SUR712.021 Vagus Nerve Stimulation (VNS)
SUR712.033 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation
SUR712.009 Occipital
SUR710.018 Sacral Nerve Neuromodulation/Stimulation
SUR712.025 Gastrc Electrical Stimulation (GES)
UR709.031 Deep Brain Stimulation (DBS)
Medical Policy Crteria y require p Refer to prior lable on the provider section of the BCBSOK  MED205.032 d Implanted Nerve Stimulation and
18688 Implt nrostm pls gen dua non
B (EE website. SUR712.021 Vagus Nerve Stimulation (VNS) = =
SUR712.039 Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion (DRG) Stimulation
SUR712.033 Occipital Nerve Stimulation
SUR712.008 Responsive (RNS) for the Treatment of Refractory Focal Eilepsy.
SUR712.021 Percutaneous and Implanted Nerve Stimulation and Neuromodulation
Medical Policy Crteria y require Refer to prior Iable on the provider section of the BCBSOK
18689 External recharg sys intern e reaulre P P SUR712.033 Occipital Nerve Stimulation _ _
2 MED205.032 Vagus Nerve Stimulation (VNS)
Medical Policy Criteria y require Refer to pior Iable on the provider section of the BCBSOK
18690 Aud osseo dev int/ext comp e readrep ? P SUR714.003 Implantable Bone-Conduction and Bone-Anchored Hearing Aids _ _
Medical Policy Criteria y require Refer to pior Iable on the provider section of the BCBSOK
18691 Aol snd proc repl excl actua e reaulre P P SUR714.003 Implantable Bone-Conduction and Bone-Anchored Hearing Aids - -
Medical Policy Criteria y require Refer to pior Iable on the provider section of the BCBSOK
18693 Aud osseo dev abutment e reaulre P P SUR714.003 Implantable Bone-Conduction and Bone-Anchored Hearing Aids - -
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
18694 Aoi transducer/actuator repl o / v “ € SUR714.003 Implantable Bone-Conduction and Bone-Anchored Hearing Aids _ _
request if it is unclear if the service meets BCASOK Medical Policy critera
Medical Policy Criteria y require Refer to prior Iable on the provider section of the BCBSOK
18695 External recharg sys extern e reaulre P P MED205.032 Percutaneous and Implanted Nerve Stimulation and Neuromodulation _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
18698 Misc used with tot art heart o / v “ € SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
18699 NOS Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _ -
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthotic Components, and Other Prosthetics Except for Lower-Limb
18701 Ewhs/d uprt micro sensor ’ DME104.001
request i it is unclear if the service meets BCBSOK Medical Policy criteria. Prosthesis - -
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Upper-Limb Prosthesis, Including Myoelectric and Orthotic Components, and Other Prosthetics Except for Lower-Limb
18702 Ewhf /d uprt micro sensor ‘ DME104.001 _ _
request i it is unclear if e service meets BCBSOK Medical Policy criteria. Prosthesis
M0075__Cellular therapy Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. - _ - -
Medical Policy Criteria y requie prior Refer to prior Iable on the provider section of the BCBSOK
M0076  Prolotherapy v e readtrepri o P MED201.013 Prolotherapy _ .
website.
MO0100__Intragastric hypothermia Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Mo239 vi infusion Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 4/16/2021__4/16/2021
Medical Policy Criteria: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
MO300 IV chelationtherapy ica) Polley Eriert e/ " " ' feal Polley e uomitting THEB01.008 Chelation Therapy - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
P2031  Hair analysis tcal Policy Eriert ure/ v . " feal poliever uomitting PSY301.014 Autism Spectrum Disorders (ASD) _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Recombinant and Autologous Platelet-Derived Growth Factors for Wound Healing and Other Non-Orthopedic
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable RX501.034 & ! . ped
P3020  Placlet rich plasma unit et o101 Conditions - -
P : Orthopedi ions of Platelet-Rich Plasma
P3099 Bl noc Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit andor clinical review, _ _ _ -
Q035G Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Q0114 Fern test Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ -
Q0115 Post-coital mucous exam Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
0239 Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _ _ 4/16/2021
Q0243 casirivimab and imdevimab Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _
Q0244 Casirvi and imdevi 1200 me. Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. 6/3/2021
Qo245 vi ima Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ 2/5/2021
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
Q0477 Pwr module pt cable lvad rpl o ure/ " " " o upmitting SUR707.017 Ventricular Assist Devices and Total Artificial Hearts _ _
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Q0478 Power adapter combo vad o ure/ " " " o upmitting SUR707.017 Ventricular Assist Devices and Total Artificial Hearts _ _
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Q0479 Power module combo vad rep o e " . " o upmitting SUR707.017 Ventricular Assist Devices and Total Artificial Hearts _ _
predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteia.
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Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

0480 Driver pnevmatic vad re SUR707.017 Ventricular Assist Devices and Total Artificial Hearts
« verpeumaticvad rep request if it is unclearif the service meets BCBSOK Medical Policy criteria. teular Assist Devices an ! - -
Medicl Polic Crieia: Procedure/senic rviewed o ensure eachserice meets BCBSOK Midicl Polcy critei. BCBSOK recommends subitting »
Q0481 Micropresr cu elec vad rep Jcal Pollcy Critert ure/ vew " e fcal poliever uomitting SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Q0482 Micropresr cu combo vad rep fealPolcy Crieria: Procedurey e " e feal Polley e uomitting SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Qi85 Montordecvad e Medicl Polic Crieia: Procedure/seric rviewed o ensure eachserice meets BCBSOK Medicl Policy critei. BCBSO recommends subritting » ororon Ventietor ot Devices and Totat ArticlHearts - B
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0484 Monitor elec or comb vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0485 Monitor cable elec vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0486 Mon cable elec/pneum vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0487 Leads any type vad rep only edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0488 Pwr pack base elec vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0489 Pwr pek base combo vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0490 Emr pwr source elec vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0491 Emr pwr source combo vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Policy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0492 Emr pwr chl elecvad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0493 Emr pwr cbl combo vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0494 Emrhd pmp elec/combo rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0495 Charger elec/combo vad rep edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0496 Battery elec/combo vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0497 Bat clps elec/comb vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0498 Holster elec/combo vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0499 Belt/vest elec/combo vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0500 Filters elec/combo vad rep edical PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitcing 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0501 Shwr cov elec/combo vad rep edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitcing & SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0502 Mobilty cart pneum vad rep edicl Policy Crteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitcing 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
st if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Poicy citeria. BCBSOK ds submitti
Q0503 Battery pneu vad replacemnt edica Polly Criterta: Procedurs/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0504 Pwr adpt pneum vad rep veh edica Polly Criterta: Procedurs/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
Q0506 Lithion batt elec/pneum VAD edica Polly Criterta: Procedurs/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
uest i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0507 Misc sup/acc ext VAD edica Polly Criterta: Procedurs/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submIting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
0508 s suface mp vAD Medicl Polic Crieis: Procedure/seric rviewed o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends subriting 7o entrietor ot Devices amd Totat Artict Hearts i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q0509 Mis sup/ac imp VAD nopay med edica Polly Criterta: Procedurs/service reviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submiting 2 SUR707.017 Ventricular Assist Devices and Total Artificial Hearts - -
st if it is unclear if the service meets BCBSOK Medical Policy criteria.
Q026 Radiesse mecton Medicl Polic Criteis: Procedure/seric rviewed o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends subiting P et and Reconstactiv Procedures i} B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
@028 1 septre 05me Medicl Polic Crieis: Procedure/seric reviewed o ensure eachserice meets BCBSOK Medicl Policy critei. BCBSO recommends subriting o601 et and Reconstactiv Procedures i} B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Q2039 Influenza virus vaccine nos Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - _ _ _
Medical Po : v R lable on th e K
Q2041 Axicabtagene ciloleucel car+ w::;f; ClERE= Ui EEFBET the provider section of the BCBSOK 5, o6, Oncology Medications _ _
Medical Policy Criteria: y require Refer to prior lable on the provider section of the BCBSOK
Q2043 e reaulre P s RXS01.074 Cellular Immunotherapy for Prostate Cancer (Sipuleucel-T [Provengel) _ 10/10/2021
Q2050 Doxorubicin inj 10me Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _ _
Q2052 wig demo Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _
Brexucabtagene autoleucel, up to 200
million autologous anti-cd19 car positive
Medical Policy Crteria: P i dt n s BCBSOK Medical Policy crteria, BCBSOK ds submitt
Q2053 viabie et g eckapereusand MeGial Plicy Crtria:Procedure/srvice reviewed to ensure each srvce meets BCBSOK Medica Plcycieria, BCBSOK recommends submiting a 502,061 Onclogy Medications o
predetermination request if it is unclear if the service meets BCBSOK Medical Policy crteria
dose preparation procedures, per
therapeutic dose
Q2054 CarposT MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for 0 avoid postservice review. RX502.061 Oncology Medications 101201 __
Q3014 Telehealth facilty fee Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. - - - -
Q4050 Cast supplies unlisted Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _ _
Q4051 Splint supplies misc Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ - -
Q4082 Drug/blo NOC part B drug CAP Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ - -
qer00 ottt O Medical Policy Crieia: Procedure/seric reviewed t ensur eachservice meets BCBSOK Miedicl Policy critei. BCBSO recommends submiting oroson engineered i and oft Tesue Sbstotes o
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Q0r gt Medicl Polic Criteis: Procedure/seric rviewe o ensure eachservice meets BCBSOK Miedicl Policy critei. BCBSO recommends submiting oroson Slomgineered Sk and Sof Tissoe Substutes o
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Q6102 Ovstswound et Medicl Polic Criteis: Procedure/seric reviewed o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends submiting oroson oengineered Skin and SftTsse Substtes o
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
proced t reimbursed by BCBSOK. Not subject o utilizat Pl the Clnical Payment and Coding Policy itled: Non-Reimbursabl
Q4103 Oasis burn matrix e e Ty e e SUR704.012 engineered Skin and Soft Tissue Substitutes sjaspon
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clnical Payment and Coding Policy titled: Non-Reimbursabl
S ——— T e Subject to utlization review: Please see the Clinical Payment and Coding Pollcy titied: Nor Relmbursable P oengneered Sk and St T St il
and/or Unproven Services (EIU).
Q105 tegra et or o Medicl Polic Criteis: Procedure/seric rviewed o ensure eachservice meets BCBSOK Miedicl Policy critei. BCBSO recommends submiting orroson oengineered Skinand SoftTsse Substttes o
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
@06 bermagatt Medicl Polic Criteis: Procedure/seric reviewe o ensure eachservice meets BCBSOK Miedicl Policy critei. BCBSO recommends submiting oroson enginecred i and oft Tisue Sbsttotes o
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
@10 orttacter Medicl Polic Criteis: Procedure/seric rviewe o ensure eachservice meets BCBSOK Medicl Policy critei. BCBSO recommends submiting oroson Slommgineered Sk and Sof Tissoe Substiutes o
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Q108 itegramatn Medicl Polic Criteis: Procedure/seric rviewe o ensure eachservice meets BCBSOK Miedicl Policy critei. BCBSO recommends submiting onroson oengineered Skin and Sft Tsse Substttes o
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
proced t reimbursed by BCBSOK. Not subject o utilzat Pl the Clnical Payment and Coding Policy itled: Non-Reimbursabl
e e s s ATy ‘Subject to ullzatlon review. Please see the Clinical Payment and Coding Pollcy tled: Nom Relmbursable P e S St e S T
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
R — T e Subject to utlization review: Please see the Clinical Payment and Coding Pollcy titied: Nor Relmbursable P oengneered Sk and St T St il
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject o utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4112 Cymetra injectable rocedure/service not reimbursed by subject to utiization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable or0son P —
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clnical Payment and Coding Policy titled: Non-Reimbursabl
Q4113 Graftjacket xpress e e T e e SUR704.012 engineered Skin and Soft Tissue Substitutes sjaspon
and/or Unproven Services (EIU).
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q4114 Integra flowable wound matri edical Policy Citera: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting SUR704.012 Bioengineered Skin and Soft Tissue Substitutes o
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
T — Procecure/sericenot reimbursed by BCBSOK. Not subject o uiizaionreview. Pleas se the ClnicalPayment and Coding Palicyttec: Non-Reimbursable or0son T —
and/or Unproven
et Atodem Medicl Policy Criteis: Procedure/seric reviewed o ensure eachsenvice meets BCBSOK Miedicl Polcy critei, BCBSO recommends submiting 2 oroson Slosmgineered Sk and Soft Tissoe Substiutes o
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
e — Procecure/sericenot reimbursed by BCBSOK. Not subjec o uiizaionreview. Pleas se the CnicalPayment and Coding Palicyttec: Non-Reimbursable or0son e —
and/or Unproven
proced t reimbursed by BCBSOK. Not subject o utiizai Pl the Clinical Payment and Coding Policy itled: Non-Reimbursabl
Q4118 Matristem micromatrix e e e e S e e e e e Gt o e A e R il SUR704.012 ioengineered Skin and Soft Tissue Substitutes sjspon
and/or Unproven
I E—— Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the Clinical Payment and CodingPolcyttec: Non-Reimbursable or0son S ————— ——
and/or Unproven
proced t reimbursed by BCBSOK. Not subject o utiizai Pl the Clinical Payment and Coding Policy itled: Non-Reimbursabl
Q4122 Dermacell awm porous sq.cm e e e e S e S i X Ml e S (L B IRl = SUR704.012 Bioengineered Skin and Soft Tissue Substitutes 412021 10/1472021
and/or Unproven
Q4123 Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and CodingPolicyttec: Non-Reimbursable or0son P ——
and/or Unproven
— Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the Clnical Payment and CodingPolicyttec: Non-Reimbursable or0son S ————— ——
and/or Unproven
Qa125 Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the ClinicalPayment and CodingPolcyttec: Non-Reimbursable or0son e ——
and/or Unproven
proced t reimbursed by BCBSOK. Not subject o utiizai Pl the Clinical Payment and Coding Policy itled: Non-Reimbursabl
Q4126 Memoderm/derma/tranz/integup e e e e S e e e e e Gt o e A e R il SUR704.012 ioengineered Skin and Soft Tissue Substitutes sjspon
and/or Unproven
Qa127 Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the Clinical Payment and CodingPalicyttec: Non-Reimbursable or0son S ————— ——
and/or Unproven
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q4128 Flexhd/Allopatchhd/matrixhd edical Policy Citeria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR704.012 Bioengineered Skin and Soft Tissue Substitutes W01
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
fezsen Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaionreview. Pleas se the ClnicalPayment and Coding Palicytted: Non-Reimbursable or0son P e
and/or Unproven
Q132 e core gt core Medicl Policy Criteis: Procedure/senic reviewed o ensure eachservice meets BCBSOK Miedicl Polcy critei. BCBSO recommends submiting 2 - mmiote Mombrane and Aot s
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
Q4133 Grafix stravix prime pl sqcm edicl Policy Criteia: rocedure/sevicereviewed to ensure each service meets BCBSOK Medical Policy crtera fecommends submItting SUR704.011 Amiotic Membrane and Amniotic Fluid s/sj021
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
T— Procecure/sericenot reimbursed by BCBSOK. Not subjec o uiizaionreview. Pleas se the CinicalPayment and Coding Palicytted: Non-Reimbursable or0son P e
and/or Unproven
— Procecure/sericenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the ClinicalPayment and CodingPolcyttec: Non-Reimbursable oroson T ————— —
and/or Unproven
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Procedure/service not reimbursed by BCBSOK. Not subject o utiization review.

Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

4136 Ezderm SUR704.012 Bioengineered Skin and Soft Tissue Substitutes 5/15/2021
2 and/or Unproven Services (EIU). foene! ! tesue Substu &y =
Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and Coding Polcyttled: Non-Reimbursable
Q4137 Amnioexcel biodexcel 1sq cm ] moArsec oY SRS inical Py ine Pollov b SUR704.011 Amniotic Membrane and Amniotic Fluid 5/15/2021  _
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject o utiization review. Pleas se the Cnical Payment and Coding Polcytted: Non-Reimbursable
Q4138 Biodfence dryflex 1cm ] moArsec B SRS inical Py ine Pollov b SUR704.011 Amniotic Membrane and Amniotic Fluid 5/15/2021  _
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilzat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4139 Amnio or biodmatrix inj lcc e R 2 P e i) el B SUR704.011 Amiotic Membrane and Amniotic Fluid /15201 _
andor Unproven Services (EIU).
el Procecure/sevice ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and Coding Polcytted: Non-Reimbursable SuRr0n01L miotie Membrane and Ammiotic luid ——
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4141 Alloskinac 1cm e R 2 P e i) el B SUR704.012 Bioengineered Skin and Soft Tissue Substitutes s5/15/2021  _
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4142 Xem biologic tiss matrix 1cm e R 2 P e i) el B SUR704.012 engineered Skin and Soft Tissue Substitutes s5/15/2021  _
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Qe143 R rocedure/service not reimbur v subject to utilization review. Please see the Clinical Payment anc ing Policy titled: Non-Reimbursable ST Ty T spspon
and/or Unproven Services (EIU).
e Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and Coding Polcytted: Non-Reimbursable SuRr0n01L mmiotie Membrane and Ammiotie uid ——
and/or Unproven Services (EIU).
PR Procecure/sevice ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and Coding Polcytted: Non-Reimbursable SURr08012 S ——
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4147 Architect ecm px fi 1 sq cm e R 2 P e i) el B SUR704.012 Bioengineered Skin and Soft Tissue Substitutes /15201 _
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Qe148 P — rocedure/service not reimbur v subject to utilization review. Please see the Clinical Payment anc ing Policy titled: Non-Reimbursable SRR e T spspon
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilzat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4149 Excellagen 0.1 cc e R 2 P e i) el B SUR704.012 engineered Skin and Soft Tissue Substitutes s5/15/2021  _
and/or Unproven Services (EIU).
S Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and CodingPolcytted: Non-Reimbursable SuRr0n01L mmiotie Membrane and Ammiotie uid i} B
and/or Unproven Services (EIU).
Q0151 Armioband guardian 1 sacm Medica Plicy Criteia Procedure/service reiewed to ensure each service meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 . mmiotic Membrane and Ammiotic Fluid - B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4152 Dermapure 1 square cm e R 2 P e i) el B SUR704.012 engineered Skin and Soft Tissue Substitutes /15201 _
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4153 Dermavest plurivest sq cm e R 2 P e i) el B SUR704.011 Amniotic Membrane and Amnotic Fluid s5/15/2021  _
and/or Unproven Services (EIU).
Qa5 Bovance 1 square cm Medica Plicy Criteia Procedure/service reiewed to ensure each service meets BCBSOK Medical Policy crteia. BCBSOK recommends submitting 2 . mmiotic Membrane and Ammiotic Fluid [——
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Qa1ss DA rocedure/service not reimbur v subject to utilization review. Please see the Clinical Payment anc ing Policy titled: Non-Reimbursable SRR e T spspon
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Qa1s6 T T rocedure/service not reimbur v subject to utilization review. Please see the Clinical Payment anc ing Policy titled: Non-Reimbursable SRR e T spspon
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Qa157 R ACTEED rocedure/service not reimbur v subject to utilization review. Please see the Clinical Payment anc ing Policy titled: Non-Reimbursable SR e saspon
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policytitled: Non-Reimbursabl
Q4158 Kerecis omega3 persqcm e R I e ey e P e i T o R e i SUR704.012 engineered Skin and Soft Tissue Substitutes s/1sf2021  _
and/or Unproven Services (EIU).
e — Procecure/service not reimbursed by BCBSOK. Not subject o utizaion review. Pleas se the Clinical Payment and Coding Palicytted: Non-Reimbursable SuRr0n011 Aiotic Membrane and Ammiotc i —
and/or Unproven Services (EIU).
g e — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4161 Bio-connekt per square cm e I e ey e P e i T o R e i SUR704.012 engineered Skin and Soft Tissue Substitutes s/1s/2021  _
and/or Unproven Services (EIU).
e —— Procecure/service not reimbursed by BCBSOK. Not subject o utizaion review. Pleas se the Clinical Payment and Coding Palicytted: Non-Reimbursable SuRr0n011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
e e ap— Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4164 Helicoll per square cm e I e ey e P e i T o R e i SUR704.012 engineered Skin and Soft Tissue Substitutes s/1sf2021  _
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4165 Keramatrix Kerasorb sq cm rocedure/senice not rembursed by SUPIER 1o ullzation review, Please see the Clinical Payment and Coding Pollcy tfled: HlonRelmbursasle SUR704.012 Bioengineered Skin and Soft Tissue Substitutes s/1s/2021  _
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4166 Cytal per square centimeter e I e ey e P e i T o R e i SUR704.012 Bioengineered Skin and Soft Tissue Substitutes 5/15/2021  _
and/or Unproven Services (EIU).
Proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4167 Truskin per sq centimeter e R I e ey e P e i T o R e i SUR704.012 engineered Skin and Soft Tissue Substitutes s/1s/2021  _
and/or Unproven Services (EIU).
Qu1ss Ammioband 1mg Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submitting 2 SuRron01L mmiotie Membrane and Ammiotie luid - B
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
e e — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SURron 011 Aiotc Membrane and Aot o i} B
and/or Unproven Services (EIU).
T, Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 wiotic Membrane and Ammiotc P ) B
and/or Unproven Services (EIU).
T Procecure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and Coding Palicytted: Non-Reimbursable SURron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
P —— Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SURron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
e — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 aiotic Membrane and Amiotc P ) B
and/or Unproven Services (EIU).
[P Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and Coding Palicyttled: Non-Reimbursable SURT08012 S p—
and/or Unproven Services (EIU).
Q4176 Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaionreview. Pleas se the ClinicalPayment and Coding Policytted: Non-Reimbursable SURr0a011 piotic Membrane and Ammiotc i
and/or Unproven Services (EIU). = S
e D o Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the ClinicalPayment and Coding Palicytted: Non-Reimbursable SURr0a011 aiotic Membrane and Ammiotc P
and/or Unproven Services (EIU). = =
e — Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and Coding Palicytted: Non-Reimbursable SURr0a011 Aiotic Membrane and Ammiotc i - B
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
PO, e s p ) T 0 S T 0 ) S 2 T e v s T e St onroaor cengineeed i and St e Sttt sis/0m
and/or Unproven Services (EIU).
P Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the ClinicalPayment and Coding Palicytted: Non-Reimbursable SuRr0a011 aiotic Membrane and Amiotc P - B
and/or Unproven Services (EIU).
e — Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Plezs se the ClinicalPayment and Coding Palicytted: Non-Reimbursable SURr0a011 Aiotic Membrane and Ammiotc i - B
and/or Unproven Services (EIU).
Medical Policy Criteria: Proced d t h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
Q4182 Transcyte per sq centimeter edical Policy Citeria: Procedure/service reviewed to ensire each service meets BCBSOK Medical Policy crteria recommends submitting 2 SUR704.012 Bioengineered Skin and Soft Tissue Substitutes N 5/14/2021
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4182 Transcyte per sq centimeter e e Ty e e SUR704.012 engineered Skin and Soft Tissue Substitutes 5/15/2021
and/or Unproven Services (EIU).
o — Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the ClinicalPayment and Coding Palicyttled: Non-Reimbursable SURr0a011 Aiotic Membrane and Amiotc i - B
and/or Unproven Services (EIU).
R S— Procecure/service not reimbursed by BCBSOK. Not subject o utiization review. Pleas se the ClinicalPayment and Coding Palcytted: Non-Reimbursable SuRr0a011 Aiotic Membrane and Ammiotc i - B
and/or Unproven Services (EIU).
sl o Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Plezs se the ClinicalPayment and Coding Palcytted: Non-Reimbursable SuRr0a011 aiotic Membrane and Amiotc P
and/or Unproven Services (EIU). = =
quss ot saem Wedica Plicy Criteia Procecure/sevic reiewed to ensure each ervice meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submitting 2 SuRr0a011 mmiotie Membrane and Ammiotie uid . B
uest i it is unclear if the service meets BCBSOK Medical Policy criteria.
Q87 tpcord 1 sqem Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 SuRroa011 ot Membrane and Ammiotie i - B
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
el Procecure/servicenot reimbursed by BCBSOK. Not subjec o uiizaion review. Pleas se the CinicalPayment and Coding Palicytted: Non-Reimbursable SuRr0a011 aiote Membrane and Aot P
and/or Unproven Services (EIU). = =
e S Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the ClinicalPayment and Coding Palicyttled: Non-Reimbursable SURr0a011 Aiotic Membrane and Amiotc i
and/or Unproven Services (EIU). = =
P Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Plezs se the Clinical Payment and Coding Policytted: Non-Reimbursable SURr0a011 piotic Membrane and Amiotc i
and/or Unproven Services (EIU). = S
e — Procecure/servicenot reimbursed by BCBSOK. Not subjec o uiization review. Plezs se the ClinicalPayment and Coding Palicyttled: Non-Reimbursable SURr0a011 aiotic Membrane and Aot F
and/or Unproven Services (EIU). = =
e e Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the ClinicalPayment and CodingPolicyttec: Non-Reimbursable SuRr0a011 piotie Membrane and Aot i i} B
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utiizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
. R e p———) S AT . e e T e 2 s e T (e S i rroaor cengineered i and St e Sttt i
and/or Unproven Services (EIU).
Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the ClinicalPayment and CodingPalicyttec: Non-Reimbursable -
Q4194 Novachor 1sqcm SUR704.011 Amniotic Membrane and Amniotic F _ _
and/or Unproven Services (EIU).
Medical Policy Criteria: Proced dt h ts BCBSOK Medical Policy criteria. BCBSOK ds submitt
o [ ecica Plicy Crieia: Procedure/senice reiewed to ensure each sevice meets edical Policy criteria recommends submitting a URr08012 Stoengineered Skin and Sof Tsue Substitues o saon
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
proced t reimbursed by BCBSOK. Not subject to utiizai Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabls
[ ety Leqom S ———— S T i ) S 6 T ey 2 s e T i S i a0t oengineered i and St e Substates et
and/or Unproven Services (EIU).
Medical Policy Criteria: Proced dt h ts BCBSOK Medical Policy criteria. BCBSOK ds submitt
Ty [ edical Policy Criteria: Procedure/service reviewed to ensure each service meets edical Policy criteria recommends submitting a URr08012 Sloengineered Skin and Sof Tsue Substitues o saon
reauest i it s unclear if the service meets BCBSOK Medcal Policy riteia.
proced t reimbursed by BCBSOK. Not subject to utiizai Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabls
O ety om Lo e S ———— S T i ) S 6 T ey 2 s e T i S i a0 oengineered i and St e Sttt et
and/or Unproven Services (EIU).
e — Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the Clinical Payment and CodingPolicyttec: Non-Reimbursable SURr08012 e - B
and/or Unproven Services (EIU).
e — Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and CodingPalicyttec: Non-Reimbursable SuRr08011 iotie Membrane and Aot F
and/or Unproven Services (EIU). = =
proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
e R e p———) S AT . e e T e 2 s e T (e S i rroaor cengineered i and St e Sttt i
and/or Unproven Services (EIU).
e e—— Procecure/servicenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and CodingPolicyttec: Non-Reimbursable SuRr08011 aiotie Membrane and Aot i - B
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
fom  Coanpee i e e pa——) i AT . ) S T e v e e T (i St a0t evsneered S an ot e Substates e
and/or Unproven Services (EIU).
proced t reimbursed by BCBSOK. Not subject to utilization review. Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
[omm  omm e e A pa———) i AT . ) S T e v s o (i St a0t cengineeed i and St e Sttt e
and/or Unproven Services (EIU).
e — Procecure/sericenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and CodingPolcyttec: Non-Reimbursable SuRr0a011 aiotic Membrane and Ammotc i B} B
and/or Unproven Services (EIU).
e — Procecure/sericenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and Coding Policyttec: Non-Reimbursable SuRr0a011 iotic Membrane and Aot F B} B
and/or Unproven Services (EIU).
e ——— Procecure/sericenot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the ClnicalPayment and Coding Polcyttec: Non-Reimbursable SuRr0a011 aiotic Membrane and Ammotc i B} B
and/or Unproven Services (EIU).
e — Procecure/servicenot reimbursed by BCBSOK. Not subject o utiization review. Pleas se the ClinicalPayment and CodingPolicyttec: Non-Reimbursable SuRr0a011 aiotic Membrane and Ammotc i B} B
and/or Unproven Services (EIU).
e — Pmce‘dure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clincal Payment and Coding Policy titled: Non-Reimbursable SuRr0a011 aiotic Membrane and Aot F B} B
Experimental, Investigational and/or Unproven Services (EIU)
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Procedure/servie not reimbursed by BCBSOK. Not subjec to utiization review. Please see the Cincal Payment and Coding Policy tited: Non-Reimbursable

4210 Avolotl graf dualgraf sq cm SUR704.011 Amiotic Membrane and Amnioti Fluid
2 grefduleralsa and/or Unproven Services (EIU). ot rotie = =
Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and Coding Polcyttled: Non-Reimbursable
Q4211 Amnion bio or axobio sq cm ] moArsec oY SRS meatray ine Pollov e SUR704.011 Amniotic Membrane and Amniotic Fluid - .
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject o utiization review. Pleas se the Cnical Payment and Coding Polcytted: Non-Reimbursable
Q4212 Allogen per cc ] moArsec B SRS meatray ine Pollov e SUR704.011 Amniotic Membrane and Amniotic Fluid - .
and/or Unproven Services (EIU).
e Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and Coding Polcyttled: Non-Reimbursable SURr0n011 mmiotie Membrane and Amniotic luid B} B
andor Unproven Services (EIU).
e Procecure/sevice ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and Coding Polcytted: Non-Reimbursable SuRr0n01L miotie Membrane and Ammiotic luid i} B
and/or Unproven Services (EIU).
P Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and CodingPolcytted: Non-Reimbursable SuRron01L mmiotie Membrane and Ammiotie luid i} B
and/or Unproven Services (EIU).
. Procedure/service ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and CodingPolcyttled: Non-Reimbursable SuRron 011 mmiotie Membrane and Ammiotic uid i} B
and/or Unproven Services (EIU).
proced ot reimbursed by BCBSOK. Not subject to utiizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
4217 g rocedure/service not reimbur v subject to utilization review. Please see the Clinical Payment anc ing Policy titled: Non-Reimbursable SRR e T ~ B
and/or Unproven Services (EIU).
T — Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and Coding Polcytted: Non-Reimbursable SuRr0n01L mmiotie Membrane and Ammiotie uid i} B
and/or Unproven Services (EIU).
ey S Procecure/sevice ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clnical Payment and Coding Polcytted: Non-Reimbursable SuRr0n01L mmiotie Membrane and Ammiotic uid i} B
and/or Unproven Services (EIU).
proced ot reimbursed by BCBSOK. Not subject to utiizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
4220 Bellacell HD Surederm sqcm e R 2 P e i) el B SUR704.012 Bioengineered Skin and Soft Tissue Substitutes 3/1/201
and/or Unproven Services (EIU).
S — Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and CodingPolcyttled: Non-Reimbursable SuRron 011 mmiotie Membrane and Ammiotie uid i} B
and/or Unproven Services (EIU).
proced ot reimbursed by BCBSOK. Not subject to utiizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
Q4222 Progenamatrix per sq.cm e R 2 P e i) el B SUR704.012 engineered Skin and Soft Tissue Substitutes 3/1/2021
and/or Unproven Services (EIU).
S Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cinical Payment and CodingPolcytted: Non-Reimbursable SuRr0n01L mmiotie Membrane and Ammiotie uid i} B
and/or Unproven Services (EIU).
proced ot reimbursed by BCBSOK. Not subject to utiizat Pl the Clinical Payment and Coding Policy titled: Non-Reimbursabl
4228 Y rocedure/service not reimbur v subject to utilization review. Please see the Clinical Payment anc ing Policy titled: Non-Reimbursable SRR e T - 9/30/2021
and/or Unproven Services (EIU).
S — Procedure/sevice not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and Coding Polcytted: Non-Reimbursable SuRr0n01L miotie Membrane and Amiotic luid i} B
and/or Unproven Services (EIU).
D e Procedure/service ot reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and CodingPolcyttled: Non-Reimbursable SuRr0n 011 mmiotie Membrane and Ammiotie uid i} B
and/or Unproven Services (EIU).
S —— Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and Coding Polcytted: Non-Reimbursable SuRron01L mmiotie Membrane and Amiotie luid i} B
and/or Unproven Services (EIU).
P — Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and Coding Polcytted: Non-Reimbursable SuRr0n01L mmiotie Membrane and Ammiotic uid i} B
and/or Unproven Services (EIU).
F e Procedure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Cnical Payment and Coding Polcyttled: Non-Reimbursable SuRr0n01L mmiotie Membrane and Ammiotic uid i} B
and/or Unproven Services (EIU).
e Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRr0n011 piotic Membrane and Amiotc i i} B
and/or Unproven Services (EIU).
RS — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 aiotic Membrane and Amiotc P ) B
and/or Unproven Services (EIU).
i s mm— Procecure/service not reimbursed by BCBSOK. Not subject o utizaion review. Pleas se the Clinical Payment and Coding Palicytted: Non-Reimbursable SuRr0n011 Aiotic Membrane and Ammiotc i ) —
and/or Unproven Services (EIU).
e — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
Q4238 Derm-maxx persqcm : N/A N/A - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
i e — Procecure/service not reimbursed by BCBSOK. Not subjec o utiizaionreview. Pleas se the Cinical Payment and Coding Palicytted: Non-Reimbursable SURron01L Aiotc Membrane and Aot o i} B
and/or Unproven Services (EIU).
e — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
S Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 wiotic Membrane and Ammiotc P ) B
and/or Unproven Services (EIU).
[eprm s e Procecure/service not reimbursed by BCBSOK. Not subject o utiizaion review. Pleas se the Clinical Payment and Coding Palcyttled: Non-Reimbursable SuRron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
R — Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SURron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
N Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SURron011 wiotic Membrane and Amiotc P ) B
and/or Unproven Services (EIU).
. Procecure/service not reimbursed by BCBSOK. Not subject o utiizaionreview. Pleas se the Clnical Payment and Coding Palcyttled: Non-Reimbursable SuRron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
e S A— Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 Aiotic Membrane and Amiotc i ) B
and/or Unproven Services (EIU).
il e —— Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SuRron011 wiotic Membrane and Ammiotc P ) B
and/or Unproven Services (EIU).
B ...l porsacm Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submitting 2 SuRron011 mmiotie Membrane and Ammiotie luid - [
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
N o1y vor s om Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable SURron011 Aiotc Membrane and Aot o e
and/or Unproven Services (EIU).
BN oo e s e Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends submitting 2 SuRron01L mmiotie Membrane and Ammiotie luid - [
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
N ioamerrnp por 37 o Procecure/service not reimbursed by BCBSOK. Not subject o utiiztionreview. Pleas se the Cinical Payment and Coding Palicytted: Non-Reimbursable SURron 011 Aiotc Membrane and Aot o e
and/or Unproven Services (EIU).
Q4251 Vim_per square centimeter MP Criteria: Procedure/service reviewed against Medical Policy Crteria. Submit for to avoid post-service review. SUR704.011 Amniotic Membrane and Amniotic 10/1/2021 __12/31/2021
EIU: Procedure/service not reimbursed by the Plan. Not subject to pre-service review. Check EIU policy CPCPOB, which is one of our Clinical Payment and Coding
Q4251 Vim per square centimeter # v jectiop! polley v ®  sur7oaont Amiotic Membrane and Amniotic Fluid _
Policy (CPCP). 1/1/2022
Q4252 Vendaje per square centimet MP Criteria: Procedure/service reviewed against Medical Policy Criteria. Submit for 0 avoid postservice review. SUR704.011 Amniotic Membrane and Amniotic Fluid 10/1/2001__12/31/2021
I i per squarecentimet EIU: Proceduresrvice not rembursd by the Plan Not subjec o pr-service revew. heck EIU policy CPCPO, which s one o our Clical Paymentand Coding (| piotic Membrane and Amiotc i )
Policy (CPCP). 1/1/2022
Q4253 Zenith amniotic membrane psc MP Criteria: Procedure/service reviewed against Medical Policy Crteria. Submit for to avoid post-service review. SUR704.011 Amiotic Membrane and Amniotic Fluid 10/1/2021 __12/31/2021
EIU: Procedure/service not reimbursed by the Plan. Not subject to pre-service review. Check EIU policy CPCPOB, which is one of our Clinical Payment and Coding
Q4253 Zenith amiotic membrane psc # v jectiop! polley v ®  sur7oaont Amiotic Membrane and Amniotic Fluid _
Policy (CPCP). 1/1/2022
Medical Policy Criteria: P i h BCBSOK Medical Poli ia. BCBSOK i
Fat2sl | ovae dt per s cm edical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting - Aemniotc Membrane and Aot Fuid - [
request if it s unclear if the service meets BCBSOK Medical Policy critera
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Cliical Payment and Coding Policy titled: Non-Reimbursable
Q4254 Novafix di per sq cm 4 Y 4 v & Polley SUR704.011 Amiotic Membrane and Amniotic Fluid 31200 _
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy riteria. BCBSOK recommends submitting a
Q4255 Reguard topical use per sq o / N “ ® SUR704.011 Amiotic Membrane and Amniotic Fluid _ 2/28/2021
request if it s unclear if the service meets BCBSOK Medical Policy critera.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Cliical Payment and Coding Policy titled: Non-Reimbursable
Q4255 Reguard topical use per sq / " " v & Polley SUR704.011 Amniotic Membrane and Amniotic Fluid s _
and/or Unproven Services (EIU).
Q5009 Hospice care NOS Unisted orUndefined:Proceduresevice not oherwise deine or clasiied, and may b subject to beneft and/or dinial review. _ _ _ _
o Medical Policy Criteria y require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01.051
[FEE it ikt website RX501.096 ite of Care = =
) ) Medical Policy Criteria  require prior Refer to prior ilable on the provider section of the BCBSOK _ RXS01051
5104 Injection renfl
[ el website RX501.096 Specialty Medication ite of Care - -
05106 I retacrit omesrd e Wedica Plicy Citeia Procedure/sevic reiewed to ensure each ervice meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submitting 2 501060 rythropoiesie-Stimulating Agents (E5As . B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
5107 injmeas 10 mg Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 502,061 Oncology Medications i} oo
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
S ; - = —
Q5109 Wedica Plicy Criteia y require prior Refer to prior on the provider section of the BCBSOK iximat and Assocated Bios
website = =
Q5115 injtrwdima 10mg Medica Plicy Citeia Procedure/sevic reviewed to ensure each ervce meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submitting 2 502,030 itusimab and Biosmiars for Non-Onealogic Indictions . B
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
518 . rabey 10mg Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 502,061 Oncology Medications i} oo
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to ensure each service meets BCBSOK Medical P BCBSOK recommends submitting a Oncology
05119 Injruxience 10 mg request if it is unclear if the service meets BCBSOK Medical Policy criteria. Medications Rrs02.001 - 1onozon
Medical Policy Criteria: Proced dt h ts BCBSOK Medical Policy criteria. BCBSOK ds submitt
Q5123 Inj. Riabni 10 Mg edical Policy Critera: Procedure/service reviewed to ensure each service meets edical Policy criterta recommends submitting 2 RX502.030 Rituximab and Biosimilars for Non-Oncologic Indications 712021 10/10/2021
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
5982 lotemetamol 15 dagnosti Wedica Plicy Citeia Pocecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 n n - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
5983 lorbetaben 18 dingnostic Wedica Plicy Citeia Procecure/sevic reiewed to nsure each ervice meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 n n - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
0013 Esketomine nasel sray Wedica Plicy Citeia Procecure/sevic reiewed to nsure each service meets BCBSOK MeclcalPolicy rteia. BBSOK recommends submittng 2 o105 coetamine NasalSpray o
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
50122 Inj menotropins 75 iu Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. - - - _
50126 Injfollitropin alfa 75 iu Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ -
[S0128 i olitropin beta 75 iu Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
50155 Epoprostenol dilutant ical Poliey ure/ v " " il poliey uomitting RX501.056 Advanced Therapies for Pharmacologic Treatment of Pulmonary Hypertension _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK Recombinant and Autologous Platelet-Derived Growth Factors for Wound Healing and Other Non-Orthopedic
50157 Becaplermin gel 1% 0.5 gm e reauire pri P P RX501.034 & & P _ -
website. Conditions
RX501.007 Gender Assi Gender urgery with Related Services
Medical Policy Criteria: y require prior Refer to prior ilable on the provider section of the BCBSOK
50189 Testosterone pellet 75 mg e readtrepri P P SUR717.001 Testosterone Replacement Therapies _ -
- RX501076 Hormone jes (HRT) Using Implanted Pellets for Women and Delayed Puberty
50194 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ _
50187 prenatal vitamins 30 day Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
50207 hospals Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _ _ -
0205 WCvanmileage permi Wedica Plicy Citeia Procecure/sevic reviewed to ensure each service meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 AOMI00L005  Ambulance and Miedical TransportServices - _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
o215 Nonemerg ransp milenge Wedica Plicy Criteia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends sbmittng 2 AOMI00L005  Ambulance and Viedical Transport Services - -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
nd of Iife counseling Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. - - - -
Disease. program Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _ _ -
i Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Disease mgmt per diem Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _ _ -
RN telephone calls to DMP Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _ _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
50390 Rout foot care per visit o ure/ " " o upmitting SUR701.006 Foot Care Services _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
50510 Non-prscrp lens Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilization review. _ B _ -
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Color cont lens Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

Safety frames Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ _ _

Sunglass frames Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ - -

Misc integral lens serv Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review. _ _ _ _

phakic ol refractive error Medica Poliy Crtera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a SURT13.025 ntraocular Lens (10Ls) and Implantable Minlature Telescope (MT) B -
request if it is unclear if the service meets BCBSOK Medical Policy criteria.

Phys exam for college Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _ - -

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends subitting a

50800 Laserin situ keratomileusis SUR713.001 Refractive and Therapeutic Keratoplasty _ _

request if it is unclear if the service meets BCBSOK Medical Policy criteria.
50810 my Non Covered: not covered by BCBSOK. Not subject to utilization review. SUR713.001 Refractive and Therapeutic Keratoplasty 1172021

0812 Phototherap keratect Medicl Polic Criteia: Procedure/seric reviewed o ensure eachserice meets BCBSOK Medicl Polic critei. BCBSOK recommends subiting » o300 ohototherspeutic Keatectomy i} B
request if it is unclearif the service meets BCBSOK Medical Policy criteria.

51001 Delueitem Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ _ _ _

51002 Custom item Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. - - - _

Medical Policy Crteria: Proced dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti

51030 Gluc monitor purchase edical Polcy Citefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME101.005 Glucose Monitoring and Insulin Delivery Devices for Managing Diabetes - -

request if it is unclearif the service meets BCBSOK Medical Policy criteria.

Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
51031 Gluc monitor rental edical Polcy Citefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME101.005 Glucose Monitoring and Insulin Delivery Devices for Managing Diabetes
request if it is unclearif the service meets BCBSOK Medical Policy criteria.

Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
51034 Art pancreas system edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends scbmitting 2 DME101.005 Glucose Monitoring and Insulin Delivery Devices for Managing Diabetes
request if it is unclearif the service meets BCBSOK Medical Policy criteria.

Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
51035 Art pancreas inv disp sensor edical Polcy Criteia: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME101.005 Glucose Monitoring and Insulin Delivery Devices for Managing Diabetes
request if it is unclearif the service meets BCBSOK Medical Policy criteria.

Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
5103 Art pancreas ext transmitter edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME101.005 Glucose Monitoring and Insulin Delivery Devices for Managing Diabetes
request if it is unclearif the service meets BCBSOK Medical Policy criteria.

Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
51037 Art pancreas ext receiver edical Polcy Criefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 DME101.005 Glucose Monitoring and Insulin Delivery Devices for Managing Diabetes
request if it is unclearif the service meets BCBSOK Medical Policy criteria.

Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
51040 Cranial remolding orthosis edical Polcy Criteia: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends scbmitting 2 DME103.007 Adjustable Cranial Orthoses for Positional Plagiocephaly and Craniosynostoses
request if it is unclearif the service meets BCBSOK Medical Policy criteria.

$1081  Stent Non-Coranary Propel Medica Poliy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a SURT06.001 Nasal and Sius Surgery ss/2021
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

2080 Lawp Medica Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a SURT06.008 Sieep Related Breathing Disorders: Srglcal Management
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

<2083 Adjustment gastic band Medica Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy crteria. BCBSOK recommends submitting a SURT16.003 Bariatric Surgery
reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
52095 Transcath emboliz microspher edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy riteria recommends scbmitting 2 RADG01.047 Radioembolization for Primary and Metastatic Tumors of the Liver
request if it is unclearif e service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
52102 Islet cell issue transplant edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 SUR703.013 Pancreas and Related Organ Tissue Transplantation
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
52103 Adrenaltissue transplant ecical Poicy Crtata: Procedure/service reviewed to ansure each service mests edical Policy criterta recommends submitting 2 SUR703.003 Brain Tissue Transplantation, Neurotransplantation for Treatment of Parkinsons Disease

request i it is unclear i the service meets BCBSOK Medical Policy criteria. - -
2107 Adoptive mmumatherapy Wedica Plicy Citeia Procedure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy rteia. BCBSOK recommends sbmittng 2 Hes0L024 doptive mmunotherapy - B
request i it is unclear i the service meets BCBSOK Medical Policy criteria.
Medical Policy Crit ice may i ization. Refer to prior ilable on the provider section of the BCBSOK
52112 Knee arthroscp harv w:b 'c; L=l (AT A LIRS e AL SUR705.035 Autologous Chondrocyte Implantation (ACI) for Focal Articular Cartilage Lesions _ _

Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable

52117 Arthroereisis subtalar oyt SUR705.027 _ .
2118 Total hip resuracing :Iee:mael‘ Policy Criteria: ¥ require prior Refer to prior Iable on the provider section of the BCBSOK ¢ o v——— ) B
2120 Low density ipoprotein{LoL) Medical Policy Criteria: ice may require prior ization. Refer to prior ilable on the provider section of the BCBSOK o Lipid Apheress B -
ell forct (CLL) and small Lymphocytic Lymphoma (SLL)

SUR703.042 Hematopoietic Cell Transplantation in the Treatment of Germ Cell Tumors

SUR703.033 ell for dgkin Lymphormas

SUR703.030 ell for Acute Leukemia (AML)

SUR703.037 tem-Cell for Chronic Leukemia (CML)

SUR703.038 Hematopoietic Cell Transplantation for Epithelial Ovarian Cancer

SUR703.034 Hematopoietic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymorma

SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphorma (HL)

SUR703.050 Hematopoietic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and

SUR703.041 Recipient Information)

SUR703.036 ell lid Tumors in Adults

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
52140 Cord blood harvesting o : o & SUR703.047 ell i and Gliomas
predetermination request if it s unclear if the service meets BCBSOK Medical Policy criteria

SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 ell for Genetic Di d d Anemias
SUR703.043 ell for Diseases
SUR703.045 ell Treatment of Acute Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired Syndrome (AIDS)
SUR703.044 ell (MDS) and Neoplasms (MPN)
SUR703.039 ell for Primary Syst loid

ell for

ell for ct (CLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoletic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 Hematopoetic Cell Transplantation for Non-Hodgkin Lymphormas
SUR703.030 ell for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leukemia (CML)
SUR703.038 Hematopoetic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoetic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymorma
SUR703.046 Hematopoetic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoetic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
SUR703.036 ell lid Tumors in Adults

Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critera. BCBSOK recommends submitting a
52142 Cord blood-derived stem-cell o / < ¢ SUR703.047 el lignant and Gliomas
predetermination request f it is unclear f the service meets BCBSOK Medical Poliy criteria

SUR703.029 Hematopoetic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoetic Cell Transplantation for Solid Tumors in Children
SUR703.031 ell for Genetic Di d d Anemias
SUR703.043 ell for Diseases
SUR703.045 ell Treatment of Acute Leukemia (ALL)
SUR703.035 Hematopoetic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell for Acquired syndrome (AIDS)
SUR703.044 ell (MDS) and Neoplasms (MPN)
SUR703.039 ell for Primary Syst loid

ell for

ell for ct (cLL) and Small Lymphocytic Lymphoma (SLL)
SUR703.042 Hematopoetic Cell Transplantation in the Treatment of Germ Cell Tumors
SUR703.033 Hematopoietic Cell Transplantation for Non-Hodgkin Lymphormas
SUR703.030 ell for Acute Leukemia (AML)
SUR703.037 tem-Cell for Chronic Leukemia (CML)
SUR703.038 Hematopoetic Cell Transplantation for Epithelial Ovarian Cancer
SUR703.034 Hematopoletic Cell Transplantation for Central Nervous System Embryonal Tumors and Ependymorma
SUR703.046 Hematopoietic Cell Transplantation for Hodgkin Lymphoma (HL)
SUR703.050 Hematopoletic Cell Transplantation (HCT) or Additional Infusion Following Preparative Regimens (General Donor and
SUR703.041 Recipient Information)
SUR703.036 ell lid Tumors in Adults

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a '
52150 BMT harv/transpl 28d pkg o Pl e/ . ! feal Policy uomitting SUR703.047 el ion for Malignant d Gliomas
predetermination request f it is unclear i the service meets BCBSOK Medical Policy criteia.

SUR703.029 Hematopoietic Cell Transplantation for Breast Cancer
SUR703.032 Hematopoietic Cell Transplantation for Solid Tumors in Children
SUR703.031 el o for Genetic Di d d Anemias
SUR703.043 el ion for Diseases
SUR703.045 el ion as a Treatment of Acute Leukemia (ALL)
SUR703.035 Hematopoietic Cell Transplantation for Plasma Cell Dyscrasias, Including Multiple Myeloma (MM) and POEMS
SUR703.040 Syndrome
SUR703.002 ell ion for Acquired Syndrome (AIDS)
SUR703.044 ell ion for Neoplasms (MPN)
SUR703.039 el ion for Primary Systemic Amyloid
el ion for
2200 Echoscleroherapy Wedica Plicy Citeia Procedure/service reviewed to enure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 SuRr07016 Varicose Vein Management - -
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
52205 Minimally invasive direct co edical Polcy Citeia:Procedureservice reviewe o ensure each service meets BCBSOK Medical Polcy eriteria fecommends submitting 2 SUR707.020 Minimally Invasive Coronary Artery Bypass Graft Surgery
request if it is unclear if the service meets BCBSOK Medical Policy criteria. - -
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
52206 Minimally invasive direct co edical Polcy Citeia:Procedureservice revieue o ensure each service meets BCBSOK Medica Polcy eriteria fecommends submitting 2 SUR707.020 Minimally Invasive Coronary Artery Bypass Graft Surgery _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
52207 Minimally invasive direct co edical Polcy Citeia: Procedure/service reviewe to ensure each senice meets SCBSOK Medical Polcy citer fecommends submitting 2 SUR707.020 Minimally Invasive Coronary Artery Bypass Graft Surgery _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
52208 Minimally invasive direct co edical Polcy Citeia:Procedureservice reviewe o ensure each service meets BCBSOK Medica Polcy eriteria fecommends submitting 2 SUR707.020 Minimally Invasive Coronary Artery Bypass Graft Surgery _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
52209 Minimally invasive direct co edical Polcy Citeia:Procedureservice reviewe o ensure each service meets BCBSOK Medica Polcy eriteria fecommends submitting 2 SUR707.020 Minimally Invasive Coronary Artery Bypass Graft Surgery _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced dt h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
52230 Implant semi-imp hear edical Policy Citera: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteri recommends submitting 2 SUR714.008 Semi-implantable and Fully Implantable Middle Ear Hearing Aids _ _
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
2235 impant auitory bramimp Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a uRr10.000 AucitoryBrnstem mpant - -

predetermination request f it is unclear if the service meets BCBSOK Medical Policy criteria.
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Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Cnical Payment and Coding Policy itled: Non-Reimbursable
52300 Arthroscopy shoulder surgi durefservice not reimoursed by o review et ry ine Policr e SUR705.041 Thermal Capsulorthaphy as a Treatment of Join Instability
andor Unproven Services (EIU).
PP : PP —— - ; — -
7308 Decompress die RF b Medicl Polic Criteia: rocedure/senic reviewed o ensure eachservice meets BCBSOK Miedicl Policy critei. BCBSOK recommends subitting » 12037 Decompression of the Intervertebral Disc Using Laser Energy (Laser Discectomy) or Radiofrequency Cablation
request f it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
52400 Fetal surg congen hernia fealPolcy Crieria: Procedurey viemer to enaur e . feal Polley e uomitting SUR701016 Fetal Surgery for Prenatally Diagnosed Malformations
request if it is unclear if the service meets BCBSOK Medical Policy criteia.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
52401 Fetal surg urin trac obstr edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 SUR701.016 Fetal Surgery for Prenatally Diagnosed Malformations
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria. BCBSOK ds submitti
52402 Fetal surg cong cyst malf edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eiteria recommends scbmitting 2 SUR701.016 Fetal Surgery for Prenatally Diagnosed Malformations
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
52403 Fetal surg pulmon sequest edical Polcy Citefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medical Polcy eriteria recommends scbmitting 2 SUR701.016 Fetal Surgery for Prenatally Diagnosed Malformations
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt h ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
52004 Fetal surg myelomeningo edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends scbmitting 2 SUR701.016 Fetal Surgery for Prenatally Diagnosed Malformations
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Crteria: Proced i dt n ets BCBSOK Medical Policy citeria, BCBSOK ds submitti
52405 Fetal surg sacrococ teratoma edical Polcy Critefa: Procedureservice reviewe to ensure each sevice meets BCBSOK Medica Polcy eriteria recommends scbmitting 2 SUR701.016 Fetal Surgery for Prenatally Diagnosed Malformations
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
105 permt g noc Medicl Polic Crieia: Procedure/senic rviewed o ensure eachserice meets BCBSOK Miedicl Policy critei. BCBSOK recommends subiting » oroLom el Surgey forPrenstaly Dingnored Miaformations
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
R T Procedur/senicenot rembursed by BCBSOK. Notsubject o uization review. leae se the iniclPayment and Coding Polcy tited: Non Reimbursable 0207128 P ——
and/or Unproven Services (EIU).
T Y Procedur/senicenot rembursed by BCBSOK. Notsubjec to uization rview. lease s the lnicalPayment and Coding Policy tited: Non Reimbursable 207128 S ——
andor Unproven Services (EIU).
53655 Antisperm antibodies test Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
Dose Optimization By Area Under The
Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy critria. BCBSOK recommends submitting a
$3722 Curve (Auc) Analysis, For Infusional 5- /A /A
predetermination request f it is unclear if the service meets BCBSOK Medical Policy critria.
Fluorouracil
Medical Policy Crteria: Y require p Refer to prior fable on the provider section of the BCBSOK -
S3800  Genetic testing ALS AM Guidelines _
website.
Medical Policy Crteria: Y require p Refer to pior lable on the provider section of the BCBSOK )
53840 DNA analysis RET-oncogene AM Guidelines _
website.
Medical Policy Crteria: " Refer t lable on the provider section of the BCBSOK
$3841  Gene test retinoblastoma Sl s e ST SOREIHEREEEICRID AIM Guidelines
website. =
e ———— Medical Policy Crteria: Y require p Refer to prior Jableon the providr secion of he BCBSOK T
website.
e Medical Policy Crteria: Y require p Refer to pior Jableon the providr secion of he BCBSOK T
website.
Medical Policy Crteria: " Refer t lable on the provider section of the BCBSOK
53845 Gene test alpha-thalassemia Sl s e ST SOREIHEREEEICRID AM Guidelines _
website.
. Medical Policy Crteria: Y require p Refer to pior Jableon the providr secion of he BCBSOK T
website.
Medical Policy Crteria: y require Refer to pior lable on the provider section of the BCBSOK
53849 Gene test Niemann-Pick &7 (T o B AIM Guidelines  _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
53850 Gene test sickle cell o reaulre P s AM Guidelines  _
website.
Medical Policy Criteria: y require Refer to pior Iable on the provider section of the BCBSOK
53852 DA analysis APOE alzheimer o reaulre P s AM Guidelines  _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
53853 Gene test myo muscl dyst & reaulre L L AM Guidelines  _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
53854 Gene profile panel breast e reaulre P s MED208.090 EndoPredict for Breast Cancer Prognosis
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
53861 Genetic test brugada o reaulre P s AM Guidelines  _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
53865 Comp genet test hyp cardiomy o reaulre P L AM Guidelines  _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
53866 Spec gene test hyp cardiomy o reaulre P s AM Guidelines  _
website.
Medical Policy Criteria: y require Refer to prior Iable on the provider section of the BCBSOK
3870 Cgh test developmental delay W readrep " s A Guidelines _
website.
Procedure/service not reimbursed by BCBSOK. Not subject to utiization review. Please see the Clnical Payment and Coding Policy titled: Non-Reimbursable
53900 Surface EMG 4 Y " v & Polley MED205.006 Surface Scanning Electromyography (EMG) (SEMG), Paraspinal Surface EMG, and Spinoscopy
and/or Unproven Services (EIU)
54005 Interim labor facilty globa Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
SI011 IVF package Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
4013 Compl GIFT case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54014 Compl ZIFT case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
5015 Complete IVF nos case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
4016 Frozen IVF case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
54017 IVF canc astim case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
4018 F EMB trns canc case rate. Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
54020 IVF canca aspir case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54021 IVF canc p aspir case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
5022 Asst oocyte fert case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54023 Incompl donor egg case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _
54025 Donor serv IVF case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54026 Procure door sperm Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilizaion review: _ _
54027 store prev froz embryos Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54028 Microsurg episperm asp Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _
54030 Sperm procure init isit Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54031 Sperm procure subs visi Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _
54035 stimulated 1Ul case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54037 Cryo embryo transf case rate Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _
4040 Monit store cryo embryo 30 d Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54042 Ovulation mgmt per cycle Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _
54990 Nicotine patch legend Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
54991 Nicotine patch nonlegend Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _
54995 Smoking cessation gum Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5100 Adult daycare services 15min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzaion review: _ _
5101 Adult day care per half day Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
$5102 Adult day care per diem Non Covered: Procedure/service not covered by BCBSOK. Not subject o utilzation review. _ _
5105 Centerbased day care perdiem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5108 Homecare train pt 15 min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review: _ _
5109 Homecare train pt session Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5110 Family homecare training 15m Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
55111 Family homecare train/sessio Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5115 Nonfamily homecare train/15m Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5116 Nonfamily HC train/session Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5120 Chore services per 15 min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5121 Chore services per diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5125 Atendant care service /15m Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. - -
5126 Atendant care service /diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5130 Homaker sevice nos per 15m Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
5131 Homemaker service nos /diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
5135 Adult companioncare per 15m Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. - -
ss136 I per diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
5140 Adultfoster care per diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. - -
5141 Adultfoster care per month Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
Ss145 _child fostercare th per diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. - -
5145 Ther fostercare child /month Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
55150 Unskilled respite care /15m Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. - -
55151 Unskilled respitecare /diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
5160 Emer response sys instalatst Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. - -
55161 Emer rspns sys serv permonth Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
5162 Emer rspns system purchase Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. - -
5165 Home modifications per serv Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
5170 Homedelivered prepared meal Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. - -
55175 Laundry serv ext prof forder Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
5181 HH respiratory thrpy nos/day Unlisted or Undefined: Procedure/service not otherwise efined or classifed, and may be subject to benefit and/or clinical review. - -
55185 Med reminder serv per month Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
55199 Personal care item nos each Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
5497 HIT cath care noc Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review. _ -
S —— Medical Polcy Crteria y reauire prior Refer to pior i isbe o th provider sectionof the BCBSOK 1T
website.
) Medical Policy Crteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a RAD601.038 (MEG) and i ging (V1)
58035 Magnetic source imaging ; ‘ ° g
oredetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. PSY301.014 Autism Spectrum Disorders (ASD)
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5010 Topographic brain maping Medical Policy Criteia: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED205.040 Quantitative (QE€G) as a Di d for ic ivity Disorder (ADHD)
PoErar) Pine predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. MED205.009 Topographic Brain Mapping (Quantitative Electroencephalography)
G080 sciimammosraphy Wedica Plicy Citeia Procedure/servicereviewed to nsure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbmittng 2 n n
request i it is unclearif the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: ice may require prior authorization. Refer to prior authorizati ilable on the provider section of the BCBSOK
8092 Electron beam computed tomog e reauire pri P C : RAD604.009 Computed Tomography to Detect Coronary Artery Calcification
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursabl
58130 roceduresenice not rembursed by SR £y etion review: Flease s inical Payment and Coding Polley file imursasle MED201.041 Interferential Current Stimulation
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursabl
s8131 rocedure/senice not rembursed by SR Ly etion review: Flease s inical Payment and Coding Polley file imursasle MED201.041 Interferential Current Stimulation
and/or Unproven Services (EIU).
155 Fletter dovice Medica Plicy Criteia Procedure/sevice reviewed to ensure each service meets BCBSOK Medical Policy crteia. BCBSOK recommends submittng 2 ovELo1027 iy Clearance Deices
request if it is unclearif the service meets BCBSOK Medical Policy criteria.
8189 Trach supply noc Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review, _ -
58270 Enuresis alarm Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
58301 Infect control supplies NOS Unlisted or Undefined: Procedure/service not otherwise defined or classifed, and may be subject to benefit and/or clinical review, _ -
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
s8as0 Splint digit DME103.001 Orthotics
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
s8as1 Splint wrist or ankle DME103.001 Orthotics
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
ssas2 Splint elbow DME103.001 Orthotics
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
58930 Auricular electrostimulation SUR702.019 Cranial and Auricular
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilization review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
58940 Hippotherapy per session THEB03.022 Hippotherapy
and/or Unproven Services (EIU).
MED205.022 Low-Level and High-Power Laser Therapy
o008 Low lovel laser trmt 15 i Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a MED201.045 Acupuncture for Pain Management, Nausea and Vomiting and Opioid Dependence
predetermination request if it is unclear if the service meets BCBSOK Medical Policy criteria. THEB01.028 Treatment of Tinnitus
SUR702.005 Acne
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
58990 Ptor manip for maint THES03.010 Physical Therapy (PT) and Occupational Therapy (OT) Services
request if it is unclear ifthe service meets BCBSOK Medical Policy criteria.
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please se the Clinical Payment and Coding Policy titled: Non-Reimbursable
S9001  Home uterine monitor with or 08401017 Home Uterine Activity Monitoring
and/or Unproven Services (EIU).
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Recombinant and Autologous Platelet-Derived Growth Factors for Wound Healing and Other Non-Orthopedic
59055 Procuren or other growth fac RX501.034
request i it is unclear ifthe service meets BCBSOK Medical Policy criteria. Conditions
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
59056 Coma stimulation per diem MED205.014 Sensory Stimulation for Coma Patients
and/or Unproven Services (EIU).
Procedure/service not reimbursed by BCBSOK. Not subject to utilzation review. Please see the Clinical Payment and Coding Policy titled: Non-Reimbursable
59090 Vertebral axial decompressio THEB03.021 Non-Surgical Spinal Decompression Traction Devices
and/or Unproven Services (EIU).
o117 sack oot vt Medical Policy Criteia: Procedure/service reviewed to enstre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a Hes0s02 sk schoot
request if it is unclear if the service meets BCBSOK Medical Policy criteria
59125 Respite care in the home p Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review. _ _
9125 Speech therany mthe nome Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a PSY301.014 Speech-Language Therapy (SLT)
P P request if it is unclear if the service meets BCBSOK Medical Policy criteria. THES03.014 Autism Spectrum Disorders (ASD)
o129 Occupations therapy inthe Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends srittng 2 pevs01010 utom Spectrum Disorders (AS0)
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
9131 7T inthe home per diem Wedica Plicy Citeia Procecure/sevic reiewed to ensure each service meets BCBSOK MedicalPolicy rteia. BCBSOK recommends sbmittng 2 revsoLom o Specram Disorders (A50)
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Proced i d h ets BCBSOK Medical Policy criteria. BCBSOK ds submitt
59145 Insulin pump initiation edicl PolicyCrteia: rocedure/servicereviewed to ensure each service meets BCBSOK Medical Polcy crtera recommends submitting DME101.005 Glucose Monitoring and Insulin Delivery Devices for Managing Diabetes
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB02.002 Dail and inthe g
9335 HT hemodialysis diem ‘ : !
request i it is unclear if the service meets BCBSOK Medical Policy criteria. MED201011 Nutritional Support
930 1T entera per iem Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends srittng 2 20101 utrtionslsupport
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
o301 AT enterat rav iem Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MedicalPoicy rteia. BCBSOK recommends sbmittng 2 . wtrtionslsupport
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
32 T enteratpump diem Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submittng 2 . wtrtions! Support
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
9315 T enteral botes s Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends sbmittng 2 . wtrtionslsupport
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
9355 i cholation i Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a THEB01.008 Chelation Therapy
request if it is unclearif the service meets BCBSOK Medical Policy criteria. PSY301.014 Autism Spectrum Disorders (ASD)
o360 11Tt tota e Wedica Plicy Citeia Proceure/sevic reiewed to ensure each servce meets BCBSOK MedicalPoicy rteia. BCBSOK recommends submittng 2 o201t utrtions!Support
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
o35 Tt 2 e dem Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPolicy crteia. BCBSOK recommends submittng 2 . wtrtionslsupport
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
o367 W7t 3 e dem Wedica Plicy Citeia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedicalPoicy crteia. BCBSOK recommends sbrittng 2 . wtrtions! Support
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
o368 T tomover 3l e Wedica Plicy Criteia Procecure/sevic reiewed to ensure each servce meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 . wtrtionslsupport
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
59379 HIT noc per diem Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ -
9381 HIT high risk/escort Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
9401 Anticoag clnic per session Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
59430 Pharmacy comp/disp serv o / “ ® RX501.063 Compounded Drug Products
request if it is unclear if the service meets BCBSOK Medical Policy critera.
59438 Mod solid food suppl Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
ou35 edientfoods for mbom e Wedica Plicy Citeia Procedure/sevic reviewed to ensure each service meets BCBSOK MedlcalPolicy crteia. BCBSOK recommends submittng 2 - Nutrtionsl Support
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
9436 Lamaze class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
59437 Childbirth refresher class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
$9438  Cesarean birth class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
59439 VBACclass Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
9441 Asthma education Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ _
59442 Birthing class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
9444 parenting class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59445 PT education noc individ Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
9446 PT education noc group Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59447 Infant safety class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
9449 Weight mgmt class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59451 Exercise class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
9454 Stress mgmt class Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
59472 Cardiac rehabilitation progr o / “ ® THEB03 023 Cardiac Rehabilitation (CR)
request if it s unclear if the service meets BCBSOK Medical Policy critera
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
59473 Pulmonary rehabilitation pro o / o ® THEB03 025 Pulmonary Rehabilitation
request if it is unclear if the service meets BCBSOK Medical Policy critera
59482 Family stabilization 15 min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
9537 11 hem horm ) diem Wedica Plicy Citeia Procedure/sevic reviewed to ensure each ervice meets BCBSOK MedlcalPoicy crteia. BCBSOK recommends submittng 2 501060 ythropotesie-Simulating Agents (E5%s)
request i it is unclear if the service meets BCBSOK Medical Policy criteria.
9542 HT inj noc per diem Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review, _ _
Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
59558 HTinj growth horm diem o / ° “ ® RX501.040 Human Growth Hormone (GH)
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
59560 HTinj hormone diem cal Policey ure/ " X feal Policy uomitting RX501.041 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
Medical Policy Criteria: Procedure/service reviewed to enstrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
59562 HTinj palivizumab diem RX504.009 Respiratory Syncytial Virus (RSV) Immunoprophylaxis
) pal request if it is unclear if the service meets BCBSOK Medical Policy criteia. piratory Syneytial Virus (Rsv) Prophy
Medical Policy Criteria: Procedure/service reviewed to ensrre each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
59810 HT pharm per hour ooty e/ . X feal Policy uomitting MED201.011 Nutritional Support
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
59900 Christian Sci Pract visit Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
59960 Air ambulane nonemerg ned Wedica Plicy Citeia Procedure/service reviewed to enure each service meets BCBSOK MedlcalPolicy rteia. BCBSOK recommends submittng 2 AOMIOOL00S  Ambulance and Medical Transort Seices
request if it is unclear if the service meets BCBSOK Medical Policy criteria.
59961 Air ambulan nonemerg roary Wedica Plicy Citeia Procecure/sevic reiewed to nsure each servce meets BCBSOK MeclcalPolicy rteia. BCBSOK recommends submittng 2 AOMIOOL00S  Ambulance and Medical Transrt Seices
request i it is unclear if e service meets BCBSOK Medical Policy criteria.
59570 Health club membership yr Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59976 Lodging per diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
9977 Meals per diem Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59981 Med record copy admin Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
59982 Med record copy per page Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59986 Not medically necessary svc Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
S9988  Serv part of phase | tral Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59989 Services outside Us Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
59980 Services provided as part of Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59991 services provided as part of Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
59982 Transportation costs to and Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59994 Lodging costs (eg. hotel ch Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
59996 Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
59999 Salestax Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilzation review. _ -
1005 Respite care service 15 min Non Covered: Procedure/service not covered by BCBSOK. Not subject to utiization review. _ _
T1006 Family/Couple Counseling Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.
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11009

Child Sitting Services

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T1010

Meals when Receive Services

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T1012

Alcohol/Substance Abuse Skil

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T1013

Sign Lang/Oral Interpreter

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T1014

Telehealth transmit_per min

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T1018

School-based IEP ser bundled

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T1019

Personal care ser per 15 min

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T1029

Dwelling lead investigation

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

11505

Elec med comp dev_noc

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

11999

NOC retail items andsupplies

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

2001

N-et; patient attend/escort

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

2002

N-et; per diem

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12003

N-et; encounter/ti

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2004

N-et; commerc carrier pass

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12005

N-et; stretcher van

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

2007

Non-emer transport wait time

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

2012

Habil ed waiver per diem

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2013

Habil ed waiver per hour

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12014

Habil prevoc waiver per d

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2015

Habil prevoc waiver per hr

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12016

Habil res waiver per diem

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

2017

Habil res waiver 15 min

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

2018

Habil sup empl waiver/diem

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2019

Habil sup empl waiver 15min

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12020

Day habil waiver per diem

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2021

Day habil waiver per 15 min

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12024

Serv asmnt/care plan waiver

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

T2025

Waiver service nos

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

12026

Special childcare waiver/d

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

12027

Spec childcare waiver 15 min

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

2028

Special supply nos waiver

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

T2029

Special med equip noswaiver

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

2030

Assist living waiver/month

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

T2031

Assist living waiver/diem

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

12032

Res care nos waiver/month

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

12033

Res nos waiver per diem

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

12034

Crisis interven waiver/diem

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2035

Utility services waiver

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12036

Camp overnite waiver/session

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

12037

Camp day waiver/session

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

2038

Comm trans waiver/service

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2039

Vehicle mod waiver/service

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2040

Financial mgt waiver/15min

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2041

Support broker waiver/15 min

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

2049

N-ET; stretcher van mileage

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T2101

Breast milk proc/store/dist

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14521

Adult size brief/diaper sm

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Ta522

Adult size brief/diaper med

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14523

Adult size brief/diaper Ig

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Ta524

Adult size brief/diaper x|

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14525

Adult size pull-on sm

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Ta526

Adult size pull-on med

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14527

Adult size pull-on Ig

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Ta528

Adult size pull-on x|

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14529

Ped size brief/diaper sm/med

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14530

Ped size brief/diaper Ig

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14531

Ped size pull-on sm/med

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14532

Ped size pull-on lg

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14533

Youth size brief/diaper

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Tas34

Youth size pull-on

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14535

Disposable liner/shield/pad

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14536

Reusable pull-on any size

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14537

Reusable underpad bed size

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Ta538

Diaper serv reusable diaper

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14539

Reuse diaper/brief any size

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Tas40

Reusable underpad chair size

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Tas41

Large disposable underpad

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

Tas42

Small disposable underpad

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

14543

Adult disp brief/diap abv x|

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

T5001

Position seat spec orth need

Non Covered: Procedure/service not covered by BCBSOK.

Not subject to utilization review.

15999

Supply nos

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V2199

Lens single vision not oth ¢

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V2599

Contact lens/es other type

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V2627

Scleral cover shell

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

DME104.003

‘Therapeutic Lenses, Scleral Shell

V2629

Prosthetic eye other type

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V2702

Deluxe lens feature

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

V2745

Tint any color/solid/grad

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

V2756

Eye glass case

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

V2761

Mirror coating

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

V2762

Polarization any lens

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

V2782

Lens 154-165 p/1.60-1.79%

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

V2783

Lens >=1.66p/>=180g

Non Covered:

Procedure/service not covered by BCBSOK.

Not subject to utilization review.

V2787

Astigmatism-correct function

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

su

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

R713.025

Intraocular Lens (IOLs) and Implantable Miniature Telescope (IMT)

V2788

Presbyopia-correct function

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria, BCBSOK recommends submitting a

su

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

R713.025

Intraocular Lens (IOLs) and Implantable Miniature Telescope (IMT)

V2790

Amniotic membrane

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

su

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

R704.011

Amniotic Membrane and Amniotic Fluid

V2797

Vis item/svc in other code

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

V2799

Misc vision item o service

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V5090

Hearing aid dispensing fee

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V5095

Implant mid ear hearing pros

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a
is unclear if the service meets BCBSOK Medical Policy criteria.

request

su

R714.008

Semi-implantable and Fully Implantable Middle Ear Hearing Aids

V5267

Hearing aid sup/access/dev.

Unlisted or Undefined: Procedure/ser

not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V5269

Alerting device any type

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

V5270

ALD TV amplifier any type

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

V5271

ALD TV caption decoder

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

V5272

Tdd
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V5273

ALD for cochlear implant

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

V5274

ALD unspecified

Non Covered: Procedure/service not covered by BCBSOK. Not subject to utilization review.

V5287

Ald fm/dm receiver NOS'

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V5298

Hearing aid noc

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V5299

Hearing service

Unlisted or Undefined: Procedure/service not otherwise defined or classified, and may be subject to benefit and/or clinical review.

V5362

Speech screening

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

PSY301.014

Autism Spectrum Disorders (ASD)

V5363

Language screening

Medical Policy Criteria: Procedure/service reviewed to ensure each service meets BCBSOK Medical Policy criteria. BCBSOK recommends submitting a

reauest if it is unclear if the service meets BCBSOK Medical Policy criteria.

PSY301.014

Autism Spectrum Disorders (ASD)

CPT copyright 2021 American Medical Association (AMA). All rights reserved. CPT is a registered trademark of the AMA.

Blue Cross®, Blue Shield® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield iation, an iation of ind dent Blue Cross and Blue Shield Plans.

Please note that checking elgibility and benefits and/or the fact that a service has eceived prior authorization/pre-notification is not a guarantee of payment. Benefits will be determined once a claim is received and will be based upon, among other things, the member’s eligibility and the
terms of the member’s certificate of coverage applicable on the date services were rendered.

Availity is a trademark of Availity, LLC, a separate company that operates a health information network to provide electronic information exchange services to medical professionals. Availity provides administrative services to BCBSOK. BCBSOK makes no endorsement, representations or
warranties regarding any products or services provided by third party vendors such as Availity. If you have any questions about the products or services provided by such vendors, you should contact the vendor(s) directly.
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