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Question submitted by: 
 

 

Leah Riesser 

Monroe Clinic 

Coding Coach 

(608) 3241677 

leah.riesser@ssmhealth.com 
 

 
 

Third Party Payer 

Medicaid 

 
98960 

 
Clinic setting 

 
Certified Lactation Counselor under direct supervision of MD/DO 

 
Will you reimburse 98960 for education provided to mothers on effective 

breastfeeding techniques performed by a Certified Lactation Counselor under 

direct supervision of MD/DO in a clinic setting? Or, will you reimburse this under 

CPT 99211 or another code? 

 

 
Anthem response:  Lactation counseling (breastfeeding) is covered under ACA compliant plans without member cost share. 
Documentation available on preventive services on the Health Care Reform Updates and Notification page of our public provider 
website at this link: https://www11.anthem.com/provider/noapplication/f1/s0/t0/pw_g329953.pdf?refer=ahpprovider&state=wi and 
indicated in footnote 7 “Counseling services for breastfeeding (lactation) can be provided or supported by an in-network doctor or 
hospital provider, such as a pediatrician, ob-gyn, family medicine doctor, or hospital with no member cost share (deductible, 
copay, coinsurance).” CPT 98960 (Education and training for patient self-management by a qualified, non-physician health care 
professional using a standardized curriculum, face-to-face with the patient (could include caregiver/family) each 30 minutes) is 
included in section 1 (Always bundled)  of our Bundled Services and Supplies Professional  Reimbursement Policy when billed 
with other CPT codes. CPT 99211 (Office or other outpatient visit for the evaluation and management of an established patient 
that may not require the presence of a physician. Usually, the presenting problem(s) are minimal.).  Anthem requires that 
providers rendering the service bill the service per our Incident to Professional Reimbursement Policy.

 
UHC Answer: 

Medicaid—Per Non Covered and Covered Codes Policy, Facility for UHC Community Plan (found on 

UHCProvider.com).  Per B Bundle Codes Policy, Professional for UHC Community Plan in conjunction w/ CMS’ 

NPFS Relative Valhttps://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-

Relative-Value-Files.htmlue File (2018 & 2019), CPT 98960 has a Status B and is thus bundled into payment of 

other unspecified services, For the Facility policy, CPT 98960 is non-covered 
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Links: https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-plan-reimbursement/UHCCP-

NonCovered-and-Covered-Codes-Policy-Facility-(F7009).pdf 

 

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm- plan-reimbursement/UHCCP-B-Bundle-

Codes-Policy-(R0100).pdf 

 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Relative-Value-Files.html

 
Physicians Plus:  Please refer to Quartz benefits response

 
Quarts: CPT- 98960 denies as 10I-NOT PAYABLE UNDER BC+ FEE SCHEDULE. PATIENT MAY NOT BE BILLED. 

CPT- 99211 will reimburse as this is a standard office visit code.

Medicaid Answer:  Medically necessary lactation services provided by a physician in an office setting will be covered under 

Evaluation and Management codes as a regular physician benefit. 

Lactation Counseling is considered included with the inpatient/outpatient hospital charges.

 
 
Security Health Plan:   CPT 98960 is a Status B code and is bundled. As there is a designated code for this service, it 

is not appropriate to bill the service as an E&M code.  

 
NGS: Not a question directed to Medicare. 
 
WEA/NeuGen does not reimburse for this code as a Status B code.       

 
WPS Response:  Yes, we cover lactation counseling services. Determination for appropriate code is provider’s responsibility. 

Please note the ICD-10 diagnosis code must be Z39.1 to be covered under the members preventive benefits. We would expect 

this service to be provided by a certified lactation counselor. 

 

:/www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-
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Question submitted by: 
 

 

Dean Cravillion 

Prevea Health 

Director of Business Office 

(920) 431-1951 

dean.cravillion@prevea.com 
 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

93458 

When submitting claims for CPT 93458 (Coronary angiography with left heart 

catheterization including intraprocedural injection(s) for left ventriculography, 

when performed), we’re receiving denials from a Medicare Replacement Plan 

stating that an anatomical modifier is needed. Correct coding does not require a 

laterality modifier since the CPT descriptor is “left” heart cath. Further, all vessels 

are examined during this procedure, so a vessel modifier isn’t indicated either. 

Do you as a payer have a requirement /edit for an anatomical modifier for this 

procedure? If yes, what is the logic behind the request for an anatomical 

modifier? 

 

 
 
Anthem response:  Typically codes that contain laterality within the description of the code itself do not require the addition of an 
anatomical modifier.  Our Modifier Rules Professional Reimbursement Policy 0017 can be found at this link: 
https://www11.anthem.com/provider/noapplication/f0/s0/t0/pw_g322754.pdf?refer=ahpprovider&state=wi 

 
UHC Answer: 

We do not currently have any UHG policies that would deny CPT 93458 for a modifier requirement 

 

Physicians Plus: No, we do not have a requirement for anatomical modifier. 

 
Quartz - I don’t see any modifier requirements other than a professional component modifier. 

 
Medicaid Answer: Procedure code 93458 is covered by Medicaid. Please refer to the ForwardHealth Fee Schedule for  

restrictions on modifiers. 
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Security Health Plan: No, we do not have a requirement/edit for an anatomical modifier for CPT 93458. 

 
NGS Answer:  Medicare does not require an anatomical modifier for this procedure. 
 
WEA/NeuGen does not require an LT modifier to be added with this code when billing this service.     

 
WPS Response: Laterality or anatomical modifiers for CPT 93458 are not required.
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Question submitted by: 
 

 

Jody McClain 

UW Health 

Director of Coding 

(608) 828-1801 

jody.mcclain@uwmf.wisc.edu 
 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

 
97151-97158, 0362T, 0373T 

 
There are new CPT codes for Adaptive Behavior Assessment and Treatment in 

2019. Will you be accepting these on 1-1-19 and will you be providing coverage 

for the services they represent? If so, will they require a prior authorization? 

 

Anthem response: The new codes will be accepted. Assessment and Treatment is a covered benefit.  Clinical criteria can be viewed in 
Clinical Guideline CG-BEH-02 Adaptive Behavioral Treatment for Autism Spectrum Disorder at this link: 
https://www.anthem.com/medicalpolicies/anthem/va/guidelines/gl_pw_c166121.htm 

Prior Authorization is not required for local WI Anthem fully insured members.  

 
 
UHC Answer: 

UW is not contracted for behavioral services for UHC 

 
Physicians Plus—Please refer   to Quartz benefits response. 
 
Quartz – 0362T and 0373T – not covered, experimental. 97151-97158 – still being evaluated. 

 
Medicaid Answer: Yes, look for ForwardHealth Update toward the end of the year. 
 

Security Health Plan: Yes, Adaptive Behavior Assessment and Treatment will be covered, with no prior authorization 

required, when billed as CPT 97151-97158. Category III codes are not covered.     
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NGS Answer: The above mentioned codes will be recognized by Medicare beginning 1-1-2019. Medicare currently 

does not require prior authorization on procedures. Coverage guidelines will be issued by CMS to MAC’s via change 

requests (CR) and Medlearn Matters (MM) articles, which will be shared with the provider community once final 

instructions are received. 

 
 
WEA/NeuGen is still reviewing these services to determine coverage and if a prior authorization would be necessary.  The 0362T 

and 0373T as category III codes are not generally covered by WEA.   

 
WPS Response: These services are currently under review and WPS will advise WMGMA when a decision has been made.
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Question submitted by: 
 

 

Jdoy McClain 

UW Health 

Director of Coding 

(608) 828-1801 

jody.mcclain@uwmf.wisc.edu 
 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

90649-90651 

HPV Vaccine 

 
FDA has now approved for use up to age 45. Do you plan to provide coverage in 

line with the increase of the age limit? 

 
 
 
Anthem Response:   Anthem’s Immunizations Medical Policy ADMIN.00007 found at this link: 
https://www.anthem.com/medicalpolicies/policies/mp_pw_a044155.htm  currently references  the recommendations of the 
American Academy of Family Physicians (AAFP) or affirmative recommendations of the Advisory Committee on Immunization 
Practices (ACIP) for the Centers for Disease Control and Prevention (CDC) for adult immunizations to be considered medically 
necessary.  The reference sources have not been updated.  In addition and as communicated on pages 34-35 of our October, 
2017 Provider Newsletter at this link: 
https://www11.anthem.com/provider/noapplication/f1/s0/t0/pw_g318999.pdf?refer=ahpprovider&state=wi, effective May 26, 2017 
Gardasil vaccines are administered through local Anthem member pharmacy benefits. 
 
UHC Answer: 

Current benefit limit is: Ages 9-26yrs. Ends on 27th birthday. Nothing published that this is going to change at the time 

 
Physicians Plus –Please refer to Quartz Benefits response 

 
Quartz will continue to follow the ACIP (Advisory Committee on Immunization Practives) age recommendation which is still age 

9-26. 
 

Medicaid Answer: Medicaid does not have an age or gender limit on HPV vaccine. Please refer to the Fee Schedule.  
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Security Health Plan: We currently have age edits on CPT 90649-90651 (max age =26/27). Updates to our code 

editing software are received quarterly and services billed over the max age will deny until updates are received.  

 
 
NGS Answer:  Medicare has an NCD, 210.2.1 for screening for cervical cancer with HPV testing. It is covered once every 5 years for 
asymptomatic beneficiaries ages 30-65 years of age in conjunction with the PAP smear test. G0476 is the Medicare procedure code to 
use for this test. The deductible and co-insurance are waived. Medicare Part B covers some immunizations, (Hepatitis B, pneumococcal 
pneumonia and influenza virus vaccines) and vaccines directly related to the treatment of an injury or direct exposure to a disease or 
condition. However, when Medicare Part B does not have coverage for a specific vaccine/immunization, Medicare Part D may consider 
the service for payment. Please check with the patients Part D plan in that instance.      
 
WEA/NeuGen follows FDA recommendations for vaccine administration.  WEA will approve use of Human Papillomavirus 

vaccine types 6, 11, 16, 18, 31, 33, 45, 52, 58, nonavalent (9vHPV) (90651) vaccine for ages 9-45 years per FDA 
recommendations.  For the other HPV vaccines WEA will continue to follow FDA recommendations.   
 
WPS Response:  WPS follows the ACIP guidelines for vaccines.  Currently, we allow the age range 9 years to 27 

years.
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Question submitted by: 
 

 

Barb Faber 

 
Agnesian HealthCare 

 
Director of Managed Care and Reimbursement 

(920) 926-8333 

barbara.faber@ssmhealth.com 
 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

Flu Vaccines 

90653 - 90668 

 
clinics 

 
Our clinics are being asked to give flu vaccines to employees at their place of 

employment or to residents at assisted living locations. Our clinic provides the flu 

vaccine and staff to administer the vaccine. What place of service code should be 

used on the claim? Should we use 18 for place of employment, 13 for        

assisted living or 60 (mass immunization center) regardless of the location? The 

locations are not affiliated with our healthcare system. 

 

 
Anthem response: Providers should bill with the appropriate place of service based on where services were rendered.  
Coverage is dependent upon member benefits.       

 
UHC Answer: 
Commercial:  

Vaccines: https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-medical-drug/vaccines.pdf 

Preventive Medicine and Screening Policy: https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-reimbursement/COMM-

Preventive-Medicine-and-Screening-Policy.pdf 

 

Medicare:  

Vaccination (Immunization) Policy Guideline: https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/v/vaccination-

immunization.pdf 
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Medicaid: 

Reference the Forward Health Portal for state guidelines. 

 
Physicians Plus—we prefer POS 18 for vaccinations given in place of employment, POS 13 for assisted living 

 
Quartz – we would expect you to use the most appropriate code for the POS.   

 
Medicaid Answer:  Please refer to the ForwardHealth Fee Schedule for allowable procedure codes and allowable place of service 

codes.  Place of Service Codes 13 and 18 are included on most codes but not all; POS 60 is included on all immunization codes. 

 
Security Health Plan:   Mass immunizations can be billed on our Roster Bill form, using place of service 99 (other).  

https://www.securityhealth.org/-/media/114738977FF04027A28A9BADE04833CA.pdf 
 
 
NGS Answer: There are a number of payable 2-digit place of service codes for billing flu     vaccines to Medicare.  The complete 

list of place of service codes can be found on CMS website.  The payable ones include: 01, 03, 04, 09, 11, 12, 13, 14, 15, 16, 17, 

20, 31, 32, 33, 34, 49, 54, 55, 57, 60,  and  71.    Place of service code 18 would not be payable. Place of service 13 can be used 

when being administered in an assisted living facility. And place of service 60 would be used  generally if the services take place 

in a mass immunization setting, such as a public health center, pharmacy, mall, or even includes a physician office setting. 

 
WEA/NeuGen requests that services are coded with the most accurate codes the represent the services performed and where 

they are performed.  The POS code should best represent where the services took place.     

 
WPS Response: We accept POS  13, 18 and 60 for flu vaccines to employees. Place of service should be appropriate to the 

location where the administration of the vaccine was provided.

https://www.securityhealth.org/-/media/114738977FF04027A28A9BADE04833CA.pdf
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Question submitted by: 
 

 

Barb Faber 

 
Agnesian HealthCare 

 
Director of Managed Care and Reimbursement 

(920) 926-8333 

barbara.faber@ssmhealth.com 
 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

Other 

 
99406 & 99407 

 
all providers 

 
Will you pay smoking sessation codes (99406, 99407) in addition to preventive 

medicine & Medicare wellness visits? If not, why not? 

 

Anthem response:  Reimbursement is dependent upon codes billed.   For example, Anthem Clinical Claim Edit 694 at this link:  
https://www11.anthem.com/shared/noapplication/f3/s1/t0/pw_b129962.pdf?na=custclaimsedits indicates codes  99401, 99402, 
99403, 99404, 99406, 99407, 99408, 99409, 99411 and 999412 are bundled as redundant/mutually exclusive to 99381, 99382, 
99383, 99384, 99385, 99386, 99387, 99391, 99392, 99393, 99394, 99395, 99396 and 99397. Based on CPT. 

 
UHC Answer: 

Commercial:  

Counseling services are included in (and not separately reimbursed from) Preventive Medicine codes as stated in the Preventive Medicine and Screening 
Reimbursement Policy: https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-reimbursement/COMM-Preventive-Medicine-
and-Screening-Policy.pdf 
Preventive Care Services Coverage Determination Guideline:  https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-medical-

drug/preventive-care-services.pdf 

 

Medicare 

Per the 2018 Medicare Advantage Preventive Screening Guidelines it states on page 4 for Tobacco use cessation counseling:  

These additional preventive services and screenings can be provided and billed separately in addition to the subsequent Annual 
Wellness Visit (G0439) as long as Medicare guidelines are met. This doesn’t apply to the Welcome to Medicare Visit (G0402) or the 
first Annual Wellness Visit (G0438).https://www.uhcprovider.com/content/dam/provider/docs/public/health-plans/medicare/MA-Preventive-Services-

Coding-Guidelines.pdf 

Counseling to prevent tobacco use (NCD 210.4.1): https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-

guidelines/c/counseling-prevent-tobacco-use.pdf 
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Medicaid:  
Counseling services are included in (and not separately reimbursed from) Preventive Medicine codes as stated in the Preventive Medicine and Screening 
Reimbursement Policy: https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-plan-reimbursement/UHCCP-
Preventive-Medicine-and-Screening-Policy-(R0013).pdf 

 
Physicians Plus: Please refer to Quartz benefits response 

 
Quartz - Medicaid-As long as billed as preventive will cover as preventive. 

 

Medicare/Medicare Advantage-This will depend on the DX that used. 

Wellness/Office Visit-  
If member uses tobacco, but has no signs or symptoms of tobacco-related disease: 

We cover 2 counseling quit attempts within a 12-month period. 

Each counseling attempt includes up to 4 face-to-face visits. 

Payable at 100% under preventive benefits. 

  

If member uses tobacco and have diagnosis of tobacco-related disease or is taking medications that may be affected 

by tobacco: 

We cover 2 counseling quit attempts within a 12-month period. 

Each counseling attempt includes up to 4 face-to-face visits. 

Payable under office visit 

 

These codes bundle and will require the appropriate modifier. 

99406 covered, per member benefits, may be subject to deductible/coins/copay. 99407 – covered as preventive. 
 

 
Medicaid Answer: Please refer to the ForwardHealth Fee Schedule. Procedure codes 99406 and 99407 are not covered. Topic 

#494 of the Online Physician Handbook provides coverage information for Tobacco Cessation Drugs & Services. 

 
Security Health Plan:   Yes CPT 99406/99407 are allowed in addition to preventive care E&M codes.  

 
NGS Answer:  NCD 210.4.1 includes smoking cessation services. The Annual Wellness Visit, and other preventive services 

Medicare covers, should be allowed on the same day.  Always check the NCCI edit tables for bundled services, when billing the 

smoking cessation codes and other services performed on the same day. 

 
WEA/NeuGen covers smoking cessation service codes 99406 and 99407.   

 
WPS Response:  Yes, we cover smoking cessations codes 99406 & 99407 in addition to preventive medicine visits.
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Question submitted by: 
 

 

Jody McClain 

UW Health 

Director, Coding 

(608) 828-1801 

jody.mcclain@uwmf.wisc.edu 
 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

99406-99407 

Do you offer coverage and provider reimbursement for the Smoking Cessation 

codes? If so, do copay, deductibles and/or co-insurance apply? 

 

 
Anthem response:  Reimbursement is dependent upon codes billed.   For example, Anthem Clinical Claim Edit 694 at this link:  
https://www11.anthem.com/shared/noapplication/f3/s1/t0/pw_b129962.pdf?na=custclaimsedits indicates codes  99401, 99402, 
99403, 99404, 99406, 99407, 99408, 99409, 99411 and 999412 are bundled as redundant/mutually exclusive to 99381, 99382, 
99383, 99384, 99385, 99386, 99387, 99391, 99392, 99393, 99394, 99395, 99396 and 99397. Based on CPT.  If payable, 
member cost share is dependent upon the benefits defined in the member’s plan. 

 
           UHC Answer: 

Commercial: Link to preventive services which includes this code: 

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-medical-drug/preventive-care-

services.pdf 

Medicare: https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/c/counseling-

prevent-tobacco-use.pdf  

Medicaid: UHC follows Medicaid/Forward Health guidelines 

 
Physicians Plus: Please refer to Quartz benefits response 

 
Quartz: See above answer 

 
Medicaid Answer: See previous answer given to Barb Faber. 
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Security Health Plan: Our standard Commercial plans cover CPT 99406/99407 with no member cost share.   
However, large group plans could deviate from our standard and allow preventive care codes with member cost 
share. 
 
 
NGS Answer: Smoking cessation codes are payable and coverage guidelines can be  found under the NCD 210.4.1 or in Change 

request 10199. Coinsurance and deductible are waived. 

 
WEA/NeuGen covers these services and process them as a preventative service.     

 
WPS Response:  Yes, we cover smoking cessations codes 99406 & 99407 in addition to preventive medicine visits. These visits 

are allowed with members preventive benefits.
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Question submitted by: 
 

 

Carl Langhoff 

Marshfield Clinic 

Payor Contract Specialist 

(715) 3893636 

langhoff.carl@marshfieldclinic.org 
 

 
 

Third Party Payer 

Medicare 

Medicare Advantage 

92548 

Do you cover Computerized Dynamic Posturgography (CPT 92548)? If so, do 

you have a policy or coverage limitations? 

 

 
 
Anthem response:   Anthem does not currently have a medical policy or clinical guideline on Computerized Dynamic 
Posturgography. The absence of an applicable medical policy or clinical UM guideline is not a guarantee of coverage and does not 
exempt a medical necessity review.  We recommended providers contact customer service at the number on the back of the 
member’s identification card for eligibility and benefits. 
 
UHC Answer: 

Commercial: Not covered at this time as it is considered unproven/medically unnecessary. Medical policy sites ” Overall, small sample sizes 

and poor study design limit the generalizability of study results. The data do not reliably demonstrate beneficial effects of CDP evaluation on 

patient outcomes.” For more detailed information on the studies and determination reasoning, please refer to the Medical Policy 

2018T0208Q Computerized Dynamic Posturography, direct link 

(https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-medical-drug/computerized-dynamic-

posturography.pdf) 

 

Medicare: It is covered under certain very specific criteria outlined in the Medical Policy - MPG258.04 Posturography, direct link to the policy 

(https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/p/posturography.pdf) 

 

Medicaid: Not covered at this time as it is considered unproven/medically unnecessary. Medical policy sites ” Overall, small sample sizes and 

poor study design limit the generalizability of study results. The data do not reliably demonstrate beneficial effects of CDP evaluation on 

patient outcomes.” For more detailed information on the studies and determination reasoning, please refer to the Medical Policy CS023.H 

Computerized Dynamic Posturography, direct link (https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-

comm-plan/computerized-dynamic-posturography-cs.pdf)
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Please refer to Quartz benefits response 

 
Quartz: Medicare/Medicare Advantage and commercial- Covered, no limitations.  

 

Not a Medicaid question. 

 
Security Health Plan:     Yes, CPT 92548 is a covered service. At this time there are no coverage limitations or prior 

authorization requirements.  

 
NGS Answer:  CPT code 92548 is recognizable by Medicare. NGS does not currently have a specific policy concerning this code.  

In absence of NCD or LCD’s, standards of medical practice and CPT/AMA guidelines would be considered. 

 
WEA/NeuGen does not cover these services.      

 
WPS: This procedure is currently allowed. However, this service was recently reviewed by our WPS Medical Director and will be 

considered a non-covered service as of 2/1/19.
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Question submitted by: 
 

 

Carl Langhoff 

Marshfield Clinic 

Payor Contract Specialist 

(715) 3875145 

langhoff.carl@marshfieldclinic.org 
 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

Multiple 

CGM Devices and Supplies 

 
Do you cover personal continuous glucose monitors (CGM)? If so, do you have 

a policy or coverage limitations? Would you expect the CGM and the CGM 

supplies to be billed with K codes (K0553 & K0554) or A codes (A9276, A9277, 

A9278)? 

 

Anthem response:  Coverage is dependent upon meeting medical necessity criteria established in Clinical Guideline CG-MED-
42 at this link: https://www.anthem.com/medicalpolicies/anthem/va/guidelines/gl_pw_d073854.htm.  Provider should bill the most 
appropriate code(s) to represent services rendered.  Both K and A codes are included in the guideline.  Please note that per 
Medical Policy MED.0021 at this link: https://www.anthem.com/medicalpolicies/anthem/va/policies/mp_pw_c196768.htm the use 
of implantable interstitial glucose sensors is considered investigational and not medically necessary for all indications. 

 
UHC Answer: 

Commercial: CGM is covered for specific criteria outlined in the Medical Policy 2018T0347AA Continuous Glucose Monitoring and Insulin 
Delivery for Managing Diabetes, direct link (https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-medical-
drug/continuous-glucose-monitoring-insulin-delivery-managing-diabetes.pdf) 
 
Medicare: CGM is covered for specific criteria outlined in the Coverage Summary Policy D-001 Diabetes Management, Equipment and 
Supplies, direct link (https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-coverage-sum/diabetes-
management-equipment-supplies.pdf_) and Medical Policy MPG363.05 Therapeutic Continuous Blood Glucose Monitors 
(https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/t/therapeutic-continuous-blood-glucose-
monitors.pdf) 
 
Community & State: CGM is covered for specific criteria outlined in the Medical Policy CS024.M Continuous Glucose Monitoring and Insulin 

Delivery for Managing Diabetes, direct link (https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-

plan/continuous-glucose-monitoring-insulin-delivery-managing-diabetes-cs.pdf) 
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Please refer to Quartz benefits response 

 

Quartz: Medicaid- These are covered under their DME benefit.  Will need to be billed with A-Codes and PA is 

required. (check max fee schedule) 

 

Medicare/Medicare Advantage- For all DME PA is required from MM. 

 

K0553 & K0554-It's necessary to know which continuous glucose monitoring device (CGM) is being 

requested because most CGMs are billed with the same HCPCS code. The Freestyle Libre is coded as a 

CGM but is not a covered device under the pharmacy or medical benefit. 

 

A9276, A9277, A9278- Covered with auth. Member must use PAR DME provider. 

 
 
Medicaid Answer: Please refer to the ForwardHealth Fee Schedule for coverage of procedure codes. Procedure codes A9276 – 

A9278 are covered. Additional information on diabetic supplies may be found in the Online Disposable Medical Supplies 

Handbook under Topic #8939 and Topic #17897 for Continuous Glucose Monitoring. 

 
Security Health Plan: Yes, these are covered under the Pharmacy benefit. Prior authorization is only required if 

the preferred brand is not utilized.  Please refer to our Provider News, October 2018 edition, for details.  We 

usually see the “A” codes for Commercial and the “K” codes for Medicare products. Medicaid and State of 

Wisconsin are processed under the medical benefit.  Medicaid requires prior-authorization.  

 
NGS Answer:  The above mentioned codes are DMEPOS and billed to the DME Contractor. You will need to check with them on 

coverage and billing guidelines.   

 
WEA/NeuGen follows Medicare guidelines on the use of A9278 and K0554.  A prior authorization may be required with a CGM 

system and should be obtained before application.  Generally, CGM non-adjunct devices should be billed with the K series of 

codes.   

 
WPS Response: Continuous glucose monitors (CGM) are currently allowed. We would advise the provider to contact WPS 

Customer Service with the specific CGM description and billing code.  We also do not require the CGM to be billed with K or A 

codes on same claim.
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Question submitted by: 
 

 

Barb Faber 

 
Agnesian HealthCare 

Director of Managed Care 

(920) 926-8333 

barbara.faber@ssmhealth.com 
 

 
 

Third Party Payer 

Medicaid 

Medicare Advantage 

Telemedicine 

All providers allowed to bill telemedicine 

 
Do you allow reimbursement for telemedicine/telehealth services for all of your 

products? If so, do you follow CMS guidelines that the patient must be located in 

a non-MSA county? Do you require the modifier of GT to identify that the service 

was performed as telemedicine? 

 

 
Anthem Response:  Nothing has changed from the response we provided during the March 2018 meeting. As indicated in our 
April, 2017 Network Update Newsletter, effective January 1, 2017, Anthem is following CMS in implementing new place of service 
code 02. The new place of service code 02 is for use by physicians or practitioners furnishing telehealth services from a distant 
site. When billing telehealth services, distant site providers must bill with place of service code 02 and continue to bill modifier GT 
(via interactive audio and video telecommunication systems) or GQ (via asynchronous telecommunications system). Telehealth 
services not billed with the new place of service code 02 will be denied back to the provider.  Please review Anthem’s Telehealth 
Services Professional Reimbursement Policy 0007 at this link: 
https://www11.anthem.com/provider/noapplication/f0/s0/t0/pw_g319057.pdf?refer=ahpprovider&state=wi for more information. 

 
UHC Answer: 
Commercial:  

UnitedHealthcare will consider for reimbursement Telehealth services which are recognized by The Centers for Medicare and Medicaid 
Services (CMS) and appended with modifiers GT or GQ, as well as services recognized by the AMA included in Appendix P of CPT and appended 
with modifier 95.  See policy for complete details:  

 Telehealth and Telemedicine Policy, Professional Reimbursement Policy: 

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-reimbursement/COMM-Telehealth-and-Telemedicine-Policy.pdf 

 

Medicare  

Coverage Statement: Telemedicine and telehealth services are covered when Medicare coverage criteria are met. See Coverage Summary for complete 
details:  
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Telemedicine/Telehealth Services Coverage Summary  
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-coverage-sum/telemedicine-telehealth-services.pdf 

 

Medicaid: UnitedHealthcare will consider for reimbursement Telehealth services which are recognized by The Centers for Medicare and Medicaid Services 
(CMS) and appended with modifiers GT or GQ, as well as services recognized by the AMA included in Appendix P of CPT and appended with modifier 95. See 
policy for complete details:  
Telehealth and Telemedicine Policy: https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-plan-

reimbursement/UHCCP-Telehealth-and-Telemedicine-Policy-(R0046).pdf 

 
Quartz: Physicians Plus—Reimbursement for telemedicine/telehealth is very code specific and product 

specific. We do not follow CMS guidelines that the patient must be located in non-MSA county. Yes, we do 

require modifier GT. 

 
Specific CPT codes were not given in the question, however our benefits department answered these as an “in 

general” question, not code specific. 

Telemedicine requires PA if done inpatient. 

 

Telehealth is covered and does not require a PA as of 1/1/2017 

 

A GT modifier indicates services via interactive audio and video telecommunications systems. 

A GQ modifier indicates services via an asynchronous telecommunications system. 

A 95 modifier indicates services via synchronous telemedicine services rendered via a real time 

interactive audio and video telecommunications system. This modifier can be used in place of GT 

or GQ modifiers. 

 
Medicaid Answer: Complete information on Telehealth/Telemedicine can be found in the Online Physician Handbook , 

Topic #510 and ForwardHealth Update 2017-25. 

 
Security Health Plan:     For our Commercial, Medicare Advantage, and Medicaid plans, telemedicine is covered. 

However, for Commercial large group plans and self-funded plans, it is up to the group. Yes, we follow CMS 

guidelines with regard to the non-MSA county locations. We no longer require the GT modifier for Medicare 

Advantage or Commercial, but for our Medicaid plans we still require modifier GT.  We also require place of service 

02 for all plans.  

 
NGS: Not a question directed to Medicare. 
 
WEA/NeuGen utilizes a specific vendor to provide these services to our members.  For other non-vendors, we require 

the GT modifier be utilized.       

 
WPS Response: These are covered services for most of our products. However, member should verify if their plan 

has this benefit. If member has this benefit, provider should bill with place of service 02 and modifier 95 for 

commercial guidelines.   
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Question submitted by: 
 

 

Jody McClain 

UW Health 

Director of Coding 

(608) 828-1801 

jody.mcclain@uwmf.wisc.edu 
 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

90375 

Do you accept code 90375 billed with multiple units? The Rabies Immune 

Globulin is dispensed based on the patient's weight. Medicare counts the 

HCPCS dosage for 90375 and 90376 as per 150 IU. 

 
The company that provides the immune globulin instructs providers that each 

150 IU (1ml) administered represents 1 unit of service. The recommended 

dosage for the Rabies Immune Globulin is 9 IU/lb of body weight. 

 
If you don't accept multiple units, would you require documentation to support 

the fact that the fee would be different for each patient since the dosage is 

dependent on the patient's weight? 

 

 
Anthem response: These codes are billable in units. For additional guidance please see our Unit Frequency Maximums for Drugs and 
Biological Substances Professional Reimbursement Policy at this link: 
https://www11.anthem.com/provider/noapplication/f0/s0/t0/pw_g337968.pdf?refer=ahpprovider&state=wi 

 
UHC Answer: 

This code has a max frequency of 20 units, anything billed outside of that would require medical records for review 

 
Physicians  Plus: yes, we allow multiple units per CMS CCI MUE guidelines, which allows 20 per day. 

 
Quartz: 90375 is covered; no PA required.  The MUE is 20, so we would allow multiples up to that.  If it was 

denied as beyond 20 units, an appeal with documentation could be reviewed. 
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Medicaid Answer: Currently Medicaid allows 90375 without quantity restrictions. As a reminder; ForwardHealth is 

required to edit against Medicaid NCCI edits and guidelines. Please refer to Topic#11537 for further information. 

 
Security Health Plan:    Based on our Medically Unlikely Edit documentation for Commercial plans, the edit can be 

bypassed if medical documentation is submitted to support the need for additional units.   

 
 
NGS Answer: Medicare does accept multiple units of 90375.   
 
 
WEA/NeuGen will accept 90375 and 90376 with multiple units on the line.     

 
WPS Response: Rabies Immune Globulin code 90375 is allowed with a maximum frequency per day of 20 units in a 

clinic setting.  If a claim line is denied for frequency, provider can send medical documentation to WPS and a member 

of our nursing staff will review.
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Question submitted by: 
 

 

Monica Oas 

 
SSM Health - Dean Medical Group 

Regional Liaison 

(608) 280-4655 

 
monica.oas@ssmhealth.com 

 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

90867-90869 

Do you cover these CPT codes for Transcranial Magnetic Stimulation? 

 
 
Anthem Response:  Coverage is subject to medical necessity criteria indicated in Anthem Medical policy BEH.0002 at this link: 
https://www.anthem.com/medicalpolicies/anthem/va/policies/mp_pw_a047769.htm. This service also requires precertification.  
Precertification can be requested for this service through the Interactive Care Reviewer. 

 
UHC Answer: 

Commercial/Medicaid: This is considered an experimental non-covered service and not covered. 

 

Medicare: Covered if patient meets qualifications in policy. 

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/t/transcranial-magnetic-
stimulation.pdf  

 

Please refer to Quartz benefits response 

 
Quartz: TMS services will require PA through members Behavioral Health Care Coordinator. 

 
Medicaid Answer: Transcranial Magnetic Stimulation is allowable. Please refer to the ForwardHealth Fee Schedule.  
 
Security Health Plan:  Yes, these codes are covered.  
 
NGS Answer: NGS has a current LCD for these codes. L33398 Transcranial Magnetic Stimulation, includes coverage 
guidelines for these procedures.
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WEA/NeuGen may cover Transcranial Magnetic Stimulation, but a Prior Authorization is required.     
 
WPS Response: Yes, these are covered services and note 90868 does require a pre-authorization.
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Question submitted by: 
 

 

MONICA OAS 

 
SSM HEALTH - DEAN MEDICAL GROUP 

REGIONAL LIAISON 

(608) 280-4655 

 
monica.oas@ssmhealth.com 

 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

20999 vs. 20550 

Autologous Blood Injection: 

The procedure of ABI takes approximately 5 minutes and involves the use of an 

ultrasound machine to guide the needle into the correct location and safely. 

First the skin is cleansed and prepared. Local anaesthetic is then injected into 

the skin overlying the tendon. Blood withdrawn from one of the arm veins is then 

injected directly into the tendon. The amount of blood injected depends on the 

size of the tendon. The procedure is at this point over and the needle injection 

site is then dressed with a small bandage. 

 
For the procedure described above, would you expect this to be reported with 

CPT code 20999 or 20550? Do you cover the procedure described above? 

 

 
Anthem response: We do not currently have a medical policy or clinical guideline on Autologous Blood Injections. The absence 
of an applicable medical policy or clinical UM guideline is not a guarantee of coverage and does not exempt a medical necessity 
review. Providers should bill the codes that represent services delivered.  Additional guidance may be found in our Injectable 
Substances with Related Injection Services Professional Reimbursement Policy 0039 at this link: 
https://www11.anthem.com/provider/noapplication/f0/s0/t0/pw_e228808.pdf?refer=ahpprovider&state=wi 

 
UHC Answer: 

UHC cannot advise on how to code a procedure.  20999 is an unlisted code and would require a manual review.  TMJ is 

only a covered service if it is listed as covered in the patient’s benefit plan. 

 
Please refer to Quartz benefits response 

 
Quartz – we can’t advise on coding, but would recommend to use the most appropriate CPT.  Our medical 
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management stated this would likely not be a covered benefit, but the clinic should send in a referral request 

for review. 

 

Medicaid Answer: ForwardHealth does not give coding advice. Providers are required to bill the code that best 

represents the service. Please refer to ForwardHealth Fee Schedule for allowable procedures and coverage 

parameters. 

 
Security Health Plan:  There is a Category III code for “Injections, platelet rich plasma, any site, including image 

guidance, harvesting and preparation.  This service is considered to be experimental/investigational and is denied.  

 
NGS Answer: Since the procedure is considered investigational, denials would     be based on not being medically 

necessary as opposed to statutorialy excluded. NGS would expect to see this scenario billed with the unlisted 

procedure code 20999. Keep in mind that services that may be considered not medically necessary should have an 

ABN given to the patient prior to the service being rendered.  

 
At this time, WEA/NeuGen considers this therapy experimental and does not cover it.  All coding should most 

accurately reflect the service performed.  If a specific code’s definition is not met, a NOC code in that section should 

be utilized.   

 
 
WPS Response: Documentation provided does not support 20999 or 20550. There is a more appropriate code for this 

procedure.  This was also reviewed by our Medical Director and determined this procedure is on the WPS non-

covered services list.
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Question submitted by: 
 

 

Monica Oas 

 
SSM Health - Dean Medical Group 

Regional Liaison 

(608) 280-4655 

 
monica.oas@ssmhealth.com 

 

 
 

Third Party Payer 

Medicaid 

Medicare 

Medicare Advantage 

 
We are wondering if any payers consider paying for lactation counseling in a one 

on one outpatient setting? and what codes they would accept for this service, 

CPT and ICD-10? Also, would they consider MA's, CNA's, and RN's eligible 

providers of the service? 

 
 
 
Anthem response:  Lactation counseling (breastfeeding) is covered under ACA compliant plans without member cost 

share. Documentation available on preventive services on the Health Care Reform Updates and Notification page of our 

public provider website at this link: 

https://www11.anthem.com/provider/noapplication/f1/s0/t0/pw_g329953.pdf?refer=ahpprovider&state=wi and indicate in 

footnote 7 “Counseling services for breastfeeding (lactation) can be provided or supported by an in-network doctor or 

hospital provider, such as a pediatrician, ob-gyn, family medicine doctor, or hospital with no member cost share (deductible, 

copay, coinsurance).”  Site of service is not referenced. Anthem does load and credential CNAs, RNs and PAs.   MAs 

(Medical Assistants) are not considered an eligible provider type.  Anthem requires that providers rendering the service bill 

the service per our Incident to Professional Reimbursement Policy. 

 

UHC Answer: 

Would need detail on which codes you’re inquiring about 

 
Please refer to Quartz benefits response 

Quartz: Most hospitals have NPs and/or PAs available 24/7 for mothers to call after they have been 

discharged, if they are having problems nursing or breast feeding. 

Mothers who are having problems nursing/breast feeding should start by contacting their primary 

care office or the hospital where the infant was delivered. 
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Benefit Plans cannot advise what codes the providers should be billing and can only confirm if 

requested codes require PA. 

 
 
Medicaid Answer: same answer given to Monroe Clinic. 

: Medically necessary lactation services provided by a physician in an office setting will be covered under Evaluation and 

Management codes as a regular physician benefit. 

Lactation Counseling is considered included with the inpatient/outpatient hospital charges. 

 
Security Health Plan: There are CPT codes established for education and training for patient self-management, 

but they are Status B codes and are bundled.  

 
NGS Answer:   Currently Medicare does not have specific codes or guidelines for lactation counseling. 

 
WEA/NeuGen does not cover lactation counseling in a one on one outpatient setting.  WEA/NeuGen does cover lactation 

classes per session.     

 
 
WPS Response:  Yes, we cover lactation counseling services. Determination for appropriate code is provider’s responsibility. 

Please note the ICD-10 diagnosis code must be Z39.1 to be covered under the members preventive benefits. We would expect 

this service to be provided by a certified lactation counselor. 


