
 

 
 
 
 
 
 
 
 
 

I. Purpose 

Manual: IU Health Plans 
Department: Utilization Management 
Policy # MP100 
Effective Date: 6/1/2022  
Last revision: 5/27/2021  
 
 

 
Medicare Advantage X Commercial 

Infertility – Treatment Policy 

 

Indiana University Health Plans (IU Health Plans) considers clinical indications when making a 
medical necessity determination for Infertility – Treatment. 

 
II. Scope 

 
This policy applies to all IU Health Plans and Utilization Management staff having clinical decision-making 
responsibilities where authorization is required for Full-insured and Self-insured commercial plans. 

 

III. Exceptions 
 

A. Any of the following are not covered by IU Health Plans: 
1. Any treatment related to normal physiological causes of infertility such as menopause 
2. Infertility resulting from voluntary sterilization 
3. Reversal of sterilization 
4. Administration of Tamoxifen, Cyclofenil, Pulsatile Administration of Human Menopausal 

Gonadotropins (hMG) for the treatment of infertility 
5. Assisted Reproductive Technology (ART) is contraindicated in any of the following situations: 

a. Severe Endometriosis (Stage IV) 
b. Pregnancy 
c. Unexplained Uterine Bleeding 
d. Presence of Venereal Disease or AIDS 
e. Tubal Obstructions 
f. Infections such as Acute Cervicitis, Salpingo-oophoritis, Prostatitis, Epididymitis 
g. Any ART or related treatments are classified as experimental, investigative or innovative 

by the American Society of Reproductive Medicine and the American College of Obstetrics 
and Gynecology. 

6. Embryo donation for substitute motherhood or surrogacy, reversal of voluntary sterilization or 
cryopreservation of eggs or any other related experimental procedures are not recognized as 
medically necessary procedures by the IU Health Plan. 

7. Surrogate Motherhood Exclusions: All services and supplies associated with surrogate motherhood 
of a member acting as a surrogate mother, including, but not limited to, all services and supplies 
related any of the following: 

a. Pre-pregnancy evaluations 
b. Conception 



c. Prenatal care 
d. Perinatal care 
e. Postnatal care 

8. Limitations include modifications of the IVF Procedure such as: 
a. Gamete Intrafallopian Transfer (GIFT) 
b. Zygote Intrafallopian Transfer (ZIFT) 
c. Pronuclear Stage Transfer (PROST) 
d. Tubal Embryo Stage Transfer (TEST) 

1. Sperm or Oocyte Donation and all Aspects of Storage 
2. Cryopreservation, Thawing and Storage of Embryos 
3. Coculture of Embryos 

9. Benefits of IVF are available only as specified in the member contract or benefit rider. These may 
include: 

a. Monitoring and/or stimulation of ovulation 
b. Oocyte retrieval 
c. Lab studies 
d. Embryo assessment and transfer 
e. Luteal phase support 

10.  Services are only covered if the member’s benefit plan identifies them as covered services. 
These services include any of the following: 

a. Artificial Insemination (AI) for female infertility 
b. Artificial Insemination for male infertility 
c. in Vitro Fertilization (IVF) 

B. For members living in the state of Maryland, infertility services are covered in the state of 
Maryland as an essential health benefit. See the infertility treatment policy for specifics 
regarding coverage of treatment. 

C. If a member lives in an out-of-network area, the credentials of the nearest Reproductive 
Endocrinologist or OB/Gynecologist must be reviewed by the Credentials Specialist prior to 
approval for coverage. Refer to plan specific infertility riders. 

 
IV. Definitions 

ART- Assisted Reproductive Technologies- According to the Centers for Disease Control and 
Prevention (CDC), ART includes all fertility treatments in which either eggs or embryos are 
handled. In general, ART procedures involve surgically removing eggs from a woman’s 
ovaries, combining them with sperm in the laboratory, and returning them to the woman’s 
body or donating them to another woman. They do NOT include treatments in which only 
sperm are handled (i.e., intrauterine—or artificial—insemination) or procedures in which a 
woman takes medicine only to stimulate egg production without the intention of having eggs 
retrieved. 

 
Infertility-The CDC defines infertility as not being able to get pregnant (conceive) after one year (or 

longer) of unprotected sex. Because fertility in women is known to decline steadily with age, 
some providers evaluate and treat women aged 35 years or older after 6 months of 
unprotected sex. The American Society for Reproductive Medicine define infertility as the 
result of a disease (an interruption, cessation, or disorder of body functions, systems, or 
organs) of the male or female reproductive tract which prevents the conception of a child or 
the ability to carry a pregnancy to delivery. The duration of unprotected intercourse with 
failure to conceive should be about 12 months before an infertility evaluation is undertaken, 
unless medical history, age, or physical findings dictate earlier evaluation and treatment. 



V. Policy Statements 
IU Health Plans considers Infertility Treatment medically necessary for all of the following 
indications: 

1. Treatment of infertility meets medical necessity when all of the following are met: 
a. Member treated must have an established diagnosis of infertility 
b. The oocytes must be naturally produced by the member or spouse and fertilized with 

sperm naturally produced by the member or spouse 
c. Females must be premenopausal and reasonably expect fertility as a natural state or if 

menopausal, should have experienced it at an early age 
2. Once infertility has been established and, depending on the member’s unique medical situation, 

one or more of the following treatments may be considered medically necessary: 
a. Human chorionic gonadotropin 
b. Low dose glucocorticoids (dexamethasone or prednisone) 
c. Dopamine agonists (i.e. Bromocriptine) 
d. Therapeutic operative Laparoscopy 
e. Endometriosis or periadnexal adhesions (treatment of) 
f. Ovarian wedge resection 
g. Salpingo oviolysis 
h. Terminal salpingostomy 
i. Fimbrioplasty 

Note: All services received as part of an IVF procedure must be a covered benefit with the member’s 
specific plan. 

 
CODES 
These ICD and CPT codes may not be all inclusive. Services are only covered under the provision 
of a member’s specific benefit plan or rider. 

 
ICD 
Code 

 
Description 

E23.0 Hypopituitarism 
E28.2 Polycystic Ovarian Syndrome (PCOS) 
N46.01 Organic azoospermia 
N46.021 Azoospermia due to drug therapy 
N46.022 Azoospermia due to infection 

N46.023 Azoospermia due to obstruction of efferent ducts 

N46.024 Azoospermia due to radiation 
N46.025 Azoospermia due to systemic disease 

N46.029 Azoospermia due to other extra-testicular causes 

N46.1 Oligospermia 
N46.11 Organic oligospermia 
N46.121 Oligospermia due to drug therapy 
N46.122 Oligospermia due to infection 

N46.123 Oligospermia due to obstruction of efferent ducts 

N46.124 Oligospermia due to radiation 
N46.125 Oligospermia due to systemic disease 

N46.129 Oligospermia due to other extra-testicular causes 



N46.8 Other male infertility 
N46.8 Other male infertility 
N46.9 Male infertility, unspecified 

N97.0 Female infertility associated with 
anovulation 

N97.1 Female infertility of tubal origin 
N97.2 Female infertility of uterine origin 
N97.8 Female infertility of other origin 
N97.9 Female infertility, unspecified 
N98.1 Hyperstimulation of ovaries 

Z31.81 Encounter for male factor infertility in female patient 

Z31.89 Encounter for other procreative 
management 

 
CPT CODE DESCRIPTION 

 
 

49320 

Laparoscopy, abdomen, peritoneum, and omentum, 
diagnostic, with or without collection of specimen(s) by 
brushing or washing (Separate procedure) 

49321 Laparoscopy, surgical; with biopsy (single or multiple) 

 
49322 

Laparoscopy, surgical; with aspiration of cavity or cyst 
(eg ovarian cyst) (single or multiple) 

 
54692 

Laparoscopy, surgical: orchiopexy for intra-abdominal 
testis 

 
58100 

Endometrial sampling (biopsy) with or without 
endocervical sampling (biopsy), 

58321 Artificial insemination; intra-cervical 
58322 Artificial insemination; intra-uterine 
58323 Sperm washing for artificial insemination 

 
 

58545 

Laparoscopy, surgical, myomectomy, excision; 1 to 4 
intramural myomas with total weight of 250 g or less 
and/or removal of surface myomas 

 
 

58546 

Laparoscopy, surgical, myomectomy, excision; 5 or more 
intramural myomas and/or intramural myomas with total 
weight greater than 250 g 

 
58660 

Laparoscopy, surgical; with lysis of adhesions 
(salpingolysis, ovariolysis) (separate procedure) 

 
58661 

Laparoscopy, surgical; with removal of adnexal structures 
(partial or total oophorectomy and/or salpingectomy) 

 
 

58662 

Laparoscopy, surgical; with fulguration or excision of 
lesions of the ovary, pelvic viscera, or peritoneal surface 
by any method 

58672 Laparoscopy, surgical; with fimbrioplasty 
 

58673 
Laparoscopy, surgical; with salpingostomy 
(salpingoneostomy) 



58740 Lysis of adhesions (salpingolysis, ovariolysis) 

58760 Fimbrioplasty 

58770 Salpingostomy (salpingonestomy) 
 

58920 
Wedge resection or bisection of ovary, unilateral or 
bilateral 

58970 Follicule puncture for oocyte retrieval, any method 
58974 Embryo transfer, intrauterine 

 
58976 

Gamete, zygote, or embryo intrafallopian transfer, any 
method 

 
 

74740 
Hysterosalpingography, radiological supervision and 
interpretation 

 
74742 

Transcervical catheterization of fallopian tube, 
radiological supervision and interpretation 

76830 Ultrasound, transvaginal 
 

76831 
Saline infusion sonohysterography (SIS), including color 
flow Doppler, 

 
76856 

Ultrasound, pelvic (non-obstetric), real time with image 
documentation; complete 

 
76856 

Ultrasonic guidance for aspiration of ova, imaging 
supervision and interpretation 

 
76857 

Ultrasound, pelvic (non-obstetric), real time with image 
documentation; limited or follow-up (eg, for follicles) 

76870 Ultrasound, scrotum and contents 
76872 Ultrasound, transrectal 

 
 

80426 

Chorionic gonadotropin stimulation panel; estradiol 
response This panel must include the following: Estradiol 
(82670 x 2 on three pooled blood samples 

 
 
 

81224 

Gonadotropin releasing hormone stimulation panel. This 
panel must include the following: Follicle stimulating 
hormone (FSH) (83001 x40 Luteinizing hormone (LH) 
(83002 x4) 

83001 Follicle stimulating hormone (FSH) 
83002 Luteinizing hormone (LH) 
84702 Gonadotropin, chorionic (hCG); quantitative 
84703 Gonadotropin, chorionic (hCG); qualitative 
89250 Culture of oocyte(s)/embryo(s), less than 4 days 

 
89251 

Culture of oocyte(s)/embryo(s), less than 4 days; with co- 
culture of oocyte(s)/embryos 

89253 Assisted embryo hatching, micro-techniques (any method) 
89254 Oocyte identification from follicular fluid 
89255 Preparation of embryo transfer (any method) 
89268 Insemination of oocytes 
89272 Extended culture of oocyte(s)/embryo(s), 4-7 days 



 
89280 

Assisted oocyte fertilization, micro-technique; less than or 
equal to 10 oocytes 

 
89281 

Assisted oocyte fertilization, micro-technique, greater 
than 10 oocytes 

 
 

89290 

Biopsy, oocyte polar body or embryo blastomere, micro- 
technique (for pre-implantation genetic diagnosis); less 
than or equal to 5 embryos 

 
 
 

89291 

Biopsy, oocyte polar body or embryo blastomere, micro- 
technique (for pre-implantation genetic diagnosis); greater 
than 5 embryos 

 
89300 

Semen analysis; presence and/or motility of sperm 
including Huhner test (post coital) 

 
89310 

Semen analysis: motility and count (not including Huhner 
test) 

89320 Semen analysis; volume, count, motility and differential 

 
89321 

Semen analysis: sperm presence and motility of sperm, if 
performed 

 
89322 

Semen analysis; volume, count, motility, and differential 
using strict morphologic criteria (eg, Kruger) 

89325 Sperm antibodies 
89329 Sperm evaluation; hamster penetration test 

 
89330 

Sperm evaluation; cervical mucus penetration test, with or 
without spinnbarkeit test 

 
 

89331 

Sperm evaluation, for retrograde ejaculation, urine (sperm 
concentration, motility, and morphology, as indicated) 
when performed 

89352 Thawing of cryopreserved; embryo(s) 
J1094 Injection, dexamethasone acetate, 1 mg 
J1100 Injection, dexamethasone sodium phosphate, 1 mg 

 
J7512 

Prednisone, immediate release, or delayed release, oral, 1 
mg 

J8540 Dexamethasone, oral, 0.25 mg 
 
 

VI. Procedures 
None 
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VIII. Forms/Appendices 
None 

 
IX. Responsibility 

 
Medical Director 

 
 

This Policy is proprietary and confidential. No part of this Policy may be disclosed in any 
manner to a third party without the prior written consent of IU Health Plans, Inc. 
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