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INTRODUCTION

Pursuant to Mississippi Code Annotated (MCA), §71-3-
15(3)(Rev. 2000), the following Fee Schedule, including
Cost Containment and Utilization Management rules and
guidelines, is hereby established in order to implement a
medical cost containment program. This Fee Schedule, and
accompanying rules and guidelines, applies to medical
services rendered after the effective date of November 15,
2022, and, in the case of inpatient treatment, to services
where the discharge date is on or after November 15,
2022. This Fee Schedule establishes the maximum level of
medical and surgical reimbursement for the treatment of
work-related injuries and/or illnesses, which the Mississippi
Workers’ Compensation Commission (MWCC) deems to be
fair and reasonable. Reimbursement for professional fees is
based on Medicare Relative Value Units (RVUs) effective
January 1, 2022.

Updates and changes before the periodic update can be
found by checking the State of Mississippi Workers’
Compensation Commission website www.mwcc.ms.gov or
the FAIR Health website at orders.fairhealth.org.
Subscribers should regularly check these sites for changes.
Providers can also provide their contact information on the
MWCC website at www.mwcc.ms.gov to be notified of
important updates in the future.

This Fee Schedule shall be used by the MWCC, insurance
payers, and self-insurers for approving and paying medical
charges of physicians, surgeons, and other qualified health
care professionals for services rendered under the
Mississippi Workers” Compensation Law. This Fee Schedule
applies to all medical services provided to injured workers
by physicians, and also covers other medical services
arranged for by a physician. In practical terms, this means
professional services provided by hospital-employed
physicians and other qualified health care professionals, as
well as those practicing independently, are reimbursed
under this Fee Schedule.

The MWCC will require the use of the most current CPT®,
CDT, and HCPCS codes and maodifiers in effect at the time
services are rendered. All coding, billing and other issues,
including disputes, associated with a claim, shall be
determined in accordance with the CPT, CDT and HCPCS
guidelines and National Correct Coding Initiative (NCCI)
coding edits in effect at the time service is rendered, unless
otherwise provided in this Fee Schedule or by the MWCC.

As used in this Fee Schedule, CPT refers to the American
Medical Association’s Current Procedural Terminology codes
and nomenclature. CPT is a registered trademark of the
American Medical Association. CDT refers to the American
Dental Association’s Current Dental Terminology (CDT)
codes. CDT is a registered trademark of the Amercian
Dental Association. HCPCS is an acronym for the Centers
for Medicare and Medicaid Services’ (CMS) Healthcare
Common Procedure Coding System. HCPCS is divided into
two subsets. HCPCS Level I codes are the CPT codes
developed and maintained by the AMA. HCPCS Level II
codes are developed and maintained by CMS and include
codes for procedures, equipment, and supplies not found in
the CPT book and are referred to in this Fee Schedule as
HCPCS codes.

The inclusion of a service, product, or supply identified by a
CPT, CDT, or HCPCS code does not necessarily imply
coverage, reimbursement or endorsement.

I. FORMAT

This Fee Schedule is comprised of the following sections:
Introduction; General Rules; Billing and Reimbursement
Rules; Medical Records Rules; Dispute Resolution Rules;
Pre-certification and Authorization Review Rules; Modifiers
and Code Rules; Pharmacy Rules; Other Qualified Health
Care Professional Rules; Home Health Rules; Evaluation
and Management; Anesthesia; Pain Management; Surgery;
Radiology; Pathology and Laboratory; Medicine Services;
Therapeutic Services; Dental; Inpatient Hospital and
Outpatient Facility Payment Schedule and Rules; and
HCPCS. Each section listed above has specific instructions
(rules/guidelines). The Fee Schedule is divided into these
sections for structural purposes only. Providers are to use
the specific section(s) that contains the procedure(s) they
perform or the service(s) they render. In the event a
rule/guideline contained in one of the specific service
sections conflicts with a general rule/guideline, the specific
section rule/guideline will supersede, unless otherwise
provided elsewhere in this Fee Schedule.

This Fee Schedule utilizes procedure codes under copyright
agreement. The descriptions included are medium
procedure descriptions. A complete list of modifiers is
provided in the Modifier and Code Rules section.

Il. SCOPE
The Mississippi Workers’ Compensation Medical Fee
Schedule does the following:

A. Establishes rules/guidelines by which the employer
shall furnish, or cause to be furnished, to an employee
who suffers a bodily injury or occupational disease
covered by the Mississippi Workers’ Compensation
Law, reasonable and necessary medical, surgical, and
hospital services and medicines, supplies or other
attendance or treatment as necessary. The employer
shall provide to the injured employee such medical or
dental surgery, crutches, artificial limbs, eyes, teeth,
eyeglasses, hearing apparatus, and other appliances
which are reasonable and necessary to treat, cure,
and/or relieve the employee from the effects of the
injury/illness, in accordance with MCA §71-3-15 (Rev.
2000), as amended.

B. Establishes a schedule of maximum allowable
reimbursement (MAR) for such treatment, attendance,
service, device, apparatus, or medicine.

C. Establishes rules/guidelines by which a health care
provider shall be paid the lesser of (a) the provider’s
total billed charge, or (b) the maximum allowable
reimbursement (MAR) established under this Fee
Schedule.

D. Establishes rules for cost containment to include
utilization review of health care and health care
services, and provides for the acquisition by an
employer/payer, other interested parties, and the
MWCC, of the necessary records, medical bills, and
other information concerning any health care or health
care service under review.

CPT Copyright 2021 American Medical Association. All rights reserved.
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E. Establishes rules for the evaluation of the
appropriateness of both the level and quality of health
care and health care services provided to injured
employees, based upon medically accepted standards.

F. Authorizes employers/payers to withhold payment
from, or recover payment from, health facilities or
health care providers that have made excessive
charges or which have provided unjustified and/or
unnecessary treatment, hospitalization, or visits.

G. Provides for the review by the employer/payer or
MWCC of any health facility or health care provider
records and/or medical bills that have been determined
not to be in compliance with the schedule of charges
established herein.

H. Establishes that a health care provider or facility may
be required by the employer/payer to explain in writing
the medical necessity of health care or health care
service that is not usually associated with, or is longer
and/or more frequent than, the health care or health
care service usually accompanying the diagnosis or
condition for which the patient is being treated.

I. Provides for medical cost containment review and
decision responsibility. The rules and definitions
hereunder are not intended to supersede or modify the
Workers’ Compensation Act, the administrative rules of
the MWCC, or court decisions interpreting the Act or
the MWCC's administrative rules.

J.  Provides for the monitoring of employers/payers to
determine their compliance with the criteria and
standards established by this Fee Schedule.

Establishes deposition/witness fees.
Establishes fees for medical reports.
Provides for uniformity in billing of provider services.

Establishes rules/guidelines for billing.

czzr =

Establishes rules/guidelines for reporting medical
claims for service.

P. Establishes rules/guidelines for obtaining medical
services by out-of-state providers.

Q. Establishes rules/guidelines for Utilization Review to
include pre-certification, concurrent review, discharge
planning and retrospective review.

R. Establishes rules for dispute resolution which includes
an appeal process for determining disputes which arise
under this Fee Schedule.

S. Establishes a peer review system for determining
medical necessity. Peer review is conducted by
professional practitioners of the same specialty as the
treating medical provider on a particular case.

T. Establishes the list of health care professionals who are
considered authorized providers to treat employees
under the Mississippi Workers” Compensation Law; and
who, by reference in this rule, will be subject to the
rules, guidelines and maximum allowable
reimbursement (MAR) in this Fee Schedule.

U. Establishes financial and other administrative penalties
to be levied against payers or providers who fail to
comply with the provisions of the Fee Schedule,
including but not limited to interest charges for late
billing or payment, percentage penalties for late billing

or payment, and additional civil penalties for practices
deemed unreasonable by the MWCC.

Ill. MEDICAL NECESSITY

The concept of medical necessity is the foundation of all
treatment and reimbursement made under the provision of
§71-3-15, Mississippi Code of 1972, as amended. For
reimbursement to be made, services and supplies must
meet the definition of “medically necessary.” The sole use
of extraneous guidelines, including but not limited to the
ODG guidelines, to determine the appropriateness or extent
of treatment or reimbursement is prohibited. Continuation
of treatment shall be based on the concept of medical
necessity and predicated on objective or appropriate
subjective improvements in the patient’s clinical status.
Arbitrary limits on treatment or reimbursement based
solely on diagnosis or guidelines outside this Fee Schedule
are not permitted.

A. For the purpose of the Workers’ Compensation
Program, any reasonable medical service or supply
used to identify or treat a work-related injury/illness
which is appropriate to the patient’s diagnosis, is based
upon accepted standards of the health care specialty
involved, represents an appropriate level of care given
the location of service, the nature and seriousness of
the condition, and the frequency and duration of
services, is not experimental or investigational, and is
consistent with or comparable to the treatment of like
or similar non-work related injuries, is considered
“medically necessary.” The service must be widely
accepted by the practicing peer group, based on
scientific criteria, and determined to be reasonably
safe. It must not be experimental, investigational, or
research in nature except in those instances in which
prior approval of the payer has been obtained. For
purposes of this provision “peer group” is defined as
similarly situated physicians of the same specialty,
licensed in the State of Mississippi, and qualified to
provide the services in question.

B. Services for which reimbursement is due under this Fee
Schedule are those services meeting the definition of
“medically necessary” above and includes such testing
or other procedures reasonably necessary and required
to determine or diagnose whether a work-related injury
or illness has been sustained, or which are required for
the remedial treatment or diagnosis of an on-the-job
injury, a work-related illness, a pre-existing condition
affected by the injury or iliness, or a complication
resulting from the injury or illness, and which are
provided for such period as the nature of the injury or
process of recovery may require.

C. Treatment of conditions unrelated to the injuries
sustained in an industrial accident may be denied as
unauthorized if the treatment is directed toward the
non-industrial condition or if the treatment is not
deemed medically necessary for the patient’s
rehabilitation from the industrial injury.

D. Services that are experimental or investigational,
including but not limited to CPT Category II and
Category III codes, are not reimbursable for this Fee
Schedule. Please refer to the MWCC website
(www.mwcc.ms.gov) for a list of some of these
procedures.

CPT Copyright 2021 American Medical Association. All rights reserved.
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IV. DEFINITIONS

Act means Mississippi Workers’ Compensation Law,
Mississippi Code Annotated (MCA), §71-3-1 et seq (Rev.
2000 as amended).

Adjust means that a payer or a payer’s agent reduces or
otherwise alters a health care provider’s request for
payment.

APC means ambulatory payment classification and
guidelines for hospital outpatient and ambulatory surgery
center facilities as developed by the Centers for Medicare
and Medicaid Services (CMS) and adopted in this Fee
Schedule.

Appropriate care means health care that is suitable for a
particular patient, condition, occasion, or place.

AWP means Average Wholesale Price; and is based on data
obtained from manufacturers.

Bill means a claim submitted by a provider to a payer for
payment of health care services provided in connection with
a covered injury or illness.

Bill adjustment means a reduction of a fee on a provider’s
bill, or other alteration of a provider’s bill.

By report (BR) means that the procedure is new, or is not
assigned a maximum fee, and requires a written description
included on or attached to the bill. "By report” (BR)
procedures require a complete listing/description of the
service, the dates of service, the procedure code, and the
payment requested. The report is included in the request
for reimbursement for the procedure.

Carrier means any stock company, mutual company, or
reciprocal or inter-insurance exchange authorized to write
or carry on the business of Workers’ Compensation
Insurance in this State, or self-insured group, or third-party
payer, or self-insured employer, or uninsured employer.

CARF means the Commission on Accreditation of
Rehabilitation Facilities, an independent, nonprofit
accreditor of health and human services such as medical
rehabilitation facilities.

Case means a covered injury or illness occurring on a
specific date and identified by the worker’s name and date
of injury or illness.

CDT means Current Dental Terminology, a medical code
set maintained and copyrighted by the American Dental
Association, which is used for reporting dental services.

CMS-1500 means the CMS-1500 form and instructions
that are used by non-institutional providers and suppliers to
bill for outpatient services. Use of the most current CMS-
1500 form is required.

Commission means the Mississippi Workers’
Compensation Commission (MWCC).

Consultation means a service provided by a physician
whose opinion or advice regarding evaluation and/or
management of a specific problem is requested by another
physician or other appropriate source. If a consultant,
subsequent to the first encounter, assumes responsibility
for management of the patient’s condition, that physician
becomes a treating physician. The first encounter is a
consultation and shall be billed and reimbursed as such. A
consultant shall provide a written report of his/her findings.
A second opinion is considered a consultation.

Controverted claim is a workers’ compensation claim
which is pending before the MWCC and in which the patient
or patient’s legal representative has filed a Petition to
Controvert.

Covered injury or illness means an injury or illness for
which treatment is mandated under the Act.

Critical care means care rendered in a variety of medical
emergencies that requires the constant attention of the
practitioner, such as cardiac arrest, shock, bleeding,
respiratory failure, postoperative complications, and is
usually provided in a critical care unit or an emergency
department.

CPT (Current Procedural Terminology) means a set of
codes, descriptions, and guidelines developed by the
American Medical Association, intended to describe
procedures and services performed by physicians and other
health care professionals. The CPT code set is also used by
other entities to report outpatient services. Each procedure
or service is identified with a five-digit code. CPT codes may
also be referred to as HCPCS Level I codes.

Day means a continuous 24-hour period.

Diagnostic procedure means a service that helps
determine the nature and causes of a disease or injury.

Durable medical equipment (DME) means specialized
equipment designed to stand repeated use, appropriate for
home use, and used solely for medical purposes.

Employer Medical Evaluation (EME) means a second
opinion evaluation available to the Employer or Carrier
pursuant to MCA §71-3-15(1) (Rev. 2000) for the purpose
of evaluating temporary or permanent disability, or the
medical treatment being rendered to the injured worker.

Expendable medical supply means a disposable article
that is needed in quantity on a daily or monthly basis.

Follow-up care means the care which is related to the
recovery from a specific procedure and which is considered
part of the procedure’s maximum allowable reimbursement,
but does not include complications.

Follow-up days (FUD) are the days of care following a
surgical procedure which are included in the procedure’s
maximum allowable reimbursement amount, but which do
not include follow up care related to complications. The
follow-up day period begins on the day of the surgical
procedure(s).

HCPCS means Healthcare Common Procedure Coding
System, an alpha-numeric medical code set maintained by
the Centers for Medicare and Medicaid Services used for
reporting services, durable medical equipment, and
supplies. CPT codes are Level I HCPCS codes. HCPCS codes
may also be referred to as HCPCS Level II codes.

Health care review means the review of a health care
case, bill, or both by the payer or the payer’s agent.

Incident-to means that services and supplies are
commonly furnished as an integral part of the primary
service or procedure and not reimbursed separately.

Incidental surgery means surgery performed through the
same incision, on the same day, by the same doctor, not
increasing the difficulty or follow-up of the main procedure,
or not related to the diagnosis.

Independent medical examination (IME) means a
consultation provided by a physician to evaluate a patient

CPT Copyright 2021 American Medical Association. All rights reserved.
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at the request of the MWCC. This evaluation may include an
extensive record review and physical examination of the
patient and requires a written report.

Independent procedure means a procedure that may be
carried out by itself, completely separate and apart from
the total service that usually accompanies it.

Inpatient services means services rendered to a person
who is admitted to a hospital as an inpatient.

MAR (See Maximum allowable reimbursement)

Maximum allowable reimbursement (MAR) means the
maximum amount allowed for medical services as set forth
in this Fee Schedule.

Medical only case means a case that does not involve
more than five (5) days of disability or lost work time and
for which only medical treatment is required.

Medically accepted standard means a measure set by a
competent authority as the rule for evaluating quality or
quantity of health care or health care services and which
may be defined in relation to any of the following:

e Professional performance;

e  Professional credentials;

e The actual or predicted effects of care; and
e The range of variation from the norm.

MWCC means the Mississippi Workers” Compensation
Commission.

Medically necessary means any reasonable medical
service or supply used to identify or treat a work-related
injury/illness which is appropriate to the patient’s
diagnosis, is based upon accepted standards of the health
care specialty involved, represents an appropriate level of
care given the location of service, the nature and
seriousness of the condition, and the frequency and
duration of services, is not experimental or investigational,
and is consistent with or comparable to the treatment of
like or similar non-work related injuries. Utilization
management or review decisions shall not be based on
application of clinical guidelines, but must include review of
clinical information submitted by the provider and represent
an individualized determination based on the worker’s
current condition and the concept of medical necessity
predicated on objective or appropriate subjective
improvements in the patient’s clinical status.

Medical record means a record in which the medical
service provider records the subjective findings, objective
findings, diagnosis, treatment rendered, treatment plan,
and return to work status and/or goals and impairment
rating as applicable.

Medical supply means either a piece of durable medical
equipment or an expendable medical supply.

National Correct Coding Initiative (NCCI) means an
initiative implemented by the Centers for Medicare and
Medicaid Services’ (CMS) to promote national correct
coding methodologies and to control improper coding
leading to inappropriate payment. NCCI Procedure-to-
Procedure (PTP) code pair edits are automated prepayment
edits that prevent improper payment when certain codes
are submitted together. Medically Unlikely Edits (MUEs) are
the maximum number of Units of Service (UOS) allowable
under most circumstances for a single Healthcare Common

Procedure Coding System/Current Procedural Terminology
(HCPCS/CPT) code billed by a provider on a date of service.

NCCI (See National Correct Coding Initiative.)

Observation care is a well-defined set of specific, clinically
appropriate services, which include ongoing short term
treatment, assessment, and reassessment before a decision
can be made regarding whether patients will require further
treatment as hospital inpatients or if they are able to be
discharged from the hospital..

Operative report means the practitioner’s written
description of the surgery or procedure and includes all of
the following:

e A preoperative diagnosis;
e A postoperative diagnosis;
e A step-by-step description of the surgery;

e A description of any problems that occurred in surgery;
and

e The condition of the patient upon leaving the operating
room.

Optometrist means an individual licensed to practice
optometry.

Orthotic equipment means an orthopedic apparatus
designed to support, align, prevent, or correct deformities,
or improve the function of a moveable body part.

Orthotist means a person skilled in the construction and
application of orthotic equipment.

Outpatient service means services provided to patients at
a time when they are not hospitalized as inpatients.

Payer means the employer or self-insured group, carrier,
or third-party administrator (TPA) who pays the provider
billings.

Pharmacy means the place where the science, art, and
practice of preparing, preserving, compounding, dispensing,
and giving appropriate instruction in the use of drugs is
practiced.

Practitioner means a person licensed, registered, or
certified as an acupuncturist, audiologist, doctor of
chiropractic, doctor of dental surgery, doctor of medicine,
doctor of osteopathy, doctor of podiatry, doctor of
optometry, massage therapist, nurse, nurse anesthetist,
nurse practitioner, occupational therapist, orthotist,
pharmacist, physical therapist, physician assistant,
prosthetist, psychologist, or other person licensed,
registered, or certified as a health care professional or
provider.

Primary procedure means the therapeutic procedure
most closely related to the principal diagnosis, and in
billing, the code with the highest unit that is neither an
add-on code nor a code exempt from modifier 51 shall be
considered the primary procedure. Reimbursement for the
primary procedure is not dependent on the ordering or re-
ordering of codes.

Procedure means a unit of health service.

Procedure code means a five-digit numerical sequence or
a sequence containing an alpha character and preceded or
followed by four digits, which identifies the service
performed and billed.
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Properly submitted bill means a request by a provider
for payment of health care services submitted to a payer on
the appropriate forms with appropriate documentation and
within the time frame established under the guidelines of
the Fee Schedule.

Prosthesis means an artificial substitute for a missing
body part.

Prosthetist means a person skilled in the construction and
application of prostheses.

Provider means a facility, health care organization, or a
practitioner who provides medical care or services.

Secondary procedure means a surgical procedure
performed during the same operative session as the
primary surgery but considered an independent procedure
that may not be performed as part of the primary surgery.

Special report means a report requested by the payer to
explain or substantiate a service or clarify a diagnosis or
treatment plan.

Specialist means a board-certified practitioner, board-
eligible practitioner, or a practitioner otherwise considered
an expert in a particular field of health care service by
virtue of education, training, and experience generally
accepted by practitioners in that particular field of health
care service.

Usual and customary means that when a payment is
designated herein as “usual and customary,” the amount of
the payment equates to the charge value reported by FAIR
Health, Inc. in its FH® Charge Benchmarks (or other FAIR
Health, Inc. charge benchmark product available on the
date of service) products at the 40th percentile for the
applicable geographic area in Mississippi.

V. HOW TO INTERPRET THE FEE SCHEDULE
For each procedure, the Fee Schedule table includes the
following columns and details (if applicable):

Code Icons

Add-on Codes
+ denotes procedure codes that are considered “add-on”
codes as defined in the CPT book.

Modifier 51 Exempt

® denotes procedure codes that are exempt from the use
of modifier 51 and are not designated as add-on
procedures/services as defined in the CPT book. Modifier
51 exempt services and procedures can be found in
Appendix E of CPT 2022.

APC J Status

J1 applicable to APC payments. See the Inpatient Hospital
and Outpatient Facility Payment Schedule and Rules
section for more information.

J1*a Mississippi state-specific status indicator applicable to
APC payments. See the Inpatient Hospital and
Outpatient Facility Payment Schedule and Rules section
for more information.

Telemedicine-eligible.

* denotes those CPT codes that may be used for reporting
telemedicine services when appended by modifier 93 or
95.

State-Specific Code

o indicates a code specific to the State of Mississippi or a
code with a description altered by the State of
Mississippi.

Code

This Fee Schedule uses 2022 CPT, CDT, HCPCS, and

Mississippi state-specific codes.

Modifiers

In the HCPCS section modifiers that affect payment are
listed in this column. See the Modifier and Code Rules
section for more information regarding the modifiers.

Description

This Fee Schedule uses CPT 2022 medium descriptions.
Some HCPCS code descriptions have been modified by the
State of Mississippi.

MAR

This column lists the total maximum allowable
reimbursement as a monetary amount. Procedures with a
$0.00 in the MAR column are not covered or are not
reimbursed.

PC Amount

Where there is an identifiable professional and technical
component to a procedure, the portion considered to be the
maximum allowable reimbursement for the professional
component is listed in the PC Amount column. Procedures
with a $0.00 in the PC Amount column are considered one
hundred percent (100%) technical. See Modifiers and Code
Rules for additional information.

TC Amount

Where there is an identifiable professional and technical
component to a procedure, the portion considered to be the
maximum allowable for the technical component is listed in
the TC Amount column. Procedures with a $0.00 in the TC
Amount column or where the TC Amount column is blank
are considered one hundred percent (100%) professional.
See Modifiers and Code Rules for additional information.

FUD
Follow-up days (FUD) included in a surgical procedure’s
global charge are listed in this column.

Postoperative periods of 0, 10, and 90 days are designated
in the Fee Schedule as 000, 010, and 090 respectively. The
following special circumstances are also listed in the
postoperative period:

MMM Designates services furnished in uncomplicated
maternity care. This includes antepartum, delivery,
and postpartum care.

XXX Designates services where the global concept does

not apply.

YYY Designates services where the payer must assign a
follow-up period based on documentation submitted
with the claim. Procedures designated as YYY in the

Fee Schedule include unlisted procedure codes.

ZZZ Designates services that are add-on procedures and
as such have a global period that is determined by the

primary procedure.

Assist Surg

The assistant surgeon column identifies procedures that are
approved for an assistant to the primary surgeon whether a
physician, physician assistant (PA), registered nurse first
assistant (RNFA, RA), or other qualified health care
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professional for reimbursement as an assistant under the
Fee Schedule.

APC Amount

Ambulatory Payment Classification (APC) is a payment
method for facility outpatient services. The APC Amount
shall constitute the reimbursement amount for both
hospital based and freestanding outpatient facilities.

VI. AUTHORIZED PROVIDERS

The following health care providers are recognized by the
MWCC as acceptable to provide treatment to injured
workers under the terms of the Act, and must comply with
the rules, guidelines, billing and reimbursement policies,
and maximum allowable reimbursement (MAR) contained in
this Fee Schedule when providing treatment or service
under the terms of the Act:

Acupuncturist (L.A.C.)

Audiologist

Certified Registered Nurse Anesthetist (C.R.N.A.)
Doctor of Chiropractic (D.C.)

Doctor of Dental Surgery (D.D.S.)/Doctor of Dental Medicine
(D.D.M.)

Doctor of Osteopathy (D.O.)

Licensed Clinical Social Worker (L.C.S.W.)
Licensed Nursing Assistant

Licensed Practical Nurse (L.P.N.)

Massage Therapist

Medical Doctor (M.D.)

Nurse Practitioner (N.P.)

Occupational Therapist (O.T.)
Optometrist (0.D.)

Oral Surgeon (M.D., D.O., D.M.D., D.D.S.)
Pharmacist (R.Ph, PharmD.)

Physical Therapist (P.T.)

Physical or Occupational Therapist Assistant (P.T.A.,
O0.T.A)

Physician Assistant (P.A.)

Podiatrist (D.P.M.)

Prosthetist or Orthotist Psychologist (Ph.D.)
Registered Nurse (R.N.)

Registered Nurse First Assistant (R.N.F.A., R.A.)
Speech Therapist/Speech and Language Pathologist

All health care providers, as listed herein, are subject to the
rules, limitations, exclusions, and maximum allowable
reimbursement of this Fee Schedule. Medical treatment
under the terms of the Act may be provided by any other
person licensed, registered, or certified as a health care
professional if approved by the payer or MWCC, and in such
case, said provider and payer shall be subject to the rules
and guidelines, including maximum allowable
reimbursement amounts, provided herein.

VII. INFORMATION PROGRAM

The MWCC shall provide ongoing information regarding this
Fee Schedule for providers, payers, their representatives
and any other interested persons or parties. This
information shall be provided primarily through
informational sessions and seminar presentations at the
Mississippi Workers’ Compensation Educational Association
Conference as well as the distribution of appropriate
information materials via the MWCC'’s website
(www.mwcc.ms.gov), and by other means as needed.
Updates to this Fee Schedule will also be posted to the FAIR
Health website at orders.fairhealth.gov.
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GENERAL RULES

I. CONFIRMATORY CONSULTATION

As provided in §71-3-15(1) of the Act, and in MWCC
General Rule 1.9, a payer/employer may request a
second opinion examination or evaluation for the purpose
of evaluating temporary or permanent disability or
medical treatment being rendered. This examination is
considered a confirmatory consultation. The confirmatory
consultation is billed using the appropriate level and site-
specific consultation code with modifier 32 appended to
indicate a mandated service and paid in accordance with
the Fee Schedule.

Il. CODING STANDARD

A. The most current version of the American Medical
Association’s Current Procedural Terminology
(CPT®) or the most current version of the American
Dental Association's CDT: Dental Procedure Codes in
effect at the time service is rendered or provided
shall be the authoritative coding guide, unless
otherwise specified in this Fee Schedule.

B. The most current version of HCPCS codes developed
by CMS in effect at the time service is rendered or
provided shall be the authoritative coding guide for
durable medical equipment, prosthetics, orthotics,
and other medical supplies (DMEPQS), unless
otherwise specified in this Fee Schedule.

C. Bills for services will be subject to appropriate code
edits. For the purpose of this Fee Schedule, the
National Correct Coding Initiative (NCCI) edits are
used, and apply to all sections unless an exception is
addressed in a particular section.

11l. DEPOSITION/WITNESS FEES; MEDICAL
RECORDS AFFIDAVIT

A. Any health care provider who gives a deposition or is
otherwise subpoenaed to appear in proceedings
pending before the MWCC shall be paid a witness fee
as provided by MWCC Procedural Rule 2.18(h) in the
amount of $25.00 per day plus mileage
reimbursement at the rate authorized by MWCC
General Rule 1.14. Procedure code 99075 must be
used to bill for a deposition.

B. In addition to the above fee and mileage
reimbursement, any health care provider who gives
testimony by deposition or who appears in person to
testify at a hearing before the MWCC shall be paid
$750.00 for the first hour and $187.50 per quarter
hour thereafter. This fee includes necessary
preparation time. In the event a deposition is
cancelled through no fault of the provider, the
provider shall be entitled to a payment of $250.00
unless notice of said cancellation is given to the
provider at least 72 hours in advance. In the event a
deposition is cancelled through no fault of the
provider within 24 hours of the scheduled time, then,
in that event, the provider shall be paid the rate due
for the first hour of a deposition. Nothing stated
herein shall prohibit a medical provider and a party

seeking to take the medical provider’s deposition from
entering into a separate contract which provides for
reimbursement other than as above provided.

Pursuant to MWCC Procedural Rule 2.9, an
examining or treating physician may execute an
affidavit in lieu of direct testimony. The Physician’s
Medical Record Custodian is allowed to sign the
affidavit in lieu of the physician’s signature. Such
charge for execution of the affidavit is limited to a
maximum reimbursement of $25.00. Reimbursement
for copies of medical records that are attached to
affidavits shall be made as outlined in the Medical
Record Rules.

Any health care provider who gives a deposition or is
otherwise subpoenaed to provide information,
documents, or other records of any kind may be
entitled to make an entry of appearance as a party
in the underlying workers’ compensation claim for
the limited purpose of contesting the subpoena
and/or the scope of the requested information or
deposition. No part of this section shall be construed
to create any additional liability on the part of the
health care provider beyond that set forth in
Mississippi Code Annotated (MCA) §71-3-59(2) or
otherwise set forth in the Mississippi Workers’
Compensation Law and/or the Fee Schedule.
Pursuant to MCA §71-3-59(2), the MWCC may award
attorney’s fees and expenses to the health care
provider in the event the MWCC finds the scope of
the subpoena, deposition, or other information
requested from the health care provider is an
institution, continuance, or delay of proceedings
without reasonable grounds by the party seeking the
information from the health care provider and/or the
attorney advising such party. Pursuant to MCA §71-
3-59(2), the MWCC may also impose a civil penalty
not to exceed ten thousand dollars ($10,000.00)
against the party and/or the attorney advising such
party seeking the information from the health care
provider for each violation. Similarly, the MWCC may
also award attorney’s fees, expenses, and/or the civil
penalty against the health care provider and/or their
attorney in the event the MWCC finds that the health
care provider’s challenge to the subpoena,
deposition, or other requested information is an
institution, continuance, or delay of proceedings
without reasonable grounds.

IMPAIRMENT RATING

In determining the extent of permanent impairment
attributable to a compensable injury, the provider
shall base this determination on the most current
edition of the Guides to the Evaluation of Permanent
Impairment, as published and copyrighted by the
American Medical Association which is in effect at the
time the service is rendered. Only a medical doctor is
entitled under these rules to reimbursement for
conducting an impairment rating evaluation.

A provider is entitled to reimbursement for
conducting an impairment rating evaluation and
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V.

determining the extent of permanent impairment,
and should bill for such services using CPT code
99455. The reimbursement for CPT code 99455 shall
be $250.00 or may be negotiated.

INDEPENDENT MEDICAL EXAMINATION
(IME)

VIIl.

A.

OUT-OF-STATE MEDICAL TREATMENT
Each employer shall furnish all reasonable and
necessary drugs, supplies, hospital care and
services, and medical and surgical treatment for the
work-related injury or illness. All such care, services,
and treatment shall be performed at facilities within
the state when available.

. . L B. When billing for out-of-state services, supporting
A. An independent medical (_examma_tl_on (IME) may be documentation is necessary to show that the service
order_e_d by the MWCC or its Adnj|n|strat|\{e_ Judges. A being provided cannot be performed within the state,
practltloner_other tha_n the treating practitioner must the same quality of care cannot be provided within
do the m_ed|cal examlnatl_on, and the MWCC or Judge the state, or more cost-effective care can be
shall designate the examiner. provided out-of-state. In determining whether out-
B. An independent medical examination (IME) shall of-state treatment is more cost effective, this
include a study of previous history and medical care question must be viewed from both the payer and
information, diagnostic studies, diagnostic x-rays, patient’s perspective. Treatment should be provided
and laboratory studies, as well as an examination in an area reasonably convenient to the place of the
and evaluation. An IME can only be ordered by the injury or the residence of the injured employee, in
MWCC or one of its Administrative Judges. A copy of addi_tign to being reasonably suited to the nature of
the report must be sent to the patient, or his the injury.
attorney if represented, the payer, and the MWCC. C. Reimbursement for out-of-state services shall be
C. The fee for the IME may be set by the MWCC or based on one of the following, in order of
Judge, or negotiated by the payer and provider prior preference: (1) The Workers’ Compensation Medical
to setting the appointment, and in such cases, Fee Schedule for the state in which the services are
reimbursement shall be made according to the order being rendered; (2) If there is no Workers’
of the MWCC or Judge, or according to the mutual Compensation Medical Fee Schedule for the state in
agreement of the parties. In the absence of an which services are being rendered or if the Fee
agreement or order regarding reimbursement for an Schedule does not provide a reimbursement rate for
IME, the provider shall bill for the IME using the the service being rendered, the reimbursement may
appropriate level and site-specific consultation code be negotiated to a rate mutually agreeable to the
appended with modifier 32 to indicate a mandated parties. If the rate is not negotiated, reimbursement
service, and shall be reimbursed according to the should be paid at the usual and customary rate for
Fee Schedule. the geographic area in which services are being
rendered. The Mississippi Workers’ Compensation
Medical Fee Schedule coding and billing rules apply
VI. EMPLOYER’S MEDICAL EXAMINATION (EME) whenever an injured_ employee _is !‘ec_eiv_ing workers’
A. An Employer’s medical examination (EME) is an compe.nsatlon bengﬂts undgr MISSISSIpPI I.aw. or.would
examination of the claimant by a physician of the be entitled to recelve b(_enc_eflts_un_de_r M'SS'SS'pp' law,
employer’s/carrier’s choosing. If the claimant refuses whether the treatment is in M'SS'SS.'pp' or any o.ther
these services, the claimant’s benefits may be stgte in order for out-of-state providers to obtain
suspended. The employer/carrier may not reimbursement.
unilaterally suspend benefits based upon the D. Prior authorization must be obtained from the payer
claimant’s failure to attend an EME. The statute for referral to out-of-state providers. The
authorizes Ol’lly the MWCC to SUSpend benefits for documentation must include the fo”owing:
failure to comply with medical treatment.
1. Name and location of the out-of-state provider,
2. Justification for an out-of-state provider,
Vil. MAXIMUM MEDICAL IMPROVEMENT including qualifications of the provider and
A. When an employee has reached maximum medical description of services being requested.
improvement (MMI) for the work related injury
and/or illness, the physician should promptly, and at
least within fourteen (14) calendar days, submit a IX. AUTHORIZATION FOR TREATMENT
report to the payer showing the date of maximum A. Response Time. The payer must respond within
medical improvement. two (2) business days to a request of prior
B. Maximum medical improvement is reached at such authorization for non-emergency services.
time as the patient reaches the maximum benefit B. Federal Facilities. Treatment provided in federal
from medical treatment or is as far restored as the facilities requires authorization from the payer.
permanent character of his injuries will permit However, federal facilities are exempt from the
and/or the current limits of medical science will billing requirements and reimbursement policies in
permit. Maximum medical improvement may be this manual.
found even though the employee will require further
treatment or care. The CMS-1500 form will be C. Pre-certification for Non-emergency Surgery.
accepted in lieu of the Commission form if Providers must pre-certify all non-emergency
appropriate office/progress notes are attached. surgery. However, certain catastrophic cases require
frequent returns to the operating room (O.R.) (e.g.,
burns may require daily surgical debridement). In
8 CPT Copyright 2021 American Medical Association. All rights reserved.
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such cases, it is appropriate for the provider to obtain
certification of the treatment plan to include multiple
surgical procedures. The provider’s treatment plan
must be specific and agreement must be mutual
between the provider and the payer regarding the
number and frequency of procedures certified.

D. Retrospective Review. Failure to obtain pre-
certification as required by this Fee Schedule shall
not, in and of itself, result in a denial of payment for
the services provided. Instead, the payer, if requested
to do so by the provider within one (1) year of the
date of service or discharge, shall conduct a
retrospective review of the services, and if the payer
determines that the services provided would have
been pre-certified, in whole or in part, if pre-
certification had been timely sought by the provider,
then the payer shall reimburse the provider for the
approved services according to the Fee Schedule, or,
if applicable, according to the separate fee agreement
between the payer and provider, less a ten percent
(10%) penalty for the provider’s failure to obtain pre-
certification as required by this Fee Schedule. This
penalty shall be computed as ten percent (10%) of
the total allowed reimbursement. If, upon
retrospective review, the payer determines that pre-
certification would not have been given, or would not
have been given as to part of the requested services,
then the payer shall dispute the bill and proceed in
accordance with the Billing and Reimbursement Rules
as hereafter provided.

E. Authorization Provided by Employer or Payer.
When authorization for treatment is sought and
obtained from the employer, or payer, whether
verbally or in writing, and medical treatment is
rendered in good faith reliance on this authorization,
the provider is entitled to payment from the employer
or payer for the initial visit or evaluation, or in
emergency cases, for treatment which is medically
necessary to stabilize the patient. Reimbursement is
not dependent on, and payment is due regardless of,
the outcome of medically necessary services which
are provided in good faith reliance upon authorization
given by the employer or payer.

X. RETURN TO WORK

If an employee is capable of some form of gainful
employment, it is advisable for the physician to release
the employee to light work and make a specific report to
the payer as to the date of such release and setting out
any restrictions on such light work. It can be to the
employee’s economic advantage to be released to light or
alternative work, since he/she can receive compensation
based on sixty-six and two-thirds percent (66 2/3%) of
the difference between the employee’s earnings in such
work and the employee’s pre-injury average weekly
wage. The physician’s judgment in such matters is
extremely important, particularly as to whether the
patient is medically capable of returning to work in some
capacity. Return to work decisions should be based on
objective findings, and the physician’s return to work
assessment should identify, if possible, any alternative
duty employment to which the patient may return if
return to full duty is not medically advisable.

XI. SELECTION OF PROVIDERS

The selection of appropriate providers for diagnostic
testing or analysis, including but not limited to
surgical/procedure facilities, CT or MRI scans, x-ray,
laboratory, physical or occupational therapy, including
work hardening, functional capacity evaluations, chronic
pain programs, or massage therapy shall be at the
direction of the treating or prescribing physician. In the
absence of specific direction from the treating or
prescribing physician, the selection shall be made by the
payer, in consultation with the treating or prescribing
physician.

Referral for an electromyogram (EMG) or a nerve
conduction study (NCS) shall be at the discretion and
direction of the physician in charge of care, and neither
the payer nor the payer’s agent may unilaterally or
arbitrarily redirect the patient to another provider for
these tests. The payer or the payer’s agent may,
however, discuss with the physician in charge of care
appropriate providers for the conduct of these tests in an
effort to reach an agreement with the physician in charge
as to who will conduct an electromyogram and/or nerve
conduction study in any given case.

The selection of providers for the purchase or rental of
durable medical equipment shall be at the direction of
the payer if over $400.00.

The selection of providers for medical treatment or
service, other than as above provided, shall be in
accordance with the provisions of MCA §71-3-15.

Xil. TELEMEDICINE SERVICES

A Telemedicine is the practice of medicine using electronic
communication, information technology, or other means
between a physician, physician assistant, nurse
practitioner, physical therapist, occupational therapist,
speech therapist, psychiatrist, clinical psychologist, or
dietician in one location and a patient in another
location with or without an intervening health care
provider. This does not include the practice of medicine
through postal or courier services. Telemedicine
providers must use an interactive audio and video
telecommunciations system that permits real-time

communication between the distant site and the patient.

critical access), rural health clinics, federally qualified
health centers, skilled nursing facilities, community
mental health centers, and in the clinics of the
telemedicine providers listed in paragraph Xll. A. above.

Cc Telemergency medicine is a unique combination of

telemedicine and the collaborative/consultative role of a
physician, board certified in emergency medicine and an
appropriate skilled health professional.

D.  The practice of medicine is deemed to occur in the

location of the patient. Therefore, only physicians and
health care providers holding a valid Mississippi license
are allowed to practice telemedicine in Mississippi.
However, a valid Mississippi license is not required
where the evaluation, treatment, and/or medicine to be
rendered by a physician outside of Mississippi is
requested by a physician duly licensed to practice
medicine in Mississippi, and the physician who has
requested such evaluation, treatment and/or medical
opinion has already established a doctor/patient
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relationship with the patient to be evaluated and/or
treated.

E Telemedicine services must include an examination of

the patient that meets the applicable standards of care,

a discussion with the patient, a diagnosis, and
maintenance of a complete medical record.

F. Documentation requiremensts, including work status,
are the same as for face-to-face services and shall
include the locations of the rendering provider and the
injured worker at the time or service.

G Services eligible to be provided by telemedicine are
marked with a star () in the rate tables.

billed with Modifier 93, Synchronous Telemedicine
Service Rendered Via Telephone or Other Real-Time
Interactive Audio-Only Telecommunications System or
modifier 95, Synchronous Telemedicine Service
Rendered Via a Real-Time Interactive Audio and Video

Telecommunications System and place of service (POS)

code 02.

L Reimbursement for telemedicine is the same as if the
services were provided in-person, except as elsewhere
indicated in these rules.

Xilll.  PHARMACEUTICAL REIMBURSEMENT

In the event that the MWCC implements a drug
formulary, the Formulary and any subsequent Pharmacy
Fee Schedule will govern.

XIV. DRUG SCREENING (MCA §71-3-121)

Only one (1) drug screen or drug test result shall be
eligible for reimbursement for each drug test conducted
on the same patient on the same day, unless the initial
screening results are deemed by the prescribing provider
to be inconsistent or inherently unreliable. In that event,
a confirmation screening may be ordered by the
prescribing provider and paid for by the payer. In
addition, treatment may not be discontinued based on
the results of a drug test absent a confirmation test,
which shall be reimbursed in addition to the initial
screening test. Merely duplicate screenings or tests which
are rerun to confirm initial results are not otherwise
eligible for reimbursement.

XV. MILEAGE REIMBURSEMENT (MCA §71-3-15;
MISS. WORK COMP. COM. GENERAL RULE

1.14)
The payer shall reimburse each claimant for all travel to
obtain medical treatment which is being obtained under
the provisions of the Mississippi Workers’ Compensation
Law, including travel to a pharmacy to obtain medication
or supplies necessary for treatment of a compensable
injury, regardless of the number of miles traveled. There
is no minimum distance of travel required for
reimbursement, and reimbursement shall be made for
each mile of round trip travel necessitated by the
compensable injury, at the rate adopted by the MWCC
and in effect at the time of the travel. Only reasonable
and necessary miles traveled are subject to
reimbursement.

Services that are performed via telemedicine should be

XVI. SALES TAX

All Amounts in the Mississippi Workers’ Compensation
Fee Schedule include any sales tax/shipping charges, etc.
Therefore, no additional amount is reimbursed for these
items.

XVII. PATIENT’'S RIGHT TO HEARING

Nothing provided in this Fee Schedule shall estop or
prevent the patient from obtaining legal counsel and/or
seeking relief in the form of a request to compel medical
treatment before an Administrative Judge.

XVIil. TIME

In this Fee Schedule, when calculating any time period of
seven (7) days or less, only business days are

counted. When calculating any time period of more than
seven (7) days, all calendar days are counted. Any time
period which ends on a weekend, holiday or other day
when the Commission is closed, is automatically
extended to the first following day which is not a
weekend, holiday or other day when the Commission is
closed.

XIX. INVESTIGATIONAL PROCEDURES

The following procedures are considered investigational
and are not eligible for reimbursement under the
Mississippi Workers’ Compensation Medical Fee Schedule:

A. Intradiscal electrothermal therapy (IDET) (22526,
22527) and intradiscal annuloplasty by other
method (22899).

B. Intraventricular administration of morphine.

C. Pulsed radiofrequency, regardless of procedure
involved or indication (e.g., medial branch
radiofrequency, dorsal root radiofrequency, etc.). If
pulsed radiofrequency is used, but not specifically
recorded as such in the medical records, the payer
may retroactively deny payment for the service and
request for reimbursement from the provider.

D. Intradiscal therapies used in discography, such as
percutaneous disc decompression (Dekompressor),
fluoroscopic, laser, radiofrequency, and thermal
disc therapies.

E. Percutaneous disc nucleoplasty.

F. Epidural adhesiolysis, also known as Racz procedure
or lysis of epidural adhesions.

G. X-STOP fusion devices.

H.  MILD (minimally invasive lumbar decompression)
procedures.

I. Non-invasive pain procedure (NIP procedure or
NIPP).

Alpha-stim unit.

—

ReBuilder and low laser treatment.

rx

Botulinum toxin for the treatment of
musculoskeletal pain.

Ketamine infusion therapy.

Prolotherapy.

H-WAVE type stimulators.

Microcurrent Electrical Nerve Stimulation (MENS).
Sympathetic therapy

oPozzx
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R.  Electroceutical therapy (biolelectric nerve block) e Interlaminar lumbar instrumented fusion (ILIF).

S.  Osseointegration procedure (post-amputation) e Interspinous and interlaminar distraction devices.

See below for a list of additional procedures that are not
reimbursable when performed as investigational
procedures.

AccuraScope procedure.
Annulo-nucleoplasty (The Disc-FX procedure).

Annulus repair devices (Xclose Tissue Repair System,
Barricaid, Disc Annular Repair Technology (DART)
System).

BacFast HD for isolated facet fusion.

Biomet Aspen fusion system (an interlaminar fixation
device).

Cervical intradiscal radiofrequency lesioning.

Chemical ablation (including but not limited to
alcohol, phenol or sodium morrhuate) of facet joints.

Coblation percutaneous disc decompression.

Coccygeal ganglion (ganglion impar) block for
coccydynia, pelvic pain, and all other indications.

Cooled radiofrequency ablation for facet denervation.

Cryoablation (cryoanesthesia, cryodenervation,
cryoneurolysis, or cryosurgery) for the treatment of
lumbar facet joint pain.

Deuk Laser Disc Repair.

Devices for annular repair (e.g., Inclose Surgical
Mesh System).

Dynamic (intervertebral) stabilization (e.g., BioFlex,
CD Horizon Agile Dynamic Stabilization Device, DSS
Dynamic Soft Stabilization System, Dynabolt
Dynamic Stabilization System, Dynesys Spinal
System, Graf ligamentoplasty/Graf artificial
ligament, Isobar Spinal System, NFix, Satellite
Spinal System, Stabilimax NZ Dynamic Spine
Stabilization System, and the Zodiak DynaMo
System).

Endoscopic disc decompression, ablation, or annular
modulation using the DiscFX System.

Endoscopic laser foraminoplasty, endoscopic
foraminotomy, laminotomy, and rhizotomy
(endoscopic radiofrequency ablation).

Endoscopic transforaminal diskectomy.

Epidural fat grafting during lumbar decompression
laminectomy/discectomy.

Epidural injections of lytic agents (e.g.,
hyaluronidase, hypertonic saline) or mechanical lysis
in the treatment of adhesive arachnoiditis, epidural
fibrosis, failed back syndrome, or other indications.

Epidural steroid injections for the treatment of non-
radicular low back pain.

Epiduroscopy (also known as epidural myeloscopy,
epidural spinal endoscopy, myeloscopy, and spinal
endoscopy) for the diagnosis and treatment of
intractable LBP or other indications.

Facet chemodenervation/chemical facet neurolysis.

Facet joint allograft implants (NuFix facet fusion,
TruFuse facet fusion).

Facet joint implantation (Total Posterior-element
System (TOPS) (Premia Spine), Total Facet
Arthroplasty System (TFAS) (Archus Orthopedics),
ACADIA Facet Replacement System (Facet
Solutions/Globus Medical).

Interspinous fixation devices (CD HORIZON SPIRE
Plate, PrimalLOK SP, SP-Fix Spinous Process Fixation
Plate, and Stabilink interspinous fixation device) for
spinal stenosis or other indications.

Intradiscal biacuplasty (IDB)/intervertebral disc
biacuplasty/cooled radiofrequency.

Intradiscal electrothermal annuloplasty (IEA).
Intradiscal electrothermal therapy (IDET).

Intradiscal glucocorticoid injection for the treatment
of low back pain.

Intradiscal implantation of combined autologous
adipose-derived mesenchymal stem cells and
hyaluronic acid for the treatment of discogenic low
back pain.

Intradiscal implantation of stromal vascular fraction
plus platelet rich plasma for the treatment of
degenerative disc disease.

Intradiscal infiltration with plasma rich in growth
factors for the treatment of low back pain.
Intradiscal injection of autologous bone marrow
concentrate for the treatment of degenerative disc
disease.

Intradiscal injection of platelet-rich plasma.

Intradiscal methylene blue injection for the
treatment of low back pain.

Intradiscal pulsed radiofrequency for the treatment
of discogenic neck pain.

Intradiscal steroid injections.
Intradiscal thermal annuloplasty (IDTA).

Intradiscal, paravertebral, or epidural oxygen or
ozone injections.

Intravenous administration of corticosteroids,
lidocaine, magnesium, Toradol or vitamin B12
(cyanocobalamin) as a treatment for back pain and
neck pain.

Khan kinetic treatment (KKT).
Laser facet denervation.

Least invasive lumbar decompression interbody
fusion (LINDIF).

Microsurgical lumbar sequestrectomy for the
treatment of lumbar disc herniation.

Minimally invasive endoscopic transforaminal lumbar
interbody fusion (endoscopic MITLIF; same as
endoscopic MAST fusion) for lumbar disc
degeneration and instability or other indications.
Minimally invasive lumbar decompression (MILD)
procedure (percutaneous laminotomy/laminectomy
(interlaminar approach) for decompression of neural
elements under indirect image guidance) for lumbar
canall stenosis or other indications.

Minimally invasive thoracic discectomy for the
treatment of back pain.

Nucleoplasty (also known as percutaneous
radiofrequency thermomodulation or percutaneous
plasma diskectomy).

OptiMesh grafting system.

Percutaneous (or plasma) disc decompression (PDD).
Percutaneous cervical diskectomy.

CPT Copyright 2021 American Medical Association. All rights reserved.
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Percutaneous endoscopic diskectomy with or without
laser (PELD) (also known as arthroscopic
microdiskectomy or Yeung Endoscopic Spinal
Surgery System [Y.E.S.S.]).

Percutaneous intradiscal radiofrequency
thermocoagulation (PIRFT)/intradiscal
radiofrequency thermomodulation/percutaneous
radiofrequency thermomodulation.

Piriformis muscle resection and other surgery for
piriformis syndrome.

Posterior intrafacet implants (e.g., DTRAX Cervical
Cage) for posterior cervical fusion.

Psoas compartment block for lumbar radiculopathy
or myositis ossification.

Racz procedure (epidural adhesiolysis with the Racz
catheter) for the treatment of members with
adhesive arachnoiditis, epidural adhesions, failed
back syndrome from multiple previous surgeries for
herniated lumbar disk, or other indications.

Radiofrequency annuloplasty (RA).
Radiofrequency denervation for sacroiliac joint pain.

Radiofrequency lesioning of dorsal root ganglia for
back pain.

Radiofrequency lesioning of terminal (peripheral)
nerve endings for back pain.

Radiofrequency/pulsed radiofrequency ablation of
trigger point pain.

Sacroiliac fusion or pinning for the treatment of LBP
due to sacroiliac joint syndrome; Note: Sacroiliac
fusion may be medically necessary for sacroiliac joint
infection, tumor involving the sacrum, and sacroiliac
pain due to severe traumatic injury where a trial of
an external fixator is successful in providing pain
relief.

Sacroiliac joint fusion (e.g., by means of the iFuse
System and the SImmetry Sacroiliac Joint Fusion
System).

Sacroplasty for osteoporotic sacral insufficiency
fractures and other indications.

Targeted disc decompression (TDD).

Total Facet Arthroplasty System (TFAS) for the
treatment of spinal stenosis.

Vesselplasty (e.g., Vessel-X).

The following chiropractic procedures are considered
experimental and investigational and therefore, do not
qualify for reimbursement under the Mississippi Workers’
Compensation Medical Fee Schedule.

e Active Release Technique.

e Active Therapeutic Movement (ATM2).

e Advanced Biostructural Correction (ABC) Chiropractic
Technique.

e Applied Spinal Biomechanical Engineering.

e Atlas Orthogonal Technique.

e Bioenergetic Synchronization Technique.

. Biogeometric Integration.

e  Blair Technique.

e Bowen Technique.

e Chiropractic Biophysics Technique.

e Coccygeal Meningeal Stress Fixation Technique.

e ConnecTX (an instrument-assisted connective tissue
therapy program).

e  Cranial Manipulation.
e Directional Non-Force Technique.

e FAKTR (Functional and Kinetic Treatment with
Rehab) Approach.

e Gonzalez Rehabilitation Technique.

e Inertial traction (inertial extensilizer decompression
table.

e IntraDiscNutrosis program.
e  Koren Specific Technique.
. Manipulation for infant colic.

o Manipulation for internal (non-neuromusculoskeletal)
disorders (Applied Kinesiology).

e  Manipulation Under Anesthesia.
e  Moire Contourographic Analysis.
o Network Technique.

¢ Neural Organizational Technique.
e Neuro Emotional Technique.

o Positional Release Therapy.

e  Sacro-Occipital Technique.

e  Spinal Adjusting Devices (ProAdjuster, PulStarFRAS,
Activator).

e Therapeutic (Wobble) Chair.

o Upledger Technique and Cranio-Sacral Therapy.
e  Webster Technique (for breech babies).

e  Whitcomb Technique.
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BILLING AND REIMBURSEMENT RULES

GENERAL PROVISIONS

Maximum Allowable Reimbursement (MAR).
Unless the payer and provider have a separate fee
contract which provides for a different level of
reimbursement, the maximum allowable
reimbursement for health care services shall be the
lesser of (a) the provider’s total billed charge, or (b)
the maximum specific fee established by the Fee
Schedule. Items or services or procedures which do
not have a maximum specific fee established by this
Fee Schedule shall be reimbursed at the usual and
customary fee as defined in this Fee Schedule, and
in such cases, the maximum allowable
reimbursement shall be the lesser of (1) the
provider’s total billed charge, or (2) the usual and
customary fee as defined by this Fee Schedule.

If this Fee Schedule does not establish a maximum
specific fee for a particular service or procedure, and
a usual and customary rate cannot be determined
because the FH Benchmarks products do not contain
a fee for same, then the maximum allowable
reimbursement shall be equal to the national
Medicare allowance plus thirty percent (30%). In the
absence of an established Medicare value, and
assuming none of the above provisions apply, the
maximum allowable reimbursement shall be eighty
percent (80%) of the provider’s total billed charge.
New codes may be assigned values and posted on
the MWCC website annually, or as needed.

Separate Fee Contract. An employer/payer may
enter into a separate contractual agreement with a
medical provider regarding reimbursement for
services provided under the provisions of the
Mississippi Workers’ Compensation Law, and if an
employer/payer has such a contractual agreement
with a provider designed to reduce the cost of
workers’ compensation health care services, the
contractual agreement shall control as to the amount
of reimbursement and shall not be subject to the
maximum allowable reimbursement otherwise
established by the Fee Schedule. However, all other
rules, guidelines and policies as provided in this Fee
Schedule shall apply and shall be considered to be
automatically incorporated into such agreement.

1. Repricing Agreements. Payers and providers
may voluntarily enter into repricing agreements
designed to contain the cost of workers’
compensation health care after the medical care
or service has been provided, and in such case,
the reimbursement voluntarily agreed to by the
parties shall control to the exclusion of the Fee
Schedule. However, the time spent by the payer
and provider attempting to negotiate a post-care
repricing agreement does not extend the time
elsewhere provided in this Fee Schedule for
billing claims, paying claims, requesting
correction of an incorrect payment, requesting
reconsideration, seeking dispute resolution, or
reviewing and responding to requests for
correction or reconsideration or dispute
resolution. In addition, applicable interest and
penalties related to late billing and/or late

payment shall continue to accrue as otherwise
provided. Efforts to negotiate a post-care
repricing agreement do not justify late billing or
payment, and either party may seek further
relief in accordance with the rules provided
herein should billing or payment not be made
within the time otherwise due under these rules.
No party shall be obligated to negotiate or enter
into a repricing agreement of any kind
whatsoever.

No party, in attempting to negotiate a repricing
or other post treatment price reduction
agreement, shall state or imply that consent to
such an agreement is mandatory, or that the
failure to enter into any such agreement may
result in audit, delay of payment, or other
adverse consequence. If the MWCC determines
that any party, or other person in privity
therewith, has made such false or misleading
statements in an effort to coerce another party’s
consent to a repricing or other price reduction
agreement outside the Fee Schedule, the MWCC
may refer the matter to the appropriate
authorities to consider whether such conduct
warrants criminal prosecution under §71-3-69 of
the Law.

This statute declares that any false or
misleading statement or representation made
for the purpose of wrongfully withholding any
benefit or payment otherwise due under the
terms of the Workers’ Compensation Law shall
be considered a felony. In addition, the MWCC
may levy a civil penalty in an amount not to
exceed ten thousand dollars ($10,000.00) if it
finds that payment of a just claim has been
delayed without reasonable grounds, as
provided in §71-3-59(2) of the Law.

Billing Forms. Billing for provider services shall be
standardized and submitted on the following forms:
Providers must bill outpatient professional services
on the most recently authorized paper form, CMS-
1500, or electronic version, 837p, regardless of the
site of service. Health care facilities must bill on the
most recently authorized uniform billing form. The
electronic version, 837i, or the paper form UB-04
(CMS-1450) is required. Billing must be submitted
using the most current paper or electronic forms
which are authorized by CMS.

Identification Number. All professional
reimbursement submissions by Covered Healthcare
Providers as defined under CMS rules must include
the National Provider Identifier (NPI) field so as to
enable the specific identification of individual
providers without the need for other unique provider
identification numbers. Providers are required to
obtain an NPI within the dates specified by CMS in its
implementation rules.

Physician Specialty. The rules and maximum

allowable reimbursement in the Mississippi Workers’
Compensation Medical Fee Schedule do not address
physician specialization within a specialty. Payment
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is not based on the fact that a physician has elected
to treat patients with a particular/specific problem.
Reimbursement to qualified physicians is the same
amount regardless of specialty.

billings must be submitted at least every thirty (30)
days, or within thirty (30) days of each treatment or
visit, whichever last occurs, with the appropriate
medical records to substantiate the medical
necessity for continued services. Late billings will be

F. ;;Nrﬁa?jgof‘c’)vr"aAmPZii::‘i;??/;'i:ts.bWthheeneanr: a:gpg;n;:nent subject to discounts, not to exceed one and one-half
e A thepclyaimant/ atiezt doos nl())t Zhow the percent (1.5%) per month of the bill or part thereof
Erczlvid’er e emtitied t0 payrl)ment At the rote allowed which was notftimfely billed, from the date the billing
. ) " or part thereof is first due until received by the
g;rzal{mnlmabl Ofbf'lfedv's't' Procedure code 99202 or payer. Any bill or part thereof not submitted to the
may be billed. payer within sixty (60) days after the due date under

G. “After Hours” and Other Adjunct Service Codes. this rule shall be subject to an additional one-time
When an office service occurs after a provider’s only discount penalty equal to ten percent (10%) of
normal business hours, procedure code 99050 may the total bill or part thereof. Any bill for services
be billed. Other adjunct service codes (99051 rendered which is not submitted to the payer within
99060) may be billed as appropriate. Typically, only one (1) year after the date of service, or date of
a single adjunct service code is reported per discharge for inpatient care, will not be eligible or
encounter. However, there may be circumstances in considered for reimbursement under this Fee
which reporting multiple adjunct codes per patient Schedule, unless otherwise ordered by the MWCC or
encounter may be appropriate. its Cost Containment Division.

H. Portable Services. When procedures are performed C. When services were rendered by another qualified
using portable equipment, bill the appropriate healt_h_cate professional and billed under the
procedure code. The charge for the procedure physician’s National Provider Identifier (NPI), the
includes the cost of the portable equipment. billing physician must sign the medical record. When

L the physician bills the E/M services, the physician
I. In]ectl_ons. S ) must personally document that the physician
¢ Reimbursement for injections includes charges performed the service or were physically present
for the administration of the drug and the cost during the critical or key portions of the service
of the supplies to administer the drug. furnished by the qualified health care professional,
Medications are charged separately using the and the physician’s participation in the management
appropriate HCPCS J-code. of the patient.

»  The description must include the name of the D. Fees in excess of the maximum allowable
medication, strength, and dose injected. reimbursement (MAR) must not be billed to the

. . employee, employer, or payer. The provider cannot

e  When multiple drugs are administered from the
same syringe, reimbursement will be for a single collect any non-allowed amount (MCA §71-3-15(3)
injection. (Rev. 2000)).

¢ Reimbursement for anesthetic agents such as E. Ifitis medic:_:llly_necessary to exce_ed the Fee
Xylocaine and Carbocaine, when used for Schedulg I|m|tat|ons a”d/°.r exclusions, .
infiltration, is included in t,he reimbursement for substant_latlng documentatlc_)n must b? submitted by
the proced’ure performed and will not be the provider to the payer with the claim form.
separately reimbursed. F. If a provider believes an incorrect payment was

. Reimbursement for intra-articular and intra- made for.services rendered, or disagre'es for anY
bursal injection medications (steroids and reason with the payment and explanqtlon of review
anesthetic agents) may be separately billed. The tendered by th? payer, then the provider may
description must include the name of the request re_con5|derat|on pursuant to the rules set
medication, strength, and volume given. forth herein.

3.  Supplies. Use CPT code 99070 or specific HCPCS G. If, after the resolution of a reconsideration request

! cod‘:a'; to r.e ort supplies over and abpove those or a formal dispute resolution request, or otherwise,

) Tep PP " - . the provider is determined to owe a refund to the
usually included with the office visit or service r the amount refunded shall bear interest at
rendered. Do not bill for supplies that are currently payer, the amou etunded shall bea oe esta
included in surgical packages, such as gauze, the rate of one and one-half percent (1.5%) per
sponges, and Steri-Strips®. Supplies and materials month from the date the refunded amount was first
provided by the physician over and above those received by the provider, until refunded to the payer.
usually included with the office visit (drugs, splints,
sutures, etc.) may be charged separately and
reimbursed at a reasonable rate. lIl. INSTRUCTIONS TO PAYERS
A. An employer's/payer’s payment shall reflect any
adjustments in the bill made through the

Il. INSTRUCTIONS TO PROVIDERS employer’s/payer’s bill revi_ew program. TI'_1e

A. All bills for service must be coded with the employer/payer must provide an explanation of

’ - _ e review (EOR) to a health care provider whenever
appropriate CPT, CDT, HCPCS or state-specific code. reimbursement differs from the amount billed by the

B. The medical provider must file the appropriate billing provider. This must be done individually for each bill.
form and necessary documentation within twenty
(20) days of rendering services on a newly . -
diagnosed work-related injury or illness. Subsequent B. In a case where documentation does not indicate the
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service was performed, the charge for the service
may be denied. The EOR must clearly and
specifically indicate the reason for the denial.

C. (1) When a billed service is documented, but the
code selected by the provider is not, in the
payer’'s/reviewer’s estimation, the most accurate
code available to describe the service, the reviewer
must not deny payment, but shall reimburse based
on the revised code. The EOR must clearly and
specifically detail the reason(s) for recoding the
service or otherwise altering the claim. No claim
shall be recoded or otherwise revised or altered
without the payer having actually reviewed the
medical records associated with the claim which
document the service(s) provided.

(2) As an alternative to recoding or altering a claim,
the payer may treat the matter under rule E(1) and
E(2) below by paying any undisputed portion of the
bill, and notifying the provider by EOR that the
remaining parts of the bill are denied or disputed.

(3) Recoding cannot be used solely for cost
containment. Recoding may only be used for the
correction of miscoded services. Whenever there is
any dispute concerning coding, the provider must be
notified immediately and given the opportunity to
furnish additional information, although nothing
herein suspends the time periods for making
payment or giving notice of dispute. Any recoding or
so-called “down coding,” which is found by the
MWCC or its Cost Containment Division to be solely
for the purpose of cost containment, will subject the
party engaging in such conduct to additional
penalties as allowed by law.

D. Properly submitted bills must be paid within thirty
(30) days of receipt by the payer. Properly
submitted bills not fully paid within thirty (30) days
of receipt by the payer shall automatically include
interest on the unpaid balance at the rate of one and
one-half percent (1.5%) per month from the due
date of any unpaid remaining balance until such time
as the claim is fully paid and satisfied. Properly
submitted bills not fully paid within sixty (60) days
of receipt will be subject to an additional one-time
only penalty equal to ten percent (10%) of the
unpaid remaining balance, including interest as
herein provided.

E. (1) When an employer/payer disputes or otherwise
adjusts a bill or portion thereof, the employer/payer
shall pay the undisputed or unadjusted portion of the
bill within thirty (30) days of receipt of the bill.
Failure to pay the undisputed portion when due shall
subject the payer to interest and penalty as above
provided on the undisputed portion of the bill. If the
dispute is ultimately resolved in the provider’s favor,
interest and penalty on the disputed amounts will
apply from the original due date of the bill until paid.

(2) When a payer disputes a bill or portion thereof,
the payer shall notify the provider within thirty (30)
days of the receipt of the bill of the reasons for
disputing the bill or portion thereof, and shall notify
the provider of its right to provide additional
information and to request reconsideration of the
payer’s action. The payer shall set forth the clear
and specific reasons for disputing a bill or portion
thereof on the EOR, and shall provide additional

documentation if necessary to provide an adequate
explanation of the dispute.

F. Reimbursement determinations shall be based on
medical necessity of services to either establish a
diagnosis or treat an injury/illness. Thus, where
service is provided in good faith reliance on
authorization given by the employer or payer,
reimbursement shall not be dependent on the
outcome of medically necessary diagnostic services
or treatment.

IV. FACILITY FEE RULES

Please refer to the Pain Management section for the
state-specific facility reimbursement rules to be used for
outpatient pain management procedures.

Please refer to the Inpatient Hospital and Outpatient
Facility Payment Schedule and Rules section for the
state-specific facility reimbursement rules to be used for
ambulatory surgery center (ASC) procedures and hospital
based outpatient departments.

Implantables. An implantable is an item that is
implanted into the body for the purpose of permanent
placement, and remains in the body as a fixture.
Absorbable items, temporary items, or other items used
to help place the implant, are not within the definition of
“implantable” and are not reimbursed as such.

Implantables are included in the applicable MS-DRG
reimbursement for inpatient treatment, and, therefore,
the provider of inpatient services is not required to
furnish the payer with an invoice for implantables. For
implantables used in the outpatient setting,
reimbursement is likewise included in the APC Amount
paid to the facility. No separate billing or payment for
implants shall be made in either the inpatient or
outpatient setting.

V. EXPLANATION OF REVIEW (EOR)

A. Payers must provide an explanation of review (EOR)
to health care providers for each bill whenever the
payer’s reimbursement differs from the amount
billed by the provider, or when an original claim is
altered or adjusted by the payer. The EOR must be
provided within thirty (30) days of receipt of the bill,
and must accompany any payment that is being
made.

B. A payer may use the listed EOR codes and descriptors or

may develop codes of their own to explain why a

provider’s charge has been reduced or disallowed, or why
a claim has been altered or adjusted in some other way.
In all cases, the payer must clearly and specifically detail
the reasons for adjusting or altering a bill, including
references to the applicable provisions of the Fee
Schedule or CPT book, or other source(s) used as the
basis for the EOR. Should the EOR include an alteration in
the codes submitted on the original claim, it must be
based on a review of the medical records documenting
the service.

C. The EOR must contain appropriate identifying information
to enable the provider to relate a specific reimbursement
to the applicable claimant, the procedure billed, and the
date of service.

D. Acceptable EORs may include manually produced or
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computerized forms that contain the EOR codes, written

explanations, and the appropriate identifying information.

The following EOR codes may be used by the payer to
explain to the provider why a procedure or service is not
reimbursed as billed, provided clear and specific detail is
included, along with references to the applicable
provisions of the Fee Schedule or CPT book, or other
source(s) used as the basis for the EOR:

001 These services are not reimbursable under the
Workers” Compensation Law for the following
reason(s): [Provide specific reason(s) why
services are not reimbursable under the
Workers’ Compensation Law]

002 Charges exceed maximum allowable
reimbursement [Specify]

003 Charge is included in the basic surgical
allowance [Specify]

004 Surgical assistant is not routinely allowed for
this procedure. Documentation of medical
necessity required [Specify]

005 This procedure is included in the basic allowance of
another procedure [Specify the other procedure]

006 This procedure is not appropriate to the
diagnosis [Specify]

007 This procedure is not within the scope of the
license of the billing provider [Specify]

008 Equipment or services are not prescribed by a
physician [Specify]

009 This service exceeds reimbursement limitations
[Specify]

010 This service is not reimbursable unless billed by
a physician [Specify]

011 Incorrect billing form [Specify]

012 Incorrect or incomplete identification number of
billing provider [Specify]

013 Medical report required for payment [Specify]

014 Documentation does not justify level of service
billed [Specify]

015 Place of service is inconsistent with procedure
billed [Specify]

016 Invalid procedure code [Specify]

017 Prior authorization was not obtained [Specify]

VI. REQUEST FOR RECONSIDERATION

reconsideration as herein provided at the request of
either party, including, but not limited to, a request by
the payer for refund of an alleged over-payment.
Alleged over-payments should be addressed through
the dispute resolution process, if necessary, and not by
way of unilateral recoupment initiated by the payer on
subsequent billings.

A provider or payer must make a written request for
reconsideration within thirty (30) days from the receipt
of the explanation of review (EOR) or other written
documentation evidencing the basis for the dispute. A
request for reconsideration must be accompanied by a
copy of the bill in question, the payers’ explanation of
review (EOR), and/or any additional documentation to
support the request for reconsideration.

The payer or provider, upon receipt of a request for
reconsideration, must review and re-evaluate the
original bill and accompanying documentation, and,
must notify the requesting party thirty (30) days
thereafter of the results of the reconsideration. The
response must adequately explain the reason(s) for
the decision, and cite the specific basis upon which
the final determination was made. If the payer finds
the provider’s request for reconsideration is
meritorious, and that additional payment(s) should
be made, or if the provider finds the payer’s request
for refund or other payment is meritorious, the
additional payment should be made within the above
thirty (30) day period. Any additional payment(s)
made in response to a provider’s or payer’s request
for reconsideration shall include interest from the
original due date of the bill or payment, and an
additional ten percent (10%) penalty if applicable.

If the dispute is not resolved within the above time
after a proper request for reconsideration has been
served by the provider or payer, then either party

may request further review by the MWCC pursuant
to the Dispute Resolution Rules set forth hereafter.

Failure to seek reconsideration within the time above
provided shall bar and prohibit any further
reconsideration or review of the bill or other issue in
question unless, for good cause shown, the MWCC or
its representative extends the time for seeking
reconsideration or review under these rules. In no
event shall the time for seeking reconsideration
hereunder be extended by more than an additional
thirty (30) days, and any such request for additional
time in which to seek reconsideration or further review
must be made in writing to the MWCC within the initial
thirty (30) day period set forth in paragraph B above.

Requests by either provider or payer for refunds, or
for additional payment, or other requests related to
the billing or payment of a claim, must be sought in

A. When, after examination of the explanation of review accordance with the specific rules set forth herein.
(EOR) and other documentation, a health care provider No retrospective audits or dispute requests shall be
is dissatisfied with a payer’s payment or dispute of a allowed beyond one year from the date of service for
bill for medical services, reconsideration may be seeking reconsideration and/or review.
requested by the provider. Any other matter in dispute
between the provider and payer may be subject to
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MEDICAL RECORDS

The medical record, which documents the patient’s
course of treatment, is the responsibility of the
provider and is the basis for determining medical
necessity and for substantiating the service(s)
rendered; therefore, failure to submit necessary or
adequate documentation to support the services

rendered may result in the services being disallowed.

A medical provider may not charge any fee for
completing a medical report or form required by the
MWCC which is part of the required supporting
documentation which accompanies a request for
payment. The supporting documentation that is
required to substantiate the medical treatment is
included in the fee for service and does not warrant
a separate fee as it is incidental to providing medical
care. CPT code 99080 is appropriate for billing
special reports beyond those required by this Fee
Schedule and requested by the payer or their
representatives.

Medical records must be legible and include, as
applicable:

1. Initial office visit notes which document a
history, physical examination, assessment and
plan appropriate to the level of service indicated
by the presenting injury/illness or treatment of
the ongoing injury/illness;

2. Progress notes which reflect patient complaints,
objective findings, assessment of the problem,
and plan of care or treatment;

3. Copies of lab, x-ray, or other diagnostic tests
that reflect current progress of the patient
and/or response to therapy or treatment;

4.  Physical therapy/occupational therapy progress
notes that reflect the patient’s response to
treatment/therapy;

5. Operative reports, consultation notes with
report, and/or dictated report; and

6. Impairment rating (projected and actual) and
anticipated maximum medical improvement
(MMI) date.

A plan of care should be included in the medical
record and should address, as applicable, the
following:

1. The disability;

2. Degree of restoration anticipated;
3. Measurable goals;

4. Specific therapies to be used;

5

Frequency and duration of treatments to be
provided;

6. Anticipated return to work date; and

7. Projected impairment.

Health care providers must submit copies of records
and reports to payers upon request. Providers can
facilitate the timely processing of claims and
payment for services by submitting appropriate
documentation to the payer when requested. Only
those records for a specific date of injury are
considered non-privileged as it relates to a workers’
compensation injury. The employer/payer is not
privileged to non-work related medical information.

Providers must submit documentation for the
following:

1. The initial office visit;

2. A progress report if still treating after thirty (30)
days;

3.  Evaluation for therapy services/ treatment (P.T.,
O.T., C.M.T., O.M.T.);

4. A progress report every thirty (30) days for
therapy services/treatment (P.T., O.T., C.M.T.,
0.M.T.);

5. An operative report or office note (if done in the
office) for a surgical procedure;

6. A consultation;
7. The anesthesia record for anesthesia services;

8. A functional capacity or work hardening
evaluation;

9.  When billing "By Report” (BR), a description of
the service is required; this description should
include an adequate definition or description of
the nature, extent, and need for the procedure
and the time, effort, and equipment necessary
to provide the service;

10. Whenever a modifier is used to describe an
unusual circumstance; and

11. Whenever the procedure code descriptors
include a written report.

Hospitals and other inpatient facilities must submit
required documentation with the appropriate billing
forms as follows:

1.  Admission history and physical;
2. Discharge summary;

3. Operative reports;

4. Pathology reports;

5. Radiology reports;

6. Consultations;

7. Other dictated reports; and

8. Emergency room records.

The Health Insurance Portability & Accountability Act
(HIPAA) makes important exceptions concerning the
disclosure of protected health information for workers’
compensation purposes. For additional information,
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refer to the MWCC website (mwcc.ms.gov), or consult

an attorney and/or the HIPAA resource site
maintained by the U.S. Department of Health and
Human Services (http://hhs.gov/ocr/privacy/).

C Copies of records requested by the patient and/or

the patient’s attorney or legal representative will be
reimbursed by the requesting party according to the
provisions of this section on additional reports and

records.
D. Documentation submitted by the provider which has
. COPIES_ OF RECORDS not been specifically requested will not be subject to
A Outpatient Records. The payer may request reimbursement.
additional records or reports from the provider
concerning service or treatment provided to a E Health care providers may charge up to ten dollars
patient. These additional records and reports will be ($10.00) per image for copying x-rays or for
reimbursed as follows: providing copies of x-rays via electronic or other
) magnetic media. (Copies of film do not have to be
$20.00 for first 20 pages; returned to the provider.)
$1.00 per page for pages 21-100; and F. Payers, their representatives, and other parties
$0.50 per page for everything thereafter requesting records and reports must be specific in
their requests so as not to place undue demands on
This applies to copies of microfiche and other provider time for copying records.
electronic media or storage systems.
G Providers should respond promptly (within fourteen
As provided by MCA §11-1-52(1) (Supp. 2006), as (14) working days) to requests for additional records
amended, the provider may add ten percent (10%) and reports.
of the total charge to cover the cost of postage and
handling, and may charge an additional fifteen H. Records requested by the MWCC will be furnished by
dollars ($15.00) for retrieving records stored off the the provider without charge to the MWCC.
premises where the provider’s facility or office is L Any additional reimbursement, including copy service
located. vendors, other than specifically set forth above, is
B Inpatient Records. The payer may request not required, and providers or their vendors will not
additional records or reports from a facility be paid any additional amounts.
concerning inpatient service or treatment provided to
a patient. Such reports or records requested by the
payer will be reimbursed as follows: Ill. HEALTH INSURANCE PORTABILITY &
$20.00 for first 20 pages ACCOUNTABILITY ACT (HIPAA) AND WORKERS
COMPENSATION
$1.00 per page for pages 21-100 HIPAA makes important exceptions concerning the
$0.50 per page for everything thereafter disclosure of protected health information (PHI) for
. ) . o workers’ compensation purposes. The United States
This applies to copies of microfiche and other Department of Health and Human Services, through its
electronic media or storage systems. Office for Civil Rights, enforces the HIPAA Law and
There is a maximum reimbursement allowance of maintains an informative website with information on
one hundred dollars ($100.00) for a particular HIEAA and its a.p.plicat.ion to wgrkers’ compensation
inpatient medical record, exclusive of postage, cIalm_s. For additional information, refer to the MWCC
handling and retrieval charges as set forth below. website (mwcc.ms.gov), or consult an attorney and/or
This is per admission. the HIPAA resource site maintained by _the u.s.
Department of Health and Human Services
As provided by MCA §11-1-52(1) (Supp. 2006), as (http://hhs.gov/ocr/privacy/).
amended, the provider may add ten percent (10%)
of the total charge to cover the cost of postage and
handling, and may charge an additional fifteen
dollars ($15.00) for retrieving records stored off the
premises where the provider’s facility or office is
located.
18 CPT Copyright 2021 American Medical Association. All rights reserved.
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DISPUTE RESOLUTION RULES

GENERAL PROVISIONS

Unresolved disputes over the amount charged for
services rendered under the provisions of the Fee
Schedule or over the amount of reimbursement for
services rendered under the Fee Schedule may be
appealed to and resolved by the MWCC. Regardless
of the date of service, all changes to the dispute
resolution procedures found in this edition of this
section of the Fee Schedule shall be applied
retroactively to all Requests for Resolution of Dispute
or other documents filed on or after the effective
date of this Fee Schedule.

Reconsideration must be sought by the provider or
payer prior to a request for resolution of a dispute
being sent to the MWCC. The providers request to
the carrier for reconsideration of an adjusted and/or
disputed bill shall include a statement on their
letterhead providing in detail the reasons for
disagreement and the exact amount owed. This
provides the payer and provider an opportunity to
resolve most concerns in a timely manner.

All communication between parties in dispute will be
handled by the MWCC, Cost Containment Division. In
addition, there will be no communication between
the parties in dispute and any Peer Reviewer who
might be called upon to assist the MWCC in the
resolution of a dispute.

In the absence of any agreement between the
parties submitted to the MWCC in writing, Requests
for Resolution of Dispute shall not be ruled upon in
claims for which the compensability of the underlying
injury is currently disputed or denied by the payer.
In the event the parties submit such an agreement,
it shall be subject to the review and approval of the
Cost Containment Division, and such agreement
shall be recognized or denied in the sole discretion of
the Cost Containment Division and/or the MWCC.
Otherwise, Cost Containment Decisions for Requests
for Resolution of Dispute may be held in abeyance
pending a final adjudication and/or admission of
compensability by the payer for the underlying injury
in the dispute.

FORMS AND DOCUMENTATION

Valid requests for resolution of a dispute must be
submitted on the “Request for Resolution of Dispute”
form (see the form at the end of this section or
http://www.mwcc.ms.gov/#/medicalFeeSchedule)
along with the following:

1. Copies of the original and resubmitted bills in
dispute that include dates of service, procedure
codes, charges for services rendered and any
payment received, and an explanation of any
unusual services or circumstances;

2. Information on the provider’s letterhead stating
and detailing the reason for the dispute request.

EOR including the specific reimbursement;

4. Supporting documentation and correspondence;

5. Specific information regarding contact with the
payer; and

6. Any other information deemed relevant by the
applicant for dispute resolution.

B. A Request for Resolution of Dispute must be
submitted via First-Class mail to:

Mississippi Workers’ Compensation Commission
Cost Containment Division

1428 Lakeland Drive

P.O. Box 5300

Jackson, MS 39296-5300

C. A party, whether payer, provider, or patient, shall
certify that a copy of the Request for Resolution of
Dispute and/or the Response to such Request, and
any supporting documentation, being filed with the
MWCC has been provided to the other interested
parties or their representatives by CERTIFIED MAIL
simultaneously with the filing to the MWCC. This
requirement shall also apply when a party files a
request seeking review of a dispute by the MWCC.

I1l. TIME FOR FILING

A Request for Resolution of Dispute must be filed with
the MWCC within thirty (30) days following the payer’s or
provider’s response to a request for reconsideration of
any matter in dispute, or, in cases where the payer or
provider fails to respond to a request for reconsideration,
within thirty (30) days of the expiration of the time in
which said response should have been provided. Failure
to file a Request for Resolution of Dispute within this time
shall bar any further action on the disputed issue(s)
unless, for good cause shown, the MWCC or its Cost
Containment Director extends the time for filing said
request. In no event will a Request for Resolution of
Dispute be considered by the Cost Containment Division
if submitted more than one (1) year after the date of
service. The decision to extend the time for filing a
Request for Resolution of Dispute based on “good cause”
shall be entirely at the discretion of the MWCC or its Cost
Containment Director. Mere neglect will not constitute
“good cause.”

IV. PROCEDURE BY COST CONTAINMENT

DIVISION

A. Requests for dispute resolution will be reviewed and
decided by the Cost Containment Division of the
MWCC after all required and requested information
has been received. Additional time may be required
to accommodate a Peer Review. The payer and/or
provider may be contacted by telephone or other
means for additional information if necessary;
however, both parties to a dispute may submit in
writing any information or argument they deem
relevant to the issue in dispute, if not already
submitted with the request for dispute resolution,
and this information shall be considered by the Cost
Containment Division when rendering a decision. Any
written information or argument submitted for

CPT Copyright 2021 American Medical Association. All rights reserved.

19


http://www.mwcc.ms.gov/#/medicalFeeSchedule) 
http://www.mwcc.ms.gov/#/medicalFeeSchedule) 

Dispute Resolution Rules

Mississippi Workers’ Compensation Medical Fee Schedule

consideration by a party to a dispute, without a
request from the MWCC, must be received by the
Cost Containment Division within twenty-three (23)
days after filing the Request for Resolution of
Dispute in order to merit consideration. Unlike the
Request for Resolution of Dispute Form, there is no
specific prescribed form for a Response to such
Request.

with the MWCC within twenty (20) days, the parties
to the dispute shall have fourteen (14) days
thereafter in which to comply with the final decision
of the Cost Containment Division.

A party to a dispute may, when a written request for
review has not been timely filed with the MWCC,
seek enforcement of payment of that decision
pursuant to the terms and time period set forth in

B. Every effort should be made by the parties to resolve Mississippi Code Annotated Section 71-3-49. A Final
disputes between themselves by telephone or in Decision of the Cost Containment Division and/or the
writing even after the filing of a Request for MWCC shall be considered sufficient to allow the
Resolution of Dispute. The payer and provider may payer and/or provider to pursue any and all
be requested to attend an informal hearing remedies available to it for enforcement of payment
conducted by a MWCC representative. Failure to in default pursuant to Mississippi Code Annotated
appear at an informal hearing may result in dismissal Section 71-3-49. No further action to enforce
of the Request for Resolution of Dispute. However, payment shall be made by the MWCC, nor shall any
no formal hearing or oral argument shall be allowed other document be issued regarding the dispute
unless requested by the Cost Containment Division unless the MWCC finds the issuance of such
and/or the MWCC. Otherwise, Requests for document to be necessary. The payer and/or
Resolution of Dispute shall be heard and considered provider shall be solely responsible for calculating
solely on the record provided by the parties in the the interest and penalty owed to it pursuant to the
documentation they have submitted to the Cost terms of the Fee Schedule, and any dispute
Containment Division and any arguments they have regarding enforcement of payment in default and/or
made therein, without any oral argument or formal the amount of interest or penalty due shall be
hearing. determined by the Court wherein the payer or

. . . . provider has sought enforcement pursuant to

C. Following review of all documentation submitted for Mississippi Code Annotated. Section 71-3-49. The
dispute resolution and/or following contact with the same procedure for enforcement above shall also be
payer and/or provider for additional information applicable to all final decisions of the MWCC in the
and/or negotiation, Fh_e COS‘.t Conta_n_wment Division event the decision of the Cost Containment Division
shall render an administrative decision on the was timely appealed to the MWCC and a final
request for dispute resolution and forward it to the decision of the MWCC has been issued.
involved parties.

. . . L The request for review by the MWCC shall be filed

D. Cases involving medical care determination may be with the Cost Containment Division of the Mississippi
referred for peer review, but only on _request of the Workers’ Compensation Commission, shall be in
MWCC. The peer review consultant will render an writing, and shall state the grounds on which the
opinion and submit same to the MWCC requesting party relies. All documentation submitted
representative within the time set by the Cost , to and considered by the Cost Containment Division,
Containment Division. The MWCC representative will including the Request for Resolution of Dispute form,
notify the parties in dispute if a Peer Review has along with a copy of the decision of the Cost
been re_que_sted, and of the peer review consultant’s Containment Division, shall be attached to the
determination. request for review which is filed with the MWCC. The

party seeking relief hereunder shall certify that a
copy of the request for review and any supporting

V. MWCC REVIEW OF A DISPUTE documentation being filed with the MWCC has been

A. Any party aggrieved by the decision of the Cost provided to the other interested parties or their
Containment Division shall have twenty (20) days representatives by certified mail simultaneously with
from the date of said decision to request review by the filing to the MWCC. Unlike the Request for
the MWCC. Unless permitted to appear pro se, all Resolution of Dispute Form, there is no specific
parties participating in MWCC review of a decision of prescribed form for a Request for MWCCReview.
the Cost Containment Division are required to be
represented by an attorney licensed in Mississippi. The MWCC shall review the issue(s) solely on the

basis of the documentation submitted to the Cost
Failure to file a written request for review with the Containment Division. No additional documentation
MWCC within this twenty (20) day period shall bar not presented to and considered by the Cost
any further review or action with regard to the Containment Division shall be considered by the
issue(s) presented. A decision of the Cost MWCC on review, unless specifically requested by
Containment Division that is not timely appealed the MWCC, and no hearing or oral argument shall be
shall constitute a final decision of the Full MWCC, allowed, unless specifically requested by the MWCC.
with all findings and determinations of the Cost
Containment Director, inc'uding the award of The MWCCSha” consider the request for review and
penalties, interest, and attorney’s fees and/or issue a decision.
expenses, to be considered as having been awarded Following the decision of the MWCC, or following the
bY the ,FUI,I MWCC itself, |ncIud|ng any penalty under conclusion of the dispute resolution process at any
Mississippi Code Annotated Section 71-3-59. No stage without an appeal to the MWCC, no further
extgnsmn of Flme within which to file for MWCC audit, adjustment, refund, review, consideration,
review of a dispute under these Rules shall be reconsideration or appeal with respect to the claim in
allowed. In the event a request for review is not filed
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question by the MWCC may be sought by either
party.

F. The costs incurred in seeking MWCC review, or in
seeking compliance with an Administrative Decision
rendered by the Cost Containment Director,
including reasonable attorney fees, if any, may be
assessed to the party who requested review if that
party’s position is not sustained by the MWCC and to
the party who has failed to comply with a prior
decision if compliance therewith is ordered by the
MWCC. Otherwise, each party shall bear their own
costs, including attorney’s fees.

G. If the Cost Containment Director and/or the MWCC
determines that a dispute is based on or arises from
a billing error, a payment adjustment or error,
including but not limited to improper bundling of
service codes, unbundling, downcoding, code
shifting, or other action by either party to the
dispute, or if the MWCC determines that a provider
or payer has unreasonably refused to comply with

the Law, the Rules of the MWCC, including this Fee
Schedule, or with any decision of the MWCC or its
representatives, and that this causes proceedings
with respect to the billing and/or payment for
covered medical services to be instituted or
continued or delayed without reasonable grounds,
then the MWCC may require the responsible party or
parties, and/or the attorney advising such party or
parties, to pay the reasonable expenses, including
attorney’s fees, if any, to the opposing party; and, in
addition, the MWCC may levy against the responsible
party or parties a civil penalty not to exceed the sum
of ten thousand dollars ($10,000.00), payable to the
MWCC, as provided in §71-3-59(2) of the Law. The
award of costs and penalties as herein provided shall
be in addition to interest and penalty charges which
may apply under other provisions of this Fee
Schedule.
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247 Mississippi Workers’ Compensation Commission
' Request for Resolution of Dispute

§ =

INSTRUCTIONS FOR USE
Plzase provide the following information and retum with the required medical records to the address shown below.

A COPY OF THE REQUEST FOR RESOLUTION OF DISPUTE AND ITS CONTENTS MUST BE SENT BY CERTIFIED MAIL
TO THE PAYER.

This dispute is submitted by O Provider O Payer O Cther
Wame

Address

City/SiatelZip Phone

Contact Perzon Email

Wame

Address

City/State/Zip Phone

Claim Numier Diate of Senice
Employer Date of Injury

PAYER INFORMATION

Camier'Self Insured Name

Address

City/State/Zip

Ingurance Company Third Party Administeator

Phone Email

Warrative Description of Unreaohved Di spute[s]|

Please attach copies of the following information regarding this claim:

O Origiral Bill O Certified Mail Receigt O Prior Authorization
O ECEBi(s)EOR(s) O Medical Records/Invoices(s) O Appesl(s)
O ECME including specific reimbursement O Supporting doecumentation and communication

O Gther pertinent information for review of this claim

O Docurentation to substantiate the reconsideration of the original bill submitied

DO NOT WRITE BELOW - FOR OFFICE USE ONLY

Dale Received at MWCC

Date Reviewed by Cost Containment Division

MWNCC - CCE:

Miszissippi Workers’ Compensation Commission = CGost Containment Division = P.O. Box 3300 = Jackson, MS 39296-5300
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AUTHORIZATION/PRE-CERTIFICATION RULES

Certain medical services associated with the provision of
medical treatment covered under the Act and subject to
the Fee Schedule may be suject to pre-authorization/pre-
certification at the discretion of the payer. “Pre-
certification” refers to a system for reviewing proposed
medical services to make sure that such procedures are
medically necessary and represent the most efficient and
appropriate use of medical resources given the nature of
the injury to the patient and the process of his or her
recovery, and that such services are properly and timely
reimbursed. These rules are set forth to encourage
efficient and timely communication between payers and
providers (including agents of either) in order to make
sure that medically necessary services are provided and
timely reimbursed, and to curtail the use of unnecessary
or unreasonable treatment. The provisions herein set
forth regarding pre-certification are in addition to the
requirements of Mississippi Code Annotated (MCA) §41-
83-1 et seq. (Rev. 2005), as amended, and any
regulations adopted pursuant thereto by the State
Department of Health or the State Board of Medical
Licensure. In the event of conflict between this Fee
Schedule and the above statutes, and any implementing
regulations adopted by the Health Department or Board
of Medical Licensure, the provisions in this Fee Schedule
or other applicable rules of the MWCC shall control.

A payer may provide for pre-certification by using
personnel or units in-house, by contracting with a third
party utilization review agent properly licensed by the MS
Department of Health, or by contracting with a Nurse
Case Manager or similar person to monitor the care being
provided in person working with the patient and provider.
An injured worker and/or his or her attorney and any
case manager assigned by the payer shall strive to
cooperate with one another for the purpose of ensuring
the injured worker receives all of the medically necessary
care needed for the treatment of the injury and the
process of recovery. A payer also may exercise their
statutory right to an Employer Medical Evaluation (EME)
as provided for in MCA §71-3-15(1) (Rev. 2000) in
conjunction with, or in lieu of, ongoing
authorization/pre-certification.

NO DECISION OR DETERMINATION ADVERSE TO A
PATIENT OR HEALTH CARE PROVIDER WHICH MAY
RESULT IN THE DENIAL OF PAYMENT, OR IN THE DENIAL
OF PRE-CERTIFICATION FOR TREATMENT IN THIS
STATE, SHALL BE MADE WITHOUT THE PRIOR
EVALUATION AND CONCURRENCE IN THE ADVERSE
DETERMINATION BY A PHYSICIAN CURRENTLY LICENSED
TO PRACTICE MEDICINE IN THE STATE OF MISSISSIPPI,
AND PROPERLY TRAINED IN THE SAME SPECIALTY OR
SUB-SPECIALTY AS THE REQUESTING PROVIDER WHO IS
SEEKING APPROVAL FOR TREATMENT OR SERVICES.

THIS ADVERSE DETERMINATION MUST BE PROVIDED
WITHIN TWO (2) BUSINESS DAYS EITHER BY
TELEPHONE OR FACSIMILE OR EMAIL, AND IN WRITING
WITHIN ONE (1) BUSINESS DAY THEREAFTER, TO THE
REQUESTING PROVIDER. ANY SUCH ADVERSE
DETERMINATION MUST INCLUDE WRITTEN
DOCUMENTATION CONTAINING THE SPECIFIC
EVALUATION, FINDINGS AND CONCURRENCE OF THE

MISSISSIPPI LICENSED PHYSICIAN TRAINED IN THE
RELEVANT SPECIALTY OR SUB-SPECIALTY, AND MUST
REFERENCE ANY SPECIFIC PROVISIONS OF THE
MISSISSIPPI WORKERS’ COMPENSATION MEDICAL FEE
SCHEDULE WHICH ALLEGEDLY JUSTIFIES THE ADVERSE
DETERMINATION.

ANY ADVERSE DETERMINATION WHICH DOES NOT
COMPLY WITH THIS PROVISION SHALL HAVE NO FORCE
OR EFFECT AND SHALL NOT PREVENT THE PROVIDER
FROM PROCEEDING WITH THE PROPOSED TREATMENT
AND ULTIMATELY BEING REIMBURSED AS THOUGH THE
PROPOSED TREATMENT OR SERVICE HAD BEEN TIMELY
APPROVED IN ADVANCE.

IF A PAYER ELECTS TO SEEK AN EME IN LIEU OF
AUTHORIZATION/PRE-CERTIFICATION, THE INJURED
WORKER AND THE PROVIDER MUST BE NOTIFIED OF
THIS ELECTION WITHIN THE SAME TWO (2) DAY PERIOD
APPLICABLE TO ADVERSE DETERMINATIONS STATED
ABOVE.

I. SERVICES THAT MAY REQUIRE PRE-

CERTIFICATION

The following medical procedures may require pre-
certification by the payer. The payer may waive pre-
certification or, at its discretion, require review by a
utilization review agent. If a utilization review agent is
not used, the review must be based on evidence-based
practice standards. Any adverse determination must have
concurrence of a physician of the same specialty and
licensed to practice in Mississippi. If the payer requires
review by a utilization review agent and receives an
adverse determination, the payer may override the
decision and authorize the series(s).

A. Elective admissions to inpatient facilities of any type;

B. Elective surgical procedures, inpatient and
outpatient;

C. Physical medicine treatments after 15 visits and/or
30 days post-operatively;

D. Rental or purchase of supplies or equipment over the
amount of $300.00 per item;

E. Rental or purchase of TENS;
Home health services;

G. Pain clinic/therapy programs, including
interdisciplinary pain rehabilitation programs;

H. External spinal stimulators;

I.  Pain control programs;

—

Work hardening programs, functional capacity
testing, ISO kinetic testing;

Orthotics or prosthetics;
Psychological testing/counseling/treatment;

Substance abuse program;

z 2r =

Weight reduction program;
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O. Any non-emergency medical service outside the
State of Mississippi;

P. Repeat MRI, repeat CT scan, repeat EMG/NCS, and
repeat myelogram (more than once per injury and/or
more than one post-operatively); and

Q. Massage therapy, acupuncture and biofeedback.

Il. DEFINITIONS
For the purpose of this fee schedule the following
activities have been defined:

Authorization. An authorization is an approval of
medical services by a carrier/payer/employer, usually
prior to service being rendered.

Case Management. The clinical and administrative
process in which timely, individualized, and cost effective
medical rehabilitation services are implemented,
coordinated, and evaluated, by a nurse, other case
manager, or other utilization reviewer employed by the
payer, on an ongoing basis for patients who have
sustained an injury or illness. Use of case management is
optional in Mississippi. Use state-specific code 9936M for
a conference with workers’ compensation medical case
manager/claims manager.

Clinical Peer. A health professional that holds an
unrestricted medical or equivalent license and is qualified
to practice in the same or similar specialty as would
typically manage the medical condition, procedures, or
treatment under review. Generally, as a peer in a similar
specialty, the individual must be in the same profession
(i.e., the same licensure category as the ordering
provider).

Clinical Rationale. A statement or other documentation
that taken together provides additional clarification of the
clinical basis for a non-certification determination. The
clinical rationale should relate the non-certification
determination to the worker’s condition or treatment
plan, and must include a detailed basis for denial or non-
certification of the proposed treatment so as to give the
provider or patient a sufficient basis for a decision to
pursue an appeal. Clinical rationale must include specific
reference to any applicable provisions of the Mississippi
Workers’ Compensation Medical Fee Schedule which
allegedly support the determination of the reviewer, or a
statement attesting to the fact that no such provision(s)
exists in the Fee Schedule.

Concurrent Review. Certification or Authorization
review conducted during a worker’s hospital stay or
course of treatment, sometimes called continued stay
review.

Discharge Planning. The process of assessing a
patient’s need for medically appropriate treatment after
hospitalization including plans for an appropriate and
timely discharge.

Expedited Appeal. An expedited appeal is a request to
reconsider a prior determination not to certify imminent
or ongoing services, an admission, an extension of stay,
or other medical services of an emergency, imminent, or
ongoing nature.

First Level Clinical Review. Review conducted by a
registered nurse, nurse case manager, or other
appropriate licensed or certified health professional. First
level clinical review staff may approve requests for

admissions, procedures, and services that meet the
standard of medical necessity as defined elsewhere in the
Fee Schedule, but must refer requests that do not meet
this medical necessity standard, in their opinion, to
second level clinical peer reviewers for approval or
denial.

Notification. Correspondence transmitted by mail,
telephone, facsimile, email, and/or other reliable
electronic means.

Peer Review. A review of any issue related to a claim as
requested by another party. (Not usually requested by
the provider.)

Pre-certification. The review and assessment of
proposed medical treatment or services before they occur
to determine if such treatment or services meet the
definition of medical necessity as set forth elsewhere in
this Fee Schedule. The appropriateness of the site or
level of care is assessed along with the duration and
timing of the proposed services.

Provider. A licensed health care facility, program,
agency, or health professional that delivers health care
services.

Retrospective Review. Authorization review conducted
after services have been provided to the worker.

Second Level Clinical Review. Peer review conducted
by appropriate clinical peers when the First Level Clinical
Reviewer is unable to determine whether a request for an
admission, procedure, or service satisfies the standard of
medical necessity as defined elsewhere in this Fee
Schedule. A decision to deny, or not certify, proposed
treatment or services, must be supported by the express
written evaluation, findings and concurrence of a
physician licensed to practice medicine in the State of
Mississippi and properly trained in the same specialty as
the requesting provider.

Standard Appeal. A request by or on behalf of the
patient or provider to reconsider a prior decision by the
payer or its utilization review agent to deny proposed
medical treatment or service, including but not limited to,
a determination not to certify an admission, extension of
stay, or other health care service.

Third Level Clinical Review. Medical necessity review
conducted by appropriate clinical peers who were not
involved in the first or second level review when a
decision not to certify a requested admission, procedure,
or service has been appealed. The third level peer
reviewer must be in the same or like specialty as the
requesting provider. A decision to deny, or not certify,
proposed treatment or services, must be supported by
the express written evaluation, findings and concurrence
of a physician licensed to practice medicine in the State
of Mississippi and properly trained in the same specialty
as the requesting provider.

Utilization Reviewer. An entity, organization, or
representative/person performing authorization/pre-
certification activities or services on behalf of an
employer, payer or third-party claims administrator.

Variance. A deviation from a specific standard.
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I1l. STANDARDS
Payers, providers and their utilization review

organizations or programs or agents are required to meet

the following standards:

A.

The payer’s utilization reviewer or agent must
comply with the licensing and certification
requirements of MCA §41-83-1 et seq. (Rev. 2005),
as amended, and any regulations adopted pursuant
thereto by the State Department of Health or the
State Board of Medical Licensure, and shall have
utilization review personnel, agents or
representatives who are properly qualified, trained,
supervised, and supported by explicit clinical review
criteria and review procedures. In no event shall
proposed treatment or services be denied except in
accordance with the express provisions stated
elsewhere in these Rules and in accordance with
MCA §41-83-31 (Rev. 2009).

The first level review is performed if the claims
adjuster or manager has not already approved the
treatment in question, and is performed by
individuals who are health care professionals, who
possess a current and valid professional license, and
who have been trained in the principles and
procedures of utilization review.

The first level reviewers are required to be supported
by a doctor of medicine who has an unrestricted
license to practice medicine, and in cases where
treatment is being denied or withheld by a utilization
reviewer, this determination must be supported in
writing by a physician licensed in Mississippi and
trained in the relevant specialty or sub-specialty, as
previously set forth in these Rules.

The second and third level review is performed by
clinical peers who hold a current, unrestricted
Mississippi license to practice in the same or like
specialty as the treating physician whose
recommendation is under review, and are oriented in
the principles and procedures of utilization review.
The second level review shall be conducted for all
cases where a clinical determination to certify has
not already been made by the payer or payer’s
agent, and the determination of medical necessity
cannot be made by first level clinical reviewers.
Second and third level clinical reviewers shall be
available within one (1) business day by telephone
or other electronic means to discuss the
determination with the attending physicians or other
ordering providers. In the event more information is
required before a determination can be rendered by
a second or third level reviewer, the
attending/ordering provider must be notified
immediately of the delay and given a specific time
frame for determination, and a specific explanation
of the additional information needed. A requesting
provider shall not be required to participate in
further discussions where the payer or its agents
have unilaterally scheduled such a conference.
Further, a request for treatment or service may not
be denied solely on grounds the requesting provider
fails to participate in a conference which has been
unilaterally scheduled by the payer or their agent.
Follow-up conferences must be arranged by joint
agreement.

Iv.

The payer’s utilization reviewer shall maintain all
licensing applications, certificates, and other
supporting information, including any and all reports,
data, studies, etc., along with written policies and
procedures for the effective management of its
authorization/pre-certification activities, which shall
be made available to the provider, or the
Commission, upon request.

The payer maintains the responsibility for the
oversight of the delegated functions if the payer
delegates authorization/pre-certification
responsibility to a vendor. The vendor or
organization to which the function is being delegated
must be currently certified by the Mississippi Board
of Health, Division of Licensure and Certification to
perform utilization management in the State of
Mississippi. A copy of the license or certification held
by the utilization review agent shall be furnished to
the provider, or to the Commission, upon request.
The payer who has another entity perform
authorization/pre-certification functions or activities
on its behalf maintains full responsibility for
compliance with the rules.

The payer’s utilization reviewer shall maintain a
telephone review service that provides access to its
review staff at a toll free number from at least 9:00
a.m. to 5:00 p.m. CT each normal business day.
There should be an established procedure for
receiving or redirecting calls after hours or receiving
faxed or electronic requests. Reviews should be
conducted during hospitals’ and health professionals’
reasonable and normal business hours.

The payer’s utilization reviewer shall collect only the
information necessary to certify the admission
procedure or treatment, length of stay, frequency,
and duration of services. The utilization reviewer
should have a process to share all clinical and
demographic information on individual workers among
its various clinical and administrative departments to
avoid duplicate requests to providers.

Providers must submit a request to the payer using
the MWCC Request for Authorization/Pre-
certification. (A copy of this form is provided in the
forms section at the end of this section.)

PROCEDURES FOR REVIEW
DETERMINATIONS

The following procedures are required for effective review
determination.

A.

Initial review determinations must be made within
two (2) business days of receipt of the treating
physician’s records and other necessary information
on a proposed non-emergency admission or service
requiring a review determination. Receipt of
necessary information may necessitate a discussion
with the attending physician and may involve a
completed second level clinical review. In the case of
determinations made by a specialist conducting a
second level clinical review as defined under the
Authorization/Pre-certification Rules of the Fee
Schedule, the two (2) day period begins to run upon
the payer’s receipt of a completed second opinion
review from the second level clinical reviewer.
Second level clinical review is not an Employer’s
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Medical Evaluation (EME). In an EME, the employee
is examined. In contrast, a second level clinical
review as defined under the Fee Schedule does not
include an in-person examination of the employee.
An EME conducted in lieu of pre-certification is
governed by other provisions of the Authorization/
Pre-certification Rules of the Fee Schedule, Miss.
Code Ann. Section 71-3-15, and Miss. Work. Comp.
Com. General Rule 1.9. In cases where an EME is
conducted in lieu of pre-certification, the payer must
notify the provider and the injured worker of its
election to obtain an EME within the same (2) day
period applicable to initial review determinations that
begins once the payer has received the necessary
information. However, in that instance, collection of
the necessary information will not include the
opinion of a second level clinical reviewer because no
second level clinical reviewer will be used. Rather,
the EME is elected in lieu of any further pre-
certification. The Mississippi Workers’ Compensation
Commission Request for authorization/pre-
certification of Medical Treatment form may be used
to request authorization/pre-certification.

When an initial determination is made to certify,
notification shall be provided promptly, at least
within one (1) business day or before the service is
scheduled, whichever first occurs, either by
telephone or by written or electronic notification to
the provider or facility rendering the service. If an
initial determination to certify is provided by
telephone, a written notification of the determination
shall be provided within two (2) business days
thereafter. The written notification shall include the
number of days approved, the new total number of
days or services approved, and the date of
admission or onset of services.

When a determination is made not to certify,
notification to the attending or ordering provider or
facility must be provided by telephone or electronic
means within one (1) business day followed by a
written notification within one (1) business day
thereafter. The written notification must include the
principal reason/clinical rationale for the
determination not to certify, including specific
reference to any provision of this Fee Schedule relied
upon by the reviewer, and instructions for initiating
an appeal and/or reconsideration request.

The payer or its review agent shall inform the
attending physician and/or other ordering provider of
their right to initiate an expedited appeal in cases
involving emergency or imminent care or admission,
or a standard appeal, as the case may permit, of a
determination not to certify, and the procedure to do
SO.

1. Expedited appeal—When an initial determination
not to certify a health care service is made prior
to or during an ongoing service requiring
imminent or expedited review, and the
attending physician believes that the
determination warrants immediate appeal, the
attending physician shall have an opportunity to
appeal that determination over the telephone or
by electronic mail or facsimile on an expedited
basis within one (1) business day.

a. Each private review agent shall provide for

prompt and expeditious access to its
consulting physician(s) for such appeals.

b. Both providers of care and private review
agents should attempt to share the
maximum information by phone, fax, or
otherwise to resolve the expedited appeal
(sometimes called a reconsideration
request) satisfactorily.

c¢. Expedited appeals, which do not resolve a
difference of opinion, may be resubmitted
through the standard appeal process, or
submitted directly to the Commission’s
Medical Cost Containment Division as a
Request for Resolution of Dispute. A
disagreement warranting expedited review
or reconsideration does not have to be
resubmitted to the payer or utilization
review agent through the standard appeal
process unless the requesting provider so
wishes.

Standard appeal—A standard appeal will be
considered as a request for reconsideration, and
notification of the appeal decision given to the
provider, not later than twenty (20) calendar
days after receiving the required documentation
for the appeal.

a. An attending physician who has been
unsuccessful in an attempt to reverse a
determination not to certify treatment or
services must be provided the clinical
rationale for the determination along with
the notification of the appeal decision.

Retrospective review—For retrospective review,
the review determination shall be based on the
medical information available to the attending or
ordering provider at the time the medical care
was provided, and on any other relevant
information regardless of whether the
information was available to or considered by
the provider at the time the care or service was
provided. A request for review and approval of
services already provided must be handled by
the payer or its utilization reviewer in the same
manner any other request for approval of
services is handled.

a. When there is retrospective determination
not to certify an admission, stay, or other
service, the attending physician or other
ordering provider and hospital or facility
shall receive written notification, or
notification by facsimile or electronic mail,
within twenty (20) calendar days after
receiving the request for retrospective
review and all necessary and supporting
documentation.

b. Notification should include the principal
reasons for the determination and a
statement of the procedure for standard
appeal if the determination is adverse to the
patient.

Emergency admissions or surgical procedures—
Emergency admissions or surgical procedures
must be reported to the payer by the end of the
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next business day. Retrospective review
activities will be performed following emergency
admissions, and a continued stay review may be
initiated.

a. If a licensed physician certifies in writing to
the payer or its agent or representative
within seventy-two (72) hours of an
admission that the injured worker admitted
was in need of emergency admission to
hospital care, such shall constitute a prima
facie case for the medical necessity of the
admission. An admission qualifies as an
emergency admission if it results from a
sudden onset of illness or injury which is
manifested by acute symptoms of sufficient
severity that the failure to admit to hospital
care could reasonably result in (1) serious
impairment of bodily function(s), (2) serious
or permanent dysfunction of any bodily
organ or part or system, (3) permanently
placing the person’s health in jeopardy, or
(4) other serious medical consequence.

b. To overcome a prima facie case for
emergency admission as established above,
the utilization reviewer must demonstrate
by clear and convincing evidence that the
patient was not in need of an emergency
admission.

Failure of the health care provider to provide
necessary information for review, after being
specifically requested to do so by the payer or its
review agent in detail, may result in denial of
certification and/or reimbursement.

When a payer and provider have completed the
authorization/pre-certification appeals process and
cannot agree on a resolution to a dispute, either
party, or the patient, can appeal to the Cost
Containment Division of the Mississippi Workers’
Compensation Commission, and should submit this
request on the Request for Dispute Resolution Form
adopted by the Commission. A request for resolution
of a authorization/pre-certification dispute should be
filed with the Commission within twenty (20)
calendar days following the conclusion of the
underlying appeal process provided by the payer or
its utilization reviewer. The Commission shall
consider and decide a request for resolution of an
authorization/pre-certification dispute in accordance
with the Dispute Resolution Rules provided
elsewhere in this Fee Schedule.

G.

Failure of a payer or its utilization review agent to
timely notify the provider of a decision whether to
certify or approve an admission, procedure, service
or other treatment shall be deemed to constitute
approval by the payer of the requested treatment,
and shall obligate the payer to reimburse the
provider in accordance with other applicable
provisions of this Fee Schedule should the provider
elect to proceed with the proposed treatment or
service. Timely notification means notification by
mail, facsimile, electronic mail, or telephone,
followed by written notification, to the provider,
within the applicable time periods set forth in these
authorization/pre-certification Rules.

Upon request of the provider, or the Commission, a
payer and/or the review agent must furnish a copy
of the license or certification obtained from the State
Department of Health, along with all supporting
documentation, reports, data, studies, etc., which
authorizes the reviewer to engage in
authorization/pre-certification activities in the State
of Mississippi. The Commission may, likewise, obtain
this information unilaterally from the Mississippi
Department of Health pursuant to an agreement with
that Agency.

Upon a finding by the Commission or an
Administrative Judge that a payer, and/or their
review agent, has unreasonably delayed a claim
without reasonable grounds within the meaning of
§71-3-59 of the Law, penalties pursuant to MCA
§71-3-59 (Rev. 2000) may be assessed against the
payer.

Any payer electing to obtain an Employer Medical
Evaluation (EME) pursuant to MCA §71-3-15(1) must
do so without unreasonable delay. With respect to an
EME sought after the filing of a motion to compel
medical treatment by a claimant, failure by the
payer to obtain and submit the EME report to the
claimant and the Commission within 45 days of the
claimant’s filing of a motion to compel may be
deemed an unreasonable delay. Counsel for both
parties may agree to extend the forty-five-day (45-
day) limitation, or the Administrative Judge may
extend the forty-five-day (45-day) limitation at his
or her discretion. The forty-five-day (45-day)
limitation does not apply to experts selected by the
agreement of both parties to render a second
opinion. If an Administrative Judge or the
Commission finds that a payer has demonstrated
unreasonable delay in seeking or obtaining an EME,
regardless of whether a motion to compel medical
treatment has been filed, such a finding may result
in the imposition of penalties and/or attorney’s fees
or expenses pursuant to MCA §71-3-59 and/or
waiver of the payer’s right to an EME.

Nothing provided herein shall estop or prevent the
patient from obtaining legal counsel and/or seeking
relief in the form of a request to compel medical
treatment before an Administrative Judge.
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MODIFIER AND CODE RULES

This section of the Mississippi Workers’ Compensation
Medical Fee Schedule includes a complete listing of
appropriate modifiers for use with CPT and HCPCS codes.

A. Modifiers must be used by providers to identify
procedures or services that are modified due to
specific circumstances.

B. When modifier 22 is used to report an increased
service, a report explaining the medical necessity of
the situation must be submitted with the claim to the
payer. It is not appropriate to use modifier 22 for
routine billing. When appropriate, the Mississippi
Workers’ Compensation Medical Fee Schedule
reimbursement for modifier 22 is one hundred
twenty percent (120%) of the maximum
reimbursement allowance.

C. The use of modifiers does not imply or guarantee
that a provider will receive reimbursement as billed.
Reimbursement for a modified service or procedure
is based on documentation of medical necessity and
determined on a case-by-case basis.

D. Modifiers allow health care providers to indicate that
a service was altered in some way from the stated
description without actually changing the definition
of the service.

I. MODIFIERS FOR CPT CODES

Modifiers augment CPT codes to more accurately describe
the circumstances of services provided. When applicable,
the circumstances should be identified by a modifier
code: a two-digit number placed after the usual
procedure code, separated by a hyphen. If more than
one modifier is needed, place the multiple modifiers code
99 after the procedure code to indicate that two or more
modifiers will follow.

22 Increased Procedural Services
When the work required to provide a service is
substantially greater than typically required, it may
be identified by adding modifier 22 to the usual
procedure code. Documentation must support the
substantial additional work and the reason for the
additional work (ie, increased intensity, time,
technical difficulty of procedure, severity of patient’s
condition, physical and mental effort required). Note:
This modifier should not be appended to an E/M
service.

Mississippi guideline: A report explaining the medical
necessity of the situation must be submitted with the
claim to the payer. By definition, this modifier would
be used in unusual circumstances only and is not
appropriate to use for billing of routine procedures.
Use of this modifier does not guarantee additional
reimbursement. When appropriate, the Fee Schedule
reimbursement for modifier 22 is one hundred
twenty percent (120%) of the maximum allowable
reimbursement.

23

24

25

26

Unusual Anesthesia

Occasionally, a procedure, which usually requires
either no anesthesia or local anesthesia, because of
unusual circumstances must be done under general
anesthesia. This circumstance may be reported by
adding modifier 23 to the procedure code of the
basic service.

Unrelated Evaluation and Management
Services by the Same Physician or Other
Qualified Health Care Professional During
a Postoperative Period

The physician or other qualified health care
professional may need to indicate that an evaluation
and management service was performed during a
postoperative period for a reason(s) unrelated to the
original procedure. This circumstance may be
reported by adding modifier 24 to the appropriate
level of E/M service.

Significant, Separately Identifiable
Evaluation and Management Service by
the Same Physician or Other Qualified
Health Care Professional on the Same Day
of the Procedure or Other Service

It may be necessary to indicate that on the day a
procedure or service identified by a CPT code was
performed, the patient’s condition required a
significant, separately identifiable E/M service above
and beyond the other service provided or beyond the
usual preoperative and postoperative care associated
with the procedure that was performed. A significant,
separately identifiable E/M service is defined or
substantiated by documentation that satisfies the
relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services
Guidelines for instructions on determining level of
E/M service). The E/M service may be prompted by
the symptom or condition for which the procedure
and/or service was provided. As such, different
diagnoses are not required for reporting of the E/M
services on the same date. This circumstance may
be reported by adding modifier 25 to the appropriate
level of E/M service. Note: This modifier is not used
to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant,
separately identifiable non-E/M services, see
modifier 59.

Professional Component

Certain procedures are a combination of a physician
or other qualified health care professional component
and a technical component. When the physician or
other qualified health care professional component is
reported separately, the service may be identified by
adding modifier 26 to the usual procedure number.

Mississippi guideline: The professional component
maximum allowable reimbursement is listed in the
PC Amount column of the Fee Schedule.

CPT Copyright 2021 American Medical Association. All rights reserved.
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TC Technical Component (HCPCS Modifier)

32

47

50

51

Certain procedures are a combination of a
professional component and a technical component.
When the technical component is reported
separately, the service may be identified by adding
modifier TC to the usual procedure number.
Technical component charges are institutional
charges and not billed separately by physicians.

Mississippi guideline: The technical component
maximum allowable reimbursement is listed in the
TC Amount column of the Fee Schedule.

Mandated Services

Services related to mandated consultation and/or
related services (eg, third-party payer,
governmental, legislative or regulatory requirement)
may be identified by adding modifier 32 to the basic
procedure.

Anesthesia by Surgeon

Regional or general anesthesia provided by the
surgeon may be reported by adding modifier 47 to
the basic service. (This does not include local
anesthesia.) Note: Modifier 47 would not be used as
a modifier for the anesthesia procedures.

Mississippi guideline: Reimbursement is made for
base units only for anesthesia codes 00100-01999.

Bilateral Procedure

Unless otherwise identified in the listings, bilateral
procedures that are performed at the same session,
should be identified by adding modifier 50 to the
appropriate 5 digit code.

Mississippi guideline: This modifier is reimbursed at
fifty percent (50%) of the maximum allowable
reimbursement, unless the procedure is included in
the Pain Management section, where this modifier is
reimbursed at twenty-five percent (25%) of the
maximum allowable reimbursement.

Multiple Procedures

When multiple procedures, other than E/M Services,
physical medicine and rehabilitation services, or
provision of supplies (eg, vaccines), are performed
at the same session by the same individual, the
primary procedure or service may be reported as
listed. The additional procedure(s) or service(s) may
be identified by appending modifier 51 to the
additional procedure or service code(s). Note: This
modifier should not be appended to designated “add-
on” codes (see Appendix D).

Mississippi guideline: This modifier should not be
appended to designated "modifier 51 exempt” codes
as specified in the Fee Schedule. Services with
modifier 51 are reimbursed at fifty percent (50%) of
the maximum allowable reimbursement, unless the
procedure is included in the Pain Management
section, where this modifier is reimbursed at twenty-
five percent (25%) of the maximum allowable
reimbursement.

52

53

54

55

Reduced Services

Under certain circumstances a service or procedure
is partially reduced or eliminated at the discretion of
the physician or other qualified health care
professional. Under these circumstances the service
provided can be identified by its usual procedure
number and the addition of modifier 52, signifying
that the service is reduced. This provides a means of
reporting reduced services without disturbing the
identification of the basic service. Note: For hospital
outpatient reporting of a previously scheduled
procedure/service that is partially reduced or
cancelled as a result of extenuating circumstances or
those that threaten the well being of the patient
prior to or after administration of anesthesia, see
modifiers 73 and 74 (see modifiers approved for ASC
hospital outpatient use).

Discontinued Procedure

Under certain circumstances the physician or other
qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to
extenuating circumstances or those that threaten the
well being of the patient, it may be necessary to
indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be
reported by adding modifier 53 to the code reported
by the individual for the discontinued procedure.
Note: This modifier is not used to report the elective
cancellation of a procedure prior to the patient’s
anesthesia induction and/or surgical preparation in
the operating suite. For outpatient
hospital/ambulatory surgery center (ASC) reporting
of a previously scheduled procedure/service that is
partially reduced or cancelled as a result of
extenuating circumstances or those that threaten the
well being of the patient prior to or after
administration of anesthesia, see modifiers 73 and
74 (see modifiers approved for ASC hospital
outpatient use).

Surgical Care Only

When 1 physician or other qualified health care
professional performs a surgical procedure and
another provides preoperative and/or postoperative
management, surgical services may be identified by
adding modifier 54 to the usual procedure number.

Mississippi guideline: The maximum allowable
reimbursement for this modifier is 80 percent of the
total value of the surgery.

Postoperative Management Only

When 1 physician or other qualified health care
professional performed the postoperative
management and another performed the surgical
procedure, the postoperative component may be
identified by adding modifier 55 to the usual
procedure number.

Mississippi guideline: The maximum allowable
reimbursement for this modifier is 20 percent of the
total value of the surgery.

32
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56 Preoperative Management Only
When 1 physician or other qualified health care
professional performed the preoperative care and
evaluation and another performed the surgical
procedure, the preoperative component may be
identified by adding modifier 56 to the usual
procedure number.

57 Decision for Surgery
An evaluation and management service that resulted
in the initial decision to perform the surgery may be
identified by adding modifier 57 to the appropriate
level of E/M service.

58 Staged or Related Procedure or Service by
the Same Physician or Other Qualified
Health Care Professional During the
Postoperative Period
It may be necessary to indicate that the performance
of a procedure or service during the postoperative
period was: (a) planned or anticipated (staged); (b)
more extensive than the original procedure; or (c)
for therapy following a surgical procedure. This
circumstance may be reported by adding modifier 58
to the staged or related procedure. Note: For
treatment of a problem that requires a return to the
operating/procedure room, (eg, unanticipated clinical
condition), see modifier 78.

59 Distinct Procedural Service
Under certain circumstances, it may be necessary to
indicate that a procedure or service was distinct or
independent from other non-E/M services performed
on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are
not normally reported together, but are appropriate
under the circumstances. Documentation must
support a different session, different procedure or
surgery, different site or organ system, separate
incision/excision, separate lesion, or separate injury
(or area of injury in extensive injuries) not ordinarily
encountered or performed on the same day by the
same individual. However, when another already
established modifier is appropriate, it should be used
rather than modifier 59. Only if no more descriptive
modifier is available, and the use of modifier 59 best
explains the circumstances, should modifier 59 be
used. Note: Modifier 59 should not be appended to
an E/M service. To report a separate and distinct E/M
service with a non-E/M service performed on the
same date, see modifier 25.

See also Level II (HCPCS/National) Modifiers listing.

62 Two Surgeons
When two surgeons work together as primary
surgeons performing distinct part(s) of a procedure,
each surgeon should report his/her distinct operative
work by adding modifier 62 to the procedure code
and any associated add-on code(s) for that
procedure as long as both surgeons continue to work
together as primary surgeons. Each surgeon should
report the co-surgery once using the same
procedure code. If additional procedure(s) (including
add-on procedure(s)) are performed during the same
surgical session, separate code(s) may also be
reported with modifier 62 added. Note: If a co-

66

76

77

78

surgeon acts as an assistant in the performance of
additional procedure(s), other than those reported
with the modifier 62, during the same surgical
session, those services may be reported using
separate procedure code(s) with modifier 80 or
modifier 82 added, as appropriate.

Mississippi guideline: This modifier is reimbursed at
one hundred fifty percent (150%) of the maximum
allowable reimbursement divided equally between
the two co-surgeons.

Surgical Team

Under some circumstances, highly complex
procedures (requiring the concomitant services of
several physicians or other qualified health care
professionals, often of different specialties, plus
other highly skilled, specially trained personnel,
various types of complex equipment) are carried out
under the “surgical team” concept. Such
circumstances may be identified by each
participating individual with the addition of modifier
66 to the basic procedure number used for reporting
services.

Repeat Procedure or Service by Same
Physician or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or
service was repeated by the same physician or other
qualified health care professional subsequent to the
original procedure or service. This circumstance may
be reported by adding modifier 76 to the repeated
procedure or service. Note: This modifier should not
be appended to an E/M service.

Repeat Procedure by Another Physician or
Other Qualified Health Care Professional

It may be necessary to indicate that a basic
procedure or service was repeated by another
physician or other qualified health care professional
subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77
to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.

Unplanned Return to the
Operating/Procedure Room by the Same
Physician or Other Qualified Health Care
Professional Following Initial Procedure
for a Related Procedure During the
Postoperative Period

It may be necessary to indicate that another
procedure was performed during the postoperative
period of the initial procedure (unplanned procedure
following initial procedure). When this procedure is
related to the first, and requires the use of an
operating/procedure room, it may be reported by
adding modifier 78 to the related procedure. (For
repeat procedures, see modifier 76.)
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79

80

81

82

90

91

92

Unrelated Procedure or Service by the
Same Physician or Other Qualified Health
Care Professional During the
Postoperative Period

The individual may need to indicate that the
performance of a procedure or service during the
postoperative period was unrelated to the original
procedure. This circumstance may be reported by
using modifier 79. (For repeat procedures on the
same day, see modifier 76.)

Assistant Surgeon

Surgical assistant services may be identified by
adding modifier 80 to the usual procedure
number(s).

Mississippi guideline: Reimbursement is twenty
percent (20%) of the maximum allowable
reimbursement.

Minimum Assistant Surgeon
Minimum surgical assistant services are identified by
adding modifier 81 to the usual procedure number.

Mississippi guideline: Reimbursement is ten percent
(10%) of the maximum allowable reimbursement.

Assistant Surgeon (when qualified
resident surgeon not available)

The unavailability of a qualified resident surgeon is a
prerequisite for use of modifier 82 appended to the
usual procedure code number(s).

Reference (Outside) Laboratory

When laboratory procedures are performed by a
party other than the treating or reporting physician
or other qualified health care professional, the
procedure may be identified by adding modifier 90 to
the usual procedure number.

Repeat Clinical Diagnostic Laboratory Test
In the course of treatment of the patient, it may be
necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test
results. Under these circumstances, the laboratory
test performed can be identified by its usual
procedure number and the addition of modifier 91.
Note: This modifier may not be used when tests are
rerun to confirm initial results; due to testing
problems with specimens or equipment; or for any
other reason when a normal, one-time, reportable
result is all that is required. This modifier may not be
used when other code(s) describe a series of test
results (eg, glucose tolerance tests,
evocative/suppression testing). This modifier may
only be used for laboratory test(s) performed more
than once on the same day on the same patient.

Alternative Laboratory Platform Testing
When laboratory testing is being performed using a
kit or transportable instrument that wholly or in part
consists of a single use, disposable analytical
chamber, the service may be identified by adding
modifier 92 to the usual laboratory procedure code
(HIV testing 86701-86703, and 87389). The test
does not require permanent dedicated space; hence

93

95

99

AA

by its design may be hand carried or transported to
the vicinity of the patient for immediate testing at
that site, although location of the testing is not in
itself determinative of the use of this modifier.

Synchronous Telemedicine Service
Rendered Via Telephone or Other Real-
Time Interactive Audio-Only
Telecommunications System

Synchronous telemedicine service is defined as a
real-time interaction between a physician or other
qualified health care professional and a patient who
is located away at a distant site from the physician
or other qualified health care professional. The
totality of the communication of information
exchanged between the physician or other qualified
health care professional and the patient during the
course of the synchronous telemedicine service must
be of an amount and nature that is sufficient to meet
the key components and/or requirements of the
same service when rendered via a face-to-face
interaction.

Synchronous Telemedicine Service
Rendered Via a Real-Time Interactive
Audio and Video Telecommunications
System

Synchronous telemedicine service is defined as a
real-time interaction between a physician or other
qualified health care professional and a patient who
is located at a distant site from the physician or
other qualified health care professional. The totality
of the communication of information exchanged
between the physician or other qualified health care
professional and the patient during the course of the
synchronous telemedicine service must be of an
amount and nature that would be sufficient to meet
the key components and/or requirements of the
same service when rendered via a face-to-face
interaction. Modifier 95 may only be appended to the
services listed in Appendix P. Appendix P is the list of
CPT codes for services that are typically performed
face-to-face, but may be rendered via a real-time
(synchronous) interactive audio and video
telecommunications system.

Multiple Modifiers

Under certain circumstances 2 or more modifiers
may be necessary to completely delineate a service.
In such situations, modifier 99 should be added to
the basic procedure and other applicable modifiers
may be listed as part of the description of the
service.

Anesthesia Services Performed Personally
by Anesthesiologist (HCPCS Modifier)
Report modifier AA when the anesthesia services are
personally performed by an anesthesiologist.

AD Medical Supervision by a Physician More

Than Four Concurrent Anesthesia
Procedures (HCPCS Modifier)

Report modifier AD when the anesthesiologist
supervises more than four concurrent anesthesia
procedures.

34
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AS Physician Assistant, Nurse Practitioner or
Clinical Nurse Specialist Services for
Assistant at Surgery (HCPCS Modifier)
Assistant at surgery services provided by another
qualified individual (e.g., physician assistant, nurse
practitioner, clinical nurse specialist, registered nurse
first assistant) and not another physician are
identified by adding modifier AS to the listed
applicable surgical procedures. Modifier AS may be
appended to any code identified as appropriate for
surgical assistance in this Fee Schedule.

Mississippi guideline: Modifier AS reimbursement is
ten percent (10%) of the maximum allowable
reimbursement. For assistant at surgery services
provided by a physician, see modifiers 80, 81, and
82.

M1 Nurse Practitioner (Mississippi Modifier)
This modifier should be added to the appropriate CPT
code to indicate that the services were rendered or
provided by a nurse practitioner.

M2 Physician Assistant (Mississippi Modifier)
This modifier should be added to the appropriate CPT
code to indicate that the services were rendered or
provided by a physician assistant.

M3 Physical or Occupational Therapist
Assistant (Mississippi Modifier)
This modifier should be added to the appropriate CPT
code to indicate that the services were rendered or
provided by either a physical therapist assistant or
an occupational therapist assistant.

M4 CARF Accredited (Mississippi Modifier)
This modifier should be used in conjunction with CPT
code 97799 to indicate chronic pain treatment being
administered by a CARF accredited provider as part
of a pre-approved interdisciplinary pain rehabilitation
program.

M5 Chronic Pain Treatment (Mississippi
Modifier)
This modifier should be used only in conjunction with
CPT code 97799 to indicate chronic pain treatment
administered as part of a pre-approved
interdisciplinary pain rehabilitation program.

QK Medical Direction of 2, 3, or 4 Concurrent
Anesthesia Procedures (HCPCS Modifier)
Report modifier QK when the anesthesiologist
supervises 2, 3, or 4 concurrent anesthesia
procedures involving qualified individuals.

QX CRNA Service with Medical Direction by a
Physician
Regional or general anesthesia provided by a CRNA
service with medical direction by a physician may be
reported by adding modifier QX.

QY Medical Direction of One Certified
Registered Nurse Anesthetist (CRNA) by
an Anesthesiologist (HCPCS Modifier)

Report modifier QY when the anesthesiologist
supervises one qualified certified registered nurse
anesthetist.

QZ CRNA Service Without Medical Direction
by a Physician
Report modifier QZ with an appropriate CPT code
when all anesthesia services are performed by a
CRNA.

Mississippi guideline: Modifier QZ reimbursement is
eighty percent (80%) of the maximum allowable
reimbursement.

Il. MODIFIERS APPROVED FOR AMBULATORY
SURGERY CENTER (ASC) AND HOSPITAL
OUTPATIENT USE

This section contains a list of modifiers used with ambulatory
surgery center and hospital-based outpatient services.

25 Significant, Separately Identifiable
Evaluation and Management Service by
the Same Physician or Other Qualified
Health Care Professional on the Same Day
of the Procedure or Other Service
It may be necessary to indicate that on the day a
procedure or service identified by a CPT code was
performed, the patient’s condition required a
significant, separately identifiable E/M service above
and beyond the other service provided or beyond the
usual preoperative and postoperative care associated
with the procedure that was performed. A significant,
separately identifiable E/M service is defined or
substantiated by documentation that satisfies the
relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services
Guidelines for instructions on determining level of
E/M service.) The E/M service may be prompted by
the symptom or condition for which the procedure
and/or service was provided. As such, different
diagnoses are not required for reporting of the E/M
services on the same date. This circumstance may
be reported by adding modifier 25 to the appropriate
level of E/M service. Note: This modifier is not used
to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant,
separately identifiable non-E/M services, see
modifier 59.

27 Multiple Outpatient Hospital E/M
Encounters on the Same Date
For hospital outpatient reporting purposes, utilization
of hospital resources related to separate and distinct
E/M encounters performed in multiple outpatient
hospital settings on the same date may be reported
by adding modifier 27 to each appropriate level
outpatient and/or emergency department E/M
code(s). This modifier provides a means of reporting
circumstances involving evaluation and management
services provided by physician(s) in more than one
(multiple) outpatient hospital setting(s) (eg, hospital
emergency department, clinic). Note: This modifier
is not to be used for physician reporting of multiple
E/M services performed by the same physician on
the same date. For physician reporting of all
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50

52

58

59

outpatient evaluation and management services
provided by the same physician on the same date
and performed in multiple outpatient setting(s) (eg,
hospital emergency department, clinic), see
Evaluation and Management, Emergency
Department, or Preventive Medicine Services codes.

Bilateral Procedure

Unless otherwise identified in the listings, bilateral
procedures that are performed at the same session,
should be identified by adding modifier 50 to the
appropriate five-digit code.

Mississippi guideline: This modifier is reimbursed at
fifty percent (50%) of the maximum allowable
reimbursement, unless the procedure is included in
the Pain Management section, where this modifier is
reimbursed at twenty-five percent (25%) of the
maximum allowable reimbursement.

Reduced Services

Under certain circumstances a service or procedure
is partially reduced or eliminated at the discretion of
the physician or other qualified health care
professional. Under these circumstances the service
provided can be identified by its usual procedure
number and the addition of modifier 52, signifying
that the service is reduced. This provides a means of
reporting reduced services without disturbing the
identification of the basic service. Note: For hospital
outpatient reporting of a previously scheduled
procedure/service that is partially reduced or
cancelled as a result of extenuating circumstances or
those that threaten the well-being of the patient
prior to or after administration of anesthesia, see
modifiers 73 and 74.

Staged or Related Procedure or Service by
the Same Physician or Other Qualified
Health Care Professional During the
Postoperative Period

It may be necessary to indicate that the performance
of a procedure or service during the postoperative
period was: (a) planned or anticipated (staged); (b)
more extensive than the original procedure; or (c)
for therapy following a diagnostic surgical procedure.
This circumstance may be reported by adding
modifier 58 to the staged or related procedure. Note:
For treatment of a problem that requires a return to
the operating/procedure room (eg, unanticipated
clinical condition), see modifier 78.

Distinct Procedural Service

Under certain circumstances, it may be necessary to
indicate that a procedure or service was distinct or
independent from other non-E/M services performed
on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are
not normally reported together, but are appropriate
under the circumstances. Documentation must
support a different session, different procedure or
surgery, different site or organ system, separate
incision/excision, separate lesion, or separate injury
(or area of injury in extensive injuries) not ordinarily
encountered or performed on the same day by the
same individual. However, when another already
established modifier is appropriate, it should be used

73

74

76

77

rather than modifier 59. Only if no more descriptive
modifier is available, and the use of modifier 59 best
explains the circumstances, should modifier 59 be
used. Note: Modifier 59 should not be appended to
an E/M service. To report a separate and distinct E/M
service with a non-E/M service performed on the
same date, see modifier 25. See also Level II
(HCPCS/National) Modifiers listing.

Discontinued Out-Patient
Hospital/Ambulatory Surgery Center
(ASC) Procedure Prior to the
Administration of Anesthesia

Due to extenuating circumstances or those that
threaten the well being of the patient, the physician
may cancel a surgical or diagnostic procedure
subsequent to the patient’s surgical preparation
(including sedation when provided, and being taken
to the room where the procedure is to be
performed), but prior to the administration of
anesthesia (local, regional block(s) or general).
Under these circumstances, the intended service that
is prepared for but cancelled can be reported by its
usual procedure number and the addition of modifier
73. Note: The elective cancellation of a service prior
to the administration of anesthesia and/or surgical
preparation of the patient should not be reported.
For physician reporting of a discontinued procedure,
see modifier 53.

Discontinued Out-Patient
Hospital/Ambulatory Surgery Center
(ASC) Procedure After Administration of
Anesthesia

Due to extenuating circumstances or those that
threaten the well-being of the patient, the physician
may terminate a surgical or diagnostic procedure
after the administration of anesthesia (local, regional
block(s), general) or after the procedure was started
(incision made, intubation started, scope inserted,
etc). Under these circumstances, the procedure
started but terminated can be reported by its usual
procedure number and the addition of modifier 74.
Note: The elective cancellation of a service prior to
the administration of anesthesia and/or surgical
preparation of the patient should not be reported.
For physician reporting of a discontinued procedure,
see modifier 53.

Repeat Procedure or Service by Same
Physician or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or
service was repeated by the same physician or other
qualified health care professional subsequent to the
original procedure or service. This circumstance may
be reported by adding modifier 76 to the repeated
procedure or service. Note: This modifier should not
be appended to an E/M service.

Repeat Procedure by Another Physician or
Other Qualified Health Care Professional

It may be necessary to indicate that a basic
procedure or service was repeated by another
physician or other qualified health care professional
subsequent to the original procedure or service. This
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circumstance may be reported by adding modifier 77
to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.

78 Unplanned Return to the
Operating/Procedure Room by the same
Physician or Other Qualified Health Care
Professional Following Initial Procedure
for a Related Procedure During the
Postoperative Period
It may be necessary to indicate that another
procedure was performed during the postoperative
period of the initial procedure (unplanned procedure
following initial procedure). When this procedure is
related to the first, and requires the use of an
operating/procedure room, it may be reported by
adding modifier 78 to the related procedure. (For
repeat procedures, see modifier 76.)

79 Unrelated Procedure or Service by the
Same Physician or Other Qualified Health
Care Professional During the
Postoperative Period
The individual may need to indicate that the
performance of a procedure or service during the
postoperative period was unrelated to the original
procedure. This circumstance may be reported by
using modifier 79. (For repeat procedures on the
same day, see modifier 76.)

91 Repeat Clinical Diagnostic Laboratory Test
In the course of treatment of the patient, it may be
necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test
results. Under these circumstances, the laboratory
test performed can be identified by its usual
procedure number and the addition of modifier 91.
Note: This modifier may not be used when tests are
rerun to confirm initial results; due to testing
problems with specimens or equipment; or for any
other reason when a normal, one-time, reportable
result is all that is required. This modifier may not be
used when other code(s) describe a series of test
results (eg, glucose tolerance tests,
evocative/suppression testing). This modifier may
only be used for laboratory test(s) performed more
than once on the same day on the same patient.

I1l. MODIFIERS FOR HCPCS CODES
This section contains a list of modifiers that are
commonly used with HCPCS DME codes.

AU Item Furnished in Conjunction with a
Urological, Ostomy, or Tracheostomy
Supply

AV Item Furnished in Conjunction with a
Prosthetic Device, Prosthetic, or Orthotic

AW Item Furnished in Conjunction with a
Surgical Dressing

KC Replacement of Special Power Wheelchair
Interface

NU New Equipment

RR Rental (use the RR modifier when DME is
to be rented)
Mississippi guideline: Listed amount is the per month
allowance, except codes E0676, E0935, and E0936,
which are per-day allowances.

UE Used Durable Medical Equipment
Mississippi guideline: Used to report the purchase of
used durable medical equipment.

IV. PROCEDURE CODE EXCEPTIONS

A. Unlisted Procedure Codes. If a procedure is
performed that is not listed in the Fee Schedule, the
provider must bill with the appropriate “Unlisted
Procedure” code and submit a narrative report to the
payer explaining why it was medically necessary to
use an unlisted procedure code.

CPT contains codes for unlisted procedures. Use
these codes only when there is no procedure code
that accurately describes the service rendered. A
report is required as these services are reimbursed
by report (see below).

B. By Report (BR) Codes. By report (BR) codes are
used by payers to determine the reimbursement for
a service or procedure performed by the provider
that does not have an established maximum
allowable reimbursement (MAR) amount.

1. Reimbursement for procedure codes listed as
“"BR” must be determined by the payer based on
documentation submitted by the provider in a
special report attached to the claim form. The
required documentation to substantiate the
medical necessity of a procedure does not
warrant a separate fee. Information in this
report must include, as appropriate:

a. A complete description of the actual
procedure or service performed;

b. The amount of time necessary to complete
the procedure or service performed;

c. Accompanying documentation that
describes the expertise and/or equipment
required to complete the service or
procedure.

2. Reimbursement of "BR"” procedures should be
based on the usual and customary rate.

C. Category II Codes. This Fee Schedule does not
include Category II codes as published in CPT.
Category II codes are supplemental tracking codes
that can be used for performance measurements.
These codes describe clinical components that are
typically included and reimbursed in other services
such as evaluation and management (E/M) or
laboratory services. These codes do not have an
associated fee.
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D. Category III Codes. This Fee Schedule does not Add-on codes are always performed in addition to
generally include Category III codes published in CPT the primary service/procedure, and must never be
2022. If a provider bills a Category III code that is reported as a stand-alone code. All add-on codes
not included in this Fee Schedule, payment may be found in the CPT book are exempt from the multiple
denied. procedure concept (see modifier 51 definition in this

) L section). Add-on codes are reimbursed at one

E. Add-On Codes. C_PT |de_nt|f|es proced'ures that are hundred percent (100%) of the maximum allowable
always performed in addition to the primary reimbursement or the provider’s charge, whichever
procedure and designates them with a + symbol. is less.

Add-on codes are never reported for stand-alone

services but are reported secondarily in addition to Refer to the most current version of CPT for a

the primary procedure. Specific language is used to complete list of add-on codes.

identify add-on procedures such as “each additional”

or “(LiZt separat%ly in addition to primary Codes Exempt From Modifier 51. This symbol ©

procedure).” denotes prqgedure codes that are gxempt from the
use of modifier 51 and are not designated as add-on

The same physician or other qualified health care procedures/services as defined in CPT. Modifier 51

provider that performed the primary exempt services and procedures can be found in

service/procedure must perform the add-on Appendix E of CPT 2022.

service/procedure. Add-on codes describe additional . )

intra-service work associated with the primary Codes exempt from mOd'f'fr 51 are reimbursed at

service/procedure (e.g., additional digit(s), one hundred percent (100%) of the maximum

lesions(s), neurorrhaphy(s), vertebral segment(s), aIIo_wabIe r¢|mbursement or the provider’s charge,

tendon(s), joint(s)). whichever is less.
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PHARMACY RULES

L SCOPE

This section provides specific rules for the dispensing of
and payment for medications and other pharmacy
services prescribed to treat work-related injury/illness
under the terms of the Act.

Il. DEFINITIONS
A Medications are defined as drugs prescribed by a
licensed health care provider and include name
brand and generic drugs as well as patented or over-
the-counter drugs, compound drugs and physician-
dispensed or repackaged drugs.

B. Average Wholesale Price (AWP) means Average
Wholesale Price based on data obtained from
manufacturers. Under this Fee Schedule, drugs

should be reimbursed according to the AWP based on

the most current edition of the RED BOOK in effect
at the time the medication is dispensed.

Pharmacy bills should be submitted using the NCPDP
Workers’ Compensation/Property and Casualty Claim
Form or the equivalent NCPDP electronic format. Forms
can be obtained here: https://ncpdp.org/Universal-
Claim-Forms . Nothing shall prohibit parties from using
an agreed upon billing form or format.

Ill. RULES

In the event that the MWCC implements a drug
formulary, the Formulary and any subsequent Pharmacy
Fee Schedule will govern and supersede the rules in this
Fee Schedule where they conflict.

A Generic Equivalent Drug Products. Unless otherwise
specified by the ordering physician, all prescriptions
will be filled under the generic name.

When the physician writes “brand medically
necessary” on the prescription, the pharmacist will
fill the order with the brand name. When taking
telephone orders, the pharmacist will assume the
generic is to be used unless “brand medically
necessary” is specifically ordered by the treating
physician. Without exception, the treating physician
has the authority to order a brand name medication
if he/she feels the brand name drug is substantially
more effective.

B. A payer or provider may not prohibit or limit any
person from selecting a pharmacy or pharmacist of
his/her choice, and may not require any person to
purchase pharmacy services, including prescription
drugs, exclusively through a mail-order pharmacy or
program, or to obtain medication dispensed by the
physician or in the physician’s office, provided the
pharmacy or pharmacist selected by the claimant
has agreed to be bound by the terms of the Workers’
Compensation Law and this Fee Schedule with
regard to the provision of services and the billing
and payment therefor.

Cc Dietary supplements, including but not limited to
minerals, vitamins, and amino acids are not
reimbursable unless a specific compensable dietary

V.

V.
A

deficiency has been clinically established as related
to the work injury.

Not more than one dispensing fee shall be paid per
drug within a thirty (30) day period.

Providers should refer to the Mississippi Workers’
Compensation Commission Guidelines for the
Prescription of Opiates for rules relating to opiate
prescriptions. The guidelines are available on the
MWCC website at
https://mwcc.ms.gov/pdf/mwccGuidlinesForThePresc
riptionOfOpiates.pdf.

REIMBURSEMENT
Reimbursement for pharmaceuticals ordered for the
treatment of work-related injury/iliness is as follows:

1. Brand/Trade Name Medications: Average
Wholesale Price (AWP) plus a five dollar ($5.00)
dispensing fee.

2. Generic Medications: Average Wholesale Price
(AWP) minus 5% plus a five dollar ($5.00)
dispensing fee.

3. Over-the-counter (OTC) medications are
reimbursed at usual and customary rates.

4. Dispensing fees are payable only if the
prescription is filled under the direct supervision
of a registered pharmacist. If a physician
dispenses medications from his/her office, a
dispensing fee is not allowed.

Supplies and equipment used in conjunction with
medication administration should be billed with the
appropriate HCPCS codes and shall be reimbursed
according to the Fee Schedule. Supplies and
equipment not listed in the Fee Schedule will be
reimbursed at the usual and customary rate.

Mail-order pharmaceutical services are subject to the
rules and reimbursement limitations of this Fee
Schedule when supplying medications to Mississippi
Workers’ Compensation claimants. Shipping for mail-
order pharmaceutical services is not separately
reimbursed.

SPECIAL PRICING

Repackaged Medication: If the only submitted
National Drug Code (NDC) for the drug product as
dispensed is a repackaged drug NDC, the drug will
not be reimbursed. For repackaged drugs, providers
shall submit both the NDC of the repackaged drug
dispensed and the NDC of the original manufacturer
to receive properly calculated reimbursement.
Submission and placement of both NDCs shall be in
accordance with the specifications of the billing
form/format being used.

Compound Medications: A compound medication
is any customized formulation of medication
prepared by a compounding pharmacist that is not
commercially available and which requires a
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prescription. All compounded medications shall be
billed by listing each individual component ingredient
and each compound ingredient’s NDC as assigned by
the original manufacture. The entity compounding
two or more products or Active Pharmaceutical
Ingredients (APIs) together must bill the products as
individual line items identified by their original AWP
and calculating the charge for each component
ingredient separately based on its AWP. Payment
shall be based on the sum of the AWP fee for each
ingredient, plus a single dispensing fee of five dollars
($5.00). Ingredients lacking an NDC will not be
reimbursed. Supplies used in compounding the
products or APIs are considered integral to the final
medication product and are not reimbursed
separately. Reimbursement for a compound topical
medication is additionally limited to a maximum total
reimbursement of three hundred dollars ($300.00)
for a maximum of one hundred twenty (120) grams
per month. A compound topical medication provided
in an amount less than one hundred twenty (120)
grams per month shall be prorated. Prior
authorization (pre-certification) and medical
documentation is required for any additional quantity
over and above this one hundred twenty (120)
grams per month amount.

Combination Medications:

Other Special Pricing:

The maximum allowable reimbursement for
manufactured topical medications other than patches
is the billed charge up to a maximum of thirty dollars
($30.00) for a thirty (30) day supply, prorated if a
lesser amount is provided. Patches will be
reimbursed the billed charge up to a maximum of
seventy dollars ($70.00) for a thirty (30) day supply,
prorated if a lesser amount is provided. Intraarticular
Joint Kits are limited to a maximum reimbursement
of $27.36.

Lidocaine:

Topical Lidocaine, including patches, must first be
obtained over-the-counter (OTC). If treatment with
OTC lidocaine, including patches, has been tried and
is ineffective, prescription strength lidocaine, or
lidocaine patches, may be used. Reimbursement for
prescription strength lidocaine, and patches, shall be
made according to Other Special Pricing under
section V. Special Pricing.
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OTHER QUALIFIED HEALTH CARE PROFESSIONAL RULES

. ANY QUALIFIED HEALTH CARE

PROFESSIONAL
Any qualified health care professional who is licensed in
Mississippi, practices within state guidelines, and is listed
within this Fee Schedule as an authorized provider is
reimbursed for services based on this Fee Schedule.

Il. NURSE PRACTITIONER

A. Modifier M1 should be attached to the appropriate
CPT code when billing services rendered by the nurse
practitioner. The nurse practitioner must use his/her
unique identifier to bill for all services. Nurse
practitioners must comply with the requirements for
a National Provider Identifier (NPI) as specified in
the Billing and Reimbursement Rules of this Fee
Schedule.

B. The nurse practitioner is reimbursed at eighty-five
percent (85%) of the maximum allowable for the
procedure.

C. There is only one fee allowed for each CPT code. It is
the decision of the physician or the nurse
practitioner as to who will bill for a service when
both have shared in the provision of the service.
Incorrect billing of the service may cause a delay or
improper payment by the payer. The medical doctor
(MD) must be on-site on the date of service and
provide additional documentation and review of
services in order for physician reimbursement to be
applied.

I1l. PHYSICIAN ASSISTANT

A. Mississippi-specific modifier M2 should be attached
to the appropriate CPT code(s) when billing services
rendered by the physician assistant.

B. The physician assistant is reimbursed at eighty-five
percent (85%) of the maximum allowable for the
procedure.

C. There is only one fee allowed for each CPT code. It is
the decision of the physician or the physician
assistant as to who will bill for a service when both
have shared in the provision of the service. Incorrect
billing of the service may cause a delay or improper
payment by the payer. The medical doctor (MD)
must be on-site on the date of service and provide
additional documentation and review of services in
order for physician reimbursement to be applied.

IV. PHYSICAL THERAPIST ASSISTANT OR

OCCUPATIONAL THERAPIST ASSISTANT

A. Mississippi-specific modifier M3 should be appended
to the appropriate CPT code(s) when billing services
rendered by a physical therapist assistant or an
occupational therapist assistant.

B. The physical therapist assistant or occupational
therapist assistant is reimbursed at eighty-five
percent (85%) of the maximum allowable for the
procedure.

V. PSYCHOLOGY

When a provider other than a psychiatrist provides
psychology services, the reimbursement amount for the
CPT code is paid at eighty-five percent (85%) of the
maximum allowable reimbursement. This applies to
psychologists, social workers, counselors, etc.
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HOME HEALTH

SCOPE

This section of the Fee Schedule pertains to home health
services provided to patients who have a work-related
injury/illness.

A.

The determination that the injury/illness or condition
is work related must be made by the payer and
home health services shall be authorized as
medically necessary.

All nursing services and personal care services shall
have prior authorization by the payer.

A description of needed nursing or other attendant
care must accompany the request for authorization.

REIMBURSEMENT

If a payer and provider have a mutually agreed upon
contractual arrangement governing the payment for
home health services to injured/ill employees, the
payer shall reimburse under the contractual
agreement and not according to the Fee Schedule.

In the absence of a mutually agreed upon
contractual arrangement governing payment for
home health service, reimbursement shall be made
as in other cases (see Billing and Reimbursement
Rules) in an amount equal to billed charges, or the
maximum allowable reimbursement (MAR),
whichever is less. Billing for home health services is
appropriate using the applicable billing form for other
institutional providers or facilities.

A visit made simultaneously by two or more workers
from a home health agency to provide a single
covered service for which one supervises or instructs
the other shall be counted as one visit.

A visit is defined as time up to and including the first
two hours.

The maximum allowable reimbursement (MAR) listed
herein are inclusive of mileage and other incidental
travel expenses, unless otherwise agreed to by the
payer and provider.

The rates set forth in this section of the Fee
Schedule apply to all hours worked. No additional
reimbursement is allowed for overtime hours, unless
otherwise agreed to by the parties in a separate fee
contract.

lll. RATES
A. The following MAR and codes apply to services

provided by or through a home health agency:

Service Fee Per Visit Billing Code
RN Skilled Nursing
LPN Skilled Nursing

$140.00 S9123
$115.00 S9124

Physical Therapy $135.00 S9131
Speech Therapy $135.00 59128
Occupational Therapy $135.00 S9129
Medical Social Services $135.00 S9127
Home Health Aide $60.00 S9122

Note: The descriptions of these codes have been
modified for this Fee Schedule. Please see the
HCPCS section.

For services that exceed two (2) hours,
reimbursement for time in excess of the first two (2)
hours shall be pro-rated and based on an hourly rate
equal to fifty percent (50%) of the above visit fee.
For home health services rendered in two (2) hours
or less, reimbursement shall be made for a visit as
above provided.

Note: In addition to the Skilled Nursing Care fees
above, an additional sum of seven dollars and
sixteen cents ($7.16) per visit shall be added to
cover the cost of medical supplies, provided the
billing form adequately specifies what supplies were
utilized.

The following Private Duty Rates shall apply:

Skilled Nursing Care - R.N.
Skilled Nursing Care - L.P.N.

$50.00 per hour
$40.00 per hour
$22.00 per hour
$17.00 per hour

Certified Nurse Assistant
Personal Care Attendant

Any reimbursement to persons not working under a
professional license, such as a spouse or relative, will
be at the rate of ten dollars ($10.00) per hour unless
otherwise negotiated by the payer and caregiver or
provider.

Professional providers not assigned a MAR for home
health services and who have not negotiated their
rates with the payer prior to provision of home
health care, shall be reimbursed at the usual and
customary rate, or the total billed charge, whichever
is less.

Respite Care is reimbursed at a rate of $20.00 per
hour.
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IV. PARENTERAL/ENTERAL/HOME INFUSION V. HOSPICE
THERAPY IN THE HOME SETTING A. Hospice reimbursement is a per diem amount that is
A. The MAR for this therapy provided in the home all inclusive for services provided.
setting is a per diem amount and includes necessary B. Daily per diem amounts are as follows:
supplies for the safe and effective administration of )
the prescribed therapy. Supplies include set(s), Routine Home Care - $384.78
needles, syringes, saline, tubing, dressing kits, . _
saline, heparin, alcohol pads, start kits, catheters, Continuous Home Rate - $1,995.56
adapters, tape, gauges, pump, poles, and other Inpatient Care - $1,486.36
supplies.
B. Per diem amounts are as follows:

Parenteral therapy/home infusion (with or without
antibiotics)

Daily - $174.90
Twice a day - $201.40
Three times a day - $227.90
Four times a day - $280.90
Five or more times a day - $355.10
Total Parental Nutrition (TPN):
1-1.6 Liters per day - $296.80
1.7-2.4 Liters per day - $371.00
More than 2.4 liters per day - $408.10
Lipids:
10% - $79.50
20% - $100.70
Enteral Therapy:
$25.44

C. Medications for Parenteral/Enteral Therapy are

reimbursed at AWP.
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EVALUATION AND MANAGEMENT

This section contains rules and codes used to report
evaluation and management (E/M) services. Rules and
Guidelines follow the CPT guidelines that are current on
the date that the evaluation and management service
was provided.

Note: Rules used by all physicians in reporting their
services are presented in the General Rules section. See
the Modifier and Code Rules section for detailed
information on modifiers.

I. DEFINITIONS AND RULES
Definitions and rules pertaining to E/M services are as
follows:

A. DOCUMENTATION MUST BE PATIENT SPECIFIC,
PERTAIN DIRECTLY TO THE CURRENT VISIT
AND SUPPORT THE EVALUATION AND
MANAGEMENT SERVICES PROVIDED FOR THE
INJURED WORKER. INFORMATION COPIED
DIRECTLY FROM PRIOR RECORDS WITHOUT
CHANGE IS NOT CONSIDERED CURRENT NOR
COUNTED.

B. Consultations. CPT defines a consultation as “a
type of evaluation and management service provided
at the request of another physician or appropriate
source to either recommend care for a specific
condition or problem or to determine whether to
accept responsibility for ongoing management of the
patient’s entire care or for the care of a specific
condition or problem.” (This includes referrals for a
second opinion.) Consultations are reimbursable only
to physicians with the appropriate specialty for the
services provided.

In order to qualify as a consultation the following
criteria must be met:

e The verbal or written request for a consult
must be documented in the patient’s medical
record;

e The consultant’s opinion and any services
ordered or performed must be documented
by the consulting physician in the patient’s
medical record; and

e  The consulting physician must provide a
written report to the requesting physician or
other appropriate source.

A payer/employer may request a second opinion
examination or evaluation for the purpose of
evaluating temporary or permanent disability or
medical treatment being rendered, as provided in
MCA §71-3-15(1) (Rev. 2000). This examination is
considered a confirmatory consultation. The
confirmatory consultation is billed using the
appropriate level and site-specific consultation codes
99241-99245 for office or other outpatient
consultations and 99251-99255 for inpatient
consultations, with modifier 32 appended to indicate
a mandated service.

If subsequent to the completion of a consultation the
consultant assumes responsibility for management of
a portion or all of the patient’s condition(s), the
appropriate Evaluation and Management services
code for the site of service should be reported. In
the hospital or nursing facility setting, the consultant
should use the appropriate inpatient consultation
code for the initial encounter and then subsequent
hospital or nursing facility care codes. In the office
setting, the consultant should use the appropriate
office or other outpatient consultation codes and
then the established patient office or other
outpatient services codes.

Evaluation and management consultation services
will continue to be reported with CPT codes 99241-
99245 for outpatient consultation services and codes
99251-99255 for inpatient consultation services. The
rules and guidelines regarding the definition,
documentation, and reporting of consultation
services as contained in CPT will apply unless
superseded by these guidelines. Consultation
services will be reimbursed at the lesser of the Fee
Schedule maximum allowable reimbursment (MAR)
or the billed amount.

Referral. Subject to the definition of “consultation”
provided in this Fee Schedule, a referral is the
transfer of the total or specific care of a patient from
one physician to another and does not constitute a
consultation. (Initial evaluations and subsequent
services are designated as listed in the Evaluation
and Management section).

New and Established Patient Service. Several
code subcategories in the Evaluation and
Management section are based on the patient’s
status as new or established. The new versus
established patient guidelines also clarify the
situation in which a physician is on call or covering
for another physician. In this instance, classify the
patient encounter the same as if it were for the
physician who is unavailable.

e New Patient. A new patient is one who has not
received any professional services from the
physician, or another physician of the same
specialty who belongs to the same group
practice, for this same injury or within the past
three years.

e  Established Patient. An established patient is a
patient who has been treated for the same
injury by any physician, of the same specialty,
who belongs to the same group practice.

Time. The inclusion of time in the definitions of
levels of E/M services is to assist physicians in
selecting the most appropriate level of E/M service.
With the exception of CPT codes 99202-99205 and
99212-99215, it should be recognized that the
specific time expressed in the visit code descriptions
is an average; therefore, it represents a range of
times, which may be higher or lower depending on
actual clinical circumstances.
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Time may be used to select the appropriate code
level for the office or other outpatient E/M services
codes (99202, 99203, 99204, 99205, 99212, 99213,
99214, 99215) (with the exception of 99211).

Different categories of services use time differently.
It is important to review the instructions for each
category.

Time is not a descriptive component for the
emergency department levels of E/M services
because emergency department services are
typically provided on a variable intensity basis, often
involving multiple encounters with several patients
over an extended period. Therefore, it is often
difficult for physicians to provide accurate estimates
of the time spent face-to-face with the injured
employee.

Time may be used to select a code level in office or
other outpatient services whether or not counseling
and/or coordination of care dominates the service.
Time may only be used for selecting the level of the
other E/M services when counseling and/or
coordination of care dominates the service.

When time is used for reporting E/M services codes,
the time defined in the service descriptors is used for
selecting the appropriate level of services. For office
or other outpatient services, if the physician’s or
other qualified health care provider’s time is spent in
the supervision of clinical staff who perform the
services of the encounter, use 99211.

A shared or split visit is defined as a visit in which a
physician and other qualified health care provider(s)
jointly provide the work related to the visit. When
time is being used to select the appropriate level of
services for which timebased reporting of shared or
split visits is allowed, the time personally spent by
the physician and other qualified health care
provider(s) assessing and managing the patient on
the date of the encounter is summed to define total
time. Only distinct time should be summed for
shared or split visits (i.e., when two or more
individuals jointly meet with or discuss the patient,
only the time of one individual should be counted).

When prolonged time occurs, the appropriate
prolonged services code may be reported. The
appropriate time should be documented in the
medical record when it is used as the basis for code
selection. Time for the following services: outpatient
consultations (99241, 99242, 99243, 99244,
99245), domiciliary, rest home, or custodial services
(99324, 99325, 99326, 99327, 99328, 99334,
99335, 99336, 99337), home services (99341,
99342, 99343, 99344, 99345, 99347, 99348, 99349,
99350), cognitive assessment and care plan services
(99483) is defined as only that time spent with the
patient and/or family. This includes the time spent
performing such tasks as obtaining a history,
examination, and counseling the patient.

Unit/floor time (hospital observation services 99218,
99219, 99220, 99224, 99225, 99226, 99234, 99235,
99236, hospital inpatient services 99221, 99222,
99223, 99231, 99232, 99233, inpatient
consultations 99251, 99252, 99253, 99254, 99255,

nursing facility services 99304, 99305, 99306,
99307, 99308, 99309, 99310, 99315, 99316,

99318: For coding purposes,time for these services
is defined as unit/floor time, which includes the time
present on the patient’s hospital unit and at the
bedside rendering services for that patient. This
includes the time to establish and/or review the
patient’s chart, examine the patient, write notes, and
communicate with other professionals and the
patient’s family.

Total time on the date of the encounter (office or
other outpatient services 99202, 99203, 99204,
99205, 99212, 99213, 99214, 99215 is the total
time on the date of the encounter. It includes both
the face-to-face and nonface-to-face time personally
spent by the physician and/or other qualified health
care professional(s) on the day of the encounter
(includes time in activities that require the physician
or other qualified health care professional and does
not include time in activities normally performed by
clinical staff).

Physician/other qualified health care provider time
includes the following activities, when performed:

a. Preparing to see the patient (e.g., review of
tests)

b. Obtaining and/or reviewing separately obtained
history

c. Performing a medically appropriate examination
and/or evaluation

Counseling and educating the patient/family/

Caregiver Ordering medications, tests, or
procedures

f.  Referring and communicating with other health
care professionals (when not separately
reported)

g. Documenting clinical information in the
electronic or other health record

h. Independently interpreting results (not
separately reported) and communicating results
to the patient/family/caregiver

i. Care coordination (not separately reported)

Contributory Components.

1. Counseling, coordination of care, and the nature
of the presenting problem are not major
considerations in most encounters, so they
generally provide contributory information to the
code selection process. The exception arises
when counseling or coordination of care
dominates the encounter (more than fifty
percent (50%) of the time spent). Document the
exact amount of time spent to substantiate the
selected code and what was clearly discussed
during the encounter. Counseling is defined in
CPT as a discussion with a patient and/or family
concerning one or more of the following areas:

a. Diagnostic results, impressions, and/or
recommended diagnostic studies;

b. Prognosis;

c. Risks and benefits of management
(treatment) options;
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d. Instructions for management (treatment)
and/or follow-up;

e. Importance of compliance with chosen
management (treatment) options;

f.  Risk factor reduction; and
g. Patient and family education.

F. Interpretation of Diagnostic Studies in the
Emergency Room
1. Only one fee for the interpretation of an x-ray or
EKG procedure will be reimbursed per
procedure.

2. The payer is to provide reimbursement to the
provider that directly contributed to the
diagnosis and treatment of the individual
patient.

3. Itis necessary to provide a signed report in
order to bill the professional component of a
diagnostic procedure. The payer may require the
report before payment is rendered.

4. If more than one bill is received, physician
specialty should not be the deciding factor in
determining which physician to reimburse.

Example: In many emergency departments
(EDs), an emergency room (ER) physician
orders the x-ray on a particular patient. If the
ER physician interprets the x-ray making a
notation as to the findings in the chart and then
treats the patient according to these radiological
findings, the ER physician should be paid for the
interpretation and report. There may be a
radiologist on staff at the particular facility with
quality control responsibilities at that particular
facility. However, the fact that the radiologist
reads all x-rays taken in the ED for quality
control purposes is not sufficient to command a
separate or additional reimbursement from the

payer.

5. A review alone of an x-ray or EKG does not meet the
conditions for separate payment of a service, as it is
already included in the ED visit.

Il. GENERAL GUIDELINES

The E/M section is divided into broad categories such as
office visits, hospital visits, and consultations. Most of the
categories are further divided into two or more
subcategories of E/M services. Keep the following in mind
when coding each service setting:

A. A patient is considered an outpatient at a health care
facility until formal inpatient admission occurs.

B. All physicians use codes 99281-99285 for reporting
emergency department services, regardless of
hospital-based or non-hospital-based status.

C. Admission to a hospital or nursing facility includes
E/M services provided elsewhere on the same day.

D. Not more than one hospital visit per day shall be
payable except when documentation describes the
medical necessity of more than one visit by a
particular practitioner. Hospital visit codes shall be
combined into the single code that best describes the

service rendered.

E. Only one provider is reimbursed for a patient visit,
except where wound care evaluation is provided in
an established wound care center.

I1l. OFFICE OR OTHER OUTPATIENT SERVICES
(99202-99215)

Use the Office or Other Outpatient Services codes to
report evaluation and management services provided in
the office or in an outpatient or other ambulatory facility.
A patient is considered an outpatient until inpatient
admission to a health care facility occurs.

IV. HOSPITAL OBSERVATION SERVICES (99217~

99226)
CPT codes 99217 through 99226 report E/M services
provided to patients designated as “observation status”
in a hospital. It is not necessary that the patient be
located in an observation area designated by the
hospital.

V. OBSERVATION CARE DISCHARGE SERVICES

(99217)

A. CPT code 99217 is used only if discharge from
observation status occurs on a date other than the
initial date of observation. The code includes final
examination of the patient, discussion of the hospital
stay, instructions for continuing care, and
preparation of discharge records.

B. If a patient is admitted to and subsequently
discharged from observation status on the same
date, see codes 99234-99236 as appropriate.

C. Do not report observation care discharge CPT code
99217 in conjunction with a hospital admission.

VI. HOSPITAL INPATIENT SERVICES (99221-

99239)
Codes 99221-99239 are used to report evaluation and
management services provided to hospital inpatients.
Hospital inpatient services include those services
provided to patients in a “partial hospital” setting. These
codes are to be used to report these partial
hospitalization services.

VII. EMERGENCY DEPARTMENT SERVICES

(99281-99285)
Emergency department (ED) service codes do not
differentiate between new and established patients and
are used by hospital-based and non-hospital-based
physicians. An emergency department is defined as “an
organized hospital-based facility for the provision of
unscheduled episodic services to patients who present for
immediate medical attention. The facility must be
available 24 hours a day.” This guideline indicates that
care provided in the ED setting for convenience should
not be coded as an ED service. Also note that more than
one ED service can be reported per calendar day if
medically necessary.
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Codes 99281-99285 are used to report services provided
in @ medical emergency. If, however, the physician sees
the patient in the emergency room out of convenience for
either the patient or physician, the appropriate office visit
code should be reported (99202-99215) and
reimbursement will be made accordingly.

VIII. CRITICAL CARE SERVICES (99291-99292)
Critical care is the direct delivery by a physician(s) of
medical care for a critically ill or critically injured patient.
A critical illness or injury acutely impairs one or more
vital organ systems such that there is a high probability
of imminent or life threatening deterioration in the
patient’s condition. Critical care involves high complexity
decision making to assess, manipulate, and support vital
system function(s) to treat single or multiple vital organ
system failure and/or to prevent further life threatening
deterioration of the patient’s condition. Examples of vital
organ system failure include, but are not limited to:
central nervous system failure, circulatory failure, shock,
renal, hepatic, metabolic, and/or respiratory failure.
Although critical care typically requires interpretation of
multiple physiologic parameters and/or application of
advanced technology(s), critical care may be provided in
life threatening situations when these elements are not
present. Critical care may be provided on multiple days,
even if no changes are made in the treatment rendered
to the patient, provided that the patient’s condition
continues to require the level of physician attention
described above.

Providing medical care to a critically ill, injured, or
postoperative patient qualifies as a critical care service
only if both the illness or injury and the treatment being
provided meet the above requirements. Critical care is
usually, but not always, given in a critical care area, such
as the coronary care unit, intensive care unit, pediatric
intensive care unit, respiratory care unit, or the
emergency care facility.

Services for a patient who is not critically ill but happens
to be in a critical care unit are reported using other
appropriate E/M codes.

Critical care and other E/M services may be provided to
the same patient on the same date by the same
individual.

The following services are included in reporting critical
care when performed during the critical period by the
physician(s) providing critical care: the interpretation of
cardiac output measurements (93598), chest x-rays
(71045, 71046), pulse oximetry (94760, 94761, 94762),
blood gases, and collection and interpretation of
physiologic data (eg, ECGs, blood pressures, hematologic
data); gastric intubation (43752, 43753); temporary
transcutaneous pacing (92953); ventilatory management
(94002-94004, 94660, 94662); and vascular access
procedures (36000, 36410, 36415, 36591, 36600). Any
services performed which are not included in this listing
should be reported separately. Facilities may report the
above services separately.

The critical care codes 99291 and 99292 are used to
report the total duration of time spent in provision of
critical care services to a critically ill or critically injured
patient, even if the time spent providing care on that
date is not continuous. For any given period of time
spent providing critical care services, the individual must

devote his or her full attention to the patient and,
therefore, cannot provide services to any other patient
during the same period of time.

IX. NURSING FACILITY SERVICES (99304-99318)
Codes 99304-99318 are used to report evaluation and
management services to patients in nursing facilities
(skilled nursing facilities (SNFs)) intermediate care
facilities (ICFs), or long-term care facilities (LTCFs).

These codes should also be used to report evaluation and
management services provided to a patient in a
psychiatric residential treatment center (a facility or a
distinct part of a facility for psychiatric care, which
provides a 24-hour therapeutically planned and
professionally staffed group living and learning
environment). If procedures such as a medical
psychotherapy are provided in addition to evaluation and
management services, these should be reported in
addition to the evaluation and management
services provided.

X. DOMICILIARY, REST HOME (E.G., BOARDING
HOME), OR CUSTODIAL CARE SERVICES

(99324-99340)
The evaluation and management codes are used to
report evaluation and management services in a facility
that provides room, board, and other personal assistance
services generally on a long-term basis. They also are
used to report evaluation and management services in an
assisted living facility.

XI. HOME SERVICES (99341-99350)
Services and care provided in a private residence are
coded from this subcategory.

XIl. PROLONGED SERVICES (99354-99359,

99415-99416)
Codes 99354-99357 are used when a physician or other
qualified health care professional provides prolonged
service involving direct patient contact that is provided
beyond the usual service in either the inpatient or
outpatient setting. Codes 99358-99359 are used when a
physician or other qualified health care professional
provides prolonged service for patient management
where face-to-face services have or will occur on another
date of service.

Codes 99415-99416 are used when a physician or other
qualified health care professional provides prolonged
service involving direct patient contact that is provided
beyond the usual service in either an office or outpatient
setting.

XIll. PHYSICIAN STANDBY SERVICES (99360)
Code 99360 is used to report physician or other qualified
health care professional standby service that is requested
by another individual and that involves prolonged
attendance without direct (face-to-face) patient contact.
Care or services may not be provided to other patients
during this period. This code is not used to report time
spent proctoring another individual. It is also not used if
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the period of standby ends with the performance of a
procedure subject to a “surgical” package by the
individual who was on standby.

XIV. CASE MANAGEMENT SERVICES (99366-

99368, )
Case management is a process in which a physician or
other qualified health care professional is responsible for
direct care of a patient, and, additionally, for
coordinating, managing access to, initiating, and/or
supervising other health care services needed by the
patient.

Use code 99368, Medical team conference with
interdisciplinary team of health care professionals,
patient and/or family not present, 30 minutes or more;
participation by nonphysician qualified health care
professional, to report a conference with a workers’
compensation medical case manager/claims manager.

XV. CARE PLAN OVERSIGHT SERVICES (99374~
99380)

Care plan oversight services are reported separately from

codes for office/outpatient, hospital, home, nursing
facility, domiciliary, or non-face-to-face services. The
complexity and the approximate time of the care plan
oversight services provided within a thirty (30) day
period determine code selection.

Only one individual may report care plan oversight
services for a given period of time, to reflect the sole or
predominant supervisory role with a particular patient.
These codes should not be used for supervision of
patients in nursing facilities or under the care of home
health agencies unless they require recurrent supervision
of therapy.

XVI. NON-FACE-TO-FACE SERVICES (99441-
99449, 99451-99454, 99091, 99457-99458,

98975-98981)
These codes are used to report non face-to-face

evaluation and management services using the telephone

or internet resources and for remote physiologic
monitoring and treatment management services.

XVII. SPECIAL EVALUATION AND MANAGEMENT

SERVICES (99450-99456)
These codes are used to report evaluations performed to
establish baseline information prior to life or disability
insurance certificates being issued.

XVIIl. CARE MANAGEMENT SERVICES (99424-99427,

99437-99439, 99487-99491)

Care management services are management and support

services provided by clinical staff, under the direction of
or provided personally by a physician or other qualified
health care professional. Services include establishing,
implementing, revising, or monitoring the care plan,

coordinating the care of other professionals and agencies,
and educating the patient or caregiver about the patient’s

condition, care plan, and prognosis. There are three

general categories of care management: chronic care
management (99437, 99439, 99490, 99491), complex
chronic care management (99487, 99489), and principal
care management (99424, 99425, 99426, 99427).The
physician or other qualified health care professional
provides or oversees the management and/or
coordination of services, as needed, for all medical
conditions, psychosocial needs, and activities of daily
living.

XIX. PSYCHIATRIC COLLABORATIVE CARE

MANAGEMENT (99492-99494)
Psychiatric collaborative care services are provided under
the direction of a treating physician or other qualified
health care professional. These include the services of
the treating physician or other qualified health care
professional, the behavioral health care manager and the
psychiatric consultant. Patients typically have behavioral
health signs and/or symptoms or a newly diagnosed
behavioral health condition, may need help in engaging
in treatment, have not responded to standard care
delivered in a non-psychiatric setting, or require further
assessment and engagement, prior to consideration of
referral to a psychiatric care setting.

XX. TRANSITIONAL CARE MANAGEMENT

(99495-99496)
Transitional care management services are for a new or
established patient whosed medical and/or psychosocial
problems require moderate or high complexity medical
decision making during transitions in care from an
inpatient hospital setting, partial hospital or observation
status in a hospital, or skilled nursing facility/nursing
facility to the patient’s community setting.

XXL ADVANCE CARE PLANNING (99497-99498)
These face-to-face services between a physician or other
qualified health care professional and a patient, family
member, or surrogate involving couseling and discussing
advance directives with or without completing relevant
legal forms.

XXII. OTHER EVALUATION AND MANAGEMENT

SERVICES (99499)
This is an unlisted code to report E/M services not
specifically defined in CPT.
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Code Description

99091 Collection and interpretation of physiologic data (eg, ECG,
blood pressure, glucose monitoring) digitally stored and/or
transmitted by the patient and/or caregiver to the
physician or other qualified health care professional,
qualified by education, training, licensure/regulation (when
applicable) requiring a minimum of 30 minutes of time,
each 30 days

* 99202 Office or other outpatient visit for the evaluation and
management of a new patient, which requires a medically
appropriate history and/or examination and
straightforward medical decision making. When using time
for code selection, 15-29 minutes of total time is spent on
the date of the encounter.

99203  Office or other outpatient visit for the evaluation and
management of a new patient, which requires a medically
appropriate history and/or examination and low level of
medical decision making. When using time for code
selection, 30-44 minutes of total time is spent on the date
of the encounter.

* 99204  Office or other outpatient visit for the evaluation and
management of a new patient, which requires a medically
appropriate history and/or examination and moderate level
of medical decision making. When using time for code
selection, 45-59 minutes of total time is spent on the date
of the encounter.

* 99205 Office or other outpatient visit for the evaluation and
management of a new patient, which requires a medically
appropriate history and/or examination and high level of
medical decision making. When using time for code
selection, 60-74 minutes of total time is spent on the date
of the encounter.

* 99211  Office or other outpatient visit for the evaluation and
management of an established patient that may not
require the presence of a physician or other qualified
health care professional

* 99212  Office or other outpatient visit for the evaluation and
management of an established patient, which requires a
medically appropriate history and/or examination and
straightforward medical decision making. When using time
for code selection, 10-19 minutes of total time is spent on
the date of the encounter.

* 99213  Office or other outpatient visit for the evaluation and
management of an established patient, which requires a
medically appropriate history and/or examination and low
level of medical decision making. When using time for
code selection, 20-29 minutes of total time is spent on the
date of the encounter.

* 99214  Office or other outpatient visit for the evaluation and
management of an established patient, which requires a
medically appropriate history and/or examination and
moderate level of medical decision making. When using
time for code selection, 30-39 minutes of total time is
spent on the date of the encounter.

* 99215  Office or other outpatient visit for the evaluation and
management of an established patient, which requires a
medically appropriate history and/or examination and high
level of medical decision making. When using time for
code selection, 40-54 minutes of total time is spent on the
date of the encounter.

*
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* 99217  Observation care discharge day management (This code 108.68 XXX N

is to be utilized to report all services provided to a patient
on discharge from outpatient hospital "observation status"
if the discharge is on other than the initial date of
"observation status." To report services to a patient
designated as "observation status" or "inpatient status”
and discharged on the same date, use the codes for
Observation or Inpatient Care Services [including
Admission and Discharge Services, 99234-99236 as
appropriate.])

* 99218 Initial observation care, per day, for the evaluation and 148.58
management of a patient which requires these 3 key
components: A detailed or comprehensive history; A
detailed or comprehensive examination; and Medical
decision making that is straightforward or of low
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission to outpatient
hospital "observation status" are of low severity. Typically,
30 minutes are spent at the bedside and on the patient's
hospital floor or unit.

* 99219 Initial observation care, per day, for the evaluation and 201.08
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of moderate
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission to outpatient
hospital "observation status" are of moderate severity.
Typically, 50 minutes are spent at the bedside and on the
patient's hospital floor or unit.

* 99220 Initial observation care, per day, for the evaluation and 27143
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of high
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission to outpatient
hospital "observation status" are of high severity.
Typically, 70 minutes are spent at the bedside and on the
patient's hospital floor or unit.

* 99221 Initial hospital care, per day, for the evaluation and 152.78
management of a patient, which requires these 3 key
components: A detailed or comprehensive history; A
detailed or comprehensive examination; and Medical
decision making that is straightforward or of low
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission are of low
severity. Typically, 30 minutes are spent at the bedside
and on the patient's hospital floor or unit.
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* 99222 |Initial hospital care, per day, for the evaluation and 205.28 XXX N

management of a patient, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of moderate
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission are of
moderate severity. Typically, 50 minutes are spent at the
bedside and on the patient's hospital floor or unit.

* 99223 Initial hospital care, per day, for the evaluation and 300.83 XXX N
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of high
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission are of high
severity. Typically, 70 minutes are spent at the bedside
and on the patient's hospital floor or unit.

* 99224  Subsequent observation care, per day, for the evaluation 59.33 XXX N
and management of a patient, which requires at least 2 of
these 3 key components: Problem focused interval
history; Problem focused examination; Medical decision
making that is straightforward or of low complexity.
Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is stable, recovering, or improving.
Typically, 15 minutes are spent at the bedside and on the
patient's hospital floor or unit.

* 99225 Subsequent observation care, per day, for the evaluation 107.63 XXX N
and management of a patient, which requires at least 2 of
these 3 key components: An expanded problem focused
interval history; An expanded problem focused
examination; Medical decision making of moderate
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is responding inadequately to therapy
or has developed a minor complication. Typically, 25
minutes are spent at the bedside and on the patient's
hospital floor or unit.

* 99226  Subsequent observation care, per day, for the evaluation 153.30 XXX N
and management of a patient, which requires at least 2 of
these 3 key components: A detailed interval history; A
detailed examination; Medical decision making of high
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is unstable or has developed a
significant complication or a significant new problem.
Typically, 35 minutes are spent at the bedside and on the
patient's hospital floor or unit.
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* 99231  Subsequent hospital care, per day, for the evaluation and 58.80 XXX N

management of a patient, which requires at least 2 of
these 3 key components: A problem focused interval
history; A problem focused examination; Medical decision
making that is straightforward or of low complexity.
Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is stable, recovering or improving.
Typically, 15 minutes are spent at the bedside and on the
patient's hospital floor or unit.

* 99232  Subsequent hospital care, per day, for the evaluation and 108.15
management of a patient, which requires at least 2 of
these 3 key components: An expanded problem focused
interval history; An expanded problem focused
examination; Medical decision making of moderate
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is responding inadequately to therapy
or has developed a minor complication. Typically, 25
minutes are spent at the bedside and on the patient's
hospital floor or unit.

* 99233  Subsequent hospital care, per day, for the evaluation and 155.40
management of a patient, which requires at least 2 of
these 3 key components: A detailed interval history; A
detailed examination; Medical decision making of high
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is unstable or has developed a
significant complication or a significant new problem.
Typically, 35 minutes are spent at the bedside and on the
patient's hospital floor or unit.

* 99234  Observation or inpatient hospital care, for the evaluation 197.93
and management of a patient including admission and
discharge on the same date, which requires these 3 key
components: A detailed or comprehensive history; A
detailed or comprehensive examination; and Medical
decision making that is straightforward or of low
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually the presenting problem(s) requiring admission are
of low severity. Typically, 40 minutes are spent at the
bedside and on the patient's hospital floor or unit.

* 99235 Observation or inpatient hospital care, for the evaluation 250.95
and management of a patient including admission and
discharge on the same date, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of moderate
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually the presenting problem(s) requiring admission are
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of moderate severity. Typically, 50 minutes are spent at
the bedside and on the patient's hospital floor or unit.

* 99236  Observation or inpatient hospital care, for the evaluation 321.30 XXX N
and management of a patient including admission and
discharge on the same date, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of high
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually the presenting problem(s) requiring admission are
of high severity. Typically, 55 minutes are spent at the
bedside and on the patient's hospital floor or unit.

* 99238 Hospital discharge day management; 30 minutes or less 109.20 XXX N
* 99239 Hospital discharge day management; more than 30 159.60 XXX N
minutes
99241  Office consultation for a new or established patient, which 70.88 XXX N 105.98

requires these 3 key components: A problem focused
history; A problem focused examination; and
Straightforward medical decision making. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are self limited or minor. Typically, 15 minutes
are spent face-to-face with the patient and/or family.

99242  Office consultation for a new or established patient, which 133.88 XXX N 152.48
requires these 3 key components: An expanded problem
focused history; An expanded problem focused
examination; and Straightforward medical decision
making. Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of low severity.
Typically, 30 minutes are spent face-to-face with the
patient and/or family.

99243  Office consultation for a new or established patient, which 184.28 XXX N 153.30
requires these 3 key components: A detailed history; A
detailed examination; and Medical decision making of low
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of moderate
severity. Typically, 40 minutes are spent face-to-face with
the patient and/or family.

99244  Office consultation for a new or established patient, which 274.58 XXX N 224 65
requires these 3 key components: A comprehensive
history; A comprehensive examination; and Medical
decision making of moderate complexity. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are of moderate to high severity. Typically, 60
minutes are spent face-to-face with the patient and/or
family.
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99245  Office consultation for a new or established patient, which 334.95 XXX N 246.78

requires these 3 key components: A comprehensive
history; A comprehensive examination; and Medical
decision making of high complexity. Counseling and/or
coordination of care with other physicians, other qualified
health care professionals, or agencies are provided
consistent with the nature of the problem(s) and the
patient's and/or family's needs. Usually, the presenting
problem(s) are of moderate to high severity. Typically, 80
minutes are spent face-to-face with the patient and/or
family.

99251 Inpatient consultation for a new or established patient, 74.03 XXX N 122.48
which requires these 3 key components: A problem
focused history; A problem focused examination; and
Straightforward medical decision making. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are self limited or minor. Typically, 20 minutes
are spent at the bedside and on the patient's hospital floor
or unit.

99252 Inpatient consultation for a new or established patient, 111.83 XXX N
which requires these 3 key components: An expanded
problem focused history; An expanded problem focused
examination; and Straightforward medical decision
making. Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of low severity.
Typically, 40 minutes are spent at the bedside and on the
patient's hospital floor or unit.

99253  Inpatient consultation for a new or established patient, 173.78 XXX N 280.36
which requires these 3 key components: A detailed
history; A detailed examination; and Medical decision
making of low complexity. Counseling and/or coordination
of care with other physicians, other qualified health care
professionals, or agencies are provided consistent with
the nature of the problem(s) and the patient's and/or
family's needs. Usually, the presenting problem(s) are of
moderate severity. Typically, 55 minutes are spent at the
bedside and on the patient's hospital floor or unit.

99254  Inpatient consultation for a new or established patient, 250.43 XXX N
which requires these 3 key components: A comprehensive
history; A comprehensive examination; and Medical
decision making of moderate complexity. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are of moderate to high severity. Typically, 80
minutes are spent at the bedside and on the patient's
hospital floor or unit.

99255 Inpatient consultation for a new or established patient, 302.93 XXX N
which requires these 3 key components: A comprehensive
history; A comprehensive examination; and Medical
decision making of high complexity. Counseling and/or
coordination of care with other physicians, other qualified
health care professionals, or agencies are provided
consistent with the nature of the problem(s) and the
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patient's and/or family's needs. Usually, the presenting
problem(s) are of moderate to high severity. Typically, 110
minutes are spent at the bedside and on the patient's
hospital floor or unit.

* 99281 Emergency department visit for the evaluation and 33.60 XXX N 105.19
management of a patient, which requires these 3 key
components: A problem focused history; A problem
focused examination; and Straightforward medical
decision making. Counseling and/or coordination of care
with other physicians, other qualified health care
professionals, or agencies are provided consistent with
the nature of the problem(s) and the patient's and/or
family's needs. Usually, the presenting problem(s) are self
limited or minor.

* 99282 Emergency department visit for the evaluation and 65.10 XXX N 190.49
management of a patient, which requires these 3 key
components: An expanded problem focused history; An
expanded problem focused examination; and Medical
decision making of low complexity. Counseling and/or
coordination of care with other physicians, other qualified
health care professionals, or agencies are provided
consistent with the nature of the problem(s) and the
patient's and/or family's needs. Usually, the presenting
problem(s) are of low to moderate severity.

* 99283  Emergency department visit for the evaluation and 110.78 XXX N 335.62
management of a patient, which requires these 3 key
components: An expanded problem focused history; An
expanded problem focused examination; and Medical
decision making of moderate complexity. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are of moderate severity.

* 99284 Emergency department visit for the evaluation and 186.90 XXX N 527.56
management of a patient, which requires these 3 key
components: A detailed history; A detailed examination;
and Medical decision making of moderate complexity.
Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of high severity,
and require urgent evaluation by the physician, or other
qualified health care professionals but do not pose an
immediate significant threat to life or physiologic function.

* 99285 Emergency department visit for the evaluation and 27143 XXX N 757.24
management of a patient, which requires these 3 key
components within the constraints imposed by the
urgency of the patient's clinical condition and/or mental
status: A comprehensive history; A comprehensive
examination; and Medical decision making of high
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of high severity
and pose an immediate significant threat to life or
physiologic function.
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99288  Physician or other qualified health care professional BR XXX N
direction of emergency medical systems (EMS)
emergency care, advanced life support

* 99291 Critical care, evaluation and management of the critically 428.40 XXX N 1080.25
ill or critically injured patient; first 30-74 minutes
+ x 99292  Critical care, evaluation and management of the critically 186.90 777 N

ill or critically injured patient; each additional 30 minutes
(List separately in addition to code for primary service)

* 99304 Initial nursing facility care, per day, for the evaluation and 134.93 XXX N
management of a patient, which requires these 3 key
components: A detailed or comprehensive history; A
detailed or comprehensive examination; and Medical
decision making that is straightforward or of low
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission are of low
severity. Typically, 25 minutes are spent at the bedside
and on the patient's facility floor or unit.

* 99305 Initial nursing facility care, per day, for the evaluation and 194.78 XXX N
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of moderate
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission are of
moderate severity. Typically, 35 minutes are spent at the
bedside and on the patient's facility floor or unit.

* 99306 Initial nursing facility care, per day, for the evaluation and 249.90 XXX N
management of a patient, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of high
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the problem(s) requiring admission are of high
severity. Typically, 45 minutes are spent at the bedside
and on the patient's facility floor or unit.

* 99307  Subsequent nursing facility care, per day, for the 66.15 XXX N
evaluation and management of a patient, which requires
at least 2 of these 3 key components: A problem focused
interval history; A problem focused examination;
Straightforward medical decision making. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the patient is
stable, recovering, or improving. Typically, 10 minutes are
spent at the bedside and on the patient's facility floor or
unit.

* 99308  Subsequent nursing facility care, per day, for the 104.48 XXX N
evaluation and management of a patient, which requires
at least 2 of these 3 key components: An expanded
problem focused interval history; An expanded problem
focused examination; Medical decision making of low
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
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or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is responding inadequately to therapy
or has developed a minor complication. Typically, 15
minutes are spent at the bedside and on the patient's
facility floor or unit.
* 99309 Subsequent nursing facility care, per day, for the 137.55 XXX N
evaluation and management of a patient, which requires
at least 2 of these 3 key components: A detailed interval
history; A detailed examination; Medical decision making
of moderate complexity. Counseling and/or coordination of
care with other physicians, other qualified health care
professionals, or agencies are provided consistent with
the nature of the problem(s) and the patient's and/or
family's needs. Usually, the patient has developed a
significant complication or a significant new problem.
Typically, 25 minutes are spent at the bedside and on the
patient's facility floor or unit.
* 99310  Subsequent nursing facility care, per day, for the 202.65 XXX N
evaluation and management of a patient, which requires
at least 2 of these 3 key components: A comprehensive
interval history; A comprehensive examination; Medical
decision making of high complexity. Counseling and/or
coordination of care with other physicians, other qualified
health care professionals, or agencies are provided
consistent with the nature of the problem(s) and the
patient's and/or family's needs. The patient may be
unstable or may have developed a significant new
problem requiring immediate physician attention.
Typically, 35 minutes are spent at the bedside and on the
patient's facility floor or unit.

* 99315  Nursing facility discharge day management; 30 minutes or 109.73 XXX N
less
* 99316  Nursing facility discharge day management; more than 30 156.98 XXX N
minutes
99318  Evaluation and management of a patient involving an 144.38 XXX N

annual nursing facility assessment, which requires these 3
key components: A detailed interval history; A
comprehensive examination; and Medical decision making
that is of low to moderate complexity. Counseling and/or
coordination of care with other physicians, other qualified
health care professionals, or agencies are provided
consistent with the nature of the problem(s) and the
patient's and/or family's needs. Usually, the patient is
stable, recovering, or improving. Typically, 30 minutes are
spent at the bedside and on the patient's facility floor or
unit.

* 99324 Domiciliary or rest home visit for the evaluation and 81.90 XXX N
management of a new patient, which requires these 3 key
components: A problem focused history; A problem
focused examination; and Straightforward medical
decision making. Counseling and/or coordination of care
with other physicians, other qualified health care
professionals, or agencies are provided consistent with
the nature of the problem(s) and the patient's and/or
family's needs. Usually, the presenting problem(s) are of
low severity. Typically, 20 minutes are spent with the
patient and/or family or caregiver.
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* 99325 Domiciliary or rest home visit for the evaluation and 119.70 XXX N

management of a new patient, which requires these 3 key
components: An expanded problem focused history; An
expanded problem focused examination; and Medical
decision making of low complexity. Counseling and/or
coordination of care with other physicians, other qualified
health care professionals, or agencies are provided
consistent with the nature of the problem(s) and the
patient's and/or family's needs. Usually, the presenting
problem(s) are of moderate severity. Typically, 30 minutes
are spent with the patient and/or family or caregiver.

* 99326  Domiciliary or rest home visit for the evaluation and 207.38 XXX N
management of a new patient, which requires these 3 key
components: A detailed history; A detailed examination;
and Medical decision making of moderate complexity.
Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of moderate to high
severity. Typically, 45 minutes are spent with the patient
and/or family or caregiver.

* 99327  Domiciliary or rest home visit for the evaluation and 279.30 XXX N
management of a new patient, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of moderate
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of high severity.
Typically, 60 minutes are spent with the patient and/or
family or caregiver.

* 99328  Domiciliary or rest home visit for the evaluation and 328.65 XXX N
management of a new patient, which requires these 3 key
components: A comprehensive history; A comprehensive
examination; and Medical decision making of high
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is unstable or has developed a
significant new problem requiring immediate physician
attention. Typically, 75 minutes are spent with the patient
and/or family or caregiver.

* 99334  Domiciliary or rest home visit for the evaluation and 91.88 XXX N
management of an established patient, which requires at
least 2 of these 3 key components: A problem focused
interval history; A problem focused examination;
Straightforward medical decision making. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are self-limited or minor. Typically, 15 minutes
are spent with the patient and/or family or caregiver.
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Domiciliary or rest home visit for the evaluation and 144.38 XXX
management of an established patient, which requires at
least 2 of these 3 key components: An expanded problem
focused interval history; An expanded problem focused
examination; Medical decision making of low complexity.
Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of low to moderate
severity. Typically, 25 minutes are spent with the patient
and/or family or caregiver.
Domiciliary or rest home visit for the evaluation and 204.23 XXX
management of an established patient, which requires at
least 2 of these 3 key components: A detailed interval
history; A detailed examination; Medical decision making
of moderate complexity. Counseling and/or coordination of
care with other physicians, other qualified health care
professionals, or agencies are provided consistent with
the nature of the problem(s) and the patient's and/or
family's needs. Usually, the presenting problem(s) are of
moderate to high severity. Typically, 40 minutes are spent
with the patient and/or family or caregiver.
Domiciliary or rest home visit for the evaluation and 29243 XXX
management of an established patient, which requires at
least 2 of these 3 key components: A comprehensive
interval history; A comprehensive examination; Medical
decision making of moderate to high complexity.
Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of moderate to high
severity. The patient may be unstable or may have
developed a significant new problem requiring immediate
physician attention. Typically, 60 minutes are spent with
the patient and/or family or caregiver.
Individual physician supervision of a patient (patient not 116.55 XXX
present) in home, domiciliary or rest home (eg, assisted
living facility) requiring complex and multidisciplinary care
modalities involving regular physician development and/or
revision of care plans, review of subsequent reports of
patient status, review of related laboratory and other
studies, communication (including telephone calls) for
purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision
maker(s) (eg, legal guardian) and/or key caregiver(s)
involved in patient's care, integration of new information
into the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 15-29 minutes
Individual physician supervision of a patient (patient not 163.28 XXX
present) in home, domiciliary or rest home (eg, assisted
living facility) requiring complex and multidisciplinary care
modalities involving regular physician development and/or
revision of care plans, review of subsequent reports of
patient status, review of related laboratory and other
studies, communication (including telephone calls) for
purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision
maker(s) (eg, legal guardian) and/or key caregiver(s)
involved in patient's care, integration of new information
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Mississippi Workers’ Compensation Medical Fee Schedule Evaluation and Management
99091, 99202-99499 Effective November 15, 2022

PC TC Assist APC

Amount Amount Amount FUD  Surg Amount

into the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 30 minutes or
moreinto the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 30 minutes or
more

* 99341  Home visit for the evaluation and management of a new 81.90 XXX N
patient, which requires these 3 key components: A
problem focused history; A problem focused examination;
and Straightforward medical decision making. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are of low severity. Typically, 20 minutes are
spent face-to-face with the patient and/or family.

* 99342 Home visit for the evaluation and management of a new 116.55 XXX N
patient, which requires these 3 key components: An
expanded problem focused history; An expanded problem
focused examination; and Medical decision making of low
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of moderate
severity. Typically, 30 minutes are spent face-to-face with
the patient and/or family.

* 99343  Home visit for the evaluation and management of a new 189.53 XXX N
patient, which requires these 3 key components: A
detailed history; A detailed examination; and Medical
decision making of moderate complexity. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are of moderate to high severity. Typically, 45
minutes are spent face-to-face with the patient and/or
family.

* 99344  Home visit for the evaluation and management of a new 273.00 XXX N
patient, which requires these 3 key components: A
comprehensive history; A comprehensive examination;
and Medical decision making of moderate complexity.
Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are of high severity.
Typically, 60 minutes are spent face-to-face with the
patient and/or family.

* 99345 Home visit for the evaluation and management of a new 330.75 XXX N
patient, which requires these 3 key components: A
comprehensive history; A comprehensive examination;
and Medical decision making of high complexity.
Counseling and/or coordination of care with other
physicians, other qualified health care professionals, or
agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the patient is unstable or has developed a
significant new problem requiring immediate physician
attention. Typically, 75 minutes are spent face-to-face with
the patient and/or family.
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* 99347  Home visit for the evaluation and management of an 82.95 XXX N

established patient, which requires at least 2 of these 3
key components: A problem focused interval history; A
problem focused examination; Straightforward medical
decision making. Counseling and/or coordination of care
with other physicians, other qualified health care
professionals, or agencies are provided consistent with
the nature of the problem(s) and the patient's and/or
family's needs. Usually, the presenting problem(s) are self
limited or minor. Typically, 15 minutes are spent face-to-
face with the patient and/or family.

* 99348 Home visit for the evaluation and management of an 126.00 XXX N
established patient, which requires at least 2 of these 3
key components: An expanded problem focused interval
history; An expanded problem focused examination;
Medical decision making of low complexity. Counseling
and/or coordination of care with other physicians, other
qualified health care professionals, or agencies are
provided consistent with the nature of the problem(s) and
the patient's and/or family's needs. Usually, the presenting
problem(s) are of low to moderate severity. Typically, 25
minutes are spent face-to-face with the patient and/or
family.

* 99349  Home visit for the evaluation and management of an 194.25 XXX N
established patient, which requires at least 2 of these 3
key components: A detailed interval history; A detailed
examination; Medical decision making of moderate
complexity. Counseling and/or coordination of care with
other physicians, other qualified health care professionals,
or agencies are provided consistent with the nature of the
problem(s) and the patient's and/or family's needs.
Usually, the presenting problem(s) are moderate to high
severity. Typically, 40 minutes are spent face-to-face with
the patient and/or family.

* 99350 Home visit for the evaluation and management of an 269.33 XXX N
established patient, which requires at least 2 of these 3
key components: A comprehensive interval history; A
comprehensive examination; Medical decision making of
moderate to high complexity. Counseling and/or
coordination of care with other physicians, other qualified
health care professionals, or agencies are provided
consistent with the nature of the problem(s) and the
patient's and/or family's needs. Usually, the presenting
problem(s) are of moderate to high severity. The patient
may be unstable or may have developed a significant new
problem requiring immediate physician attention.
Typically, 60 minutes are spent face-to-face with the
patient and/or family.

+ % 99354  Prolonged service(s) in the outpatient setting requiring 194.78 777 N
direct patient contact beyond the time of the usual service;
first hour (List separately in addition to code for outpatient
Evaluation and Management or psychotherapy service,
except with office or other outpatient services [99202,
99203, 99204, 99205, 99212, 99213, 99214, 99215])

+ % 99355  Prolonged service(s) in the outpatient setting requiring 140.70 77 N
direct patient contact beyond the time of the usual service;
each additional 30 minutes (List separately in addition to
code for prolonged service)
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+ % 99356  Prolonged service in the inpatient or observation setting, 137.03
requiring unit/floor time beyond the usual service; first
hour (List separately in addition to code for inpatient or
observation Evaluation and Management service)
+ % 99357  Prolonged service in the inpatient or observation setting, 137.55
requiring unit/floor time beyond the usual service; each
additional 30 minutes (List separately in addition to code
for prolonged service)
99358  Prolonged evaluation and management service before 168.00
and/or after direct patient care; first hour

+ 99359  Prolonged evaluation and management service before 81.90

and/or after direct patient care; each additional 30 minutes
(List separately in addition to code for prolonged service)

99360 Standby service, requiring prolonged attendance, each 30 92.40
minutes (eg, operative standby, standby for frozen
section, for cesarean/high risk delivery, for monitoring
EEG)

99366 Medical team conference with interdisciplinary team of 65.63
health care professionals, face-to-face with patient and/or
family, 30 minutes or more, participation by nonphysician
qualified health care professional

99367 Medical team conference with interdisciplinary team of 85.05
health care professionals, patient and/or family not
present, 30 minutes or more; participation by physician

99368 Medical team conference with interdisciplinary team of 56.18
health care professionals, patient and/or family not
present, 30 minutes or more; participation by
nonphysician qualified health care professional

99374  Supervision of a patient under care of home health 105.53
agency (patient not present) in home, domiciliary or
equivalent environment (eg, Alzheimer's facility) requiring
complex and multidisciplinary care modalities involving
regular development and/or revision of care plans by that
individual, review of subsequent reports of patient status,
review of related laboratory and other studies,
communication (including telephone calls) for purposes of
assessment or care decisions with health care
professional(s), family member(s), surrogate decision
maker(s) (eg, legal guardian) and/or key caregiver(s)
involved in patient's care, integration of new information
into the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 15-29 minutes

99375  Supervision of a patient under care of home health 156.98
agency (patient not present) in home, domiciliary or
equivalent environment (eg, Alzheimer's facility) requiring
complex and multidisciplinary care modalities involving
regular development and/or revision of care plans by that
individual, review of subsequent reports of patient status,
review of related laboratory and other studies,
communication (including telephone calls) for purposes of
assessment or care decisions with health care
professional(s), family member(s), surrogate decision
maker(s) (eg, legal guardian) and/or key caregiver(s)
involved in patient's care, integration of new information
into the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 30 minutes or
more

PC
Amount
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99377  Supervision of a hospice patient (patient not present) 105.53 XXX N

requiring complex and multidisciplinary care modalities
involving regular development and/or revision of care
plans by that individual, review of subsequent reports of
patient status, review of related laboratory and other
studies, communication (including telephone calls) for
purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision
maker(s) (eg, legal guardian) and/or key caregiver(s)
involved in patient's care, integration of new information
into the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 15-29 minutes

99378  Supervision of a hospice patient (patient not present) 156.98 XXX N
requiring complex and multidisciplinary care modalities
involving regular development and/or revision of care
plans by that individual, review of subsequent reports of
patient status, review of related laboratory and other
studies, communication (including telephone calls) for
purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision
maker(s) (eg, legal guardian) and/or key caregiver(s)
involved in patient's care, integration of new information
into the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 30 minutes or
more

99379  Supervision of a nursing facility patient (patient not 105.53 XXX N
present) requiring complex and multidisciplinary care
modalities involving regular development and/or revision
of care plans by that individual, review of subsequent
reports of patient status, review of related laboratory and
other studies, communication (including telephone calls)
for purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision
maker(s) (eg, legal guardian) and/or key caregiver(s)
involved in patient's care, integration of new information
into the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 15-29 minutes

99380  Supervision of a nursing facility patient (patient not 156.98 XXX N
present) requiring complex and multidisciplinary care
modalities involving regular development and/or revision
of care plans by that individual, review of subsequent
reports of patient status, review of related laboratory and
other studies, communication (including telephone calls)
for purposes of assessment or care decisions with health
care professional(s), family member(s), surrogate decision
maker(s) (eg, legal guardian) and/or key caregiver(s)
involved in patient's care, integration of new information
into the medical treatment plan and/or adjustment of
medical therapy, within a calendar month; 30 minutes or
more

99381 Initial comprehensive preventive medicine evaluation and 168.53 XXX N 132.34
management of an individual including an age and gender
appropriate history, examination, counseling/anticipatory
guidance/risk factor reduction interventions, and the
ordering of laboratory/diagnostic procedures, new patient;
infant (age younger than 1 year)

99382 Initial comprehensive preventive medicine evaluation and 175.88 XXX N 144.97
management of an individual including an age and gender
appropriate history, examination, counseling/anticipatory
guidance/risk factor reduction interventions, and the
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TC

Assist APC

99383

99384

99385

99386

99387

99391

99392

99393

99394

ordering of laboratory/diagnostic procedures, new patient;
early childhood (age 1 through 4 years)

Initial comprehensive preventive medicine evaluation and
management of an individual including an age and gender
appropriate history, examination, counseling/anticipatory
guidance/risk factor reduction interventions, and the
ordering of laboratory/diagnostic procedures, new patient;
late childhood (age 5 through 11 years)

Initial comprehensive preventive medicine evaluation and
management of an individual including an age and gender
appropriate history, examination, counseling/anticipatory
guidance/risk factor reduction interventions, and the
ordering of laboratory/diagnostic procedures, new patient;
adolescent (age 12 through 17 years)

Initial comprehensive preventive medicine evaluation and
management of an individual including an age and gender
appropriate history, examination, counseling/anticipatory
guidance/risk factor reduction interventions, and the
ordering of laboratory/diagnostic procedures, new patient;
18-39 years

Initial comprehensive preventive medicine evaluation and
management of an individual including an age and gender
appropriate history, examination, counseling/anticipatory
guidance/risk factor reduction interventions, and the
ordering of laboratory/diagnostic procedures, new patient;
40-64 years

Initial comprehensive preventive medicine evaluation and
management of an individual including an age and gender
appropriate history, examination, counseling/anticipatory
guidance/risk factor reduction interventions, and the
ordering of laboratory/diagnostic procedures, new patient;
65 years and older

Periodic comprehensive preventive medicine reevaluation
and management of an individual including an age and
gender appropriate history, examination,
counseling/anticipatory guidance/risk factor reduction
interventions, and the ordering of laboratory/diagnostic
procedures, established patient; infant (age younger than
1 year)

Periodic comprehensive preventive medicine reevaluation
and management of an individual including an age and
gender appropriate history, examination,
counseling/anticipatory guidance/risk factor reduction
interventions, and the ordering of laboratory/diagnostic
procedures, established patient; early childhood (age 1
through 4 years)

Periodic comprehensive preventive medicine reevaluation
and management of an individual including an age and
gender appropriate history, examination,
counseling/anticipatory guidance/risk factor reduction
interventions, and the ordering of laboratory/diagnostic
procedures, established patient; late childhood (age 5
through 11 years)

Periodic comprehensive preventive medicine reevaluation
and management of an individual including an age and
gender appropriate history, examination,
counseling/anticipatory guidance/risk factor reduction
interventions, and the ordering of laboratory/diagnostic
procedures, established patient; adolescent (age 12
through 17 years)

Amount  Amount

182.70

207.90

201.60

233.10

252.00

152.25

161.70

161.18

176.40
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Code
99395

99396

99397

99401

99402

99403

99404

99406

99407

99408

99409

99411

99412

99415

99416

99417

PC

99091, 99202-99499

TC

Description Amount  Amount Amount FUD

Periodic comprehensive preventive medicine reevaluation 180.08
and management of an individual including an age and

gender appropriate history, examination,

counseling/anticipatory guidance/risk factor reduction

interventions, and the ordering of laboratory/diagnostic

procedures, established patient; 18-39 years

Periodic comprehensive preventive medicine reevaluation 193.73
and management of an individual including an age and

gender appropriate history, examination,

counseling/anticipatory guidance/risk factor reduction

interventions, and the ordering of laboratory/diagnostic

procedures, established patient; 40-64 years

Periodic comprehensive preventive medicine reevaluation 208.43
and management of an individual including an age and

gender appropriate history, examination,

counseling/anticipatory guidance/risk factor reduction

interventions, and the ordering of laboratory/diagnostic

procedures, established patient; 65 years and older

Preventive medicine counseling and/or risk factor 59.85
reduction intervention(s) provided to an individual

(separate procedure); approximately 15 minutes

Preventive medicine counseling and/or risk factor 99.23
reduction intervention(s) provided to an individual

(separate procedure); approximately 30 minutes

Preventive medicine counseling and/or risk factor 134.93
reduction intervention(s) provided to an individual

(separate procedure); approximately 45 minutes

Preventive medicine counseling and/or risk factor 173.78
reduction intervention(s) provided to an individual

(separate procedure); approximately 60 minutes

Smoking and tobacco use cessation counseling visit; 23.63
intermediate, greater than 3 minutes up to 10 minutes

Smoking and tobacco use cessation counseling visit; 43.58
intensive, greater than 10 minutes

Alcohol and/or substance (other than tobacco) abuse 54.60
structured screening (eg, AUDIT, DAST), and brief

intervention (SBI) services; 15 to 30 minutes

Alcohol and/or substance (other than tobacco) abuse 105.00
structured screening (eg, AUDIT, DAST), and brief

intervention (SBI) services; greater than 30 minutes

Preventive medicine counseling and/or risk factor 32.03
reduction intervention(s) provided to individuals in a group

setting (separate procedure); approximately 30 minutes

Preventive medicine counseling and/or risk factor 39.38
reduction intervention(s) provided to individuals in a group

setting (separate procedure); approximately 60 minutes

Prolonged clinical staff service (the service beyond the 15.75
highest time in the range of total time of the service)

during an evaluation and management service in the

office or outpatient setting, direct patient contact with

physician supervision; first hour (List separately in addition

to code for outpatient Evaluation and Management

service)

Prolonged clinical staff service (the service beyond the 8.93
highest time in the range of total time of the service)

during an evaluation and management service in the

office or outpatient setting, direct patient contact with

physician supervision; each additional 30 minutes (List

separately in addition to code for prolonged service)

Prolonged office or other outpatient evaluation and 48.83
management service(s) beyond the minimum required
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time of the primary procedure which has been selected
using total time, requiring total time with or without direct
patient contact beyond the usual service, on the date of
the primary service, each 15 minutes of total time (List
separately in addition to codes 99205, 99215 for office or
other outpatient Evaluation and Management services)

99421  Online digital evaluation and management service, for an 23.10 XXX N
established patient, for up to 7 days, cumulative time
during the 7 days; 5-10 minutes

99422  Online digital evaluation and management service, for an 45.15 XXX N
established patient, for up to 7 days, cumulative time
during the 7 days; 11-20 minutes

99423  Online digital evaluation and management service, for an 73.50 XXX N
established patient, for up to 7 days, cumulative time
during the 7 days; 21 or more minutes

99424  Principal care management services, for a single high-risk 126.53 XXX N
disease, with the following required elements: one
complex chronic condition expected to last at least 3
months, and that places the patient at significant risk of
hospitalization, acute exacerbation/decompensation,
functional decline, or death, the condition requires
development, monitoring, or revision of disease-specific
care plan, the condition requires frequent adjustments in
the medication regimen and/or the management of the
condition is unusually complex due to comorbidities,
ongoing communication and care coordination between
relevant practitioners furnishing care; first 30 minutes
provided personally by a physician or other qualified
health care professional, per calendar month.

+ 99425 Principal care management services, for a single high-risk 91.35 777 N

disease, with the following required elements: one
complex chronic condition expected to last at least 3
months, and that places the patient at significant risk of
hospitalization, acute exacerbation/decompensation,
functional decline, or death, the condition requires
development, monitoring, or revision of disease-specific
care plan, the condition requires frequent adjustments in
the medication regimen and/or the management of the
condition is unusually complex due to comorbidities,
ongoing communication and care coordination between
relevant practitioners furnishing care; each additional 30
minutes provided personally by a physician or other
qualified health care professional, per calendar month
(List separately in addition to code for primary procedure)

99426 Principal care management services, for a single high-risk 96.08 XXX N 108.52
disease, with the following required elements: one
complex chronic condition expected to last at least 3
months, and that places the patient at significant risk of
hospitalization, acute exacerbation/decompensation,
functional decline, or death, the condition requires
development, monitoring, or revision of disease-specific
care plan, the condition requires frequent adjustments in
the medication regimen and/or the management of the
condition is unusually complex due to comorbidities,
ongoing communication and care coordination between
relevant practitioners furnishing care; first 30 minutes of
clinical staff time directed by physician or other qualified
health care professional, per calendar month.
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+ 99427  Principal care management services, for a single high-risk 73.50 777 N

disease, with the following required elements: one
complex chronic condition expected to last at least 3
months, and that places the patient at significant risk of
hospitalization, acute exacerbation/decompensation,
functional decline, or death, the condition requires
development, monitoring, or revision of disease-specific
care plan, the condition requires frequent adjustments in
the medication regimen and/or the management of the
condition is unusually complex due to comorbidities,
ongoing communication and care coordination between
relevant practitioners furnishing care; each additional 30
minutes of clinical staff time directed by a physician or
other qualified health care professional, per calendar
month (List separately in addition to code for primary

procedure)
99429  Unlisted preventive medicine service BR XXX N 31.89
+ 99437  Chronic care management services with the following 92.93 777 N

required elements: multiple (two or more) chronic
conditions expected to last at least 12 months, or until the
death of the patient, chronic conditions that place the
patient at significant risk of death, acute
exacerbation/decompensation, or functional decline,
comprehensive care plan established, implemented,
revised, or monitored; each additional 30 minutes by a
physician or other qualified health care professional, per
calendar month (List separately in addition to code for
primary procedure)

+ 99439  Chronic care management services with the following 73.50 777 N
required elements: multiple (two or more) chronic
conditions expected to last at least 12 months, or until the
death of the patient, chronic conditions that place the
patient at significant risk of death, acute
exacerbation/decompensation, or functional decline,
comprehensive care plan established, implemented,
revised, or monitored; each additional 20 minutes of
clinical staff time directed by a physician or other qualified
health care professional, per calendar month (List
separately in addition to code for primary procedure)

* 99441  Telephone evaluation and management service by a 86.10 XXX N
physician or other qualified health care professional who
may report evaluation and management services provided
to an established patient, parent, or guardian 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

* 99442  Telephone evaluation and management service by a 139.13 XXX N
physician or other qualified health care professional who
may report evaluation and management services provided
to an established patient, parent, or guardian 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; 11-20 minutes of medical discussion

* 99443  Telephone evaluation and management service by a 196.88 XXX N
physician or other qualified health care professional who
may report evaluation and management services provided
to an established patient, parent, or guardian not
originating from a related E/M service provided within the
previous 7 days nor leading to an E/M service or
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99446

99447

99448

99449

99450

99451

99452

99453

99454

procedure within the next 24 hours or soonest available
appointment; 21-30 minutes of medical discussion
Interprofessional telephone/Internet/electronic health
record assessment and management service provided by
a consultative physician or other qualified health care
professional, including a verbal and written report to the
patient's treating/requesting physician or other qualified
health care professional; 5-10 minutes of medical
consultative discussion and review

Interprofessional telephone/Internet/electronic health
record assessment and management service provided by
a consultative physician or other qualified health care
professional, including a verbal and written report to the
patient's treating/requesting physician or other qualified
health care professional; 11-20 minutes of medical
consultative discussion and review

Interprofessional telephone/Internet/electronic health
record assessment and management service provided by
a consultative physician or other qualified health care
professional, including a verbal and written report to the
patient's treating/requesting physician or other qualified
health care professional; 21-30 minutes of medical
consultative discussion and review

Interprofessional telephone/Internet/electronic health
record assessment and management service provided by
a consultative physician or other qualified health care
professional, including a verbal and written report to the
patient's treating/requesting physician or other qualified
health care professional; 31 minutes or more of medical
consultative discussion and review

Basic life and/or disability examination that includes:
Measurement of height, weight, and blood pressure;
Completion of a medical history following a life insurance
pro forma; Collection of blood sample and/or urinalysis
complying with "chain of custody" protocols; and
Completion of necessary documentation/certificates.
Interprofessional telephone/Internet/electronic health
record assessment and management service provided by
a consultative physician, including a written report to the
patient's treating/requesting physician or other qualified
health care professional, 5 minutes or more of medical
consultative time

Interprofessional telephone/Internet/electronic health
record referral service(s) provided by a treating/requesting
physician or other qualified health care professional, 30
minutes

Remote monitoring of physiologic parameter(s) (eg,
weight, blood pressure, pulse oximetry, respiratory flow
rate), initial; set-up and patient education on use of
equipment

Remote monitoring of physiologic parameter(s) (eg,
weight, blood pressure, pulse oximetry, respiratory flow
rate), initial; device(s) supply with daily recording(s) or
programmed alert(s) transmission, each 30 days

Amount  Amount

28.35

55.65

83.48

111.83

21.53

55.13

56.18

28.88

84.53

Amount FUD

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX
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99455 Work related or medical disability examination by the Negotiated XXX N

treating physician that includes: Completion of a medical
history commensurate with the patient's condition;
Performance of an examination commensurate with the
patient's condition; Formulation of a diagnosis,
assessment of capabilities and stability, and calculation of
impairment; Development of future medical treatment
plan; and Completion of necessary
documentation/certificates and report.

99456  Work related or medical disability examination by other Negotiated XXX N
than the treating physician that includes: Completion of a
medical history commensurate with the patient's condition;
Performance of an examination commensurate with the
patient's condition; Formulation of a diagnosis,
assessment of capabilities and stability, and calculation of
impairment; Development of future medical treatment
plan; and Completion of necessary
documentation/certificates and report.

99457  Remote physiologic monitoring treatment management 76.13 XXX N
services, clinical staff/physician/other qualified health care
professional time in a calendar month requiring interactive
communication with the patient/caregiver during the
month; first 20 minutes

+ 99458 Remote physiologic monitoring treatment management 61.95 777 N

services, clinical staff/physician/other qualified health care
professional time in a calendar month requiring interactive
communication with the patient/caregiver during the
month; each additional 20 minutes (List separately in
addition to code for primary procedure)

99460 Initial hospital or birthing center care, per day, for 144.38 XXX N 172.32
evaluation and management of normal newborn infant
99461 Initial care, per day, for evaluation and management of 141.75 XXX N

normal newborn infant seen in other than hospital or
birthing center

99462 Subsequent hospital care, per day, for evaluation and 64.05 XXX N
management of normal newborn
99463 Initial hospital or birthing center care, per day, for 166.43 XXX N 172.32

evaluation and management of normal newborn infant
admitted and discharged on the same date
99464  Attendance at delivery (when requested by the delivering 113.40 XXX N
physician or other qualified health care professional) and
initial stabilization of newborn
99465 Delivery/birthing room resuscitation, provision of positive 221.03 XXX N 814.70
pressure ventilation and/or chest compressions in the
presence of acute inadequate ventilation and/or cardiac
output
99466 Critical care face-to-face services, during an interfacility 360.68 XXX N
transport of critically ill or critically injured pediatric patient,
24 months of age or younger; first 30-74 minutes of
hands-on care during transport
+ 99467 Critical care face-to-face services, during an interfacility 181.65 777 N
transport of critically ill or critically injured pediatric patient,
24 months of age or younger; each additional 30 minutes
(List separately in addition to code for primary service)
* 99468 Initial inpatient neonatal critical care, per day, for the 1391.25 XXX N
evaluation and management of a critically ill neonate, 28
days of age or younger
* 99469 Subsequent inpatient neonatal critical care, per day, for 602.70 XXX N
the evaluation and management of a critically ill neonate,
28 days of age or younger

+ Add-on Procedure © Modifier 51 Exempt Procedure % Telemedicine
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99091, 99202-99499

Code Description

* 99471 |Initial inpatient pediatric critical care, per day, for the
evaluation and management of a critically ill infant or
young child, 29 days through 24 months of age

* 99472  Subsequent inpatient pediatric critical care, per day, for
the evaluation and management of a critically ill infant or
young child, 29 days through 24 months of age

* 99473  Self-measured blood pressure using a device validated for
clinical accuracy; patient education/training and device
calibration

99474  Self-measured blood pressure using a device validated for
clinical accuracy; separate self-measurements of two
readings one minute apart, twice daily over a 30-day
period (minimum of 12 readings), collection of data
reported by the patient and/or caregiver to the physician
or other qualified health care professional, with report of
average systolic and diastolic pressures and subsequent
communication of a treatment plan to the patient

* 99475 Initial inpatient pediatric critical care, per day, for the
evaluation and management of a critically ill infant or
young child, 2 through 5 years of age

* 99476  Subsequent inpatient pediatric critical care, per day, for
the evaluation and management of a critically ill infant or
young child, 2 through 5 years of age

* 99477 |Initial hospital care, per day, for the evaluation and
management of the neonate, 28 days of age or younger,
who requires intensive observation, frequent interventions,
and other intensive care services

* 99478  Subsequent intensive care, per day, for the evaluation
and management of the recovering very low birth weight
infant (present body weight less than 1500 grams)

* 99479  Subsequent intensive care, per day, for the evaluation
and management of the recovering low birth weight infant
(present body weight of 1500-2500 grams)

* 99480  Subsequent intensive care, per day, for the evaluation
and management of the recovering infant (present body
weight of 2501-5000 grams)

* 99483  Assessment of and care planning for a patient with
cognitive impairment, requiring an independent historian,
in the office or other outpatient, home or domiciliary or rest
home, with all of the following required elements:
Cognition-focused evaluation including a pertinent history
and examination, Medical decision making of moderate or
high complexity, Functional assessment (eg, basic and
instrumental activities of daily living), including decision-
making capacity, Use of standardized instruments for
staging of dementia (eg, functional assessment staging
test [FAST], clinical dementia rating [CDRY]), Medication
reconciliation and review for high-risk medications,
Evaluation for neuropsychiatric and behavioral symptoms,
including depression, including use of standardized
screening instrument(s), Evaluation of safety (eg, home),
including motor vehicle operation, Identification of
caregiver(s), caregiver knowledge, caregiver needs, social
supports, and the willingness of caregiver to take on
caregiving tasks, Development, updating or revision, or
review of an Advance Care Plan, Creation of a written
care plan, including initial plans to address any
neuropsychiatric symptoms, neuro-cognitive symptoms,
functional limitations, and referral to community resources
as needed (eg, rehabilitation services, adult day
programs, support groups) shared with the patient and/or

Amount
1204.35

614.25

17.85

23.10

865.73

519.23

526.58

207.90

189.53

181.65

429.45

PC
Amount

Effective November 15, 2022

TC
Amount
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XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX

XXX
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N
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35.83
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Amount Amount Amount FUD  Surg Amount

caregiver with initial education and support. Typically, 50
minutes are spent face-to-face with the patient and/or
family or caregiver.

99484  Care management services for behavioral health 67.73 XXX N 38.11
conditions, at least 20 minutes of clinical staff time,
directed by a physician or other qualified health care
professional, per calendar month, with the following
required elements: initial assessment or follow-up
monitoring, including the use of applicable validated rating
scales, behavioral health care planning in relation to
behavioral/psychiatric health problems, including revision
for patients who are not progressing or whose status
changes, facilitating and coordinating treatment such as
psychotherapy, pharmacotherapy, counseling and/or
psychiatric consultation, and continuity of care with a
designated member of the care team.

99485  Supervision by a control physician of interfacility transport 114.98 XXX N
care of the critically ill or critically injured pediatric patient,
24 months of age or younger, includes two-way
communication with transport team before transport, at
the referring facility and during the transport, including
data interpretation and report; first 30 minutes

+ 99486  Supervision by a control physician of interfacility transport 100.28 XXX N

care of the critically ill or critically injured pediatric patient,
24 months of age or younger, includes two-way
communication with transport team before transport, at
the referring facility and during the transport, including
data interpretation and report; each additional 30 minutes
(List separately in addition to code for primary procedure)

99487  Complex chronic care management services with the 203.70 XXX N 194.04
following required elements: multiple (two or more)
chronic conditions expected to last at least 12 months, or
until the death of the patient, chronic conditions that place
the patient at significant risk of death, acute
exacerbation/decompensation, or functional decline,
comprehensive care plan established, implemented,
revised, or monitored, moderate or high complexity
medical decision making; first 60 minutes of clinical staff
time directed by a physician or other qualified health care
professional, per calendar month.

+ 99489  Complex chronic care management services with the 107.10 777 N

following required elements: multiple (two or more)
chronic conditions expected to last at least 12 months, or
until the death of the patient, chronic conditions that place
the patient at significant risk of death, acute
exacerbation/decompensation, or functional decline,
comprehensive care plan established, implemented,
revised, or monitored, moderate or high complexity
medical decision making; each additional 30 minutes of
clinical staff time directed by a physician or other qualified
health care professional, per calendar month (List
separately in addition to code for primary procedure)

99490  Chronic care management services with the following 97.13 XXX N 108.52
required elements: multiple (two or more) chronic
conditions expected to last at least 12 months, or until the
death of the patient, chronic conditions that place the
patient at significant risk of death, acute
exacerbation/decompensation, or functional decline,
comprehensive care plan established, implemented,
revised, or monitored; first 20 minutes of clinical staff time

+ Add-on Procedure © Modifier 51 Exempt Procedure % Telemedicine
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Amount  Amount Amount FUD  Surg  Amount
directed by a physician or other qualified health care
professional, per calendar month.

99491  Chronic care management services with the following 130.73 XXX N
required elements: multiple (two or more) chronic
conditions expected to last at least 12 months, or until the
death of the patient, chronic conditions that place the
patient at significant risk of death, acute
exacerbation/decompensation, or functional decline,
comprehensive care plan established, implemented,
revised, or monitored; first 30 minutes provided personally
by a physician or other qualified health care professional,
per calendar month.

99492 |Initial psychiatric collaborative care management, first 70 233.10 XXX N 108.52
minutes in the first calendar month of behavioral health
care manager activities, in consultation with a psychiatric
consultant, and directed by the treating physician or other
qualified health care professional, with the following
required elements: outreach to and engagement in
treatment of a patient directed by the treating physician or
other qualified health care professional, initial assessment
of the patient, including administration of validated rating
scales, with the development of an individualized
treatment plan, review by the psychiatric consultant with
modifications of the plan if recommended, entering patient
in a registry and tracking patient follow-up and progress
using the registry, with appropriate documentation, and
participation in weekly caseload consultation with the
psychiatric consultant, and provision of brief interventions
using evidence-based techniques such as behavioral
activation, motivational interviewing, and other focused
treatment strategies.

99493  Subsequent psychiatric collaborative care management, 225.75 XXX N 108.52
first 60 minutes in a subsequent month of behavioral
health care manager activities, in consultation with a
psychiatric consultant, and directed by the treating
physician or other qualified health care professional, with
the following required elements: tracking patient follow-up
and progress using the registry, with appropriate
documentation, participation in weekly caseload
consultation with the psychiatric consultant, ongoing
collaboration with and coordination of the patient's mental
health care with the treating physician or other qualified
health care professional and any other treating mental
health providers, additional review of progress and
recommendations for changes in treatment, as indicated,
including medications, based on recommendations
provided by the psychiatric consultant, provision of brief
interventions using evidence-based techniques such as
behavioral activation, motivational interviewing, and other
focused treatment strategies, monitoring of patient
outcomes using validated rating scales, and relapse
prevention planning with patients as they achieve
remission of symptoms and/or other treatment goals and
are prepared for discharge from active treatment.

+ 99494 |Initial or subsequent psychiatric collaborative care 96.60 77 N
management, each additional 30 minutes in a calendar
month of behavioral health care manager activities, in
consultation with a psychiatric consultant, and directed by
the treating physician or other qualified health care
professional (List separately in addition to code for
primary procedure)
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* 99495 Transitional Care Management Services with the following 317.10 XXX N 172.32
required elements: Communication (direct contact,
telephone, electronic) with the patient and/or caregiver
within 2 business days of discharge Medical decision
making of at least moderate complexity during the service
period Face-to-face visit, within 14 calendar days of
discharge

* 99496 Transitional Care Management Services with the following 427.35 XXX N 172.32
required elements: Communication (direct contact,
telephone, electronic) with the patient and/or caregiver
within 2 business days of discharge Medical decision
making of high complexity during the service period Face-
to-face visit, within 7 calendar days of discharge

* 99497  Advance care planning including the explanation and 129.68 XXX N 108.52
discussion of advance directives such as standard forms
(with completion of such forms, when performed), by the
physician or other qualified health care professional; first
30 minutes, face-to-face with the patient, family
member(s), and/or surrogate

+ x 99498  Advance care planning including the explanation and 112.35 77 N
discussion of advance directives such as standard forms
(with completion of such forms, when performed), by the
physician or other qualified health care professional; each
additional 30 minutes (List separately in addition to code
for primary procedure)
99499  Unlisted evaluation and management service BR XXX N

+ Add-on Procedure © Modifier 51 Exempt Procedure % Telemedicine
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ANESTHESIA

Note: Rules used by all physicians in reporting their IV. SPECIAL CIRCUMSTANCES
services are presented in the General Rules section. See A. Physical Status Modifiers. Physical status

the Modifier and Code Rules section for detailed modifiers are represented by the initial letter P

information on modifiers. followed by a single digit from one (1) to six (6)
defined below:

L INTRODUCTION L. Base
The 2022 American Society of Anesthesiologists’ (ASA) Status | Description Units
Relative Value Guide® is recognized as an appropriate
assessment of current relative values for specific P1 A normal healthy patient 0
anesthesiology procedures. It is the basis for the . . . .
assigned basge units for CPT codes in the Anesthesia P2 'giSp:at'Sint with mild systemic 0
section of the Fee Schedule.

P3 A patient with severe 1

The conversion factor for anesthesia services has been

designated at $75.00 per unit. systemic disease

Total anesthesia value is defined in the following formula: P4 A pat|ept W'th severe 2
systemic disease that is a
(Base units + time units + modifying units) x constant threat to life
conversion factor = reimbursement - A moribund patient who is not 3
expected to survive without
I. BASE UNITS the operation
Base units are listed for most procedures. This value is P6 A patient declared brain-dead 0
determined by the complexity of the service and includes whose organs are being
all usual anesthesia services except the time actively removed for donor purposes
spent in anesthesia care and the modifying factors. The
base units include preoperative and postoperative visits, These six levels are consistent with the American
the administration of fluids and/or blood incident to the Society of Anesthesiologists’ (ASA) ranking of patient
anesthesia care, and interpretation of non-invasive physical status. Physical status is included in CPT to
monitoring (ECG, temperature, blood pressure, oximetry, distinguish between various levels of complexity of
and other usual monitoring procedures). The basic the anesthesia service provided. Documentation
anesthesia unit includes the routine follow-up care and submitted with the billing must include the indicators
observation (including recovery room observation and that justify physical status for P3, P4, and P5.

monitoring). When multiple surgical procedures are
performed during the same period of anesthesia, only the
highest base unit allowance of the various surgical
procedures will be used.

B. Qualifying Circumstances
1. Many anesthesia services are provided under
particularly difficult circumstances, depending on
factors such as extraordinary condition of
patient, notable operative condition, and/or
unusual risk factors. These procedures would
. TIME UNITS not be reported alone but would be reported as
additional procedure numbers qualifying an
anesthesia procedure or service.

Anesthesia time begins when the anesthesiologist starts
the preparation of the patient for anesthesia in the
preoperative area, the operating room or a similar area,

and ends when the injured employee is placed under

postoperative care, such as transfer to the recovery CPT Description Units
room. Code
The anesthesia time units will be calculated in 15-minute 99100 Anesthesia for patient of extreme 1

intervals, or portions thereof, equaling one (1) time unit.
No additional time units are allowed for recovery room
time and monitoring.

age, younger than 1 year and older
than 70 (List separately in addition
to code for primary anesthesia
procedure)

99116 Anesthesia complicated by 5
utilization of total body
hypothermia (List separately in
addition to code for primary
anesthesia procedure)

Relative Value Guide © 2021 American Society of Anesthesiologists. All rights reserved. 75
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Code

CPT Description Units

99135 Anesthesia complicated by
utilization of controlled hypotension
(List separately in addition to code
for primary anesthesia procedure)

Mississippi guideline:
Documentation must include
maintaining BP at 100 or less for
one hour or more.

99140 Anesthesia complicated by
emergency conditions (specify)
(List separately in addition to code
for primary anesthesia procedure)

2. Payers must utilize their medical consultants
when there is a question regarding modifiers
and/or special circumstances for anesthesia
charges.

V. MONITORED ANESTHESIA CARE

Monitored anesthesia care occurs when the attending
physician requests that an anesthesiologist be present
during a procedure. This may be to ensure compliance
with accepted procedures of the facility. Monitored
anesthesia care includes pre-anesthesia exam and
evaluation of the patient. The anesthesiologist must
participate or provide medical direction for the plan of
care. The anesthesiologist, resident, or nurse anesthetist
must be in continuous physical presence and provide
diagnosis and treatment of emergencies. This will also
include non-invasive monitoring of cardiocirculatory and
respiratory systems with administration of oxygen and/or
intravenous administration of medications.
Reimbursement will be the same as if general anesthesia
had been administered (time units + base units).

VI. REIMBURSEMENT FOR ANESTHESIA SERVICES

A. Criteria for Reimbursement. Anesthesia services
may be billed for any one of the three following
circumstances:

1. An anesthesiologist provides total and individual
anesthesia service.

2. An anesthesiologist directs a Certified Registered
Nurse Anesthetist (CRNA).

3. Anesthesia provided by a CRNA working
independent of an anesthesiologist’s supervision
is covered under the following conditions:

a. The service falls within the CRNA’s scope of
practice and scope of license as defined by
law.

b. The service is supervised by a licensed
health care provider who has prescriptive
authority in accordance with the clinical
privileges individually granted by the
hospital or other health care organization.

B. Reimbursement

1. The maximum allowable reimbursement (MAR)
for anesthesia is calculated by adding the base
unit value, the number of time units, any
applicable modifier and/or unusual
circumstances units, and multiplying the sum by
a dollar amount (conversion factor) allowed per
unit.

2. Reimbursement includes the usual pre- and
postoperative visits, the care by the
anesthesiologist during surgery, the
administration of fluids and/or blood, and the
usual monitoring services. Unusual forms of
monitoring, such as central venous, intra-
arterial, and Swan-Ganz monitoring, may be
reimbursed separately.

3. When an unlisted service or procedure is
provided, the value should be substantiated with
a report. Unlisted services are identified in this
Fee Schedule as by report (BR).

4. When it is necessary to have a second
anesthesiologist, the necessity should be
substantiated by report. The second
anesthesiologist will receive five base units +
time units x the conversion factor (calculation of
total anesthesia value).

5. Payment for covered anesthesia services is as
follows:

a. When the anesthesiologist provides an
anesthesia service directly, payment will be
made in accordance with the Billing and
Reimbursement Rules of this Fee Schedule.

b. When an anesthesiologist provides medical
direction to the CRNA providing the
anesthesia service, then the reimbursement
will be divided between the two providers
(anesthesiologist and CRNA) at fifty percent
(50%).

c.  When the CRNA provides the anesthesia
service directly, then payment will be the
lesser of the billed charge or eighty percent
(80%) of the maximum allowable listed in
the Fee Schedule for that procedure.

6. Anesthesiologists or CRNAs must bill their
services with the appropriate modifiers to
indicate which one provided the service. Bills
NOT properly coded may cause a delay or error
in reimbursement by the payer. Application of
the appropriate modifier to the bill for service is
the responsibility of the provider, regardless of
the place of service. For detailed information on
anestheisa modifiers, refer to the Modifier and
Code Rules section.
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00100-01999, 91400-999140 Effective November 15, 2022
CODE DESCRIPTION BASE UNIT
00100 ANESTHESIA SALIVARY GLANDS WITH BIOPSY 5.00
00102 ANESTHESIA CLEFT LIP INVOLVING PLASTIC REPAIR 6.00
00103 ANESTHESIA EYELID RECONSTRUCTIVE PROCEDURE 5.00
00104 ANESTHESIA ELECTROCONVULSIVE THERAPY 4.00
00120 ANESTHESIA EXTERNAL MIDDLE & INNER EAR W/BX NOS 5.00
00124 ANES EXTERNAL MIDDLE & INNER EAR W/BX OTOSCOPY 4.00
00126 ANES XTRNL MID & INNER EAR W/BX TYMPANOTOMY 4.00
00140 ANESTHESIA EYE NOT OTHERWISE SPECIFIED 5.00
00142 ANESTHESIA EYE LENS SURGERY 4.00
00144 ANESTHESIA EYE CORNEAL TRANSPLANT 6.00
00145 ANESTHESIA EYE VITREORETINAL SURGERY 6.00
00147 ANESTHESIA EYE IRIDECTOMY 4.00
00148 ANESTHESIA EYE OPHTHALMOSCOPY 4.00
00160 ANESTHESIA NOSE & ACCESSORY SINUSES NOS 5.00
00162 ANES NOSE & ACCESSORY SINUSES RADICAL SURGERY 7.00
00164 ANES NOSE & ACCESSORY SINUSES BIOPSY SOFT TISSUE 4.00
00170 ANESTHESIA INTRAORAL WITH BIOPSY NOS 5.00
00172 ANES INTRAORAL W/BIOPSY REPAIR CLEFT PALATE 6.00
00174 ANES INTRAORAL W/BX EXC RETROPHARYNGEAL TUMOR 6.00
00176 ANESTHESIA INTRAORAL W/BIOPSY RADICAL SURGERY 7.00
00190 ANESTHESIA FACIAL BONES OR SKULL NOS 5.00
00192 ANES FACIAL BONES/SKULL RAD SURG W/PROGNATHISM 7.00
00210 ANESTHESIA INTRACRANIAL PROCEDURE NOS 11.00
00211 ANES INTRACRANIAL CRANIOTOMY/CRANIECTOMY HMTMA 10.00
00212 ANESTHESIA INTRACRANIAL PROCEDURE SUBDURAL TAPS 5.00
00214 ANES INTRACRANIAL BURR HOLES W/VENTRICULOGRAPHY 9.00
00215 ANES INTRACRANIAL/ELEVATION DEPRSD SKULL FX XDRL 9.00
00216 ANESTHESIA INTRACRANIAL VASCULAR PROCEDURE 15.00
00218 ANES INTRACRANIAL PROCEDURE IN SITTING POSITION 13.00
00220 ANES INTRACRANIAL CEREBROSPINAL FLUID SHUNTING 10.00
00222 ANES INTRACRANIAL ELECTROCOAGULATION ICRA NERVE 6.00
00300 ANES INTEG MUSC & NRV HEAD NECK&POSTERIOR TRUNK 5.00
00320 ANES ESOPH THYRD LARYNX TRACH & LYMPH NECK 1YR 6.00
00322 ANES ESOPH THYRD LARX TRACH & LYMPH NCK BX THYRD 3.00
00326 ANESTHESIA LARYNX & TRACHEA CHILDREN <1 YEAR 7.00
00350 ANESTHESIA MAJOR VESSELS NECK NOS 10.00
00352 ANESTHESIA MAJOR VESSELS NECK SIMPLE LIGATION 5.00
00400 ANES INTEG EXTREMITIES ANT TRUNK & PERINEUM NOS 3.00
00402 ANESTHESIA RECONSTRUCTION BREAST 5.00
00404 ANESTHESIA RADICAL/MODIFIED RADICAL BREAST 5.00
00406 ANES RADICAL/MODIFIED RADICAL BREAST W/NODES 13.00
00410 ANES INTEG SYS ELEC CONVERSION ARRHYTHMIAS 4.00
00450 ANESTHESIA CLAVICLE AND SCAPULA NOS 5.00
00454 ANESTHESIA CLAVICLE & SCAPULA BIOPSY CLAVICLE 3.00
00470 ANESTHESIA PARTIAL RIB RESECTION NOS 6.00
00472 ANESTHESIA PARTIAL RIB RESECTION THORACOPLASTY 10.00
00474 ANESTHESIA PARTIAL RIB RESECTION RADICAL 13.00
00500 ANESTHESIA ESOPHAGUS 15.00
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Effective November 15, 2022 00100-01999, 99100-99140
CODE DESCRIPTION BASE UNIT
00520 ANESTHESIA CLOSED CHEST W/BRONCHOSCOPY NOS 6.00
00522 ANESTHESIA CLOSED CHEST NEEDLE BIOPSY PLEURA 4.00
00524 ANESTHESIA CLOSED CHEST PNEUMOCENTESIS 4.00
00528 ANES MEDIASTINOSCOPY&THORACSCOPY W/O 1 LUNG VNTJ 8.00
00529 ANES MEDIASTINOSCOPY&THORACOSCOPY W/1 LUNG VNT 11.00
00530 ANES PERMANENT TRANSVENOUS PACEMAKER INSERTION 4.00
00532 ANESTHESIA ACCESS CENTRAL VENOUS CIRCULATION 4.00
00534 ANES TRANSVENOUS INSJ/REPLACEMENT PACING CVDFB 7.00
00537 ANES CARDIAC ELECTROPHYSIOL STDY W/RF ABLATION 10.00
00539 ANESTHESIA TRACHEOBRONCHIAL RECONSTRUCTION 18.00
00540 ANES THORACOTOMY & THORACOSCOPY NOS 12.00
00541 ANES THORACOTOMY & THORACOSCOPY W/1 LUNG VNTJ 15.00
00542 ANES THORACOTOMY & THORACOSCOPY DECORTICATION 15.00
00546 ANES THORACOTOMY & THORACOSCOPY PULMONARY RESC 15.00
00548 ANES THORACOTOMY &THORACSCOPY TRACHEA & BRONCHI 17.00
00550 ANESTHESIA FOR STERNAL DEBRIDEMENT 10.00
00560 ANES HRT PERICARDIAL SAC& GRT VESLS W/O PMP OXT 15.00
00561 ANES HRT PERICARD SAC&GREAT VSLS W/PMP OXTJ <1YR 25.00
00562 ANES HRT PERICRD SAC&GRT VSLS W/PMP OXTJ >1MO PO 20.00
00563 ANES HRT PRCRD SAC & GREAT VSL W/PUMP OXTJ HYPTH 25.00
00566 ANES DIRECT CABG W/O PUMP OXYGENATOR 25.00
00567 ANES DIRECT CABG W/PUMP OXYGENATOR 18.00
00580 ANES HEART TRANSPLANT/HEART/LUNG TRANSPLANT 20.00
00600 ANESTHESIA CERVICAL SPINE & CORD NOS 10.00
00604 ANES CERVICAL SPINE & CORD W/PATIENT SITTING 13.00
00620 ANESTHESIA THORACIC SPINE & CORD NOS 10.00
00625 ANES THRC SPINE & CORD ANT APPR W/O 1 LUNG VENTJ 13.00
00626 ANES THORACIC SPINE & CORD ANT APPR W/1 LNG VENT 15.00
00630 ANESTHESIA LUMBAR REGION NOS 8.00
00632 ANESTHESIA LUMBAR REGION LUMBAR SYMPATHECTOMY 7.00
00635 ANES DIAGNOSTIC/THERAPEUTIC LUMBAR PUNCTURE 4.00
00640 ANES MANIPULATE SPINE/CLSD CRV THORC/LUMBR SPINE 3.00
00670 ANESTHESIA EXTENSIVE SPINE & SPINAL CORD 13.00
00700 ANESTHESIA UPPER ANTERIOR ABDOMINAL WALL NOS 4.00
00702 ANES UPR ANT ABDL WALL PERCUTANEOUS LIVER BX 4.00
00730 ANESTHESIA UPPER POSTERIOR ABDOMINAL WALL 5.00
00731 ANESTHESIA UPPER GI ENDOSCOPIC PX NOS 5.00
00732 ANESTHESIA UPPER GI ENDOSCOPIC PX ERCP 6.00
00750 ANESTHESIA HERNIA REPAIR UPPER ABDOMEN NOS 4.00
00752 ANES HRNA RPR UPR ABD LMBR&VENTRAL HERNIA&DEHISC 6.00
00754 ANES HERNIA REPAIR UPPER ABDOMEN OMPHALOCELE 7.00
00756 ANES HRNA REPAIR UPR ABD TABDL RPR DIPHRG HRNA 7.00
00770 ANESTHESIA MAJOR ABDOMINAL BLOOD VESSELS 15.00
00790 ANES INTRAPERITONEAL UPPER ABDOMEN W/LAPS NOS 7.00
00792 ANES LAPS PARTIAL HEPATECTOMY W/MGMT LIVER HEMOR 13.00
00794 ANES LAPAROSCOPIC PARTIAL/TOTAL PANCREATECTOMY 8.00
00796 ANES LAPAROSCOPIC LIVER TRANSPLANT 30.00
00797 ANES IPR UPPER ABDOMEN LAPS GASTRIC RSTCV MO 11.00
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00800 ANESTHESIA LOWER ANTERIOR ABDOMINAL WALL NOS 4.00
00802 ANES LOWER ANT ABDOMINAL WALL PANNICULECTOMY 5.00
00811 ANESTHESIA LOWER INTST ENDOSCOPIC PX NOS 4.00
00812 ANESTHESIA LOWER INTST ENDOSCOPIC PX SCR COLSC 3.00
00813 ANESTHESIA COMBINED UPPER&LOWER GI ENDOSCOPIC PX 5.00
00820 ANESTHESIA LOWER POSTERIOR ABDOMINAL WALL 5.00
00830 ANESTHESIA HERNIA REPAIR LOWER ABDOMEN NOS 4.00
00832 ANES LWR ABD VENTRAL & INCISIONAL HERNIA REPAIR 6.00
00834 ANES HERNIA REPAIR LOWER ABDOMEN NOS & 1YR AGE 5.00
00836 ANES HRNA RPR LWR ABD NOS INFTS <37WK BRTH/50WK 6.00
00840 ANESTHESIA INTRAPERITONEAL LOWER ABD W/LAPS NOS 6.00
00842 ANES IPER LOWER ABDOMEN W/LAPS AMNIOCENTESIS 4.00
00844 ANES IPER LOWER ABD W/LAPS ABDOMINOPRNL RESCJ 7.00
00846 ANES IPER LOWER ABD W/LAPS RAD HYSTERECTOMY 8.00
00848 ANES IPER LOWER ABD W/LAPS PELVIC EXENTERATION 8.00
00851 ANES IPER LWR ABD W/LAPS TUBAL LIGATION/TRANSECT 6.00
00860 ANES EXTRAPERITONEAL LWR ABD W/URINARY TRACT NOS 6.00
00862 ANES XTRPRTL LOWER ABD UR TRACT RENAL DON NFRCT 7.00
00864 ANES XTRPRTL LWER ABD W/URINARY TRACT TOT CYSTEC 8.00
00865 ANES XTRPRTL LWR ABD W/URINARY TRACT RAD PRSTECT 7.00
00866 ANES XTRPRTL LOWER ABD W/URIN TRACT ADRENLECTOMY 10.00
00868 ANES XTRPRTL LWR ABD W/URIN TRACT RENAL TRANSPL 10.00
00870 ANES XTRPRTL LWR ABD W/URIN TRACT CSTOLITHOTOMY 5.00
00872 ANES LITHOTRP XTRCORP SHOCK WAVE W/WATER BATH 7.00
00873 ANES LITHOTRP XTRCORP SHOCK WAVE W/O WATER BATH 5.00
00880 ANESTHESIA MAJOR LOWER ABDOMINAL VESSELS NOS 15.00
00882 ANES MAJOR LOWER ABDOMINAL VESSELS IVC LIGATION 10.00
00902 ANESTHESIA ANORECTAL PROCEDURE 5.00
00904 ANESTHESIA RADICAL PERINEAL PROCEDURE 7.00
00906 ANESTHESIA VULVECTOMY 4.00
00908 ANESTHESIA PERINEAL PROSTATECTOMY 6.00
00910 ANES TRANSURETHRAL W/URETHROCYSTOSCOPY NOS 3.00
00912 ANES TRANSURETHRAL RESECTION OF BLADDER TUMOR 5.00
00914 ANESTHESIA TRANSURETHRAL RESECTION OF PROSTATE 5.00
00916 ANES TRURL POST-TRURL RESECTION BLEEDING 5.00
00918 ANES TRURL FRAGMNTJ MANJ&RMVL URETERAL CALCULUS 5.00
00920 ANESTHESIA MALE GENITALIA INCL OPEN URETHRAL PX 3.00
00921 ANES VASECTOMY UNI/BI INCL OPEN URETHRAL PX 3.00
00922 ANES SEMINAL VESICLES INCL OPEN URETHRAL PX 6.00
00924 ANES UNDSCND TESTIS UNI/BI INCL OPEN URTL PX 4.00
00926 ANES RAD ORCHIECTOMY INGUN INCL OPEN URTL PX 4.00
00928 ANES RAD ORCHIECTOMY ABDOMINAL INCL OPN URTL 6.00
00930 ANES ORCHIOPEXY UNI/BI INCL OPEN URETHRAL PX 4.00
00932 ANES COMPLETE AMPUTATION PENIS INCL OPEN URTL 4.00
00934 ANES RAD AMP PENIS W/BI INGUINAL LYMPH NODE RMVL 6.00
00936 ANES RAD AMP PENIS W/BI INGUNL&ILIAC LYMPH RMOVL 8.00
00938 ANES INSJ PENILE PROSTH PRNL INCL OPEN URTL 4.00
00940 ANESTHESIA VAGINAL PROCEDURE W/BIOPSY NOS 3.00
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00942 ANES COLPTMY VAGNC COLPRPHY INCL BX W/OPN URTL 4.00
00944 ANESTHESIA VAGINAL HYSTERECTOMY INCL BIOPSY 6.00
00948 ANESTHESIA CERVICAL CERCLAGE INCLUDING BIOPSY 4.00
00950 ANESTHESIA CULDOSCOPY INCLUDING BIOPSY 5.00
00952 ANES HYSTEROSCOPY&/HYSTEROSALPINGOGRAPHY W/BX 4.00
01112 ANES BONE MARROW ASPIR&/BX ANT/PST ILIAC CREST 5.00
01120 ANESTHESIA ON BONY PELVIS 6.00
01130 ANESTHESIA BODY CAST APPLICATION OR REVISION 3.00
01140 ANESTHESIA INTERPELVI ABDOMINAL AMPUTATION 15.00
01150 ANES RADICAL TUMOR PELVIS XCP HINDQUARTER AMP 10.00
01160 ANES CLOSED SYMPHYSIS PUBIS/SACROILIAC JOINT 4.00
01170 ANES OPEN SYMPHYSIS PUBIS/SACROILIAC JOINT 8.00
01173 ANES OPN RPR DISRPJ PELVIS/COLUMN FX ACETABULUM 12.00
01200 ANESTHESIA CLOSED HIP JOINT PROCEDURE 4.00
01202 ANESTHESIA ARTHROSCOPIC HIP JOINT PROCEDURE 4.00
01210 ANESTHESIA OPEN HIP JOINT PROCEDURE NOS 6.00
01212 ANESTHESIA OPEN HIP JOINT DISARTICULATION 10.00
01214 ANESTHESIA OPEN TOTAL HIP ARTHROPLASTY 8.00
01215 ANESTHESIA OPEN REVISION TOTAL HIP ARTHROPLASTY 10.00
01220 ANESTHESIA CLOSED PROCEDURES UPPER 2/3 FEMUR 4.00
01230 ANESTHESIA OPEN PROCEDURES UPPER 2/3 FEMUR NOS 6.00
01232 ANESTHESIA UPPER 2/3 FEMUR AMPUTATION 5.00
01234 ANES UPPER 2/3 FEMUR RADICAL RESCECTION 8.00
01250 ANES NERVE MUSC TENDON FASCIA & BURSAE UPPER LEG 4.00
01260 ANES VEINS OF UPPER LEG INCLUDING EXPLORATION 3.00
01270 ANESTHESIA ARTERIES UPPER LEG INCL BYPASS GRAFT 8.00
01272 ANES ART UPPER LEG W/BYPASS GRAFT FEM ART LIG 4.00
01274 ANES UPPER LEG W/BYPASS GRFT FEM ART EMBOLECTOMY 6.00
01320 ANES NERVE MUSC TENDON FASCIA&BURSA KNEE&/POPLT 4.00
01340 ANESTHESIA CLOSED PROCEDURES LOWER 1/3 FEMUR 4.00
01360 ANESTHESIA OPEN PROCEDURES LOWER 1/3 FEMUR 5.00
01380 ANESTHESIA CLOSED PROCEDURES KNEE JOINT 3.00
01382 ANESTH DIAGNOSTIC ARTHROSCOPIC PROC KNEE JOINT 3.00
01390 ANES CLOSED PROC UPPER END TIBIA FIBULA/PATELLA 3.00
01392 ANES OPEN PROC UPPER ENDS TIBIA FIBULA&/PATELLA 4.00
01400 ANES OPEN/SURG ARTHROSCOPIC PROC KNEE JOINT NOS 4.00
01402 ANESTH OPEN/SURG ARTHRS TOTAL KNEE ARTHROPLASTY 7.00
01404 ANESTH OPEN/SURG ARTHRS KNEE DISARTICULATION 5.00
01420 ANES CAST APPLICATION REMOVAL/REPAIR KNEE JOINT 3.00
01430 ANESTHESIA VEINS KNEE & POPLITEAL AREA NOS 3.00
01432 ANES KNEE & POPLITEAL ARTERY VEIN FISTULA NOS 6.00
01440 ANES ARTERIES OF KNEE & POPLITEAL AREA NOS 8.00
01442 ANES ART KNEE POPLITEAL TEAEC W/WO PATCH GRAFT 8.00
01444 ANES ART KNEE POPLITEAL EXC&GRF/RPR OCCLS/ARYS 8.00
01462 ANESTHESIA CLOSED PROC LOWER LEG ANKLE & FOOT 3.00
01464 ANESTHESIA ARTHROSCOPIC PROCEDURE ANKLE & FOOT 3.00
01470 ANES NRV/MUS/TND/FASC LOWER LEG/ANKLE/FOOT NOS 3.00
01472 ANES RPR RUPTURED ACHILLES TENDON W/WO GRAFT 5.00
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01474 ANESTHESIA GASTROCNEMIUS RECESSION 5.00
01480 ANES OPEN PROC BONES LOWER LEG/ANKLE/FOOT NOS 3.00
01482 ANES RADICAL RESECJ INCL BELOW KNEE AMPUTATION 4.00
01484 ANES OPEN OSTEOTOMY/OSTEOPLASTY TIBIA&/FIBULA 4.00
01486 ANESTHESIA OPEN TOTAL ANKLE REPLACEMENT 7.00
01490 ANES LOWER LEG CAST APPLICATION REMOVAL/REPAIR 3.00
01500 ANESTHESIA ARTERIES LOWER LEG W/BYPASS GRAFT NOS 8.00
01502 ANES ART LOWER LEG W/BYP GRAFT EMBLC DIR/W/CATH 6.00
01520 ANESTHESIA VEINS OF LOWER LEG NOS 3.00
01522 ANES VEINS LOWER LEG VENOUS THRMBC DIR/W/CATH 5.00
01610 ANES NRV MUSC TNDN FSCIA BURSA SHOULDER & AXILLA 5.00
01620 ANES CLOSED HUMRL H/N STRNCLAV JOINT& SHO JOINT 4.00
01622 ANES DIAG ARTHROSCOPIC SHOULDER JOINT PROC NOS 4.00
01630 ANES ARTHRS HUMERAL H/N STRNCLAV & SHOULDER NOS 5.00
01634 ANESTHESIA ARTHROSCOPIC SHOULDER DISARTICULATION 9.00
01636 ANES ARTHRS INTERTHORACOSCAPULAR AMPUTATION 15.00
01638 ANES ARTHROSCOPIC TOTAL SHOULDER REPLACEMENT 10.00
01650 ANESTHESIA ARTERIES SHOULDER & AXILLA NOS 6.00
01652 ANESTHESIA AXILLARY-BRACHIAL ANEURYSM 10.00
01654 ANES ARTERIES SHOULDER & AXILLA BYPASS GRAFT 8.00
01656 ANESTHESIA AXILLARY-FEMORAL BYPASS GRAFT 10.00
01670 ANESTHESIA VEINS SHOULDER & AXILLA 4.00
01680 ANES SHOULDER CAST APPL REMOVAL/REPAIR NOS 3.00
01710 ANES NRV MUSC TDN FSCA&BRS UPR ARM/ELBOW NOS 3.00
01712 ANESTHESIA OPEN TENOTOMY ELBOW TO SHOULDER 5.00
01714 ANESTHESIA TENOPLASTY ELBOW TO SHOULDER 5.00
01716 ANESTHESIA BICEPS TENODESIS RUPTURE LONG TENDON 5.00
01730 ANESTHESIA CLOSED PROCEDURES HUMERUS & ELBOW 3.00
01732 ANESTHESIA ELBOW JOINT DIAGNOSTIC ARTHROSCOPIC 3.00
01740 ANES OPEN/SURG ARTHROSCOPIC ELBOW PROC NOS 4.00
01742 ANESTHESIA OPEN/SURG ARTHRS OSTEOTOMY HUMERUS 5.00
01744 ANES OPEN/SURG ARTHRS REPRS NON/MALUNION HUMERUS 5.00
01756 ANESTHESIA OPEN/SURG ARTHRS RADICAL PROC ELBOW 6.00
01758 ANESTH OPEN/SURG ARTHRS EXC CYST/TUMOR HUMERUS 5.00
01760 ANESTH OPEN/SURG ARTHRS TOTAL ELBOW REPLACEMENT 7.00
01770 ANESTHESIA ARTERIES UPPER ARM & ELBOW NOS 6.00
01772 ANESTHESIA ARTERIES UPPER ARM&ELBOW EMBOLECTOM 6.00
01780 ANESTHESIA VEINS UPPER ARM & ELBOW NOS 3.00
01782 ANESTHESIA VEINS UPPER ARM & ELBOW PHLEBORRHAPHY 4.00
01810 ANES NERVE MUSCLE TDN FASCIA&BURSA FOREARM WRIST 3.00
01820 ANES RADIUS ULNA WRIST/HAND BONES CLOSED PX 3.00
01829 ANESTHESIA DIAGNOSTIC ARTHROSCOPIC PROC WRIST 3.00
01830 ANES ARTHRS/ENDSCPY DSTL RADIUS ULNA/WRIST/HAND 3.00
01832 ANESTHESIA ARTHRS/ENDOSCPIC TOTAL WRIST REPLCMT 6.00
01840 ANESTHESIA ARTERIES FOREARM WRIST & HAND NOS 6.00
01842 ANES ARTERIES FOREARM WRIST & HAND EMBOLECTOMY 6.00
01844 ANESTHESIA VASCULAR SHUNT/SHUNT REVISION 6.00
01850 ANESTHESIA VEINS FOREARM WRIST & HAND NOS 3.00
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01852 ANES VEINS FOREARM WRIST & HAND PHLEBORRHAPHY 4.00
01860 ANES FOREARM WRIST/HAND CAST APPL RMVL/REPAIR 3.00
01916 ANESTHESIA DIAGNOSTIC ARTERIOGRAPHY/VENOGRAPH 5.00
01920 ANES C-CATHJ W/C ANGIOGRAPHY & VENTRICULOGRAPHY 7.00
01922 ANES NON-INVASIVE IMAGING/RADIATION THERAPY 7.00
01924 ANESTHESIA THER IVNTL RADIOLOGICAL ARTERIAL 5.00
01925 ANESTHESIA CAROTID/CORONARY THER IVNTL RAD 7.00
01926 ANES ICRA ICAR/AORTIC THER IVNTL RAD ARTL 8.00
01930 ANES VENOUS/LYMPHATIC NOS THER IVNTL RAD NOS 5.00
01931 ANESTHESIA INTRAHEPATIC/PORTAL THER IVNTL RAD 7.00
01932 ANESTHESIA INTRATHORACIC/JUGULAR THER IVNTL RAD 6.00
01933 ANES INTRACRANIAL THER IVNTL RAD VENS/LYMPHTC 7.00
01937 ANES PERQ IMG NJX DRG/ASPIR PX SPI/SP CRV/THRC 4.00
01938 ANES PERQ IMG NJX DRG/ASPIR PX SPI/SP LMBR/SAC 4.00
01939 ANES PERQ IMG DSTRJ PX NULYT AGT SPI/SP CRV/THRC 4.00
01940 ANES PERQ IMG DSTRJ PX NULYT AGT SPI/SP LMBR/SAC 4.00
01941 ANES PERQ IMG NEUROMD/NTRVRT PX SPI/SP CRV/THRC 5.00
01942 ANES PERQ IMG NEUROMD/NTRVRT PX SPI/SP LMBR/SAC 5.00
01951 ANES 2/3 DGR BRN EXC/DBRDMT W/WO GRFT 4 % TBSA 3.00
01952 ANES 2/3 DGR BRN EXC/DBRDMT W/WO GRFT 4-9 % TBSA 5.00
+ 01953 ANES 2/3 DGR BRN EXC/DBRDMT W/WO GRF EA 9% TBS 1.00
01958 ANESTHESIA EXTERNAL CEPHALIC VERSION 5.00
01960 ANESTHESIA VAGINAL DELIVERY ONLY 5.00
01961 ANESTHESIA CESAREAN DELIVERY ONLY 7.00
01962 ANES URGENT HYSTERECTOMY FOLLOWING DELIVERY 8.00
01963 ANESTHESIA C HYST W/O ANY LABOR ANALG/ANES CARE 8.00
01965 ANESTHESIA INCOMPLETE/MISSED ABORTION 4.00
01966 ANESTHESIA INDUCED ABORTION 4.00
01967 NEURAXIAL LABOR ANALG/ANES PLND VAGINAL DELIVERY 5.00
+ 01968 ANES CESARN DLVR FLWG NEURAXIAL LABOR ANALG/ANES 2.00
+ 01969 ANES CESARN HYST FLWG NEURAXIAL LABOR ANALG/ANES 5.00
01990 PHYSIOL SUPPORT HARVEST ORGAN FROM BRAIN-DEAD PT 7.00
01991 ANES DX/THER NRV BLK/NJX OTH/THN PRONE POS 3.00
01992 ANES DX/THER NERVE BLOCK/INJECTION PRONE POS 5.00
01996 DAILY HOSP MGMT EDRL/SARACH CONT DRUG ADMN 3.00
01999 UNLISTED ANESTHESIA PROCEDURE BR
+ 99100 ANESTHESIA EXTREME AGE PATIENT UNDER 1 YR/< 1.00
+ 99116 ANES COMPLICJ UTILIZATION TOTAL BODY HYPOTHERMIA 5.00
+ 99135 ANES COMPLICJ UTILIZATION CONTROLLED HYPOTENSION 5.00
+ 99140 ANES COMPLICJ EMERGENCY CONDITIONS SPECIFY 2.00
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PAIN MANAGEMENT

Note: Rules used by all physicians in reporting their
services are presented in the General Rules section. See
the Modifier and Code Rules section for detailed
information on modifiers.

L

INTRODUCTION

In addition to the General Rules, this section provides
specific rules for Pain Management services.

A.

Providers must restrict treatment to indications
recognized by established medical practice that are
adequately supported by the relevant medical
literature.

Providers must demonstrate the effectiveness of
previously provided treatment in order to repeat or
continue it. This includes the use of pain diagrams
and numerical pain scores where appropriate.

Payers and utilization review professionals must
approve or deny treatment based on the rules within
this section of the Fee Schedule without regard to
external guidelines.

When denying care, the specific section of this Fee
Schedule must be cited as the basis for denial. All
denials must provide the rationale or the treatment
will be approved.

When Modifier 50, bilateral procedure, is used with
pain management procedures listed in this section,
reimbursement shall be twenty-five percent (25%)
of the of the amount listed in the rate tables for the
second or contralateral side.

REIMBURSEMENT FOR PAIN MANAGEMENT

SERVICES

Use of Fluoroscopy. Fluoroscopic guidance, CPT
codes 77002 and 77003, is not separately
reimbursable when fluoroscopy is bundled and
included in the amount for the primary surgical
service per NCCI edits. All procedures performed
fluoroscopically MUST have stored hard copy or
digital images showing final needle placement in at
least two (2) views (typically posterior/anterior and
lateral or oblique) demonstrating final needle
placement and depth AND disbursement of contrast
(when not contraindicated). These images must be
available upon request (with appropriate HIPAA
compliance) by payers, or reimbursement may be
denied.

Reimbursement for Injection/Destruction

Procedures

1. Facet injections and medial branch blocks are
reimbursed at a maximum of three (3) total
anatomic joint levels. Additional level or bilateral
modifiers may be used to allow up to a maximum
of two (2) additional service levels for facet or
medial branch blocks in the cervical/thoracic
(64491 and 64492) or lumbar (64494 and 64495)
for a maximum of three (3) procedure levels
reimbursed per treatment session or day. These

procedures are unilateral by definition. Bilateral
modifiers may be used when nerves are treated
bilaterally.

2. Nerve destructive procedures are reimbursed for
a maximum of two (2) anatomical levels.

3.  Reimbursement for injection/destruction
procedure codes is made on the basis of joint
levels, not nerves treated (e.g., destruction by
neurolytic agent of the L4-L5 facets counts as
one (1) level/nerve and should be billed as
64635 (first level/nerve)). There are two nerves
supplying each joint but reimbursement is based
upon joint(s) treated, not the nerves treated.
This applies to CPT codes 64635, 64636
(lumbar), and 64633, 64634 (cervical/thoracic).
These procedures are unilateral by definition.
Bilateral modifiers may be used when nerves are
treated bilaterally.

4. A maximum of two (2) levels of transforaminal
epidural steroid injections or one level bilaterally
are reimbursable for a given date of service.
This applies to codes 64479, 64480, 64483, and
64484.

5. A maximum of one (1) interlaminar epidural
steroid injection is reimbursable for a given date
of service. This applies to codes 62320 and
62322.

6. If a patient with bilateral pain receives only
unilateral treatment on a given date of service,
any similar procedures (same CPT codes)
performed on the contralateral side within ninety
(90) days of the initial procedure will be subject
to reimbursement reductions related to
modifiers for bilateral treatment on the same
date of service. For example, if a person
undergoes a right sided medial branch block(s)
or neurotomy(ies) on a given date of service,
any similar procedure(s) on the left side will be
subject to the reductions in reimbursement
related to use of the bilateral modifier if this
treatment is provided within ninety (90) days of
the date of service of the right sided procedures.
This rule applies to professional and facility
reimbursement.

Multiple Procedure Reimbursement. Only one (1)
type of pain management procedure is reimbursable
on a given date of service, unless otherwise
approved by the payer. This rule does not include
multiple level injections or bilateral procedures of the
same type, with appropriate modifiers.

“Type” is defined as any procedure code involving an
anatomically different structure (e.g., spinal nerve,
facet joint, sacroiliac joint, trigger point, etc.). Joints
and nerves in different anatomical regions
(cervical/thoracic, lumbar/sacral) are considered to
be different “types” and are limited to one (1)
procedure per given day. Additional level or bilateral
injections of a single procedure in the same area are
not considered different “types,” and for the purpose
of this rule, are considered to be the same “type.”
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However, the multiple level restrictions, as detailed
herein, still apply. Diagnostic injections of more than
one type in the same anatomic area on the same
date of service will not be reimbursed without prior
authorization. Reimbursement of the multiple
procedure modifier (51) is twenty-five percent
(25%) of the base amount for the second or
additional procedure for procedures listed in the Pain
Management section.

anesthetizing a patient into a plane of deep sedation
or anesthesia, rendering them unconversant or
unable to experience or communicate unusual or
excessive pain puts the patient at increased risk for
elective IPM procedures.

Detailed anatomical descriptions of the procedures
performed must accompany the bill for service in
order to qualify for reimbursement. These
descriptions must include landmarks used in

D. Repeat epidural injections would typically occur two determining needle positioning, needles used (size,
to four (2-4) weeks after the initial treatment, |ength)l and the type and quantity of each drug
contingent upon some degree of continuing radiating injected. Unless there is a contraindication to
pain. Repeat injections performed within ten (10) contrast media (e.g., documented allergy) it is
days of the previous epidural injection will not be expected that the quantity of contrast injection AND
reimbursed. a written description of the contrast spread pattern

- be included in the procedure report. Generic
E E:c:glelljaglfg;hggs;eil)r()h(\é)((r:nP(;l'nct:rc])dpeeﬁzg96) may only descriptions such as “the procedure was performed
’ in the usual fashion,” “the needle was placed on

F.  CPT code 62324 includes needle placement, catheter (next to, by, etc.) the nerve/joint/target,” “the
infusion, and subsequent injections. Code 62324 needle was placed in the correct anatomical
should be used for multiple solutions injected by way location,” or similar wording, which was templated or
of the same catheter, or multiple bolus injections otherwise lacking an actual detailed anatomical
during the initial procedure. The epidural needle or description of needle placement or contrast pattern
catheter placement is inherent to the procedure, (where appropriate), is inadequate and cause for
and, therefore, no additional charge for needle or denial of payment. Templates for standard needle
catheter placement is allowed. placement are acceptable, but any deviation from

_ ) ) the usual technique must be explained in the
G izacl&c?gzniigthlegécrt):gﬁiiﬂfg ggesgrc\ggﬁifg}:::sfﬁ procedure note. Contrast injections patterns should
! A ! ! not be templated. Tolerance to the procedure, and
performed by a licensed physician holding either an side effects or lack thereof should be included in this
M.D. or D.O. degree. Pain management proced_u_res documentation.
performed by any other person, such as a Certified
Registered Nurse Anesthetist (CRNA), are not eligible K Radiographic Codes in Pain Management.
for reimbursement. 1. Codes 72020-72220 which apply to radiographic
examination of the spine are not reimbursed

H The foIIow!ng prpcedures must pe performed when performed withpthe pain management

ilel‘liﬁ:giigg:gzx'm order to qualify for procedures in this section
. L When a joint injection is performed at the end of a
1. Facet injections (64490-64495) surgical procedure for pain control, reimbursement is
2. Sacroiliac (SI) injections (27096). aIAowecT accorl‘ding to thfe MuItipIIe P(rjo;:edlure rule.
This rule applies to professional and facilit
3. Transforaminal epidural steroid injections reimbursena?ant. P Y
(64479, 64480, 64483, 64484).
4. Enﬁgz';g'ngggg';‘;“'”a” interlaminar epidural ll. REIMBURSEMENT FOR REFILL OF PAIN
. S PUMPS
7 ojetion convicalthoratic disc) and radiology A. Code 95990. This CPT code, which applies to
L . . refilling and maintenance of an implantable pump or
aluiﬁi';/tlséznr:irﬁb'g::erzretat'on (CPT code 72285) reservoir for drug delivery spinal (intrathecal,
) epidural) or brain (intraventricular), is reimbursed at
the specified MAR listed in the Medicine section of

L  Any analgesia/sedation used in the performance of the Fee Schedule.
the procedures in this section is considered integral . . .
to the procedure, and will not be separately B. EvaIuaFlon and Mapagement Services. Reflllln.g
reimbursed. This rule applies whether or not the and maintenance of implantable pump or reservoir
person administering the analgesia/sedation is the for pain management drug delivery is a global
physician who is performing the pain management service. A separate evaluation and management
injection. Administration of analgesia/ sedation by a Service Is n,o,t paid u.nless S|gn|f|cf'ant additional or
different person from the physician performing the other cognitive services are pl_'qwded and
injection, including an RN, PA, CRNA, or MD/DO, documented. To report a significant, separately
does not allow for separate billing of analgesia/ identifiable e_v_aluatlon and manage_ment service,
sedation. If a patient is unable to cooperate during append modifier 25 to the approprlaFe eyaluatlgn

; NPT and management code. Documentation is required
routhe needle p.Iacement,.desplte ].udICIOUS use of and payment will be allowed if supported by the
sedation for anxiety, elective IPM (interventional documentation.
pain management) procedures should be terminated
due to patient safety concerns. Sedating or
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C.

V.

VL.

Drugs. Those drugs used in the refill of the pain
pump shall be reimbursed in accordance with the
Pharmacy Rules contained in the Pharmacy Rules
section of this Fee Schedule.

Compounding Fee. If the drugs used in the refill of
the pain pump must be compounded, the
compounding service shall be reimbursed at $157.44
per individual refill. Report the compounding service
with code S9430, Pharmacy compounding and
dispensing services.

Non-FDA-approved drugs for intrathecal use will NOT
be reimbursed.

DIAGNOSTIC INJECTIONS AND PROCEDURES
Radiofrequency Medial Branch
Neurotomy/Facet Rhizotomy. This procedure may
be reimbursed not to exceed three (3) contiguous
spinal joint levels during the same session/
procedure. If there has been improvement with a
prior successful radiofrequency (RF) denervation,
then a minimum time of six (6) months should
elapse since prior RF denervation treatment in order
to qualify for a repeat procedure. No more than two
(2) RF denervations may be reimbursed in the first
twelve (12) months and one (1) per year thereafter.

THERAPEUTIC SERVICES

In the pain management setting, no more than two
(2) modalities and/or procedures may be used on a
date of service (e.g., heat/cold, ultrasound,
diathermy, iontophoresis, TENS, electrical
stimulation, muscle stimulation, etc.). Multiple
modalities should be performed sequentially. Only
one (1) modality can be reported for concurrently
performed procedures.

GENERAL RULES

Reimbursement will be limited to three (3) epidural
pain injections in a twelve (12) month period unless
the payer provides prior approval for more than
three (3) such injections. Separate billing for the
drug injected will not be reimbursed.

Trigger Point Injections. Trigger point (also called
myofascial or myoneural) injections are reimbursed
as one (1) procedure regardless of the nhumber of
injection sites. Multiple injections, and multiple
regions will be reimbursed as one procedure. Report
CPT 20552 for injection(s) single or multiple trigger
point(s), one or two muscles, or 20553, injection(s),
single or multiple trigger point(s), three or more
muscles, Only one of these procedure codes will be
reimbursed per date of service.

Investigational Procedures. Refer to the General
Rules section.

Sacroiliac (SI) Joint.

Therapeutic and diagnostic sacroiliac joint injections
require the use of image guidance. Injections
performed without imaging guidance should be
billed, and will be reimbursed, as a trigger point
injection. CPT code 27096 should not be billed when
a physician provides routine sacroiliac injections.

This code is to be used only with imaging
confirmation of intra-articular needle positioning.
Image guidance (fluoroscopy or CT) and any
injection of contrast are inclusive components of
27096.

CPT code 27096 has a bilateral surgery indicator of

"1." Thus, it is considered a "unilateral" procedure:

e  When injecting a sacroiliac joint bilaterally, file
with modifier -50.

e When injecting a sacroiliac joint unilaterally, file
the appropriate anatomic modifier -LT or -RT.

e Only one (1) unit of service (equals one bilateral
injection or one unilateral injection) should be
submitted for a unilateral or bilateral sacroiliac
joint/nerve injection.

Do not bill CPT code 73542 (Radiologic examination,
sacroiliac joint arthrography, radiological supervision
and interpretation) for injection of contrast to verify
needle position. CPT code 73542 is only to be billed
for a medically necessary diagnostic study and
requires a full interpretation and report.

VII. PAIN MANAGEMENT CRITERIA

A

All Interventional Pain Management (IPM)
procedures must be billed with the appropriate CPT
codes and modifiers (where applicable) using
accepted ICD-10-CM codes as the indications for the
procedures. Providers MUST use acceptable codes in
order to initiate or maintain treatment. Failure to do
so is cause for denial of treatment until the proper
appropriate codes are submitted.

Payers/URs must use the rules of this Fee Schedule
to deny requested treatment. Failure to cite the
specific section of the IPM portion of the Mississippi
Workers’ Compensation Medical Fee Schedule will
result in automatic adjudication for the provider
without appeal. “Specific” refers to citing the actual
section, and appropriate subsections directly from
the guidelines. Failure to have the Fee Schedule
available during the review would make such citation
unachievable, resulting in automatic adjudication for
the provider. No outside guidelines can be used
to deny IPM care requested in accordance with
the Fee Schedule.

Injection/Destruction Procedures

Multiple Epidural Injections in a Single Treatment
Day/Session. Reimbursement is limited to one
epidural injection in a single treatment day/session,
unless appropriate documentation is entered into the
medical record of a medical condition for which
multiple injections would be appropriate. These
conditions include:

1. Disc pathology (e.g., protrusion) at one level
with a dermatomal pain distribution of an
adjacent level (e.g., disc affects the traversing
nerve root, such as an L4/5 disc herniation
affecting the traversing L5 nerve root).

2. Multiple dermatomal nerve root involvement.

3. Bilateral radicular pain.

CPT 2021 American Medical Association. All Rights Reserved.
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Cc Refill of Pain Pumps implantation); and

Intrathecal Drug Delivery. This method of delivery . . . .

requires prior authorization. Specific brands of e. A successful trial of continuous infusion by a

infusion systems have been FDA approved for the percutaneous spinal infusion pump for a

following: chronic intraspinal (epidural and minimum of twenty-four (24) hours. A

intrathecal) infusion of preservative-free morphine screening test is considered successful if the

sulfate sterile solution in the treatment of chronic patient (a) experiences a ﬂf_ty percent
intractable pain, chronic infusion of preservative-free (50%) decrease in pain, which may be
ziconotide sterile solution for the management of confirmed by VAS, and (b) demonstrates
severe chronic pain, and chronic intrathecal infusion objective functional gains or decreased

of baclofen for the management of severe spasticity. utilization of pain medications. Functional

gains should be evaluated by an

1. Description: This mode of therapy delivers occupational therapist and/or physical
small doses of medications directly into the therapist prior to and before discontinuation
cerebrospinal fluid. of the trial.

2. Complications: Intrathecal delivery is 4. Contraindications: Infection and body size
associated with significant complications, such insufficient to support the size and weight of the
as infection, catheter disconnects, CSF leak, implanted device. Patients with other implanted
arachnoiditis, pump failure, nerve injury, and programmable devices should be given these
paralysis. Typical adverse events reported with pumps with caution since interference between
opioids (i.e., respiratory depression, tolerance, devices may cause unintended changes in
and dependence), or spinal catheter-tip infusion rates.
granulomas that might arise during intrathecal
morphine or hydromorphone treatment have not D. Diagnostic Injections and Procedures
currently been recorded for ziconotide. 1. Valid diagnostic injections require an

s - . e appropriately alert patient capable of adequatel

3. Indlca_tlons: Clinical StUd'?S are .°°”f'!°t'F‘9' dzgernainingythe amF:)unt or Ier\J/eI of pain rglieveg/
reg_ardmg I_ong-term, (_effectlve pain rellef_ n. or produced by the procedure. This requires
patients with non-malignant pain. The Division judicious use of sedatives in the performance of
does not generally recommend the use of such procedures. Additional analgesic
intrathecal drug delivery systems in injured medications such as intravenous narcotics are to
workers with chronic pain. Due to the be avoided during the procedure and evaluation
complication rate for long-term use, it may be phase of testing, as these medications can affect
considered only in very rare occasions when the validity of such diagnostic tests. The results
dystoma_aryd spasticity are dominant fegtures or of the tests and drugs used during the injection
when pain is not able to be managed using any or procedure must be part of the medical
other non-c_)peratlve Freatment. This treatment records, and available for review by the payer.
must be prior authorized and have the Failure to document the patient’s response to a
recommendation of at least one physician diagnostic procedure or injection, and the level
experienced in chronic pain management in of alertness following the procedure or injection,
consultation with the primary treating physician. could result in denial of reimbursement. Affected
The procedure should be performed by ) diagnostic procedures include but are not limited
phyS|C|a_n_s with documented experience. This to discography and medial branch blocks,
small eligible sub-group of patients must meet diagnostic sacroiliac injections and selective
all of the following indications: nerve root blocks (billed with epidural codes).

a. A diagnosis of a specific physical condition Diagnostic injections with local anesthetics
known to be chronically painful has been require documentation of analgesic response
made on the basis of objective findings; through any validated pain measurement test

b. All reasonable surgical and non-surgical or scale (e.g., numerical pain scale, visual -
treatment has been exhausted including analogue scale). This should be performed in
failure of conservative therapy including the treatment facility after the procedure
active and/or passive therapy, medication during the time that there would be an
management, or therapeutic injections; ex_pected analgesic response (every thlrty (30)

minutes for at least one (1) hour). This must be

c.  Pre-trial psychiatric or psychological documented and the documentation must be
evaluation has been performed (as for SCS) available to the payer for review. Subsequent
and has demonstrated motivation and long- pain scores must be documented at least
term commitment without issues of hourly for two (2) additional hours after the
secondary gain. Significant personality procedure. If the patient’s pre-procedure pain
disorders must be taken into account when was determined by provocative exam tests or
considering a patient for spinal cord maneuvers, these should be repeated during
stimulation and other major procedures; the evaluation period following the procedure,

. . o to differentiate analgesia related to the

d. There is no evidence of current addictive procedure from positional analgesia (pain
gﬁir:)aiglg:{a(lggﬁgsgcrz ?]':)‘: :ggii?igince to improvement), such as, that which may be
behaviors and do not preclude provided by lying in a recovery bed.
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Other injections with both therapeutic and
potentially diagnostic benefit, such as selective
nerve root, peripheral nerve blocks,
sympathetic blocks or therapeutic facet
injections, would ideally be performed with
minimal sedation and avoidance of intravenous
narcotics. However, as these injections also
have potential therapeutic benefit, this is not a
requirement for reimbursement.

E Epidural Injections

1.

Epidural Injections. This Fee Schedule does
not recognize a “series” of epidural injections,
regardless of number. A trial of epidural
injections is permitted provided there is
appropriate documentation of a recognized
indication for this procedure. Only a single
injection can be approved unless there is
documentation of analgesic response consistent
with response to the injection. Further injections
require a positive analgesic response in order to
be repeated. For the first injection, the initial
analgesic response may be temporary, but
cannot be attributed solely to a local anesthetic
effect or intra-procedural sedation (i.e., relief for
the first few hours after injection). Additionally,
in order to repeat an epidural injection, there
must be continued radiating pain, and not only
residual axial (back/neck) pain. After the second
injection, there must be a residual and
progressive analgesic benefit in order to perform
a third injection. Documentation of a positive
patient response will be required to continue
epidural treatment. If there is no documented
residual pain relief after two (2) injections, no
further epidural injections will be considered
medically necessary.

Only one spine region may be treated per
session (date of service). Only two total levels
per session are allowed for CPT codes 64479,
64483 and 64484 (two unilateral or two bilateral
levels). CPT code 64480 should be reported in
conjunction with CPT code 64479 and CPT code
64484 should be reported in conjunction with
CPT code 64483. CPT codes 62321 and 62323
may only be reported for one level per session.

No more than three (3) epidural injection
sessions (CPT codes 62321, 62323, 64479,
64480, 64483 of 64484) may be reported per
anatomic region in a rolling 12-month period
regardless of the number of levels involved.

a. Repeat injections (up to two (2) additional
injections, for a total of three (3) per twelve
(12) month period), however, do NOT
require prior approval as long as the
appropriate responses are properly
documented.

b. Utilization management or review decisions
shall not be based solely on the application
of clinical guidelines, but must include
review of clinical information submitted by
the provider and represent an individualized
determination based on the worker’s
current condition and the concept of
medical necessity predicated on objective or
appropriate subjective improvements in the

patient’s clinical status.

Interlaminar epidural injections are seldom used
for diagnostic purposes because the generalized
regional spread of local anesthetic with spinal
injection makes it impractical if not impossible
to selectively block a specific nerve.

To be reimbursed, both cervical and interlaminar
epidural steroid injections must be performed
fluoroscopically, typically with contrast injection,
unless there is a documented contrast allergy.

Epidural blood patches do not require
fluoroscopic guidance, though this is preferred.

The specific cause of radiating pain may not
always be obvious on imaging, such as MRI, CT
or x-rays. Therefore, the indications for a trial of
epidural steroid injections are based on the
patient's clinical presentation, not imaging.

All nerve root pain or radiating pain is not
caused by damage (nerve or axon loss) to the
nerve or dorsal root ganglion.

When there is only inflammation or irritation of
the nerve, there may be radiating pain in the
absence of physical exam findings of nerve
damage such as altered or absent motor,
sensory, or reflex function. Actual nerve damage
is not treated by steroid injections, as steroids
do not accelerate the regeneration of new nerve
tissue (axon) regeneration. Therefore,
demonstrable weakness, reflex changes and
sensory loss are not necessary as an indication
for a trial of epidural steroids. Similarly,
EMG/NCV testing demonstrating nerve or axon
loss is not necessary as an indication for a trial
of epidural steroid injections.

A trial of epidural steroids injections may be
indicated when there is radiating pain (extremity
or buttock) with or without co-existing back
pain.

Initiation and Continuation of Epidural
Injections. Prior authorization by the payer is
required before initiating a trial of epidural
injections. It is NOT necessary to obtain prior
authorization to repeat an injection as long as a
positive analgesic response (pain improvement
or functional improvement) to the previous
injection is reported.

Repeat trials of epidural injections may be
considered for reimbursement after one (1) year
if the preceding trial provided several months of
demonstrable benefit. In order to be considered
effective, this benefit must include greater than
thirty percent (30%) improvement in pain
scores, and documentation of either 1)
significant reduction of daily narcotic
consumption, defined as a sustained reduction
(several months) of at least thirty percent
(30%) of the daily narcotic use prior to initiation
of the trial of epidural injections, or 2) ability to
work for a sustained period of time (several
months) at least at sedentary work level or the
work level as determined by a valid Functional
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Capacity Rating (FCE). No patient can be
considered for a repeat trial of epidural steroid
injections, if after the preceding trial (in a
similar anatomical area) they are unable to
reduce narcotic consumption to less than 100
mg morphine equivalent per day.

If, after an initial trial of epidural injections, it is
suspected that there is a new nerve injury
involving a different anatomical nerve, a trial of
epidural injections may be indicated
independent of the response to the initial trial of
epidural injections. However, as this would
represent a separate nerve injury, causation
would have to be established prior to initiation
of further treatment related to a work injury.

7. Documentation Requirements for Epidural
Injections . All documentation must be
maintained in the patient’s medical record and
be made available to the payer upon request.

a. Every page of the record must be legible
and include appropriate patient
identification information (e.g., complete
name, dates of service[s]). The
documentation must include the legible
signature of the physician or non-physician
practitioner responsible for and providing
the care to the patient.

b. The submitted medical record must support
the use of the selected ICD-10-CM code(s).
The submitted CPT/HCPCS code must
describe the service performed.

c. The procedural report should clearly
document the indications and medical
necessity for the blocks along with the pre
and post percent (%) pain relief achieved
immediately post-injection.

d. Films that adequately document (minimum
of two views) final needle position and
contrast flow should be retained and made
available upon request.

e. The patient’s medical record should include,
but is not limited to:

e The assessment of the patient by the
performing provider as it relates to the
complaint of the patient for that visit.

e Relevant medical history.
e  Results of pertinent tests/procedures.

e Signed and dated office visit
record/operative report

e Documentation to support the medical
necessity of the procedures(s).

therapeutic and two (2) diagnostic injections for the
initial twelve (12) month period of treatment per
anatomical region. This allows for a total of four (4)
dates of service, regardless of the number of levels
treated, which levels are treated, or which side (left
or right or bilateral) is treated, in the same
anatomical region. If treatment for facet-related pain
continues past twelve (12) months, further injections
are limited to a total of two (2) dates of service per
twelve (12) month period. Facet injections in
different anatomical areas are not subject to these
limits, as each anatomical area would be subject to
its own separate limit. Nerve-destructive procedures
(e.g. radiofrequency facet nerve neurotomy, codes
64633, 64634, 64635, 64636) are not considered
additional therapeutic procedures for the purpose of
this rule.

A “different anatomical area” refers to the lumbar,
thoracic, and cervical areas. Injections within the
lumbar spine, for example, are considered to be
within the same anatomical area regardless of the
actual lumbar joint/nerve level, or which side (right
or left), is treated, and all limits would apply in this
anatomical area.

In order to be a “successful” (“positive”) diagnostic
facet procedure (either intra-articular or medial
branch block(s)), the patient must experience at
least seventy-five percent (75%) relief of the index
pain (pain being treated by the procedure).
Additionally, this index pain must be at least fifty
percent (50%) of the patient’s total pain.

Cervical, upper/lower thoracic or lumbar nerves facet
nerve (medial branch ablation will be reimbursed
once per seven (7) month period. Repeat (medial
branch) ablation is contingent upon documentation
of at least six (6) month’s measurable (greater than
thirty percent (30%) improvement in pain scores),
and documentation of either 1) reduction of daily
narcotic consumption of at least thirty percent (30%)
from the daily use noted prior to the procedure, or
2) ability to work at least at a light duty work level
or work level as determined by a valid Functional
Capacity Evaluation (FCE). No patient will be
considered for a repeat neuroablative procedure
(e.g., neurotomy) if after the preceding
neuroablative procedure (at similar anatomical
levels) they are unable to reduce narcotic
consumption to less than 100 mg morphine
equivalent per day.

A repeat therapeutic facet joint injection (cervical,
thoracic, or lumbar; codes 64490-64495) will be
considered for reimbursement if there is
documentation of a significant analgesic response
that persists for at least six (6) months. This relief
must be at least fifty percent (50%) of the pain in
the specific anatomical area targeted by the
injection, and must allow the patient to return or
continue to work at least at a light duty capacity (if
the reason for being off work or at restricted work

F. Facet Injections. Intra-articular joint injections it lated to th tient's back K
(cervical, thoracic, lumbar), which can have both capau_IY was rePa € t ;J ne f.a len Tsh ac cl)r_ ntec
diagnostic and therapeutic indications, should always ?felgt).th:cgaguesz ocf";ainngﬁfjluos?i;we s?/r?w%?o:\isoWith
be considered primarily therapeutic. 4 :

P Y P this intent, in order to be repeated in the same
The number of facet injections subject to muscle group, there must be at least a fifty percent
Reimbursement for facet injections is limited to four (50%) persistent benefit from the previous injection.
(4) dates of service with a maximum of two (2) For patients not in therapy, trigger point injections
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can be performed monthly, as long as there is a
documented fifty percent (50%) residual benefit, and
progressive relief (pain intensity and duration of
relief) with the preceding injection. After six months,
if similar pain persists, the patient should be re-
evaluated regarding the etiology of the complaint,
and the available treatment options reconsidered.
The payer may consider payment for additional
trigger point injections upon review.

Soft Tissue Injections. “Myofascial,” “*myoneural,”
and “trigger point injections” are synonymous and
are to be reimbursed with code 20552 or 20553.
Modifiers for additional injections are not allowed
with these codes. Reimbursement will be made for
20552 or 20553 but not both on the same date.

CPT codes 20550 and 20551 are used for injections
of tendon origins and are not to be used for
“myofascial, myoneural or trigger point” injections.

Code 20612 is used for the aspirations/injection of a
ganglion cyst and not for “*myofascial, myoneural, or
trigger point” injections.

Sacroiliac (SI) Joint. Sacroiliac joint injections
(code 27096) require documentation of at least a six
(6) week durable analgesic benefit of at least fifty
percent (50%) pain relief in the anatomical area
being targeted by the injection. A maximum of two
(2) therapeutic sacroiliac joint injections can be
reimbursed per twelve (12) month period per joint
injected, and not the contralateral joint (i.e., right or
left sided joint).

Lumbar Discography. Lumbar provocative
discography is medically necessary for evaluation for
disc pathology in persons with persistent, severe low
back pain (LBP) and abnormal interspaces on
magnetic resonance imaging (MRI), where other
diagnostic tests have failed to reveal clear
confirmation of a suspected disc as the source of
pain, and surgical intervention is being considered.
Lumbar provocative discography is not covered for
all other indications. Functional anesthetic
discography (involving injection of anesthetic directly
into the disc) is not covered.

Botulinum Toxin. Botulinum toxin is not indicated
for the relief of musculoskeletal pain, and its use as
such is not covered by the Fee Schedule. With prior
approval, an exception can be made when treatment
is indicated for limb spasticity or other indications.

Implantation of Spinal Cord Stimulators.

1. The following conditions must be met for
consideration of reimbursement for spinal cord
stimulators.

2. Patient must have a medical condition for which
spinal cord stimulation (SCS) is a recognized
and accepted form of treatment.

3. There must be a trial stimulation that includes a
minimum seven (7) day home trial with the
temporary stimulating electrode.

4. During the trial stimulation, the patient must
report functional improvement, decreased use of
medications, and at least fifty percent (50%)
pain reduction and some functional gains during
the last four (4) days of the stimulation trial.

Psychological screening must be used to
determine if the patient is free from:

a. Substance abuse issues;
b. Untreated psychiatric conditions; and

c. Major psychiatric illness that could impair
the patient’s ability to respond appropriately
to the trial stimulation.

Neurostimulation

a. Description: Spinal cord stimulation devices
are FDA approved as an aid in the
management of chronic intractable pain of
the trunk and/or limbs, including unilateral
and bilateral pain associated with the
following: failed back surgery syndrome,
intractable low back pain and leg pain.
There is limited evidence that supports its
use for spinal axial pain. SCS may be most
effective in patients with CRPS I or II who
have not achieved relief with oral
medications, rehabilitation therapy, or
therapeutic nerve blocks, and in whom the
pain has persisted for longer than six (6)
months. Surgical procedures should be
performed by surgeons, usually with a
neurosurgical or spinal background.

b. Surgical Indications: Patients with
established CRPS I or II or a failed spinal
surgery with persistent functionally limiting
radicular pain greater than axial pain who
have failed conservative therapy including
active and/or passive therapy, pre-
stimulator trial psychiatric evaluation and
treatment, medication management, and
therapeutic injections. SCS is not
recommended for patients with the major
limiting factor of persistent axial spine pain.
SCS may be indicated in a subset of
patients who have a clear neuropathic
radicular pain (radiculitis). The extremity
pain should account for at least fifty percent
(50%) or greater of the overall back and leg
pain experienced by the patient. Prior
authorization is required. Patients with
severe psychiatric disorders, and issues of
secondary gain are not candidates for the
procedure.

c. A comprehensive psychiatric or
psychological evaluation must be provided
prior to the stimulator trial. This evaluation
should include a standardized detailed
personality inventory with validity scales
(such as MMPI-2, MMPI-2-RF, or PAI) pain
inventory with validity measures (for
example, BHI 2, MBMD); clinical interview
and complete review of the medical records.
Before proceeding to a spinal stimulator
trial the evaluation should find the
following:

e No indication of falsifying information,
or of invalid response on testing;

e No primary psychiatric risk factors or
“red flags” (e.g., psychosis, active
suicidality, severe depression, or

CPT 2021 American Medical Association. All Rights Reserved.

89



Pain Management

Mississippi Workers’ Compensation Medical Fee Schedule

addiction). (Note that tolerance and
dependence to opioid analgesics are
not addictive behaviors and do not
preclude implantation);

e A level of secondary risk factors or
“yellow flags” (e.g., moderate
depression, job dissatisfaction,
dysfunctional pain conditions) judged to
be below the threshold for
compromising the patient’s ability to
benefit from neurostimulation;

e The patient is cognitively capable of
understanding and operating the
neurostimulation control device;

e The patient is cognitively capable of
understanding and appreciating the
risks and benefits of the procedure;
and

e The patient has demonstrated a history
of motivation in and adherence to
prescribed treatments.

The psychologist or psychiatrist performing
these evaluations should not be an
employee of the physician performing the
implantation. This evaluation must be
completed, with favorable findings, before
the screening trial is scheduled. Significant
personality disorders must be taken into
account when considering a patient for
spinal cord stimulation and other major
procedures.

All reasonable surgical and non-surgical
treatment has been exhausted.

The topography of pain and its underlying
pathophysiology are amenable to
stimulation coverage (the entire painful
extremity area has been covered).

Successful neurostimulation screening test:
For a spinal cord neurostimulation screening
test, a temporary lead is implanted at the
level of pain and attached to an external
source to validate therapy effectiveness. A
screening test is considered successful if the
patient meets both of the following criteria:

e Experiences a fifty percent (50%)
decrease radicular or CRPS in pain,
which may be confirmed by visual
analogue scale (VAS) or Numerical
Rating Scale (NRS).

¢ Demonstrates objective functional
gains or decreased utilization of pain
medications.

e Itis expected that there will be an
attempt to wean opioid pain
medications at least partially prior to
the stimulation trial to determine if
there was additional pain relief that
could be attributed to the stimulator
trial.

Objective, measurable, functional gains
should be evaluated by an occupational

therapist and/or physical therapist and the
primary treating physician prior to and
before discontinuation of the trial.

M. Topical Drug Delivery

1.

Description: Topical medications, such as
lidocaine and capsaicin, may be an alternative
treatment for neuropathic disorders and is an
acceptable form of treatment in selected
patients.

Indications: Neuropathic pain for most agents.
Episodic use of NSAIDs and salicylates for joint
pain. Patient selection must be rigorous to select
those patients with the highest probability of
compliance. Many patients do not tolerate the
side effects for some medication or the need for
frequent application.

Dosing and Time to Therapeutic Effect: All
topical agents should be prescribed with strict
instructions for application and maximum
number of applications per day to obtain the
desired benefit and avoid potential toxicity.
There is no evidence that topical agents are
more or less effective than oral medications. For
most patients, the effects of long-term use are
unknown and thus may be better used
episodically.

Side Effects: Localized skin reactions may
occur, depending on the medication agent used
vs. Topical Agents.

a. Capsaicin. Formulations of capsaicin have
been FDA approved for management of pain
associated with post-herpetic neuralgia.
Capsaicin offers a safe and effective
alternative to systemic NSAID therapy.
There is also good evidence that a high
dose (8%) capsaicin patch applied for 60
minutes can decrease post herpetic
neuralgic pain for three (3) months.

b. Ketamine and Tricyclics. Topical
medications, such as the combination of
ketamine and amitriptyline have been
proposed as an alternative treatment for
neuropathic disorders including CRPS.
However, neither tricyclic nor ketamine
topicals are FDA approved for topical use in
neuropathic pain. Continued use of these
agents beyond the initial prescription
requires documentation of effectiveness,
including functional improvement, and/or
decreased use of other medications,
particularly decreased use of opiates or
other habituating medications.

c. Lidocaine. Formulations of lidocaine (patch
form) have been FDA approved for pain
associated with post-herpetic neuralgia.

d. Topical Salicylates and Non-salicylates.
These have been shown to be effective in
relieving pain in acute musculoskeletal
conditions and single joint osteoarthritis.
Topical salicylate and non-salicylates
achieve tissue levels that are potentially
therapeutic, at least with regard to
Cyclooxygenase (COX) inhibition. There is
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good evidence that diclofenac gel reduces
pain and improves function in mild-to-
moderate hand osteoarthritis. Diclofenac gel
has been FDA approved for acute pain due
to minor strains, pains, and contusions; and
for relief of pain due to osteoarthritis of the
joints amenable to topical treatment, such
as those of the knees and hands.

e. Other Compounded Topical Agents. At
the time this guideline was written, no
studies identified evidence for the
effectiveness of compounded topical agents
other than those recommended above.
Therefore, other compounded topical agents
are not recommended.

5. Prior authorization is required for all agents that
have not been recommended above. Continued
use requires documentation of effectiveness
including functional improvement and/or
decrease in other medications.

Use of Controlled Substances

Use of Opioids or Other Controlled Substances
for Management of Chronic (Non-Terminal)
Pain. Optimal, effective treatment for chronic pain
may require the use of opioids or other controlled
substances. The proper and effective use of opioids
or other controlled substances has been specifically
addressed by the Mississippi Board of Medical
Licensure. Unless otherwise directed by the MWCC,
reimbursement for prescriptions for opioids or other
controlled substances used for the management or
treatment of chronic, non-terminal pain shall not be
provided under this Fee Schedule unless treatment is
sufficiently documented and complies with the Rules
and Regulations, as promulgated by the Mississippi

State Board of Medical Licensure, and supplemented
by the MWCC accordingly.

In addition to the specific Rules and Regulations
promulgated by the Mississippi State Board of
Medical Licensure, the payer may, as in other cases,
obtain a second opinion from an appropriate and
qualified physician to determine the appropriateness
of the treatment being rendered, including but not
limited to the appropriateness of the continuing use
of opioids or other controlled substances for
treatment of the patient’s chronic pain. However,
any such second opinion shall not be used as the
basis for abrupt withdrawal of medication or
payment thereof. Nothing in this paragraph shall
prohibit a physician from administering narcotic
drugs to a person for the purpose of relieving acute
withdrawal symptoms when necessary while
arrangements are being made for referral or
discontinuance of treatment, and the payer shall
provide reimbursement in accordance with this Fee
Schedule, as follows: not more than one (1) day’s
medication may be administered to the person or for
the person’s use at one time. Such emergency
treatment may be carried out for not more than
three (3) days. Discontinuance of treatment or
reimbursement of prescriptions based on a second
opinion obtained hereunder shall be subject to
review by the MWCC pursuant to the Dispute
Resolution Rules set forth in the Dispute Resolution
Rules section in this Fee Schedule.

See the MWCC website for Guidelines for the
Prescription of Opiates at
https://www.mwcc.ms.gov/pdf/mwccGuidlinesForTh
ePrescriptionOfOpiates.pdf

CPT 2021 American Medical Association. All Rights Reserved.
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J1

J1
J1
J1

J1

J1
Ji
J1
Ji
J1

Code
01996

20526
20550
20551
20552
20553
20600
20604
20605
20606
20610
20611
20612
27096
62263
62264
62270
62272
62273
62280
62281
62282
62290
62291
62350
62355
62360
62361
62362
62365
62367
62368
62369
62370
63650
63661
63662
63663
63664
63685
63688
64400
64405
64408
64415
64416
64417
64418

PC TC
Description Amount Amount Amount FUD
DAILY HOSP MGMT EDRL/SARACH CONT DRUG ADMN see page 80 XXX
INJECTION THERAPEUTIC CARPAL TUNNEL 292.80 000
INJECTION 1 TENDON SHEATH/LIGAMENT APONEUROSIS 204.00 000
INJECTION SINGLE TENDON ORIGIN/INSERTION 206.40 000
INJECTION SINGLE/MLT TRIGGER POINT 1/2 MUSCLES 190.80 000
INJECTION SINGLE/MLT TRIGGER POINT 3/> MUSCLES 219.60 000
ARTHROCENTESIS ASPIR&/INJ SMALL JT/BURSA W/O US 188.40 000
ARTHROCNT ASPIR&/INJ SMALL JT/BURSAW/US REC RPRT 289.80 000
ARTHROCENTESIS ASPIR&/INJ INTERM JT/BURS W/O US 194.40 000
ARTHROCENTESIS ASPIR&/INJ INTERM JT/BURS W/US 316.80 000
ARTHROCENTESIS ASPIR&/INJ MAJOR JT/BURSA W/O US 230.40 000
ARTHROCENTESIS ASPIR&/INJ MAJOR JT/BURSA W/US 354.00 000
ASPIRATION&/INJECTION GANGLION CYST ANY LOCATJ 228.00 000
INJECT SI JOINT ARTHRGRPHY&/ANES/STEROID W/IMA 582.00 000
PRQ LYSIS EPIDURAL ADHESIONS MULT SESS 2/> DAYS 937.20 010
PRQ LYSIS EPIDURAL ADHESIONS MULT SESSIONS 1 DAY 937.20 010
DIAGNOSTIC LUMBAR SPINAL PUNCTURE 506.40 000
THERAPEUTIC SPINAL PUNCTURE DRAINAGE CSF 668.40 000
INJECTION EPIDURAL BLOOD/CLOT PATCH 601.20 000
INJX/INFUSION NEUROLYTIC SUBSTANCE SUBARACHNOID 1182.00 010
INJX/INFUS NEUROLYT SUBST EPIDURAL CERV/THORACIC 853.20 010
INJX/INFUS NEUROLYT SBST EPIDURAL LUMBAR/SACRAL 1162.80 010
INJECTION PX DISCOGRAPHY EACH LEVEL LUMBAR 1154.40 000
INJECTION PX DISCOGRPHY EA LVL CERVICAL/THORACIC 1113.60 000
IMPLTJ REVJ/RPSG ITHCL/EDRL CATH PMP W/O LAM 1412.40 010
RMVL PREVIOUSLY IMPLTED ITHCL/EDRL CATH 968.40 010
IMPLTJ/RPLCMT ITHCL/EDRL DRUG NFS SUBQ RSVR 1153.20 010
IMPLTJ/RPLCMT FS NON-PRGRBL PUMP 1551.60 010
IMPLTJ/RPLCMT ITHCL/EDRL DRUG NFS PRGRBL PUMP 1366.80 010
RMVL SUBQ RSVR/PUMP INTRATHECAL/EPIDURAL INFUS 1052.40 010
ELECT ANLYS IMPLT ITHCL/EDRL PMP W/O REPRG/REFIL 136.80 XXX
ELECT ANALYS IMPLT ITHCL/EDRL PUMP W/REPRGRMG 188.40 XXX
ELECT ANLYS IMPLT ITHCL/EDRL PMP W/REPRG&REFIL 400.80 XXX
ELEC ANLYS IMPLT ITHCL/EDRL PMP W/REPR PHYS/QHP 416.40 XXX
PRQ IMPLTJ NSTIM ELECTRODE ARRAY EPIDURAL 1077.15 010
RMVL SPINAL NSTIM ELTRD PRQ ARRAY INCL FLUOR 2101.20 010
RMVL SPINAL NSTIM ELTRD PLATE/PADDLE INCL FLUOR 2928.00 090
REVJ INCL RPLCMT NSTIM ELTRD PRQ RA INCL FLUOR 2812.80 010
REVJ INCL RPLCMT NSTIM ELTRD PLT/PDLE INCL FLUOR 3034.80 090
INSJ/RPLCMT SPINPGR DIR/INDUXIVE COUPLING 1248.00 010
REVJ/RMVL IMPLANTED SPINAL NEUROSTIM GENERATOR 1287.60 010
INJECTION AA&/STRD TRIGEMINAL NERVE EACH BRANCH 465.60 000
INJECTION AA&/STRD GREATER OCCIPITAL NERVE 284.40 000
INJECTION AA&/STRD VAGUS NERVE 402.00 000
INJECTION AA&/STRD BRACHIAL PLEXUS W/IMG GDN 405.60 000
INJECTION AA&/STRD BRACH PLEX CONT NFS CATH IMG 273.60 000
INJECTION AA&/STRD AXILLARY NERVE W/IMG GDN 501.60 000
INJECTION AA&/STRD SUPRASCAPULAR NERVE 325.20 000

+ Add-on Procedure © Modifier 51 Exempt Procedure * Telemedicine

Assist
Surg

N

Z2 Z2 Z2 Z2 Z2 Z2 2 2 <X <X <X <X <X ZZZZ2Z2Z2Z2Z2Z 2222222222222 2222922222222222 2

APC
Amount

378.90
378.90
378.90
378.90
378.90
378.90
378.90
378.90
920.90
378.90
378.90
378.90

920.90
920.90
920.90
920.90
920.90
1193.84
1193.84
1193.84

10435.06
2546.50
28524.69
28339.33
28361.08
8270.01
395.98
395.98
395.98
395.98
11073.07
2316.70
4089.32
10355.35
29514.29
43809.69
4089.32
378.90
378.90
378.90
1193.84
1193.84
1193.84
920.90
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PC TC Assist  APC
Code Description Amount Amount Amount FUD Surg Amount
64420 INJECTION AA&/STRD INTERCOSTAL NRV SINGLE LVL 378.00 000 N 920.90
+ 64421 INJECTION AA&/STRD INTERCOSTAL NRV EA ADDL LVL 535.20 777 N 1193.84
64425 INJECTION AA&/STRD ILIOINGUINAL IH NERVES 471.60 000 N 920.90
64430 INJECTION AA&/STRD PUDENDAL NERVE 496.80 000 N 1193.84
64435 INJECTION AA&/STRD PARACERVICAL NERVE 480.00 000 N 920.90
64445 INJECTION AA&/STRD SCIATIC NERVE W/IMG GDN 466.80 000 N 920.90
64446  INJECTION AA&/STRD SCIATIC NRV CONT NFS CATH IMG 273.60 000 N 1193.84
64447  INJECTION AA&/STRD FEMORAL NERVE W/IMG GDN 415.20 000 N 920.90
64448 INJECTION AA&/STRD FEM NRV CONT NFS CATH IMG GDN 246.00 000 N 1193.84
64449 INJECTION AA&/STRD LUMBAR PLEXUS CONT NFS CATH 292.80 000 N 1193.84
64450 INJECTION AA&/STRD OTHER PERIPHERAL NERVE/BRANCH 271.20 000 N 920.90
64455 NJX AA&/STRD PLANTAR COMMON DIGITAL NERVES 176.40 000 N 378.90
64461 PVB THORACIC SINGLE INJECTION SITE W/IMG GID 487.20 000 N 920.90
+ 64462 PVB THORACIC SECOND & ADDL INJ SITE W/IMG GID 264.00 777 N
64463 PVB THORACIC CONT CATHETER INFUSION W/IMG GID 707.94 000 N 920.90
64479 NJX AA&/STRD TFRML EPI CERVICAL/THORACIC 1 LEVEL 834.00 000 N 1086.07
+ 64480 NJX AA&/STRD TFRML EPI CERVICAL/THORACIC EA ADDL 410.40 777 N
64483 NJX AA&/STRD TFRML EPI LUMBAR/SACRAL 1 LEVEL 772.80 000 N 1086.07
+ 64484 NJX AA&/STRD TFRML EPI LUMBAR/SACRAL EA ADDL 334.80 777 N
64486 TAP BLOCK UNILATERAL BY INJECTION(S) 374.40 000 N
64487  TAP BLOCK UNILATERAL BY CONTINUOUS INFUSION(S) 538.80 000 N
64488 TAP BLOCK BILATERAL BY INJECTION(S) 459.60 000 N
64489  TAP BLOCK BILATERAL BY CONTINUOUS INFUSION(S) 798.00 000 N
64490 NJX DX/THER AGT PVRT FACET JT CRV/THRC 1 LEVEL 684.00 000 Y 1193.84
+ 64491  NJX DX/THER AGT PVRT FACET JT CRV/THRC 2ND LEVEL 344.40 777 Y
+ 64492 NJX DX/THER AGT PVRT FACET JT CRV/THRC 3+ LEVEL 345.60 777 Y
64493  NJX DX/THER AGT PVRT FACET JT LMBR/SAC 1 LEVEL 626.40 000 Y 1193.84
+ 64494 NJX DX/THER AGT PVRT FACET JT LMBR/SAC 2ND LEVEL 324.00 777 Y
+ 64495 NJX DX/THER AGT PVRT FACET JT LMBR/SAC 3+ LEVEL 322.80 777 Y
64505 INJECTION ANES AGENT SPHENOPALATINE GANGLION 403.20 000 N 351.42
64510  NJX ANES STELLATE GANGLION CRV SYMPATHETIC 521.64 000 N 1193.84
64517  INJECTION ANES SUPERIOR HYPOGASTRIC PLEXUS 691.20 000 N 1193.84
64520 INJECTION ANES LMBR/THRC PARAVERTBRL SYMPATHETIC 793.50 000 N 1193.84
64530  INJX ANES CELIAC PLEXUS W/WO RADIOLOGIC MONITRNG 790.74 000 N 1193.84
64600 DSTRJ TRIGEMINAL NRV SUPRAORB INFRAORB BRANCH 1671.60 010 N 1193.84
J1 64605 DSTRJNEUROLYTIC TRIGEMINAL NRV 2/3 DIV BRANCH 2307.60 010 N 3577.39
J1 64610 DSTRJNEURLYTIC TRIGEM NRV 2/3 DIV RADIO MONITOR 2882.40 010 N 3569.59
64620 DSTRJ NEUROLYTIC AGENT INTERCOSTAL NERVE 744.00 010 N 1193.84
64630 DSTRJ NEUROLYTIC AGENT PUDENDAL NERVE 931.20 010 N 1193.84
64632 DSTRJNEUROLYTIC PLANTAR COMMON DIGITAL NERVE 319.20 010 N 378.90
J1 64633 DSTRNROLYTC AGNT PARVERTEB FCT SNGL CRVCL/THORA 1426.80 010 N 3259.45
+ 64634 DSTRNROLYTC AGNT PARVERTEB FCT ADDL CRVCL/THORA 640.80 777 N
J1 64635 DSTRNROLYTC AGNT PARVERTEB FCT SNGL LMBR/SACRAL 1411.20 010 N 3259.45
+ 64636 DSTR NROLYTC AGNT PARVERTEB FCT ADDL LMBR/SACRAL 582.00 777 N
64640 DSTRJ NEUROLYTIC AGENT OTHER PERIPHERAL NERVE 463.20 010 N 1086.07
64680 DSTRJ NEUROLYTIC W/WO RAD MONITOR CELIAC PLEXUS 1251.66 010 N 1193.84
64681 DSTRJ NULYT W/WORAD MNTR SUPRIOR HYPOGSTR PLEXUS 1971.60 010 N 1193.84
72285 DISKOGRAPY CERVICAL/THORACIC RS&I 0.00 0.00 0.00 XXX N
72295 DISKOGRAPY LUMBAR RS&I 211.77 78.11 133.66 XXX N

+ Add-on Procedure © Modifier 51 Exempt Procedure * Telemedicine
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Code Description Amount Amount Amount FUD Surg Amount
76942  US GUIDANCE NEEDLE PLACEMENT IMG S&I 109.22 57.79 5143 XXX N
+ 77002 FLUOROSCOPIC GUIDANCE NEEDLE PLACEMENT ADD ON 208.85 50.80 158.05 2777 N
+ 77003 FLUOR NEEDLE/CATH SPINE/PARASPINAL DX/THER ADDON 200.66 54.61 146.05 2777 N
95990 REFILL&MAINTENANCE PUMP DRUG DLVR SPINAL/BRAIN 158.71 XXX N 462.41
95991  RFL&MAIN IMPLT PMP/RSVR DLVR SPI/BRN PHY/QHP 194.70 XXX N 378.90

+ Add-on Procedure © Modifier 51 Exempt Procedure * Telemedicine
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SURGERY

Note: Rules used by all physicians in reporting their
services are presented in the General Rules section. See
the Modifier and Code Rules section for detailed
information on modifiers.

L GENERAL GUIDELINES

A. Global Reimbursement. The reimbursement
allowances for surgical procedures are based on a
global reimbursement concept that covers
performing the basic service and the normal range of
care required after surgery. The State of Mississippi
follows the surgical package definition from CPT
2022.

B. Normal, Uncomplicated Follow-Up (FU) Care.
Normal, uncomplicated follow-up (FU) care for the
time periods indicated in the follow-up days (FUD)
column for each procedure code. The number in that
column establishes the days during which no
additional reimbursement is allowed for the usual
care provided following surgery, absent
complications or unusual circumstances.

The maximum allowable reimbursement (MAR)
covers all normal postoperative care, including the
removal of sutures by the surgeon or associate.
Follow-up days are specified by procedure. Follow-up
days listed are for 0, 10, or 90 days and are listed in
the Fee Schedule as 000, 010, or 090. Follow-up
days may also be listed as:

MMM indicating that services are for
uncomplicated maternity care;

XXX indicating that the global surgery
concept does not apply;

YYY indicating that the follow-up period is to
be set by the payer (used primarily with
BR procedures); or

277 indicating that the code is related to
another service and is treated in the
global period of the other procedure
(used primarily with add-on and
exempt from modifier 51 codes).

The day of surgery is day one when counting follow-
up days. Hospital discharge day management is
considered to be normal, uncomplicated follow-up
care.

C. Follow-up for Diagnostic Procedures. When a
procedure is done for diagnostic purposes, the
follow-up does not include care of the condition
itself, only recovery/recovery care for the procedure
itself.

D. Follow-up Care for Therapeutic Surgical
Procedures. When a procedure is therapeutic in
nature, the follow-up care includes routine post-op
care and recovery. Any care needed for
complications, care needed that is not part of routine
post-op recovery, or any care that is not due to the
procedure itself, may warrant additional charges.

E. Separate Procedures. Separate procedures are

commonly carried out as an integral part of another
procedure. They should not be billed in conjunction
with the related procedure. These procedures may
be billed when performed independently by adding
modifier 59 to the specific “separate procedure”
code.

Additional Surgical Procedure(s). When an
additional surgical procedure(s) is carried out within
the listed period of follow-up care for a previous
surgery, the follow-up periods will continue
concurrently to their normal terminations.

Microsurgery, Operating Microscope, and Use of
Code 69990. The surgical microscope is employed
when the surgical services are performed using the
techniques of microsurgery. Code 69990 should be
reported (without modifier 51 appended) in addition
to the code for the primary procedure performed. Do
not use 69990 for visualization with magnifying
loupes or corrected vision.

Do not report 69990 in addition to procedures where
use of the operating microscope is an inclusive
component (15756-15758, 15842, 19364,19368,
20955-20962, 20969-20973, 22551, 22552,
22856-22861, 26551-26554, 26556, 31526, 31531,
31536, 31541, 31545, 31546, 31561, 31571, 43116,
43180, 43496, 46601, 46607, 49906, 61548,
63075-63078, 64727, 64820-64823, 64912, 64913,
65091-68850.)

For purposes of clarification, if microsurgery
technique is employed and the primary procedure
code is not contained in the list above, it is
appropriate to report 69990 with the primary
procedure performed and reimbursement is required
for such services. (For example, code 63030 is not
included in the list therefore, it is appropriate for
providers to report 69990 along with 63030 to
describe microsurgical technique.)

Reimbursement for 69990 is required provided
operative documentation affirms microsurgical
technique and not just visualization with magnifying
loupes or corrected vision

Unique Techniques. A surgeon is not entitled to an
extra fee for a unique technique. It is inappropriate
to use modifier 22 unless the procedure is
significantly more difficult than indicated by the
description of the code.

Surgical Destruction. Surgical destruction is part
of a surgical procedure, and different methods of
destruction (e.g., laser surgery) are not ordinarily
listed separately unless the technique substantially
alters the standard management of a problem or
condition. Exceptions under special circumstances
are provided for by separate code numbers.

Incidental Procedure(s). An additional charge for
an incidental procedure (e.g., incidental
appendectomy, incidental scar excisions, puncture of
ovarian cysts, simple lysis of adhesions, simple
repair of hiatal hernia, etc.) is not customary and
does not warrant additional reimbursement.

CPT Copyright 2021 American Medical Association. All rights reserved.
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K.

Endoscopic Procedures. When multiple endoscopic
procedures are performed by the same practitioner
at a single encounter, the major procedure is
reimbursed at one hundred percent (100%). If a
secondary procedure is performed through the same
opening/orifice, fifty percent (50%) is allowable as a
multiple procedure. However, diagnostic procedures
during the same session and entry site are incidental
to the major procedure.

1. Physician Surgical Assistant — For the purpose
of reimbursement, a physician who assists at
surgery is reimbursed as a surgical assistant.
Assistant surgeons should use modifier 80 and
are allowed the lesser of the billed amount or
twenty percent (20%) of the maximum
allowable reimbursement (MAR) for the
procedure(s).

2. Registered Nurse Surgical Assistant or Physician

L. Biopsy Procedures. A biopsy of the skin and Assistant
another surgical procedure performed on the same . . .
lesion on the same day must be billed as one a. A physician assistant, or registered nurse
procedure. th_> has comp_leted an approved first

assistant training course, may be allowed a

M. Repair of Nerves, Blood Vessels, and Tendons fee when assisting a surgeon in the
with Wound Repairs. The repair of nerves, blood operating room (O.R.).
vessels, and tendons is usually reported under the o .
appropriate system. Normal wound repair is b. The_ MAR for the p_hyS|C|a_n assistant or _the
considered part of the nerve, blood vessel and/or registered nourse first assistant (RNFA) is ten
tendon repair. Additional reimbursement for wound percent (10%) of the surgeon’s fee for the
repair is only warranted if it is a complex wound, and procedure(s) performed.
modifier 59 should be used to identify such. c.  Under no circumstances will a fee be

N. Suture Removal. Billing for suture removal by the allowed for an assistant surgeon and a
operating surgeon is not appropriate as this is physician assistant or RNFA at the same
considered part of the global fee. surgical encounter.

O. Joint Manipulation Under Anesthesia. There is no d. Registered nurses on staff in the O.R. of a
charge for manipulation of a joint under anesthesia hospital, cI|_n|c, or Ol_Jtpatlent surgery center
when it is preceded or followed by a surgical do not qualify for reimbursement as an
procedure on that same day by that surgeon. RNFA.

However, when manipulation of a joint is the e. CPT codes with modifier AS or modifier 81
scheduled procedure and it indicates additional should be used to bill for physician assistant
procedures are necessary and appropriate, the lesser or RNFA services on a CMS-1500 form or

of the billed amount or fifty percent (50%) of the electronic claim and should be submitted
MAR for manipulation may be allowed. with the charge for the surgeon’s services.

P.  Supplies and Materials. Supplies and materials 3. The Fee Schedule includes a column indicating
provided by the physician (e.g., sterile trays/drugs) which procedures are approved for assistant
over and above those usually included with the office services with Y (yes) or N (no). If a surgical
visit may be listed separately using CPT code 99070 procedure is approved/pre-certified for a code
or specific HCPCS codes. Supplies (except those with a Y in the “Assist Surg” column, the
related to splint/casting) are not separately billable assistant is implied and does not require
on the same date of service as the procedure (i.e., separate approval/pre-certification for
anti-embolism stockings and compression reimbursement.
garments).

L L Operative Reports. An operative report must be

Q. Aspirations and Injections submitted to the payer before reimbursement can be
Puncture of a cavity or joint for aspiration followed made for the surgeon’s or assistant surgeon’s
by injection of a therapeutic agent is one procedure services, and should document the use of assistant
and should be billed as such. services.

When joint injections/trigger point injections are Needle Procedures. Needle procedures (lumbar
performed, ultrasound and/or Doppler guidance is puncture, thoracentesis, jugular or femoral taps,
considered integral to the procedure and will not be etc.) should be billed in addition to the medical care
separately reimbursed. on the same day.
When a joint injection is performed at the end of a Therapeutic Procedures. Therapeutic procedures
surgical procedure for pain control, whether done by (injecting into cavities, nerve blocks, etc.) (CPT
the surgeon or by anesthesia, reimbursement is codes 20526-20611, 64400-64484) may be billed in
allowed according to the Multiple Procedure Billing addition to the medical care for a new patient. (Use
rule. This rule applies to facility reimbursement as appropriate level of service plus injection.)
well as provider reimbursement.
. L In follow-up cases for additional therapeutic

R Platelet Rich Plasma (PRP) Injections injections and/or aspirations, an office visit is only
The maximum allowable reimbursement for PRP indicated if it is necessary to re-evaluate the patient.
injections applies to all body parts and includes In this case, a minimal visit may be listed in addition
imaging guidance, harvesting and preparation, as to the injection. Documentation supporting the office
well as the injection, kits and supplies. visit charge must be submitted with the bill to the

S. Surgical Assistant payer.
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Reimbursement for therapeutic injections will be
made according to the multiple procedure rules.

Trigger point injection is considered one procedure
and reimbursed as such regardless of the humber of
injection sites. Two codes are available for reporting
trigger point injections. Use 20552 for injection(s) of
single or multiple trigger point(s) in one or two
muscles or 20553 when three or more muscles are
involved.

Post-Operative Nerve Blocks. The following
nerve blocks are considered to be medically
necessary:

a. Cervical plexus block (superficial and deep) for
post-operative analgesia after anterior cervical
discectomy fusion, and for neck surgery (e.g.,
thyroid surgery) and regional anesthesia for
carotid endarterectomy

b. Combined infraclavicular-suprascapular nerve
blocks for post-operative pain control after
arthroscopic shoulder surgery

c. Fascia iliaca block for acute hip fracture, and
post-operative pain control following hip
(including arthroscopic hip surgery) and knee
surgeries

d. Femoral nerve blocks for acute post-operative
pain after knee replacement surgery

e. Infraclavicular nerve block in upper extremity
surgery

f.  Intercostal nerve blocks for acute intercostal
pain, and for chronic intercostal neuritis as part
of a comprehensive pain management program

g. Intercostobrachial nerve block for management
of tourniquet pain during surgery

h. IPACK (infiltration between popliteal artery and
capsule of the knee) block for pain control
following ankle arthroplasty, anterior cruciate
ligament repair, knee arthroscopy, medial
meniscectomy, or total knee arthroplasty

i. Lateral femoral cutaneous nerve block for
meralgia paresthetica (lateral femoral cutaneous
nerve entrapment) when conservative
management (e.g., non-opioid analgesics or
anticonvulsants such as carbamazepine,
gabapentin or phenytoin) has failed; and pain
control after total hip arthroplasty (THA)

j. Lumbar plexus block for post-operative pain
control after THA

k. Peripheral nerve blocks for the treatment of
chronic pain post-herniorrhaphy to avoid more
aggressive treatments (e.g., surgery), and post-
operative pain control after arthroscopic
debridement of the ankle

I. Popliteal block for hallux valgus correction
surgery, and open reduction internal fixation of
ankle fracture

m. Posterior tibial nerve block for post-operative
pain control after Achilles tendon repair

n. Pre-operative adductor canal block for post-
operative pain management after anterior

AA.

cruciate ligament reconstruction

0. Quadratus lumborum nerve block for post-
operative pain control after abdominal and hip
surgeries

p. Radial nerve block for post-operative pain
control after carpometacarpal joint arthroplasty
and De Quervain’s tendon release

g. Rectus sheath block for post-operative pain
control after cholecystectomy

r. Saphenous nerve block for post-operative pain
management

s. Transversus abdominis plane (TAP) block for
abdominal surgery

t. US-guided supraclavicular block as regional
anesthesia during surgeries and/or post-
operative pain control to the distal two-thirds of
the upper extremity, or from the mid-humerus
to the fingertips.

Anesthesia by Surgeon. In certain circumstances
it may be appropriate for the attending surgeon to
provide regional or general anesthesia. Anesthesia
by the surgeon is considered to be more than local
or digital anesthesia. Identify this service by adding
modifier 47 to the surgical code. Only base
anesthesia units are allowed. See the Anesthesia
section.

Therapeutic/Diagnostic Injections. Injections
are considered incidental to the procedure when
performed with a related invasive procedure.

Intervertebral Biomechanical Device(s). CPT
codes 22853, 22854 and 22859 describe the
insertion of an intervertebral biomechanical device
into an interverbral disc space or vertebral body
defect. These codes are reported per level; each
code captures insertion of both devices with integral
anterior instrumentation for device anchoring and
devices without integral anterior instrumentation for
device anchoring, regardless of approach (anterior,
posterior, lateral). Coding is based on the location of
the device insertion and whether interbody
arthrodesis is being performed.

Intra-operative Neurophysiologic Monitoring
(e.g., SSEP, MEP, BAEP, TES, DEP, VEP)
Reimbursement for intra-operative neurophysiologic
monitoring will not be allowed in the following cases,
unless pre-certification is obtainedfrom the payer
prior to the services.

1. Neuromuscular junction testing of each nerve
during intraoperative monitoring;

2. Intraoperative monitoring during peripheral
nerve entrapment releases, such as carpal
release, ulnar nerve transposition at the elbow,
and tarsal tunnel release;

3. During decompression of cervical nerve roots
without myelopathy;

4. During placement of cervical instrumentation
absent evidence of myelopathy;

5. During lumbar discectomy for radiculopathy; or

CPT Copyright 2021 American Medical Association. All rights reserved.
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6. During lumbar decompression for treatment of
stenosis without the need for instrumentation.

MULTIPLE PROCEDURES

Multiple Procedure Reimbursement Rule.

Multiple procedures performed during the same

operative session at the same operative site are

reimbursed as follows:

e  One hundred percent (100%) of the MAR for the
primary procedure

e  Fifty percent (50%) of the MAR for the second
and subsequent procedures

Bilateral Procedure Reimbursement Rule.
Bilateral procedures are identical procedures (i.e.,
use the same CPT code) performed on the same
anatomic site but on opposite sides of the body.
Furthermore, each procedure should be performed
through its own separate incision to qualify as
bilateral. For example, open reductions of bilateral
fractures of the mandible treated through a common
incision would not qualify under the definition of
bilateral and would be reimbursed according to the
multiple procedure rule. Medicare’s accepted method
of billing bilateral services is to list the procedure
once and add modifier 50. Mississippi is adopting this
same policy. Refer to the example below:

69300 50 Otoplasty, protruding ear, with or

without size reduction

Place a “2” in the UNITS column of the CMS-1500
claim form so that payers are aware that two
procedures were performed. List the charge as one
hundred fifty percent (150%) of your normal charge.
Reimbursement shall be at one hundred fifty percent
(150%) of the amount allowed for a unilateral
procedure(s). For example, if the allowable for a
unilateral surgery is one hundred dollars ($100.00)
and it is performed bilaterally, reimbursement shall
be one hundred fifty dollars ($150.00). However, if
the procedure description states “bilateral,”
reimbursement shall be as listed in the Fee Schedule
since the fee was calculated for provision of the
procedure bilaterally.

Multiple Procedures—Different Areas Rule.
When multiple surgical procedures are performed in
different areas of the body during the same
operative sessions and the procedures are unrelated
(e.g., abdominal hernia repair and a knee
arthroscopy), the multiple procedure reimbursement
rule will apply independently to each area. Modifier
51 must be added.

Multiple Procedure Billing Rules

1. The primary procedure, which is defined as the
procedure with the highest RVU, must be billed
with the applicable CPT code.

2. The second or lesser or additional procedure(s)
must be billed by adding modifier 51 to the
codes, unless the procedure(s) is exempt from
modifier 51 or qualifies as an add-on code.

11l. REPAIR OF WOUNDS

B.

CPT descriptions/definitions/guidelines.

Reporting
. The use of appropriate codes should be
consistent with the current CPT guidelines.

Wound exploration codes should not be billed
with codes that specifically describe a repair to
major structure or major vessel. The specific
repair code supersedes the use of a wound
exploration code.

N. MUSCULOSKELETAL SYSTEM

A.

B.

Casting and Strapping. This applies to severe
muscle sprains or strains that require casting or
strapping.

1. Initial (new patient) treatment for soft tissue
injuries must be billed under the appropriate
office visit code.

2. When a cast or strapping is applied during an
initial visit, supplies and materials (e.g.,
stockinet, plaster, fiberglass, ace bandages)
may be itemized and billed separately using
the appropriate HCPCS code.

3. When initial casting and/or strapping is applied
for the first time during an established patient
visit, reimbursement may be made for the
itemized supplies and materials in addition to
the appropriate established patient visit.

4. Replacement casts or strapping provided
during a follow-up visit (established patient)
include reimbursement for the replacement
service as well as the removal of casts, splints,
or strapping. Follow-up visit charges may be
reimbursed in addition to replacement casting
and strapping only when additional significantly
identifiable medical services are provided.
Office notes should substantiate medical
necessity of the visit. Cast supplies may be
billed using the appropriate HCPCS code and
reimbursed separately.

Fracture Care

1. Fracture care is a global service. It includes
the examination, restoration or stabilization of
the fracture, application of the first cast, and
cast removal. Casting material is not
considered part of the global package and
may be reimbursed separately. It is
inappropriate to bill an office visit since the
reason for the encounter is for fracture care.
However, if the patient requires surgical
intervention, additional reimbursement can be
made for the appropriate E/M code to properly
evaluate the patient for surgery. Use modifier
57 with the E/M code.

2. Reimbursement for fracture care includes the
application and removal of the first cast or
traction device only. Replacement casting
during the period of follow-up care is
reimbursed separately.

3. The phrase “with manipulation” describes

A. Wound classifications of simple, intermediate, or reduction of a fracture.
complex are expected to be consistent with current 4 Re-reduction of a fracture performed by the
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primary physician may be identified by the c. The patient smokes greater than a pack
addition of modifier 76 to the usual procedure of cigarettes per day and is scheduled for
code to indicate “repeat procedure” by the spinal fusion.

same physician. ) . .
3. The external spinal stimulator is not approved

5. The term “complicated” appears in some by MWCC for use in primary spinal fusions.
musculoskeletal code descriptions. It implies . L .
an infection occurred or the surgery took 4. When medical n_ece_ssmy is establlshe(_j based
longer than usual. Be sure the medical record on the above criteria, the external spinal
documentation supports the “complicated” stimulator will be reimbursed according to the
descriptor to justify reimbursement. MAR in the Fee Schedule.
C Bone, Cartilage, and Fascia Grafts G Carpal Tunnel Release. The following

intraoperative services are included in the global
service package for carpal tunnel release and
should not be reported separately and do not
warrant additional reimbursement:

1. Reimbursement for obtaining autogenous
bone, cartilage or fascia grafts, or other tissue
through separate incisions is made only when
the graft is not described as part of the basic

procedure. e  Surgical approach;
2 Tissue obtained from a cadaver for grafting  Isolation of neurovascular structures;
must be billed using code 99070 and ) ] )
accompanied by a report. e Video imaging;
D. Arthroscopy e Stimulation of nerves for identification;

Note: Diagnostic arthroscopy is considered to be
included in a surgical arthroscopy. Only in the
most unusual case is an increased fee justified e Tenolysis of flexor tendons;
because of increased complexity of the intra-
articular surgery performed.

e Application of dressing, splint, or cast;

. Flexor tenosynovectomy;

1. Diagnostic arthroscopy will be reimbursed at *  Excslon of lipoma of carpal canal;

fifty percent (50%) when followed by open e  Exploration of incidental release of ulnar
surgery. nerve;
2. Diagnostic arthroscopy is not billed when e Division of transverse carpal ligament;

followed by arthroscopic surgery. . .
e Use of endoscopic equipment;
3. If there are only minor findings that do not

confirm a significant preoperative diagnosis, ¢ Placgment gnd. removal of surgical drains or
the procedure should be billed as a diagnostic suctlon device; and
arthroscopy. e  Closure of wound.

E Arthrodesis Procedures. Many revisions have
occurred in CPT coding for arthrodesis procedures.

References to bone grafting and fixation are now V. BURNS, LOCAL TREATMENT
procedures which are listed and reimbursed A. Degree of Burns
separately from the arthrodesis codes. 1. Code 16000 must be used when billing for

treatment of first degree burns when no more

To help alleviate any misunderstanding about than local treatment of burned surfaces is

when to code a discectomy in addition to an

p - - o required.

arthrodesis, the statement “including minimal

discectomy” to prepare interspace has been added 2. Codes 16020-16030 must be used when

to the anterior interbody technique. If the disk is billing for treatment of partial-thickness burns

removed for decompression of the spinal cord, the only.

decompression should be coded and reimbursed

separately. 3. Codes 16035-16036 must be used when

billing an escharotomy for treatment of a

F. External Spinal Stimulators Post Fusion burn.

1. Pre-certification is required for use of the ) .

external spinal stimulator. 4. The claim form must be accompanied by a

report substantiating the services performed.
2. The following criteria are established for the

medically accepted standard of care when 5 Major debridement of foreign bodies, grease,

determining applicability for the use of an epidermis, or necrotic tissue may be billed

external spinal stimulator. However, the separately under codes 11000-11001.

medical necessity should be determined on a Modifier 51 does not apply.

case-by-case basis. B. Percentage of Total Body Surface (TBS)

a. Patient has had a previously failed spinal Area. The following definitions apply to codes
fusion; and/or 16020-16030:

b. Patient is scheduled for revision or repair 1. “Small” means a burn that encompasses five
of pseudoarthrosis; and/or percent (5%) of TBS area or less.
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2 “Medium” means a burn that encompasses
five percent to ten percent (5%-10%) of TBS \A". hl:l):EaR\l{lE)thli-c?erTshera eutic
or that involves the whole face, or a whole ' 9 p ut .
: 1. Please refer to the Pain Management section
extremity. - -
for guidelines and reimbursement of
3. “Large” means a burn that encompasses therapeutic nerve blocks.
eater than ten percent (10%) TBS area.
gn r per ( ) : 2. Medications such as steroids, pain
C. Reimbursement medication, etc., may be separately billed

1.

To identify accurately the proper procedure
code and substantiate the descriptor for
billing, the exact percentage of the body
surface involved and the degree of the burn
must be specified on the claim form
submitted or by attaching a special report.
Claims submitted without this specification
will be returned to the physician for this
additional information.

Hospital visits, emergency room visits, or
critical care visits provided by the same
physician on the same day as the application
of burn dressings will be reimbursed as a
single procedure at the highest level of
service.

using the appropriate HCPCS code.

a. The name of the medication(s), dosage,
and volume must be identified.

b. Medication will be reimbursed according
to fees listed in the HCPCS section. If not
listed in HCPCS, reimbursement will be
according to the Pharmacy section in the
General Guidelines.

B. Anesthetic. When a nerve block for anesthesia is
provided by the operating room surgeon, the
procedure codes listed in the Anesthesia section
must be followed.

100
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0232T, 10004-69990 Effective November 15, 2022
PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount
0232T NJX PLTLT PLASMA W/IMG HARVEST/PREPARATION 49547 XXX N 393.60
+ 10004 FINE NEEDLE ASPIRATION BX W/O IMG GDN EA ADDL 181.20 777 N
10005 FINE NEEDLE ASPIRATION BX W/US GDN 1ST LESION 493.20 XXX N 902.47
+ 10006 FINE NEEDLE ASPIRATION BX W/US GDN EA ADDL 213.60 777 N
10007 FINE NEEDLE ASPIRATION BX W/FLUOR GDN 1ST LESION 1082.40 XXX N 902.47
+ 10008 FINE NEEDLE ASPIRATION BX W/FLUOR GDN EA ADDL 590.40 777 N
10009 FINE NEEDLE ASPIRATION BX W/CT GDN 1ST LESION 1628.40 XXX N 902.47
+ 10010 FINE NEEDLE ASPIRATION BX W/CT GDN EA ADDL 957.60 777 N
10011 FINE NEEDLE ASPIRATION BX W/MR GDN 1ST LESION 652.80 XXX N 902.47
+ 10012 FINE NEEDLE ASPIRATION BX W/MR GDN EA ADDL 85.20 777 N
10021 FINE NEEDLE ASPIRATION BX W/O IMG GDN 1ST LESION 362.40 XXX N 501.26
10030 IMAGE-GUIDED CATHETER FLUID COLLECTION DRAINAGE 2245.26 000 N 902.47
10035 PERQ SFT TISS LOC DEVICE PLMT 1ST LES W/GDNCE 1640.40 000 N 902.47
+ 10036 PERQ SFT TISS LOC DEVICE PLMT ADD LES W/GDNCE 1414.80 777 N
10040 ACNE SURGERY 414.00 010 N 260.43
10060 INCISION & DRAINAGE ABSCESS SIMPLE/SINGLE 442.80 010 N 260.43
10061 INCISION & DRAINAGE ABSCESS COMPLICATED/MULTIPLE 758.40 010 N 501.26
10080 INCISION & DRAINAGE PILONIDAL CYST SIMPLE 721.74 010 N 902.47
10081 INCISION & DRAINAGE PILONIDAL CYST COMPLICATED 1081.92 010 N 902.47
10120 INCISION & REMOVAL FOREIGN BODY SUBQ TISS SIMPLE 535.20 010 N 501.26
J1 10121 INCISION & REMOVAL FOREIGN BODY SUBQ TISS COMPL 946.80 010 N 2873.34
J1 10140 |&D HEMATOMA SEROMA/FLUID COLLECTION 608.40 010 N 2865.65
10160 PUNCTURE ASPIRATION ABSCESS HEMATOMA BULLA/CYST 460.80 010 N 501.26
J1 10180 INCISION & DRAINAGE COMPLEX PO WOUND INFECTION 945.60 010 N 4823.49
11000 DBRDMT EXTENSV ECZEMA/INFECT SKN UP 10% BDY SURF 207.60 000 N 759.54
+ 11001 DBRDMT EXTNSVE ECZEMA/INFECT SKN EA 10% BDY SURF 85.56 777 N
11004 DBRDMT SKN SUBQ T/M/F NECRO INFCTJ GENT&PR 2014.80 000 N 1733.00
11005 DBRDMT SKN SUBQ T/M/F NECRO INFCTJ ABDL WALL 2752.80 000 N 3196.96
11006 DBRDMT SKN SUBQ T/M/F NECRO INFCTJ GENT/ABDL 2484.00 000 N
+ 11008 REMOVAL PROSTHETIC MATRL ABDL WALL FOR INFECTION 970.80 777 N 1711.63
11010 DBRDMT W/RMVL FM FX&/DISLC SKIN&SUBQ TISSUS 1658.40 010 N 902.47
11011 DBRDMT W/RMVL FM FX&/DISLC SKN SUBQ T/M/F MUSC 1831.20 000 N 902.47
J1 11012 DBRDMT FX&/DISLC SUBQ T/M/F BONE 2374.80 000 N 4826.27
11042 DEBRIDEMENT SUBCUTANEOUS TISSUE 20 SQ CM/< 464.40 000 N 501.26
11043 DEBRIDEMENT MUSCLE & FASCIA 20 SQ CM/< 830.40 000 N 759.54
J1 11044 DEBRIDEMENT BONE MUSCLE &/FASCIA 20 SQ CM/< 1102.80 000 N 2868.52
+ 11045 DBRDMT SUBCUTANEOUS TISSUE EA ADDL 20 SQ CM 145.20 777 N
+ 11046 DEBRIDEMENT MUSCLE &/FASCIA EA ADDL 20 SQ CM 261.60 777 N
+ 11047 DEBRIDEMENT BONE EACH ADDITIONAL 20 SQ CM 428.40 777 N
11055 PARING/CUTTING BENIGN HYPERKERATOTIC LESION 1 219.42 000 N 260.43
11056 PARING/CUTTING BENIGN HYPERKERATOTIC LESION 2-4 262.20 000 N 260.43
11057 PARING/CUTTING BENIGN HYPERKERATOTIC LESION >4 291.18 000 N 260.43
11102 TANGENTIAL BIOPSY SKIN SINGLE LESION 366.00 000 N 260.43
+ 11103 TANGENTIAL BIOPSY SKIN EA SEP/ADDITIONAL LESION 182.40 777 N
11104 PUNCH BIOPSY SKIN SINGLE LESION 454.80 000 N 501.26
+ 11105 PUNCH BIOPSY SKIN EA SEP/ADDITIONAL LESION 212.40 777 N
11106 INCISIONAL BIOPSY SKIN SINGLE LESION 562.80 000 N 759.54
+ 11107 INCISIONAL BIOPSY SKIN EA SEP/ADDITIONAL LESION 256.80 777 N

+ Add-on Procedure © Modifier 51 Exempt Procedure * Telemedicine
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Effective November 15, 2022 0232T, 10004-69990
PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount
11200 REMOVAL SKN TAGS MLT FIBRQ TAGS ANY AREA UPW/15 320.40 010 N 260.43
+ 11201 REMOVAL SK TGS MLT FIBRQ TAGS ANY AREA EA 10 64.80 777 N
11300 SHAVING SKIN LESION 1 TRUNK/ARM/LEG DIAM 0.5CM/< 367.20 000 N 501.26
11301 SHVG SKIN LESION 1 TRUNK/ARM/LEG DIAM 0.6-1.0 CM 439.20 000 N 260.43
11302 SHVG SKN LESION 1 TRUNK/ARM/LEG DIAM 1.1-2.0 CM 496.80 000 N 260.43
11303 SHVG SKIN LESION 1 TRUNK/ARM/LEG DIAM >2.0 CM 547.20 000 N 501.26
11305 SHAVING SKIN LESION 1 S/N/H/F/G DIAM 0.5 CM/< 385.20 000 N 260.43
11306 SHAVING SKIN LESION 1 S/N/H/F/G DIAM 0.6-1.0 CM 441.60 000 N 260.43
11307 SHAVING SKIN LESION 1 S/N/H/F/G DIAM 1.1-2.0 CM 505.20 000 N 260.43
11308 SHAVING SKIN LESION 1 S/N/H/F/G DIAM >2.0 CM 535.20 000 N 501.26
11310 SHAVING SKIN LESION 1 F/E/E/N/L/M DIAM 0.5 CM/< 418.80 000 N 260.43
11311 SHVG SKIN LESION 1 F/E/E/N/L/M DIAM 0.6-1.0 CM 493.20 000 N 260.43
11312 SHVG SKIN LESION 1 F/E/E/N/L/M DIAM 1.1-2.0 CM 558.00 000 N 501.26
11313  SHAVING SKIN LESION 1 F/E/E/N/L/M DIAM >2.0 CM 651.60 000 N 501.26
11400 EXC B9 LESION MRGN XCP SK TG T/A/L 0.5 CM/< 458.40 010 N 902.47
11401 EXC B9 LESION MRGN XCP SK TG T/A/L 0.6-1.0 CM 560.40 010 N 501.26
11402 EXC B9 LESION MRGN XCP SK TG T/A/L 1.1-2.0 CM 616.80 010 N 902.47
11403 EXC B9 LESION MRGN XCP SK TG T/A/L 2.1-3.0 CM 706.80 010 N 902.47
J1 11404 EXC B9 LESION MRGN XCP SK TG T/A/L 3.1-4.0 CM 804.00 010 N 287348
J1 11406 EXC B9 LESION MRGN XCP SK TG T/A/L >4.0 CM 1141.20 010 N 2872.62
J1 11420 EXC B9 LESION MRGN XCP SK TG S/N/H/F/G 0.5 CM/< 457.20 010 N 2873.77
11421 EXC B9 LESION MRGN XCP SK TG S/N/H/F/G 0.6-1.0CM 572.40 010 N 902.47
J1 11422 EXC B9 LESION MRGN XCP SK TG S/N/H/F/G 1.1-2.0CM 642.00 010 N 287341
J1 11423 EXC B9 LESION MRGN XCP SK TG S/N/H/F/G 2.1-3.0CM 732.00 010 N 287348
J1 11424 EXC B9 LESION MRGN XCP SK TG S/N/H/F/G 3.1-4.0CM 838.80 010 N 2870.53
J1 11426 EXC B9 LESION MRGN XCP SK TG S/N/H/F/G > 4.0CM 1190.40 010 N 4838.50
11440 EXC B9 LESION MRGN XCP SK TG F/E/E/N/L/M 0.5CM/< 513.60 010 N 902.47
11441 EXC B9 LES MRGN XCP SK TG F/E/E/N/L/M 0.6-1.0CM 624.00 010 N 902.47
11442 EXC B9 LES MRGN XCP SK TG F/E/E/N/L/M 1.1-2.0CM 691.20 010 N 902.47
J1 11443 EXC B9 LES MRGN XCP SK TG F/E/E/N/L/M 2.1-3.0CM 814.80 010 N 2873.70
J1 11444 EXC B9 LES MRGN XCP SK TG F/E/E/N/L/M 3.1-4.0CM 1012.80 010 N 2872.69
J1 11446 EXC B9 LESION MRGN XCP SK TG F/E/E/N/L/M > 4.0CM 1377.60 010 N 4841.77
J1 11450 EXCISION HIDRADENITIS AXILLARY SMPL/INTRM RPR 1552.50 090 N 4842.38
J1 11451 EXCISION HIDRADENITIS AXILLARY COMPLEX REPAIR 1908.00 090 N 4838.38
J1 11462 EXCISION HIDRADENITIS INGUINAL SMPL/INTRM RPR 1512.48 090 N 484044
J1 11463 EXCISION HIDRADENITIS INGUINAL COMPLEX REPAIR 1940.40 090 N 4831.24
J1 11470 EXCISION H/P/P/U SIMPLE/INTERMEDIATE REPAIR 1648.80 090 N 4842.38
J1 11471 EXCISION H/P/P/U COMPLEX REPAIR 1972.80 090 N 4827.85
11600 EXCISION MAL LESION TRUNK/ARM/LEG 0.5 CM/< 709.20 010 N 902.47
11601 EXCISION MAL LESION TRUNK/ARM/LEG 0.6-1.0 CM 817.20 010 N 902.47
11602 EXCISION MAL LESION TRUNK/ARM/LEG 1.1-2.0 CM 871.20 010 N 501.26
11603 EXCISION MAL LESION TRUNK/ARM/LEG 2.1-3.0 CM 991.20 010 N 902.47
11604 EXCISION MAL LESION TRUNK/ARM/LEG 3.1-4.0 CM 1105.20 010 N 902.47
J1 11606 EXCISION MALIGNANT LESION TRUNK/ARM/LEG > 4.0 CM 1593.60 010 N 2871.97
J1 11620 EXCISION MALIGNANT LESION S/N/H/FIG 0.5 CM/< 711.60 010 N 2869.17
11621 EXCISION MALIGNANT LESION S/N/H/FI/G 0.6-1.0 CM 819.60 010 N 902.47
11622 EXCISION MALIGNANT LESION S/N/H/F/G 1.1-2.0 CM 900.00 010 N 902.47
J1 11623 EXCISION MALIGNANT LESION S/N/H/F/G 2.1-3.0 CM 1054.80 010 N 2871.54
J1 11624 EXCISION MALIGNANT LESION S/N/H/F/G 3.1-4.0 CM 1201.20 010 N 2871.68
+ Add-on Procedure © Modifier 51 Exempt Procedure * Telemedicine
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0232T, 10004-69990 Effective November 15, 2022
PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount
J1 11626 EXCISION MALIGNANT LESION S/N/H/F/G >4.0 CM 1452.00 010 N 4837.29
11640 EXCISION MALIGNANT LESION F/E/E/N/L 0.5 CM/< 728.40 010 N 902.47
11641 EXCISION MALIGNANT LESION F/E/E/N/L 0.6-1.0 CM 844.80 010 N 902.47
11642 EXCISION MALIGNANT LESION F/E/E/N/L 1.1-2.0 CM 955.20 010 N 902.47
J1 11643 EXCISION MALIGNANT LESION F/E/E/N/L 2.1-3.0 CM 1122.00 010 N 2873.70
J1 11644 EXCISION MALIGNANT LESION F/E/E/N/L 3.1-4.0 CM 1383.60 010 N 2872.83
J1 11646 EXCISION MALIGNANT LESION F/E/E/N/L >4.0 CM 1800.00 010 N 4840.92
11719  TRIMMING NONDYSTROPHIC NAILS ANY NUMBER 49.20 000 N 80.73
11720 DEBRIDEMENT NAIL ANY METHOD 1-5 115.20 000 N 80.73
11721 DEBRIDEMENT NAIL ANY METHOD 6/> 156.00 000 N 80.73
11730 AVULSION NAIL PLATE PARTIAL/COMPLETE SIMPLE 1 411.60 000 N 260.43
+ 11732 AVULSION NAIL PLATE PARTIAL/COMP SIMPLE EA ADDL 120.00 777 N
11740 EVACUATION SUBUNGUAL HEMATOMA 201.48 000 N 163.53
11750 EXCISION NAIL MATRIX PERMANENT REMOVAL 571.20 010 N 501.26
11755 BIOPSY NAIL UNIT SEPARATE PROCEDURE 440.40 000 N 902.47
11760 REPAIR NAIL BED 675.60 010 N 759.54
11762 RECONSTRUCTION NAIL BED W/GRAFT 1039.20 010 N 2483.95
11765 WEDGE EXCISION SKIN NAIL FOLD 594.00 010 N 501.26
J1 11770 EXCISION PILONIDAL CYST/SINUS SIMPLE 1117.80 010 N 4833.78
J1 11771 EXCISION PILONIDAL CYST/SINUS EXTENSIVE 2282.40 090 N 4837.65
J1 11772 EXCISION PILONIDAL CYST/SINUS COMPLICATED 2773.80 090 N 4833.54
11900 INJECTION INTRALESIONAL UP TO & INCLUD 7 LESIONS 201.60 000 N 260.43
11901 INJECTION INTRALESIONAL >7 LESIONS 250.80 000 N 260.43
11920 TATTOOING INCL MICROPIGMENTATION 6.0 CM/< 696.00 000 N 759.54
11921 TATTOOING INCL MICROPIGMENTATION 6.1-20.0 CM 792.00 000 N 759.54
+ 11922 TATTOOING INCL MICROPIGMENTATION EA 20.0 CM 213.60 777 N
11950 SUBCUTANEOUS INJECTION FILLING MATERIAL 1 CC/< 269.10 000 N 260.43
11951 SUBCUTANEOUS INJECTION FILLING MATRL 1.1-5.0 CC 381.60 000 N 759.54
11952 SUBCUTANEOUS INJECTION FILLING MATRL 5.1-10.0CC 510.00 000 N 759.54
11954 SUBCUTANEOUS INJECTION FILLING MATRL >10.0 CC 561.60 000 N 759.54
11960 INSERTION TISSUE EXPANDER INCL SBSQ XPNSJ 3602.40 090 N 5106.63
J1 11970 REPLACEMENT TISSUE EXPANDER W/PERMANENT IMPLANT 2096.40 090 N 11790.73
11971 REMOVAL TISSUE EXPANDER W/O INSERTION IMPLANT 1865.76 090 N 3438.60
11976 REMOVAL IMPLANTABLE CONTRACEPTIVE CAPSULES 514.80 000 N 902.47
11980 SUBCUTANEOUS HORMONE PELLET IMPLANTATION 328.80 000 N 393.60
11981 INSERTION DRUG DELIVERY IMPLANT 486.00 000 N 163.53
11982 REMOVAL NON-BIODEGRADABLE DRUG DELIVERY IMPLANT 538.80 000 N 393.60
11983 RMVL W/RINSJ NON-BIODEGRADABLE DRUG DLVR IMPLT 787.20 000 N 393.60
12001 SIMPLE REPAIR SCALP/NECK/AX/GENIT/TRUNK 2.5CM/< 336.00 000 N 260.43
12002 SMPL REPAIR SCALP/NECK/AX/GENIT/TRUNK 2.6-7.5CM 404.40 000 N 260.43
12004 SIMPLE RPR SCALP/NECK/AX/GENIT/TRUNK 7.6-12.5CM 469.20 000 N 260.43
12005 SMPL RPR SCALP/NECK/AX/GENIT/TRUNK 12.6-20.0CM 633.60 000 N 501.26
12006 SMPL RPR SCALP/NECK/AX/GENIT/TRUNK 20.1-30.0CM 740.40 000 N 501.26
12007 SIMPLE REPAIR SCALP/NECK/AX/GENIT/TRUNK >30.0CM 832.80 000 N 260.43
12011 SIMPLE REPAIR F/E/E/N/L/M 2.5CM/< 402.00 000 N 260.43
12013 SIMPLE REPAIR F/E/E/N/L/M 2.6CM-5.0 CM 418.80 000 N 260.43
12014 SIMPLE REPAIR F/E/E/N/L/M 5.1CM-7.5 CM 513.60 000 N 260.43
12015 SIMPLE REPAIR F/E/E/N/LIM 7.6CM-12.5 CM 615.60 000 N 260.43
12016 SIMPLE REPAIR F/E/E/N/L/M 12.6CM-20.0 CM 787.20 000 N 501.26
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12017 SIMPLE REPAIR F/E/E/N/L/M 20.1CM-30.0 CM 541.20 000 N 501.26
12018 SIMPLE REPAIR F/E/E/N/L/M >30.0 CM 614.40 000 Y 260.43
12020 TX SUPERFICIAL WOUND DEHISCENCE SIMPLE CLOSURE 1077.60 010 N 759.54
12021 TX SUPERFICIAL WOUND DEHISCENCE W/PACKING 633.60 010 N 501.26
12031 REPAIR INTERMEDIATE S/A/T/E 2.5 CM/< 948.00 010 N 501.26
12032 REPAIR INTERMEDIATE S/A/T/E 2.6-7.5 CM 1083.60 010 N 501.26
12034 REPAIR INTERMEDIATE S/A/T/E 7.6-12.5 CM 1200.00 010 N 501.26
12035 REPAIR INTERMEDIATE S/A/T/E 12.6-20.0CM 1398.00 010 N 501.26
12036 REPAIR INTERMEDIATE S/A/T/E 20.1-30.0 CM 1558.80 010 N 759.54
12037 REPAIR INTERMEDIATE S/A/T/E >30.0 CM 1740.00 010 N 2483.95
12041 REPAIR INTERMEDIATE N/H/F/XTRNL GENT 2.5CM/< 951.60 010 N 501.26
12042 REPAIR INTERMEDIATE N/H/F/XTRNL GENT 2.6-7.5 CM 1112.40 010 N 501.26
12044 REPAIR INTERMEDIATE N/H/F/XTRNL GENT 7.6-12.5CM 1366.80 010 N 759.54
12045 REPAIR INTERMEDIATE N/H/F/XTRNL GENT 12.6-20 CM 1464.00 010 N 759.54
12046 RPR INTERMEDIATE N/H/F/IXTRNL GENT 20.1-30.0 CM 1813.20 010 N 759.54
12047 REPAIR INTERMEDIATE N/H/F/XTRNL GENT >30.0 CM 1982.40 010 Y 2483.95
12051 REPAIR INTERMEDIATE F/E/E/N/L&MUC 2.5 CM/< 1020.00 010 N 501.26
12052 REPAIR INTERMEDIATE F/E/E/N/L&MUC 2.6-5.0 CM 1131.60 010 N 501.26
12053 REPAIR INTERMEDIATE F/E/E/N/L&MUC 5.1-7.5 CM 1308.00 010 N 501.26
12054 REPAIR INTERMEDIATE F/E/E/N/L&MUC 7.6-12.5 CM 1387.20 010 N 501.26
12055 REPAIR INTERMEDIATE F/E/E/N/L&MUC 12.6-20.0CM 1813.20 010 N 501.26
12056 REPAIR INTERMEDIATE F/E/E/N/L&MUC 20.1-30.0CM 2084.40 010 N 501.26
12057 REPAIR INTERMEDIATE F/E/E/N/L&MUC >30.0 CM 2200.80 010 Y 501.26
13100 REPAIR COMPLEX TRUNK 1.1-2.5 CM 1224.00 010 N 759.54
13101 REPAIR COMPLEX TRUNK 2.6-7.5 CM 1428.00 010 N 759.54
+ 13102 REPAIR COMPLEX TRUNK EACH ADDITIONAL 5 CM/< 418.80 777 N
13120 REPAIR COMPLEX SCALP/ARM/LEG 1.1-2.5 CM 1276.80 010 N 759.54
13121 REPAIR COMPLEX SCALP/ARM/LEG 2.6-7.5 CM 1525.20 010 N 759.54
+ 13122 REPAIR COMPLEX SCALP/ARM/LEG EA ADDL 5 CM/< 453.60 777 N
13131 REPAIR COMPLEX F/C/C/M/N/AXIG/HIF 1.1-2.5 CM 1390.80 010 N 501.26
13132 REPAIR COMPLEX F/C/C/M/N/AXIG/HIF 2.6-7.5 CM 1688.40 010 N 759.54
+ 13133 REPAIR COMPLEX F/C/C/M/N/AXIG/H/F EA ADDL 5 CM/< 607.20 777 N
13151 REPAIR COMPLEX EYELID/NOSE/EARI/LIP 1.1-2.5 CM 1515.60 010 N 759.54
13152 REPAIR COMPLEX EYELID/NOSE/EARI/LIP 2.6-7.5 CM 1778.40 010 N 759.54
+ 13153 REPAIR COMPLX EYELID/NOSE/EAR/LIP EA ADDL 5 CM/< 660.00 777 N
13160 SECONDARY CLOSURE SURG WOUND/DEHSN EXTSV/COMPLIC 2827.20 090 N 2483.95
14000 ADJACENT TISSUE TRANSFER/REARGMT TRUNK 10 SQCM/< 2258.40 090 N 2483.95
14001 ADJNT TIS TRANSFR/REARRANGE TRUNK 10.1-30.0 SQCM 2876.40 090 N 2483.95
14020 ADJT TIS TRNSFR/REARGMT SCALP/ARM/LEG 10 SQ CM/< 2486.40 090 N 2483.95
14021 ADJT/REARRGMT SCALP/ARM/LEG 10.1-30.0 SQ CM 3062.40 090 N 2483.95
14040 ADJT TIS TRNS/REARGMT F/C/C/MIN/AIG/H/F 10SQCM/< 2680.80 090 N 2483.95
14041 ADJT/REARGMT F/C/C/M/N/AXIG/HIF 10.1-30.0 SQ CM 3249.60 090 N 2483.95
14060 ADJT TIS TRNSFR/REARRGMT E/N/E/L DFCT 10 SQ CM/< 2709.60 090 N 2483.95
14061 ADJT TIS REARGMT EYE/NOSE/EAR/LIP 10.1-30.0 SQCM 3500.40 090 N 2483.95
14301 ADJNT TIS TRNSFR/REARGMT ANY AREA 30.1-60 SQ CM 3852.00 090 Y 5106.63
+ 14302 ADJT TIS TRNSFR/REARGMT DEFEC EA ADDL 30 SQCM 760.80 777 Y
14350 FILLETED FINGER/TOE FLAP W/PREPJ RECIPIENT SITE 2401.20 090 N 2483.95
15002 PREP SITE TRUNK/ARM/LEG 1ST 100 SQ CM/1PCT 1248.00 000 N 2483.95
+ 15003 PREP SITE TRUNK/ARM/LEG ADDL 100 SQ CM/1PCT 253.20 777 N
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15004 PREP SITE F/S/N/H/FIG/M/D GT 1ST 100 SQ CM/PCT 1417.20 000 N 759.54
+ 15005 PREP SITE F/S/N/H/F/G/M/D GT ADDL 100 SQ CM/1PCT 422.40 777 N

15040 HARVEST SKIN TISSUE CLTR SKIN AGRFT 100 CM/< 951.60 000 N 2483.95

15050 PINCH GRAFT 1/MLT SM ULCER TIP/OTH AREA 2CM 2131.20 090 N 759.54

15100 SPLIT AGRFT T/A/L 1ST 100 CM/&/1% BDY INFT/CHLD 3109.20 090 N 2483.95
+ 15101 SPLIT AGRFT T/A/L EA 100 CM/EA 1% BDY INFT/CHLD 678.00 777 N

15110 EPIDRM AGRFT T/A/L 1ST 100 CM/&/1% BDY INFT/CHLD 2968.80 090 N 2483.95
+ 15111 EPIDRM AGRFT T/A/L EA 100 CM/EA 1% BDY INFT/CHLD 402.00 777 N

15115 EPIDERMAL AGRFT F/S/N/H/FIG/M/D GT 1ST 100 CM/< 2865.60 090 N 2483.95
+ 15116 EPIDERMAL AGRFT F/SIN/H/FIG/M/D GT EA 100 CM 579.60 777 N

15120 SPLIT AGRFT F/S/N/H/IF/G/M/D GT 1ST 100 CM/</1 % 3009.60 090 N 5106.63
+ 15121 SPLIT AGRFT F/S/IN/H/F/G/M/D GT EA 100 CM/EA 1 % 760.80 777 N

15130 DERMAL AUTOGRAFT TRUNK/ARM/LEG 1ST 100 CM 2584.80 090 N 2483.95
+ 15131 DERMAL AUTOGRAFT TRUNK/ARM/LEG EA 100 CM/EA 344.40 777 N

15135 DERMAL AUTOGRAFT F/S/N/H/F/G/M/D GT 1ST 100 3123.60 090 N 5106.63
+ 15136 DERMAL AGRFT F/S/N/H/F/G/M/D GT EA 100 CM/EA 340.80 777 N

15150 CLTR SKIN AUTOGRAFT T/A/L 1ST 25 CM/< 2548.80 090 N 2483.95
+ 15151 CLTR SKIN AGRFT T/A/L ADDL 1 CM-75 CM 424.80 777 N
+ 15152 CLTR SKIN AGRFT T/A/L EA 100 CM/EA 1%BODY AREA 522.00 777 N

15155 CLTR SKIN AGRFT F/S/N/H/FIG/M/D GT 1ST 25CM/< 2836.80 090 N 5106.63
+ 15156 CLTR SKIN AGRFT F/S/N/H/F/G/M/D GT ADDL 1-75CM 571.20 777 N
+ 15157 CLTR SKIN AGRFT F/S/N/H/F/G/M/D GT EA 100 EA 633.60 777 N

15200 FTH/GFT FREE W/DIRECT CLOSURE TRUNK 20 CM/< 2984.40 090 N 2483.95
+ 15201 FTH/GFT FR W/DIR CLSR TRNK EA ADDL 20 CM/< 505.20 777 N

15220 FTH/GFT FREE W/DIRECT CLOSURE S/A/L 20 CM/< 2725.20 090 N 2483.95
+ 15221 FTH/GFT FR W/DIR CLSR S/A/L EA ADDL 20 CM/< 470.40 777 N

15240 FTH/GFT FR W/DIR CLSR F/C/C/M/N/AXIG/H/F 20 CM/< 3286.80 090 N 2483.95
+ 15241 FTH/GT FR W/DIR CLSR F/C/C/M/N/AXIG/H/F EA20CM/< 626.40 777 N

15260 FTH/GFT FREE W/DIRECT CLOSURE N/E/E/L 20 SQ CM/< 3520.80 090 N 2483.95
+ 15261 FTH/GFT FREE W/DIR CLSR N/E/E/L EA 20 SQ CM/< 735.60 777 N

15271 APP SKN SUB GRFT T/A/L AREA/100SQ CM /<1ST 25 554.40 000 N 2483.95
+ 15272 APP SKN SUB GRFT T/A/L AREA/100SQ CM EA ADL 25SC 91.20 777 N

15273 APP SKN SUBGRFT T/A/L AREA/100SQ CM 1ST 100SQ CM 1136.40 000 N 5106.63
+ 15274 APP SKN SUB GRFT T/A/L AREA>/=100SCM ADL 100SQCM 296.70 777 N

15275 SUB GRFT F/S/N/H/F/G/M/D <100SQ CM 1ST 25 SQ CM 570.00 000 N 2483.95
+ 15276 SUB GRFT F/S/N/H/F/G/M/D<100SQ CM EA ADDL25SQ CM 117.60 777 N

15277 SUB GRFT F/S/N/H/F/G/M/D >/= 100SCM 1ST 100SQ CM 1246.80 000 N 2483.95
+ 15278 SUB GRFT F/S/N/H/F/IG/M/D >/= 100SCM ADL 100SQ CM 348.00 777 N

15570 FRMJ DIRECT/TUBED PEDICLE W/WO TRANSFER TRUNK 3249.60 090 N 2483.95

15572 FRMJ DIRECT/TUBE PEDICLE W/WO TR SCALP ARMS/LEGS 3111.60 090 N 5106.63

15574 FRMJ DIR/TUBE PEDCL W/WOTR FH/CH/CH/M/N/AXIG/HIF 3132.00 090 N 2483.95

15576 FRMJ DIRECT/TUBED PEDICLE W/WOTR E/N/E/LINTRORAL 2784.00 090 N 2483.95

15600 DELAY FLAP/SECTIONING FLAP TRUNK 1209.60 090 N 5106.63

15610 DELAY FLAP/SECTIONING FLAP SCALP ARMS/LEGS 131040 090 N 2483.95

15620 DELAY FLAP/SECTIONING FLAP F/C/C/N/AXIG/H/F 1594.80 090 N 2483.95

15630 DELAY FLAP/SCTJ FLAP EYELIDS NOSE EARS/LIPS 1641.60 090 N 2483.95

15650 TRANSFER ANY PEDICLE FLAP ANY LOCATION 1820.40 090 N 2483.95

15730 MIDFACE FLAP W/PRESERVATION OF VASCULAR PEDICLES 5239.20 090 N 5106.63

15731 FOREHEAD FLAP W/PRESERVATION VASCULAR PEDICLE 3988.80 090 N 5106.63

+ Add-on Procedure © Modifier 51 Exempt Procedure * Telemedicine

CPT Copyright 2021 American Medical Association. All rights reserved. 105



Surgery Mississippi Workers’ Compensation Medical Fee Schedule
Effective November 15, 2022 0232T, 10004-69990
PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount
15733 MUSC MYOQ/FSCQ FLAP HEAD&NECK W/NAMED VASC PEDCL 3649.20 090 N 5106.63
15734 MUSC MYOCUTANEOUS/FASCIOCUTANEOUS FLAP TRUNK 5341.20 090 Y 5106.63
15736 MUSC MYOCUTANEOUS/FASCIOCUTANEOUS FLAP UXTR 4314.00 090 N 2483.95
15738 MUSC MYOCUTANEOUS/FASCIOCUTANEOUS FLAP LXTR 4522.80 090 Y 5106.63
15740 FLAP ISLAND PEDICLE ANATOMIC NAMED AXIAL ARTERY 3570.00 090 N 2483.95
15750 FLAP NEUROVASCULAR PEDICLE 3301.20 090 Y 5106.63
15756 FREE MUSCLE/MYOCUTANEOUS FLAP W/MVASC ANAST 8106.00 090 Y
15757 FREE SKIN FLAP W/MICROVASCULAR ANASTOMOSIS 8060.40 090 Y 706.54
15758 FREE FASCIAL FLAP W/MICROVASCULAR ANASTOMOSIS 8049.60 090 Y
15760 GRAFT COMPOSITE W/PRIMARY CLOSURE DONOR AREA 2994.00 090 N 2483.95
15769 GRAFTING OF AUTOLOGOUS SOFT TISS BY DIRECT EXC 1698.00 090 N 5106.63
15770 GRAFT DERMA-FAT-FASCIA 2374.80 090 Y 5106.63
15771 GRAFTING OF AUTOLOGOUS FAT BY LIPO 50 CC OR LESS 2096.40 090 N 5106.63
+ 15772 GRAFTING OF AUTOLOGOUS FAT BY LIPO EA ADDL 50 CC 672.00 777 N
15773 GRAFTING OF AUTOLOGOUS FAT BY LIPO 25 CC OR LESS 2146.80 090 N 2483.95
+ 15774 GRAFTING OF AUTOLOGOUS FAT BY LIPO EA ADDL 25 CC 658.80 777 N
15775 PUNCH GRAFT HAIR TRANSPLANT 1-15 PUNCH GRAFTS 1206.12 000 N 501.26
15776 PUNCH GRAFT HAIR TRANSPLANT >15 PUNCH GRAFTS 1734.66 000 N 501.26
+ 15777 IMPLNT BIO IMPLNT FOR SOFT TISSUE REINFORCEMENT 760.80 777 N
J1 15780 DERMABRASION TOTAL FACE 3139.20 090 N 4823.97
15781 DERMABRASION SEGMENTAL FACE 1927.20 090 N 902.47
J1 15782 DERMABRASION REGIONAL OTHER THAN FACE 1963.20 090 N 4823.97
15783 DERMABRASION SUPERFICIAL ANY SITE 1634.40 090 N 501.26
15786 ABRASION 1 LESION 837.60 010 N 260.43
+ 15787 ABRASION EACH ADDITIONAL 4 LESIONS OR LESS 152.40 777 N
15788 CHEMICAL PEEL FACIAL EPIDERMAL 1530.00 090 N 501.26
15789 CHEMICAL PEEL FACIAL DERMAL 1890.00 090 N 759.54
15792 CHEMICAL PEEL NONFACIAL EPIDERMAL 1416.00 090 N 759.54
15793 CHEMICAL PEEL NONFACIAL DERMAL 1689.60 090 N 501.26
15819 CERVICOPLASTY 2832.00 090 N 2483.95
15820 BLEPHAROPLASTY LOWER EYELID 2038.80 090 N 2483.95
15821 BLEPHAROPLASTY LOWER EYELID HERNIATED FAT PAD 2193.60 090 N 2483.95
15822 BLEPHAROPLASTY UPPER EYELID 1640.40 090 N 2483.95
15823 BLEPHAROPLASTY UPPER EYELID W/EXCESSIVE SKIN 2192.40 090 N 2483.95
15824 RHYTIDECTOMY FOREHEAD 4180.02 000 N 2483.95
15825 RHYTIDECTOMY NECK W/PLATYSMAL TIGHTENING 6904.80 000 N 5106.63
15826 RHYTIDECTOMY GLABELLAR FROWN LINES 2306.06 000 N 5106.63
15828 RHYTIDECTOMY CHEEK CHIN & NECK 10657.20 000 N 5106.63
15829 RHYTIDECTOMY SMAS FLAP 7737.66 000 N 5106.63
J1 15830 EXCISION SKIN ABD INFRAUMBILICAL PANNICULECTOMY 4159.20 090 Y 11258.42
J1 15832 EXCISION EXCESSIVE SKIN & SUBQ TISSUE THIGH 3254.40 090 Y 4838.62
J1 15833 EXCISION EXCESSIVE SKIN & SUBQ TISSUE LEG 3108.00 090 N 4826.76
J1 15834 EXCISION EXCESSIVE SKIN & SUBQ TISSUE HIP 3165.60 090 N 4843.10
J1 15835 EXCISION EXCESSIVE SKIN & SUBQ TISSUE BUTTOCK 3297.60 090 N 4823.97
J1 15836 EXCISION EXCESSIVE SKIN & SUBQ TISSUE ARM 2824.80 090 N 4829.91
J1 15837 EXC EXCESSIVE SKIN &SUBQ TISSUE FOREARM/HAND 3082.80 090 N 4802.54
J1 15838 EXC EXCSV SKIN & SUBQ TISSUE SUBMENTAL FAT PAD 2300.40 090 N 4838.38
J1 15839 EXCISION EXCESSIVE SKIN & SUBQ TISSUE OTHER AREA 3177.60 090 N 4830.87
15840 GRAFT FACIAL NERVE PARALYSIS FREE FASCIAL GRAFT 3602.40 090 N 5106.63
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15841 GRAFT FACIAL NERVE PARALYSIS FREE MUSCLE GRAFT 6308.40 090 Y 5106.63
15842 GRF FACIAL NRV PALYSS FR MUSCLE FLAP MICROSURG 9561.60 090 Y 2483.95
15845 GRF FACIAL NERVE PARALYSIS REGIONAL MUSCLE TR 3760.80 090 Y 5106.63

+ 15847 EXCISION EXCESSIVE SKIN & SUBQ TISSUE ABDOMEN 2739.60 YYY Y
15850 REMOVAL SUTURES UNDER ANESTHESIA SAME SURGEON 334.80 XXX N 759.54
15851 REMOVAL SUTURES/STAPLES REQUIRING ANESTHESIA 384.00 000 N 2483.95
15852 DRESSING CHANGE UNDER ANESTHESIA 165.60 000 N 759.54
15860 IV INJECTION TEST VASCULAR FLOW FLAP/GRAFT 376.80 000 N 393.60
15876 SUCTION ASSISTED LIPECTOMY HEAD & NECK 3015.60 000 N 5106.63
15877 SUCTION ASSISTED LIPECTOMY TRUNK 4603.20 000 N 5106.63
15878 SUCTION ASSISTED LIPECTOMY UPPER EXTREMITY BR 000 N 2483.95
15879 SUCTION ASSISTED LIPECTOMY LOWER EXTREMITY 5754.00 000 N 5106.63
J1 15920 EXC COCCYGEAL PR ULC W/COCCYGECTOMY W/PRIM SUTR 2287.20 090 N 4843.10
15922 EXC COCCYGEAL PR ULC W/COCCYGECTOMY W/FLAP CLSR 2833.20 090 Y 5106.63
J1 15931 EXCISION SACRAL PRESSURE ULCER W/PRIMARY SUTURE 2500.80 090 N 4834.51
J1 15933 EXC SACRAL PRESSURE ULC W/PRIM SUTR W/OSTECTOMY 3112.80 090 N 484310
15934 EXCISION SACRAL PRESSURE ULCER W/SKIN FLAP CLSR 3381.60 090 N 5106.63
15935 EXC SACRAL PR ULCER W/SKN FLAP CLSR W/OSTECTOMY 4105.20 090 Y 5106.63
15936 EXC SAC PR ULC PREPJ MUSC/MYOQ FLAP/SKN GRF CLSR 3225.60 090 N 2483.95
15937 EXC SAC PR ULC PREPJ MUSC/MYOQ FLAP/SKN GRF OSTC 3727.20 090 N 2483.95
J1 15940 EXC ISCHIAL PRESSURE ULCER W/PRIMARY SUTURE 2504.40 090 N 484310
J1 15941 EXC ISCHIAL PR ULC W/PRIM SUTR W/OSTC ISCHIECT 3320.40 090 N 4837.78
15944 EXC ISCHIAL PRESSURE ULCER W/SKIN FLAP CLOSURE 3319.20 090 N 5106.63
15945 EXC ISCHIAL PR ULC W/SKN FLAP CLSR W/OSTECTOMY 3621.60 090 N 2483.95
15946 EXC ISCHIAL PR ULCER W/OSTC MUSC/MYOQ FLAP/SKIN 5763.60 090 N 2483.95
J1 15950 EXC TROCHANTERIC PRESSURE ULCER W/PRIMARY SUTR 2263.20 090 N 2873.91
J1 15951 EXC TRCHNTRIC PR ULCER W/PRIM SUTR W/OSTECTOMY 3199.20 090 N 484310
15952 EXC TROCHANTERIC PR ULCER W/SKIN FLAP CLOSURE 3253.20 090 Y 2483.95
15953 EXC TRCHNTRIC PR ULC W/SKN FLAP CLSR W/OSTECTOMY 3586.80 090 N 5106.63
15956 EXC TROCHANTERIC PR ULCER MUSC/MYOQ FLAP/SKIN 4174.80 090 N 2483.95
15958 EXC TRCHNTRIC PR ULC MUSC/MYOQ FLAP/SKIN W/OSTC 4243.20 090 N 5106.63
15999 UNLISTED PROCEDURE EXCISION PRESSURE ULCER BR YYY N 902.47
16000 INITIAL TX 1ST DEGREE BURN LOCAL TX 270.00 000 N 260.43
16020 DRS&/DBRDMT PRTL-THKNS BURNS 1ST/SBSQ SMALL 301.20 000 N 260.43
16025 DRS&/DBRDMT PRTL-THKNS BURNS 1ST/SBSQ MEDIUM 561.60 000 N 260.43
16030 DRS&/DBRDMT PRTL-THKNS BURNS 1ST/SBSQ LARGE 704.40 000 N 501.26
16035 ESCHAROTOMY FIRST INCISION 678.00 000 N 501.26

+ 16036 ESCHAROTOMY EACH ADDITIONAL INCISION 283.20 777 N
17000 DESTRUCTION PREMALIGNANT LESION 1ST 238.80 010 N 260.43

+ 17003 DESTRUCTION PREMALIGNANT LESION 2-14 EA 22.08 777 N
17004 DESTRUCTION PREMALIGNANT LESION 15/> 594.78 010 N 501.26
17106 DESTRUCTION CUTANEOUS VASC PROLIFERATIVE <10CM 1210.80 090 N 501.26
17107 DSTRJ CUTANEOUS VASCULAR LESIONS 10.0-50.0 SQ CM 1578.00 090 N 759.54
17108 DSTRJ CUTANEOUS VASCULAR LESIONS >50.0 SQ CM 2227.20 090 N 2483.95
17110 DESTRUCTION BENIGN LESIONS UP TO 14 404.40 010 N 260.43
17111 DESTRUCTION BENIGN LESIONS 15/> 472.80 010 N 260.43
17250 CHEMICAL CAUTERIZATION OF GRANULATION TISSUE 318.78 000 N 260.43
17260 DESTRUCTION MALIGNANT LESION T/A/L 0.5 CM/< 355.20 010 N 260.43
17261 DESTRUCTION MAL LESION TRUNK/ARM/LEG 0.6-1.0 CM 525.60 010 N 260.43
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17262 DESTRUCTION MAL LESION TRUNK/ARM/LEG 1.1-2.0CM 636.00 010 N 260.43
17263 DESTRUCTION MAL LESION TRUNK/ARM/LEG 2.1-3.0CM 687.60 010 N 260.43
17264 DESTRUCTION MAL LESION TRUNK/ARM/LEG 3.1-4.0CM 735.60 010 N 501.26
17266 DESTRUCTION MAL LESION TRUNK/ARM/LEG > 4.0 CM 836.40 010 N 501.26
17270 DESTRUCTION MALIGNANT LESION S/N/H/F/G 0.5 CM/> 528.00 010 N 260.43
17271 DESTRUCTION MALIGNANT LESION S/N/H/F/G 0.6-1.0CM 589.20 010 N 260.43
17272 DESTRUCTION MALIGNANT LESION S/N/H/F/G 1.1-2.0CM 672.00 010 N 260.43
17273 DESTRUCTION MALIGNANT LESION S/N/H/F/G 2.1-3.0CM 742.80 010 N 501.26
17274 DESTRUCTION MALIGNANT LESION S/N/H/F/G 3.1-4.0CM 867.60 010 N 501.26
17276 DSTRJ MAL LESION S/N/H/F/G LESION DIAM > 4.0 CM 1009.20 010 N 501.26
17280 DESTRUCTION MALIGNANT LESION F/E/E/N/L/M 0.5CM/< 496.80 010 N 260.43
17281 DESTRUCTION MAL LESION F/E/E/N/L/M 0.6-1.0CM 639.60 010 N 501.26
17282 DESTRUCTION MAL LESION F/E/E/N/LIM 1.1-2.0CM 730.80 010 N 501.26
17283 DESTRUCTION MAL LESION F/E/E/N/L/M 2.1-3.0CM 860.40 010 N 501.26
17284 DESTRUCTION MAL LESION F/E/E/N/L/M 3.1-4.0CM 980.40 010 N 759.54
17286 DESTRUCTION MAL LESION F/E/E/N/L/IM >4.0 CM 1254.00 010 N 759.54
17311 MOHS MICROGRAPHIC H/N/H/FIG 1ST STAGE 5 BLOCKS 2384.40 000 N 759.54
+ 17312 MOHS MICROGRAPHIC H/N/H/FIG EACH ADDL STAGE 1453.20 777 N
17313 MOHS TRUNK/ARM/LEG 1ST STAGE 5 BLOCKS 224040 000 N 759.54
+ 17314 MOHS TRUNK/ARM/LEG EA STAGE AFTER 1ST STAGE 1390.80 777 N
+ 17315 MOHS TRUNK/ARM/LEG EA ADDL BLOCK ANY STAGE 272.40 777 N
17340 CRYOTHERAPY CO2 SLUSH LIQUID N2 ACNE 184.80 010 N 49.09
17360 CHEMICAL EXFOLIATION ACNE 433.20 010 N 260.43
17380 ELECTROLYSIS EPILATION EACH 30 MINUTES 153.60 000 N 759.54
17999 UNLISTED PX SKIN MUC MEMBRANE & SUBQ TISSUE BR YYY N 260.43
19000 PUNCTURE ASPIRATION CYST BREAST 374.40 000 N 902.47
+ 19001 PUNCTURE ASPIRATION BREAST EACH ADDITIONAL CYST 94.80 777 N
J1 19020 MASTOTOMY W/EXPLORATION/DRAINAGE ABSCESS DEEP 1700.40 090 N 2871.76
19030 INJECTION MAMMARY DUCTOGRAM/GALACTOGRAM 592.80 000 N
J1 19081 BXBREAST W/DEVICE 1ST LESION STEREOTACTIC GUID 2210.40 000 N 2829.00
+ 19082 BX BREAST W/DEVICE ADDL LESION STEREOTACT GUID 1803.60 777 N
J1 19083 BXBREAST W/DEVICE 1ST LESION ULTRASOUND GUID 2164.80 000 N 2818.59
+ 19084 BX BREAST W/DEVICE ADDL LESION ULTRASOUND GUID 1738.80 777 N
J1 19085 BXBREAST W/DEVICE 1ST LESION MAGNETIC RES GUID 3286.80 000 N 2826.27
+ 19086 BX BREAST W/DEVICE ADDL LESION MAGNET RES GUID 2636.40 777 N
J1 19100 BXBREAST NEEDLE CORE W/O IMAGING GUIDANCE SPX 558.00 000 N 2850.42
J1 19101 BIOPSY BREAST OPEN INCISIONAL 1200.00 010 N 6430.17
J1 19105 ABLTJ CRYOSURGICAL W/US GID EA FIBROADENOMA 9660.00 000 N 5709.06
J1 19110 NIPPLE EXPLORATION 1766.40 090 N 6447.42
J1 19112 EXCISION LACTIFEROUS DUCT FISTULA 1676.40 090 N 6450.00
J1 19120 EXC CYST/ABERRANT BREAST TISSUE OPEN 1/> LESION 1864.80 090 N 6443.87
J1 19125 EXC BREAST LES PREOP PLMT RAD MARKER OPEN 1 LES 2056.80 090 N 6438.55
+ 19126 EXC BRST LES PREOP PLMT RAD MARKER OPN EA ADDL 572.40 777 N
19281 PERQ DEVICE PLACEMENT BREAST LOC 1ST LES W/GDNCE 860.40 000 N 902.47
+ 19282 PERQ DEVICE PLACEMT BREAST LOC EA LESION W/GDNCE 613.20 777 N
19283 PERQ BREAST LOC DEVICE PLACEMT 1ST STRTCTC GDNCE 938.40 000 N 902.47
+ 19284 PERQ BREAST LOC DEVICE PLACEMT EA LESION STRTCTC 704.40 777 N
19285 PERQ BREAST LOC DEVICE PLACEMT 1ST LESIO US IMAG 1654.80 000 N 902.47
+ 19286 PERQ BREAST LOC DEVICE PLACEMT EACH LES US IMAGE 1429.20 777 N
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19287 PERQ BREAST LOC DEVICE PLACEMT 1ST LESIO MR GUID 2796.00 000 N 902.47
+ 19288 PERQ BREAST LOC DEVICE PLACEMT ADD LESIO MR GUID 2239.20 777 N
+ 19294 PREPJ TUMOR CAVITY IORT W/PARTIAL MASTECTOMY 586.80 777 N
J1 19296 PLMT EXPANDABLE CATH BRST FOLLOWING PRTL MAST 14070.00 000 N 16327.80
+ 19297 PLMT EXPANDABLE CATH BRST CONCURRENT PRTL MAST 334.80 777 N
J1 19298 PLMT RADTHX BRACHYTX BRST FOLLOWING PRTL MAST 3388.80 000 N 10690.10
J1 19300 MASTECTOMY GYNECOMASTIA 2108.40 090 N 6439.04
J1 19301 MASTECTOMY PARTIAL 2368.80 090 N 6426.94
J1 19302 MASTECTOMY PARTIAL W/AXILLARY LYMPHADENECTOMY 3253.20 090 Y 11253.33
J1 19303 MASTECTOMY SIMPLE COMPLETE 3433.20 090 Y 11278.20
19305 MAST RAD W/PECTORAL MUSCLES AXILLARY LYMPH NODES 4116.00 090 Y 5293.95
19306 MAST RAD W/PECTORAL MUSC AX INT MAM LYMPH NODES 4389.60 090 Y
J1 19307 MAST MODF RAD W/AX LYMPH NOD W/WO PECT/ALIS MIN 4234.80 090 Y 11276.22
J1l 19316 MASTOPEXY 2811.60 090 Y 11185.23
J1 19318 BREAST REDUCTION 3879.60 090 Y 11275.38
J1 19325 BREAST AUGMENTATION WITH IMPLANT 2215.20 090 N 16996.66
19328 REMOVAL INTACT BREAST IMPLANT 1968.00 090 N 4579.50
19330 RMVL RUPTURED BREAST IMPLANT W/IMPLANT CONTENTS 2295.60 090 N 4579.50
J1 19340 INSERTION BREAST IMPLANT SAME DAY OF MASTECTOMY 3432.00 090 N 10544.84
J1 19342 INSJ/RPLCMT BREAST IMPLANT SEP DAY MASTECTOMY 3183.60 090 N 16870.99
J1 19350 NIPPLE/AREOLA RECONSTRUCTION 2958.00 090 N 6430.97
J1 19355 CORRECTION INVERTED NIPPLES 2694.00 090 N 6450.00
J1 19357 TISSUE EXPANDER PLACEMENT BREAST RECONSTRUCTION 5179.20 090 Y 28094.55
19361 BREAST RECONSTRUCTION W/LATISSIMUS DORSI FLAP 5527.20 090 Y 5107.44
19364 BREAST RECONSTRUCTION W/FREE FLAP 9656.40 090 Y 3110.51
19367 BREAST RECONSTRUCTION SINGLE PEDICLED TRAM FLAP 6280.80 090 Y
19368 BREAST RECONSTRUCTION 1PEDICLED TRAM FLAP ANAST 7705.20 090 Y
19369 BREAST RECONSTRUCTION BIPEDICLED TRAM FLAP 7159.20 090 Y
J1 19370 REVISION PERI-IMPLANT CAPSULE BREAST 2382.00 090 N 6220.87
J1 19371 PERI-IMPLANT CAPSULECTOMY BREAST COMPLETE 2707.20 090 N 6413.08
J1 19380 REVISION OF RECONSTRUCTED BREAST 2864.40 090 N 10971.58
J1 19396 PREPARATION MOULAGE CUSTOM BREAST IMPLANT 994.80 000 N 6433.07
J1 19499 UNLISTED PROCEDURE BREAST BR YYY N 6266.66
20100 EXPLORATION PENETRATING WOUND SPX NECK 2146.80 010 Y 655.90
20101 EXPLORATION PENETRATING WOUND SPX CHEST 1788.48 010 N 2483.95
20102 EXPL PENETRATING WOUND SPX ABDOMEN/FLANK/BACK 1937.52 010 N 2483.95
20103 EXPLORATION PENETRATING WOUND SPX EXTREMITY 2034.00 010 N 902.47
J1 20150 EXCISION EPIPHYSEAL BAR 3568.80 090 Y 5710.81
J1 20200 BIOPSY MUSCLE SUPERFICIAL 796.80 000 N 2872.69
J1 20205 BIOPSY MUSCLE DEEP 1104.00 000 N 4841.77
J1 20206 BIOPSY MUSCLE PERCUTANEOUS NEEDLE 828.00 000 N 2871.90
J1 20220 BIOPSY BONE TROCAR/NEEDLE SUPERFICIAL 661.02 000 N 2857.96
J1 20225 BIOPSY BONE TROCAR/NEEDLE DEEP 1765.20 000 N 2855.09
J1 20240 BIOPSY BONE OPEN SUPERFICIAL 517.20 000 N 4816.59
J1 20245 BIOPSY BONE OPEN DEEP 1226.40 000 N 4804.96
J1 20250 BIOPSY VERTEBRAL BODY OPEN THORACIC 1380.00 010 N 5649.06
J1 20251 BIOPSY VERTEBRAL BODY OPEN LUMBAR/CERVICAL 1504.80 010 Y 12575.32
J1 20500 INJECTION SINUS TRACT THERAPEUTIC SEPARATE PROC 426.42 010 N 2622.65
20501 INJECTION SINUS TRACT DIAGNOSTIC 499.56 000 N
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J1 20520 REMOVAL FOREIGN BODY MUSCLE/TENDON SHEATH SIMPLE 780.00 010 N 2873.55

J1 20525 RMVLFOREIGN BODY MUSCLE/TENDON SHEATH DEEP/COMP 1681.20 010 N 4830.63

20526 INJECTION THERAPEUTIC CARPAL TUNNEL 292.80 000 N 378.90

20527 INJECTION ENZYME PALMAR FASCIAL CORD 309.60 000 N 378.90

20550 INJECTION 1 TENDON SHEATH/LIGAMENT APONEUROSIS 204.00 000 N 378.90

20551 INJECTION SINGLE TENDON ORIGIN/INSERTION 206.40 000 N 378.90

20552 INJECTION SINGLE/MLT TRIGGER POINT 1/2 MUSCLES 190.80 000 N 378.90

20553 INJECTION SINGLE/MLT TRIGGER POINT 3/> MUSCLES 219.60 000 N 378.90

J1 20555 PLACEMENT NEEDLES MUSCLE SUBSEQUENT RADIOELEMENT 1168.80 000 N 5707.92

20560 NEEDLE INSERTION W/O INJECTION 1 OR 2 MUSCLES 93.60 XXX N 35.83

20561 NEEDLE INSERTION W/O INJECTION 3 OR MORE MUSCLES 133.20 XXX N 35.83

20600 ARTHROCENTESIS ASPIR&/INJ SMALL JT/BURSA W/O US 188.40 000 N 378.90

20604 ARTHROCNT ASPIR&/INJ SMALL JT/BURSAW/US REC RPRT 289.80 000 N 378.90

20605 ARTHROCENTESIS ASPIR&/INJ INTERM JT/BURS W/O US 194.40 000 N 378.90

20606 ARTHROCENTESIS ASPIR&/INJ INTERM JT/BURS W/US 316.80 000 N 920.90

20610 ARTHROCENTESIS ASPIR&/INJ MAJOR JT/BURSA W/O US 230.40 000 N 378.90

20611 ARTHROCENTESIS ASPIR&/INJ MAJOR JT/BURSA W/US 354.00 000 N 378.90

20612 ASPIRATION&/INJECTION GANGLION CYST ANY LOCATJ 228.00 000 N 378.90

20615 ASPIRATION & INJECTION TREATMENT BONE CYST 900.00 010 N 902.47

J1 20650 INSERTION WIRE/PIN W/APPL SKELETAL TRACTION SPX 795.60 010 N 5533.95

20660 APPL CRANIAL TONG/STRTCTC FRAME W/REMOVAL SPX 854.40 000 N 2019.96

20661 APPLICATION HALO CRANIAL INCLUDING REMOVAL 1821.60 090 N 4107.04

J1 20662 APPLICATION HALO PELVIC INCLUDING REMOVAL 1856.40 090 N 2842.96

J1 20663 APPLICATION HALO FEMORAL INCLUDING REMOVAL 1710.00 090 N 5710.81

20664 APPL HALO 6/> PINS THIN SKULL OSTEOLOGY 3156.00 090 N 4107.04

20665 REMOVAL TONG/HALO APPLIED BY ANOTHER INDIVIDUAL 410.40 010 N 393.60

20670 REMOVAL IMPLANT SUPERFICIAL SEPARATE PROCEDURE 1297.20 010 N 2040.53

20680 REMOVAL IMPLANT DEEP 2157.60 090 N 3438.60

J1 20690 APPLICATION UNIPLANE EXTERNAL FIXATION SYSTEM 2121.60 090 N 11613.53

J1 20692 APPLICATION MULTIPLANE EXTERNAL FIXATION SYSTEM 3975.60 090 Y 22543.88

J1 20693 ADJUSTMENT/REVJ XTRNL FIXATION SYSTEM REQ ANES 1575.60 090 N 12071.24

20694 REMOVAL EXTERNAL FIXATION SYSTEM UNDER ANES 1534.80 090 N 2019.96

J1 20696 XTRNL FIXJ W/STEREOTACTIC ADJUSTMENT 1ST & SUBQ 4200.00 090 Y 28289.87
© J1 20697 XTRNL FIXJ W/STRTCTC ADJUSTMENT EXCHANGE STRUT 7069.20 BR  6780.00 000 Y
+ 20700 MANUAL PREP AND INSERTION DEEP DRUG DELIVERY DEV 301.20 777 N
+ 20701 REMOVAL DEEP DRUG DELIVERY DEVICE 229.20 777 N
+ 20702 MANUAL PREP&INSJ INTRAMEDULLARY DRUG DLVR DEVICE 507.60 777 N
+ 20703 REMOVAL INTRAMEDULLARY DRUG DELIVERY DEVICE 369.60 777 N
+ 20704 MANUAL PREP&INSJ I-ARTIC DRUG DELIVERY DEVICE 536.40 777 N
+ 20705 REMOVAL INTRA-ARTICULAR DRUG DELIVERY DEVICE 439.20 777 N

J1* 20802 REPLANTATION ARM COMPLETE AMPUTATION 9729.60 090 Y 27818.41

J1* 20805 REPLANTATION FOREARM COMPLETE AMPUTATION 11562.00 090 Y 27818.41

J1* 20808 REPLANTATION HAND COMPLETE AMPUTATION 13956.00 090 Y 27818.41

J1* 20816 RPLJDGT EXCEPT THMB MTCARPHLNGL JT COMPL AMP 7285.20 090 Y 12031.89

J1 20822 RPLJDGT EXCLUDING THMB SUBLIMIS TDN COMPL AMP 6291.60 090 Y 2800.57

J1* 20824 RPLJTHMB CARP/MTCRPL JT MP JT COMPL AMPUTATION 7298.40 090 Y 12031.89

J1* 20827 RPLJ THUMB DISTAL TIP MP JOINT COMPL AMPUTATION 6457.20 090 Y 12031.89

J1* 20838 REPLANTATION FOOT COMPLETE AMPUTATION 9885.60 090 Y 27818.41

J1 20900 BONE GRAFT ANY DONOR AREA MINOR/SMALL 1414.80 000 Y 11817.59
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J1 20902 BONE GRAFT ANY DONOR AREA MAJOR/LARGE 984.00 000 Y 11926.34

20910 CARTILAGE GRAFT COSTOCHONDRAL 1690.80 090 N 759.54

20912 CARTILAGE GRAFT NASAL SEPTUM 1711.20 090 N 5106.63

20920 FASCIA LATA GRAFT BY STRIPPER 1413.60 090 N 2483.95

20922 FASCIA LATA GRAFT INCISION & AREA EXPOSURE 2148.00 090 Y 2483.95

J1 20924 TENDON GRAFT FROM A DISTANCE 1798.80 090 Y 12254.83
+ 20930 ALLOGRAFT FOR SPINE SURGERY ONLY MORSELIZED 920.40 XXX N
+ 20931 ALLOGRAFT FOR SPINE SURGERY ONLY STRUCTURAL 391.20 777 N
+ 20932 OSTEOARTICULAR ALLOGRAFT W/ARTICULAR SURF & BONE 2674.80 777 Y
+ 20933 HEMICORTICAL INTERCALARY ALLOGRAFT PARTIAL 2456.40 777 Y
+ 20934 INTERCALARY ALLOGRAFT COMPLETE 267240 777 Y
+ 20936 AUTOGRAFT SPINE SURGERY LOCAL FROM SAME INCISION 1150.80 XXX N
+ 20937 AUTOGRAFT SPINE SURGERY MORSELIZED SEP INCISION 590.40 777 Y
+ 20938 AUTOGRAFT SPINE SURGERY BICORT/TRICORT SEP INC 651.60 777 Y
+ 20939 BONE MARROW ASPIRATION BONE GRFG SPI SURG ONLY 246.00 777 N

20950 MNTR INTERSTITIAL FLUID PRESSURE CMPRT SYNDROME 963.60 000 N 902.47

J1* 20955 BONE GRAFT MICROVASCULAR ANASTOMOSIS FIBULA 8732.40 090 Y 12031.89

J1* 20956 BONE GRAFT MICROVASCULAR ANAST ILIAC CREST 9363.60 090 Y 12031.89

J1* 20957 BONE GRAFT MICROVASCULAR ANAST METATARSAL 9748.80 090 Y 12031.89

J1* 20962 BONE GRF W/MVASC ANAST OTH/THN ILIAC CREST/METAR 9442.80 090 Y 12031.89

J1* 20969 FREE OSTQ FLAP W/MVASC ANAST METAR/GREAT TOE 9603.60 090 Y 12031.89

J1* 20970 FREE OSTQ FLAP W/MVASC ANASTOMOSIS ILIAC CREST 10094.40 090 Y 12031.89

J1 20972 FREE OSTQ FLAP W/MVASC ANASTOMOSIS METATARSAL 10064.40 090 Y 11715.24

J1 20973 FR OSTQ FLAP W/MVASC ANAST GRT TOE W/WEB SPACE 10635.60 090 Y 12031.89
N 20974 ELECTRICAL STIMULATION BONE HEALING NONINVASIVE 288.00 000 N
N 20975 ELECTRICAL STIMULATION BONE HEALING INVASIVE 621.60 000 Y

20979 LOW INTENSITY US STIMJ BONE HEALING NONINVASIVE 196.80 000 N 35.83

J1 20982 ABLATION BONE TUMOR RF PERQ W/IMG GDN WHEN DONE 13216.80 000 N 12277.86

J1 20983 ABLATJBONE TUMOR CRYO PERQ W/IMG GDN WHEN PRFMD 19648.80 000 N 11846.70
+ 20985 CPTR-ASST SURGICAL NAVIGATION IMAGE-LESS 513.60 777 N

20999 UNLISTED PROCEDURE MUSCSKELETAL SYSTEM GENERAL BR YYY N 298.91

J1 21010 ARTHROTOMY TEMPOROMANDIBULAR JOINT 2638.80 090 N 5587.96

J1 21011 EXCISION TUMOR SOFT TISS FACE/SCALP SUBQ <2CM 1341.60 090 Y 2873.70

J1 21012 EXCISION TUMOR SOFT TISS FACE/SCALP SUBQ 2 CM/> 1208.40 090 Y 2872.76

J1 21013 EXC TUMOR SOFT TISS FACE&SCALP SUBFASCIAL <2CM 1922.40 090 Y 2872.55

J1 21014 EXC TUMOR SOFT TISS FACE&SCALP SUBFASCIAL 2 CM/> 1855.20 090 Y 4839.23

J1 21015 RAD RESECTION TUMOR SOFT TISS FACE/SCALP < 2CM 2484.00 090 N 4838.26

J1 21016 RAD RESECTION TUMOR SOFT TISS FACE/SCALP 2 CM/> 3579.60 090 Y 4831.96

J1 21025 EXCISION BONE MANDIBLE 2984.40 090 N 10289.33

J1 21026 EXCISION FACIAL BONE 2042.40 090 N 10381.01

J1 21029 REMOVAL CONTOURING BENIGN TUMOR FACIAL BONE 2722.80 090 N 5560.58

J1 21030 EXC BENIGN TUMOR/CYST MAXL/ZYGOMA ENCL & CURTG 1755.60 090 N 10250.37

J1 21031 EXCISION TORUS MANDIBULARIS 1374.00 090 N 5584.19

J1 21032 EXCISION MAXILLARY TORUS PALATINUS 1365.60 090 N 5582.10

J1 21034 EXCISION MALIGNANT TUMOR MAXILLA/ZYGOMA 4626.00 090 Y 10318.94

J1 21040 EXCISION BENIGN TUMOR/CYST MANDIBLE ENCL & CURT 1768.80 090 N 5539.07

J1 21044 EXCISION MALIGNANT TUMOR MANDIBLE 3068.40 090 Y 10284.40

J1* 21045 EXCISION MALIGNANT TUMOR MANDIBLE RADICAL 425160 090 Y 10272.97

J1 21046 EXC BENIGN TUMOR/CYST MNDBL INTRA-ORAL OSTEOT 3788.40 090 N 10250.12
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J1 21047 EXC B9 TUM/CST MNDBL XTR-ORAL OSTEOT&PRTL MNDB 4522.80 090 Y 10263.36
J1 21048 EXC BENIGN TUMOR/CYST MAXL INTRA-ORAL OSTEOT 3848.40 090 N 10064.42
J1 21049 EXC B9 TUM/CST MAXL XTR-ORAL OSTEOT&PRTL MAXLC 432840 090 Y 10270.11
J1 21050 CONDYLECTOMY TEMPOROMANDIBULAR JOINT SPX 3110.40 090 N 10227.78
J1 21060 MENISCECTOMY PRTL/COMPL TEMPOROMANDIBULAR JT SPX 2829.60 090 Y 10382.05
J1 21070 CORONOIDECTOMY SEPARATE PROCEDURE 2198.40 090 N 10316.86
J1 21073 MANIPULATION TMJ THERAPEUTIC REQUIRE ANESTHESIA 1340.40 090 N 2763.08
J1 21076 IMPRESSION&PREPARATION SURG OBTURATOR PROSTHES 3312.00 010 N 2763.08
J1 21077 IMPRESSION & PREPARATION ORBITAL PROSTHESIS 8256.00 090 N 10388.54
J1 21079 IMPRESSION & PREPARATION INTERIM OBTURATOR PROST 5599.20 090 N 5587.96
J1 21080 IMPRESSION & PREPJ DEFINITIVE OBTURATOR PROSTHES 6327.60 090 N 5587.96
J1 21081 IMPRESSION & PREPJ MANDIBULAR RESECTION PROSTHES 5823.60 090 N 10388.54
J1 21082 IMPRESSION & PREPJ PALATAL AUGMENTATION PROSTHES 5439.60 090 N 5587.96
J1 21083 IMPRESSION & PREPARATION PALATAL LIFT PROSTHESIS 5186.40 090 N 5587.96
J1 21084 IMPRESSION & PREPARATION SPEECH AID PROSTHESIS 5938.80 090 N 5587.96
21085 IMPRESSION & PREPARATION ORAL SURGICAL SPLINT 2526.00 010 N 306.82
J1 21086 IMPRESSION & PREPARATION AURICULAR PROSTHESIS 6132.00 090 N 5381.07
J1 21087 IMPRESSION & PREPARATION NASAL PROSTHESIS 6132.00 090 N 10388.54
J1 21088 IMPRESSION & PREPARATION FACIAL PROSTHESIS 5984.40 090 N 5587.96
21089 UNLISTED MAXILLOFACIAL PROSTHETIC PROCEDURE BR YYY N 306.82
J1 21100 APPL HALO APPLIANCE MAXILLOFACIAL FIXATION SPX 2386.80 090 N 10272.97
21110 APPL INTERDENTAL FIXATION DEVICE NON-FX/DISLC 3134.40 090 N 1961.79
21116  INJECTION TEMPOROMANDIBULAR JOINT ARTHROGRAPHY 701.04 000 N
J1 21120 GENIOPLASTY AUGMENTATION 2384.40 090 N 10215.57
J1 21121 GENIOPLASTY SLIDING OSTEOTOMY SINGLE PIECE 2514.00 090 Y 5564.91
J1 21122 GENIOPLASTY 2/> SLIDING OSTEOTOMIES 2685.60 090 Y 10272.97
J1 21123 GENIOP SLIDING AGMNTJ W/INTERPOSAL BONE GRAFTS 3134.40 090 Y 5564.91
J1 21125 AGMNTJ MNDBLR BODY/ANGLE PROSTHETIC MATERIAL 9932.40 090 Y 9722.90
J1 21127 AGMNTJ MNDBLR BDY/ANGL W/GRF ONLAY/INTERPOSAL 14836.80 090 Y 10046.50
J1 21137 REDUCTION FOREHEAD CONTOURING ONLY 2665.20 090 Y 5576.51
J1 21138 RDCTJ FHD CNTRG & PROSTHETIC MATRL/BONE GRAFT 3246.00 090 Y 10272.97
J1 21139 RDCTJ FHD CNTRG & SETBACK ANT FRONTAL SINUS WALL 3885.60 090 Y 9746.53
J1* 21141 RCNSTJ MIDFACE LEFORT I 1 PIECE W/O BONE GRAFT 4735.20 090 Y 10272.97
J1* 21142 RCNSTJ MIDFACE LEFORT | 2 PIECES W/O BONE GRAFT 4867.20 090 Y 10272.97
J1* 21143 RCNSTJ MIDFACE LEFORT I 3/> PIECE W/O BONE GRAFT 5078.40 090 Y 10272.97
J1* 21145 RCNSTJ MIDFACE LEFORT | 1 PIECE W/BONE GRAFTS 5548.80 090 Y 10272.97
J1* 21146 RCNSTJ MIDFACE LEFORT | 2 PIECES W/BONE GRAFTS 5769.60 090 Y 10272.97
J1* 21147 RCNSTJ MIDFACE LEFORT I 3/> PIECE W/BONE GRAFTS 6100.80 090 Y 10272.97
J1 21150 RCNSTJ MIDFACE LEFORT Il ANTERIOR INTRUSION 5838.00 090 Y 10272.97
J1* 21151 RCNSTJ MIDFACE LEFORT Il W/BONE GRAFTS 6422.40 090 Y 10272.97
J1* 21154 RCNSTJ MIDFACE LEFORT IIl W/O LEFORT | 6910.80 090 Y 10272.97
J1* 21155 RCNSTJ MIDFACE LEFORT IIl W/LEFORT | 7663.20 090 Y 10272.97
J1* 21159 RCNSTJ MIDFACE LEFORT IIl W/FHD W/O LEFORT | 9182.40 090 Y 10272.97
J1* 21160 RCNSTJ MIDFACE LEFORT Ill W/FHD W/LEFORT | 9957.60 090 Y 10272.97
J1 21172 RCNSTJ SUPERIOR-LATERAL ORBITAL RIM & LOWER FHD 7573.20 090 Y 10126.23
J1 21175 RCNSTJ BIFRONTAL SUPERIOR-LAT ORB RIMS & LWR FHD 7858.80 090 Y 10272.97
J1* 21179 RCNSTJ FOREHEAD & SUPRAORB RIMS W/ALGRF/PROSTC 5403.60 090 Y 10272.97
J1* 21180 RCNSTJ FOREHEAD & SUPRAORBITAL RIMS W/AUTOGRAFT 6034.80 090 Y 10272.97
J1 21181 RCNSTJ CONTOURING BENIGN TUMOR CRNL BONES XTRC 2631.60 090 N 10387.24
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J1* 21182 RCNSTJ ORBIT/FHD/NASETHMD EXCBONE TUM GRF<40SQCM 7507.20 090 Y 10272.97
J1* 21183 RCNSTJ ORBIT/FHD/NASETHMD EXC BONE GRF>40 <80 8167.20 090 Y 10272.97
J1* 21184 RCNSTJ ORBIT/FHD/NASETHMD EXC BONE TUM GRF>80SQ 8784.00 090 Y 10272.97
J1* 21188 RCNSTJ MDFC OTH/THN LEFORT OSTEOT & BONE GRAFTS 5767.20 090 Y 10272.97
J1 21193 RCNSTJ MNDBLR RAMI HRZNTL/VER/C/L OSTEOT W/O GRF 4413.60 090 Y 9854.31
J1* 21194 RCNSTJ MNDBLR RAMI HRZNTL/VER/C/L OSTEOT W/GRAFT 5086.80 090 Y 10272.97
J1 21195 RCNSTJ MNDBLR RAMI&/BODY SGTL SPLT W/O INT RGD 4921.20 090 Y 9076.47
J1* 21196 RCNSTJ MNDBLR RAMI&/BDY SGTL SPLT W/INT RGD FI 5091.60 090 Y 10272.97
J1 21198 OSTEOTOMY MANDIBLE SEGMENTAL 3969.60 090 Y 9878.98
J1 21199 OSTEOTOMY MANDIBLE SGMTL W/GENIOGLOSSUS ADVMNT 3714.00 090 Y 9572.00
J1 21206 OSTEOTOMY MAXILLA SEGMENTAL 4096.80 090 Y 10388.54
J1 21208 OSTEOPLASTY FACIAL BONES AUGMENTATION 5990.40 090 N 9849.90
J1 21209 OSTEOPLASTY FACIAL BONES REDUCTION 3090.00 090 Y 10309.33
J1 21210 GRAFT BONE NASAL/MAXILLARY/MALAR AREAS 7233.60 090 N 9738.48
J1 21215 GRAFT BONE MANDIBLE 15130.80 090 N 9692.77
J1 21230 GRAFT RIB CRTLG AUTOGENOUS FACE/CHIN/NOSE/EAR 2666.40 090 N 10251.93
J1 21235 GRAFT EAR CRTLG AUTOGENOUS NOSE/EAR 2607.60 090 N 10368.28
J1 21240 ARTHRP TEMPOROMANDIBULAR JOINT W/WO AUTOGRAFT 3858.00 090 Y 10326.21
J1 21242 ARTHROPLASTY TEMPOROMANDIBULAR JT W/ALLOGRAFT 3590.40 090 Y 10155.32
J1 21243 ARTHRP TMPRMAND JOINT W/PROSTHETIC REPLACEMENT 5870.40 090 Y 28596.19
J1 21244 RCNSTJ MNDBL XTRORAL W/TRANSOSTEAL BONE PLATE 3602.40 090 Y 9315.41
J1 21245 RCNSTJ MNDBL/MAXL SUBPRIOSTEAL IMPLANT PARTIAL 4196.40 090 Y 9494 61
J1 21246 RCNSTJ MNDBL/MAXL SUBPRIOSTEAL IMPLANT COMPLETE 3052.80 090 Y 10151.94
J1* 21247 RCNSTJ MNDBLR CONDYLE W/BONE CARTLG AUTOGRAFTS 5644.80 090 Y 10272.97
J1 21248 RCNSTJ MANDIBLE/MAXL ENDOSTEAL IMPLANT PARTIAL 3733.20 090 N 10035.33
J1 21249 RCNSTJ MANDIBLE/MAXL ENDOSTEAL IMPLANT COMPLETE 5388.00 090 N 9859.25
J1* 21255 RCNSTJ ZYGMTC ARCH/GLENOID FOSSA W/BONE CARTLG 4881.60 090 Y 10272.97
J1 21256 RECONSTRUCTION ORBIT W/OSTEOTOMIES & BONE GRAFTS 4395.60 090 Y 9543.18
J1 21260 PERIORBITAL OSTEOTOMIES BONE GRAFTS EXTRACRANIAL 4886.40 090 Y 10272.97
J1 21261 PERIORBITAL OSTEOTOMIES W/BONE GRAFTS ICRA & XTR 8637.60 090 Y 10272.97
J1 21263 PERIORBITAL OSTEOTOMIES W/BONE GRAFTS W/FOREHEAD 7993.20 090 Y 10272.97
J1 21267 ORBITAL REPOSITIONING W/BONE GRAFTS EXTRACRANIAL 5710.80 090 Y 8921.42
J1* 21268 ORBITAL REPOSITIONING W/BONE GRAFTS ICRA & XTRC 7160.40 090 Y 10272.97
J1 21270 MALAR AUGMENTATION PROSTHETIC MATERIAL 3600.00 090 Y 9828.34
J1 21275 SECONDARY REVISION ORBITOCRANIOFACIAL RCNSTJ 3006.00 090 Y 10176.36
J1 21280 MEDIAL CANTHOPEXY SEPARATE PROCEDURE 2058.00 090 N 5526.08
J1 21282 LATERAL CANTHOPEXY 1401.60 090 N 5569.24
J1 21295 REDUCTION MASSETER MUSCLE & BONE EXTRAORAL 690.00 090 N 2746.02
J1 21296 REDUCTION MASSETER MUSCLE & BONE INTRAORAL 1450.80 090 N 5564.91

21299 UNLISTED CRANIOFACIAL & MAXILLOFACIAL PROCEDURE BR YYY N 306.82
J1 21315 CLOSED TX NASAL BONE FX W/MNPJ W/O STABILIZATION 940.80 000 N 2758.66
J1 21320 CLOSED TX NASAL BONE FX W/MNPJ W/STABILIZATION 867.60 000 N 5584.75
J1 21325 OPEN TREATMENT NASAL FRACTURE UNCOMPLICATED 1606.80 090 N 5554.43
J1 21330 OPEN TX NASAL FX COMP W/INT&XTRNL SKELETAL FI 1940.40 090 N 10205.18
J1 21335 OPEN TX NASAL FX W/CONCOMITANT OPTX FXD SEPTUM 2554.80 090 N 5529.57
J1 21336 OPEN TX NASAL SEPTAL FRACTURE W/WO STABILIZATION 2306.40 090 N 5780.80
J1 21337 CLOSED TX NASAL SEPTAL FRACT W/WO STABILIZATION 1504.80 090 N 5583.77
J1 21338 OPEN TX NASOETHMOID FX W/O EXTERNAL FIXATION 2410.80 090 N 9487.34
J1 21339 OPEN TX NASOETHMOID FX W/EXTERNAL FIXATION 2722.80 090 Y 9645.24
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J1 21340 PERCUTANEOUS TX NASOETHMOID COMPLEX FRACTURE 2671.20 090 N 5564.91
J1* 21343 OPEN TX DEPRESSED FRONTAL SINUS FRACTURE 3882.00 090 Y 10272.97
J1* 21344 OPEN TX COMPLICATED FRONTAL SINUS FRACTURE 4971.60 090 Y 10272.97
J1 21345 CLOSED TX NASOMAXILLARY COMPLEX FRACTURE 2856.00 090 N 2746.02
J1 21346 OPTX NASOMAX CPLX FXLEFT Il TYPE W/WIRG & FXJ 3670.80 090 N 9731.21
J1* 21347 OPTX NASOMAX CPLX FXLEFT Il TYPE REQ MLT OPN 3724.80 090 Y 10272.97
J1* 21348 OPTX NASOMAX CPLX FX LEFT Il TYPE W/BONE GRAFT 3883.20 090 Y 10272.97
J1 21355 PERCUTANEOUS TX MALAR AREA FRACTURE 1593.60 010 N 5587.96
J1 21356 OPEN TX DEPRESSED ZYGOMATIC ARCH FRACTURE 1947.60 010 N 10282.32
J1 21360 OPEN TX DEPRESSED MALAR FRACTURE 1856.40 090 Y 9692.51
J1 21365 OPEN TX COMP FX MALAR W/INTERNAL FX&MULT SURG 3841.20 090 Y 9536.94
J1* 21366 OPEN TX COMP FRACTURE MALAR AREA W/BONE GRAFT 4533.60 090 Y 10272.97
J1 21385 OPEN TX ORBITAL FLOOR BLOWOUT FX TRANSANTRAL 2613.60 090 Y 9839.77
J1 21386 OPEN TX ORBITAL FLOOR BLOWOUT FX PERIORBITAL 2457.60 090 Y 9728.87
J1 21387 OPEN TX ORBITAL FLOOR BLOWOUT FX COMBINED APPR 2726.40 090 Y 9758.74
J1 21390 OPTX ORB FLOOR BLWT FX PRI/BITAL APPR W/ALLPLSTC 2844.00 090 Y 9706.79
J1 21395 OPTX ORB FLOOR BLWT FX PRI/BITAL APPR W/BONE GRF 3589.20 090 Y 10388.54

21400 CLSD TX FX ORBIT EXCEPT BLOWOUT W/O MANIPULATION 752.40 090 N 655.90
J1 21401 CLOSED TX FX ORBIT EXCEPT BLOWOUT W/MANIPULATION 1826.40 090 Y 2645.03
J1 21406 OPEN TX FX ORBIT EXCEPT BLOWOUT W/O IMPLANT 2078.40 090 Y 9754.32
J1 21407 OPEN TX FX ORBIT EXCEPT BLOWOUT W/IMPLANT 2274.00 090 Y 9772.76
J1 21408 OPEN TX FX ORBIT EXCEPT BLOWOUT W/BONE GRAFT 3210.00 090 Y 10225.18
J1 21421 CLOSED TX PALATAL/MAXILLARY FX W/FIXATION/SPLINT 2439.60 090 N 5564.21
J1* 21422 OPEN TREATMENT PALATAL/MAXILLARY FRACTURE 2276.40 090 Y 10272.97
J1* 21423 OPEN TX PALATAL/MAXILLARY FX COMP MULTIPLE APPR 2847.60 090 Y 10272.97
J1* 21431 CLOSED TX CRANIOFACIAL SEPARATION 2491.20 090 Y 10272.97
J1* 21432 OPEN TX CRANIOFACIAL SEP W/WIRING&/INT FIXJ 2570.40 090 Y 10272.97
J1* 21433 OPEN TX CRANIOFACIAL SEP COMPLICATED MLT APPR 6157.20 090 Y 10272.97
J1* 21435 OPEN TX CRANIOFACIAL SEP COMP W/INT&/XTRNL FIX 4994 .40 090 Y 10272.97
J1* 21436 OPTX CRNFCL SEP LFT Il TYP COMP INT FIXJ W/BONE 7222.80 090 Y 10272.97
J1 21440 CLTX MANDIBULAR/MAXILLARY ALVEOLAR RIDGE FX SPX 2391.54 090 N 5552.34
J1 21445 OPTX MANDIBULAR/MAXILLARY ALVEOLAR RIDGE FX SPX 2899.20 090 Y 10218.69

21450 CLOSED TX MANDIBULAR FRACTURE W/O MANIPULATION 2146.80 090 N 655.90
J1 21451 CLOSED TX MANDIBULAR FRACTURE W/MANIPULATION 2784.00 090 N 2703.88
J1 21452 PERCUTANEOUS TX MANDIBULAR FX W/EXTERNAL FIXJ 2645.46 090 N 9543.95
J1 21453 CLOSED TX MANDIBULAR FX W/INTERDENTAL FIXATION 3811.56 090 N 9911.71
J1 21454 OPEN TX MANDIBULAR FX W/EXTERNAL FIXATION 1882.80 090 N 9203.99
J1 21461 OPEN TX MANDIBULAR FX W/O INTERDENTAL FIXATION 7132.80 090 N 9437.21
J1 21462 OPEN TX MANDIBULAR FX W/INTERDENTAL FIXATION 7604.40 090 Y 9341.38
J1 21465 OPEN TREATMENT MANDIBULAR CONDYLAR FRACTURE 3104.40 090 Y 9535.38
J1 21470 OPTX COMP MANDIBULAR FX MLT APPR W/INT FIXATION 414480 090 Y 9382.41

21480 CLOSED TX TEMPOROMANDIBULAR DISLOCATION 1ST/SBSQ 423.66 000 N 298.91
J1 21485 CLOSED TX TEMPOROMANDIBULAR DISLC COMP 1ST/SBSQ 3283.02 090 N 2748.02
J1 21490 OPEN TREATMENT TEMPOROMANDIBULAR DISLOCATION 3067.20 090 Y 5295.29
J1 21497 INTERDENTAL WIRING OTHER THAN FRACTURE 2568.00 090 N 2752.72

21499 UNLISTED MUSCULOSKELETAL PROCEDURE HEAD BR YYY N 306.82
J1 21501 |&D DEEP ABSC/HMTMA SOFT TISSUE NECK/THORAX 1749.60 090 N 4828.69
J1 21502 |&D DP ABSC/HMTMA SOFT TISS NCK/THORAX PRTL RI 1819.20 090 Y 5710.81
J1* 21510 INCISION DEEP OPENING BONE CORTEX THORAX 1621.20 090 N 12031.89
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J1 21550 BIOPSY SOFT TISSUE NECK/THORAX 962.40 010 N 2870.89
J1 21552 EXC TUMOR SOFT TIS NECK/ANT THORAX SUBQ 3 CM/> 1599.60 090 Y 4841.65
J1 21554 EXC TUMOR SOFT TISSUE NECK/THORAX SUBFASC 5 CM/> 2610.00 090 Y 4838.99
J1 21555 EXC TUMOR SOFT TISSUE NECK/ANT THORAX SUBQ <3CM 1569.60 090 N 2872.40
J1 21556 EXC TUMOR SOFT TISS NECK/THORAX SUBFASCIAL <5CM 1896.00 090 N 4836.93
J1 21557 RAD RESECT TUMOR SOFT TISS NECK/ANT THORAX <5CM 3399.60 090 Y 484117
J1 21558 RAD RESECT TUMOR SOFT TISS NECK/ANT THORAX 5CM/> 4780.80 090 Y 4836.81
J1 21600 EXCISION RIB PARTIAL 1999.20 090 Y 12651.77
J1 21601 EXCISION CHEST WALL TUMOR INCLUDING RIBS 4105.20 090 Y 4823.97
J1* 21602 EXCISION CH WAL TUM W/RIB W/O MEDSTNL LYMPHADEC 5527.20 090 Y 12031.89
J1* 21603 EXCISION CH WAL TUM W/RIB W/MEDSTNL LYMPHADEC 6007.20 090 Y 12031.89
J1 21610 COSTOTRANSVERSECTOMY SEPARATE PROCEDURE 4300.80 090 Y 5784.56
J1* 21615 EXCISION 1ST &/CERVICAL RIB 2187.60 090 Y 12031.89
J1* 21616 EXCISION 1ST &/CERVICAL RIB W/SYMPATHECTOMY 2535.60 090 Y 12031.89
J1* 21620 OSTECTOMY STERNUM PARTIAL 1806.00 090 Y 12031.89
J1* 21627 STERNAL DEBRIDEMENT 1936.80 090 Y 12031.89
J1* 21630 RADICAL RESECTION STERNUM 4664.40 090 Y 12031.89
J1* 21632 RADICAL RESECTION STERNUM W/MEDSTNL LMPHADEC 4311.60 090 Y 12031.89
J1 21685 HYOID MYOTOMY & SUSPENSION 3501.60 090 Y 9664.72
J1 21700 DIVISION SCALENUS ANTICUS W/O RESCJ CERVICAL RIB 1266.00 090 Y 12728.21
J1* 21705 DIVISION SCALENUS ANTICUS RESECTION CERVICAL RIB 1896.00 090 Y 12031.89
J1 21720 DIVISION STERNOCLEIDOMASTOID OPEN W/O CAST 1896.00 090 Y 5784.56

21725 DIVISION STERNOCLEIDOMASTOID OPEN W/CAST 1938.00 090 Y 902.47
J1* 21740 REPAIR PECTUS EXCAVATUM/CARINATUM OPEN 3640.80 090 Y 12031.89
J1 21742 REPAIR PECTUS EXCAVATM/CARINATM MINLY W/O THRSC 7274.40 090 Y 5773.72
J1 21743 REPAIR PECTUS EXCAVATM/CARINATM MINLY W/THRSC 10012.80 090 Y 5710.81
J1* 21750 CLOSE MEDIAN STERNOTOMY SEP W/WO DEBRIDEMENT SPX 2407.20 090 Y 12031.89
J1 21811 OPEN TXRIB FX W/FIXJ THORACOSCOPIC VIS 1-3 RIBS 2107.20 000 Y 11321.50
J1 21812 OPEN TXRIB FX W/FIXJ THORACOSCOPIC VIS 4-6 RIBS 2554.80 000 Y 10534.98
J1 21813 OPEN TXRIB FX W/FIXJ THORACOSCOPIC VIS 7+ RIBS 3501.60 000 Y 2469.48

21820 CLOSED TREATMENT STERNUM FRACTURE 534.00 090 N 298.91
J1* 21825 OPEN TX STERNUM FRACTURE W/WO SKELETAL FIXATION 1963.20 090 Y 12031.89

21899 UNLISTED PROCEDURE NECK/THORAX BR YYY N 306.82
J1 21920 BIOPSY SOFT TISSUE BACK/FLANK SUPERFICIAL 931.20 010 N 2872.26
J1 21925 BIOPSY SOFT TISSUE BACK/FLANK DEEP 1779.60 090 N 2871.90
J1 21930 EXCISION TUMOR SOFT TISSUE BACK/FLANK SUBQ <3CM 1814.40 090 N 2873.70
J1 21931 EXCISION TUMOR SOFT TIS BACK/FLANK SUBQ 3 CM/> 1682.40 090 Y 2872.76
J1 21932 EXC TUMOR SOFT TISS BACK/FLANK SUBFASCIAL <5CM 2372.40 090 Y 4842.62
J1 21933 EXC TUMOR SOFT TISS BACK/FLANK SUBFASCIAL 5 CM/> 2643.60 090 Y 4836.69
J1 21935 RAD RESECTION TUMOR SOFT TISSUE BACK/FLANK <5CM 3657.60 090 N 4840.20
J1 21936 RAD RESECTION TUMOR SOFT TISSUE BACK/FLANK 5CM/> 5038.80 090 Y 4840.20
J1* 22010 |&D DEEP ABSCESS PST SPINE CRV THRC/CERVICOTHR 3454.80 090 N 12031.89
J1* 22015 |&D DEEP ABSCESS PST SPINE LUMBAR SAC/LUMBOSAC 3391.20 090 N 12031.89
J1 22100 PRTL EXC PST VRT INTRNSC B1Y LES 1 VRT SGM CRV 3082.80 090 Y 12735.25
J1 22101 PRTL EXC PST VRT INTRNSC B1Y LES 1 VRT SGM THRC 3063.60 090 Y 12788.67
J1 22102 PRTL EXC PST VRT INTRNSC B1Y LES 1 VRT SGM LMBR 2817.60 090 Y 12759.24

+ 22103 PRTL EXC PST VRT INTRNSC B1Y LES 1 VRT SGM EA 492.00 777 Y

J1* 22110 PRTLEXC VRT BDY B1Y LES W/O SPI CORD 1 SGM CRV 3762.00 090 Y 12031.89
J1* 22112 PRTL EXC VRT BDY B1Y LES W/O SPI CORD 1 SGM THRC 4050.00 090 Y 12031.89
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J1* 22114 PRTLEXC VRT BDY B1Y LES W/O SPI CORD 1 SGM LMBR 4050.00 090 Y 12031.89
+ 22116 PRTL EXC VRT BDY B1Y LES W/O SPI CORD 1 SGM EA 501.60 777 Y
J1* 22206 OSTEOTOMY SPINE POSTERIOR 3 COLUMN THORACIC 8708.40 090 Y 12031.89
J1* 22207 OSTEOTOMY SPINE POSTERIOR 3 COLUMN LUMBAR 8523.60 090 Y 12031.89
+ 22208 OSTEOTOMY SPINE POSTERIOR 3 COLUMN EA ADDL SGM 2088.00 777 Y
J1* 22210 OSTEOTOMY SPINE PST/PSTLAT APPR 1 VRT SGM CRV 6364.80 090 Y 12031.89
J1* 22212 OSTEOTOMY SPINE PST/PSTLAT APPR 1 VRT SGM THRC 5379.60 090 Y 12031.89
J1* 22214 OSTEOTOMY SPINE PST/PSTLAT APPR 1 VRT SGM LMBR 5380.80 090 Y 12031.89
+ 22216 OSTEOT SPI PST/PSTLAT APPR 1 VRT SGM EA VRT SGM 1284.00 777 Y
J1* 22220 OSTEOTOMY SPINE W/DSC ANT APPR 1 VRT SGM CRV 5768.40 090 Y 12031.89
J1* 22222 OSTEOTOMY SPINE W/DSC ANT APPR 1 VRT SGM THRC 6270.00 090 Y 12031.89
J1* 22224 OSTEOTOMY SPINE W/DSC ANT APPR 1 VRT SGM LUMBAR 5650.80 090 Y 12031.89
+ 22226 OSTEOTOMY SPINE W/DSC ANT APPR 1 VRT SGM EA ADDL 1274.40 777 Y
22310 CLTXVRT BDY FX W/O MANJ REQ&W/CSTING/BRACING 1111.20 090 N 298.91
J1 22315 CLTXVRT FX&/DISLC CSTING/BRACING MANJ/TRCJ 3144.00 090 N 5744.50
J1* 22318 OPTX&RDCTJ ODNTD FX&/DISLC ANT FIXJ W/O GRAFT 5862.00 090 Y 22251.08
J1* 22319 OPTX&/RDCTJ ODNTD FX&/DISLC ANT W/INT FIXJ 6534.00 090 Y 22251.08
J1* 22325 OPTX&RDCTJ VRT FX&DISLC PST 1 VRT SGM LM 5236.80 090 Y 22251.08
J1* 22326 OPTX&RDCTJ VRT FX&DISLC PST 1 VRT SGM CR 5377.20 090 Y 22251.08
J1* 22327 OPTX&RDCTJ VRT FX&/DISLC PST 1 VRT SGM TH 5454.00 090 Y 22251.08
+ 22328 OPTX&/RDCTJ VRT FX&DISLC PST 1 VRT SGM EA 993.60 777 Y
J1 22505 MANIPULATION SPINE REQUIRING ANESTHESIA 459.60 010 N 2845.02
J1 22510 PERQ VERTEBROPLASTY UNI/BI INJX CERVICOTHORACIC 6736.80 010 N 5532.93
J1 22511 PERQ VERTEBROPLASTY UNI/BI INJECTION LUMBOSACRAL 6726.00 010 N 5528.16
+ 22512 VERTEBROPLASTY EACH ADDL CERVICOTHOR/LUMBOSACRAL 3072.00 777 N
J1 22513 PERQ VERT AGMNTJ CAVITY CRTJ UNI/BI CANNULATION 23466.00 010 N 12126.25
J1 22514 PERQ VERT AGMNTJ CAVITY CRTJ UNI/BI CANNULJ LMBR 23390.40 010 N 12113.46
+ 22515 PERQ VERT AGMNTJ CAVITY CRTJ UNI/BI CANNULJ EACH 13578.00 777 N
22526 PERQ INTRDSCL ELECTROTHRM ANNULOPLASTY 1 LEVEL 0.00 010 N
+ 22527 PERQ INTRDSCL ELECTROTHRM ANNULOPLASTY ADDL LVL 0.00 777 N
J1* 22532 ARTHRODESIS LATERAL EXTRACAVITARY THORACIC 6421.20 090 Y 27818.41
J1* 22533 ARTHRODESIS LATERAL EXTRACAVITARY LUMBAR 5887.20 090 Y 37500.00
+ 22534 ARTHRODESIS LAT EXTRACAVITARY EA ADDL THRC/LMBR 1270.80 777 Y
J1* 22548 ARTHRD ANT TRANSORL/XTRORAL C1-C2 W/WO EXC ODNTD 7000.80 090 Y 27818.41
J1 22551 ARTHRD ANT INTERBODY DECOMPRESS CERVICAL BELW C2 6060.00 090 Y 22322.87
+ 22552 ARTHRD ANT INTERDY CERVCL BELW C2 EA ADDL NTRSPC 1402.80 777 Y
J1 22554 ARTHRD ANT INTERBODY MIN DSC CRV BELOW C2 4485.60 090 Y 22427.39
J1* 22556 ARTHRD ANT INTERBODY MIN DSC THORACIC 5929.20 090 Y 27818.41
J1* 22558 ARTHRD ANT INTERBODY MIN DSC LUMBAR 5440.80 090 Y 27818.41
+ 22585 ARTHRD ANT NTRBD MIN DSC EA ADDL INTERSPACE 1152.00 777 Y 2220.82
J1* 22586 ARTHRODESIS PRESACRAL NTRBDY DSC W/INSTRMJ L5-S1 7243.20 090 Y 27818.41
J1* 22590 ARTHRODESIS POSTERIOR CRANIOCERVICAL 5653.20 090 Y 27818.41
J1* 22595 ARTHRODESIS POSTERIOR ATLAS-AXIS C1-C2 5403.60 090 Y 27818.41
J1* 22600 ARTHRD PST/PSTLAT TQ 1INTRSPC CRV BELW C2 SEGMENT 4632.00 090 Y 27818.41
J1* 22610 ARTHRODESIS POSTERIOR/PSTLAT TQ 1NTRSPC THORACIC 4551.60 090 Y 27818.41
J1 22612 ARTHRODESIS POSTERIOR/PSTLAT TQ INTRSPC LUMBAR 5647.20 090 Y 22473.99
+ 22614 ARTHRODESIS PST/PSTLAT TQ 1INTRSPC EA ADDL NTRSPC 1383.60 777 Y
J1 22630 ARTHRODESIS POSTERIOR INTERBODY 1 NTRSPC LUMBAR 5635.20 090 Y 28867.83
+ 22632 ARTHRODESIS POSTERIOR INTERBODY 1 NTRSPC EA ADDL 1135.20 777 Y 2239.48
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J1 22633 ARTHRODESIS COMBINED TQ 1NTRSPC LUMBAR 6586.80 090 Y 37500.00
+ 22634 ARTHRODESIS CMBN TQ INTRSPC EACH ADDITIONAL 1756.80 777 Y

J1* 22800 ARTHRODESIS POSTERIOR SPINAL DFRM <6 VRT SGM 4834.80 090 Y 27818.41

J1* 22802 ARTHRODESIS POSTERIOR SPINAL DFRM 7-12 VRT SGM 7526.40 090 Y 27818.41

J1* 22804 ARTHRODESIS POSTERIOR SPINAL DFRM 13+ VRT SGM 8634.00 090 Y 27818.41

J1* 22808 ARTHRODESIS ANTERIOR SPINAL DFRM 2-3 VRT SGM 6500.40 090 Y 27818.41

J1* 22810 ARTHRODESIS ANTERIOR SPINAL DFRM 4-7 VRT SGM 7233.60 090 Y 27818.41

J1* 22812 ARTHRODESIS ANTERIOR SPINAL DFRM 8+ VRT SGM 7814.40 090 Y 27818.41

J1* 22818 KYPHECTOMY SINGLE OR TWO SEGMENTS 7634.40 090 Y 27818.41

J1* 22819 KYPHECTOMY 3 OR MORE SEGMENTS 8787.60 090 Y 27818.41

J1* 22830 EXPLORATION SPINAL FUSION 2931.60 090 Y 22251.08

+ 22840 POSTERIOR NON-SEGMENTAL INSTRUMENTATION 2685.60 777 Y 2449.65
+ 22841 INTERNAL SPINAL FIXATION WIRING SPINOUS PROCESS 3068.40 XXX N

+ 22842 POSTERIOR SEGMENTAL INSTRUMENTATION 3-6 VRT SEG 2700.00 777 Y 2647.48
+ 22843 POSTERIOR SEGMENTAL INSTRUMENTATION 7-12 VRT SEG 2887.20 777 Y
+ 22844 POSTERIOR SEGMENTAL INSTRUMENTATION 13/> VRT SE 3482.40 777 Y

+ 22845 ANTERIOR INSTRUMENTATION 2-3 VERTEBRAL SEGMENTS 2575.20 777 Y 2281.43

+ 22846 ANTERIOR INSTRUMENTATION 4-7 VERTEBRAL SEGMENTS 2677.20 777 Y 1683.01
+ 22847 ANTERIOR INSTRUMENTATION 8/> VERTEBRAL SEGMENTS 2833.20 777 Y
+ 22848 PELVIC FIXATION OTHER THAN SACRUM 1272.00 777 Y

J1* 22849 REINSERTION SPINAL FIXATION DEVICE 4654.80 090 Y 27818.41

J1* 22850 REMOVAL POSTERIOR NONSEGMENTAL INSTRUMENTATION 2629.20 090 Y 22251.08

J1* 22852 REMOVAL POSTERIOR SEGMENTAL INSTRUMENTATION 2524.80 090 Y 22251.08
+ 22853 INSJ BIOMCHN DEV INTERVERTEBRAL DSC SPC W/ARTHRD 913.20 777 Y
+ 22854 INSJ BIOMCHN DEV VRT CORPECTOMY DEFECT W/ARTHRD 1185.60 777 Y

J1* 22855 REMOVAL ANTERIOR INSTRUMENTATION 3949.20 090 Y 22251.08

J1 22856 TOTAL DISC ARTHRP ANT SINGLE INTERSPACE CERVICAL 5803.20 090 Y 28514.45

J1* 22857 TOTAL DISC ARTHRP ANT SINGLE INTERSPACE LUMBAR 6272.40 090 Y 27818.41

+ 22858 TOTAL DISC ARTHRP ANT 2ND LEVEL CERVICAL 1791.60 777 Y 3460.25
+ 22859 INSJ BIOMCHN DEV NTRVRT DISC SPACE W/O ARTHRD 1178.40 777 Y

J1* 22861 REVJW/RPLCMT TOT DISC ARTHRP ANT 1 NTRSPC CRV 8253.60 090 Y 27818.41

J1* 22862 REVJW/RPLCMT TOT DISC ARTHRP ANT 1 NTRSPC LMBR 7581.72 090 Y 27818.41

J1* 22864 RMVL TOT DISC ARTHRP ANT 1 INTERSPACE CERVICAL 7370.40 090 Y 22251.08

J1* 22865 RMVL TOT DISC ARTHRP ANT 1 INTERSPACE LUMBAR 7780.44 090 Y 22251.08

J1 22867 INSJ STABLJ DEV W/DCMPRN LUMBAR SINGLE LEVEL 3828.00 090 Y 28088.40
+ 22868 INSJ STABLJ DEV W/DCMPRN LUMBAR SECOND LEVEL 861.60 777 Y

J1 22869 INSJ STABLJDEV W/O DCMPRN LUMBAR SINGLE LEVEL 1590.00 090 Y 20423.80
+ 22870 INSJ STABLJ DEV W/O DCMPRN LUMBAR SECOND LEVEL 434.40 777 Y

22899 UNLISTED PROCEDURE SPINE 0.00 YYY Y 298.91

J1 22900 EXC TUMOR SOFT TISSUE ABDL WALL SUBFASCIAL <5CM 2023.20 090 Y 4838.26

J1 22901 EXC TUMOR SOFT TISSUE ABDL WALL SUBFASCIAL 5CM/> 2392.80 090 Y 4836.69

J1 22902 EXC TUMOR SOFT TISSUE ABDOMINAL WALL SUBQ <3CM 1712.40 090 Y 2873.41

J1 22903 EXC TUMOR SOFT TISSUE ABDOMINAL WALL SUBQ 3 CM/> 1578.00 090 Y 4840.20

J1 22904 RAD RESECTION TUMOR SOFT TISSUE ABDL WALL <5CM 3764.40 090 Y 4821.07

J1 22905 RAD RESECTION TUMOR SOFT TISSUE ABDL WALL 5 CM/> 4734.00 090 Y 4796.25

22999 UNLISTED PX ABDOMEN MUSCULOSKELETAL SYSTEM BR YYY N 298.91

J1 23000 REMOVAL SUBDELTOID CALCAREOUS DEPOSITS OPEN 2077.20 090 Y 4843.10

J1 23020 CAPSULAR CONTRACTURE RELEASE 2466.00 090 Y 5766.63

J1 23030 |&D SHOULDER DEEP ABSCESS/HEMATOMA 1598.40 010 N 4820.58
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PC TC
Code Description Amount Amount Amount FUD
|&D SHOULDER INFECTED BURSA 1536.00 010
INCISION BONE CORTEX SHOULDER AREA 2442.00 090
ARTHROTOMY GLENOHUMERAL JT EXPL/DRG/RMVL FB 2571.60 090
ARTHRT ACROMCLAV STRNCLAV JT EXPL/DRG/RMVL FB 2028.00 090
BIOPSY SOFT TISSUE SHOULDER SUPERFICIAL 812.40 010
BIOPSY SOFT TISSUE SHOULDER DEEP 2032.80 090
EXCISION TUMOR SOFT TISSUE SHOULDER SUBQ 3 CM/> 1504.80 090
EXC TUMOR SOFT TISSUE SHOULDER SUBFASCIAL 5 CM/> 2490.00 090
EXCISION TUMOR SOFT TISSUE SHOULDER SUBQ <3CM 1882.80 090
EXC TUMOR SOFT TISS SHOULDER SUBFASC <5CM 1944.00 090
RAD RESECTION TUMOR SOFT TISSUE SHOULDER <5CM 4033.20 090
RAD RESECTION TUMOR SOFT TISSUE SHOULDER 5 CM/> 5095.20 090
ARTHROTOMY GLENOHUMERAL JOINT W/BIOPSY 1814.40 090
ARTHRT ACROMCLAV/STRNCLAV JT W/BX&/EXC CRTLG 1639.20 090
ARTHRT GLENOHUMRL JT W/SYNOVECTOMY W/WO BIOPSY 2289.60 090
ARTHRT GLENOHUMRL JT STRNCLAV JT W/SYNVCT W/WOBX 1801.20 090
ARTHRT GLENOHMRL JT WAT EXPL W/WO RMVL LOOSE/FB 2362.80 090
CLAVICULECTOMY PARTIAL 2101.20 090
CLAVICULECTOMY TOTAL 2539.20 090
PARTIAL REPAIR OR REMOVAL OF SHOULDER BONE 2217.60 090
EXC/CURTG BONE CYST/BENIGN TUMOR CLAV/SCAPULA 1989.60 090
EXC/CURTG BONE CST/B9 TUM CLAV/SCAPULA W/AGRFT 2491.20 090
EXC/CURTG BONE CST/B9 TUM CLAV/SCAPULA W/ALGRFT 2232.00 090
EXC/CURTG BONE CYST/BENIGN TUMOR PROX HUMERUS 2368.80 090
EXC/CURTG BONE CYST/BENIGN TUM PROX HUM W/AGRFT 2851.20 090
EXC/CURTG BONE CYST/BENIGN TUM PROX HUM W/ALGRFT 2428.80 090
SEQUESTRECTOMY CLAVICLE 2022.00 090
SEQUESTRECTOMY SCAPULA 204240 090
SEQUESTRECTOMY HUMERAL HEAD SURGERY NECK 2731.20 090
PARTIAL EXCISION BONE CLAVICLE 2382.00 090
PARTIAL EXCISION BONE SCAPULA 2404.80 090
PARTIAL EXCISION BONE PROXIMAL HUMERUS 2641.20 090
OSTECTOMY SCAPULA PARTIAL 2060.40 090
RESECTION HUMERAL HEAD 2652.00 090
RADICAL RESECTION TUMOR CLAVICLE 5344.80 090
RADICAL RESECTION TUMOR SCAPULA 6270.00 090
RADICAL RESECTION BONE TUMOR PROXIMAL HUMERUS 6882.00 090
REMOVAL FOREIGN BODY SHOULDER SUBCUTANEOUS 1088.40 010
REMOVAL SHOULDER FOREIGN BODY DEEP SUBFASCIAL/IM 1690.80 090
PROSTHESIS REMOVAL HUMERAL/GLENOID COMPONENT 3776.40 090
PROSTHESIS REMOVAL HUMERAL AND GLENOID COMPONENT 4503.60 090
INJECTION SHOULDER ARTHROGRAPHY/ CT/MRI ARTHG 547.86 000
MUSCLE TRANSFER SHOULDER/UPPER ARM SINGLE 4548.00 090
MUSCLE TRANSFER SHOULDER/UPPER ARM MULTIPLE 4048.80 090
SCAPULOPEXY 3469.20 090
TENOTOMY SHOULDER AREA 1 TENDON 2212.80 090
TENOTOMY SHOULDER MULTIPLE THRU SAME INCISION 2664.00 090
OPEN REPAIR OF ROTATOR CUFF ACUTE 2925.60 090
OPEN REPAIR OF ROTATOR CUFF CHRONIC 3039.60 090
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Mississippi Workers’ Compensation Medical Fee Schedule Surgery

0232T, 10004-69990 Effective November 15, 2022
PC TC Assist APC

Code Description Amount Amount Amount FUD Surg Amount
J1 23415 CORACOACROMIAL LIGAMENT RELEAS W/WOACROMIOPLASTY 2498.40 090 N 12489.28
J1 23420 RECONSTRUCTION ROTATOR CUFF AVULSION CHRONIC 3474.00 090 Y 11946.17
J1 23430 TENODESIS LONG TENDON BICEPS 2659.20 090 Y 12105.14
J1 23440 RESECTION/TRANSPLANTATION LONG TENDON BICEPS 2702.40 090 Y 12152.48
J1 23450 CAPSULORRHAPHY ANTERIOR PUTTI-PLATT/MAGNUSON 3375.60 090 Y 11490.06
J1 23455 CAPSULORRHAPHY ANTERIOR W/LABRAL REPAIR 3538.80 090 Y 11826.55
J1 23460 CAPSULORRHAPHY ANTERIOR WITH BONE BLOCK 3886.80 090 Y 11392.83
J1 23462 CAPSULORRHAPHY ANTERIOR W/CORACOID PROCESS TR 3802.80 090 Y 12209.09
J1 23465 CAPSULORRHAPHY GLENOHUMERAL JT PST W/WO BONE BLK 3987.60 090 Y 12005.35
J1 23466 CAPSULORRHAPHY GLENOHUMRL JT MULTI-DIRIONAL INS 3990.00 090 Y 12015.26
J1 23470 ARTHROPLASTY GLENOHUMRL JT HEMIARTHROPLASTY 4266.00 090 Y 21927.44
J1 23472 ARTHROPLASTY GLENOHUMERAL JOINT TOTAL SHOULDER 5139.60 090 Y 21387.82
J1 23473 REVIS SHOULDER ARTHRPLSTY HUMERAL/GLENOID COMPNT 5726.40 090 Y 22387.72
J1* 23474 REVIS SHOULDER ARTHRPLSTY HUMERAL&GLENOID COMPNT 6178.80 090 Y 22251.08
J1 23480 OSTEOTOMY CLAVICLE W/WO INTERNAL FIXATION 2929.20 090 N 12242.68
J1 23485 OSTEOTOMY CLAV W/WO INT FIXJ W/BONE GRF NON/MAL 3388.80 090 Y 22557.73
J1 23490 PROPH TX W/WO METHYLMETHACRYLATE CLAVICLE 3072.00 090 Y 11589.22
J1 23491 PROPH TX W/WO METHYLMETHACRYLATE PROX HUMERUS 3622.80 090 Y 23046.98

23500 CLSD TX CLAVICULAR FRACTURE W/O MANIPULATION 802.80 090 N 298.91
J1 23505 CLSD TX CLAVICULAR FRACTURE W/MANIPULATION 1299.60 090 N 2833.78
J1 23515 OPEN TX CLAVICULAR FRACTURE INTERNAL FIXATION 2571.60 090 Y 11593.06
J1 23520 CLSD TX STERNOCLAVICULAR DISLC W/O MANIPULATION 870.00 090 N 2845.02

23525 CLOSED TX STERNOCLAVICULAR DISLC W/MANIPULATION 1429.20 090 N 298.91
J1 23530 OPEN TX STERNOCLAVICULAR DISLC ACUTE/CHRONIC 2064.00 090 Y 12289.70
J1 23532 OPTX STRNCLAV DISLC ACUTE/CHRONIC W/FASCIAL GRF 2242.80 090 Y 11586.34

23540 CLSD TX ACROMIOCLAVICULAR DISLC W/O MANIPULATION 862.80 090 N 298.91

23545 CLSD TX ACROMIOCLAVICULAR DISLC W/MANIPULATION 1269.60 090 N 298.91
J1 23550 OPEN TX ACROMIOCLAVICULAR DISLC ACUTE/CHRONIC 2048.40 090 Y 11760.02
J1 23552 OPTX ACROMCLAV DISLC ACUTE/CHRONIC W/FASCIAL GRF 2340.00 090 Y 11610.33

23570 CLOSED TX SCAPULAR FRACTURE W/O MANIPULATION 848.40 090 N 298.91
J1 23575 CLTX SCAPULAR FX W/MNPJ W/WO SKELETAL TRACTION 1483.20 090 N 2845.02
J1 23585 OPEN TX SCAPULAR FX W/INT FIXATION WHEN PFRMD 3488.40 090 Y 11732.51

23600 CLTX PROXIMAL HUMERAL FRACTURE W/O MANIPULATION 1204.80 090 N 298.91
J1 23605 CLTXPROXHUMRL FX W/MNPJ W/WO SKELETAL TRACJ 1694.40 090 N 2825.68
J1 23615 OPTX PROXHUMERAL FX W/INT FIXJ RPR TUBEROSITY 3151.20 090 Y 22440.62
J1 23616 OPTX PROXHUMRL FX W/INT FIXJ RPR TUBRST RPLCMT 4392.00 090 Y 28882.69

23620 CLTX GREATER HUMERAL TUBEROSITY FX W/O MNPJ 979.20 090 N 298.91
J1 23625 CLTX GREATER HUMRL TUBEROSITY FX W/MANIPULATION 1388.40 090 N 2838.41
J1 23630 OPTX GREATER HUMERAL TUBEROSITY FX W/INT FIXJ 2779.20 090 Y 11812.16

23650 CLSD TX SHOULDER DISLC W/MANIPULATION W/O ANES 1180.80 090 N 298.91
J1 23655 CLSD TX SHOULDER DISLC W/MANIPULATION REQ ANES 1472.40 090 N 2844.52
J1 23660 OPEN TX ACUTE SHOULDER DISLOCATION 2091.60 090 Y 12363.90
J1 23665 CLTXSHOULDER DISLC W/FX HUMERAL TUBRST W/MNPJ 1564.80 090 N 2844.95
J1 23670 OPTX SHO DISLC W/FX GR HUMERAL TUBRST INT FIXJ 3098.40 090 Y 11902.99
J1 23675 CLTX SHOULDER DISLC W/SURG/ANTMCL NECK FX W/MNPJ 1986.00 090 N 2845.02
J1 23680 OPTX SHO DISLC W/SURG/ANTMCL NECK FX INT FIXJ 3306.00 090 Y 22512.40
J1 23700 MNPJ W/ANES SHOULDER JT APPL FIXATION APPARATUS 699.60 010 N 2842.89
J1 23800 ARTHRODESIS GLENOHUMERAL JOINT 3660.00 090 Y 11785.29
J1 23802 ARTHRODESIS GLENOHUMERAL JT W/AUTOGENOUS GRAFT 4562.40 090 Y 23225.18
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PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount
J1* 23900 INTERTHORACOSCAPULAR AMPUTATION 4923.60 090 Y 22251.08
J1* 23920 DISARTICULATION SHOULDER 3996.00 090 Y 22251.08
23921 DISRTCJ SHOULDER SECONDARY CLSR/SCAR REVISION 1686.00 090 N 2483.95
23929 UNLISTED PROCEDURE SHOULDER BR YYY Y 298.91
J1 23930 |&D UPPER ARM/ELBOW DEEP ABSCESS/HEMATOMA 1309.20 010 N 4835.60
J1 23931 INCISION&DRAINAGE UPPER ARM/ELBOW BURSA 1099.20 010 N 2872.19
J1 23935 INC DEEP W/OPENING BONE CORTEX HUMERUS/ELBOW 1825.20 090 N 5739.01
J1 24000 ARTHRT ELBOW W/EXPLORATION DRAINAGE/REMOVAL FB 1695.60 090 N 5715.58
J1 24006 ARTHRT ELBOW CAPSULAR EXCISION CAPSULAR RLS SPX 254520 090 Y 5745.23
J1 24065 BIOPSY SOFT TISSUE UPPER ARM/ELBOW SUPERFICIAL 940.80 010 N 287247
J1 24066 BIOPSY SOFT TISSUE UPPER ARM/ELBOW AREA DEEP 2236.80 090 N 4831.84
J1 24071 EXC TUMOR SOFT TISSUE UPPER ARM/ELBOW SUBQ 3CM/> 1453.20 090 Y 484117
J1 24073 EXC TUMOR SOFT TISS UPPER ARM/ELBW SUBFASC 5CM/> 2475.60 090 Y 4838.02
J1 24075 EXC TUMOR SOFT TISS UPPER ARM/ELBOW SUBQ <3CM 1942.80 090 N 2873.34
J1 24076 EXC TUMOR SOFT TISS UPR ARM/ELBOW SUBFASC <5CM 1950.00 090 N 4840.08
J1 24077 RAD RESCJ TUMOR SOFT TISS UPPER ARM/ELBOW <5CM 3681.60 090 N 4842.25
J1 24079 RAD RESCJ TUMOR SOFT TISS UPPER ARM/ELBOW 5CM+ 4714.80 090 Y 4841.29
J1 24100 ARTHROTOMY ELBOW W/SYNOVIAL BIOPSY ONLY 1506.00 090 Y 5784.56
J1 24101 ARTHRT ELBOW W/JT EXPL W/WOBX W/O RMVL LOOSE/FB 1806.00 090 Y 573091
J1 24102 ARTHROTOMY ELBOW W/SYNOVECTOMY 2215.20 090 Y 5717.46
J1 24105 EXCISION OLECRANON BURSA 1290.00 090 N 5781.24
J1 24110 EXCISION/CURTG BONE CYST/BENIGN TUMOR HUMERUS 2114.40 090 N 5779.21
J1 24115 EXC/CURTG BONE CYST/BENIGN TUMOR HUMERUS W/AGRFT 2636.40 090 Y 12431.07
J1 24116 EXC/CURTG BONE CYST/BENIGN TUM HUMERUS W/ALGRFT 3070.80 090 Y 11773.77
J1 24120 EXC/CURTG BONE CYST/BENIGN TUMOR H/N RDS/OLECRN 1909.20 090 N 5778.05
J1 24125 EXC/CURTG BONE CST/B9 TUM H/N RDS/OLECRN W/AGRFT 2232.00 090 Y 5710.81
J1 24126 EXC/CURTG BONE CST/B9 TUM H/N RDS/OLECRN W/ALGRT 2330.40 090 Y 11195.48
J1 24130 EXCISION RADIAL HEAD 1826.40 090 N 5759.40
J1 24134 SEQUESTRECTOMY SHAFT/DISTAL HUMERUS 2672.40 090 Y 12531.82
J1 24136 SEQUESTRECTOMY RADIAL HEAD OR NECK 2265.60 090 N 5710.81
J1 24138 SEQUESTRECTOMY OLECRANON PROCESS 2461.20 090 Y 12794.10
J1 24140 PARTIAL EXCISION BONE HUMERUS 2515.20 090 Y 5742.62
J1 24145 PARTIAL EXCISION BONE RADIAL HEAD/NECK 2131.20 090 N 12794.10
J1 24147 PARTIAL EXCISION BONE OLECRANON PROCESS 2251.20 090 N 5771.26
J1 24149 RAD RESCJ CAPSL TISS&HTRTPC B1 ELBW CONTRCT RLS 4191.60 090 Y 12728.21
J1 24150 RADICAL RESECTION TUMOR SHAFT/DISTAL HUMERUS 5487.60 090 Y 12554.85
J1 24152 RADICAL RESECTION TUMOR RADIAL HEAD/NECK 477240 090 Y 12794.10
J1 24155 RESECTION ELBOW JOINT ARTHRECTOMY 3042.00 090 Y 5784.56
24160 PROSTHESIS REMOVAL HUMERAL AND ULNAR COMPONENTS 4448.40 090 N 4107.04
24164 PROSTHESIS REMOVAL RADIAL HEAD 2588.40 090 N 4107.04
J1 24200 RMVL FOREIGN BODY UPPER ARM/ELBOW SUBCUTANEOUS 790.80 010 N 2872.76
J1 24201 REMOVAL FOREIGN BODY UPPER ARM/ELBOW DEEP 1977.60 090 N 4841.04
24220 INJECTION PROCEDURE FOR ELBOW ARTHROGRAPHY 649.98 000 N
J1 24300 MANIPULATION ELBOW UNDER ANESTHESIA 1562.40 090 N 2845.02
J1 24301 MUSCLE/TENDON TRANSFER UPPER ARM/ELBOW SINGLE 2680.80 090 Y 12569.57
J1 24305 TENDON LENGTHENING UPPER ARM/ELBOW EA TENDON 2072.40 090 N 5726.57
J1 24310 TENOTOMY OPEN ELBOW TO SHOULDER EACH TENDON 1706.40 090 N 5699.10
J1 24320 TENOPLASTY ELBOW TO SHOULDER SINGLE 2787.60 090 Y 12031.89
J1 24330 FLEXOR-PLASTY ELBOW 2568.00 090 Y 11975.60
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Code Description Amount Amount Amount FUD Surg Amount
J1 24331 FLEXOR-PLASTY ELBOW W/EXTENSOR ADVANCEMENT 2806.80 090 Y 12031.89
J1 24332 TENOLYSIS TRICEPS 2204.40 090 N 5784.56
J1 24340 TENODESIS BICEPS TENDON ELBOW SEPARATE PROCEDURE 2214.00 090 Y 12155.04
J1 24341 REPAIR TENDON/MUSCLE UPPER ARM/ELBOW EA TDN/MUSC 2658.00 090 Y 12165.59
J1 24342 RINSJ RPTD BICEPS/TRICEPS TDN DSTL W/WO TDN GRF 2768.40 090 Y 12075.07
J1 24343 REPAIR LATERAL COLLATERAL LIGAMENT ELBOW 2552.40 090 Y 5453.97
J1 24344 RCNSTJLAT COLTRL LIGM ELBOW W/TENDON GRAFT 3898.80 090 Y 11733.47
J1 24345 REPAIR MEDIAL COLLATERAL LIGAMENT ELBOW 2540.40 090 Y 11945.85
J1 24346 RCNSTJ MEDIAL COLTRL LIGM ELBW W/TDN GRF 3934.80 090 Y 23371.26
J1 24357 TENOTOMY ELBOW LATERAL/MEDIAL PERCUTANEOUS 1500.00 090 N 5728.89
J1 24358 TNOT ELBOW LATERAL/MEDIAL DEBRIDE OPEN 1894.80 090 N 575448
J1 24359 TNOT ELBOW LATERAL/MEDIAL DEBRIDE OPEN TDN RPR 2367.60 090 N 5632.43
J1 24360 ARTHROPLASTY ELBOW W/MEMBRANE 322440 090 Y 11379.08
J1 24361 ARTHROPLASTY ELBOW W/DISTAL HUMRL PROSTC RPLCMT 3595.20 090 Y 27883.64
J1 24362 ARTHRP ELBOW W/IMPLT&FSCA LATA LIGAMENT RCNSTJ 3782.40 090 Y 21365.15
J1 24363 ARTHRP ELBOW W/DISTAL HUM&PROX UR PROSTC RPLCM 5138.40 090 Y 28156.11
J1 24365 ARTHROPLASTY RADIAL HEAD 2296.80 090 Y 22251.09
J1 24366 ARTHROPLASTY RADIAL HEAD W/IMPLANT 2436.00 090 Y 21695.09
J1 24370 REVIS ELBOW ARTHRPLSTY HUMERAL/ULNA COMPNT 5460.00 090 Y 22402.21
J1 24371 REVIS ELBOW ARTHRPLSTY HUMERAL&ULNA COMPNT 6272.40 090 Y 29190.67
J1 24400 OSTEOTOMY HUMERUS W/WO INTERNAL FIXATION 2947.20 090 Y 12041.17
J1 24410 MLT OSTEOT W/RELIGNMT IMED ROD HUMERAL SHAFT 3771.60 090 Y 22251.08
J1 24420 OSTEOPLASTY HUMERUS 3820.80 090 Y 11725.48
J1 24430 REPAIR NON/MALUNION HUMERUS W/O GRAFT 3756.00 090 Y 22614.40
J1 24435 REPAIR NON/MALUNION HUMERUS WI/ILIAC/OTH AGRFT 3847.20 090 Y 22579.77
J1 24470 HEMIEPIPHYSEAL ARREST 2407.20 090 Y 5710.81
J1 24495 DECOMPRESSION FASCT F/ARM W/BRACH ART EXPL 2907.60 090 N 12782.59
J1 24498 PROPH TX W/WO METHYLMETHACRYLATE HUMERAL SHAFT 3092.40 090 Y 22954.42

24500 CLSD TX HUMERAL SHAFT FRACTURE W/O MANIPULATION 1306.80 090 N 298.91
J1 24505 CLTXHUMERAL SHFT FX W/MANJ W/WO SKELETAL TRACJ 1816.80 090 N 2843.03
J1 24515 OPTX HUMERAL SHFT FX W/PLATE/SCREWS W/WOCERCLAGE 3145.20 090 Y 22885.79
J1 24516 TXHUMRAL SHAFT FX W/INSJ IMED IMPLT W/W CERCLGE 3066.00 090 Y 22729.00

24530 CLTX SPRCNDYLR/TRANSCNDYLR HUMERAL FX W/WO MANJ 1380.00 090 N 298.91
J1 24535 CLTX SPRCNDYLR/TRANSCNDYLR HUMERAL FX W/MANJ 2224.80 090 N 2845.02
J1 24538 PRQ SKEL FIXJ SPRCNDYLR/TRANSCNDYLR HUMERAL FX 2836.80 090 N 12458.58
J1 24545 OPEN TX HUMERAL SUPRACONDYLAR FRACTURE W/O XTN 3309.60 090 Y 22499.17
J1 24546 OPEN TX HUMERAL SUPRACONDYLAR FRACTURE W/XTN 3692.40 090 Y 29306.26

24560 CLTX HUMERAL EPICONDYLAR FX MEDIAL/LAT W/O MANJ 1203.60 090 N 298.91
J1 24565 CLTXHUMERAL EPICONDYLAR FX MEDIAL/LAT W/MANJ 1950.00 090 N 2845.02
J1 24566 PRQ SKEL FIXJ HUMRL EPCNDYLR FX MEDIAL/LAT MANJ 2577.60 090 N 2842.96
J1 24575 OPEN TX HUMERAL EPICONDYLAR FRACTURE 2616.00 090 Y 22892.09

24576 CLTX HUMERAL CONDYLAR FX MEDIAL/LAT W/O MANJ 1269.60 090 N 298.91
J1 24577 CLTXHUMERAL CONDYLAR FX MEDIAL/LATERAL W/MANJ 2005.20 090 N 2845.02
J1 24579 OPEN TREATMENT HUMERAL CONDYLAR FRACTURE 2973.60 090 Y 22986.53
J1 24582 PRQ SKEL FIXJ HUMRL CNDYLR FX MEDIAL/LAT W/MANJ 2918.40 090 N 12666.16
J1 24586 OPTX PERIARTICULAR FRACTURE &/DISLOCATION ELBO 3870.00 090 Y 22678.00
J1 24587 OPTX PRIARTICULAR FX&/DISLC ELBW W/IMPLT ARTHR 3879.60 090 Y 22093.04

24600 TREATMENT CLOSED ELBOW DISLOCATION W/O ANES 1352.40 090 N 298.91
J1 24605 TREATMENT CLOSED ELBOW DISLOCATION REQ ANES 1719.60 090 N 2844.81
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5753.04
2842.32
2843.81
2842.32

Mississippi Workers’ Compensation Medical Fee Schedule
Effective November 15, 2022
PC TC

Code Description Amount Amount Amount
J1 24615 OPEN TX ACUTE/CHRONIC ELBOW DISLOCATION 2550.00
J1 24620 CLOSED TX MONTEGGIA FX DISLOCATION ELBOW W/MANJ 2024.40
J1 24635 OPEN TX MONTEGGIA FRACTURE DISLOCATION ELBOW 2412.00

24640 CLTX RDL HEAD SUBLXTJ CHLD NURSEMAID ELBW W/MANJ 373.20

24650 CLOSED TX RADIAL HEAD/NECK FX W/O MANIPULATION 951.60
J1 24655 CLOSED TX RADIAL HEAD/NECK FX W/MANIPULATION 1614.00
J1 24665 OPEN TX RADIAL HEAD/NECK FRACTURE 2353.20
J1 24666 OPEN TX RADIAL HEAD/NECK FRACTURE PROSTHETIC 2614.80

24670 CLOSED TX ULNAR FRACTURE PROXIMAL END W/O MANJ 1058.40
J1 24675 CLOSED TX ULNAR FRACTURE PROXIMAL END W/MANJ 1676.40
J1 24685 OPEN TREATMENT ULNAR FRACTURE PROXIMAL END 2337.60
J1 24800 ARTHRODESIS ELBOW JOINT LOCAL 2977.20
J1 24802 ARTHRODESIS ELBOW JOINT W/AUTOGENOUS GRAFT 3577.20
J1* 24900 AMPUTATION ARM THRU HUMERUS W/PRIMARY CLOSURE 2637.60
J1* 24920 AMPUTATION ARM THRU HUMERUS OPEN CIRCULAR 2619.60
J1 24925 AMP ARM THRU HUMERUS SECONDARY CLSR/SCAR REVJ 2038.80
J1* 24930 AMPUTATION ARM THRU HUMERUS RE-AMPUTATION 2764.80
J1* 24931 AMPUTATION ARM THRU HUMERUS W/IMPLANT 3320.40
J1 24935 STUMP ELONGATION UPPER EXTREMITY 4378.80
J1* 24940 CINEPLASTY UPPER EXTREMITY COMPLETE PROCEDURE 3307.89

24999  UNLISTED PROCEDURE HUMERUS/ELBOW BR
J1 25000 INCISION EXTENSOR TENDON SHEATH WRIST 1236.00
J1 25001 INCISION FLEXOR TENDON SHEATH WRIST 1240.80
J1 25020 DCMPRN FASCT F/ARM&WRST FLXR/XTNSR W/O DBRDMT 2267.34
J1 25023 DCMPRN FASCT F/ARM&/WRST FLXR/XTNSR W/DBRDMT 4392.54
J1 25024 DCMPRN FASCT F/ARM&/WRST FLXR&XTNSR W/O DB 2793.60
J1 25025 DCMPRN FASCT F/ARM&/WRST FLXR&XTNSR DBRDMT 4198.80
J1 25028 18D FOREARM&/WRIST DEEP ABSCESS/HEMATOMA 2087.94
J1 25031 INCISION & DRAINAGE FOREARM&/WRIST BURSA 1323.60
J1 25035 INCISION DEEP BONE CORTEX FOREARM&/WRIST 2096.40
J1 25040 ARTHRT RDCRPL/MIDCARPL JT W/EXPL DRG/RMVL FB 2000.40
J1 25065 BIOPSY SOFT TISSUE FOREARMS/WRIST SUPERFICIAL 926.40
J1 25066 BIOPSY SOFT TISSUE FOREARM&/WRIST DEEP 131040
J1 25071 EXC TUMOR SOFT TISS FOREARM AND/WRIST SUBQ 3CM/> 1516.80
J1 25073 EXC TUMOR SFT TISS FOREARM&/WRIST SUBFASC 3CM/> 1911.60
J1 25075 EXC TUMOR SOFT TISSUE FOREARM &WRIST SUBQ <3CM 1891.20
J1 25076 EXC TUMOR SOFT TISS FOREARM&/WRIST SUBFASC <3CM 1848.00
J1 25077 RAD RESECT TUMOR SOFT TISS FOREARM&/WRIST <3 CM 3178.80
J1 25078 RAD RESCJ TUM SOFT TISSUE FOREARM&/WRIST 3 CM/> 414120
J1 25085 CAPSULOTOMY WRIST 1605.60
J1 25100 ARTHROTOMY WRIST JOINT WITH BIOPSY 1258.80
J1 25101 ARTHRT WRST WAIT EXPL W/WO BX W/WO RMVL LOOSE/FB 1453.20
J1 25105 ARTHROTOMY WRIST JOINT WITH SYNOVECTOMY 1742.40
J1 25107 ARTHROTOMY DSTL RADIOULNAR JOINT RPR CARTILAGE 2204.40
J1 25109 EXC TENDON FOREARM&/WRIST FLEXOR/EXTENSOR EA 1915.20
J1 25110 EXCISION LESION TENDON SHEATH FOREARM&/WRIST 1244.40
J1 25111 EXCISION GANGLION WRIST DORSAL/VOLAR PRIMARY 1161.60
J1 25112 EXCISION GANGLION WRIST DORSAL/VOLAR RECURRENT 1398.00
J1 25115 RAD EXC BURSA SYNVA WRST/F/ARM TDN SHTHS FLXRS 2692.80
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Mississippi Workers’ Compensation Medical Fee Schedule Surgery

0232T, 10004-69990 Effective November 15, 2022
PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount
J1 25116 RAD EXC BURSA SYNVA WRST/F/ARM TDN SHTHS XTNSRS 2154.00 090 N 5772.41
J1 25118 SYNOVECTOMY EXTENSOR TENDON SHTH WRIST 1 CMPRT 1371.60 090 N 2845.02
J1 25119 SYNVCT XTNSR TDN SHTH WRST 1 RESCJ DSTL ULNA 1802.40 090 Y 5755.93
J1 25120 EXCISION/CURETTAGE CYST/TUMOR RADIUS/ULNA 1796.40 090 N 573713
J1 25125 EXC/CURTG CYST/TUMOR RADIUS/ULNA W/AUTOGRAFT 2133.60 090 N 2845.02
J1 25126 EXC/CURTG CYST/TUMOR RADIUS/ULNA W/ALLOGRAFT 2149.20 090 Y 5519.05
J1 25130 EXCISION/CURETTAGE CYST/TUMOR CARPAL BONES 1616.40 090 N 5721.51
J1 25135 EXC/CURTG CYST/TUMOR CARPAL BONES W/AUTOGRAFT 2010.00 090 Y 12429.15
J1 25136 EXC/CURTG CYST/TUMOR CARPAL BONES W/ALLOGRAFT 1788.00 090 Y 11989.99
J1 25145 SEQUESTRECTOMY FOREARM &WRIST 1869.60 090 Y 5715.58
J1 25150 PARTIAL EXCISION BONE ULNA 2032.80 090 N 5735.39
J1 25151 PARTIAL EXCISION BONE RADIUS 2091.60 090 Y 5750.43
J1 25170 RADICAL RESECTION TUMOR RADIUS OR ULNA 5218.80 090 Y 12794.10
J1 25210 CARPECTOMY 1 BONE 1761.60 090 N 5696.93
J1 25215 CARPECTOMY ALL BONES PROXIMAL ROW 2211.60 090 Y 5666.41
J1 25230 RADICAL STYLOIDECTOMY SEPARATE PROCEDURE 1550.40 090 N 5740.60
J1 25240 EXCISION DISTAL ULNA PARTIAL/COMPLETE 1538.40 090 N 5743.20
25246 INJECTION WRIST ARTHROGRAPHY 673.44 000 N
J1 25248 EXPL W/REMOVAL DEEP FOREIGN BODY FOREARM/WRIST 1506.00 090 N 2843.46
25250 REMOVAL WRIST PROSTHESIS SEPARATE PROCEDURE 1916.40 090 Y 2019.96
25251 REMOVAL WRIST PROSTH COMPLICATED W/TOTAL WRIST 2572.80 090 Y 4107.04
J1 25259 MANIPULATION WRIST UNDER ANESTHESIA 154440 090 N 2844 .81
J1 25260 RPR TDN/MUSC FLXR F/ARM&WRST PRIM 1 EA TDN/MU 2269.20 090 N 5747.83
J1 25263 RPR TDN/MUSC FLXR F/ARM&WRIST SEC 1 EA TDN/MUS 2272.80 090 Y 12667.12
J1 25265 RPR TDN/MUSC FLXR F/ARM&WRISTSEC FR GRF EA 2680.80 090 Y 5784.56
J1 25270 RPR TDN/MUSC XTNSR F/ARM&WRIST PRIM 1 EA TDN 1768.80 090 N 5734.67
J1 25272 RPR TDN/MUSC XTNSR F/ARM&WRIST SEC 1 EA TDN/MU 2007.60 090 N 572411
J1 25274 RPR TDN/MUSC XTNSR F/ARM&/WRST SEC FR GRF EA TDN 2374.80 090 N 5635.32
J1 25275 RPR TENDON SHEATH EXTENSOR F/ARM&/WRIST W/GRAFT 2401.20 090 N 5666.70
J1 25280 LNGTH/SHRT FLXR/XTNSR TDN F/ARM&/WRIST 1 EA TDN 2026.80 090 N 572455
J1 25290 TNOT FLXR/XTNSR TENDON FOREARM&/WRIST 1 EA 1562.40 090 N 5741.32
J1 25295 TNOLS FLXR/XTNSR TENDON FOREARM&/WRIST 1 EA 1886.40 090 N 5752.60
J1 25300 TENODESIS WRIST FLEXORS FINGERS 2470.80 090 Y 5770.97
J1 25301 TENODESIS WRIST EXTENSORS FINGERS 2296.80 090 Y 5784.13
J1 25310 TDN TRNSPLJ/TR FLXR/XTNSR F/ARM&WRST 1 EA TDN 2216.40 090 Y 5754.19
J1 25312 TDN TRNSPLJ/TR FLXR/XTNSR F/ARM&WRST 1/TDN GR 2554.80 090 Y 5674.80
J1 25315 FLEXOR ORIGIN SLIDE FOREARM &/WRIST 2751.60 090 Y 12644.09
J1 25316 FLEXOR ORIGIN SLIDE F/ARM&/WRST TENDON TRANSFE 3272.40 090 Y 12535.66
J1 25320 CAPSL-RHPHY/RCNSTJWRST OPN CARPL INS 3505.20 090 Y 12085.31
J1 25332 ARTHRP WRST W/WO INTERPOS W/WO XTRNL/INT FIXJ 3012.00 090 Y 5462.07
J1 25335 CENTRALIZATION WRST ULNA 3374.40 090 Y 5628.23
J1 25337 RCNSTJ STABLJ DSTL U/DSTL JT 2 SOFT TISS STABLJ 3154.80 090 N 12115.06
J1 25350 OSTEOTOMY RADIUS DISTAL THIRD 2409.60 090 Y 11418.74
J1 25355 OSTEOTOMY RADIUS MIDDLE/PROXIMAL THIRD 2736.00 090 Y 5710.81
J1 25360 OSTEOTOMY ULNA 2343.60 090 Y 11951.61
J1 25365 OSTEOTOMY RADIUS & ULNA 3276.00 090 Y 23162.84
J1 25370 MLT OSTEOTOMIES W/RELIGNMT IMED ROD RADIUS/ULNA 3613.20 090 Y 5710.81
J1 25375 MLT OSTEOTOMIES W/RELIGNMT IMED ROD RADIUS&ULNA 3406.80 090 Y 5710.81
J1 25390 OSTEOPLASTY RADIUS/ULNA SHORTENING 2743.20 090 Y 11659.27
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Code Description Amount Amount Amount
OSTEOPLASTY RADIUS/ULNA LENGTHENING W/AUTOGRAFT 3555.60
OSTEOPLASTY RADIUS & ULNA SHORTENING 3616.80
OSTEOPLASTY RADIUS&ULNA LENGTHENING W/AUTOGRAF 4024.80
OSTEOPLASTY CARPAL BONE SHORTENING 2803.20
RPR NONUNION/MALUNION RADIUS/ULNA W/O AUTOGRAFT 2863.20
RPR NONUNION/MALUNION RADIUS/ULNA W/AUTOGRAFT 3697.20
RPR NONUNION/MALUNION RADIUS&ULNA W/O AUTOGRAF 3457.20
RPR NONUNION/MALUNION RADIUS&ULNA W/AUTOGRAFT 4155.60
REPAIR DEFECT W/AUTOGRAFT RADIUS/ULNA 3442.80
REPAIR DEFECT W/AUTOGRAFT RADIUS&ULNA 4002.00
INSERTION VASCULAR PEDICLE CARPAL BONE 2616.00
REPAIR NONUNION CARPAL BONE EACH BONE 2814.00
RPR NONUNION SCAPHOID CARPAL BNE W/WO RDL STYLEC 2738.40
ARTHROPLASTY W/PROSTHETIC RPLCMT DISTAL RADIUS 3349.20
ARTHROPLASTY W/PROSTHETIC RPLCMT DISTAL ULNA 2888.40
ARTHROPLASTY W/PROSTHETIC RPLCMT SCAPHOID CARPAL 2806.80
ARTHROPLASTY W/PROSTHETIC REPLACEMENT LUNATE 2956.80
ARTHROPLASTY W/PROSTHETIC REPLACEMENT TRAPEZIUM 2566.80
ARTHRP W/PROSTC RPLCMT DSTL RDS&PRTL/CARPUS 4161.60
ARTHRP INTERPOS INTERCARPAL/METACARPAL JOINTS 2961.60
REVJ ARTHRP W/REMOVAL IMPLANT WRIST JOINT 3679.20
EPIPHYSL ARRST EPIPHYSIOD/STAPLING DSTL RDS/U 2214.00
EPIPHYSL ARRST EPIPHYSIOD/STAPLING DSTL RDS&ULNA 2616.00
PROPH TX N/P/PLTWR W/WO METHYLACRYLATE RADIUS 2571.60
PROPH TX N/P/PLTWR W/WO METHYLMETHACRYLATE ULNA 2643.60
PROPH TX N/P/PLTWR W/WO METHYLMECRYLATE RAD&UL 3238.80
CLOSED TX RADIAL SHAFT FRACTURE W/O MANIPULATION 1028.40
CLOSED TX RADIAL SHAFT FRACTURE W/MANIPULATION 1821.60
OPEN TREATMENT RADIAL SHAFT FRACTURE 2394.00
CLTX RDL SHFT FX&CLTX DISLC DSTL RAD/ULN JT 2079.60
OPEN RDL SHAFT FX CLOSED RAD/ULN JT DISLOCATE 2814.00
OPEN RDL SHAFT FX OPEN RAD/ULN JT DISLOCATE 3412.80
CLOSED TX ULNAR SHAFT FRACTURE W/O MANIPULATION 951.60
CLOSED TX ULNAR SHAFT FRACTURE W/MANIPULATION 1788.00
OPEN TREATMENT OF ULNAR SHAFT FRACTURE 2234.40
CLOSED TX RADIAL&ULNAR SHAFT FRACTURES W/O MAN 1048.80
CLOSED TX RADIAL&ULNAR SHAFT FRACTURES W/MANJ 1874.40
OPEN TX RADIAL&ULNAR SHAFT FX W/FIXJ RADIUS/ULNA 2412.00
OPEN TX RADIAL&ULNAR SHAFT FX W/FIXJ RADIUS&ULNA 3225.60
CLTX DSTL RADIAL FX/EPIPHYSL SEP W/O MANJ 1222.80
CLTX DSTL RDL FX/EPIPHYSL SEP W/MANJ WHEN PERF 1947.60
PERQ SKEL FIXJ DISTAL RADIAL FX/EPIPHYSL SEP 2389.20
OPTX DSTL RADL X-ARTIC FX/EPIPHYSL SEP 2637.60
OPTX DSTL RADL I-ARTIC FX/EPIPHYSL SEP 2 FRAG 2952.00
OPTX DSTL RADL I-ARTIC FX/EPIPHYSL SEP 3 FRAG 3746.40
CLOSED TX CARPAL SCAPHOID FRACTURE W/O MANJ 1111.20
CLOSED TX CARPAL SCAPHOID FRACTURE W/MANJ 1772.40
OPEN TX CARPAL SCAPHOID NAVICULAR FRACTURE 2571.60
CLTX CARPAL BONE FX W/O MANJ EACH BONE 1104.00

25630
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Code Description Amount Amount Amount FUD Surg Amount
J1 25635 CLTXCARPAL BONE FX W/MANJ EACH BONE 1682.40 090 N 2845.02
J1 25645 OPEN TX CARPAL BONE FRACTURE OTH/THN SCAPHOID EA 2049.60 090 Y 5589.04

25650 CLOSED TREATMENT ULNAR STYLOID FRACTURE 1194.00 090 N 298.91
J1 25651 PRQ SKELETAL FIXATION ULNAR STYLOID FRACTURE 1752.00 090 N 5779.65
J1 25652 OPEN TREATMENT ULNAR STYLOID FRACTURE 2228.40 090 N 11818.23

25660 CLTX RDCRPL/INTERCARPL DISLC 1/> BONES W/MANJ 1615.20 090 N 298.91
J1 25670 OPEN TX RADIOCARPAL/INTERCARPAL DISLC 1/> BONES 2180.40 090 Y 11575.14
J1 25671 PRQ SKELETAL FIXJ DISTAL RADIOULNAR DISLOCATION 1899.60 090 N 5779.36

25675 CLOSED TX DISTAL RADIOULNAR DISLOCATION W/MANJ 1622.40 090 N 298.91
J1 25676 OPEN TX DISTAL RADIOULNAR DISLC ACUTE/CHRONIC 2257.20 090 Y 12545.58

25680 CLTX TRANS-SCAPHOPRILUNAR TYP FX DISLC W/MANJ 1906.80 090 N 298.91
J1 25685 OPEN TX TRANS-SCAPHOPERILUNAR FRACTURE DISLC 2629.20 090 Y 11980.08
J1 25690 CLOSED TX LUNATE DISLOCATION W/MANIPULATION 1768.80 090 N 2845.02
J1 25695 OPEN TREATMENT LUNATE DISLOCATION 2274.00 090 Y 12289.06
J1 25800 ARTHRODESIS WRIST COMPLETE W/O BONE GRAFT 2612.40 090 Y 11420.34
J1 25805 ARTHRODESIS WRIST W/SLIDING GRAFT 3028.80 090 Y 11433.13
J1 25810 ARTHRODESIS WRIST W/ILIAC/OTHER AUTOGRAFT 3079.20 090 Y 22560.25
J1 25820 ARTHRODESIS WRIST LIMITED W/O BONE GRAFT 2331.60 090 Y 11613.85
J1 25825 ARTHRODESIS WRIST LIMITED W/AUTOGRAFT 2842.80 090 Y 11617.05
J1 25830 ARTHRD DSTL RAD/ULN JT SGMTL RSCJ ULNA W/WO BONE 3730.80 090 Y 11879.32
J1* 25900 AMPUTATION FOREARM THROUGH RADIUS & ULNA 2558.40 090 N 22251.08
J1* 25905 AMP FOREARM THRU RADIUS & ULNA OPEN CIRCULAR 2512.80 090 Y 22251.08
J1 25907 AMP F/ARM THRU RADIUS&ULNA SEC CLOSURE/SCAR RE 2202.00 090 Y 5784.56
J1 25909 AMP FOREARM THRU RADIUS&ULNA RE-AMPUTATION 2455.20 090 Y 12763.40
J1* 25915 KRUKENBERG PROCEDURE 4154 .40 090 Y 12031.89
J1* 25920 DISARTICULATION THROUGH WRIST 2626.80 090 N 12031.89
J1 25922 DISARTICULATION THRU WRIST SEC CLOSURE/SCAR REVJ 2329.20 090 Y 2842.96
J1* 25924 DISARTICULATION THRU WRIST RE-AMPUTATION 2568.00 090 Y 12031.89
J1* 25927 TRANSMETACARPAL AMPUTATION 3132.00 090 N 5710.81

25929 TRANSMETACARPAL AMPUTATION SEC CLOSURE/SCAR REVJ 2148.00 090 Y 2483.95
J1 25931 TRANSMETACARPAL AMPUTATION RE-AMPUTATION 2904.00 090 N 5767.50

25999 UNLISTED PROCEDURE FOREARM/WRIST BR YYY N 298.91

26010 DRAINAGE FINGER ABSCESS SIMPLE 1068.12 010 N 260.43
J1 26011 DRAINAGE FINGER ABSCESS COMPLICATED 1585.62 010 N 2873.55
J1 26020 DRAINAGE TENDON SHEATH DIGIT&/PALM EACH 1722.24 090 N 5782.97
J1 26025 DRAINAGE OF PALMAR BURSA SINGLE BURSA 1507.20 090 N 5784.56
J1 26030 DRAINAGE OF PALMAR BURSA MULTIPLE BURSA 1755.60 090 N 5784.56
J1 26034 INCISION BONE CORTEX HAND/FINGER 1975.20 090 N 2808.46
J1 26035 DECOMPRESSION FINGERS&/HAND INJECTION INJURY 3073.20 090 N 5784.56
J1 26037 DECOMPRESSIVE FASCIOTOMY HAND 2002.80 090 N 5783.84
J1 26040 FASCIOTOMY PALMAR PERCUTANEOUS 1131.60 090 N 2845.02
J1 26045 FASCIOTOMY PALMAR OPEN PARTIAL 1692.00 090 N 5782.25
J1 26055 TENDON SHEATH INCISION 2154.00 090 N 284452
J1 26060 TENOTOMY PERCUTANEOUS SINGLE EACH DIGIT 919.20 090 N 2843.24
J1 26070 ARTHRT EXPL DRG/RMVL LOOSE/FB CARP/MTCRPL JT 1149.60 090 N 2839.55
J1 26075 ARTHRT EXPL DRG/RMVL LOOSE/FB MTCARPHLNGL JT EA 1210.80 090 N 5772.27
J1 26080 ARTHRT EXPL DRG/RMVL LOOSE/FB IPHAL JT EA 1429.20 090 N 2843.96
J1 26100 ARTHROTOMY BIOPSY CARP/MTCRPL JOINT EACH 1219.20 090 N 5727.58
J1 26105 ARTHROTOMY BIOPSY MTCARPHLNGL JOINT EACH 1227.60 090 N 5783.41
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Code Description Amount Amount Amount FUD Surg Amount
J1 26110 ARTHROTOMY BIOPSY INTERPHALANGEAL JOINT EACH 1167.60 090 N 2842.25
J1 26111 EX TUMNVASC MALF SFT TISS HAND/FNGR SUBQ 1.5CM/> 1482.00 090 Y 2872.62
J1 26113 EXTUM/NVASC MAL SFT TIS HAND/FNGR SUBFSC 1.5CM/> 1948.80 090 Y 2870.61
J1 26115 EXC TUM/VASC MAL SFT TISS HAND/FNGR SUBQ <1.5CM 1988.40 090 N 2871.68
J1 26116 EXC TUM/VAS MAL SFT TIS HAND/FNGR SUBFASC<1.5CM 1873.20 090 N 2871.18
J1 26117 RAD RESECT TUMOR SOFT TISSUE HAND/FINGER <3CM 2630.40 090 N 4829.42
J1 26118 RAD RESCJ TUM SOFT TISSUE HAND/FINGER 3 CM/> 3758.40 090 Y 4843.10
J1 26121 FASCT PALM W/WO Z-PLASTY TISSUE REARGMT/SKN GRFT 2142.00 090 N 5779.21
J1 26123 FASCT PRTL PALMAR 1 DGT PROX IPHAL JT W/WO RPR 2983.20 090 N 5777.77
+ 26125 FASCT PRTL PALMR ADDL DGT PROX IPHAL JT W/WO RPR 951.60 777 N
J1 26130 SYNOVECTOMY CARPOMETACARPAL JOINT 1684.80 090 N 5666.85
J1 26135 SYNVCT MTCARPHLNGL JT W/INTRNSC RLS&XTNSR HOOD 1984.80 090 N 5736.98
J1 26140 SYNVCT PROX IPHAL JT W/XTNSR RCNSTJ EA IPHAL JT 1818.00 090 N 2840.40
J1 26145 SYNVCT TDN SHTH RAD FLXR TDN PALM&/FNGR EA TDN 1845.60 090 N 2843.32
J1 26160 EXC LESION TDN SHTHAJT CAPSL HAND/FNGR 2240.40 090 N 2843.60
J1 26170 EXCISION TENDON PALM FLEXOR/EXTENSOR SINGLE EACH 1462.80 090 N 2845.02
J1 26180 EXCISION TENDON FINGER FLEXOR/EXTENSOR EACH 1608.00 090 N 2845.02
J1 26185 SESAMOIDECTOMY THUMB/FINGER SEPARATE PROCEDURE 1993.20 090 Y 2828.95
J1 26200 EXCISION/CURETTAGE CYST/TUMOR METACARPAL 1608.00 090 N 282461
J1 26205 EXC/CURETTAGE CYST/TUMOR METACARPAL W/AUTOGRAFT 2172.00 090 N 12794.10
J1 26210 EXCISION/CURETTAGE CYST/TUMOR PHALANX FINGER 1600.80 090 N 2841.54
J1 26215 EXC/CURETTAGE CYST/TUMOR PHALANX FINGER W/AGRAFT 2034.00 090 N 5600.76
J1 26230 PARTIAL EXCISION BONE METACARPAL 1789.20 090 N 5769.52
J1 26235 PARTIAL EXCISION PROXIMAL/MIDDLE PHALANX FINGER 1760.40 090 N 2840.33
J1 26236 PARTIAL EXCISION DISTAL PHALANX FINGER 1582.80 090 N 2840.75
J1 26250 RADICAL RESECTION TUMOR METACARPAL 3789.60 090 N 5676.54
J1 26260 RAD RESECTION TUMOR PROX/MIDDLE PHALANX FINGER 2842.80 090 Y 5731.34
J1 26262 RADICAL RESECTION TUMOR DISTAL PHALANX FINGER 2251.20 090 Y 2845.02
26320 REMOVAL IMPLANT FROM FINGER/HAND 1255.20 090 N 2040.53
J1 26340 MANIPULATION FINGER JOINT UNDER ANES EACH JOINT 1263.60 090 N 2845.02
26341 MANIPLATN PALAR FASCIAL CRD POST INJ SINGLE CORD 400.20 010 N 298.91
J1 26350 RPR/ADVMNT FLXR TDN N/z/2 W/O FR GRAFT EA TENDON 2720.40 090 N 5727.87
J1 26352 RPR/ADVMNT FLXR TDN N/Z/2 W/FR GRAFT EA TENDON 3030.00 090 Y 12449.62
J1 26356 RPR/ADVMNT FLXR TDN ZONE 2 W/O FR GRFT EA TENDON 2842.80 090 N 5725.70
J1 26357 RPR/ADVMNT FLXR TDN ZONE 2 W/O FR GRFT EA TENDON 3190.80 090 Y 5746.53
J1 26358 RPR/ADVMNT FLXR TDN ZONE 2 W/FR GRAFT EA TENDON 3523.20 090 Y 12590.68
J1 26370 RPR/ADVMNT TDN W/NTC SUPFCIS TDN PRIM EA TDN 2860.80 090 N 5716.45
J1 26372 RPR/ADVMNT TDN W/NTC SUPFCIS TDN W/FREE GRAFT EA 3334.80 090 Y 12594.83
J1 26373 RPR/ADVMNT TDN W/NTC SUPFCIS TDN W/O FREE GRF EA 3211.20 090 Y 5502.42
J1 26390 EXC FLXR TDN W/IMPLTJ SYNTH ROD DLYD TDN GRF H/F 3189.60 090 Y 11752.66
J1 26392 RMVL SYNTHROD & INSJ FLXR TDN GRF H/F EA ROD 3643.20 090 Y 12660.72
J1 26410 REPAIR EXTENSOR TENDON HAND W/O GRAFT EACH 219144 090 N 2836.70
J1 26412 REPAIR EXTENSOR TENDON HAND W/GRAFT EACH 261240 090 N 5695.62
J1 26415 EXC XTNSR TDN W/IMPLTJ SYNTH ROD DLYD GRF H/F EA 3100.80 090 N 5692.59
J1 26416 RMVL SYNTHROD & INSJ XTNSR TDN GRF H/F EA ROD 3350.40 090 N 5651.52
J1 26418 REPAIR EXTENSOR TENDON FINGER W/O GRAFT EACH 2242.50 090 N 2834.71
J1 26420 REPAIR EXTENSOR TENDON FINGER W/GRAFT EACH 2712.00 090 Y 5662.94
J1 26426 RPR XTNSR TDN CNTRL SLIP TISS W/LAT BAND EA FNGR 1802.40 090 N 5672.49
J1 26428 RPR XTNSR TDN CNTRL SLIP SEC W/FR GRFT EA FINGER 2904.00 090 N 5710.95
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J1 26432 CLTXDSTL XTNSR TDN INSJ W/WO PERCUTAN PINNING 1930.62 090 N 2838.41
J1 26433 REPAIR EXTENSOR TENDON DISTAL INSERTION W/O GRF 2053.44 090 N 5670.03
J1 26434 REPAIR EXTENSOR TENDON DISTAL INSERTION W/GRAFT 2517.12 090 Y 5488.39
J1 26437 REALIGNMENT EXTENSOR TENDON HAND EACH TENDON 2424 66 090 N 5768.94
J1 26440 TENOLYSIS FLEXOR TENDON PALM/FINGER EACH TENDON 2378.40 090 N 2834.35
J1 26442 TENOLYSIS FLEXOR TENDON PALM&FINGER EACH TENDO 3580.80 090 N 5738.86
J1 26445 TENOLYSIS EXTENSOR TENDON HAND/FINGER EACH 2223.60 090 N 5754.19
J1 26449 TENOLYSIS CPLX XTNSR TENDON FINGER W/FOREARM EA 2487.60 090 N 5575.60
J1 26450 TENOTOMY FLEXOR PALM OPEN EACH TENDON 1581.48 090 N 577748
J1 26455 TENOTOMY FLEXOR FINGER OPEN EACH TENDON 1567.68 090 N 284488
J1 26460 TENOTOMY EXTENSOR HAND/FINGER OPEN EACH TENDON 1534.56 090 N 2817.14
J1 26471 TENODESIS PROXIMAL INTERPHALANGEAL JOINT EACH 2395.68 090 N 5621.73
J1 26474 TENODESIS DISTAL JOINT EACH 2340.48 090 Y 2834.35
J1 26476 LENGTHENING TENDON EXTENSOR HAND/FINGER EACH 2311.50 090 N 5601.77
J1 26477 SHORTENING TENDON EXTENSOR HAND/FINGER EACH 2257.68 090 N 5606.54
J1 26478 LENGTHENING TENDON FLEXOR HAND/FINGER EACH 2403.96 090 N 5776.03
J1 26479 SHORTENING TENDON FLEXOR HAND/FINGER EACH 2431.56 090 Y 5784.56
J1 26480 TR/TRNSPL TDN CARP/MTCRPL HAND W/O FR GRF EA TDN 2858.40 090 N 5761.28
J1 26433 TENDON TRANSFER TRANSPLANT CARP/MTCRPL GRAFT 3163.20 090 Y 5774.01
J1 26485 TRANSFER/TRANSPLANT TENDON PALMAR W/O GRAFT EACH 3034.80 090 Y 5668.00
J1 264839 TRANSFER/TRANSPLANT TENDON PALMAR W/GRAFT EACH 3511.20 090 N 5698.08
J1 26490 OPPONENSPLASTY SUPFCIS TDN TR TYP EATDN 3051.60 090 N 5715.87
J1 26492 OPPONENSPLASTY TDN TR W/GRF EA TDN 3367.20 090 Y 5681.31
J1 26494 OPPONENSPLASTY HYPOTHENAR MUSC TR 3062.40 090 Y 5784.56
J1 26496 OPPONENSPLASTY OTHER METHODS 3292.80 090 N 5742.05
J1 26497 TR TDN RESTORE INTRNSC FUNCJ RING&SM FNGR 3289.20 090 Y 5757.09
J1 26498 TR TDN RESTORE INTRNSC FUNCJ ALL 4 FNGRS 4268.40 090 Y 5784.56
J1 26499 CORRECTION CLAW FINGER OTHER METHODS 3165.60 090 Y 5544.21
J1 26500 RCNSTJ TENDON PULLEY EACH W/LOCAL TISSUES SPX 2409.48 090 N 12704.86
J1 26502 RCNSTJ TDN PULLEY EA TDN W/TDN/FSCAL GRF SPX 2754.00 090 Y 5628.09
J1 26508 RELEASE THENAR MUSCLE 2453.64 090 N 5714.42
J1 26510 CROSS INTRINSIC TRANSFER EACH TENDON 2311.50 090 N 5723.82
J1 26516 CAPSULODESIS MTCARPHLNGL JOINT SINGLE DIGIT 2704.80 090 N 5450.65
J1 26517 CAPSULODESIS MTCARPHLNGL JOINT 2 DIGITS 3148.80 090 Y 5549.42
J1 26518 CAPSULODESIS MTCARPHLNGL JOINT 3/4 DIGITS 3190.80 090 Y 11563.63
J1 26520 CAPSULECTOMY/CAPSULOTOMY MTCARPHLNGL JOINT EACH 2492.40 090 N 5758.97
J1 26525 CAPSULECTOMY/CAPSULOTOMY IPHAL JOINT EACH 2500.80 090 N 2839.90
J1 26530 ARTHROPLASTY METACARPOPHALANGEAL JOINT EACH 1936.80 090 Y 11736.99
J1 26531 ARTHRP MTCARPHLNGL JT W/PROSTC IMPLT EA JT 2256.00 090 Y 11411.38
J1 26535 ARTHROPLASTY INTERPHALANGEAL JOINT EACH 1562.40 090 N 5480.15
J1 26536 ARTHROPLASTY INTERPHALANGEAL JT W/PROSTHETIC EA 2726.40 090 N 11502.86
J1 26540 RPR COLTRL LIGM MTCARPHLNGL/IPHAL JT 2546.40 090 N 5458.46
J1 26541 RCNSTJ COLTRL LIGM MTCARPHLNGL 1 W/TDN/FSCAL GRF 3025.20 090 Y 5395.41
J1 26542 RCNSTJ COLTRL LIGM MTCARPHLNGL 1 W/LOCAL TISS 2628.00 090 N 5443.56
J1 26545 RCNSTJ COLTRL LIGM IPHAL JT 1 W/GRF EA JT 2659.20 090 N 5501.55
J1 26546 RPR NON-UNION MTCRPL/PHALANX 3740.40 090 Y 11980.72
J1 26548 RPR &RCNSTJ FINGER VOLAR PLATE INTERPHALANGEAL 2899.20 090 N 5567.21
J1 26550 POLLICIZATION DIGIT 5962.80 090 Y 5784.56
J1* 26551 TR TOE-TO-HAND W/MVASC ANAST GRT TOE WRP/ARND 11784.00 090 Y 12031.89
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PC TC
Code Description Amount Amount Amount
TR TOE-TO-HAND W/MVASC ANAST OTH/THN GRT TOE 1 11704.80
TR TOE-TO-HAND W/MVASC ANAST OTH/THN GRT TOE 2 13616.40
TR FNGR AXH POS W/O MVASC ANAST 5018.40
TRANSFER FREE TOE JOINT W/MVASC ANASTOMOSIS 12169.20
REPAIR SYNDACTYLY EACH SPACE W/SKIN FLAPS 2278.38
REPAIR SYNDACTYLY EACH SPACE W/SKIN FLAPS&GRAFT 3565.20
REPAIR SYNDACTYLY EACH SPACE COMPLEX 4960.80
OSTEOTOMY METACARPAL EACH 2611.20
OSTEOTOMY PHALANX FINGER EACH 2618.40
OSTEOPLASTY LENGTHENING METACARPAL/PHALANX 339240
REPAIR CLEFT HAND 5546.40
RCNSTJ POLYDACTYLOUS DIGIT SOFT TISSUE & BONE 3724.80
REPAIR MACRODACTYLIA EACH DIGIT 5164.80
REPAIR INTRINSIC MUSCLES HAND EACH MUSCLE 1705.68
RELEASE INTRINSIC MUSCLES HAND EACH MUSCLE 2334.96
EXC CONSTRICTING RING FNGR W/MLT Z-PLASTIES 2960.40
CLTX METACARPAL FX W/O MANIPULATION EACH BONE 1087.20
CLTX METACARPAL FX W/MANIPULATION EACH BONE 1197.60
CLTX METACARPAL FX W/MANJ W/XTRNL FIXJ EA BONE 1842.00
PRQ SKELETAL FIXJ METACARPAL FX EACH BONE 1730.40
OPEN TX METACARPAL FRACTURE SINGLE EA BONE 2058.00
CLTX CARPO/METACARPAL DISLOCATION THUMB W/MANJ 1482.12
CLTX CARPO/METACARPAL FX DISLC THUMB W/MANJ 1567.20
PRQ SKELETAL FIX CARPO/METACARPAL FX DISLC THUMB 1729.20
OPEN TX CARPOMETACARPAL FRACTURE DISLOCATE THUMB 2229.60
CLTX CARPO/METACARPL DISLC THMB MANJ EA W/O ANES 1263.60
CLTX CARPO/MTCRPL DISLC THUMB MANJ EA JT W/ANES 1669.20
PRQ SKEL FIXJ CARPO/MTCRPL DISLC THMB MANJ EA JT 1827.60
OPEN TX CARPOMETACARPAL DISLOCATE NOT THUMB 2061.60
OPTX CARP/MTCRPL DISLC THMB CPLX MLT/DLYD RDCTJ 2234.40
CLTX METACARPOPHALANGEAL DISLC W/MANJ W/O ANES 1222.80
CLTX METACARPOPHALANGEAL DISLC W/MANJ W/ANES 1530.00
PRQ SKEL FIXJ METACARPOPHALANGEAL DISLC W/MANJ 1604.40
OPEN TREATMENT METACARPOPHALANGEAL DISLOCATION 2050.80
CLTX PHLNGL FX PROX/MIDDLE PX/F/T W/O MANJ EA 722.40
CLTX PHLNGL FX PROX/MIDDLE PX/F/T W/MANJ EA 1236.00
PRQ SKEL FIXJ PHLNGL SHFT FX PROX/MIDDLE PX/F/T 1702.80
OPEN TX PHALANGEAL SHAFT FRACTURE PROX/MIDDLE EA 2126.40
CLTX ARTCLR FX INVG MTCRPHLNGL/IPHAL JT W/O MANJ 840.00
CLTX ARTCLR FX INVG MTCARPHLNGL/IPHAL JT W/MANJ 1352.40
OPEN TX ARTICULAR FRACTURE MCP/IP JOINT EA 2650.80
CLTX DSTL PHLNGL FX FNGR/THMB W/O MANJ EA 675.60
CLTX DSTL PHLNGL FX FNGR/THMB W/MANJ EA 1156.80
PRQ SKEL FIXJ DSTL PHLNGL FX FNGR/THMB EA 1527.60
OPEN TX DISTAL PHALANGEAL FRACTURE EACH 1797.60
CLTX IPHAL JT DISLC W/MANJ W/O ANES 1032.00
CLTX IPHAL JT DISLC W/MANJ REQ ANES 1418.40
PRQ SKEL FIXJ IPHAL JT DISLC W/MANJ 1618.80
OPEN TX INTERPHALANGEAL JOINT DISLOCATION 1954.80

26785
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J1 26820 FUSION OPPOSITION THUMB W/AUTOGENOUS GRAFT 3019.20 090 Y 11603.93
J1 26841 ARTHRD CARPO/METACARPAL JT THUMB W/WO INT FIXJ 2809.20 090 N 11946.17
J1 26842 ARTHRD CRP/MTACRPL JT THMB W/WO INT FIXJ W/AGRFT 3026.40 090 Y 11969.84
J1 26843 ARTHRD CARP/MTCRPL JT DGT OTHER THAN THUMB EACH 2852.40 090 Y 11532.92
J1 26844 ARTHRD CARP/MTCRPL JT DGT OTH/THN THMB W/AGRFT 3128.40 090 Y 11746.91
J1 26850 ARTHRODESIS METACARPOPHALANGEAL JT W/WO INT FIXJ 2671.20 090 N 12077.31
J1 26852 ARTHRODESIS MTCRPL JT W/WO INT FIXJ W/AUTOGRAFT 3019.20 090 Y 11996.71
J1 26860 ARTHRODESIS INTERPHALANGEAL JT W/WO INT FIXJ 2195.58 090 N 5536.55

+ 26861 ARTHRODESIS IPHAL JT W/WO INT FIXJ EA IPHAL JT 360.00 777 N
J1 26862 ARTHRODESIS IPHAL JT W/WO INT FIXJ W/AUTOGRAFT 2782.80 090 Y 5532.64
+ 26863 ARTHRODESIS IPHAL JT W/WO INT FIXJ W/AGRFT EA JT 802.80 777 Y

J1 26910 AMP MTCRPL W/FINGER/THUMB W/WO INTEROSS TRANSFER 2767.20 090 N 5771.84
J1 26951 AMP F/TH 1/2 JT/PHALANX W/NEURECT W/DIR CLSR 2540.40 090 N 5781.67
J1 26952 AMP F/TH 1/2 JT/PHALANX W/NEURECT LOCAL FLAP 2486.40 090 N 5779.50

26989 UNLISTED PROCEDURE HANDS/FINGERS BR YYY N 298.91
J1 26990 |&D PELVIS/HIP JT AREA DEEP ABSCESS/HEMATOMA 2452.80 090 N 5760.70
J1 26991 1&D PELVIS/HIP JOINT AREA INFECTED BURSA 2544.00 090 N 2839.05
J1* 26992 INCISION BONE CORTEX PELVIS&/HIP JOINT 3608.40 090 N 12031.89
J1 27000 TENOTOMY ADDUCTOR HIP PERCUTANEOUS SPX 1435.20 090 N 2835.78
J1 27001 TENOTOMY ADDUCTOR HIP OPEN 1934.40 090 Y 5622.31
J1 27003 TXADDUXOR SUBQ OPN W/OBTURATOR NEURECTOMY 2145.60 090 Y 12031.89
J1* 27005 TENOTOMY HIP FLEXOR OPEN SEPARATE PROCEDURE 2582.40 090 Y 12031.89
J1 27006 TENOTOMY ABDUCTORS&/EXTENSOR HIP OPEN SPX 2554.80 090 Y 5705.31
J1* 27025 FASCIOTOMY HIP/THIGH ANY TYPE 3290.40 090 N 12031.89
J1 27027 DECOMPRESSION FASCIOTOMY PELVIC COMPARTMENT UNI 3154.80 090 N 12514.87
J1* 27030 ARTHROTOMY HIP W/DRAINAGE 3339.60 090 Y 12031.89
J1 27033 ARTHROTOMY HIP EXPLORATION/REMOVAL FOREIGN BODY 3463.20 090 Y 12581.72
J1 27035 DNRVTJHIP JT INTRAPEL/XTRPEL INTRA-ARTCLR BRNCH 4068.00 090 Y 5763.16
J1* 27036 CAPSLCTOMY/CAPSUL HIP W/RLS HIP FLXR MUSC 3628.80 090 Y 12031.89
J1 27040 BIOPSY SOFT TISSUE PELVIS&HIP AREA SUPERFICIAL 1222.80 010 N 2873.55
J1 27041 BIOPSY SOFT TISSUE PELVIS&HIP DEEP/SUBFSCAL/IM 2529.60 090 N 2872.69
J1 27043 EXCISION TUMOR SOFT TISSUE PELVIS&HIP SUBQ 3CM/> 1678.80 090 N 4840.80
J1 27045 EXC TUMOR SOFT TISSUE PELVIS & HIP SUBFASC 5CM/> 2622.00 090 Y 4840.44
J1 27047 EXC TUMOR SOFT TISSUE PELVIS & HIP SUBQ <3CM 1792.80 090 N 4837.90
J1 27048 EXC TUMOR SOFT TISSUE PELVIS & HIP SUBFASC <5CM 2178.00 090 Y 4827.36
J1 27049 RAD RESECT TUMOR SOFT TISSUE PELVIS & HIP <5 CM 4798.80 090 Y 484117
J1 27050 ARTHROTOMY W/BIOPSY SACROILIAC JOINT 1453.20 090 N 2845.02
J1 27052 ARTHROTOMY W/BIOPSY HIP JOINT 2067.60 090 Y 2768.63
J1* 27054 ARTHROTOMY W/SYNOVECTOMY HIP JOINT 2457.60 090 Y 5710.81
J1 27057 DCMPRN FASCIOTOMY PELVIC CMPRT DBRDMT MUSCLE UNI 3596.40 090 N 2845.02
J1 27059 RAD RESECTION TUMOR SOFT TISS PELVIS&HIP 5 CM/> 6436.80 090 Y 4840.20
J1 27060 EXCISION ISCHIAL BURSA 1668.00 090 N 12691.75
J1 27062 EXCISION TROCHANTERIC BURSA/CALCIFICATION 1630.80 090 N 5604.37
J1 27065 EXCISION BONE CYST/BNIGN TUMOR SUPERFICIAL 1882.80 090 Y 12696.55
J1 27066 EXCISION BONE CYST/BENIGN TUMOR DEEP 2910.00 090 Y 5736.26
J1 27067 EXCB1CST/B9 TUM W/AGRFT REQ SEP INC 3690.00 090 Y 12794.10
J1* 27070 PARTIAL EXCISION SUPERFICIAL PELVIS 3184.80 090 Y 12031.89
J1* 27071 PARTIAL EXCISION DEEP PELVIS 3492.00 090 Y 12031.89
J1* 27075 RAD RESCT TUMOR WING OF ILIUM 1 PUBIC/ISCHIAL 7388.40 090 Y 12031.89
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J1* 27076 RAD RESCT TUMOR ILIUM ACETABULUM BOTH PUBIC 8929.20 090 Y 12031.89
J1* 27077 RADICAL RESCTION TUMOR INNOMINATE BONE TOTAL 9958.80 090 Y 22251.08
J1* 27078 RAD RESCT TUMOR ISCHIAL TUBEROSITY&GRT TRCHNTR 7285.20 090 Y 22251.08
J1 27080 COCCYGECTOMY PRIMARY 1831.20 090 Y 5781.81
J1 27086 RMVL FOREIGN BODY PELVIS/HIP SUBCUTANEOUS TISS 1125.60 010 N 4842.74
J1 27087 REMOVAL FOREIGN BODY PELVIS/HIP DEEP 2197.20 090 Y 5778.05
J1* 27090 REMOVAL HIP PROSTHESIS SEPARATE PROCEDURE 2964.00 090 Y 4823.97
J1* 27091 RMVL HIP PROSTH COMP W/TOT HIP PROSTH MMA 5658.00 090 Y 4823.97

27093 INJECTION HIP ARTHROGRAPHY W/O ANESTHESIA 789.36 000 N

27095 INJECTION HIP ARTHROGRAPHY W/ANESTHESIA 1051.56 000 N

27096 INJECT SI JOINT ARTHRGRPHY&/ANES/STEROID W/IMA 582.00 000 N
J1 27097 RELEASE/RECESSION HAMSTRING PROXIMAL 2446.80 090 Y 5729.18
J1 27098 TRANSFER ADDUCTOR ISCHIUM 2488.80 090 Y 5672.34
J1 27100 TR XTRNL OBLQ MUSC TRCHNTR W/FSCAL/TDN XTN GRF 2965.20 090 Y 11918.03
J1 27105 TR PARASPIMUSC HIP FASC/TDN XTN GRF 3109.20 090 Y 5710.81
J1 27110 TRANSFER ILIOPSOAS GREATER TROCHANTER FEMUR 3464.40 090 Y 11657.35
J1 27111 TRANSFER ILIOPSOAS FEMORAL NECK 3225.60 090 Y 5710.81
J1* 27120 ACETABULOPLASTY 4620.00 090 Y 22251.08
J1* 27122 ACETABULOPLASTY RESECTION FEMORAL HEAD 3931.20 090 Y 22251.08
J1* 27125 HEMIARTHROPLASTY HIP PARTIAL 4024.80 090 Y 22251.08
J1 27130 ARTHRP ACETBLR/PROX FEM PROSTC AGRFT/ALGRFT 4690.80 090 Y 22103.12
J1* 27132 CONV PREV HIP TOT HIP ARTHRP W/WO AGRFT/ALGRFT 5931.60 090 Y 22251.08
J1* 27134 REVJ TOT HIP ARTHRP BTH W/WO AGRFT/ALGRFT 6758.40 090 Y 22251.08
J1* 27137 REVJ TOT HIP ARTHRP ACTBLR W/WO AGRFT/ALGRFT 5203.20 090 Y 22251.08
J1* 27138 REVJ TOT HIP ARTHRP FEM ONLY W/WO ALGRFT 5408.40 090 Y 22251.08
J1* 27140 OSTEOTOMY&TRANSFER GREATER TROCHANTER SPX 3187.20 090 Y 22251.08
J1* 27146 OSTEOTOMY ILIAC ACETABULAR/INNOMINATE BONE 4554.00 090 Y 12031.89
J1* 27147 OSTEOTOMY ILIAC ACETABULAR/INNOMINATE HIP RDCTJ 5197.20 090 Y 12031.89
J1* 27151 OSTEOTOMY ILIAC ACETABULAR/INNOMINATE FEM OSTEOT 5616.00 090 Y 12031.89
J1* 27156 OSTEOT ILIAC ACTBLR/INNOMINATE BONE OSTEOT RDCTJ 6050.40 090 Y 12031.89
J1* 27158 OSTEOTOMY PELVIS BILATERAL 4975.20 090 Y 12031.89
J1* 27161 OSTEOTOMY FEMORAL NECK SEPARATE PROCEDURE 4344.00 090 Y 12031.89
J1* 27165 OSTEOT INTERTRCHNTRIC/SUBTRCHNTRIC W/INT/XTRNL 4903.20 090 Y 12031.89
J1* 27170 B1 GRF FEM H/N INTERTRCHNTRIC/SUBTRCHNTRIC AREA 4147.20 090 Y 12031.89
J1* 27175 TX SLP FEMORAL EPIPHYSIS TRCJ W/O REDUCTION 2379.60 090 N 12031.89
J1* 27176 TX SLP FEM EPIPHYSIS SINGLE/MULTIPL PINNING SITU 3290.40 090 Y 22251.08
J1* 27177 OPTX SLP FEM EPIPHYSIS SINGLE/MULT PIN/BONE GRFT 3973.20 090 Y 12031.89
J1* 27178 OPTX SLP FEM EPIPHYSIS CLSD MANJ SINGL/MLTPL PIN 3290.40 090 Y 12031.89
J1 27179 OPTX SLP FEM EPIPHYSIS OSTPL FEM NCK HEYMAN PX 3492.00 090 Y 12031.89
J1* 27181 OPTX SLP FEM EPIPHYSIS OSTEOT&INT FIXJ 3985.20 090 Y 12031.89
J1* 27185 EPIPHYSL ARRST EPIPHYSIOD/STAPLING TRCHNTR FEMUR 2568.00 090 N 12031.89
J1* 27187 PROPH TX N/P/PLTWR W/WO MMA FEM NCK & PROX FEMUR 3554.40 090 Y 12031.89

27197 CLSD TX PELVIC RING FX W/O MANIPULATION 478.80 000 N 298.91

27198 CLSD TX PELVIC RING FX W/MANIPULATION W/ANES 1135.20 000 N 298.91

27200 CLOSED TREATMENT COCCYGEAL FRACTURE 676.80 090 N 298.91
J1 27202 OPEN TREATMENT COCCYGEAL FRACTURE 1885.20 090 Y 5710.81

27215 OPTXILIAC TUBRST AVLS/WING FX FIXJ IF PRFRMD 2160.00 090 N

27216 PERQ SKELETAL FIXATION PST PELVIC BONE FX&/DIS 3206.40 090 N

27217 OPTX ANT PELVIC BONE FX&/DISLC INT FIXJ IF PFR 3008.40 090 N 5927.33
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27218 OPTX POST PEL BONE FX&/DISLC INT FIXJ IF PFRMD 4155.60 090 N
27220 CLTX ACETABULUM HIP/SOCKT FX W/O MANJ 1837.20 090 N 298.91
J1* 27222 CLTX ACETABULM HIP/SOCKT FX MANJ W/WO SKEL TRACJ 3510.00 090 N 420.93
J1* 27226 OPTXPST/ANT ACTBLR WALL FX W/INT FIXJ 3757.20 090 Y 12031.89
J1* 27227 OPTXACTBLR FX INVG ANT/PST 1 COLUMN/FX W/INT 5859.60 090 Y 12031.89
J1* 27228 OPTXACTBLR FXINVG ANT&POST 2 COLUMNS FX W/INT 6660.00 090 Y 12031.89
27230 CLTX FEM FX PROX END NCK W/O MANJ 1748.40 090 N 298.91
J1* 27232 CLTXFEM FX PROX END NCK W/MANJ W/WO SKEL TRACJ 2634.00 090 N 2842.96
J1 27235 PRQ SKEL FIXJ FEMORAL FX PROX END NECK 3235.20 090 N 11964.72
J1* 27236 OPTXFEM FX PROX END NCK INT FIXJ/PROSTC RPLCMT 4244 .40 090 Y 12031.89
J1 27238 CLTXINTER/PERI/SUBTROCHANTERIC FEM FX W/O MANJ 1677.60 090 N 2809.96
J1* 27240 CLTXINTR/PERI/SBTRCHNTC FEMORAL FX W/MANJ 3420.00 090 N 2842.96
J1* 27244 TXINTER/PR/SUBTRCHNTRIC FEMORAL FX SCREW IMPLT 4365.60 090 Y 12031.89
J1* 27245 TXINTER/PR/SUBTRCHNTRIC FEM FX IMED IMPLTSCREW 4362.00 090 Y 12031.89
27246 CLTX GREATER TROCHANTERIC FX W/O MANJ 1405.20 090 N 298.91
J1* 27248 OPEN TREATMENT GREATER TROCHANTERIC FRACTURE 2664.00 090 Y 12031.89
27250 CLTX HIP DISLOCATION TRAUMATIC W/O ANESTHESIA 639.60 000 N 298.91
J1 27252 CLTXHIP DISLOCATION TRAUMATIC REQ ANESTHESIA 2697.60 090 N 284424
J1* 27253 OPTXHIP DISLOCATION TRAUMATIC W/O INTERNAL FIXJ 3354.00 090 Y 5710.81
J1* 27254 OPTXHIP DISLC TRAUMTC W/ACTBLR WALL&FEM HEAD 452520 090 Y 5710.81
27256 TX SPONTAN HIP DISLC ABDCT SPLNT/TRCJ W/O ANES 1098.00 010 N 298.91
J1 27257 TXSPON HIP DISLC ABDCT SPLNT/TRCJ W/MANJ ANES 1282.80 010 N 2845.02
J1* 27258 OPTX SPON HIP DISLC RPLCMT FEM HEAD ACTBLM 3960.00 090 Y 5710.81
J1* 27259 OPTX SPON HIP DISLC RPLCMT FEM HEAD ACTBLM SHRT 5480.40 090 Y 5710.81
27265 CLTXPOST HIP ARTHRP DISLC W/O ANES 1473.60 090 N 298.91
J1 27266 CLTXPOST HIP ARTHRP DISLC REQ ANES 2095.20 090 N 2844.31
J1 27267 CLOSED TX FEMORAL FRACTURE PROX HEAD W/O MANJ 1581.60 090 Y 5650.36
J1* 27268 CLOSED TX FEMORAL FRACTURE PROX HEAD W/MANJ 1950.00 090 Y 5710.81
J1* 27269 OPEN TX FEMORAL FRACTURE PROXIMAL END HEAD 4408.80 090 Y 2842.96
J1 27275 MANIPULATION HIP JOINT GENERAL ANESTHESIA 652.80 010 N 2844.95
J1 27279 ARTHRODESIS SI JOINT PERCUTANEOUS/MIN INVASIVE 2758.62 090 Y 27215.67
J1* 27280 ARTHRODESIS SIJT OPN W/OBTAINING B1 GRF INSTRMJ 4851.60 090 Y 27818.41
J1* 27282 ARTHRODESIS SYMPHYSIS PUBIS W/OBTAINING GRAFT 3070.80 090 Y 22251.08
J1* 27284 ARTHRODESIS HIP JOINT W/OBTAINING GRAFT 5695.20 090 Y 27818.41
J1* 27286 ARTHRD HIP JT W/OBTG GRF W/SUBTRCHNTRIC OSTEOT 5832.00 090 Y 27818.41
J1* 27290 INTERPELVIABDOMINAL AMPUTATION 5774.40 090 Y 27818.41
J1* 27295 DISARTICULATION HIP 4494.00 090 Y 27818.41
27299 UNLISTED PROCEDURE PELVIS/HIP JOINT BR YYY Y 298.91
J1 27301 1&D DEEP ABSC BURSA/HEMATOMA THIGH/KNEE REGION 2422.80 090 N 4820.82
J1* 27303 INC DEEP W/OPNG BONE CORTEX FEMUR/KNEE 2283.60 090 Y 12031.89
J1 27305 FASCIOTOMY ILIOTIBIAL OPEN 1731.60 090 Y 5727.30
J1 27306 TENOTOMY PRQ ADDUCTOR/HAMSTRING 1 TENDON SPX 1207.20 090 Y 5718.33
J1 27307 TENOTOMY PRQ ADDUCTOR/HAMSTRING MULTIPLE TENDON 1657.20 090 N 5427.37
J1 27310 ARTHRT KNE W/EXPL DRG/RMVL FB 2616.00 090 Y 5733.08
J1 27323 BIOPSY SOFT TISSUE THIGH/KNEE AREA SUPERFICIAL 982.80 010 N 287147
J1 27324 BIOPSY SOFT TISSUE THIGH/KNEE AREA DEEP 1455.60 090 N 484153
J1 27325 NEURECTOMY HAMSTRING MUSCLE 2024.40 090 Y 3586.62
J1 27326 NEURECTOMY POPLITEAL 1874.40 090 Y 3586.62
J1 27327 EXCISION TUMOR SOFT TISSUE THIGH/KNEE SUBQ <3CM 1827.60 090 N 2873.12
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J1 27328 EXC TUMOR SOFT TISSUE THIGH/KNEE SUBFASC <5CM 2224 .80 090 N 4841.65
J1 27329 RAD RESECT TUMOR SOFT TISSUE THIGH/KNEE <5CM 371040 090 Y 484262
J1 27330 ARTHROTOMY KNEE W/SYNOVIAL BIOPSY ONLY 1514.40 090 N 5727.30
J1 27331 ARTHRT KNE W/JT EXPL BX/RMVL LOOSE/FB 1706.40 090 Y 5758.82
J1 27332 ARTHRT W/EXC SEMILUNAR CRTLG KNEE MEDIAL/LAT 2310.00 090 Y 5693.17
J1 27333 ARTHRT W/EXC SEMILUNAR CRTLG KNEE MEDIAL&LAT 2109.60 090 Y 5705.46
J1 27334 ARTHROTOMY W/SYNOVECTOMY KNEE ANTERIOR/POSTERIOR 2452.80 090 Y 5668.58
J1 27335 ARTHRT W/SYNVCT KNE ANT&POST W/POP AREA 2737.20 090 Y 12288.74
J1 27337 EXCISON TUMOR SOFT TISSUE THIGH/KNEE SUBQ 3 CM/> 1502.40 090 Y 484165
J1 27339 EXC TUMOR SOFT TISSUE THIGH/KNEE SUBFASC 5 CM/> 2697.60 090 Y 4835.11
J1 27340 EXCISION PREPATELLAR BURSA 1345.20 090 N 5771.55
J1 27345 EXCISION SYNOVIAL CYST POPLITEAL SPACE 1741.20 090 Y 5749.86
J1 27347 EXCISION LESION MENISCUS/CAPSULE KNEE 1884.00 090 Y 5755.50
J1 27350 PATELLECTOMY/HEMIPATELLECTOMY 2342.40 090 Y 12649.85
J1 27355 EXCISION/CURETTAGE CYST/TUMOR FEMUR 2179.20 090 Y 5720.50
J1 27356 EXCISION/CURETTAGE CYST/TUMOR FEMUR W/ALLOGRAFT 2644.80 090 Y 23096.73
J1 27357 EXCISION/CURETTAGE CYST/TUMOR FEMUR W/AUTOGRAFT 2929.20 090 Y 11573.55
+ 27358 EXCISION/CURETTAGE CYST/TUMOR FEMUR INT FIXATION 973.20 777 Y
J1 27360 PRTL EXC BONE FEMUR PROX TIBIA&/FIBULA 3246.00 090 Y 5691.86
J1 27364 RAD RESECTION TUMOR SOFT TIS THIGH/KNEE 5 CM/> 5558.40 090 Y 4838.02
J1* 27365 RADICAL RESECTION TUMOR FEMOR OR KNEE 7280.40 090 Y 12031.89
27369 NJX PX CNTRST KNE ARTHG CNTRST ENHNCD CT/MRI KNE 560.28 000 N
J1 27372 REMOVAL FOREIGN BODY DEEP THIGH/KNEE 2142.00 090 N 4840.56
J1 27380 SUTURE INFRAPATELLAR TENDON PRIMARY 2242.80 090 Y 12459.54
J1 27381 SUTR INFRAPATELLAR TDN 2 RCNSTJ W/FSCAL/TDN GRF 294840 090 Y 11833.59
J1 27385 SUTURE QUADRICEPS/HAMSTRING RUPTURE PRIMARY 2185.20 090 Y 12461.46
J1 27386 SUTR QUADRICEPS/HAMSTRING MUSC RPT RCNSTJ 3079.20 090 Y 12068.68
J1 27390 TENOTOMY OPEN HAMSTRING KNEE HIP SINGLE TENDON 1610.40 090 Y 5567.21
J1 27391 TENOTOMY OPN HAMSTRING KNEE HIP MULTIPLE 1 LEG 1992.00 090 N 5705.75
J1 27392 TENOTOMY OPEN HAMSTRING KNEE HIP MULTIPLE BI 2550.00 090 Y 5784.56
J1 27393 LENGTHENING HAMSTRING TENDON SINGLE 1798.80 090 Y 12794.10
J1 27394 LENGTHENING HAMSTRING TENDON MULTIPLE 1 LEG 2343.60 090 Y 12031.89
J1 27395 LENGTHENING HAMSTRING TENDON MULTIPLE BILATERAL 3147.60 090 Y 5784.56
J1 27396 TRANSPLANT/TRANSFER THIGH XTNSR TO FLXR 1 TENDON 2214.00 090 Y 12419.88
J1 27397 TRANSPLANT/TRANSFER THIGH XTNSR TO FLXR MULT TDN 3262.80 090 Y 12031.89
J1 27400 TRANSFER TENDON/MUSCLE HAMSTRINGS FEMUR 2490.00 090 Y 12558.69
J1 27403 ARTHROTOMY W/MENISCUS REPAIR KNEE 2307.60 090 Y 11613.85
J1 27405 RPR PRIMARY TORN LIGM&/CAPSULE KNEE COLLATERAL 2421.60 090 Y 12333.83
J1 27407 REPAIR PRIMARY TORN LIGM&/CAPSULE KNEE CRUCIAT 2848.80 090 Y 11671.42
J1 27409 RPR 1 TORN LIGM&/CAPSL KNE COLTRL&CRUCIATE 3451.20 090 Y 12092.67
J1 27412 AUTOLOGOUS CHONDROCYTE IMPLANTATION KNEE 5853.60 090 Y 11027.24
J1 27415 OSTEOCHONDRAL ALLOGRAFT KNEE OPEN 4879.20 090 Y 21575.46
J1 27416 OSTEOCHONDRAL AUTOGRAFT KNEE OPEN MOSAICPLASTY 3494 .40 090 N 12269.86
J1 27418 ANTERIOR TIBIAL TUBERCLEPLASTY 2968.80 090 Y 12434.91
J1 27420 RCNSTJ DISLOCATING PATELLA 2653.20 090 Y 12456.66
J1 27422 RCNSTJ DISLC PATELLA W/XTNSR RELIGNMT&/MUSC RL 2654.40 090 Y 12444 .82
J1 27424 RCNSTJ DISLC PATELLA W/PATELLECTOMY 2677.20 090 Y 12614.67
J1 27425 LATERAL RETINACULAR RELEASE OPEN 1626.00 090 N 5697.79
J1 27427 LIGAMENTOUS RECONSTRUCTION KNEE EXTRA-ARTICULAR 254040 090 Y 11665.98
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J1 27428 LIGAMENTOUS RECONSTRUCTION KNEE INTRA-ARTICULAR 3980.40 090 Y 23035.65
J1 27429 LIGMOUS RCNSTJ AGMNTJ KNE INTRA-ARTICULAR XTR 4479.60 090 Y 22487.84
J1 27430 QUADRICEPSPLASTY 2654.40 090 Y 12394.29
J1 27435 CAPSULOTOMY POSTERIOR CAPSULAR RELEASE KNEE 2874.00 090 Y 574711
J1 27437 ARTHROPLASTY PATELLA W/O PROSTHESIS 2361.60 090 N 12045.97
J1 27438 ARTHROPLASTY PATELLA W/PROSTHESIS 2997.60 090 Y 22778.12
J1 27440 ARTHROPLASTY KNEE TIBIAL PLATEAU 2848.80 090 Y 22519.95
J1 27441 ARTHRP KNEE TIBIAL PLATEAU DBRDMT&PRTL SYNVCT 2941.20 090 Y 22666.67
J1 27442 ARTHROPLASTY FEM CONDYLES/TIBIAL PLATEAU KNEE 3106.80 090 Y 22247.31
J1 27443 ARTHRP FEM CONDYLES/TIBL PLATU KNE DBRDMT&PRTL 2913.60 090 Y 22366.32
J1* 27445 ARTHROPLASTY KNEE HINGE PROSTHESIS 4461.60 090 Y 22251.08
J1 27446 ARTHRP KNEE CONDYLE&PLATEAU MEDIAL/LAT CMPRT 4101.60 090 Y 22286.35
J1 27447 ARTHRP KNE CONDYLE&PLATU MEDIAL&LAT COMPARTMENTS 4688.40 090 Y 22183.71
J1* 27448 OSTEOTOMY FEMUR SHAFT/SUPRACONDYLAR W/O FIXATION 2889.60 090 Y 12031.89
J1* 27450 OSTEOTOMY FEMUR SHAFT/SUPRACONDYLAR W/FIXATION 3607.20 090 Y 12031.89
J1* 27454 OSTEOT MLT W/RELIGNMT IMED ROD FEM SHFT 4598.40 090 Y 12031.89
J1* 27455 OSTEOT PROX TIBIA FIB EXC/OSTEOT BEFORE EPIPHYSL 3435.60 090 Y 12031.89
J1* 27457 OSTEOT PROX TIBIA FIB EXC/OSTEOT AFTER EPIPHYSL 3426.00 090 Y 12031.89
J1* 27465 OSTEOPLASTY FEMUR SHORTENING EXCLUDING 64876 4438.80 090 Y 12031.89
J1* 27466 OSTEOPLASTY FEMUR LENGTHENING 4216.80 090 Y 12031.89
J1* 27468 OSTPL FEMUR CMBN LNGTH&SHRT W/FEMORAL SGM TRNSFR 4770.00 090 Y 12031.89
J1* 27470 RPR NON/MAL FEMUR DSTL H/N W/O GRF 4197.60 090 Y 12031.89
J1* 27472 RPR NON/MAL FEMUR DSTL H/N W/ILIAC/AUTOG BONE 4495.20 090 Y 12031.89
J1 27475 ARREST EPIPHYSEAL DISTAL FEMUR 2374.80 090 N 12031.89
J1 27477 ARREST EPIPHYSEAL TIBIA & FIBULA PROXIMAL 2623.20 090 N 11166.05
J1 27479 ARRST EPIPHYSL CMBN DSTL FEMUR PROX TIBFIB 3276.00 090 Y 12031.89
J1 27485 ARRST HEMIEPIPHYSL DSTL FEMUR/PROX TIBIA/FIBULA 2403.60 090 N 12138.09
J1* 27486 REVJ TOTAL KNEE ARTHRP W/WO ALGRFT 1 COMPONENT 4987.20 090 Y 22251.08
J1* 27487 REVJ TOT KNEE ARTHRP FEM&ENTIRE TIBIAL COMPONE 6222.00 090 Y 22251.08
J1* 27488 RMVL PROSTH TOT KNEE PROSTH MMA W/WO INSJ SPACER 4267.20 090 Y 12031.89
J1* 27495 PROPH TX N/P/PLTWR W/WO METHYLMETHACRYLATE FEMUR 4023.60 090 Y 12031.89
J1 27496 DECOMPRESSION FASCIOTOMY THIGH&KNEE 1 COMPONENT 1964.40 090 N 5710.81
J1 27497 DCMPRN FASCT THIGH&KNEE DBRDMT MUSCLE&/NERVE 2078.40 090 N 5710.81
J1 27498 DCMPRN FASCIOTOMY THIGH&KNEE MLT COMPARTMENTS 2350.80 090 Y 2845.02
J1 27499 DCMPRN FASCT THIGH&KNEE MLT DBRDMT NV MUSC&NRVE 2508.00 090 Y 12031.89

27500 CLOSED TX FEMORAL SHAFT FX W/O MANIPULATION 1873.20 090 N 298.91

27501 CLTX SPRCNDYLR/TRNSCNDYLR FEM FX W/O MANJ 1820.40 090 N 298.91
J1 27502 CLTXFEM SHFT FX W/MANJ W/WO SKIN/SKELETAL TRACJ 2712.00 090 N 2815.22
J1 27503 CLTX SPRCNDYLR/TRNSCNDYLR FEM FX W/MANJ 2853.60 090 N 2792.82
J1* 27506 OPTX FEM SHFT FX W/INSJ IMED IMPLT W/WO SCREW 4754 .40 090 Y 12031.89
J1* 27507 OPTX FEM SHFT FX W/PLATE/SCREWS W/WO CERCLAGE 3446.40 090 Y 12031.89

27508 CLTX FEM FX DSTL END MEDIAL/LAT CONDYLE W/O MANJ 1890.00 090 N 298.91
J1 27509 PRQ SKELETAL FIXJ FEMORAL FX DISTAL END 2433.60 090 N 11314.78
J1 27510 CLTXFEM FX DSTL END MEDIAL/LAT CONDYLE W/MANJ 2426.40 090 N 2845.02
J1* 27511 OPEN TX FEMORAL SUPRACONDYLAR FRACTURE W/O XTN 3544.80 090 Y 12031.89
J1* 27513 OPEN TX FEMORAL SUPRACONDYLAR FRACTURE W/XTN 4398.00 090 Y 12031.89
J1* 27514 OPEN TX FEMORAL FRACTURE DISTAL MED/LAT CONDYLE 3441.60 090 Y 12031.89

27516 CLTX DISTAL FEMORAL EPIPHYSL SEPARATION W/O MANJ 1864.80 090 N 298.91
J1 27517 CLTXDSTL FEM EPIPHYSL SEP W/MANJ W/WO SKIN/SKEL 2464.80 090 N 2845.02
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OPEN TX DISTAL FEMORAL EPIPHYSEAL SEPARATION 3175.20
CLOSED TX PATELLAR FRACTURE W/O MANIPULATION 1176.00
OPTX PATLLR FX W/INT FIXJ/PATLLC&SOFT TISS RPR 2691.60
CLTX TIBIAL FX PROXIMAL W/O MANIPULATION 1113.60
CLTX TIBIAL FX PROXIMAL W/WO MANJ W/SKEL TRACJ 2227.20
OPEN TX TIBIAL FRACTURE PROXIMAL UNICONDYLAR 3195.60
OPTX TIBIAL FX PROX BICONDYLAR W/WO INT FIXJ 422160
CLTX INTERCONDYLAR SPI&TUBRST FX KNE W/WO MAN 1754.40
OPEN TX INTERCONDYLAR SPINE/TUBRST FRACTURE KNEE 2905.20
CLOSED TX KNEE DISLOCATION W/O ANESTHESIA 1855.20
CLOSED TX KNEE DISLOCATION W/ANESTHESIA 2271.60
OPEN TX KNEE DISLOCATION W/O LIGAMENTOUS REPAIR 3124.80
OPEN TX KNEE DISLOCATION W/LIGAMENTOUS REPAIR 3723.60
OPEN TX KNEE DISLOCATION W/REPAIR/RECONSTRUCTION 423240
CLOSED TX PATELLAR DISLOCATION W/O ANESTHESIA 1332.00
CLOSED TX PATELLAR DISLOCATION W/ANESTHESIA 1760.40
OPTX PATELLAR DISLC W/WO PRTL/TOT PATELLECTOMY 3184.80
MANIPULATION KNEE JOINT UNDER GENERAL ANESTHESIA 544.80
ARTHRODESIS KNEE ANY TECHNIQUE 5263.20
AMPUTATION THIGH THROUGH FEMUR ANY LEVEL 2805.60
AMP THI THRU FEMUR LVL IMMT FITG TQ W/1ST CST 3438.00
AMPUTATION THIGH THRU FEMUR OPEN CIRCULAR 2389.20
AMP THIGH THRU FEMUR SEC CLOSURE/SCAR REVISION 1813.20
AMPUTATION THIGH THROUGH FEMUR RE-AMPUTATION 2547.60
DISARTICULATION KNEE 2498.40
UNLISTED PROCEDURE FEMUR/KNEE BR
DCMPRN FASCT LEG ANT&/LAT COMPARTMENTS ONLY 1442.40
DCMPRN FASCT LEG POST COMPARTMENT ONLY 1598.40
DCMPRN FASCT LEG ANT&/LAT&PST CMPRT 1711.20
INCISION & DRAINAGE LEG/ANKLE ABSCESS/HEMATOMA 1912.80
INCISION & DRAINAGE LEG/ANKLE INFECTED BURSA 1638.00
TENOTOMY PRQ ACHILLES TENDON SPX LOCAL ANES 1186.80
TENOTOMY PRQ ACHILLES TENDON SPX GENERAL ANES 969.60
INCISION LEG/ANKLE 2125.20
ARTHROTOMY ANKLE W/EXPL DRAINAGE/REMOVAL FB 2310.00
ARTHRT PST CAPSUL RLS ANKLE W/WO ACHLL TDN LNGTH 1988.40
BIOPSY SOFT TISSUE LEG/ANKLE AREA SUPERFICIAL 906.00
BIOPSY SOFT TISSUE LEG/ANKLE AREA DEEP 2089.20
RAD RESECTION TUMOR SOFT TISSUE LEG/ANKLE <5CM 3642.00
RAD RESECTION TUMOR SOFT TISSUE LEG/ANKLE 5 CM/> 4515.60
EXC TUMOR SOFT TISSUE LEG/ANKLE SUBQ <3CM 1771.20
EXC TUMOR SOFT TISSUE LEG/ANKLE SUBFASCIAL <5CM 1642.80
ARTHRT ANKLE W/EXPL W/WO BX W/WO RMVL LOOSE/FB 1605.60
ARTHROTOMY W/SYNOVECTOMY ANKLE 2044.80
ARTHROTOMY W/SYNOVECTOMY ANKLE TENOSYNOVECTOMY 2143.20
EXCISION LESION TENDON SHEATH/CAPSULE LEG&/ANK 1941.60
EXCISION TUMOR SOFT TISSUE LEG/ANKLE SUBQ 3 CM/> 1473.60
EXC TUMOR SOFT TISSUE LEG/ANKLE SUBFASC 5 CM/> 2408.40
EXCISION/CURETTAGE BONE CYST/TUMOR TIBIA/FIBULA 2066.40

27635
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J1 27637 EXC/CURETTAGE CYST/TUMOR TIBIA/FIBULA W/AGRAFT 2620.80 090 Y 11588.58
J1 27638 EXC/CURETTAGE CYST/TUMOR TIBIA/FIBULA W/ALGRAFT 2674.80 090 Y 11669.18
J1 27640 PARTIAL EXCISION BONE TIBIA 2964.00 090 N 5694.61
J1 27641 PARTIAL EXCISION BONE FIBULA 2322.00 090 N 5730.33
J1* 27645 RADICAL RESECTION OF TUMOR TIBIA 6270.00 090 Y 12031.89
J1* 27646 RADICAL RESECTION TUMOR BONE FIBULA 5449.20 090 Y 12031.89
J1 27647 RADICAL RESECTION OF TUMOR TALUS OR CALCANEUS 3520.80 090 Y 5784.56
27648 INJECTION ANKLE ARTHROGRAPHY 720.36 000 N
J1 27650 REPAIR PRIMARY OPEN/PRQ RUPTURED ACHILLES TENDON 2346.00 090 Y 11943.61
J1 27652 RPR PRIMARY OPEN/PRQ RUPTURED ACHILLES W/GRAFT 2341.20 090 N 11553.39
J1 27654 REPAIR SECONDARY ACHILLES TENDON W/WO GRAFT 2535.60 090 Y 11771.85
J1 27656 REPAIR FASCIAL DEFECT LEG 2186.40 090 Y 5334.67
J1 27658 REPAIR FLEXOR TENDON LEG PRIMARY W/O GRAFT EACH 1311.60 090 Y 5600.90
J1 27659 RPR FLEXOR TENDON LEG SECONDARY W/O GRAFT EACH 1671.60 090 Y 12081.79
J1 27664 RPREXTENSOR TENDON LEG PRIMARY W/O GRAFT EACH 1300.80 090 N 12409.32
J1 27665 RPREXTENSOR TENDON LEG SECONDRY W/WO GRAFT EACH 1504.80 090 Y 11882.84
J1 27675 RPRDISLOC PERONEAL TENDON W/O FIBULAR OSTEOTOMY 1749.60 090 Y 5563.01
J1 27676 REPAIR DISLOCATING PERONEAL TENDON W/FIB OSTEOT 2166.00 090 Y 1251711
J1 27680 TENOLYSIS FLXR/XTNSR TENDON LEG&/ANKLE 1 EACH 1488.00 090 N 5590.20
J1 27681 TNOLS FLXR/XTNSR TDN LEG&/ANKLE MLT TDN 1893.60 090 N 5577.33
J1 27685 LNGTH/SHRT TENDON LEG/ANKLE 1 TENDON SPX 2342.40 090 Y 5673.64
J1 27686 LNGTH/SHRT TDN LEG/ANKLE MLT TDN SAME INC EA 1894.80 090 N 5706.62
J1 27687 GASTROCNEMIUS RECESSION 1614.00 090 Y 5731.78
J1 27690 TR/TRNSPL 1 TDN W/MUSC REDIRION/REROUTING SUPFC 2280.00 090 Y 12154.72
J1 27691 TR/TRNSPL 1 TDN W/MUSC REDIRION/REROUTING DP 2649.60 090 Y 12217.09
+ 27692 TR/TRNSPL 1 TDN W/MUSC REDIRION/REROUTING EA TDN 362.40 777 Y
J1 27695 RPR PRIMARY DISRUPTED LIGAMENT ANKLE COLLATERAL 1707.60 090 N 11860.13
J1 27696 RPR PRIM DISRUPTED LIGM ANKLE BTH COLTRL LIGMS 1951.20 090 N 11804.48
J1 27698 REPAIR SECONDARY DISRUPTED LIGAMENT ANKLE COLTRL 2266.80 090 Y 11902.35
J1 27700 ARTHROPLASTY ANKLE 2178.00 090 Y 11533.56
J1 27702 ARTHROPLASTY ANKLE W/IMPLANT 3426.00 090 Y 21037.72
J1* 27703 ARTHROPLASTY ANKLE REVISION TOTAL ANKLE 3940.80 090 Y 22251.08
27704 REMOVAL ANKLE IMPLANT 2035.20 090 N 4107.04
J1 27705 OSTEOTOMY TIBIA 2706.00 090 Y 11673.34
J1 27707 OSTEOTOMY FIBULA 1442.40 090 N 5522.67
J1 27709 OSTEOTOMY TIBIA & FIBULA 4065.60 090 Y 22669.18
J1* 27712 OSTEOT MLT W/RELIGNMT IMED ROD 3922.80 090 Y 22251.08
J1* 27715 OSTEOPLASTY TIBIA & FIBULA LENGTHENING/SHORTENIN 3823.20 090 Y 22251.08
J1 27720 REPAIR NONUNION/MALUNION TIBIA W/O GRAFT 3118.80 090 Y 11532.28
J1 27722 REPAIR NONUNION/MALUNION TIBIA W/SLIDING GRAFT 3193.20 090 Y 10934.80
J1* 27724 RPR NON/MAL TIBIA W/ILIAC/OTH AGRFT 4459.20 090 Y 12031.89
J1* 27725 RPR NON/MAL TIBIA SYNOSTOSIS W/FIBULA ANY METH 432240 090 Y 12031.89
J1 27726 REPAIR FIBULA NONUNION/MALUNION W/INT FIXATION 3415.20 090 N 11581.22
J1* 27727 REPAIR CONGENITAL PSEUDARTHROSIS TIBIA 3700.80 090 Y 12031.89
J1 27730 ARREST EPIPHYSEAL OPEN DISTAL TIBIA 2108.40 090 N 5784.56
J1 27732 ARREST EPIPHYSEAL OPEN DISTAL FIBULA 1624.80 090 N 5710.81
J1 27734 ARREST EPIPHYSEAL OPEN DISTAL TIBIA&FIBULA 2354.40 090 N 5710.81
J1 27740 ARREST EPIPHYSEAL ANY METHOD TIBIA & FIBULA 2532.00 090 Y 5710.81
J1 27742 ARRST EPIPHYSL ANY METH TIBFIB&DSTL FEMUR 2774.40 090 Y 5710.81
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J1 27745 PROPH TX N/P/PLTWR W/WO METHYLMETHACRYLATE TIBIA 2703.60 090 Y 11731.23

27750 CLTXTIBIAL SHAFT FX W/O MANIPULATION 1254.00 090 N 298.91
J1 27752 CLTXTIBIAL SHAFT FX W/MANJ W/WO SKEL TRACJ 1927.20 090 N 2843.74
J1 27756 PRQ SKELETAL FIXATION TIBIAL SHAFT FRACTURE 2074.80 090 Y 11559.47
J1 27758 OPTXTIBIAL SHFT FX W/PLATE/SCREWS W/WO CERCLAGE 3198.00 090 Y 22618.18
J1 27759 TXTIBL SHFT FX IMED IMPLT W/WO SCREWS&/CERCLA 3553.20 090 Y 22990.94

27760 CLTX MEDIAL MALLEOLUS FX W/O MANIPULATION 1200.00 090 N 298.91
J1 27762 CLTXMEDIAL MALLS FX W/MANJ W/WO SKN/SKEL TRACJ 1738.80 090 N 2837.20
J1 27766 OPEN TREATMENT MEDIAL MALLEOLUS FRACTURE 2161.20 090 N 12130.41

27767 CLOSED TREATMENT PST MALLEOLUS FRACTURE W/O MANJ 1054.80 090 N 298.91
J1 27768 CLOSED TREATMENT PST MALLEOLUS FRACTURE W/MANJ 1608.00 090 N 2800.43
J1 27769 OPEN TREATMENT POSTERIOR MALLEOLUS FRACTURE 2601.60 090 N 11810.56

27780 CLTX PROX FIBULA/SHFT FX W/O MANJ 1119.60 090 N 298.91
J1 27781 CLTXPROX FIBULA/SHFT FX W/MANJ 1572.00 090 N 2840.33
J1 27784 OPEN TREATMENT PROXIMAL FIBULA/SHAFT FRACTURE 2526.00 090 N 11689.97

27786 CLTXDSTL FIBULAR FX LAT MALLS W/O MANJ 1135.20 090 N 298.91

27788 CLTXDSTL FIBULAR FX LAT MALLS W/MANJ 1532.40 090 N 298.91
J1 27792 OPEN TX DISTAL FIBULAR FRACTURE LAT MALLEOLUS 2305.20 090 N 11687.09

27808 CLOSED TX BIMALLEOLAR ANKLE FRACTURE W/O MANJ 1212.00 090 N 298.91
J1 27810 CLOSED TX BIMALLEOLAR ANKLE FRACTURE W/MANJ 1700.40 090 N 2843.53
J1 27814 OPEN TREATMENT BIMALLEOLAR ANKLE FRACTURE 2728.80 090 Y 11689.97

27816 CLTX TRIMALLEOLAR ANKLE FX W/O MANIPULATION 1195.20 090 N 298.91
J1 27818 CLTX TRIMALLEOLAR ANKLE FX W/MANIPULATION 1761.60 090 N 2843.67
J1 27822 OPEN TX TRIMALLEOLAR ANKLE FX W/O FIXJ PST LIP 3140.40 090 Y 11691.25
J1 27823 OPEN TX TRIMALLEOLAR ANKLE FX W/FIXJ PST LIP 3526.80 090 Y 11746.91

27824 CLTX FX W8 BRG ARTCLR PRTN DSTL TIBIA W/O MANJ 1146.00 090 N 298.91
J1 27825 CLTXFXW8BRG ARTCLR PRTN DSTL TIB W/SKEL TRACJ 1951.20 090 N 2800.14
J1 27826 OPEN TREATMENT FRACTURE DISTAL TIBIA FIBULA 3063.60 090 Y 11661.50
J1 27827 OPEN TREATMENT FRACTURE DISTAL TIBIA ONLY 4009.20 090 Y 22752.93
J1 27828 OPEN TREATMENT FRACTURE DISTAL TIBIA & FIBULA 4753.20 090 Y 22610.00
J1 27829 OPEN TX DISTAL TIBIOFIBULAR JOINT DISRUPTION 2539.20 090 Y 11726.75

27830 CLTX PROX TIBFIB JT DISLC W/O ANES 1411.20 090 N 298.91
J1 27831 CLTXPROXTIBFIB JT DISLC REQ ANES 1472.40 090 N 5784.56
J1 27832 OPEN TX PROX TIBFIB JOINT DISLOCATE EXC PROX FIB 2704.80 090 Y 11692.85

27840 CLOSED TX ANKLE DISLOCATION W/O ANESTHESIA 1375.20 090 N 298.91
J1 27842 CLTXANKLE DISLC REQ ANES W/WO PRQ SKEL FIXJ 1780.80 090 N 2822.26
J1 27846 OPTX ANKLE DISLOCATION W/O REPAIR/INTERNAL FIXJ 2581.20 090 Y 12505.60
J1 27848 OPTX ANKLE DISLOCATION W/REPAIR/INT/XTRNL FIXJ 2820.00 090 Y 11745.95
J1 27860 MANIPULATION ANKLE UNDER GENERAL ANESTHESIA 590.40 010 N 5557.81
J1 27870 ARTHRODESIS ANKLE OPEN 3597.60 090 Y 22116.34
J1 27871 ARTHRODESIS TIBIOFIBULAR JOINT PROXIMAL/DISTAL 2462.40 090 Y 22387.09
J1* 27880 AMPUTATION LEG THROUGH TIBIA&FIBULA 3206.40 090 Y 27818.41
J1* 27881 AMP LEG THRU TIBFIB W/IMMT FITG TQ W/1ST CST 3044.40 090 Y 12031.89
J1* 27882 AMPUTATION LEG THRU TIBIA&FIBULA OPEN CIRCULAR 2110.80 090 N 12031.89
J1 278384 AMP LEG THRU TIBIA&FIBULA SEC CLOSURE/SCAR REV 2060.40 090 N 5769.09
J1* 27886 AMP LEG THRU TIBIA&FIBULA RE-AMPUTATION 2318.40 090 N 12031.89
J1* 27888 AMP ANKLE-MALLI TIBFIB W/PLSTC CLSR&RESCJ NRV 2311.20 090 Y 22251.08
J1 278389 ANKLE DISARTICULATION 2266.80 090 N 12794.10
J1 27892 DCMPRN FASCT LEG ANT&/LAT W/DBRDMT MUSC&/NERVE 1912.80 090 N 5678.27

+ Add-on Procedure © Modifier 51 Exempt Procedure * Telemedicine

136 CPT Copyright 2021 American Medical Association. All rights reserved.



Mississippi Workers’ Compensation Medical Fee Schedule Surgery

0232T, 10004-69990 Effective November 15, 2022
PC TC Assist APC

Code Description Amount Amount Amount FUD Surg Amount
J1 27893 DCMPRN FASCT LEG PST W/DBRDMT MUSC&/NRV 2194.80 090 N 12794.10
J1 27894 DCMPRN FASCT LEG ANT&/LAT&PST W/DBRDMT MUS 2919.60 090 Y 5710.81

27899 UNLISTED PROCEDURE LEG/ANKLE BR YYY N 298.91
J1 28001 INCISION&DRAINAGE BURSA FOOT 963.60 000 N 2865.79
J1 28002 |&D BELOW FASCIA FOOT 1 BURSAL SPACE 1534.80 000 N 2815.65
J1 28003 |&D BELOW FASCIA FOOT MULTIPLE AREAS 2416.80 000 N 5730.77
J1 28005 INCISION BONE CORTEX FOOT 2024.40 090 N 5660.34
J1 28008 FASCIOTOMY FOOT&/TOE 1520.40 090 N 5726.57
J1 28010 TENOTOMY PERCUTANEOUS TOE SINGLE TENDON 822.00 090 N 2844.24
J1 28011 TENOTOMY PERCUTANEOUS TOE MULTIPLE TENDON 1110.00 090 N 284488
J1 28020 ARTHRT W/EXPL DRG/RMVL LOOSE/FB NTRTRSL/TARS JT 1962.00 090 N 5665.83
J1 28022 ARTHRT W/EXPL DRG/RMVL LOOSE/FB MTTARPHLNGL JT 1729.20 090 N 5704.45
J1 28024 ARTHRT W/EXPL DRG/RMVL LOOSE/FB IPHAL JT 1616.40 090 N 2817.50
J1 28035 RELEASE TARSAL TUNNEL 1862.40 090 N 3491.76
J1 28039 EXCISION TUMOR SOFT TIS FOOT/TOE SUBQ 1.5 CM/> 1744.80 090 Y 4817.68
J1 28041 EXC TUMOR SOFT TISSUE FOOT/TOE SUBFASC 1.5 CM/> 1590.00 090 N 4814.29
J1 28043 EXCISION TUMOR SOFT TISSUE FOOT/TOE SUBQ <1.5CM 1378.80 090 N 2863.28
J1 28045 EXC TUMOR SOFT TISSUE FOOT/TOE SUBFASC <1.5CM 1707.60 090 N 484262
J1 28046 RAD RESECTION TUMOR SOFT TISSUE FOOT/TOE <3CM 2515.20 090 N 4746.72
J1 28047 RAD RESECTION TUMOR SOFT TISSUE FOOT/TOE 3 CM/> 3652.80 090 Y 4841.89
J1 28050 ARTHRT W/BX INTERTARSAL/TARSOMETATARSAL JOINT 1472.40 090 N 5750.58
J1 28052 ARTHRTOMY W/BX METATARSOPHALANGEAL JOINT 1536.00 090 N 5669.45
J1 28054 ARTHRTOMY W/BX INTERPHALANGEAL JOINT 1300.80 090 N 5738.86
J1 28055 NEURECTOMY INTRINSIC MUSCULATURE OF FOOT 1347.60 090 N 3545.65
J1 28060 FASCIECTOMY PLANTAR FASCIA PARTIAL SPX 1848.00 090 N 5693.74
J1 28062 FASCIECTOMY PLANTAR FASCIA RADICAL SPX 2024.40 090 N 5599.17
J1 28070 SYNVCT INTERTARSAL/TARSOMETATARSAL JT EA SPX 1856.40 090 N 12740.69
J1 28072 SYNOVECTOMY METATARSOPHALANGEAL JOINT EACH 1743.60 090 N 5588.03
J1 28080 EXCISION INTERDIGITAL MORTON NEUROMA SINGLE EACH 1887.60 090 N 2833.22
J1 28086 SYNOVECTOMY TENDON SHEATH FOOT FLEXOR 1910.40 090 Y 5671.47
J1 28088 SYNOVECTOMY TENDON SHEATH FOOT EXTENSOR 1618.80 090 N 5784.56
J1 28090 EXC LESION TENDON SHEATH/CAPSULE W/SYNVCT FOOT 1647.60 090 N 2833.50
J1 28092 EXC LESION TENDON SHEATH/CAPSULE W/SYNVCT TOE EA 1484.40 090 N 2835.92
J1 28100 EXCISION/CURETTAGE CYST/TUMOR TALUS/CALCANEUS 2188.80 090 Y 5692.44
J1 28102 EXC/CURTG CST/B9 TUM TALUS/CLCNS WI/ILIAC/AGRFT 2186.40 090 Y 11669.82
J1 28103 EXC/CURETTAGE CYST/TUMOR TALUS/CALCANEUS ALGRFT 1366.80 090 Y 11393.79
J1 28104 EXC/CURTG BONE CYST/B9 TUMORTARSAL/METATARSAL 1860.00 090 Y 5735.97
J1 28106 EXC/CURTG CST/B9 TUM TARSAL/METAR WI/ILIAC/AGRFT 1501.20 090 Y 11978.16
J1 28107 EXC/CURTG CST/B9 TUM TARSAL/METAR W/ALGRFT 1785.60 090 Y 11494.22
J1 28108 EXC/CURTG CST/B9 TUM PHALANGES FOOT 1539.60 090 N 2831.51
J1 28110 OSTECTOMY PRTL 5TH METAR HEAD SPX 1630.80 090 N 5720.35
J1 28111 OSTECTOMY COMPLETE 1ST METATARSAL HEAD 1707.60 090 N 5699.53
J1 28112 OSTECTOMY COMPLETE OTHER METATARSAL HEAD 2/3/4 1716.00 090 N 5723.97
J1 28113 OSTECTOMY COMPLETE 5TH METATARSAL HEAD 2070.00 090 N 5755.06
J1 28114 OSTC COMPL ALL METAR HEADS W/PRTL PROX PHALANGC 3784.80 090 Y 5665.98
J1 28116 OSTECTOMY TARSAL COALITION 2742.00 090 N 5721.66
J1 28118 OSTECTOMY CALCANEUS 2143.20 090 Y 5472.77
J1 28119 OSTECTOMY CALCANEUS SPUR W/WO PLNTAR FASCIAL RLS 1866.00 090 N 5625.05
J1 28120 PARTIAL EXCISION BONE TALUS/CALCANEUS 2394.00 090 N 5671.62
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PRTL EXC B1 TARSAL/METAR B1 XCP TALUS/CALCANEUS 2094.00 090
PARTICAL EXCISION BONE PHALANX TOE 1686.00 090
RESECTION PARTIAL/COMPLETE PHALANGEAL BASE EACH 1380.00 090
TALECTOMY ASTRAGALECTOMY 2203.20 090
METATARSECTOMY 2052.00 090
PHALANGECTOMY TOE EACH TOE 1478.40 090
RESECTION CONDYLE DISTAL END PHALANX EACH TOE 1444.80 090
HEMIPHALANGECTOMY/INTERPHALANGEAL JOINT EXC TOE 1459.20 090
RAD RESCJ TUMOR TARSAL EXCEPT TALUS/CALCANEUS 3936.00 090
RADICAL RESECTION TUMOR METATARSAL 2557.20 090
RADICAL RESECTION TUMOR PHALANX OR TOE 1648.80 090
REMOVAL FOREIGN BODY FOOT SUBCUTANEOUS 882.00 010
REMOVAL FOREIGN BODY FOOT DEEP 1633.20 090
REMOVAL FOREIGN BODY FOOT COMPLICATED 1850.40 090
RPR TDN FLXR FOOT 1/2 W/O FREE GRAFG EACH TENDON 1764.00 090
RPR TENDON FLXR FOOT SEC W/FREE GRAFT EA TENDON 2109.60 090
REPAIR TENDON EXTENSOR FOOT 1/2 EACH TENDON 1716.00 090
RPR TENDON XTNSR FOOT SEC W/FREE GRAFT EA TENDON 2078.40 090
TENOLYSIS FLEXOR FOOT SINGLE TENDON 1596.00 090
TENOLYSIS FLEXOR FOOT MULTIPLE TENDONS 1846.80 090
TENOLYSIS EXTENSOR FOOT SINGLE TENDON 1472.40 090
TENOLYSIS EXTENSOR FOOT MULTIPLE TENDON 2212.80 090
TX OPN TENDON FLEXOR FOOT SINGLE/MULT TENDON SPX 1533.60 090
TX OPEN TENDON FLEXOR TOE 1 TENDON SPX 1342.80 090
TENOTOMY OPEN EXTENSOR FOOT/TOE EACH TENDON 1447.20 090
RCNSTJ PST TIBL TDN W/EXC ACCESSORY TARSL NAVCLR 2380.80 090
TENOTOMY LENGTHENING/RLS ABDUCTOR HALLUCIS MUSC 1584.00 090
DIVISION PLANTAR FASCIA & MUSCLE SPX 2060.40 090
CAPSULOTOMY MIDFOOT MEDIAL RELEASE ONLY SPX 2521.20 090
CAPSULOTOMY MIDFOOT W/TENDON LENGTHENING 4097.22 090
CAPSUL MIDFOOT W/PST TALOTIBL CAPSUL&TDN LNGTH 4974.00 090
CAPSULOTOMY MIDTARSAL 3492.00 090
CAPSUL MTTARPHLNGL JT W/WO TENORRHAPHY EA JT SPX 1725.60 090
CAPSULOTOMY IPHAL JOINT EACH JOINT SPX 1360.80 090
SYNDACTYLIZATION TOES 1813.20 090
CORRECTION HAMMERTOE 1903.20 090
CORRECTION COCK-UP 5TH TOE W/PLASTIC CLOSURE 1566.00 090
OSTC PRTL EXOSTC/CONDYLC METAR HEAD 2144.40 090
HALLUX RIGIDUS W/CHEILECTOMY 1ST MP JT W/O IMPLT 2527.20 090
HALLUX RIGIDUS W/CHEILECTOMY 1ST MP JT W/IMPLT 2521.20 090
CORRJ HALLUX VALGUS W/SESMDC W/RESCJ PROX PHAL 2564.40 090
CORRJ HALLUX VALGUS W/SESMDC W/PROX METAR OSTEOT 3808.80 090
CORRJ HALLUX VALGUS W/SESMDC W/DIST METAR OSTEOT 3165.60 090
CORRJ HALLUX VALGUS W/SESMDC W/1METAR MEDIAL CNF 3698.40 090
CORRJ HALLUX VALGUS W/SESMDC W/PROX PHLNX OSTEOT 2961.60 090
CORRJ HALLUX VALGUS W/SESMDC W/2 OSTEOT 3585.60 090
OSTEOTOMY CALCANEUS W/WO INTERNAL FIXATION 2307.60 090
OSTEOTOMY TALUS 2558.40 090
OSTEOTOMY TARSAL BONES OTH/THN CALCANEUS/TALUS 2938.80 090
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J1 28305 OSTEOT TARSAL OTH/THN CALCANEUS/TALUS W/AGRFT 2406.00 090 Y 11169.25
J1 28306 OSTEOT W/WO LNGTH SHRT/CORRJ 1ST METAR 2150.40 090 Y 11839.34
J1 28307 OSTEOT W/WO LNGTH SHRT/CORRJ METAR XCP 1ST TOE 2565.42 090 N 11989.03
J1 28308 OSTEOT W/WO LNGTH SHRT/CORRJ METAR XCP 1ST EA 2023.20 090 Y 5539.88
J1 28309 OSTEOT W/WO LNGTH SHRT/ANGULAR CORRJ METAR MLT 3162.00 090 N 11770.57
J1 28310 OSTEOT SHRT CORRJ PROX PHALANX 1ST TOE 1933.20 090 N 11885.72
J1 28312 OSTEOT SHRT CORRJ OTH PHALANGES ANY TOE 1839.60 090 N 5662.80
J1 28313 RCNSTJ ANGULAR DFRM TOE SOFT TISS PX ONLY 1873.20 090 N 5540.74
J1 28315 SESAMOIDECTOMY FIRST TOE SPX 1705.20 090 N 5747.11
J1 28320 REPAIR NONUNION/MALUNION TARSAL BONES 2164.80 090 Y 22513.03
J1 28322 RPR NON/MALUNION METARSAL W/WO BONE GRAFT 2790.00 090 Y 11541.24
J1 28340 RCNSTJ TOE MACRODACTYLY SOFT TISSUE RESECTION 2004.00 090 N 5710.81
J1 28341 RCNSTJ TOE MACRODACTYLY REQUIRING BONE RESECTION 2322.00 090 N 5710.81
J1 28344 RECONSTRUCTION TOE POLYDACTYLY 1482.00 090 N 5784.56
J1 28345 RCNSTJ TOE SYNDACTYLY W/WO SKIN GRAFT EACH WEB 1814.40 090 N 2845.02
J1 28360 RECONSTRUCTION CLEFT FOOT 3916.80 090 Y 12031.89

28400 CLOSED TX CALCANEAL FRACTURE W/O MANIPULATION 886.80 090 N 298.91

28405 CLOSED TX CALCANEAL FRACTURE W/MANIPULATION 1394.40 090 N 298.91
J1 28406 PRQ SKELETAL FIXJ CALCANEAL FRACTURE W/MANJ 2022.00 090 N 12160.47
J1 28415 OPEN TREATMENT CALCANEAL FRACTURE 4014.00 090 Y 11573.55
J1 28420 OPEN TREATMENT CALCANEAL FRACTURE W BONE GRAFT 4638.00 090 Y 22716.41

28430 CLOSED TX TALUS FRACTURE W/O MANIPULATION 862.80 090 N 298.91
J1 28435 CLOSED TX TALUS FRACTURE W/MANIPULATION 1329.60 090 N 2845.02
J1 28436 PRQ SKELETAL FIXATION TALUS FRACTURE W/MANJ 1786.80 090 N 11800.32
J1 28445 OPEN TREATMENT TALUS FRACTURE 3633.60 090 Y 11644.23
J1 28446 OPEN OSTEOCHONDRAL AUTOGRAFT TALUS 4358.40 090 Y 11507.02

28450 TX TARSAL BONE FX XCP TALUS&CALCN W/O MANJ 757.20 090 N 298.91
J1 28455 TXTARSAL BONE FX XCP TALUS&CALCN W/MANJ 1039.20 090 N 2845.02
J1 28456 PRQ SKEL FIXJ TARSL FX XCP TALUS&CALCNS W/MANJ 1276.50 090 N 11602.33
J1 28465 OPEN TX TARSAL FRACTURE XCP TALUS & CALCANEUS EA 2266.80 090 N 11546.68

28470 CLOSED TX METATARSAL FRACTURE W/O MANIPULATION 781.20 090 N 298.91

28475 CLTX METAR FX W/MANJ 912.00 090 N 298.91
J1 28476 PRQ SKEL FIXJ METAR FX W/MANJ 1394.40 090 N 5530.62
J1 28485 OPEN TREATMENT METATARSAL FRACTURE EACH 1998.00 090 N 11687.09

28490 CLTX FX GRT TOE PHLX/PHLG W/O MANJ 504.00 090 N 298.91

28495 CLTX FX GRT TOE PHLX/PHLG W/MANJ 637.20 090 N 298.91
J1 28496 PRQ SKEL FIXJ FX GRT TOE PHLX/PHLG W/MANJ 1608.00 090 N 5729.46
J1 28505 OPEN TX FRACTURE GREAT TOE/PHALANX/PHALANGES 2346.00 090 N 5599.89

28510 CLTX FX PHLX/PHLG OTH/THN GRT TOE W/O MANJ 427.20 090 N 298.91

28515 CLTX FX PHLX/PHLG OTH/THN GRT TOE W/MANJ 582.00 090 N 298.91
J1 28525 OPEN TX FRACTURE PHALANX/PHALANGES NOT GREAT TOE 2023.20 090 N 5639.08

28530 CLOSED TREATMENT SESAMOID FRACTURE 403.20 090 N 298.91
J1 28531 OPEN TX SESAMOID FRACTURE W/WO INTERNAL FIXATION 1182.00 090 N 12744.21

28540 CLTX TARSAL DISLC OTH/THN TALOTARSAL W/O ANES 693.60 090 N 298.91
J1 28545 CLTX TARSAL DISLC OTH/THN TALOTARSAL W/ANES 1111.20 090 N 5710.81
J1 28546 PRQ SKEL FIXJ TARSL DISLC XCP TALOTARSAL W/MANJ 2109.60 090 N 2842.96
J1 28555 OPEN TREATMENT TARSAL BONE DISLOCATION 3062.40 090 Y 11472.47

28570 CLOSED TX TALOTARSAL JOINT DISLC W/O ANES 841.20 090 N 298.91
J1 28575 CLOSED TX TALOTARSAL JOINT DISLOCATION W/ANES 1359.60 090 N 5784.56
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J1 28576
J1 28585
28600
28605
J1 28606
J1 28615
28630
J1 28635
J1 28636
J1 28645
28660
28665
J1 28666
J1 28675
J1 28705
J1 28715
J1 28725
J1 28730
J1 28735
J1 28737
J1 28740
J1 28750
J1 28755
J1 28760
Ji* 28800
J1 28805
J1 28810
J1 28820
J1 28825
J1 28890
28899
29000
29010
29015
29035
29040
29044
29046
29049
29055
29058
29065
29075
29085
29086
29105
29125
29126
29130

PC TC
Code Description Amount Amount Amount FUD
PRQ SKEL FIXJ TALOTARSAL JT DISLC W/MANJ 1375.20 090
OPEN TREATMENT TALOTARSAL JOINT DISLOCATION 3142.80 090
CLOSED TX TARSOMETATARSAL DISLOCATION W/O ANES 771.60 090
CLOSED TX TARSOMETATARSAL DISLOCATION W/ANES 1227.60 090
PRQ SKEL FIXJ TARS JT DISLC W/MANJ 1354.80 090
OPEN TREATMENT TARSOMETATARSAL JOINT DISLOCATION 2946.00 090
CLTX METATARSOPHLNGL JT DISLC W/O ANES 546.00 010
CLTX METATARSOPHLNGL JT DISLC REQ ANES 618.00 010
PRQ SKEL FIXJ METATARSOPHLNGL JT DISLC W/MANJ 1118.40 010
OPEN TX METATARSOPHALANGEAL JOINT DISLOCATION 2308.80 090
CLTX INTERPHALANGEAL JOINT DISLOCATION W/O ANES 438.00 010
CLTX INTERPHALANGEAL JOINT DISLOCATION REQ ANES 534.00 010
PRQ SKEL FIXJ INTERPHALANGEAL JOINT DISLC W/MANJ 625.14 010
OPEN TREATMENT INTERPHALANGEAL JOINT DISLOCATION 2050.80 090
ARTHRODESIS PANTALAR 4339.20 090
ARTHRODESIS TRIPLE 3340.80 090
ARTHRODESIS SUBTALAR 2761.20 090
ARTHRD MIDTARSL/TARSOMETATARSAL MULT/TRANSVRS 2599.20 090
ARTHRD MIDTARSL/TARS MLT/TRANSVRS W/OSTEOT 2776.80 090
ARTHRD W/TDN LNGTH&ADVMNT TARSL NVCLR-CUNEIFOR 2433.60 090
ARTHRODESIS MIDTARSOMETATARSAL SINGLE JOINT 2944.80 090
ARTHRODESIS GREAT TOE METATARSOPHALANGEAL JOINT 2791.20 090
ARTHRODESIS GREAT TOE INTERPHALANGEAL JOINT 1802.40 090
ARTHRD W/XTNSR HALLUCIS LONGUS TR 1ST METAR NCK 2745.60 090
AMPUTATION FOOT MIDTARSAL 1873.20 090
AMPUTATION FOOT TRANSMETARSAL 2514.00 090
AMPUTATION METATARSAL W/TOE SINGLE 1504.80 090
AMPUTATION TOE METATARSOPHALANGEAL JOINT 1941.60 000
AMPUTATION TOE INTERPHALANGEAL JOINT 1858.80 000
ESWT HINRG PHYS/QHP W/US GDN INVG PLNTAR FASCIA 1118.40 090
UNLISTED PROCEDURE FOOT/TOES BR YYY
APPLICATION HALO TYPE BODY CAST 1238.40 000
APPLICATION RISSER JACKET LOCALIZER BODY ONLY 954.00 000
APPLICATION RISSER JACKET LOCALIZER BODY W/HEAD 1027.20 000
APPLICATION BODY CAST SHOULDER HIPS 896.40 000
APPLICATION BODY CAST SHOULDER HIPS HEAD MINERVA 1022.40 000
APPLICATION BODY CAST SHOULDER HIPS W/ONE THIGH 1002.00 000
APPLICATION BODY CAST SHOULDER HIPS BOTH THIGHS 1100.40 000
APPLICATION CAST FIGURE-OF-8 349.20 000
APPLICATION CAST SHOULDER SPICA 780.00 000
APPLICATION CAST PLASTER VELPEAU 433.20 000
APPLICATION CAST SHOULDER HAND LONG ARM 339.60 000
APPLICATION CAST ELBOW FINGER SHORT ARM 304.80 000
APPLICATION CAST HAND & LOWER FOREARM GAUNTLET 336.00 000
APPLICATION CAST FINGER 268.80 000
APPLICATION LONG ARM SPLINT SHOULDER HAND 286.80 000
APPLICATION SHORT ARM SPLINT FOREARM-HAND STATIC 230.40 000
APPLICATION SHORT ARM SPLINT DYNAMIC 271.20 000
APPLICATION FINGER SPLINT STATIC 145.20 000
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12442.58

11415.86
298.91
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5588.03

11536.12

298.91
284452
5476.25
5538.00

298.91

349.86
5750.43
5688.97

28322.89

21827.95

22358.13

21896.59
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Code Description Amount Amount Amount FUD Surg Amount
29131 APPLICATION FINGER SPLINT DYNAMIC 186.00 000 N 80.73
29200 STRAPPING THORAX 117.60 000 N 204.89
29240 STRAPPING SHOULDER 106.80 000 N 163.53
29260 STRAPPING ELBOW/WRIST 105.60 000 N 80.73
29280 STRAPPING HAND/FINGER 104.40 000 N 80.73
29305 APPLICATION HIP SPICA CAST 1LEG 865.20 000 N 349.86
29325 APPL HIP SPICA CAST ONE&ONE-HALF SPICA/BOTH LEGS 956.40 000 N 349.86
29345 APPLICATION LONG LEG CAST THIGH-TOE 476.40 000 N 349.86
29355 APPLICATION LONG LEG CAST WALKER/AMBULATORY TYPE 499.20 000 N 349.86
29358 APPLICATION LONG LEG CAST BRACE 561.60 000 N 349.86
29365 APPLICATION CYLINDER CAST THIGH ANKLE 432.00 000 N 349.86
29405 APPLICATION SHORT LEG CAST BELOW KNEE-TOE 279.60 000 N 349.86
29425 APPLICATION SHORT LEG CAST WALKING/AMBULATORY 264.00 000 N 349.86
29435 APPLICATION PATELLAR TENDON BEARING CAST 402.00 000 N 349.86
29440 ADDING WALKER PREVIOUSLY APPLIED CAST 148.80 000 N 204.89
29445 APPLICATION RIGID TOTAL CONTACT LEG CAST 452.40 000 N 349.86
29450 APPL CLUBFOOT CAST MOLDING/MANJ LONG/SHORT LEG 513.60 000 N 204.89
29505 APPLICATION LONG LEG SPLINT THIGH ANKLE/TOES 306.00 000 N 204.89
29515 APPLICATION SHORT LEG SPLINT CALF FOOT 249.60 000 N 204.89
29520 STRAPPING HIP 124.80 000 N 163.53
29530 STRAPPING KNEE 106.80 000 N 163.53
29540 STRAPPING ANKLE &/FOOT 98.40 000 N 204.89
29550 STRAPPING TOES 67.20 000 N 80.73
29580 STRAPPING UNNA BOOT 228.00 000 N 204.89
29581 APPL MLTLAYR COMPRES LEG BELOW KNEE W/ANKLE FOOT 319.20 000 N 204.89
29584 APPL MLTLAYR COMPRES SYS UPARM LWARM HAND&FING 295.20 000 N 204.89
29700 REMOVAL/BIVALVING GAUNTLET BOOT/BODY CAST 218.40 000 N 349.86
29705 REMOVAL/BIVALVING FULL ARM/FULL LEG CAST 222.00 000 N 349.86
29710 RMVL/BIVALV SHO/HIP SPICA MINERVA/RISSER JACKET 428.40 000 N 349.86
29720 REPAIR SPICA BODY CAST/JACKET 296.40 000 N 204.89
29730 WINDOWING CAST 224.40 000 N 204.89
29740 WEDGING CAST EXCEPT CLUBFOOT CASTS 348.00 000 N 349.86
29750 WEDGING CLUBFOOT CAST 375.60 000 N 349.86
29799 UNLISTED PROCEDURE CASTING/STRAPPING BR YYY N 204.89
J1 29800 ARTHRS TEMPOROMANDIBULR JT DX W/WO SYNVAL BX SPX 1894.80 090 N 5782.68
J1 29804 ARTHROSCOPY TEMPOROMANDIBULAR JOINT SURGICAL 2211.60 090 Y 5781.09
J1 29805 DIAGNOSTIC ARTHROSCOPY SHOULDER +- SYNOVIAL BX 1675.20 090 N 5741.90
J1 29806 SURGICAL ARTHROSCOPY SHOULDER CAPSULORRHAPHY 3772.80 090 N 11931.46
J1 29807 SURGICAL ARTHROSCOPY SHOULDER REPAIR SLAP LESION 3680.40 090 N 12141.92
J1 29819 SURGICAL ARTHROSCOPY SHOULDER REMOVAL LOOSE/FB 2097.60 090 N 5762.58
J1 29820 SURGICAL ARTHROSCOPY SHOULDER PRTL SYNOVECTOMY 1917.60 090 Y 12722.78
J1 29821 SURGICAL ARTHROSCOPY SHOULDER COMPL SYNOVECTOMY 2125.20 090 Y 5780.66
J1 29822 SURGICAL ARTHROSCOPY SHOULDER LMTD DBRDMT 1/2 1962.00 090 Y 5754.34
J1 29823 SURGICAL ARTHROSCOPY SHOULDER XTNSV DBRDMT 3+ 2133.60 090 Y 574711
J1 29824 SURGICAL ARTHROSCOPY SHOULDER DSTL CLAVICULC 2418.00 090 Y 5754.19
J1 29825 SURGICAL ARTHROSCOPY SHOULDER W/LSS&RESCJ ADS 2097.60 090 Y 5767.50
+ 29826 SURGICAL ARTHROSCOPY SHO W/CORACOACRM LIGM RLS 612.00 777 Y
J1 29827 SURGICAL ARTHROSCOPY SHOULDER W/ROTATOR CUFF RPR 3805.20 090 Y 11938.50
J1 29828 SURGICAL ARTHROSCOPY SHOULDER BICEPS TENODESIS 3266.40 090 Y 12451.22
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29895
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29898

PC TC
Code Description Amount Amount Amount FUD
ARTHROSCOPY ELBOW DIAG W/WO SYNOVIAL BIOPSY SPX 1624.80 090
ARTHROSCOPY ELBOW SURGICAL W/REMOVAL LOOSE/FB 1759.20 090
ARTHROSCOPY ELBOW SURGICAL SYNOVECTOMY PARTIAL 1822.80 090
ARTHROSCOPY ELBOW SURGICAL SYNOVECTOMY COMPLETE 2091.60 090
ARTHROSCOPY ELBOW SURGICAL DEBRIDEMENT LIMITED 1892.40 090
ARTHROSCOPY ELBOW SURGICAL DEBRIDEMENT EXTENSIVE 2120.40 090
ARTHROSCOPY WRIST DIAG W/WO SYNOVIAL BIOPSY SPX 1610.40 090
ARTHROSCOPY WRIST INFECTION LAVAGE&DRAINAGE 1740.00 090
ARTHROSCOPY WRIST SURGICAL SYNOVECTOMY PARTIAL 1783.20 090
ARTHROSCOPY WRIST SURGICAL SYNOVECTOMY COMPLETE 2090.40 090
ARTHRS WRST EXC&/RPR TRIANG FIBROCART&/JOINT 1864.80 090
ARTHROSCOPY WRIST SURG INT FIXJ FX/INSTABILITY 1945.20 090
NDSC WRST SURG W/RLS TRANSVRS CARPL LIGM 1824.00 090
ARTHROSCOPY AID TX SPINE&/FX KNEE W/O FIXJ 2227.20 090
ARTHROSCOPY AID TX SPINE&/FX KNEE W/FIXJ 3309.60 090
ARTHRS AID TIBIAL FRACTURE PROXIMAL UNICONDYLAR 2786.40 090
ARTHRS AID TIBIAL FX PROX UNICONDYLAR BICONDYLAR 3535.20 090
ARTHROSCOPY HIP DIAGNOSTIC W/WO SYNOVIAL BYP SPX 2293.20 090
ARTHROSCOPY HIP SURGICAL W/REMOVAL LOOSE/FB 2560.80 090
ARTHRS HIP DEBRIDEMENT/SHAVING ARTICULAR CRTLG 2905.20 090
ARTHROSCOPY HIP SURGICAL W/SYNOVECTOMY 2894 .40 090
ARTHROSCOPY KNEE OSTEOCHONDRAL AGRFT MOSAICPLAST 3747.60 090
ARTHROSCOPY KNEE OSTEOCHONDRAL ALLOGRAFT 4548.00 090
ARTHROSCOPY KNEE MENISCAL TRNSPLJ MED/LAT 5928.00 090
ARTHROSCOPY KNEE DIAGNOSTIC W/WO SYNOVIAL BX SPX 1981.20 090
ARTHROSCOPY KNEE INFECTION LAVAGE & DRAINAGE 1838.40 090
ARTHROSCOPY KNEE LATERAL RELEASE 1922.40 090
ARTHROSCOPY KNEE REMOVAL LOOSE/FOREIGN BODY 1915.20 090
ARTHROSCOPY KNEE SYNOVECTOMY LIMITED SPX 1773.60 090
ARTHROSCOPY KNEE SYNOVECTOMY 2/>COMPARTMENTS 2331.60 090
ARTHRS KNEE DEBRIDEMENT/SHAVING ARTCLR CRTLG 2218.80 090
ARTHRS KNEE ABRASION ARTHRP/MLT DRLG/MICROFX 2360.40 090
ARTHRS KNEE W/MENISCECTOMY MED&LAT W/SHAVING 2007.60 090
ARTHRS KNE SURG W/MENISCECTOMY MED/LAT W/SHVG 1934.40 090
ARTHROSCOPY KNEE W/MENISCUS RPR MEDIAL/LATERAL 2456.40 090
ARTHROSCOPY KNEE W/MENISCUS RPR MEDIAL&LATERAL 2996.40 090
ARTHROSCOPY KNEE W/LYSIS ADHESIONS W/WO MANJ SPX 2206.80 090
ARTHRS KNEE DRILL OSTEOCHONDRITIS DISSECANS GRFG 2698.80 090
ARTHRS KNEE DRILLING OSTEOCHOND DISSECANS LESION 2270.40 090
ARTHRS KNEE DRLG OSTEOCHOND DISSECANS INT FIXJ 2686.80 090
ARTHRS AIDED ANT CRUCIATE LIGM RPR/AGMNTJ/RCNSTJ 3478.80 090
ARTHRS AIDED PST CRUCIATE LIGM RPR/AGMNTJ/RCNSTJ 4357.20 090
ARTHRS ANKLE EXC OSTCHNDRL DFCT W/DRLG DFCT 2384.40 090
ARTHRS AID RPR LES/TALAR DOME FX/TIBL PLAFOND FX 2262.00 090
ENDOSCOPIC PLANTAR FASCIOTOMY 2366.40 090
ARTHROSCOPY ANKLE W/REMOVAL LOOSE/FOREIGN BODY 1795.20 090
ARTHROSCOPY ANKLE SURGICAL SYNOVECTOMY PARTIAL 1664.40 090
ARTHROSCOPY ANKLE SURGICAL DEBRIDEMENT LIMITED 1750.80 090
ARTHROSCOPY ANKLE SURGICAL DEBRIDEMENT EXTENSIVE 1995.60 090
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Code Description Amount Amount Amount FUD Surg Amount
J1 29899 ARTHROSCOPY ANKLE SURGICAL W/ANKLE ARTHRODESIS 3613.20 090 Y 11713.96
J1 29900 ARTHROSCOPY METACARPOPHALANGEAL SYNOVIAL BIOPSY 1800.00 090 N 5784.56
J1 29901 ARTHRS METACARPOPHALANGEAL JOINT DEBRIDEMENT 1932.00 090 N 5757.81
J1 29902 ARTHRS MTCARPHLNGL JT W/RDCTJ UR COLTRL LIGM 2048.40 090 N 2842.96
J1 29904 ARTHRS SUBTALAR JOINT REMOVE LOOSE/FOREIGN BODY 2280.00 090 Y 5784.56
J1 29905 ARTHROSCOPY SUBTALAR JOINT WITH SYNOVECTOMY 1809.60 090 Y 11952.25
J1 29906 ARTHROSCOPY SUBTALAR JOINT WITH DEBRIDEMENT 2340.00 090 Y 5718.91
J1 29907 ARTHROSCOPY SUBTALAR JOINT SUBTALAR ARTHRODESIS 3126.00 090 Y 22955.05
J1 29914 ARTHROSCOPY HIP W/FEMOROPLASTY 3553.20 090 Y 12414.44
J1 29915 ARTHROSCOPY HIP W/ACETABULOPLASTY 3656.40 090 Y 12362.62
J1 29916 ARTHROSCOPY HIP W/LABRAL REPAIR 3632.40 090 Y 12158.24

29999 UNLISTED PROCEDURE ARTHROSCOPY BR YYY N 298.91

30000 DRAINAGE ABSCESS/HEMATOMA NASAL INT APPROACH 942.54 010 N 306.82

30020 DRAINAGE ABSCESS/HEMATOMA NASAL SEPTUM 952.20 010 N 655.90
J1 30100 BIOPSY INTRANASAL 512.40 000 N 2762.18
J1 30110 EXCISION NASAL POLYP SIMPLE 898.80 010 N 2763.08
J1 30115 EXCISION NASAL POLYP EXTENSIVE 1692.00 090 N 5544.10
J1 30117 EXCISION/DESTRUCTION INTRANASAL LESION INT APPR 3539.70 090 N 5565.19
J1 30118 EXCISION/DESTRUCTION INTRANASAL LESION XTRNL 2860.80 090 N 5571.48
J1 30120 EXCISION/SURGICAL PLANING SKIN NOSE RHINOPHYMA 1818.00 090 N 5569.52
J1 30124 EXCISION DERMOID CYST NOSE SIMPLE SUBCUTANEOUS 1090.80 090 N 2763.08
J1 30125 EXC DERMOID CYST NOSE COMPLEX UNDER BONE/CRTLG 2367.60 090 Y 10388.54
J1 30130 EXCISION INFERIOR TURBINATE PARTIAL/COMPLETE 1513.20 090 N 5560.86
J1 30140 SUBMUCOUS RESCJ INFERIOR TURBINATE PRTL/COMPL 1065.60 000 N 5524.68
J1 30150 RHINECTOMY PARTIAL 2900.40 090 N 10368.54
J1 30160 RHINECTOMY TOTAL 2941.20 090 Y 10357.38

30200 INJECTION TURBINATE THERAPEUTIC 398.40 000 N 655.90
J1 30210 DISPLACEMENT THERAPY PROETZ TYPE 543.60 010 N 2746.02
J1 30220 INSERTION NASAL SEPTAL PROSTHESIS BUTTON 1112.40 010 N 2734.76

30300 REMOVAL FOREIGN BODY INTRANASAL OFFICE PROCEDURE 725.88 010 N 163.53
J1 30310 REMOVAL FOREIGN BODY INTRANASAL GENERAL ANES 752.40 010 N 5578.32
J1 30320 RMVL FOREIGN BODY INTRANASAL LATERAL RHINOTOMY 1767.60 090 N 2763.08
J1 30400 RHINP PRIM LAT&ALAR CRTLGS&/ELVTN NASAL TI 427524 090 N 10338.68
J1 30410 RHINP PRIM COMPLETE XTRNL PARTS 4937.64 090 Y 10364.65
J1 30420 RHINOPLASTY PRIMARY W/MAJOR SEPTAL REPAIR 5253.60 090 N 10311.93
J1 30430 RHINOPLASTY SECONDARY MINOR REVISION 3759.12 090 Y 10260.24
J1 30435 RHINOPLASTY SECONDARY INTERMEDIATE REVISION 4663.02 090 Y 10247.78
J1 30450 RHINOPLASTY SECONDARY MAJOR REVISION 6197.58 090 Y 10242.06
J1 30460 RHINP DFRM W/COLUM LNGTH TIP ONLY 2982.00 090 Y 10272.97
J1 30462 RHINP DFRM COLUM LNGTH TIP SEPTUM OSTEQOT 5748.00 090 Y 9864.44
J1 30465 REPAIR NASAL VESTIBULAR STENOSIS 3709.20 090 N 9983.39
J1 30468 RPRNSL VLV COLLAPSE SUBQ/SBMCSL LAT WALL IMPLT 9540.00 000 N 9402.15
J1 30520 SEPTOPLASTY/SUBMUCOUS RESECJ W/WO CARTILAGE GRF 2437.20 090 N 5558.07
J1 30540 REPAIR CHOANAL ATRESIA INTRANASAL 2674.80 090 Y 10095.59
J1 30545 REPAIR CHOANAL ATRESIA TRANSPALATINE 3630.00 090 Y 10388.54

30560 LYSIS INTRANASAL SYNECHIA 1098.48 010 N 655.90
J1 30580 REPAIR FISTULA OROMAXILLARY 2199.60 090 N 10266.48
J1 30600 REPAIR FISTULA ORONASAL 1944.00 090 N 10307.77
J1 30620 SEPTAL/OTHER INTRANASAL DERMATOPLASTY 2455.20 090 N 10355.56
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J1 30630
Ji 30801
J1 30802

30901

30903

30905

30906
Jl 30915
J1 30920
J1 30930

30999

31000
Ji 31002
Ji 31020
Ji 31030
Ji 31032
J1 31040
Jl 31050
Ji 31051
Ji 31070
Ji1 31075
Jl 31080
Ji 31081
J1 31084
Ji1 31085
J1 31086
Ji1 31087
J1 31090
J1 31200
Ji 31201
J1 31205

31225

31230

31231

31233
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J1 31240
Ji 31241
J1 31253
J1 31254
J1 31255
J1 31256
J1 31257
J1 31259
J1 31267
J1 31276

PC TC
Code Description Amount Amount Amount FUD
REPAIR NASAL SEPTAL PERFORATIONS 2424.00 090
ABLTJ SOFT TIS INFERIOR TURBINATES UNI/BI SUPFC 795.60 010
ABLTJ SOF TISS INF TURBS UNI/BI SUPFC INTRAMURAL 1006.80 010
CONTROL NASAL HEMORRHAGE ANTERIOR SIMPLE 539.58 000
CONTROL NASAL HEMORRHAGE ANTERIOR COMPLEX 850.08 000
CTRL NSL HEMRRG PST NASAL PACKS&/CAUTERY 1ST 1279.20 000
CTRL NSL HEMRRG PST NASAL PACKS&/CAUTERY SUBSQ 1342.80 000
LIGATION ARTERIES ETHMOIDAL 2170.80 090
LIGATION ARTERIES INT MAXILLARY TRANSANTRAL 3147.60 090
FRACTURE NASAL INFERIOR TURBINATE THERAPEUTIC 417.60 010
UNLISTED PROCEDURE NOSE BR YYY
LAVAGE CANNULATION MAXILLARY SINUS 662.40 010
LAVAGE CANNULATION SPHENOID SINUS 698.40 010
SINUSOTOMY MAXILLARY ANTROTOMY INTRANASAL 1654.80 090
SINUSOTOMY MAXILLARY RAD W/O RMVL ANTROCH POLYPS 2296.80 090
SINUSOT MAX ANTRT RAD W/RMVL ANTROCH POLYPS 2134.80 090
PTERYGOMAXILLARY FOSSA SURGERY ANY APPROACH 2905.20 090
SINUSOTOMY SPHENOID W/WO BIOPSY 1872.00 090
SINUSOT SPHENOID W/MUCOSAL STRIPPING/RMVL POLYP 2515.20 090
SINUSOTOMY FRONTAL EXTERNAL SIMPLE 1724.40 090
SINUSOTOMY FRONTAL TRANSORBITAL UNILATERAL 2994.00 090
SINUSOTOMY FRNT OBLITERATIVE W/O FLAP BROW INC 3938.40 090
SINUSOT FRNT OBLIT W/O OSTPL FLAP CORONAL INC 4215.60 090
SINUSOT FRNT OBLIT W/OSTPL FLAP BROW INC 4364.40 090
SINUSOT FRNT OBLIT W/OSTPL FLAP CORONAL INC 449520 090
SINUSOT FRNT NONOBLIT W/OSTPL FLAP BROW INC 4248.00 090
SINUSOT FRNT NONOBLIT W/OSTPL FLAP CORONAL INC 4033.20 090
SINUSOT UNI 3/> PARANSL SINUSES 4026.00 090
ETHMOIDECTOMY INTRANASAL ANTERIOR 2247.60 090
ETHMOIDECTOMY INTRANASAL TOTAL 2886.00 090
ETHMOIDECTOMY EXTRANASAL TOTAL 3358.80 090
MAXILLECTOMY W/O ORBITAL EXENTERATION 6439.20 090
MAXILLECTOMY W/ORBITAL EXENTERATION 7168.80 090
NASAL ENDOSCOPY DIAGNOSTIC UNI/BI SPX 682.80 000
NASAL/SINUS ENDOSCOPY DX MAXILLARY SINUSOSCOPY 988.80 000
NASAL/SINUS ENDOSCOPY DX SPHENOID SINUSOSCOPY 1122.00 000
NASAL/SINUS NDSC SURG W/BX POLYPECT/DBRDMT SPX 915.60 000
NASAL/SINUS NDSC SURG W/CONTROL NASAL HEMRRG 894.00 000
NASAL/SINUS NDSC SURG W/DACRYOCSTORHINOSTOMY 2146.80 010
NASAL/SINUS NDSC SURG W/CONCHA BULLOSA RESECTION 558.00 000
NASAL/SINUS NDSC W/LIG SPHENOPALATINE ARTERY 1566.00 000
NASAL/SINUS NDSC TOT W/FRNT SINS EXPL TISS RMVL 1765.20 000
NASAL/SINUS NDSC W/PARTIAL ETHMOIDECTOMY 1581.60 000
NASAL/SINUS NDSC W/TOTAL ETHOIDECTOMY 1143.60 000
NASAL/SINUS ENDOSCOPY W/MAXILLARY ANTROSTOMY 632.40 000
NASAL/SINUS NDSC TOTAL WITH SPHENOIDOTOMY 1570.80 000
NASAL/SINUS NDSC TOT W/SPHENDT W/SPHEN TISS RMVL 1663.20 000
NSL/SINUS NDSC MAX ANTROST W/RMVL TISS MAX SINUS 934.80 000
NASAL/SINUS NDSC W/RMVL TISS FROM FRONTAL SINUS 1332.00 000
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J1 31287 NASAL/SINUS ENDOSCOPY W/SPHENOIDOTOMY 710.40 000 N 11683.23
J1 31288 NSL/SINUS NDSC SPHENDT RMVL TISS SPHENOID SINUS 826.80 000 N 11696.02

31290 NASAL/SINUS NDSC RPR CEREBRSP FLUID LEAK ETHMOID 4076.40 010 N 1481.24

31291 NASAL/SINUS NDSC RPR CEREBSP FLUID LEAK SPHENOID 4287.60 010 N
J1 31292 NASAL/SINUS NDSC SURG MEDIAL/INF ORB WALL DCMPRN 3544.80 010 N 11838.76
J1 31293 NASAL/SINUS NDSC SURG MEDIAL&INF ORB WALL DCMPRN 3829.20 010 N 11876.53
J1 31294 NASAL/SINUS NDSC SURG W/OPTIC NERVE DCMPRN 4372.80 010 N 11885.45
J1 31295 NASAL/SINUS NDSC SURG W/DILATION MAXILLARY SINUS 6675.60 000 Y 11157.77
J1 31296 NASAL/SINUS NDSC SURG W/DILATION FRONTAL SINUS 6763.20 000 Y 11042.09
J1 31297 NASAL/SINUS NDSC SURG W/DILATION SPHENOID SINUS 6627.60 000 N 11130.41
J1 31298 NASAL/SINUS NDSC SURG W/DILATION FRNT&SPHN SINUS 12793.20 000 N 11009.68

31299 UNLISTED PROCEDURE ACCESSORY SINUSES BR YYY N 306.82
J1 31300 LARYNGOTOMY W/RMVL TUMOR/LARYNGOCELE CORDECTOMY 4482.00 090 Y 5585.03

31360 LARYNGECTOMY TOTAL W/O RADICAL NECK DISSECTION 7332.00 090 Y

31365 LARYNGECTOMY TOTAL W/RADICAL NECK DISSECTION 9034.80 090 Y

31367 LARYNGECTOMY STOT SUPRAGLOTTIC W/O RAD NECK DSJ 7770.00 090 Y

31368 LARYNGECTOMY STOT SUPRAGLOTTIC W/RAD NCK DSJ 8596.80 090 Y

31370 PARTIAL LARYNGECTOMY HEMILARYGECTOMY HORIZONTAL 7303.20 090 Y

31375 PARTIAL LARYNGECTOMY HEMILARYNG LATEROVERTICAL 6940.80 090 Y

31380 PARTIAL LARYNGECTOMY HEMILARYNG ANTEROVERTICAL 6843.60 090 Y

31382 PARTIAL LARYNG HEMILARYNG ANTERO-LATERO-VERTICAL 7495.20 090 Y

31390 PHARYNGOLARYNGECTOMY W/RAD NECK DSJ W/O RCNSTJ 9984.00 090 Y

31395 PHARYNGOLARYNGECTOMY W/RAD NECK DSJ W/RCNSTJ 10491.60 090 Y
J1 31400 ARYTENOIDECTOMY/ARYTENOIDOPEXY XTRNL APPROACH 3628.80 090 Y 10190.64
J1 31420 EPIGLOTTIDECTOMY 2972.40 090 Y 10174.54

31500 INTUBATION ENDOTRACHEAL EMERGENCY PROCEDURE 498.00 000 N 306.82

31502 TRACHEOTOMY TUBE CHANGE PRIOR TO FISTULA TRACT 123.60 000 N 306.82

31505 LARYNGOSCOPY INDIRECT DIAGNOSTIC SPX 327.60 000 N 238.73
J1 31510 LARYNGOSCOPY INDIRECT W/BIOPSY 769.20 000 N 6327.16

31511 LARYNGOSCOPY INDIRECT W/REMOVAL FOREIGN BODY 760.80 000 N 238.73
J1 31512 LARYNGOSCOPY INDIRECT W/REMOVAL LESION 772.80 000 N 6299.16

31513 LARYNGOSCOPY INDIRECT W/N/OCAL CORD INJECTION 458.40 000 N 545.11

31515 LARYNGOSCOPY W/WO TRACHEOSCOPY ASPIRATION 769.20 000 N 545.11

31520 LARYNGOSCOPY W/WO TRACHEOSCOPY DX NEWBORN 546.00 000 N 545.11
J1 31525 LARYNGOSCOPY W/WO TRACHEOSCOPY DX EXCEPT NEWBORN 896.40 000 N 3052.49
J1 31526 LARYNGOSCOPY W/WO TRACHEOSCOPY W/MICRO/TELESCOPE 550.80 000 N 3048.90
J1 31527 LARYNGOSCOPY W/WO TRACHEOSCOPY INSERT OBTURATOR 682.80 000 N 6041.02
J1 31528 LARYNGOSCOPY W/WO TRACHEOSCOPY W/DILATION IN 504.00 000 N 6107.14
J1 31529 LARYNGOSCOPY W/WO TRACHEOSCOPY DILATION SUBSQ 566.40 000 N 6115.04
J1 31530 LARYNGOSCOPY W/FOREIGN BODY REMOVAL 700.80 000 N 3054.93
J1 31531 LARYNGOSCOPY FOREIGN BODY RMVL MICRO/TELESCOPE 741.60 000 N 6284.61
J1 31535 LARYNGOSCOPY DIRECT OPERATIVE W/BIOPSY 662.40 000 N 6324.00
J1 31536 LARYNGOSCOPY W/BIOPSY MICROSCOPE/TELESCOPE 739.20 000 N 6324.00
J1 31540 LARYNGOSCOPY EXC TUM&/STRIPPING CORDS/EPIGLOTT 849.60 000 N 6319.57
J1 31541 LARGSC EXC TUM&/STRPG CORDS/EPIGL MCRSCP/TLSCP 924.00 000 N 6314.82
J1 31545 LARGSC MICRO/TELESCOPE RMVL LES VOCAL CORD FLAP 1270.80 000 N 6313.08
J1 31546 LARGSC MICRO/TELESCOPE RMVL LES VOCAL CORD GRAFT 1928.40 000 N 11887.23
J1 31551 LARYNGOPLASTY LARYNGEAL STEN W/O STENT < 12 YRS 5509.20 090 N 10272.97
J1 31552 LARYNGOPLASTY LARYNGEAL STEN W/O STENT 12 YRS > 5323.20 090 N 9921.84
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J1 31553 LARYNGOPLASTY LARYNGEAL STEN W/STENT < 12 YRS 6031.20 090 N 10272.97
J1 31554 LARYNGOPLASTY LARYNGEAL STEN W/STENT 12 YRS > 6034.80 090 N 10254.53
J1 31560 LARYNGOSCOPY DIRECT OPERATIVE W/ARYTENOIDECTOMY 1096.80 000 N 11773.04
J1 31561 LARGSC ARYTENOIDECTOMY MICROSCOPE/TELESCOPE 1201.20 000 N 11771.25
J1 31570 LARYNGOSCOPE INJECTION VOCAL CORD THERAPEUTIC 1225.20 000 N 6013.65
J1 31571 LARGSC W/NJX VOCAL CORD THER W/MICRO/TELESCOPE 873.60 000 N 6023.62
J1 31572 LARYNGOSCOPY FLEXIBLE ABLATJ DESTJ LESION(S) UNI 1918.80 000 N 6320.36
J1 31573 LARYNGOSCOPY FLEXIBLE THERAPEUTIC INJECTION UNI 1029.60 000 N 3031.40
J1 31574 LARYNGOSCOPY FLEXIBLE W/INJECTION AGMNTJ UNI 3499.20 000 N 2951.26
31575 LARYNGOSCOPY FLEXIBLE DIAGNOSTIC 456.78 000 N 238.73
J1 31576 LARYNGOSCOPY FLEXIBLE W/BIOPSY(IES) 964.80 000 N 3054.78
31577 LARYNGOSCOPY FLX RMVL FOREIGN BODY(S) 988.80 000 N 545.11
J1 31578 LARYNGOSCOPY FLEXIBLE RMVL LESION(S) NON-LASER 1099.20 000 N 6309.60
31579 LARYNGOSCOPY FLX/RGD TELESCOPIC W/STROBOSCOPY 709.20 000 N 545.11
J1 31580 LARYNGOPLASTY LARYN WEB W/KEEL STENT INSERTION 4615.20 090 N 10265.44
J1 31584 LARYNGOPLASTY W/OPEN REDUCTION FRACTURE W/TRACHS 5080.80 090 N 9764.71
J1 31587 LARYNGOPLASTY CRICOID SPLIT W/O GRAFT PLACEMENT 4320.00 090 N 10158.96
J1 31590 LARYNGEAL REINNERVATION NEUROMUSCULAR PEDICLE 3321.60 090 Y 10223.36
J1 31591 LARYNGOPLASTY MEDIALIZATION UNLIATERAL 3939.60 090 N 10090.39
J1 31592 CRICOTRACHEAL RESECTION 6184.80 090 N 9835.35
31599 UNLISTED PROCEDURE LARYNX BR YYY N 306.82
J1 31600 TRACHEOSTOMY PLANNED SEPARATE PROCEDURE 1082.40 000 N 5562.82
J1 31601 TRACHEOSTOMY PLANNED UNDER 2 YEARS SPX 1584.00 000 Y 10272.97
J1 31603 TRACHEOSTOMY EMERGENCY PROCEDURE TRANSTRACHEAL 1135.20 000 N 2757.90
31605 TRACHEOSTOMY EMERGENCY CRICOTHYROID MEMBRANE 1178.40 000 N 306.82
J1 31610 TRACHEOSTOMY FENESTRATION W/SKIN FLAPS 344040 090 N 10109.87
J1 31611 CONSTJ TRACHEOESOPHGL FSTL&INSJ SP PROSTH 1926.00 090 Y 5506.66
J1 31612 TRACHEAL PNXR PRQ W/TRANSTRACHEAL ASPIR&/NJX 329.82 000 N 5453.99
J1 31613 TRACHEOSTOMA REVJ SMPL W/O FLAP ROTATION 1534.80 090 N 5548.85
J1 31614 TRACHEOSTOMA REVJ CPLX W/FLAP ROTATION 2556.00 090 N 10363.35
31615 TRACHEOBRNCHSC THRU EST TRACHS INC 619.20 000 N 655.90
J1 31622 BRNCHSC INCL FLUOR GDNCE DX W/CELL WASHG SPX 889.20 000 N 3052.79
J1 31623 BRNCHSC BRUSHING/PROTECTED BRUSHINGS 999.60 000 N 3053.56
J1 31624 BRNCHSC W/BRNCL ALVEOLAR LAVAGE 921.60 000 N 3054.86
J1 31625 BRONCHOSCOPY BRONCHIAL/ENDOBRNCL BX 1+ SITES 1278.00 000 N 3053.40
J1 31626 BRONCHOSCOPY W/PLMT FIDUCIAL MARKERS SINGLE/MULT 2941.20 000 N 11558.93
+ 31627 BRONCHOSCOPY W/CPTR-ASST IMAGE-GUIDED NAVIGATION 4538.40 777 N
J1 31628 BRONCHOSCOPY W/TRANSBRONCHIAL LUNG BX 1 LOBE 1357.20 000 N 6317.04
J1 31629 BRONCHOSCOPY NEEDLE BX TRACHEA MAIN STEM&BRON 1665.60 000 N 6304.38
J1 31630 BRNCHSC W/TRACHEAL/BRONCHIAL DILAT/CLSD RDCTJ FX 694.80 000 N 6142.88
J1 31631 BRONCHOSCOPY W/PLACEMENT TRACHEAL STENT 793.20 000 N 11020.68
+ 31632 BRONCHOSCOPY W/TRANSBRONCHIAL LUNG BX EACH LOBE 230.40 777 N
+ 31633 BRONCHOSCOPY W/TRANSBRONCL NDL ASPIR BX EA LOBE 285.60 777 N
J1 31634 BRONCHOSCOPY BALLOON OCCLUSION 5928.00 000 Y 11573.20
J1 31635 BRONCHOSCOPY W/REMOVAL FOREIGN BODY 1056.00 000 N 3048.13
J1 31636 BRNCHSC W/PLACEMENT BRNCL STENT 1ST BRONCHUS 762.00 000 N 10566.59
+ 31637 BRONCHOSCOPY EACH MAJOR BRONCHUS STENTED 270.00 777 N
J1 31638 BRNCHSC REVJ TRACHEAL/BRNCL STENT INS PREV SESS 866.40 000 N 11519.68
J1 31640 BRONCHOSCOPY W/EXCISION TUMOR 872.40 000 N 6297.74
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J1 31641 BRNCHSC W/DSTRJ TUM RELIEF STENOSIS OTH/THN EXC 896.40 000 N 6279.87
J1 31643 BRNCHSC W/PLMT CATH INTRCV RADIOELMNT APPL 614.40 000 N 3016.35
J1 31645 BRONCHOSCOPY W/THER ASPIR TRACHBRNCL TREE 1ST 984.00 000 N 3052.87
31646 BRONCHOSCOPY W/THER ASPIR TRACHBRNCL TREE SBSQ 496.80 000 N 545.11
J1 31647 BRNCHSC OCCLUSION&INSERT BRONCH VALVE INIT LOBE 732.00 000 N 10601.39
J1 31648 BRNCHSC REMOVAL BRONCHIAL VALVE INITIAL 696.00 000 N 6305.97
+ 31649 BRNCHSC REMOVAL BRONCHIAL VALVE EA ADDL 235.20 777 N 2169.76
+ 31651 BRNCHSC OCCLUSION&INSERT BRONCH VALVE ADDL LOBE 266.40 777 N
J1 31652 BRNCHSC EBUS GUIDED SAMPL 1/2 NODE STATION/STRUX 3783.96 000 N 6316.09
J1 31653 BRNCHSC EBUS GUIDED SAMPL 3/> NODE STATION/STRUX 3964.74 000 N 6318.62
+ 31654 BRNSCHSC TNDSC EBUS DX/TX INTERVENTION PERPH LES 435.60 777 N
J1 31660 BRONCHOSCOPIC THERMOPLASTY ONE LOBE 688.80 000 N 10219.85
J1 31661 BRONCHOSCOPIC THERMOPLASTY 2/> LOBES 722.40 000 N 10237.70
31717 CATHETERIZATION W/BRONCHIAL BRUSH BIOPSY 1062.00 000 N 545.11
31720 CATHETER ASPIRATION NASOTRACHEAL SPX 197.34 000 N 272.60
31725 CATH ASPIR TRACHEOBRNCL FIBERSCOPE BEDSIDE SPX 278.40 000 N
J1 31730 TTRACH INTRO NDL WIRE DIL/STENT/TUBE O2 THER 4108.80 000 N 2995.19
J1 31750 TRACHEOPLASTY CERVICAL 4884.00 090 Y 10253.23
J1 31755 TRACHEOPLASTY TRACHEOPHARYNGEAL FSTLJ EA STG 6231.60 090 Y 10388.54
31760 TRACHEOPLASTY INTRATHORACIC 4855.20 090 Y
31766 CARINAL RECONSTRUCTION 6259.20 090 Y
31770 BRONCHOPLASTY GRAFT REPAIR 4682.40 090 Y
31775 BRONCHOPLASTY EXCISION STENOSIS & ANASTOMOSIS 4933.20 090 Y
31780 EXCISION TRACHEAL STENOSIS&ANASTOMOSIS CERVICA 4189.20 090 Y
31781 EXC TRACHEAL STENOSIS&ANAST CERVICOTHORACIC 5097.60 090 Y
J1 31785 EXCISION TRACHEAL TUMOR/CARCINOMA CERVICAL 3816.00 090 Y 10339.20
31786 EXCISION TRACHEAL TUMOR/CARCINOMA THORACIC 5085.60 090 Y
31800 SUTURE TRACHEAL WOUND/INJURY CERVICAL 2553.60 090 N
31805 SUTURE TRACHEAL WOUND/INJURY INTRATHORACIC 2895.60 090 Y
J1 31820 SURG CLSR TRACHEOSTOMY/FISTULA W/O PLASTIC RPR 1602.00 090 N 5585.45
J1 31825 SURG CLSR TRACHEOSTOMY/FISTULA W/PLASTIC RPR 2194.80 090 N 5582.10
J1 31830 REVISION TRACHEOSTOMY SCAR 1760.88 090 N 5584.47
31899 UNLISTED PROCEDURE TRACHEA BRONCHI BR YYY N 238.73
32035 THORACOSTOMY W/RIB RESECTION EMPYEMA 2606.40 090 Y
32036 THORACOSTOMY OPEN FLAP DRAINAGE EMPYEMA 2806.80 090 Y
32096 THORACTOMY W/DX BX LUNG INFILTRATE UNILATERAL 2822.40 090 Y
32097 THORACTOMY W/DX BX LUNG NODULE/MASS UNILATERAL 2828.40 090 Y
32098 THORACOTOMY W/BIOPSY OF PLEURA 2679.60 090 Y
32100 THORACOTOMY WITH EXPLORATION 2860.80 090 Y
32110 THORCOM CTRL TRAUMTC HEMRRG&/RPR LNG TEAR 5206.80 090 Y
32120  THORACOTOMY POSTOPERATIVE COMPLICATIONS 3084.00 090 Y
32124 THORACOTOMY OPN INTRAPLEURAL PNEUMONOLYSIS 3271.20 090 Y
32140 THORCOM W/REMOVAL OF CYST 3496.80 090 Y
32141 THORACOTOMY W/RESECTION BULLAE 5365.20 090 Y
32150 THORCOM W/RMVL INTRAPLEURAL FB/FIBRIN DEP 3571.20 090 Y
32151 THORCOM W/RMVL IPUL FB 3547.20 090 Y
32160 THORACOTOMY W/CARDIAC MASSAGE 2815.20 090 Y 2820.51
32200 PNEUMONOSTOMY W/OPEN DRAINAGE ABSCESS/CYST 4024.80 090 Y
32215 PLEURAL SCARIFICATION REPEAT PNEUMOTHORAX 2823.60 090 Y
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32220 DECORTICATION PULMONARY TOTAL SEPARATE PROCEDURE 5638.80 090 Y
32225 DECORTICATION PULMONARY PARTIAL SEPARATE PROC 3526.80 090 Y
32310 PLEURECTOMY PARIETAL SEPARATE PROCEDURE 3249.60 090 Y
32320 DECORTICATION & PARIETAL PLEURECTOMY 5666.40 090 Y
J1 32400 BIOPSY PLEURA PERCUTANEOUS NEEDLE 597.60 000 N 2869.82
J1 32408 CORE NEEDLE BX LUNG/MEDIASTINUM PERQ W/IMG 318240 000 N 285243
32440 REMOVAL OF LUNG PNEUMONECTOMY 5542.80 090 Y
32442 REMOVAL LUNG PNEUMONECTOMY RESXN SGMNT TRACHEA 10748.40 090 Y
32445 REMOVAL LUNG PNEUMONECTOMY EXTRAPLEURAL 12421.20 090 Y
32480 RMVLLUNG OTHER THAN PNEUMONECTOMY 1 LOBE LOBECT 5226.00 090 Y
32482 RMVL LUNG OTHER THAN PNEUMONECT 2 LOBES BILOBEC 5592.00 090 Y
32484 RMVL LUNG OTHER THAN PNEUMONECT 1 SEGMENTECTOMY 5061.60 090 Y
32486 RMVLLUNG XCP TOT PNEUMONECTOMY SLEEVE LOBECTOMY 8240.40 090 Y
32488 RMVL LUNG OTHER/THAN PNUMEC COMPLETION PNUMEC 8420.40 090 Y
32491 RMVL LUNG OTH/THN PNUMEC RESXN-PLCTJ EMPHY LUNG 5194.80 090 Y
+ 32501 RESCJ&BRONCHOPLASTY PFRMD TM LOBEC/SGMECTOMY 852.00 777 Y
32503 RESCJ APICAL LUNG TUMOR W/O CHEST WALL RCNSTJ 6324.00 090 Y
32504 RESCJ APICAL LUNG TUMOR W/CHEST WALL RCNSTJ 720240 090 Y
32505 THORACOTOMY W/THERAPEUTIC WEDGE RESEXN INITIAL 3289.20 090 Y
+ 32506 THORACOTOMY W/THERAP WEDGE RESEXN ADDL IPSILATRL 550.80 777 Y
+ 32507 THORACOTOMY W/DX WEDGE RESEXN & ANTOM LUNG RESE 550.80 777 Y
32540 EXTRAPLEURAL ENUCLEATION EMPYEMA EMPYEMECTOMY 6094.80 090 Y
J1 32550 INSERTION INDWELLING TUNNELED PLEURAL CATHETER 2938.02 000 N 6078.56
J1 32551 TUBE THORACOSTOMY INCLUDES WATER SEAL 553.20 000 N 2853.15
32552 RMVL NDWELLG TUNNELED PLEURAL CATHETER W/CUFF 650.40 010 N 783.90
32553 PLMT NTRSTL DEV RADJ THX GID PRQ INTRATHRC 1/MLT 1870.80 000 Y 1831.33
32554 THORACENTESIS NEEDLE/CATH PLEURA W/O IMAGING 829.38 000 N 783.90
32555 THORACENTESIS NEEDLE/CATH PLEURA W/IMAGING 1159.20 000 N 783.90
J1 32556 PERQ DRAINAGE PLEURA INSERT CATH W/O IMAGING 2402.58 000 N 3244.05
J1 32557 PERQ DRAINAGE PLEURA INSERT CATH W/IMAGING 2214.90 000 N 2753.84
32560 INSTLJ VIA CHEST TUBE/CATH AGENT FOR PLEURODESIS 950.40 000 N 783.90
32561 INSTLJ VIA CH TUBE/CATH AGENT FBRNLYSIS 1ST DAY 337.20 000 Y 783.90
32562 INSTLJ CH TUBE/CATH AGENT FBRNLYSIS SBSQ DAY 298.80 000 Y 783.90
J1 32601 THORSC DX LUNGS/PERICAR/MED/PLEURAL SPACE W/O BX 1083.60 000 N 10224.54
J1 32604 THORACOSCOPY DX PERICARDIAL SAC W/BIOPSY SPX 1683.60 000 N 10335.38
J1 32606 THORACOSCOPY DX MEDIASTINAL SPACE W/BIOPSY SPX 1624.80 000 N 10293.52
J1 32607 THORACOSCOPY W/DX BX OF LUNG INFILTRATE UNILATRL 1082.40 000 N 10218.08
J1 32608 THORACOSCOPY W/DX BX OF LUNG NODULES UNILATRL 1332.00 000 N 10262.78
J1 32609 THORACOSCOPY WITH BIOPSYIES OF PLEURA 900.00 000 N 10155.81
32650 THORACOSCOPY W/PLEURODESIS 2359.20 090 Y
32651 THORACOSCOPY W/PARTIAL PULMONARY DECORTICATION 3865.20 090 Y
32652 THRSC TOT PULM DCRTCTJ INTRAPLEURAL PNEUMONOLSS 5859.60 090 Y
32653 THORACOSCOPY RMVL INTRAPLEURAL FB/FIBRIN DEPOSIT 3740.40 090 Y
32654 THORACOSCOPY CONTROL TRAUMATIC HEMORRHAGE 4107.60 090 Y
32655 THORACOSCOPY W/RESECTION BULLAE W/WO PLEURAL PX 3375.60 090 Y
32656 THORACOSCOPY W/PARIETAL PLEURECTOMY 2841.60 090 Y
32658 THORACOSCOPY W/RMVL CLOT/FB FROM PERICARDIAL SAC 2524.80 090 Y
32659 THRSC CRTJ PRCRD WINDOW/PRTL RESCJ PRCRD SAC 2586.00 090 Y
32661 THORACOSCOPY W/EXC PERICARDIAL CYST TUMOR/MASS 2821.20 090 Y
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32662 THORACOSCOPY W/EXC MEDIASTINAL CYST TUMOR/MASS 3153.60 090 Y
32663 THORACOSCOPY W/LOBECTOMY SINGLE LOBE 4930.80 090 Y

32664 THORACOSCOPY W/THORACIC SYMPATHECTOMY 2994.00 090 Y 6001.43
32665 THORACOSCOPY W/ESOPHAGOMYOTOMY HELLER TYPE 4340.40 090 Y

32666 THORACOSCOPY W/THERA WEDGE RESEXN INITIAL UNILAT 3072.00 090 Y 4923.02

+ 32667 THORACOSCOPY W/THERA WEDGE RESEXN ADDL IPSILATRL 552.00 777 Y 2724.03
+ 32668 THORACOSCOPY W/DX WEDGE RESEXN ANATO LUNG RESEXN 553.20 777 Y
32669 THORACOSCOPY W/SEGMENTECTOMY 4731.60 090 Y
32670 THORACOSCOPY W/BILOBECTOMY 5653.20 090 Y
32671 THORACOSCOPY W/PNEUMONECTOMY 6240.00 090 Y
32672 THORACOSCOPY W/RESEXN-PLICAJ EMPHYSEMA LUNG UNIL 5353.20 090 Y
32673 THORACOSCOPY RESEXN THYMUS UNI/BILATERAL 4284.00 090 Y
+ 32674 THORCOSCPY W/MEDIASTINL & REGIONL LYMPHDENECTOMY 756.00 777 Y
32701 THORAX STEREOTACTIC RADIATION TARGET W/TX COURSE 750.00 750.00 BR XXX N
32800 REPAIR LUNG HERNIA THROUGH CHEST WALL 3337.20 090 Y
32810 CLSR CH WALL FLWG OPN FLAP DRG EMPYEMA 3182.40 090 Y
32815 OPEN CLOSURE MAJOR BRONCHIAL FISTULA 9871.20 090 Y
32820 MAJOR RECONSTRUCTION CHEST WALL POSTTRAUMATIC 4699.20 090 Y
32850 DONOR PNEUMONECTOMY FROM CADAVER DONOR 6495.66 XXX N
32851 LUNG TRANSPLANT 1 W/O CARDIOPULMONARY BYPASS 11515.20 090 Y
32852 LUNG TRANSPLANT 1 W/CARDIOPULMONARY BYPASS 12482.40 090 Y
32853 LUNG TRANSPLANT 2 W/O CARDIOPULMONARY BYPASS 16082.40 090 Y
32854 LUNG TRANSPLANT 2 W/CARDIOPULMONARY BYPASS 17048.40 090 Y
32855 BKBENCH PREPJ CADAVER DONOR LUNG ALLOGRAFT UNI 2667.60 XXX Y
32856 BKBENCH PREPJ CADAVER DONOR LUNG ALLOGRAFT BI 3105.60 XXX Y
32900 RESECTION RIBS EXTRAPLEURAL ALL STAGES 4995.60 090 Y
32905 THORACOPLASTY SCHEDE TYPE/EXTRAPLEURAL 4704.00 090 Y
32906 THORACOP SCHEDE TYP/XTRPLEURAL CLSR BRNCPLR FSTL 5803.20 090 Y
32940 PNEUMONOLYSIS XTRPRIOSTEAL W/FILLING/PACKING PX 4348.80 090 Y

32960 PNEUMOTHORAX THER INTRAPLEURAL INJECTION AIR 447.60 000 N 783.90

J1 32994 ABLATION THER 1+ PULM TUMORS PERQ CRYOABLATION 19141.20 000 Y 9444.73
32997 TOTAL LUNG LAVAGE UNILATERAL 1194.00 000 N

J1 32998 ABLATION THER 1+ PULM TUMORS PERQ RADIOFREQUENCY 12074.40 000 Y 9995.87

32999 UNLISTED PROCEDURE LUNGS & PLEURA BR YYY N 783.90

J1 33016 PERICARDIOCENTESIS W/IMG GUIDANCE WHEN PERFORMED 828.00 000 N 2753.55
33017 PERQ PRCRD DRG 6YR+ W/O CONGENITAL CAR ANOMALY 866.40 000 N
33018 PERQ PRCRD DRG 0-5YR/ANY AGE W/CGEN CAR ANOMALY 1023.60 000 N
33019 PERQ PERICARDIAL DRG W/INSJ NDWELLG CATH WICT 757.20 000 N
33020 PERICARDIOTOMY REMOVAL CLOT/FOREIGN BODY PRIMARY 3045.60 090 Y
33025 CRTJ PERICARDIAL WINDOW/PRTL RESECJ W/DRG/BX 2762.40 090 Y
33030 PRICARDIECTOMY STOT/COMPL W/O CARDPULM BYPASS 7050.00 090 Y
33031 PRICARDIECTOMY STOT/COMPL W/CARDPULM BYPASS 8713.20 090 Y
33050 RESECTION PERICARDIAL CYST/TUMOR 3549.60 090 Y
33120 EXC INTRACARDIAC TUMOR RESCJ CARDIOPULMONARY BYP 7365.60 090 Y
33130 RESECTION EXTERNAL CARDIAC TUMOR 4819.20 090 Y
33140 TRANSMYOCARDIAL LASER REVASCULAR THORACOTOMY SPX 5487.60 090 Y
+ 33141 TRANSMYOCRD LASER REVSC PFRMD TM OTH OPN CAR PX 463.20 777 Y
33202 INSERTION EPICARDIAL ELECTRODE OPEN 2721.60 090 N
33203 INSERTION EPICARDIAL ELECTRODE ENDOSCOPIC 2851.20 090 N
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J1 33206 INS NEW/RPLCMT PRM PACEMAKR W/TRANS ELTRD ATRIAL 1620.00 090 N 18108.60
J1 33207 INS NEW/RPLC PRM PACEMAKER W/TRANSV ELTRD VENTR 1700.40 090 N 18078.33
J1 33208 INS NEW/RPLCMT PRM PM W/TRANSV ELTRD ATRIAL&VENT 1844.40 090 N 17899.93
J1 33210 INSJ/RPLCMT TEMP TRANSVNS 1CHMBR ELTRD/PM CATH 571.20 000 N 15967.74
J1 33211 INSJ/RPLCMT TEMP TRANSVNS 2CHMBR PACG ELTRDS SPX 597.60 000 N 15287.40
J1 33212 INSPM PLS GEN W/EXIST SINGLE LEAD 1147.20 090 N 14209.19
J1 33213 INS PACEMAKER PULSE GEN ONLY W/EXIST DUAL LEADS 1196.40 090 N 17876.57
J1 33214 UPG PACEMAKER SYS CONVERT 1CHMBR SYS 2CHMBR SYS 1702.80 090 N 18036.39
J1 33215 RPSGPREV IMPLTED PM/DFB R ATR/R VENTR ELECTRODE 1100.40 090 N 5662.05
J1 33216 INSJ 1 TRANSVNS ELTRD PERM PACEMAKER/IMPLTBL DFB 1323.60 090 N 15119.92
J1 33217 INSJ 2 TRANSVNS ELTRD PERM PACEMAKER/IMPLTBL DFB 1311.60 090 N 14521.66
33218 RPR 1 TRANSVNS ELTRD PRM PM/PACING IMPLNTBL DFB 1384.80 090 N 4993.88
33220 RPR 2 TRANSVNS ELECTRODES PRM PM/IMPLANTABLE DFB 1359.60 090 N 4993.88
J1 33221 INS PACEMAKER PULSE GEN ONLY W/EXIST MULT LEADS 1284.00 090 N 31844.61
33222 RELOCATION OF SKIN POCKET FOR PACEMAKER 1219.20 090 N 2483.95
33223 RELOCATE SKIN POCKET IMPLANTABLE DEFIBRILLATOR 1458.00 090 N 2483.95
J1 33224 INSJELTRD CAR VEN SYS ATTCH PREV PM/DFB PLS GEN 1820.40 000 N 18396.38
+ 33225 INSJELTRD CAR VEN SYS TM INSJ DFB/PM PLS GEN 1653.60 777 N
J1 33226 RPSGPREVIMPLTED CAR VEN SYS L VENTR ELTRD 1744.80 000 N 5417.78
J1 33227 REMVL PERM PM PLSE GEN W/REPL PLSE GEN SNGL LEAD 1207.20 090 N 14165.03
J1 33228 REMVL PERM PM PLS GEN W/REPL PLSE GEN 2 LEAD SYS 1263.60 090 N 17993.91
J1 33229 REMVL PERM PM PLS GEN W/REPL PLSE GEN MULT LEAD 1334.40 090 N 31807.52
J1 33230 INSJIMPLNTBL DEFIB PULSE GEN W/EXIST DUAL LEADS 1366.80 090 N 38382.00
J1 33231 INSJIMPLNTBL DEFIB PULSE GEN W/EXIST MULTILEADS 1419.60 090 N 55436.47
33233 REMOVAL PERMANENT PACEMAKER PULSE GENERATOR ONLY 831.60 090 N 11831.97
33234 RMVL TRANSVNS PM ELTRD 1 LEAD SYS ATR/VENTR 1724.40 090 N 4993.88
33235 RMVL TRANSVNS PM ELTRD DUAL LEAD SYS 2266.80 090 N 4993.88
33236 RMVL PRM EPICAR PM&ELTRDS THORCOM 1 LEAD SYS 2772.00 090 N
33237 RMVL PRM EPICAR PM&ELTRDS THORCOM DUAL LEAD SY 2973.60 090 N
33238 RMVL PRM TRANSVENOUS ELECTRODE THORACOTOMY 3354.00 090 N
J1 33240 INSJIMPLNTBL DEFIB PULSE GEN W/1 EXISTING LD 1304.40 090 N 38188.88
33241 REMOVAL IMPLANTABLE DEFIB PULSE GENERATOR ONLY 766.80 090 N 4993.88
33243 RMVL 1/DUAL CHAMBER DEFIB ELECTRODE BY THORACOM 4849.20 090 Y
33244 RMVL1/DUAL CHMBR IMPLTBL DFB ELTRD TRANSVNS XTRJ 3081.60 090 N 4993.88
J1 33249 INSJ/RPLCMT PERM DFB W/TRNSVNS LDS 1/DUAL CHMBR 3256.80 090 N 54587.73
33250 ABLATION ARRHYTHMOGENIC FOCI/PATHWAY W/O BYPASS 5133.60 090 Y
33251 ABLATION ARRHYTHMOGENIC FOCI/PATHWAY W/BYPASS 5732.40 090 Y
33254 ABLATION & RECONSTRUCTION ATRIA LIMITED 4802.40 090 Y
33255 ABLATION & RCNSTJ ATRIA EXTNSV W/O BYPASS 5732.40 090 Y
33256 ABLATION & RCNSTJ ATRIA EXTNSV W/BYPASS 6792.00 090 Y
+ 33257 ATRIA ABLATE & RCNSTJ W/OTHER PROCEDURE LIMITE 2052.00 777 Y
+ 33258 ATRIA ABLTJ & RCNSTJ W/OTHER PX EXTENSIV W/O BYP 2292.00 777 Y
+ 33259 ATRIA ABLTJ & RCNSTJ W/OTHER PX EXTEN W/BYPASS 2983.20 777 Y
33261 OPRATIVE ABLTJ VENTR ARRHYTHMOGENIC FOC W/BYPASS 5680.80 090 Y
J1 33262 RMVL IMPLTBL DFB PLSE GEN W/REPL PLSE GEN 1 LEAD 1329.60 090 N 38573.94
J1 33263 RMVL IMPLTBL DFB PLSE GEN W/RPLCMT PLSE GEN 2 LD 1382.40 090 N 38360.80
J1 33264 RMVL IMPLTBL DFB PLS GEN W/RPLCMT PLS GEN MLT LD 1440.00 090 N 54470.32
33265 NDSC ABLATION & RCNSTJ ATRIA LIMITED W/O BYPAS 4797.60 090 Y
33266 NDSC ABLATION & RCNSTJ ATRIA EXTEN W/O BYPASS 6484.80 090 Y
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33267 EXCLUSION LEFT ATRIAL APPENDAGE OPEN ANY METHOD 3692.40 090 Y
+ 33268 EXCLUSION LAA OPEN TM STRNT/THRCM ANY METHOD 460.80 777 Y
33269 EXCLUSION L ATR APPENDAGE THORACOSCOPIC ANY METH 2920.80 090 Y
J1 33270 INS/RPLCMNT PERM SUBQ IMPLTBL DFB W/SUBQ ELTRD 2001.60 090 N 54290.84
J1 33271 INSJ OF SUBQ IMPLANTABLE DEFIBRILLATOR ELECTRODE 1605.60 090 N 14002.13
33272 RMVL OF SUBQ IMPLANTABLE DEFIBRILLATOR ELECTRODE 1234.80 090 N 4993.88
33273 REPOS PREVIOUSLY IMPLANTED SUBQ IMPLANTABLE DFB 1416.00 090 N 4993.88
J1 33274 TCAT INSJ/RPL PERM LEADLESS PACEMAKER RV W/IMG 1711.20 090 N 27414.00
J1 33275 TCAT REMOVAL PERM LEADLESS PM RIGHT VENTR W/IMG 1812.00 090 N 4604.72
J1 33285 INSERTION SUBQ CARDIAC RHYTHM MONITOR W/PRGRMG 17528.40 000 N 13582.18
33286 REMOVAL SUBCUTANEOUS CARDIAC RHYTHM MONITOR 478.80 000 N 902.47
J1 33289 TCAT IMPL WRLS P-ART PRS SNR L-T HEMODYN MNTR 1179.60 000 N 46835.51
33300 REPAIR CARDIAC WOUND W/O BYPASS 8600.40 090 Y
33305 REPAIR CARDIAC WOUND W/CARDIOPULMONARY BYPASS 14378.40 090 Y
33310 CARDIOT EXPL W/RMVL FB ATR/VENTR THRMB W/O BYP 4126.80 090 Y
33315 CARDIOT EXPL RMVL FB ATRVENTR THRMB CARD BYP 6754.80 090 Y
33320 SUTR RPR AORTA/GRT VSL W/O SHUNT/CARD BYP 3721.20 090 Y
33321 SUTR RPR AORTA/GREAT VESSEL W/SHUNT BYPASS 4194.00 090 Y
33322 SUTURE REPAIR AORTA/GREAT VESSEL W/BYPASS 4900.80 090 Y
33330 INSJ GRAFT AORTA/GREAT VESSEL W/O SHUNT/BYPASS 5023.20 090 Y
33335 INSJ GRAFT AORTA/GREAT VESSEL W/BYPASS 6584.40 090 Y
33340 PERQ CLSR TCAT L ATR APNDGE W/ENDOCARDIAL IMPLNT 2775.60 000 N
33361 REPLACE AORTIC VALVE PERQ FEMORAL ARTRY APPROACH 4737.60 000 N
33362 REPLACE AORTIC VALVE OPENFEMORAL ARTERY APPROACH 5172.00 000 N
33363 REPLACE AORTIC VALVE OPEN AXILLRY ARTRY APPROACH 5356.80 000 N
33364 REPLACE AORTIC VALVE OPEN ILIAC ARTERY APPROACH 5536.80 000 N
33365 REPLACE AORTIC VALVE OPEN TRANSAORTIC APPROACH 6219.60 000 N
33366 TRANSCATHETER TRANSAPICAL REPLACEMT AORTIC VALVE 6723.60 000 N
+ 33367 REPLACE AORTIC VALVE W/BYP PRQ ART/VENOUS APPRCH 2194.80 777 N
+ 33368 REPLACE AORTIC VALVE W/BYP OPEN ART/VENOUS APRCH 2608.80 777 N
+ 33369 REPLACE AORTA VALVE W/BYP CNTRL ART/VENOUS APRCH 3441.60 777 N
+ 33370 TRANSCATHETER PLACEMENT&SBSQ REMOVAL CEPD PERQ 468.00 777 N
33390 VALVULOPLASTY AORTIC VALVE OPEN CARD BYP SIMPLE 6789.60 090 Y
33391 VALVULOPLASTY AORTIC VALVE OPEN CARD BYP COMPLEX 8072.40 090 Y
33404 CONSTRUCTION APICAL-AORTIC CONDUIT 6163.20 090 Y
33405 RPLCMT PROST AORTIC VALVE OPEN XCP HOMOGRF/STENT 7993.20 090 Y
33406 RPLCMT AORTIC VALVE OPN ALLOGRAFT VALVE FREEHAND 10117.20 090 Y
33410 RPLCMT AORTIC VALVE OPN W/STENTLESS TISSUE VALVE 8941.20 090 Y
33411 RPLCMT AORTIC VALVE ANNULUS ENLGMENT NONC SINUS 11802.00 090 Y
33412 REPLACEMENT AORTIC VALVE KONNO PROCEDURE 11076.00 090 Y
33413 REPLACEMENT AORTIC&PULMON VALVES ROSS PROCEDUR 11348.40 090 Y
33414 RPR VENTR O/F TRC OBSTRCJ PATCH ENLGMENT O/F TRC 7554.00 090 Y
33415 RESECTION/INCISION SUBVALVULAR TISSUE 7140.00 090 Y
33416 VENTRICULOMYOTOMY-MYECTOMY 7122.00 090 Y
33417 AORTOPLASTY SUPRAVALVULAR STENOSIS 5876.40 090 Y
33418 TCAT MITRAL VALVE REPAIR INITIAL PROSTHESIS 6339.60 090 Y
+ 33419 TCAT MITRAL VALVE REPAIR ADDL PROSTHESIS 1492.80 777 Y
33420 VALVOTOMY MITRAL VALVE CLOSED HEART 5115.60 090 N
33422 VALVOTOMY MITRAL VALVE OPEN HEART W/BYPASS 5864.40 090 Y
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33425 VALVULOPLASTY MITRAL VALVE W/CARDIAC BYPASS 9612.00 090 Y
33426 VLVP MITRAL VALVE W/CARD BYP W/PROSTC RING 8382.00 090 Y
33427 VLVP MITRAL VALVE W/BYPASS RAD RCNSTJ W/WO RING 8578.80 090 Y
33430 REPLACEMENT MITRAL VALVE W/CARDIOPULMONARY BYP 9862.80 090 Y
33440 RPLCMT AORTIC VALVE BY TLCJ AUTOL PULM VALVE 11984.40 090 Y
33460 VALVECTOMY TRICUSPID VALVE W/CARDIOPULMONARY BYP 8448.00 090 Y
33463 VALVULOPLASTY TRICUSPID VALVE W/O RING INSERTION 10804.80 090 Y
33464 VALVULOPLASTY TRICUSPID VALVE W/RING INSERTION 8577.60 090 Y
33465 REPLACEMENT TRICUSPID VALVE W/CARD BYPASS 9686.40 090 Y
33468 TRICUSPID VALVE RPSG&PLCTJ EBSTEIN ANOMALY 8616.00 090 Y
33471 VALVOTOMY PULM VALVE CLSD HEART VIA PULM ARTERY 4669.20 090 Y
33474 VALVOTOMY PULMONARY VALVE OPEN HEART W/BYPASS 7670.40 090 Y
33475 REPLACEMENT PULMONARY VALVE 8170.80 090 Y
33476 R VENTRIC RESCJ INFUND STEN W/WO COMMISSUROTOMY 5368.80 090 Y
33477 TCAT PULMONARY VALVE IMPLANTATION PRQ APPROACH 4773.60 000 N
33478 OUTFLOW TRACT AGMNTJ W/WO COMMISSUR/INFUND RESCJ 5545.20 090 Y
33496 RPR NON-STRUCT PROSTC VALVE DYSFUNCTION W/BYPASS 5870.40 090 Y
33500 RPR CORONARY AV/ARTERIOCAR CHMBR FSTL W/BYPASS 5503.20 090 Y
33501 RPR CORONARY AV/ARTERIOCAR CHMBR FSTL W/O BYPASS 3939.60 090 Y
33502 RPR ANOM CORONARY ART PULM ART ORIGIN LIGATION 4508.40 090 Y
33503 RPR ANOM CORONARY ARTERY PULM ART ORIGIN GRAFT 4682.40 090 N
33504 RPR ANOM CORONARY ART PULM ART ORIGIN GRF W/BYP 5172.00 090 Y
33505 RPR ANOM CORON ART W/CONSTJ INTRAPULM ART TUNNEL 7244 .40 090 Y
33506 RPR ANOM CORONARY ART FROM PULM ART TO AORTA 7216.80 090 Y
33507 RPR ANOM AORTIC ORIGIN CORONARY ART UNROOF/TLCJ 6055.20 090 Y
+ 33508 NDSC SURG W/VIDEO-ASSISTED HARVEST VEIN CABG 57.60 777 Y
N 33509 ENDOSCOPIC HARVEST UXTR ARTERY 1 SEGMENT CAB PX 608.40 777 Y
33510 CORONARY ARTERY BYPASS 1 CORONARY VENOUS GRAFT 6813.60 090 Y
33511 CORONARY ARTERY BYPASS 2 CORONARY VENOUS GRAFTS 7479.60 090 Y
33512 CORONARY ARTERY BYPASS 3 CORONARY VENOUS GRAFTS 8528.40 090 Y
33513 CORONARY ARTERY BYPASS 4 CORONARY VENOUS GRAFTS 8732.40 090 Y
33514 CORONARY ARTERY BYPASS 5 CORONARY VENOUS GRAFTS 9188.40 090 Y
33516 CORONARY ARTERY BYPASS 6/+ CORONARY VENOUS GRAFT 9514.80 090 Y
+ 33517 CORONARY ARTERY BYP W/VEIN & ARTERY GRAFT 1 VEIN 660.00 777 Y
+ 33518 CORONARY ARTERY BYP W/VEIN & ARTERY GRAFT 2 VEIN 1443.60 777 Y
+ 33519 CORONARY ARTERY BYP W/VEIN & ARTERY GRAFT 3 VEIN 1912.80 777 Y
+ 33521 CORONARY ARTERY BYP W/VEIN & ARTERY GRAFT 4 VEIN 2293.20 777 Y
+ 33522 CORONARY ARTERY BYP W/VEIN & ARTERY GRAFT 5 VEIN 2574.00 777 Y
+ 33523 CORONARY ARTERY BYP W/VEIN &ARTERY GRAFT 6 VEIN 2912.40 777 Y
+ 33530 ROPRTJ CAB/VALVE PX >1 MO AFTER ORIGINAL OPERJ 1844.40 777 Y
33533 CABG W/ARTERIAL GRAFT SINGLE ARTERIAL GRAFT 6592.80 090 Y
33534 CABG W/ARTERIAL GRAFT TWO ARTERIAL GRAFTS 7738.80 090 Y
33535 CABG W/ARTERIAL GRAFT THREE ARTERIAL GRAFTS 8614.80 090 Y
33536 CABG W/ARTERIAL GRAFT FOUR/>ARTERIAL GRAFTS 9278.40 090 Y
33542 MYOCARDIAL RESECTION 9210.00 090 Y
33545 RPR POSTINFRCJ VENTRICULAR SEPTAL DEFECT 10801.20 090 Y
33548 SURG VENTRICULAR RSTRJ PX W/PROSTC PATCH PFRMD 10459.20 090 Y
+ 33572 CORONARY ENDARTERCOMY OPEN ANY METHOD 808.80 777 Y
33600 CLOSURE ATRIOVENTRICULAR VALVE SUTURE/PATCH 6055.20 090 Y
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33602 CLOSURE SEMILUNAR VALVE AORTIC/PULM SUTURE/PATCH 5878.80 090 Y
33606 ANAST PULMONARY ART AORTA DAMUS-KAYE-STANSEL PX 6264.00 090 Y
33608 RPR CAR ANOMAL XCP PULM ATRESIA VENTR SEPTL DFCT 6342.00 090 Y
33610 RPR CAR ANOMAL SURG ENLGMENT VENTR SEPTL DFCT 6255.60 090 Y
33611 RPR 2 OUTLET R VNTRC W/INTRAVENTR TUNNEL RPR 6860.40 090 Y
33612 RPR 2 OUTLET R VNTRC RPRR VENTR O/F TRC OBSTRCJ 7041.60 090 Y
33615 RPR CAR ANOMAL CLSR SEPTL DFCT SMPL FONTAN PX 7034.40 090 Y
33617 RPR COMPLEX CARDIAC ANOMALY MODIFIED FONTAN PX 7615.20 090 Y
33619 RPR 1 VNTRC W/O/F OBSTRCJ&AORTIC ARCH HYPOPLAS 9674.40 090 Y
33620 APPLICATION RIGHT & LEFT PULMONARY ARTERY BAND 5799.60 090 Y
33621 TRANSTHORACIC CATHETER INSERTION FOR STENT PLMT 3276.00 090 Y
33622 RECONSTRUCTION COMPLEX CARDIAC ANOMALY 12054.00 090 Y
33641 RPR ATRIAL SEPTAL DFCT SECUNDUM W/BYP W/WO PATCH 5767.20 090 Y
33645 DIR/PTCH CLS SINUS VENOSUS W/WO ANOM PUL VEN DRG 6093.60 090 Y
33647 RPR ATRIAL & VENTRIC SEPTAL DFCT DIR/PATCH CLS 6391.20 090 Y
33660 RPR INCPLT/PRTL AV CANAL W/WO AV VALVE RPR 6176.40 090 Y
33665 RPR INTRM/TRANSJ AV CANAL W/WO AV VALVE RPR 6728.40 090 Y
33670 RPR COMPL AV CANAL W/WO PROSTC VALVE 6933.60 090 Y
33675 CLOSURE MULTIPLE VENTRICULAR SEPTAL DEFECTS 6931.20 090 Y
33676 CLOSURE MULTIPLE VSD W/RESECTION 7114.80 090 Y
33677 CLOSURE MULTIPLE VSD W/REMOVAL ARTERY BAND 7388.40 090 Y
33681 CLSR 1 VENTRICULAR SEPTAL DEFECT W/WO PATCH 6498.00 090 Y
33684 CLSR V-SEPTL DFCT W/PULM VLVT/INFUND RESCJ 6640.80 090 Y
33688 CLSR V-SEPTAL DFCT W/RMVL P-ART BAND W/WO GUSSET 6622.80 090 Y
33690 BANDING PULMONARY ARTERY 4239.60 090 Y
33692 COMPL RPR TETRALOGY FALLOT W/O PULM ATRESIA 6877.20 090 Y
33694 COMPL RPR T-FALLOT W/O PULM ATRESIA TANULR PATCH 6860.40 090 Y
33697 COMPL RPR T-FALLOT W/PULM ATRESIA 7225.20 090 Y
33702 RPR SINUS VALSALVA FISTULA 5452.80 090 Y
33710 RPR SINUS VALSALVA FISTULA W/RPR V-SEPTAL DEFECT 7214.40 090 Y
33720 RPR SINUS VALSALVA ANEURYSM 5457.60 090 Y
33724 REPAIR ISOLATED PARTIAL PULM VENOUS RETURN 5412.00 090 Y
33726 REPAIR PULMONARY VENOUS STENOSIS 7144.80 090 Y
33730 COMPLETE RPR ANOMALOUS PULMONARY VENOUS RETURN 7063.20 090 Y
33732 RPR COR TRIATM/SUPVALVR RING RESCJ L ATRIAL MEMB 5809.20 090 Y
33735 ATRIAL SEPTECTOMY/SEPTOSTOMY CLOSED HEART 4576.80 090 Y
33736 ATRIAL SEPTECTOMY/SEPTOSTOMY OPEN HEART W/BYPASS 4965.60 090 Y
33737 ATRIAL SEPTECT/SEPTOST OPN HRT W/INFL OCCLUSION 4580.40 090 Y
33741 TAS CONGENITAL CARDIAC ANOMALIES ANY METHOD 2653.20 000 Y
33745 TIS CRTJ ST CONGENITAL CARDIAC ANOMAL 1ST SHUNT 3788.40 000 Y

+ 33746 TIS CRTJ ST CONGENITAL CARDIAC ANOMAL EA ADDL 1514.40 777 Y
33750 SHUNT SUBCLAVIAN PULMONARY ARTERY 4455.60 090 Y
33755 SHUNT ASCENDING AORTA PULMONARY ARTERY 4648.80 090 Y
33762 SHUNT DESCENDING AORTA PULMONARY ARTERY 4522.80 090 Y
33764 SHUNT CENTRAL W/PROSTHETIC GRAFT 4648.80 090 Y
33766 SHUNT SUPERIOR VENA CAVA PULMONARY ART 1 LUNG 4699.20 090 Y
33767 SHUNT SUPERIOR VENA CAVA PULM ARTERY BOTH LUNGS 5017.20 090 Y

+ 33768 ANASTOMOSIS CAVOPULMARY 2ND SUPRIOR VENA CAVA 1461.60 777 Y
33770 RPR TRPOS GREAT VSLS W/O ENLGMNT V-SEPTL DFCT 7438.80 090 Y
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33771 RPR TRPOS GREAT VSLS W/ENLGMNT V-SEPTL DFCT 7652.40 090 Y
33774 RPR TRPOS GREAT VSLS ATRIAL BAFFLE PX W/BYPASS 6340.80 090 Y
33775 RPR TRPOS GREAT VSLS ATR BAFFLE W/RMVL PULM BAND 6532.80 090 Y
33776 RPR TRPOS GRT VSL ATR BAFFLE W/CLSR V-SEPTL DFCT 6906.00 090 Y
33777 RPR TRPOS GRT VSL ATR BAFFLE W/BYP SBPULM OBSTRC 6663.60 090 Y
33778 RPR TRPOS GRT VESSEL AORTIC PULMONARY ART RCNSTJ 8270.40 090 Y
33779 RPR TGV AORTIC PULM ART RCNSTJ W/RMVL PULM BAND 8169.60 090 Y
33780 RPR TGV AORTIC P-ART RCNSTJ W/CLSR V-SEPTL DFCT 8322.00 090 Y
33781 RPR TGV AORTIC P-ART RCNSTJ RPR SBPULMC OBSTRCJ 8124.00 090 Y
33782 A-ROOT TLCJ VSD PULM STNS RPR W/O C OST RIMPLTJ 11340.00 090 Y
33783 A-ROOT TLCJ VSD PULM STNS RPR W/RIMPLTJ C OSTIA 12250.80 090 Y
33786 TOTAL REPAIR TRUNCUS ARTERIOSUS 8011.20 090 Y
33788 REIMPLANTATION ANOMALOUS PULMONARY ARTERY 5403.60 090 Y
33800 AORTIC SUSPENSION TRACHEAL DECOMPRESSION SPX 3475.20 090 Y
33802 DIVISION ABERRANT VESSEL VASCULAR RING 3831.60 090 Y
33803 DIVISION ABERRANT VESSEL W/REANASTOMOSIS 4064.40 090 Y
33813 OBLTRJ AORTOPULMONARY SEPTAL DEFECT W/O BYPASS 4377.60 090 Y
33814 OBLTRJ AORTOPULMONARY SEPTAL DEFECT W/BYPASS 5373.60 090 Y
33820 REPAIR PATENT DUCTUS ARTERIOSUS LIGATION 3411.60 090 Y
33822 RPR PATENT DUXUS ARTERIOSUS DIV UNDER 18 YR 3600.00 090 Y
33824 RPR PATENT DUXUS ARTERIOSUS DIV 18 YR & OLDER 4167.60 090 Y
33840 EXC COARCJ AORTA W/WO PDA W/DIRECT ANASTOMOSIS 4375.20 090 Y
33845 EXCISION COARCTATION AORTA W/WO PDA W/GRAFT 4708.80 090 Y
33851 EXC COARCJ AORTA W/L SUBCLAV ART/PROSTC GUSSET 4491.60 090 Y
33852 RPR HYPOPLSTC A-ARCH W/AGRFT/PROSTC W/O BYPASS 4938.00 090 Y
33853 RPR HYPOPLSTC A-ARCH W/AGRFT/PROSTC W/BYPASS 6458.40 090 Y
33858 AS-AORT GRF W/CARD BYP F/AORTIC DISSECTION 11938.80 090 Y
33859 AS-AORT GRF W/CARD BYP F/AORTIC DS OTH/THN DSJ 8580.00 090 Y
33863 AS-AORT GRF W/CARD BYP & AORTIC ROOT RPLCMT 11065.20 090 Y
33864 ASCENDING AORTA GRF VALVE SPARE ROOT REMODEL 11322.00 090 Y

+ 33866 AORTIC HEMIARCH GRAFT W/ISOL & CTRL ARCH VESSELS 3582.00 777 N
33871 TRANSVRS A-ARCH GRF W/CARD BYP PRFD HYPOTHERMIA 11458.80 090 Y
33875 DESCENDING THORACIC AORTA GRAFT W/WO BYPASS 9585.60 090 Y
33877 RPR THORACOABDOMINAL AORTIC ANEURYS W/WO BYPASS 12709.20 090 Y
33880 EVASC RPR DTA COVERAGE ART ORIGIN 1ST ENDOPROSTH 6294.00 090 Y
33881 EVASC RPR DTA EXP COVERAGE W/O ART ORIGIN 5395.20 090 Y
33883 PLMT PROX XTN PROSTH EVASC RPR DTA 1ST XTN 3909.60 090 Y

+ 33884 PLMT PROX XTN PROSTH EVASC RPR DTA EA PROX XTN 1386.00 777 Y
33886 PLMT DSTL XTN PROSTH DLYD AFTER EVASC RPR DTA 3387.60 090 Y
33889 OPN SUBCLA CRTD ART TRPOS NCK INC ULAT 2790.00 000 Y
33891 BYP GRF W/DESCENDING THORACIC AORTA RPR NECK INC 3381.60 000 Y
33894 EVASC ST RPR COARCJ THRC/AA ACRS MAJ SIDE BRNCH 3417.60 000 N
33895 EVASC ST RPR COARCJ THRC/AA XCRSG MAJ SIDE BRNCH 2719.20 000 N
33897 PERQ TRANSLUMINAL ANGIOPLASTY NATIVE/RECR COA 2024.40 000 N
33910 PULMONARY ARTERY EMBOLECTOMY W/CARD BYPASS 9259.20 090 Y
33915 PULMONARY ARTERY EMBOLECTOMY W/O CARD BYPASS 4855.20 090 Y
33916 PULMONARY ENDARTERCOMY W/WO EMBOLECTOMY W/BYPASS 14780.40 090 Y
33917 RPR PULMONARY ART STENOSIS RCNSTJ W/PATCH/GRAFT 5142.00 090 Y
33920 RPR PULMONARY ATRESIA W/CONSTJ/RPLCMT CONDUIT 6375.60 090 Y
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33922 TRANSECTION PULMONARY ARTERY W/CARD BYPASS 4900.80 090 Y

+ 33924 LIG&TKDN SYSIC-TO-PULM ART SHUNT W/CGEN HEART 1000.80 777 Y
33925 RPR P-ART ARBORIZJ ANOMAL UNIFCLIZJ W/O BYPASS 6038.40 090 Y
33926 RPR P-ART ARBORIZJ ANOMAL UNIFCLIZJ W/BYPASS 8490.00 090 Y
33927 IMPLTJ TOTAL RPLCMT HEART SYS W/RCP CARDIECTOMY 8949.60 XXX Y
33928 REMOVAL & RPLCMT TOTAL RPLCMT HEART SYS BR XXX Y

+ 33929 REMOVAL TOTAL RPLCMT HEART SYS FOR HEART TRNSPL BR 777 Y
33930 DONOR CARDIECTOMY-PNEUMONECTOMY BR XXX N
33933 BKBENCH PREPJ CADAVER DONOR HEART/LUNG ALLOGRAFT 1676.40 XXX Y
33935 HEART-LUNG TRNSPL W/RECIPIENT CARDIECTOMY-PNUMEC 17353.20 090 Y
33940 DONOR CARDIECTOMY BR XXX N
33944 BKBENCH PREPJ CADAVER DONOR HEART ALLOGRAFT 1938.00 XXX Y
33945 HEART TRANSPLANT W/WO RECIPIENT CARDIECTOMY 17098.80 090 Y
33946 ECMOJ/ECLS INITIATION VENO-VENOUS 1089.60 XXX N
33947 ECMOJ/ECLS INITIATION VENO-ARTERIAL 1204.80 XXX N
33948 ECMOJ/ECLS DAILY MANAGEMENT EACH DAY VENO-VENOUS 837.60 XXX N
33949 ECMOJ/ECLS DAILY MANAGEMENT EA DAY VENO-ARTERIAL 812.40 XXX N
33951 ECMO/ECLS INSJ OF PRPH CANNULA BIRTH-5 YRS PERQ 1489.20 000 N
33952 ECMO/ECLS INSJ OF PRPH CANNULA 6 YRS&OLDER PERQ 1503.60 000 N
33953 ECMO/ECLS INSJ OF PRPH CANNULA BIRTH-5 YRS OPEN 1665.60 000 N
33954 ECMO/ECLS INSJ OF PRPH CANNULA 6 YRS&OLDER OPEN 1678.80 000 N
33955 ECMO/ECLS INSJ OF CENTRAL CANNULA BIRTH-5 YRS 2911.20 000 N
33956 ECMO/ECLS INSJ OF CENTRAL CANNULA 6 YRS & OLDER 2932.80 000 N
33957 ECMO/ECLS REPOS PERIPH CANNULA PERQ BIRTH-5 YRS 649.20 000 N
33958 ECMO/ECLS REPOS PERPH CANNULA PRQ 6 YRS & OLDER 649.20 000 N
33959 ECMO/ECLS REPOS PERPH CANNULA OPEN BIRTH-5 YRS 822.00 000 N
33962 ECMO/ECLS REPOS PERPH CANNULA OPEN 6 YRS & OLDER 822.00 000 N
33963 ECMO/ECLS REPOS CENTRAL PERPH CANNULA BIRTH-5YRS 1642.80 000 N
33964 ECMO/ECLS ECLS REPOS CENTRAL CNULA 6YRS & OLDER 1732.80 000 N
33965 ECMO/ECLS RMVL OF PERPH CANNULA PERQ BIRTH-5 YRS 649.20 000 N
33966 ECMO/ECLS RMVL OF PRPH CANNULA PRQ 6 YRS & OLDER 830.40 000 N
33967 INSERTION INTRA-AORTIC BALLOON ASSIST DEV PERQ 910.80 000 N 2371.93
33968 REMOVAL INTRA-AORTIC BALLOON ASSIST DEVICE PRQ 117.60 000 N
33969 ECMO/ECLS RMVL OF PERPH CANNULA OPEN BIRTH-5 YRS 957.60 000 N
33970 INSJ INTRA-AORT BALO ASSIST DEV VIA FEM ART OPEN 1245.60 000 Y
33971 RMVL I-AORT BALO ASST DEV W/RPR FEM ART W/WO GRF 2499.60 090 N
33973 INSJ I-AORT BALO ASSIST DEV VIA ASCENDING AORTA 1803.60 000 Y
33974 RMVL ASCENDING-AORTA BALO DEV W/RPR ASCEND-AORTA 3145.20 090 N
33975 INSJ VENTRIC ASSIST DEV XTRCORP SINGLE VENTRICLE 4573.20 XXX Y
33976 INSJ VENTRIC ASSIST DEV XTRCORP BIVENTRICULAR 5568.00 XXX Y
33977 REMOVAL VENTR ASSIST DEVICE XTRCORP 1 VENTRICLE 3934.80 XXX Y
33978 REMOVAL VENTR ASSIST DEVICE XTRCORP BIVENTR 4675.20 XXX Y
33979 INSJ VENTR ASSIST DEV IMPLTABLE ICORP 1 VNTRC 6829.20 XXX Y
33980 RMVL VENTR ASSIST DEV IMPLTABLE ICORP 1 VNTRC 6247.20 XXX Y
33981 RPLCMT XTRCORP VAD 1/BIVENTR PUMP 1/EA PUMP 2918.40 XXX Y
33982 PLCMT VAD PMP IMPLTBL ICORP 1 VENTR W/O BYPASS 6858.00 XXX Y
33983 RPLCMT VAD PMP IMPLTBL ICORP 1 VNTR W/BYPASS 8103.60 XXX Y
33984 ECMO/ECLS RMVL PRPH CANNULA OPEN 6 YRS & OLDER 997.20 000 N
33985 ECMO/ECLS REMOVAL OF CENTRAL CANNULA BIRTH-5 YRS 1803.60 000 N
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33986 ECMO/ECLS RMVL OF CENTRAL CANNULA 6 YRS & OLDER 1838.40 000 N
+ 33987 ARTERY EXPOS/GRAFT ARTERY PERFUSION ECMO/ECLS 733.20 777 N
33988 INSERT LEFT HEART VENT BY THORACIC INC ECMO/ECLS 2730.00 000 N
33989 RMVL LEFT HEART VENT BY THORACIC INCIS ECMO/ECLS 1732.80 000 N
33990 INSJ PERQ VAD W/RS&I L HRT ARTERIAL ACCESS ONLY 1488.00 000 Y 5211.37
33991 INSJ PERQ VAD W/RS&I L HRT ARTERIAL&VEN ACCESS 2182.80 000 Y
33992 REMOVAL PERQ LEFT HRT VAD ARTL/ARTL&VEN SEP INSJ 696.00 000 Y
33993 REPOSITIONING PERQ R/L VAD W/IMG GDN SEP INSJ 610.80 000 Y
33995 INSJ PERQ VAD W/RS&I R HEART VENOUS ACCESS ONLY 1270.80 000 Y
33997 REMOVAL PERQ R HEART VAD VENOUS CANNULA SEP INSJ 565.20 000 Y
33999 UNLISTED PROCEDURE CARDIAC SURGERY BR YYY Y 783.90
34001 EMBLC/THRMBC CATH CRTD SUBCLA/INNOMINATE ART 3344.40 090 Y
34051 EMBLC/THRMBC INNOMINATE SUBCLAVIAN ARTERY 3510.00 090 Y
J1 34101 EMBLC/THRMBC AX BRACH INNOMINATE SUBCLA ART 2104.80 090 Y 9607.30
J1 34111 EMBLC/THRMBC W/WO CATH RADIAL/ULNAR ART ARM INC 2115.60 090 Y 9589.28
34151 EMBLC/THRMBC RNL CELIAC MESENTRY AORTO-ILIAC ART 4897.20 090 Y
J1 34201 EMBLC/THRMBC FEMORAL POPLITEAL AORTO-ILIAC ART 3600.00 090 Y 9304.37
J1 34203 EMBLC/THRMBC POPLITEAL-TIBIO-PRONEAL ART LEG INC 3340.80 090 Y 9290.00
34401 THRMBC DIR/W/CATH VENA CAVA ILIAC VEIN ABDL INC 5227.20 090 Y
J1 34421 THRMBC DIR/W/CATH V/C ILIAC FEMPOP VEIN LEG INC 2560.80 090 Y 5578.58
34451 THRMBC DIR/W/CATH V/C ILIAC FEMPOP VEIN ABDL&LEG 5048.40 090 Y
34471 THRMBC DIR/W/CATH SUBCLAVIAN VEIN NECK INC 3796.80 090 N 783.90
J1 34490 THRMBC DIR/W/CATH AXILL&SUBCLAVIAN VEIN ARM IN 2298.00 090 N 5823.87
J1 34501 VALVULOPLASTY FEMORAL VEIN 3145.20 090 Y 9347.71
34502 RECONSTRUCTION VENA CAVA ANY METHOD 5430.00 090 Y
J1 34510 VENOUS VALVE TRANSPOSITION ANY VEIN DONOR 3592.80 090 Y 9598.53
J1 34520 CROSS-OVER VEIN GRAFT VENOUS SYSTEM 3480.00 090 Y 9193.33
J1 34530 SAPHENOPOPLITEAL VEIN ANASTOMOSIS 3315.60 090 Y 5578.58
34701 EVASC RPR DPLMNT AORTO-AORTIC NDGFT 4362.00 090 Y
34702 EVASC RPR DPLMNT AORTO-AORTIC NDGFT RPT 6498.00 090 Y
34703 EVASC RPR DPLMNT AORTO-UN-ILIAC NDGFT 4843.20 090 Y
34704 EVASC RPR DPLMNT AORTO-UN-ILIAC NDGFT RPT 8071.20 090 Y
34705 EVASC RPR DPLMNT AORTO-BI-ILIAC NDGFT 5368.80 090 Y
34706 EVASC RPR DPLMNT AORTO-BI-ILIAC NDGFT RPT 8025.60 090 Y
34707 EVASC RPR DPLMNT ILIO-ILIAC NDGFT 4068.00 090 Y
34708 EVASC RPR DPLMNT ILIO-ILIAC NDGFT RPT 6493.20 090 Y
+ 34709 PLACEMENT XTN PROSTH FOR ENDOVASCULAR RPR 1131.60 777 Y
34710 DLYD PLACEMENT XTN PROSTH FOR EVASC RPR 1ST VSL 2796.00 090 Y
+ 34711 DLYD PLACEMENT XTN PROSTH FOR EVASC RPR EA ADDL 1039.20 777 Y
34712 TRANSCATHETER DLVR ENHNCD FIXATION DEVICES RS& 2382.00 090 Y
+ 34713 PERQACCESS & CLOSURE FEM ART FOR DELIVERY NDGFT 447.60 777 Y
+ 34714 OPN FEM ART EXPOS W/CNDT CRTJ DLVR EVASC PROSTH 945.60 777 Y
+ 34715 OPN AX/SUBCLA ART EXPOS DLVR EVASC PROSTH UNI 1054.80 777 Y
+ 34716 OPN AXILLARY/SUBCLAVIAN ART EXPOS W/CNDT CRTJ 1304.40 777 Y
+ 34717 EVASC RPR ILIAC ART TM OF A-ILIAC ART NDGFT UNI 1562.40 777 Y
34718 EVASC RPR ILIAC ART N/A A-ILIAC ART NDGFT UNI 434280 090 Y
+ 34808 EVASC PLACEMENT ILIAC ARTERY OCCLUSION DEVICE 733.20 777 Y
+ 34812 OPN FEM ART EXPOS DLVR EVASC PROSTH UNI 723.60 777 Y
+ 34813 PLMT FEM-FEM PROSTC GRF EVASC AORTIC ARYSM RPR 829.20 777 Y
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+ 34820 OPN ILIAC ART EXPOS PROSTHI/ILIAC OCCLS EVASC UNI 1210.80 777 Y
34830 OPN RPR ARYSM RPR ARTL TRAUMA TUBE PROSTH 6193.20 090 Y
34831 OPN RPR ARYSM RPR ARTL TRMA AORTOBIILIAC PROSTH 6766.80 090 Y
34832 OPN RPR ARYSM RPR ARTL TRMA AORTO-BIFEM PROSTH 6658.80 090 Y
+ 34833 OPN ILIAC ART EXPOS CRTJ PROSTH EST CARD BYP 1406.40 777 Y
+ 34834 OPN BRACHIAL ARTERY EXPOS DLVR EVASC PROSTH UNI 453.60 777 Y
34839 PLNNING PT SPEC FENEST VISCERAL AORTIC GRAFT BR YYY N
34841 ENDOVASC VISCER AORTA REPAIR FENEST 1 ENDOGRAFT BR YYY Y
34842 ENDOVASC VISCER AORTA REPAIR FENEST 2 ENDOGRAFT BR YYY Y
34843 ENDOVASC VISCER AORTA REPAIR FENEST 3 ENDOGRAFT BR YYY Y
34844 ENDOVASC VISCER AORTA REPR FENEST 4+ ENDOGRAFT 11479.20 YYY Y
34845 VISCER AND INFRARENAL ABDOM AORTA 1 PROSTHESIS 8288.40 YYY Y
34846 VISCER AND INFRARENAL ABDOM AORTA 2 PROSTHESIS 9472.80 YYY Y
34847 VISCER AND INFRARENAL ABDOM AORTA 3 PROSTHESIS 16011.60 YYY Y
34848 VISCER AND INFRARENAL ABDOM AORTA 4+ PROSTHESIS 27577.20 YYY Y
35001 DIR RPR ANEURYSM CAROTID-SUBCLAVIAN ARTERY 3966.00 090 Y
35002 DIR RPR RUPTD ANEURYSM CAROTID-SUBCLAVIAN ARTERY 4002.00 090 Y
35005 DIR RPR ANEURYSM VERTEBRAL ARTERY 3507.60 090 Y

J1 35011 DIR RPR ANEURYSM AXIL-BRACHIAL ARM INCISION 3559.20 090 Y 9609.98
35013 DIR RPR RUPTD ANEURYSM AXIL-BRACHIAL ARM INCIS 444840 090 Y
35021 DIR RPR ANEURYSM INNOMINATE/SUBCLAVIAN ARTERY 4448.40 090 Y
35022 DIR RPR RUPTD ANEURYSM INNOMINATE/SUBCLAVIAN 5089.20 090 Y

J1 35045 DIR RPRRUPTD ANEURYSM RADIAL/ULNAR ARTERY 3433.20 090 Y 9691.80
35081 DIR RPR ANEURYSM ABDOMINAL AORTA 6082.80 090 Y
35082 DIR RPR RUPTD ANEURYSM ABDOMINAL AORTA 7626.00 090 Y
35091 DIR RPR ANEURYSM ABDOM AORTA W/VISCERAL VESSELS 6289.20 090 Y
35092 DIR RPR RUPTD ANEURSM ABDOM AORTA W/VISCERA VSLS 9162.00 090 Y
35102 DIR RPR ANEURYSM ABDOM AORTA WI/ILIAC VESSELS 6597.60 090 Y
35103 DIR RPR RUPTD ANEURYSM ABDOM AORTA WI/ILIAC VSLS 7798.80 090 Y
35111 DIR RPR ANEURYSM SPLENIC ARTERY 4671.60 090 Y
35112 DIR RPR RUPTD ANEURYSM SPLENIC ARTERY 5740.80 090 Y
35121 DIR RPR ANEURYSM HEPATIC/CELIAC/RENAL/MESENTERIC 5796.00 090 Y
35122 DIR RPR RUPTD ANEURSM HEPATIC/CELIAC/RENAL/MESEN 6642.00 090 Y
35131 DIR RPR ANEURYSM & GRAFT ILIAC ARTERY 4826.40 090 Y
35132 DIR RPR RUPTD ANEURYSM & GRAFT ILIAC ARTERY 5740.80 090 Y
35141 DIR RPR ANEURYSM & GRAFT COMMON FEMORAL ARTERY 3860.40 090 Y
35142 DIR RPR RUPTD ANEURYSM & GRF COMMON FEMORAL ART 4654.80 090 Y
35151 DIR RPR ANEURYSM & GRAFT POPLITEAL ARTERY 435240 090 Y
35152 DIR RPR RUPTD ANEURYSM & GRF POPLITEAL ARTERY 4911.60 090 Y

J1 35180 REPAIR CONGENITAL AV FISTULA HEAD & NECK 3052.80 090 Y 2872.32
35182 RPR CONGENITAL AV FISTULA THORAX & ABDOMEN 6313.20 090 Y

J1 35184 RPR CONGENITAL AV FISTULA EXTREMITIES 3394.80 090 Y 5807.06

J1 35188 RPR/TRAUMATIC AV FISTULA HEAD & NECK 4572.00 090 Y 9491.15
35189 RPR/TRAUMATIC AV FISTULA THORAX & ABDOMEN 5302.80 090 Y

J1 35190 RPR/TRAUMATIC AV FISTULA EXTREMITIES 2706.00 090 Y 9587.82

J1 35201 REPAIR BLOOD VESSEL DIRECT NECK 3321.60 090 Y 9588.06

J1 35206 REPAIRBLOOD VESSEL DIRECT UPPER EXTREMITY 2767.20 090 Y 582417

J1 35207 REPAIR BLOOD VESSEL DIRECT HAND FINGER 2682.00 090 N 5790.11
35211 RPR BLOOD VESSEL DIRECT INTRATHORACIC W/BYPASS 492480 090 Y
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35216 RPR BLOOD VESSEL DIRECT INTRATHORACIC W/O BYPASS 7366.80 090 Y
35221 RPR BLOOD VESSEL DIRECT INTRA-ABDOMINAL 5212.80 090 Y

35226 RPR BLOOD VESSEL DIRECT LOWER EXTREMITY 2935.20 090 Y 902.47

J1 35231 REPAIR BLOOD VESSEL W/VEIN GRAFT NECK 4396.80 090 Y 5847.26

J1 35236 REPAIR BLOOD VESSEL W/VEIN GRAFT UPPER EXTREMITY 3529.20 090 Y 9630.43
35241 RPR BLOOD VESSEL VEIN GRAFT INTRATHORACIC W/BYP 5066.40 090 Y
35246 RPR BLOOD VESSEL VEIN GRF INTRATHORACIC W/O BYP 5512.80 090 Y
35251 REPAIR BLOOD VESSEL VEIN GRAFT INTRA-ABDOMINAL 6126.00 090 Y

J1 35256 REPAIR BLOOD VESSEL VEIN GRAFT LOWER EXTREMITY 3583.20 090 Y 9686.93

J1 35261 REPAIR BLOOD VESSEL W/GRAFT OTHER/THAN VEIN NECK 3447.60 090 Y 5578.58

J1 35266 RPRBLOOD VSL GRF OTH/THN VEIN UPPER EXTREMITY 3044.40 090 Y 9467.77
35271 RPR BLOOD VSL GRF OTH/THN VEIN INTRATHRC W/BYP 4876.80 090 Y
35276 RPR BLOOD VSL GRF OTH/THN VEIN INTRATHRC W/O BYP 5145.60 090 Y
35281 RPR BLVSL W/GRFT OTHER/THAN VEIN INTRA-ABDOMINAL 5713.20 090 Y

J1 35286 RPRBLVSL W/GRF OTHER/THAN VEIN LOWER EXTREMITY 3288.00 090 Y 9443.90

35301 TEAEC W/PATCH GRF CAROTID VERTB SUBCLAV NECK INC 3978.00 090 Y 7174.27
35302 TEAEC W/GRAFT SUPERFICIAL FEMORAL ARTERY 3945.60 090 Y
35303 TEAEC W/GRAFT POPLITEAL ARTERY 4340.40 090 Y
35304 TEAEC W/GRAFT TIBIOPERONEAL TRUNK ARTERY 4484 .40 090 Y
35305 TEAEC W/GRAFT TIBIAL/PERONEAL ART 1ST VESSEL 4314.00 090 Y
+ 35306 TEAEC W/GRAFT EA ADDL TIBIAL/PERONEAL ART 1563.60 777 Y
35311 TEAEC W/WO PATCH GRF SUBCLAV INNOM THORACIC INC 5484.00 090 Y

J1 35321 TEAEC W/WO PATCH GRF AXILLARY-BRACHIAL 3145.20 090 Y 9592.45
35331 TEAEC W/WO PATCH GRAFT ABDOMINAL AORTA 5103.60 090 Y
35341 TEAEC W/WO PATCH GRAFT MESENTERIC CELIAC/RENAL 4872.00 090 Y
35351 TEAEC W/WO PATCH GRAFT ILIAC 4531.20 090 Y
35355 TEAEC W/WO PATCH GRAFT ILIOFEMORAL 3621.60 090 Y
35361 TEAEC W/WO PATCH GRAFT COMBINED AORTOILIAC 5348.40 090 Y
35363 TEAEC W/WO PATCH GRAFT COMBINED AORTOILIOFEMORAL 5707.20 090 Y
35371 TEAEC W/WO PATCH GRAFT COMMON FEMORAL 2870.40 090 Y

J1* 35372 TEAEC W/WO PATCH GRAFT DEEP PROFUNDA FEMORAL 3427.20 090 Y 9347.71
+ 35390 ROPRTJ CRTD TEAEC > 1 MO AFTER ORIGINAL OPRATIO 556.80 777 Y
+ 35400 ANGIOSCOPY NON-CORONARY VESSEL/GRAFTS THER IVNTJ 519.60 777 N
+ 35500 HARVEST UXTR VEIN 1 SGM LOWER EXTREMITY/CABG PX 1117.20 777 Y
35501 BYPASS W/VEIN COMMON-IPSILATERAL CAROTID 5200.80 090 Y
35506 BYPASS W/VEIN CAROTID-SUBCLV/SUBCLAVIAN CAROTID 4477.20 090 Y
35508 BYPASS W/VEIN CAROTID-VERTEBRAL 4664.40 090 Y
35509 BYPASS W/VEIN CAROTID-CONTRALATERAL CAROTID 4962.00 090 Y
35510 BYPASS W/VEIN CAROTID-BRACHIAL 4321.20 090 Y
35511 BYPASS W/VEIN SUBCLAVIAN-SUBCLAVIAN 3937.20 090 Y
35512 BYPASS W/VEIN SUBCLAVIAN-BRACHIAL 4234.80 090 Y
35515 BYPASS W/VEIN SUBCLAVIAN-VERTEBRAL 4664.40 090 Y
35516 BYPASS W/VEIN SUBCLAVIAN-AXILLARY 4287.60 090 Y
35518 BYPASS W/VEIN AXILLARY-AXILLARY 4012.80 090 Y
35521 BYPASS W/VEIN AXILLARY-FEMORAL 4317.60 090 Y
35522 BYPASS W/VEIN AXILLARY-BRACHIAL 4196.40 090 Y
35523 BYPASS W/VEIN BRACHIAL-ULNAR/-RADIAL 4510.80 090 Y
35525 BYPASS W/VEIN BRACHIAL-BRACHIAL 3988.80 090 Y
35526 BYPASS W/VEIN AORTOSUBCLAV/CAROTID/INNOMINATE 6099.60 090 Y
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35531 BYPASS W/VEIN AORTOCELIAC/AORTOMESENTERIC 6850.80 090 Y
35533 BYPASS W/VEIN AXILLARY-FEMORAL-FEMORAL 5295.60 090 Y
35535 BYPASS W/VEIN HEPATORENAL 6685.20 090 Y
35536 BYPASS W/VEIN SPLENORENAL 5940.00 090 Y
35537 BYPASS W/VEIN AORTOILIAC 7320.00 090 Y
35538 BYPASS W/VEIN AORTOBI-ILIAC 8202.00 090 Y
35539 BYPASS W/VEIN AORTOFEMORAL 7698.00 090 Y
35540 BYPASS W/VEIN AORTOBIFEMORAL 8580.00 090 N
35556 BYPASS W/VEIN FEMORAL-POPLITEAL 4914.00 090 Y
35558 BYPASS W/VEIN FEMORAL-FEMORAL 433440 090 Y
35560 BYPASS W/VEIN AORTORENAL 5991.60 090 Y
35563 BYPASS W/VEIN ILIOILIAC 4652.40 090 Y
35565 BYPASS W/VEIN ILIOFEMORAL 4610.40 090 Y
35566 BYP FEM-ANT TIBL PST TIBL PRONEAL ART/OTH DSTL 5860.80 090 Y
35570 BYP TIBL-TIBL/PRONEAL-TIBL/TIBL/PRONEAL TRK-TIBL 5247.60 090 Y
35571 BYP W/VEIN POP-TIBL-PRONEAL ART/OTH DSTL VSL 4662.00 090 Y
+ 35572 HARVEST FEMPOP VEIN 1 SGM VASC RCNSTJ PX 1207.20 777 Y
35583 IN-SITU VEIN BYPASS FEMORAL-POPLITEAL 5062.80 090 Y
35585 IN-SITU FEM-ANT TIBL PST TIBL/IPRONEAL ART 5872.80 090 Y
35587 IN-SITU VEIN BYP POP-TIBL PRONEAL 4761.60 090 Y
N 35600 OPEN HARVEST UPPER EXTREMITY ART 1 SEGMENT CAB 891.60 777 Y
35601 BYP OTH/THN VEIN COMMON-IPSILATERAL CAROTID 4933.20 090 Y
35606 BYP OTH/THN VEIN CAROTID-SUBCLAVIAN 4120.80 090 Y
35612 BYP OTH/THN VEIN SUBCLAVIAN-SUBCLAVIAN 3675.60 090 Y
35616 BYP OTH/THN VEIN SUBCLAVIAN-AXILLARY 3870.00 090 Y
35621 BYP OTH/THN VEIN AXILLARY-FEMORAL 3861.60 090 Y
35623 BYP OTH/THN VEIN AXILLARY-POPLITEAL/-TIBIAL 4621.20 090 Y
35626 BYPASS NOT VEIN AORTOSUBCLA/CAROTID/INNOMINATE 5625.60 090 Y
35631 BYP OTH/THN VEIN AORTOCELIAC AORTOMSN AORTORNL 6493.20 090 Y
35632 BYPASS GRAFT W/OTHER THAN VEIN ILIO-CELIAC 6348.00 090 Y
35633 BYPASS GRAFT W/OTHER THAN VEIN ILIO-MESENTERIC 6962.40 090 Y
35634 BYPASS GRAFT W/OTHER THAN VEIN ILIORENAL 6212.40 090 Y
35636 BYP OTH/THN VEIN SPLENORENAL 5605.20 090 Y
35637 BYP OTH/THN VEIN AORTOILIAC 5827.20 090 Y
35638 BYP OTH/THN VEIN AORTOBI-ILIAC 6110.40 090 Y
35642 BYP OTH/THN VEIN CAROTID-VERTEBRAL 3476.40 090 Y
35645 BYP OTH/THN VEIN SUBCLAVIAN-VERTEBRAL 3332.40 090 Y
35646 BYP OTH/THN VEIN AORTOBIFEMORAL 6002.40 090 Y
35647 BYP OTH/THN VEIN AORTOFEMORAL 5449.20 090 Y
35650 BYP OTH/THN VEIN AXILLARY-AXILLARY 3765.60 090 Y
35654 BYP OTH/THN VEIN AXILLARY-FEMORAL-FEMORAL 4804.80 090 Y
35656 BYP OTH/THN VEIN FEMORAL-POPLITEAL 3786.00 090 Y
35661 BYP OTH/THN VEIN FEMORAL-FEMORAL 3814.80 090 Y
35663 BYP OTH/THN VEIN ILIOILIAC 4282.80 090 Y
35665 BYP OTH/THN VEIN ILIOFEMORAL 4120.80 090 Y
35666 BYP OTH/THN VEIN FEM-ANT TIBL PST TIBL/PRONEAL 4540.80 090 Y
35671 BYP OTH/THN VEIN POPLITEAL-TIBIAL/-PERONEAL ART 4004.40 090 Y
+ 35681 BYPASS COMPOSITE GRAFT PROSTHETIC & VEIN 280.80 777 Y
+ 35682 BYP AUTOG COMPOSIT 2 SEG VEINS FROM 2 LOCATIONS 1240.80 777 N
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+ 35683 BYP AUTOG COMPOSIT 3/> SEG FROM 2/> LOCATION 1437.60 777 N
+ 35685 PLMT VEIN PATCH/CUFF DSTL ANAST BYP CONDUIT 694.80 777 Y
+ 35686 CRTJ DSTL ARVEN FSTL LXTR BYP SURG NON-HEMO 566.40 777 Y
35691 TRPOS&/RIMPLTJ VERTEBRAL CAROTID ART 3330.00 090 Y
35693 TRPOS&/RIMPLTJ VERTEBRAL SUBCLAVIAN ART 2940.00 090 Y
35694 TRPOS&/RIMPLTJ SUBCLAVIAN CAROTID ART 3477.60 090 Y
35695 TRPOS&/RIMPLTJ CAROTID SUBCLAVIAN ART 3608.40 090 Y
+ 35697 RIMPLTJ VISC ART INFRARNL AORTIC PROSTH EA ART 516.00 777 Y
+ 35700 ROPRTJ>1 MO AFTER ORIGINAL OPRATION 532.80 777 Y
35701 EXPLORATION N/FLWD SURG NECK ARTERY 1968.00 090 Y
35702 EXPLORATION N/FLWD SURG UPPER EXTREMITY ARTERY 1437.60 090 Y
35703 EXPLORATION N/FLWD SURG LOWER EXTREMITY ARTERY 1478.40 090 Y
J1* 35800 EXPL PO HEMRRG THROMBOSIS/INFCTJ NCK 2581.20 090 Y 9347.71
35820 EXPL PO HEMRRG THROMBOSIS/INFCTJ CH 7084.80 090 Y
35840 EXPL PO HEMRRG THROMBOSIS/INFCTJ ABD 4290.00 090 Y 4200.55
J1 35860 EXPL PO HEMRRG THROMBOSIS/INFCTJ XTR 2960.40 090 Y 5803.55
35870 RPR GRF-ENTERIC FSTL 4388.40 090 Y
J1 35875 THRMBC ARTL/VEN GRF OTH/THN HEMO GRF/FSTL 2092.80 090 N 9473.86
J1 35876 THRMBC ARTL/VEN GRF XCP HEMO GRF/FSTL W/REVJ GRF 3322.80 090 Y 9399.10
J1 35879 REVJLXTRARTLBYP OPN VEIN PATCH ANGIOP 3246.00 090 Y 9379.37
J1 35881 REVJLXTRARTLBYP OPN W/SGMTL VEIN INTERPOS 3596.40 090 Y 9727.60
J1 35883 REVJFEM ANAST BPG GRN OPN W/NONAUTOG PATCH GRF 4228.80 090 Y 9445.61
J1 35884 REVJFEM ANAST BPG GRN OPN W/AUTOG VN PATCH GRF 4356.00 090 Y 9551.54
35901 EXCISION INFECTED NECK GRAFT 1677.60 090 Y
J1 35903 EXCISION INFECTED GRAFT EXTREMITY 2001.60 090 Y 5831.18
35905 EXCISION INFECTED GRAFT THORAX 5907.60 090 Y
35907 EXCISION INFECTED GRAFT ABDOMEN 6706.80 090 Y
36000 INTRODUCTION NEEDLE/INTRACATHETER VEIN 106.26 XXX N
36002 INJECTION PX PRQ TX EXTREMITY PSEUDOANEURYSM 538.80 000 N 783.90
36005 NJX PXXTR VNGRPH W/INTRO NDL/INTRACATH 1051.20 000 N
36010 INTRO CATHETER SUPERIOR/INFERIOR VENA CAVA 1970.64 XXX N
36011 SLCTV CATH PLMT VEN SYS 1ST ORDER BRANCH 3030.00 XXX N
36012 SLCTV CATH PLMT VEN SYS 2ND ORDER/> SLCTV BRANC 3099.60 XXX N
36013 INTRO CATHETER RIGHT HEART/MAIN PULMONARY ARTERY 2900.40 XXX N
36014 SLCTV CATHETER PLMT LEFT/RIGHT PULMONARY ARTERY 2938.80 XXX N
36015 SLCTV CATH PLMT SEGMENTAL/SUBSEGMENTAL PULM ART 3174.00 XXX N
36100 INTRO NEEDLE/INTRACATH CAROTID/VERTEBRAL ARTERY 2013.60 XXX N
36140 INTRO OF NEEDLE OR INTRACATHETER UPR/LXTR ARTERY 1756.74 XXX N
36160 INTRO NEEDLE/INTRACATH AORTIC TRANSLUMBAR 2016.18 XXX N
36200 INTRODUCTION CATHETER AORTA 2211.60 000 N
36215 SLCTV CATHJ EA 1ST ORD THRC/BRCH/CPHLC BRNCH 3832.80 000 N
36216 SLCTV CATHJ 1ST 2ND ORD THRC/BRCH/CPHLC BRNCH 3940.80 000 N
36217 SLCTV CATHJ 3RD+ ORD SLCTV THRC/BRCH/CPHLC BRNCH 6526.80 000 N
+ 36218 SLCTV CATHJ EA 2ND+ ORD THRC/BRCH/CPHLC BRNCH 826.80 777 N
36221 NONSLCTV CATH THOR AORTA ANGIO INTR/XTRCRANL ART 3684.00 000 N 4151.55
36222 SLCTV CATH CAROTID/INNOM ART ANGIO XTRCRANL ART 4447 .20 000 N 4151.55
36223 SLCTV CATH CAROTID/INNOM ART ANGIO INTRCRANL ART 5886.00 000 N 6915.76
36224 SLCTV CATH INTRNL CAROTID ART ANGIO INTRCRNL ART 7384.80 000 N 6915.76
36225 SLCTV CATH SUBCLAVIAN ART ANGIO VERTEBRAL ARTERY 5587.20 000 N 4151.55
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36226 SLCTV CATH VERTEBRAL ART ANGIO VERTEBRAL ARTERY 7120.80 000 N 6915.76
+ 36227 SLCTV CATH XTRNL CAROTID ANGIO XTRNL CAROTD CIRC 867.60 777 N
+ 36228 SLCTV CATH INTRCRNL BRNCH ANGIO INTRL CAROT/VERT 4590.00 777 N
36245 SLCTV CATHJ EA 1ST ORD ABDL PEL/LXTR ART BRNCH 4614.00 XXX N
36246 SLCTV CATHJ 2ND ORDER ABDL PEL/LXTR ART BRNCH 3093.60 000 N
36247 SLCTV CATHJ 3RD+ ORD SLCTV ABDL PEL/LXTR BRNCH 5290.80 000 N
+ 36248 SLCTV CATHJ EA 2ND+ ORD ABDL PEL/LXTR ART BRNCH 493.20 777 N
36251 SLCTV CATH 1STORD W/WO ART PUNCT/FLUORO/S&I UN 4784.40 000 N 4151.55
36252 SLCTV CATH 1STORD W/WO ART PUNCT/FLUOR/S&I BIL 5157.60 000 N 4151.55
36253 SUPSLCTV CATH 2ND+ORD RENAL&ACCESSORY ARTERY/S& 7512.00 000 N 6915.76
36254 SUPSLCTV CATH 2ND+ORD RENAL&ACCESSORY ARTERY/S& 7396.80 000 N 4151.55
J1 36260 INSJIMPLANTABLE INTRA-ARTERIAL INFUSION PUM 2352.00 090 N 9723.46
36261 REVJ IMPLANTED INTRA-ARTERIAL INFUSION PUMP 1474.80 090 Y 4993.88
36262 REMOVAL IMPLANTED INTRA-ARTERIAL INFUSION PUMP 1125.60 090 N 4993.88
36299 UNLISTED PROCEDURE VASCULAR INJECTION BR YYY N
36400 VNPNXR <3 YEARS PHY/QHP SKILL FEMRAL/JUGLAR VEIN 97.20 XXX N
36405 VNPNXR <3 YEARS PHYS/QHP SKILL SCALP VEIN 84.00 XXX N
36406 VNPNXR <3 YEARS PHYS/QHP SKILL OTHER VEIN 61.20 XXX N
36410 VNPNXR 3 YEARS/> PHYS/QHP SKILL 62.40 XXX N
36415 COLLECTION VENOUS BLOOD VENIPUNCTURE 10.40 XXX N
36416 COLLECTION CAPILLARY BLOOD SPECIMEN 22.80 XXX N
36420 VENIPUNCTURE CUTDOWN UNDER AGE 1 YR 166.80 XXX N 163.53
36425 VENIPUNCTURE CUTDOWN AGE 1 YR/> 141.60 XXX N 393.60
36430 TRANSFUSION BLOOD/BLOOD COMPONENTS 135.60 XXX N 575.63
36440 PUSH TRANSFUSION BLOOD 2 YR/UNDER 178.80 XXX N 575.63
36450 EXCHNG TRANSFUSION BLOOD NEWBORN 603.60 XXX N 575.63
36455 EXCHNG TRANSFUSION BLOOD OTHER/THAN NEW BORN 442.80 XXX N 575.63
36456 PRTL EXCHANGE TRANSFUSE BLOOD/PLSM/CRYST NEWBORN 363.60 XXX N 575.63
36460 TRANSFUSION INTRAUTERINE FETAL 1216.80 XXX Y 575.63
36465 NJX NONCMPND SCLEROSANT SINGLE INCMPTNT VEIN 5236.80 000 N 2483.95
36466 NJX NONCMPND SCLEROSANT MULTIPLE INCMPTNT VEINS 5504.40 000 N 2483.95
36468 INJECTIONS SCLEROSANT FOR SPIDER VEINS LIM/TRNK 460.80 000 N 501.26
36470 INJECTION SCLEROSANT SINGLE INCMPTNT VEIN 412.80 000 N 501.26
36471 INJECTION SCLEROSANT MULTIPLE INCMPTNT VEINS 717.60 000 N 501.26
J1 36473 ENDOVEN ABLTJ INCMPTNT VEIN MCHNCHEM 1ST VEIN 4968.00 000 N 5707.22
+ 36474 ENDOVEN ABLTJ INCMPTNT VEIN MCHNCHEM SBSQ VEINS 944.40 777 N
J1 36475 ENDOVEN ABLTJ INCMPTNT VEIN XTR RF 1ST VEIN 4872.00 000 N 5526.69
+ 36476 ENDOVEN ABLTJ INCMPTNT VEIN XTR RF 2ND+ VEINS 1042.80 777 N
J1 36478 ENDOVEN ABLTJ INCMPTNT VEIN XTR LASER 1ST VEIN 3852.00 000 N 5735.58
+ 36479 ENDOVEN ABLTJ INCMPTNT VEIN XTR LASER 2ND+ VEINS 1093.20 777 N
36481 PRQ PORTAL VEIN CATHETERIZATION ANY METHOD 6652.80 000 N
J1 36482 ENDOVEN ABLTI THER CHEM ADHESIVE 1ST VEIN 6958.80 000 N 9399.58
+ 36483 ENDOVEN ABLTI THER CHEM ADHESIVE SBSQ VEIN 511.20 777 N
36500 VEN CATHJ SLCTV ORGAN BLD SAMPLING 637.20 000 N
36510 CATHJ UMBILICAL VEIN DX/THER NB 303.60 000 N
36511 THERAPEUTIC APHERESIS WHITE BLOOD CELLS 382.80 000 N 1978.09
36512 THERAPEUTIC APHERESIS RED BLOOD CELLS 374.40 000 N 1978.09
36513 THERAPEUTIC APHERESIS PLATELETS 379.20 000 N 575.63
36514 THERAPEUTIC APHERESIS PLASMA PHERESIS 2460.00 000 N 1978.09
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Code Description
THER APHERESIS W/EXTRACORPOREAL IMMUNOADSORPTION 6752.40
PHOTOPHERESIS EXTRACORPOREAL 7346.40
INSJ NON-TUNNELED CENTRAL VENOUS CATH AGE<5Y 688.80
INSJ NON-TUNNELED CENTRAL VENOUS CATH AGE 5 YR/> 780.00
INSERT TUNNELED CVC W/O SUBQ PORT/PMP AGE <5 YR 4010.28
INSJ TUNNELED CVC W/O SUBQ PORT/PMP AGE 5 YR/> 2994.60
INSJ TUNNELED CTR VAD W/SUBQ PORT UNDER 5 YR 4639.20
INSJ TUNNELED CTR VAD W/SUBQ PORT AGE 5 YR/> 3678.00
INSJ TUNNELED CTR VAD W/SUBQ PUMP 4186.80
INSJ TUN VAD REQ 2 CATH 2 SITS W/O SUBQ PORT/PMP 3063.60
INSJ TUN VAD REQ 2 CATH 2 SITS W/SUBQ PORT 16292.40
INSERTION PICC W/O IMG GDN <5 YR 320.40
INSERTION PICC W/O IMG GDN 5 YR/> 328.80
INSJ PRPH CTR VAD W/SUBQ PORT UNDER 5 YR 5494.80
INSJ PRPH CTR VAD W/SUBQ PORT AGE 5 YR/> 4782.00
INSERTION PICC W/RS&I <5 YR 1428.00
INSERTION PICC W/RS&I 5 YR/> 1423.20
RPR TUN/NON-TUN CTR VAD CATH W/O SUBQ PORT/PMP 550.80
RPR CTR VAD W/SUBQ PORT/PMP CTR/PRPH INSJ SIT 1274.40
RPLCMT CATH CTR VAD SUBQ PORT/PMP 1610.40
RPLCMT COMPL NON-TUN CVC W/O SUBQ PORT/PMP 735.60
RPLCMT COMPL TUN CVC W/O SUBQ PORT/PMP 2913.60
RPLCMT COMPL TUN CTR VAD W/SUBQ PORT 3402.00
RPLCMT COMPL TUN CTR VAD W/SUBQ PMP 4323.60
COMPLETE REPLACEMENT PICC RS&l 1220.40
RPLCMT COMPL PRPH CTR VAD W/SUBQ PORT 4210.38
RMVL TUN CVC W/O SUBQ PORT/PMP 594.00
RMVL TUN CTR VAD W/SUBQ PORT/PMP CTR/PRPH INSJ 805.20
COLLECT BLOOD FROM IMPLANT VENOUS ACCESS DEVICE 94.80
COLLECT BLOOD FROM CATHETER VENOUS NOS 105.60
DECLOT BY THROMBOLYTIC AGENT IMPLANT DEVICE/CATH 116.40
MCHNL RMVL PRICATH OBSTR CV DEV VIA VEN ACCESS 2205.60
MCHNL RMVL INTRAL OBSTR CV DEV THRU DEV LUMEN 428.40
RPSG PREVIOUSLY PLACED CVC UNDER FLUOR GDNCE 442.80
CNTRST NJX RAD EVAL CTR VAD FLUOR IMG&REPRT 442.80
ARTERIAL PUNCTURE WITHDRAWAL BLOOD DX 104.40
ARTL CATHJ/CANNULJ MNTR/TRANSFUSION SPX PRQ 154.80
ARTL CATHJ/CANNULJ MNTR/TRANSFUSION SPX CUTDOWN 372.00
ARTL CATHJ PROLNG NFS THER CHEMOTX CUTDOWN 405.60
CATHETERIZATION UMBILICAL NEWBORN ART DX/THERAPY 241.20
PLACEMENT NEEDLE INTRAOSSEOUS INFUSION 208.80
INSJ CANNULA HEMO OTH PURPOSE SPX VEIN VEIN 428.40
INSJ CANNULA HEMO OTH PURPOSE SPX ARVEN XTRNL 741.60
INSJ CANNULA HEMO OTH SPX ARVEN XTRNL REVJ/CLSR 475.20
ARVEN ANAST OPN UPR ARM CEPHALIC VEIN TRPOS 2431.20
ARVEN ANAST OPN UPR ARM BASILIC VEIN TRPOS 2577.60
ARVEN ANAST OPN F/ARM VEIN TRPOS 2550.00
ARTERIOVENOUS ANASTOMOSIS OPEN DIRECT 2336.40
INSJ CNULA ISLTD XC-CIRCJ REG CHEMOTX XTR RMVL 5020.80

36823
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J1 36825 CRTJARVEN FSTL XCP DIR ARVEN ANAST AUTOG GRF 2800.80 090 Y 9365.01

J1 36830 CRTJARVEN FSTL XCP DIR ARVEN ANAST NONAUTOG GRF 2352.00 090 Y 9091.05

J1 36831 THRMBC OPN ARVEN FSTL W/O REVJ DIAL GRF 2169.60 090 Y 9264.68

J1 36832 REVJOPN ARVEN FSTL W/O THRMBC DIAL GRF 2666.40 090 Y 9492.36

J1 36833 REVJOPN ARVEN FSTL W/THRMBC DIAL GRF 2851.20 090 Y 9207.21

J1 36835 INSERTION THOMAS SHUNT SEPARATE PROCEDURE 1716.00 090 N 5124.69

J1 36838 DSTL REVSC&INTERVAL LIG UXTR HEMO ACCESS 4023.60 090 Y 9457.78

J1 36860 XTRNL CANNULA DECLTNG SPX W/O BALO CATH 860.40 000 N 2782.28

J1 36861 XTRNL CANNULA DECLTNG SPX W/BALO CATH 492.00 000 N 9089.35

J1 36901 INTRO CATH DIALYSIS CIRCUIT DX ANGRPH FLUOR S&I 2529.54 000 N 2765.76

J1 36902 INTRO CATH DIALYSIS CIRCUIT W/TRLUML BALO ANGIOP 4489.20 000 N 9488.26

J1 36903 INTRO CATH DIALYSIS CIRCUIT W/TCAT PLMT IV STENT 18265.20 000 N 17873.37

J1 36904 PERQ THRMBC/NFS DIALYSIS CIRCUIT IMG DX ANGRPH 6703.20 000 N 9377.66

J1 36905 PERQ THRMBC/NFS DIAL CIRCUIT TRLUML BALO ANGIOP 8499.60 000 N 19052.07

J1 36906 PERQ THRMBC/NFS DIAL CIRCUIT TCAT PLMT IV STENT 22387.20 000 N 28751.61
+ 36907 TRLUML BALO ANGIOP CTR DIALYSIS SEG W/IMG S&I 2451.60 777 N
+ 36908 STENT PLMT CENTRAL DIAYLSIS SEG PFRMD DIAL CIR 8162.40 777 N
+ 36909 DIALYIS CIRCUIT VASC EMBOLI OCCLS EVASC IMG S&l 7245.60 777 N
37140 VENOUS ANASTOMOSIS OPEN PORTOCAVAL 8293.20 090 N
37145 VENOUS ANASTOMOSIS OPEN RENOPORTAL 7694.40 090 Y
37160 VENOUS ANASTOMOSIS OPEN CAVAL-MESENTERIC 7900.80 090 Y
37180 VENOUS ANASTOMOSIS OPEN SPLENORENAL PROXIMAL 7591.20 090 Y
37181 VENOUS ANASTOMOSIS OPEN SPLENORENAL DISTAL 8293.20 090 Y

J1* 37182 INSJ TRANSVNS INTRAHEPATC PORTOSYSIC SHUNT 2854.80 000 N 18519.65

J1 37183 REVJ TRANSVNS INTRHPTC PORTOSYSTEMIC SHNT (TIPS) 21978.00 000 N 922428

J1 37184 PRIMPRQ TRLUML MCHNL THRMBC N-COR N-ICRA 1ST 7228.80 000 N 18359.11
+ 37185 PRIM PRQ TRLUML MCHNL THRMBC N-COR N-ICRA SBSQ 2227.20 777 N
+ 37186 SEC PRQ TRLUML THRMBC N-CORONARY N-INTRACRANIAL 449520 777 N

J1 37187 PRQ TRANSLUMINAL MECHANICAL THROMBECTOMY VEIN 6667.20 000 N 18320.64

J1 37188 PRQ TRLUML MCHNL THRMBC VEIN REPEAT TX 5607.60 000 N 5578.58

J1 37191 INSINTRVAS VC FILTR W/WO VAS ACS VSL SELXN RS&I 8394.00 000 N 8754.03

J1 37192 REPSNG INTRVAS VC FILTR W/WO ACS VSL SELXN RS&l 474240 000 N 5349.51

J1 37193 RTRVL INTRVAS VC FILTR W/WO ACS VSL SELXN RS& 5551.20 000 N 5466.02

37195 THROMBOLYSIS CEREBRAL IV INFUSION 2464.80 XXX N 462.41

J1 37197 PRQ TRANSCATHETER RTRVL INTRVAS FB WITH IMAGING 5806.80 000 N 5494.53

J1 37200 TRANSCATHETER BIOPSY 756.00 000 N 9404.70

J1 37211 THROMBOLYSIS ARTERIAL INFUSION ICRA RS&I INIT TX 1350.00 000 N 9135.13

J1 37212 THROMBOLYSIS VENOUS INFUSION W/IMAGING INIT TX 1177.20 000 N 5692.75

J1 37213 THROMBOLYSIS ART/VENOUS INFSN W/IMAGE SUBSQ TX 811.20 000 N 5638.37

J1 37214 CESSATION THROMBOLYTIC THER W/CATHETER REMOVAL 428.40 000 N 5468.65

37215 TCAT IV STENT CRV CRTD ART EMBOLIC PROTECJ 3505.20 090 N 5458.26
37216 TCAT IV STENT CRV CRTD ART W/O EMBOLIC PROTECJ 3514.80 090 N
37217 TCATH STENT PLACEMT RETROGRAD CAROTID/INNOMINATE 3800.40 090 N
37218 TCATH STENT PLACEMT ANTEGRADE CAROTID/INNOMINATE 2874.00 090 N

J1 37220 REVASCULARIZATION ILIAC ARTERY ANGIOP 1ST VSL 10051.20 000 N 9398.67

J1 37221 REVSC OPN/PRQ ILIAC ART W/STNT PLMT & ANGIOPLSTY 14264.40 000 N 18458.62
+ 37222 REVASCULARIZATION ILIAC ART ANGIOP EA IPSI VSL 2716.80 777 N
+ 37223 REVSC OPN/PRQ ILIAC ART W/STNT & ANGIOP IPSILATL 7513.20 777 N

J1 37224 REVSC OPN/PRG FEM/POP W/ANGIOPLASTY UNI 12081.60 000 N 9172.15
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J1 37225 REVSC OPN/PRQ FEM/POP W/ATHRC/ANGIOP SM VSL 41434.80 000 N 17686.15
J1 37226 REVSC OPN/PRQ FEM/POP W/STNT/ANGIOP SM VSL 35938.80 000 N 18043.15
J1 37227 REVSC OPN/PRQ FEM/POP W/STNT/ATHRC/ANGIOP SM VSL 53388.00 000 N 28258.72
J1 37228 REVSC OPN/PRQ TIB/PERO W/ANGIOPLASTY UNI 17512.80 000 N 18825.36
J1 37229 REVSC OPN/PRQ TIB/PERO W/ATHRC/ANGIOP SM VSL 41457.60 000 N 28913.99
J1 37230 REVSC OPN/PRQ TIB/PERO W/STNT/ANGIOP SM VSL 35295.60 000 N 29183.81
J1 37231 REVSC OPN/PRQ TIB/PERO W/STNT/ATHR/ANGIOP SM VSL 50712.00 000 N 28711.43
+ 37232 REVSC OPN/PRQ TIB/PERO W/ANGIOPLASTY UNI EA VSL 3735.60 777 N
+ 37233 REVSC OPN/PRQ TIB/PERO W/ATHRC/ANGIOP UNI EA VSL 4551.60 777 N
+ 37234 REVSC OPN/PRQ TIB/PERO W/STNT/ANGIOP UNI EA VSL 13593.60 777 N
+ 37235 REVSC OPN/PRQ TIB/PERO W/STNT/ATHR/ANGIOP EA VSL 14548.80 777 N
J1 37236 OPEN/PERQ PLACEMENT INTRAVASCULAR STENT INITIAL 12194.40 000 N 18554.53
+ 37237 OPEN/PERQ PLACEMENT INTRAVASCULAR STENT EA ADDL 7240.80 777 N
J1 37238 OPEN/PERQ PLACEMENT INTRAVASCULAR STENT SAME 1ST 12903.60 000 N 18297.05
+ 37239 OPEN/PERQ PLACEMENT INTRAVASC STENT SAME EA ADDL 6378.00 777 N
J1 37241 VASCULAR EMBOLIZATION OR OCCLUSION VENOUS RS&l 17526.00 000 N 18975.13
J1 37242 VASCULAR EMBOLIZATION OR OCCLUSION ARTERIAL RS&I 26794.80 000 N 18472.47
J1 37243 VASCULAR EMBOLIZE/OCCLUDE ORGAN TUMOR INFARCT 32834.40 000 N 19399.83
J1 37244 VASCULAR EMBOLIZATION OR OCCLUSION HEMORRHAGE 24673.20 000 N 18828.95
J1 37246 TRLML BALO ANGIOP OPEN/PERQ IMG S&I 1ST ART 7113.60 000 N 9438.66
+ 37247 TRLML BALO ANGIOP OPEN/PERQ IMG S&I EA ADDL ART 2710.80 777 N
J1 37248 TRLML BALO ANGIOP OPEN/PERQ W/IMG S&I 1ST VEIN 5085.60 000 N 9493.83
+ 37249 TRLML BALO ANGIOP OPEN/PERQ W/IMG S&I ADDL VEIN 2012.40 777 N
+ 37252 INTRAVASCULAR US NONCORONARY RS&I INTIAL VESSEL 4293.60 777 N
+ 37253 INTRAVASCULAR US NONCORONARY RS&I ADDL VESSEL 672.00 777 N
J1 37500 VASC ENDOSCOPY SURG W/LIG PERFORATOR VEINS SPX 2223.60 090 N 9734 .41
37501 UNLISTED VASCULAR ENDOSCOPY PROCEDURE BR YYY N 783.90
J1 37565 LIGATION INTERNAL JUGULAR VEIN 2583.60 090 N 5711.02
J1 37600 LIGATION EXTERNAL CAROTID ARTERY 2607.60 090 Y 5847.26
J1 37605 LIGATION INTERNAL/COMMON CAROTID ARTERY 2598.00 090 Y 5847.26
J1 37606 LIGINT/COMMON CAROTID ART W/GRADUAL OCCLUSION 2601.60 090 Y 5578.58
J1 37607 LIG/BANDING ANGIOACCESS ARTERIOVENOUS FISTULA 1322.40 090 N 5807.06
J1 37609 LIGATION/BIOPSY TEMPORAL ARTERY 1131.60 010 N 2872.76
J1 37615 LIGATION MAJOR ARTERY NECK 1911.60 090 Y 5843.75
37616 LIGATION MAJOR ARTERY CHEST 3902.40 090 Y
J1* 37617 LIGATION MAJOR ARTERY ABDOMEN 4663.20 090 Y 5578.58
37618 LIGATION MAJOR ARTERY EXTREMITY 1384.80 090 Y 281017
J1 37619 LIGATION OF INFERIOR VENA CAVA 6169.20 090 Y 9036.75
J1 37650 LIGATION OF FEMORAL VEIN 1622.40 090 N 5847.26
37660 LIGATION OF COMMON ILIAC VEIN 4699.20 090 Y
J1 37700 LIG&DIV LONG SAPH VEIN SAPHFEM JUNCT/INTERRUPJ 868.80 090 N 5812.62
J1 37718 LIGJ DIVJ & STRIPPING SHORT SAPHENOUS VEIN 1494.00 090 N 5836.45
J1 37722 LIGJ DIVJ&STRIP LONG SAPH SAPHFEM JUNCT KNE/BELW 1654.80 090 N 5818.46
J1 37735 LIGJ & DIVJ RADICAL STRIP LONG/SHORT SAPHENOUS 2052.00 090 N 5765.69
J1 37760 LIG PRFRATR VEIN SUBFSCAL RAD INCL SKN GRF 1 LEG 2169.60 090 N 5766.13
J1 37761 LIG PRFRATR VEIN SUBFSCAL OPEN INCL US GID 1 LEG 1894.80 090 Y 5828.70
J1 37765 STABPHLEBT VARICOSE VEINS 1 XTR 10-20 STAB INCS 2222.40 010 N 5821.53
J1 37766 STABPHLEBT VARICOSE VEINS 1 XTR >20 INCS 2641.20 010 N 5826.94
J1 37780 LIGJ & DIV SHORT SAPH VEIN SAPHENOPOP JUNCT SPX 831.60 090 N 5840.83
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J1 37785 LIGJ DIVJ &EXCJ VARICOSE VEIN CLUSTER 1 LEG 1278.00 090 N 5830.89
37788 PENILE REVASCULARIZATION ARTERY W/WO VEIN GRAFT 442560 090 Y
J1 37790 PENILE VENOUS OCCLUSIVE PROCEDURE 1704.00 090 N 6175.83
37799 UNLISTED PROCEDURE VASCULAR SURGERY BR YYY N 783.90
38100 SPLENECTOMY TOTAL SEPARATE PROCEDURE 4110.00 090 Y
38101 SPLENECTOMY PARTIAL SEPARATE PROCEDURE 4168.80 090 Y
+ 38102 SPLENC TOT EN BLOC EXTNSV DS CONJUNCT W/OTH PX 926.40 777 Y
38115 RPR RPTD SPLEEN SPLENORRHAPHY W/WO PRTL SPLENECT 4623.60 090 Y
J1 38120 LAPAROSCOPIC SURGICAL SPLENECTOMY 3781.20 090 Y 18136.98
J1 38129 UNLISTED LAPAROSCOPY PROCEDURE SPLEEN BR YYY Y 10309.03
38200 INJECTION PROCEDURE SPLENOPORTOGRAPY 460.80 000 N
38204 MGMT RCP HEMATOP PROGENITOR CELL DONOR &ACQUISJ 363.60 XXX N
38205 BLD-DRV HEMATOP PROGEN CELL HRVG TRNSPLJ ALGNC 301.20 000 N
38206 BLD-DRV HEMATOP PROGEN CELL HRVG TRNSPLJ AUTOL 297.60 000 N 1978.09
38207 TRNSPL PREPJ HEMATOP PROGEN CELLS CRYOPRSRV STOR 162.00 XXX N 575.63
38208 TRNSPL PREP HEMATOP PROGEN THAW PREV HRV PER DNR 103.20 XXX N 575.63
38209 TRNSP PREP HMATOP PROG THAW PREV HRV WSH PER DNR 43.20 XXX N 575.63
38210 TRNSPL PREPJ HEMATOP PROGEN DEPLJ IN HRV T-CELL 288.00 XXX N 575.63
38211 TRNSPL PREPJ HEMATOP PROGEN TUM CELL DEPLJ 259.20 XXX N 575.63
38212 TRNSPL PREPJ HEMATOP PROGEN RED BLD CELL RMVL 171.60 XXX N 575.63
38213 TRNSPL PREPJ HEMATOP PROGEN PLTLT DEPLJ 43.20 XXX N 575.63
38214 TRNSPL PREPJ HEMATOP PROGEN PLSM VOL DEPLJ 147.60 XXX N 575.63
38215 TRNSPL PREPJ HEMATOP PROGEN CONCENTRATION PLSM 171.60 XXX N 575.63
J1 38220 DIAGNOSTIC BONE MARROW ASPIRATIONS 565.20 XXX N 2870.03
J1 38221 DIAGNOSTIC BONE MARROW BIOPSIES 579.60 XXX N 2862.13
J1 38222 DIAGNOSTIC BONE MARROW BIOPSIES & ASPIRATIONS 627.60 XXX N 4827.60
38230 BONE MARROW HARVEST TRANSPLANTATION ALLOGENEIC 720.00 000 N 1978.09
38232 BONE MARROW HARVEST TRANSPLANTATION AUTOLOGOUS 697.20 000 N 5865.25
J1 38240 TRNSPLJALLOGENEIC HEMATOPOIETIC CELLS PER DONOR 853.20 XXX N 82053.96
38241 TRNSPLJ AUTOLOGOUS HEMATOPOIETIC CELLS PER DONOR 628.80 XXX N 1978.09
38242 ALLOGENEIC LYMPHOCYTE INFUSIONS 444.00 000 N 1978.09
38243 TRNSPLJ HEMATOPOIETIC CELL BOOST 432.00 000 N 1978.09
J1 38300 DRGLYMPHNODE ABSC/LYMPHADENITIS SMPL 1237.20 010 N 4812.11
J1 38305 DRGLYMPHNODE ABSC/LYMPHADENITIS EXTNSV 1772.40 090 N 484310
J1 38308 LYMPHANGIOTOMY/OTH OPRATIONS LYMPHATIC CHANNELS 1654.80 090 Y 6440.97
38380 SUTR&/LIG THORACIC DUCT CERVICAL APPROACH 2025.60 090 Y
38381 SUTR&/LIG THORACIC DUCT THORACIC APPROACH 2839.20 090 Y
38382 SUTR&/LIG THORACIC DUCT ABDOMINAL APPROACH 2432.40 090 Y
J1 38500 BX/EXCLYMPH NODE OPEN SUPERFICIAL 1215.60 010 N 6437.91
J1 38505 BX/EXCLYMPH NODE NEEDLE SUPERFICIAL 491.28 000 N 2866.80
J1 38510 BX/EXCLYMPH NODE OPEN DEEP CERVICAL NODE 1899.60 010 N 6439.36
J1 38520 BX/EXCLYMPH NODE OPN DP CRV NODE W/EXC FAT PAD 1663.20 090 N 6435.97
J1 38525 BX/EXCLYMPH NODE OPEN DEEP AXILLARY NODE 1578.00 090 N 6441.46
J1 38530 BX/EXCLYMPH NODE OPEN INT MAMMARY NODE 2002.80 090 Y 6438.23
J1 38531 OPEN BIOPSY/EXCISION INGUINOFEMORAL NODES 1594.80 090 N 644017
J1 38542 DISSECTION DEEP JUGULAR NODE 1861.20 090 Y 10331.25
J1 38550 EXC CSTIC HYGROMA AX/CRV W/O DP NEUROVASC DSJ 1878.00 090 N 6450.00
J1 38555 EXC CSTIC HYGROMA AX/CRV W/DP NEUROVASC DSJ 3680.40 090 Y 11279.05
J1* 38562 LMTD LMPHADEC STAGING SPX PEL&PARA-AORTIC 2509.20 090 Y 17741.74
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38564 LMTD LMPHADEC STAGING SPX RPR AORTIC&/SPLENIC 2517.60 090 Y
J1 38570 LAPS SURG RETROPERITONEAL LYMPH NODE BX 1/MLT 1828.80 010 Y 10301.79
J1 38571 LAPS SURG BILATERAL TOTAL PELVIC LMPHADECTOMY 2330.40 010 Y 18149.71
J1 38572 LAPSBITOT PEL LMPHADEC & PRI-AORTIC LYMPH BX 1 3213.60 010 Y 18148.80
J1 38573 LAPS W/BITOT PEL LMPHADEC & OMNTC LYMPH BX 4153.20 010 Y 18156.54
J1 38589 UNLISTED LAPAROSCOPY PX LYMPHATIC SYSTEM BR YYY Y 10275.95
J1 38700 SUPRAHYOID LYMPHADENECTOMY 2868.00 090 Y 11288.09
J1 38720 CERVICAL LYMPHADENECTOMY 4761.60 090 Y 18162.28
38724 CERVICAL LYMPHADEC MODIFIED RADICAL NECK DSJ 5145.60 090 Y 577746
J1 38740 AXILLARY LYMPHADENECTOMY SUPERFICIAL 2509.20 090 Y 10322.98
J1 38745 AXILLARY LYMPHADENECTOMY COMPLETE 3153.60 090 Y 10310.06
+ 38746 THORCOM THRC W/MEDSTNL & REGIONAL LMPHADEC 756.00 777 Y
+ 38747 ABDL LMPHADEC REG CELIAC GSTR PORTAL PRIPNCRTC 946.80 777 Y
J1 38760 INGUINOFEM LMPHADEC SUPFC W/CLOQUETS NODE SPX 2978.40 090 Y 11283.29
38765 INGUINOFEM LMPHADEC SUPFC W/PEL LMPHADEC 4658.40 090 Y
38770 PEL LMPHADEC W/XTRNL ILIAC HYPOGSTR&OBTURATOR 2839.20 090 Y
38780 RPR TABDL LMPHADEC EXTNSV W/PEL AORTIC&RNL 3681.60 090 Y
38790 INJECTION PROCEDURE LYMPHANGIOGRAPHY 286.80 000 N
38792 INJ RADIOACTIVE TRACER FOR ID OF SENTINEL NODE 295.20 000 N 546.69
38794 CANNULATION THORACIC DUCT 1030.80 090 N
+ 38900 INTRAOP SENTINEL LYMPH NODE ID W/DYE INJECTION 489.60 777 Y
38999 UNLISTED PROCEDURE HEMIC OR LYMPHATIC SYSTEM BR YYY N 575.63
39000 MEDIAST W/EXPL DRG RMVL FB/BX CRV APPR 1772.40 090 Y 3690.91
39010 MEDIAST W/EXPL DRG RMVL FB/BX TTHRC APPR 2787.60 090 Y 3199.30
39200 RESECTION OF MEDIASTINAL CYST 3073.20 090 Y
39220 RESECTION MEDIASTINAL TUMOR 4004.40 090 Y
J1 39401 MEDIASTINOSCOPY INCLUDES MEDIASTINAL MASS BIOPSY 1086.00 000 N 10311.35
J1 39402 MEDIASTINOSCOPY WITH LYMPH NODE BIOPSY/IES 1418.40 000 N 10311.35
39499 UNLISTED PROCEDURE MEDIASTINUM BR YYY Y
39501 REPAIR LACERATION DIAPHRAGM ANY APPROACH 3044.40 090 Y
39503 RPR NEONATAL DIPHRG HERNIA W/WO CHEST TUBE INSJ 20854.80 090 Y
39540 RPR DIPHRG HRNA OTH/THN NEONATAL TRAUMTC AQT 3075.60 090 Y
39541 RPR DIPHRG HRNA OTH/THN NEONATAL TRAUMTC CHRNC 3350.40 090 Y
39545 |IMBRICATION DIAPHRAGM EVENTRATION 3176.40 090 Y
39560 RESCJ DIAPHRAGM W/SIMPLE REPAIR 2845.20 090 Y
39561 RESCJ DIAPHRAGM W/COMPLEX REPAIR 4423.20 090 Y
39599 UNLISTED PROCEDURE DIAPHRAGM BR YYY Y 5906.61
40490 BIOPSY OF LIP 438.00 000 N 306.82
J1 40500 VERMILIONECTOMY LIP SHV W/MUCOSAL ADVMNT 1881.60 090 N 5587.96
J1 40510 EXC LIP TRANSVRS WEDGE EXC W/PRIM CLSR 1760.40 090 N 5585.45
J1 40520 EXC LIPV-EXC W/PRIMDIRLINR CLSR 1806.00 090 N 5586.01
J1 40525 EXCLIP FULL THKNS RCNSTJ W/LOCAL FLAP 1959.60 090 N 5586.84
J1 40527 EXCLIP FULL THKNS RCNSTJ W/CROSS LIP FLAP 2228.40 090 N 10388.54
J1 40530 RESCJLIP>ONE-FOURTH W/O RCNSTJ 2007.60 090 N 5587.82
40650 RPR LIP FULL THICKNESS VERMILION ONLY 1729.20 090 N 655.90
40652 RPR LIP FULL THICKNESS HALF/< VERTICAL HEIGHT 1852.80 090 N 655.90
J1 40654 RPRLIPFULL THKNS >ONE-HALF VERT HEIGHT/COMPLE 2088.00 090 N 2763.08
J1 40700 PLSTC RPR CL LIP/NSL DFRM PRIM PRTL/COMPL UNI 3573.60 090 N 10383.35
J1 40701 PLSTC RPR CL LIP/NSL DFRM PRIM BI 1 STG PX 422040 090 Y 10272.97

+ Add-on Procedure © Modifier 51 Exempt Procedure * Telemedicine

166 CPT Copyright 2021 American Medical Association. All rights reserved.



Mississippi Workers’ Compensation Medical Fee Schedule Surgery

0232T, 10004-69990 Effective November 15, 2022
PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount
J1 40702 PLSTC RPR CL LIP/NSL DFRM PRIM BI 12 STGS 3543.60 090 Y 10272.97
J1 40720 PLSTC RPR CL LIP/NSL DFRM SEC RECRTJ DFCT & RECL 3637.20 090 N 5475.92
J1 40761 PLSTC RPR CL LIP/NSL DFRM W/CROSS LIP PEDCL FLAP 3826.80 090 N 10388.54
40799 UNLISTED PROCEDURE LIPS BR YYY Y 306.82
40800 DRG ABSC CST HMTMA VESTIBULE MOUTH SMPL 733.20 010 N 902.47
40801 DRG ABSC CST HMTMA VESTIBULE MOUTH COMP 1063.20 010 N 655.90
40804 RMVL EMBEDDED FB VESTIBULE MOUTH SMPL 673.20 010 N 1173.47
40805 RMVL EMBEDDED FB VESTIBULE MOUTH COMP 1069.20 010 N 655.90
40806 INCISION LABIAL FRENUM FRENOTOMY 357.60 000 N 655.90
40808 BIOPSY VESTIBULE MOUTH 644.40 010 N 655.90
J1 40810 EXCLES MUCOSA & SBMCSL VESTIBULE MOUTH W/O RPR 780.00 010 N 5583.91
J1 40812 EXC LESION MUCOSA & SBMCSL VESTIBULE SMPL RPR 1027.20 010 N 2761.01
J1 40814 EXC LESION MUCOSA & SBMCSL VESTIBULE CPLX RPR 1338.00 090 N 5572.60
J1 40816 EXC LESION MUCOSA&SBMCSL VESTIBULE CPLX EXC MUSC 1435.20 090 N 5578.18
40818 EXC MUCOSA VESTIBULE MOUTH AS DON GRF 1317.60 090 N 655.90
J1 40819 EXC FRENUM LABIAL/BUCCAL 1086.00 090 N 2734.62
J1 40820 DSTRJLES/SCAR VESTIBULE MOUTH PHYSICAL METHS 948.00 010 N 5587.82
40830 CLOSURE LACERATION VESTIBULE MOUTH 2.5 CM/< 933.60 010 N 306.82
40831 CLOSURE LACERATION VESTIBULE MOUTH > 2.5 CM/CPL 1194.00 010 N 655.90
J1 40840 VESTIBULOPLASTY ANTERIOR 3102.00 090 Y 10291.93
J1 40842 VESTIBULOPLASTY POSTERIOR UNILATERAL 3146.40 090 N 10341.53
J1 40843 VESTIBULOPLASTY POSTERIOR BILATERAL 4156.56 090 Y 10366.99
J1 40844 VESTIBULOPLASTY ENTIRE ARCH 5374.80 090 Y 10388.54
J1 40845 VESTIBULOPLASTY CPLX W/RIDGE XTN MUSC RPSG 5311.20 090 N 10356.34
40899 UNLISTED PROCEDURE VESTIBULE MOUTH BR YYY N 306.82
41000 INTRAORAL I&D TONGUE/FLOOR LINGUAL 558.00 010 N 655.90
41005 INTRAORAL I&D TONGUE/FLOOR SUBLNGL SUPFC 774.00 010 N 306.82
J1 41006 INTRAORAL I&D TONGUE/FLOOR SUBLNGL DP SPRMLHYD 1297.20 090 N 2763.08
J1 41007 INTRAORAL I&D TONGUE/FLOOR SUBMENTAL SPACE 1201.20 090 N 2763.08
J1 41008 INTRAORAL I&D TONGUE/FLOOR SUBMNDBLR SPACE 1395.60 090 N 5587.96
41009 INTRAORAL I&D TONGUE/FLOOR MASTICATOR SPACE 1509.60 090 N 655.90
J1 41010 INCISION LINGUAL FRENUM FRENOTOMY 790.80 010 N 2762.94
41015 XTRORAL I&D ABSC CST/HMTMA FLOOR MOUTH SUBLNGL 1447.20 090 N 655.90
J1 41016 XTRORAL I&D ABSC CST/HMTMA FLOOR MOUTH SUBMENT 1692.00 090 N 10380.75
J1 41017 XTRORAL I&D ABSC CST/HMTMA FLOOR MOUTH SUBMNDB 1668.00 090 N 5587.26
J1 41018 XTRORAL I&D FLOOR MASTICATOR SPACE 1868.40 090 N 2763.08
J1 41019 PLACEMENT NEEDLE HEAD/NECK RADIOELEMENT APPLICAT 1704.00 000 N 10207.26
41100 BIOPSY TONGUE ANTERIOR TWO-THIRDS 675.60 010 N 655.90
J1 41105 BIOPSY TONGUE POSTERIOR ONE-THIRD 674.40 010 N 5586.29
J1 41108 BIOPSY FLOOR MOUTH 603.06 010 N 2873.91
J1 41110 EXCISION LESION TONGUE W/O CLOSURE 829.20 010 N 5577.76
J1 41112 EXC LESION TONGUE W/CLSR ANTERIOR TWO-THIRDS 1216.80 090 N 5587.54
J1 41113 EXC LESION TONGUE W/CLSR POSTERIOR ONE-THIRD 1309.20 090 N 5585.73
J1 41114 EXC LESION TONGUE W/CLSR W/LOCAL TONGUE FLAP 2174.40 090 N 5587.82
J1 41115 EXCISION LINGUAL FRENUM FRENECTOMY 948.00 010 N 2763.08
J1 41116 EXCISION LESION FLOOR MOUTH 1206.00 090 N 5581.82
J1 41120 GLOSSECTOMY <ONE-HALF TONGUE 3813.60 090 Y 10373.74
41130 GLOSSECTOMY HEMIGLOSSECTOMY 4692.00 090 Y 5103.31
41135 GLOSSECTOMY PRTL W/UNI RADICAL NECK DSJ 7695.60 090 Y
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GLSSC COMPL/TOT W/WOTRACHS W/O RAD NECK DSJ 7780.80 090
GLSSC COMPL/TOT W/WO TRACHS W/UNI RAD NECK DSJ 9806.40 090
GLSSC COMPOSIT W/RESCJ FLOOR & MANDIBULAR RESCJ 7824.00 090
GLSSC COMPOSIT RESCJ FLOOR SUPRAHYOID NCK DSJ 8510.40 090
GLSSC COMPOSIT RESCJ FLR MNDBLR RESCJ & RAD NECK 10639.20 090
RPR LAC 2.5 CM/< MOUTH&/ANT TWO-THIRDS TONG 1023.60 010
RPR LAC 2.5 CM/< PST ONE-THIRD TONGUE 1126.80 010
RPR LAC TONGUE FLOOR MOUTH > 2.6 CM/CPLX 1183.20 010
SUTURE TONGUE LIP MICROGNATHIA 1635.60 090
TONGUE BASE SUSPENSION PERMANENT SUTURE TQ 2398.80 090
FRENOPLASTY SURG REVJ FRENUM EG W/Z-PLASTY 1317.60 090
SUBMUCOSAL ABLTJ TONGUE RF 1/> SITES PR SESSION 3403.20 000
UNLISTED PROCEDURE TONGUE FLOOR MOUTH BR YYY
DRG ABSC CST HMTMA FROM DENTOALVEOLAR STRUXS 1052.40 010
RMVL EMBEDDED FB FROM DENTALVLR STRUXS SOFT TISS 1132.80 010
RMVL EMBEDDED FB FROM DENTOALVEOLAR STRUXS BONE 1489.20 010
GINGIVECTOMY EXC GINGIVA EACH QUADRANT 2724.00 000
OPRCULECTOMY EXC PRICORONAL TISSUE 422.40 000
EXC FIBROUS TUBEROSITIES DENTOALVEOLAR STRUXS 1127.46 010
EXC OSS TUBEROSITIES DENTOALVEOLAR STRUXS 1740.18 090
EXC LESION/TUMOR DENTOALVEOLAR STRUX W/O RPR 790.80 010
EXC LESION/TUMOR DENTOALVEOLAR STRUX W/SMPL RPR 1095.60 010
EXC LESION/TUMOR DENTALVEOLAR STRUX W/CMPLX RPR 1561.20 090
EXC HYPRPLSTC ALVEOLAR MUCOSA EA QUADRANT SPEC 1244.76 010
ALVEOLECTOMY W/CURTG OSTEITIS/SEQUESTRECTOMY 1575.96 010
DESTRUCTION LESION DENTOALVEOLAR STRUCTURES 672.00 000
PERIODONTAL MUCOSAL GRAFTING 1342.80 000
GINGIVOPLASTY EACH QUADRANT SPECIFY 1546.98 090
ALVEOLOPLASTY EACH QUADRANT SPECIFY 1387.20 090
UNLISTED PROCEDURE DENTOALVEOLAR STRUCTURES BR YYY
DRAINAGE ABSCESS PALATE UVULA 579.60 010
BIOPSY PALATE UVULA 528.00 010
EXC LESION PALATE UVULA W/O CLOSURE 778.80 010
EXC LESION PALATE UVULA W/SMPL PRIM CLOSURE 934.80 010
EXC LESION PALATE UVULA W/LOCAL FLAP CLOSURE 1648.80 090
RESCJ PALATE/EXTENSIVE RESCJ LESION 3602.40 090
UVULECTOMY EXCISION UVULA 1058.46 090
PALATOPHARYNGOPLASTY 2450.40 090
DSTRJ LESION PALATE/UVULA THERMAL CRYO/CHEM 838.80 010
REPAIR LACERATION PALATE </2 CM 920.40 010
REPAIR LACERATION PALATE >2 CM/COMPLEX 1190.40 010
PALATOP CL PALATE SOFT&HARD PALATE ONLY 3300.00 090
PALATOPLASTY W/CLSR ALVEOLAR RIDGE SOFT TISSUE 343440 090
PALATOP CLSR ALVEOLAR RIDGE GRF ALVEOLAR RIDGE 3835.20 090
PALATOPLASTY CLEFT PALATE MAJOR REVJ 2502.00 090
PALATOPLASTY CLEFT PALATE SEC LNGTH PX 2060.40 090
PALATOP CL PALATE ATTACHMENT PHARYNGEAL FLAP 3528.00 090
LENGTHENING PALATE & PHARYNGEAL FLAP 3242.40 090
LENGTHENING PALATE W/ISLAND FLAP 3021.60 090
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0232T, 10004-69990 Effective November 15, 2022
PC TC Assist APC
Code Description Amount Amount Amount FUD Surg Amount
J1 42235 REPAIR ANTERIOR PALATE W/NVOMER FLAP 2658.00 090 Y 10388.54
J1 42260 REPAIR NASOLABIAL FISTULA 3078.00 090 Y 9899.24
42280 MAXILLARY IMPRESJ PALATAL PROSTHESIS 637.20 010 N 655.90
J1 42281 INSJPIN-RETAINED PALATAL PROSTHESIS 810.00 010 N 10271.93
42299 UNLISTED PROCEDURE PALATE UVULA BR YYY Y 306.82
J1 42300 DRAINAGE ABSCESS PAROTID SIMPLE 774.00 010 N 2763.08
J1 42305 DRAINAGE ABSCESS PAROTID COMPLICATED 1514.40 090 N 5578.60
42310 DRG ABSC SUBMAXILLARY/SUBLINGUAL INTRAORAL 615.60 010 N 655.90
42320 DRAINAGE ABSCESS SUBMAXILLARY INTRAORAL 942.00 010 N 655.90
J1 42330 SIALOT SUBMNDBLR SUBLNGL/PRTD UNCOMP INTRAORAL 836.40 010 N 5580.70
J1 42335 SIALOLITHOTOMY SUBMNDBLR SUBMAX COMP INTRAORAL 1537.32 090 N 5571.34
J1 42340 SIALOLITHOTOMY PRTD XTRORAL/COMP INTRAORAL 1907.16 090 N 5574.97
42400 BIOPSY SALIVARY GLAND NEEDLE 354.00 000 N 902.47
J1 42405 BIOPSY SALIVARY GLAND INCISIONAL 1084.80 010 N 2761.63
J1 42408 EXC SUBLINGUAL SALIVARY CYST RANULA 1962.00 090 N 5579.72
J1 42409 MARSUPIALIZATION SUBLNGL SALIVARY CST RANULA 1378.62 090 Y 5583.91
J1 42410 EXC PRTD TUM/PRTD GLND LAT LOBE W/O NRV DSJ 2239.20 090 Y 10379.45
J1 42415 EXC PRTD TUM/PRTD GLND LAT DSJ&PRSRV FACIAL NR 3756.00 090 Y 10371.40
J1 42420 EXC PRTD TUM/PRTD GLND TOT DSJ&PRSRV FACIAL NR 4209.60 090 Y 10363.35
J1 42425 EXCISION PAROTID TUMOR/GLAND TOTAL EN BLOC RMVL 2977.20 090 Y 10360.75
42426 EXC PRTD TUM/PRTD GLND TOT W/UNI RAD NCK DSJ 4789.20 090 Y 5900.16
J1 42440 EXCISION SUBMANDIBULAR SUBMAXILLARY GLAND 1476.00 090 Y 10375.82
J1 42450 EXISION OF SUBLINGUAL GLAND 1694.40 090 N 10370.88
J1 42500 PLSTC RPR SALIVARY DUX SIALODOCHOPLASTY PRIM 1614.00 090 N 10310.11
J1 42505 PLSTC RPR SALIVARY DUX SIALODOCHOPLASTY SEC/COMP 2059.20 090 N 10303.88
J1 42507 PAROTID DUCT DIVERSION BILATERAL WILKE PX 1767.60 090 Y 10388.54
J1 42509 PAROTID DUCT DVRJ Bl W/EXC BOTH SUBMNDBLR GLANDS 2919.60 090 N 10272.97
J1 42510 PAROTID DUCT DVRJ BILATERAL WITH LIG BOTH DUCTS 2169.60 090 Y 5564.91
42550 INJECTION PROCEDURE SIALOGRAPHY 572.40 000 N
J1 42600 CLOSURE SALIVARY FISTULA 1952.70 090 N 5570.78
J1 42650 DILATION SALIVARY DUCT 277.20 000 N 2748.78
42660 DILAT&CATHJ SALIVARY DUCT W/WO INJECTION 433.20 000 N 655.90
J1 42665 LIGATION SALIVARY DUCT INTRAORAL 1299.96 090 N 5564.91
42699 UNLISTED PX SALIVARY GLANDS/DUCTS BR YYY Y 306.82
42700 |&D ABSCESS PERITONSILLAR 691.20 010 N 306.82
J1 42720 1&D ABSC RTRPHRNGL/PARAPHARYNGEAL INTRAORAL 1603.20 010 N 5587.12
J1 42725 1&D ABSC RTRPHRNGL/PARAPHARYNGEAL XTRNL APPR 2836.80 090 Y 10388.54
J1 42800 BIOPSY OROPHARYNX 567.60 010 N 2762.74
J1 42804 BIOPSY NASOPHARYNX VISIBLE LESION SIMPLE 777.60 010 N 5584.61
J1 42806 BXNASOPHARYNX SURVEY UNKNOWN PRIMARY LESION 864.00 010 N 5573.85
J1 42808 EXCISION/DESTRUCTION LESION PHARYNX ANY METHOD 829.20 010 N 5573.01
42809 REMOVAL FOREIGN BODY PHARYNX 729.60 010 N 393.60
J1 42810 EXC BRANCHIAL CLEFT CYST CONFINED SKN&SUBQ TIS 1395.60 090 Y 5577.76
J1 42815 EXC BRANCHIAL CLEFT CYST BELOW SUBQ TISS&/PHRYNX 1926.00 090 Y 10377.89
J1 42820 TONSILLECTOMY & ADENOIDECTOMY <AGE 12 1033.20 090 N 10377.89
J1 42821 TONSILLECTOMY & ADENOIDECTOMY AGE 12/> 1078.80 090 N 5583.91
J1 42825 TONSILLECTOMY PRIMARY/SECONDARY <AGE 12 952.80 090 N 10272.97
J1 42826 TONSILLECTOMY PRIMARY/SECONDARY AGE 12/> 907.20 090 N 5582.51
J1 42830 ADENOIDECTOMY PRIMARY <AGE 12 753.60 090 N 5568.13
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Code Description Amount Amount Amount FUD
ADENOIDECTOMY PRIMARY AGE 12/> 818.40 090
ADENOIDECTOMY SECONDARY<AGE 12 700.80 090
ADENOIDECTOMY SECONDARY AGE 12/> 866.40 090
RADICAL RESECTION TONSIL W/O CLOSURE 3619.20 090
RADICAL RESCJ TONSIL CLOSURE W/LOCAL FLAP 4909.20 090
RADICAL RESCJ TONSIL CLOSURE W/OTHER FLAP 7860.00 090
EXCISION TONSIL TAGS 685.20 090
EXC/DSTRJ LINGUAL TONSIL ANY METHOD SPX 2121.60 090
LIMITED PHARYNGECTOMY 5066.40 090
RESCJ LAT PHRNGL WALL/PYRIFORM SINUS DIR CLSR 6679.20 090
RESCJ PHRNGL WALL CLSR W/FLP OR FLP W/MVASC ANAS 8427.60 090
SUTURE PHARYNX WOUND/INJURY 1176.00 010
PHARYNGOPLASTY PLSTC/RCNSTV OPRATION PHARYNX 2866.80 090
PHARYNGOESOPHAGEAL REPAIR 3433.20 090
PHARYNGOSTOMY FSTLJ PHARYNX XTRNL FEEDING 2724.00 090
CONTROL OROPHARYNGEAL HEMORRHAGE SIMPLE 579.60 010
CTRL OROPHARYNGEAL HEMORRHAGE COMP REQ HOSPITJ 1491.60 090
CTRL OROPHARYNGEAL HEMORRHAGE W/SEC SURG IVNTJ 1832.40 090
CTRL NASOPHARYNGEAL HEMRRG SMPL W/PST NSL PACKS 1465.20 090
CTRL NASOPHARYNGEAL HEMRRG COMP REQ HOSPIZATION 1614.00 090
CTRL NASOPHARYNGEAL HEMORRHAGE W/SEC SURG IVNTJ 1802.40 090
DISE DYN EVAL SLEEP DISORDERED BREATHING FLX DX 398.40 000
UNLISTED PROCEDURE PHARYNX ADENOIDS/TONSILS BR YYY
ESOPHAGOTOMY CERVICAL APPR W/RMVL FB 2030.40 090
CRICOPHARYNGEAL MYOTOMY 1860.00 090
ESOPHAGOTOMY THORACIC APPR W/RMVL FB 4615.20 090
EXC LESION ESOPHOGUS W/PRIM RPR CERVICAL APPR 2258.40 090
EXC LESION ESOPHAGUS W/PRIM RPR THRC/ABDL APPR 3566.40 090
TOT ESOPHAGECTOMY W/O THORCOM W/WO PYLOROPLASTY 10512.00 090
TOT ESOPHG W/O THORCOM COLON NTRPSTJ/INT RCNSTJ 15663.60 090
TOTAL ESOPHAGECTOMY W/THORCOM W/WO PYLORPLASTY 12250.80 090
TOT ESOPHG W/THORCOM W/COLON NTRPSTJ/INT RCNSTJ 15306.00 090
PRTL ESOPHAGECTOMY CERVICAL W/FREE INTSTINAL GRF 17512.80 090
PRTL ESOPHECT DSTL W/WO PROX GASTRECT/PYLORPLSTY 11491.20 090
PRTL ESOPH DSTL W/WO PROX GASTRC W/COLON NTRPSTJ 12777.60 090
PRTL ESOPHAGEC W/WO PROX GASTREC/PYLOROPLASTY 10074.00 090
PRTL ESOPHG THORACOABD W/WO PROXGASTREC/PYLOROPL 9060.00 090
PRTL ESPHG THORACOABDL/ABDL APPR NTRPSTJ/RCNSTJ 15867.60 090
TOT/PRTL ESPHG W/O RCNSTJ W/CRV ESOPHAGOSTOMY 13418.40 090
DIVERTICULECTOMY HYPOPHARYNX/ESOPH CRV APPR 2823.60 090
DIVERTICULECTOMY HYPOPHARYNX/ESOPH THRC APPR 5192.40 090
ESOPHAGOSCP RIG TRANSORAL HYPOPHARYNX CRV ESOPH 1940.40 090
ESOPHAGOSCOPY RIGID TRANSORAL DIAGNOSTIC BRUSH 546.00 000
ESOPHAGOSCOPY RIGID TRANSORAL INJ SUBMUCOSAL 597.60 000
ESOPHAGOSCOPY RIGID TRANSORAL WITH BIOPSY 596.40 000
ESOPHAGOSCOPY RIG TRANSORAL REMOVAL FOREIGN BODY 681.60 000
ESOPHAGOSCOPY RIGID TRANSORAL BALLOON DILATION 649.20 000
ESOPHAGOSCOPY RIG TRANSORAL GUIDE WIRE DILATION 687.60 000
ESOPHAGOSCOPY FLEXIBLE TRANSNASAL DIAGNOSTIC 696.00 000
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43198 ESOPHAGOSCOPY FLEXIBLE TRANSNASAL WITH BIOPSY 768.00 000 N 117347

43200 ESOPHAGOSCOPY FLEXIBLE TRANSORAL DIAGNOSTIC 897.00 000 N 117347
J1 43201 ESOPHAGOSCOPY FLEXIBLE TRANSORAL W SUBMUCOUS INJ 903.90 000 N 3302.53
J1 43202 ESOPHAGOSCOPY FLEXIBLE TRANSORAL WITH BIOPSY 1264.08 000 N 3308.25
J1 43204 ESOPHAGOSCOPY FLEX TRANSORAL INJECTION VARICES 475.20 000 N 3239.41
J1 43205 ESPHGOSCOPY FLEX W/BAND LIGATION ESOPHGL VARICES 495.60 000 N 3308.08
J1 43206 ESOPHAGOSCOPY TRANSORAL W/OPTICAL ENDOMICROSCOPY 1083.30 000 N 3239.41
J1 43210 EGD PARTIAL/COMPL ESOPHAGOGASTRIC FUNDOPLASTY 1521.60 000 N 16991.28
J1 43211 ESOPHAGOSCOPY FLEXIBLE TRANSORAL MUCOSAL RESEXN 824.40 000 N 3309.00
J1 43212 ESOPHAGOSCOPY TRANSORAL STENT PLACEMENT 666.00 000 N 8814.76
J1 43213 ESOPHAGOSCOPY RETROGRADE DILATE BALLOON/OTHER 4636.80 000 N 3287.76
J1 43214 ESOPHAGOSCOPY DILATE ESOPHAGUS BALLOON 30 MM 678.00 000 N 3230.20
J1 43215 ESOPHAGOSCOPY FLEXIBLE REMOVAL FOREIGN BODY 1456.80 000 N 3305.68
J1 43216 ESPHAGOSCOPY FLEX LESION REMOVAL HOT BX FORCEPS 1466.94 000 N 3317.62
J1 43217 ESOPHAGOSCOPY FLEXIB LESION REMOVAL TUMOR SNARE 1538.70 000 N 3315.71
J1 43220 ESOPHAGOSCOPY FLEX BALLOON DILAT <30 MM DIAM 3549.60 000 N 313947
J1 43226 ESOPHAGOSCOPY FLEXIBLE GUIDE WIRE DILATION 132342 000 N 3270.43
J1 43227 ESOPHAGOSCOPY FLEXIBLE W/BLEEDING CONTROL 2218.80 000 N 3317.62
J1 43229 ESOPHAGOSCOPY FLEX TRANSORAL LESION ABLATION 2634.42 000 N 5790.60
J1 43231 ESOPHAGOSCOPY FLEXIBLE TRANSORAL ULTRASOUND EXAM 1174.80 000 N 3309.25
J1 43232 ESOPHAGOSCOPY INTRA/TRANSMURAL NEEDLE ASPIRAT/BX 1426.80 000 N 3310.24
J1 43233 EGD ESOPHAGUS BALLOON DILATION 30 MM OR LARGER 807.60 000 N 3184.25

43235 ESOPHAGOGASTRODUODENOSCOPY TRANSORAL DIAGNOSTIC 1050.18 000 N 117347

43236 ESOPHAGOGASTRODUODENOSCOPY SUBMUCOSAL INJECTION 1381.38 000 N 1173.47
J1 43237 ESOPHAGOGASTRODUODENOSCOPY US SCOPE W/ADJ STRXRS 687.60 000 N 3310.16
J1 43238 EGD INTRMURAL US NEEDLE ASPIRATE/BIOPSY ESOPHAGS 817.20 000 N 3308.08

43239 EGD TRANSORAL BIOPSY SINGLE/MULTIPLE 1395.60 000 N 117347
J1 43240 EGD TRANSORAL TRANSMURAL DRAINAGE PSEUDOCYST 1380.00 000 N 8701.92
J1 43241 EGD INTRALUMINAL TUBE/CATHETER INSERTION 500.40 000 N 3286.69
J1 43242 EGD INTRMURAL NEEDLE ASPIR/BIOP ALTERED ANATOMY 922.80 000 N 3308.17
J1 43243 EGD INJECTION SCLEROSIS ESOPHGL/GASTRIC VARICES 832.80 000 N 3294.57
J1 43244 EGD BAND LIGATION ESOPHGEAL/GASTRIC VARICES 860.40 000 N 3301.12
J1 43245 EGD DILATION GASTRIC/DUODENAL STRICTURE 2220.00 000 N 3164.93
J1 43246 EGD PERCUTANEOUS PLACEMENT GASTROSTOMY TUBE 704.40 000 N 3292.74

43247 EGD FLEXIBLE FOREIGN BODY REMOVAL 1410.00 000 N 1173 47

43248 EGD INSERT GUIDE WIRE DILATOR PASSAGE ESOPHAGUS 1451.76 000 N 1173 47
J1 43249 EGD BALLOON DILATION ESOPHAGUS <30 MM DIAM 4093.20 000 N 3175.46
J1 43250 EGD FLEX REMOVAL LESION(S) BY HOT BIOPSY FORCEPS 1628.40 000 N 3312.23
J1 43251 EGD REMOVAL TUMOR POLYP/OTHER LESION SNARE TECH 1799.52 000 N 3293.49
J1 43252 EGD FLEX TRANSORAL W/OPTICAL ENDOMICROSCOPY 1236.48 000 N 6110.46
J1 43253 EGD US GUIDED TRANSMURAL INJXN/FIDUCIAL MARKER 924.00 000 N 3288.01
J1 43254 EGD TRANSORAL ENDOSCOPIC MUCOSAL RESECTION 950.40 000 N 3282.21
J1 43255 EGD TRANSORAL CONTROL BLEEDING ANY METHOD 2337.60 000 N 3296.14
J1 43257 EGD DELIVER THERMAL ENERGY SPHNCTR/CARDIA GERD 820.80 000 N 6089.61
J1 43259 EDG US EXAM SURGICAL ALTER STOM DUODENUM/JEJUNUM 794.40 000 N 3310.07
J1 43260 ERCP DX COLLECTION SPECIMEN BRUSHING/WASHING 1134.00 000 N 6060.91
J1 43261 ERCP W/BIOPSY SINGLE/MULTIPLE 1190.40 000 N 6079.42
J1 43262 ERCP W/SPHINCTEROTOMY/PAPILLOTOMY 1255.20 000 N 6066.24
J1 43263 ERCP W/PRESSURE MEASUREMENT SPHINCTER OF ODDI 1256.40 000 N 6160.63
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J1 43264 ERCP REMOVE CALCULI/DEBRIS BILIARY/PANCREAS DUCT 1279.20 000 N 6064.52
J1 43265 ERCP DESTRUCTION/LITHOTRIPSY CALCULI ANY METHOD 1522.80 000 N 9850.64
J1 43266 EGD ENDOSCOPIC STENT PLACEMENT W/WIRE& DILATION 766.80 000 N 8777.49
J1 43270 EGD ABLATE TUMOR POLYP/LESION W/DILATION& WIRE 2711.70 000 N 3113.92
+ 43273 ENDOSCOPIC PAPILLA CANNULATION BILE/PANCREATIC 418.80 777 N
J1 43274 ERCP STENT PLACEMENT BILIARY/PANCREATIC DUCT 1627.20 000 N 9569.95
J1 43275 ERCP REMOVE FOREIGN BODY/STENT BILIARY/PANC DUCT 1324.80 000 N 6101.84
J1 43276 ERCP BILIARY/PANC DUCT STENT EXCHANGE W/DIL&WIRE 1694.40 000 N 9519.06
J1 43277 ERCP BALLOON DILATE BILIARY/PANC DUCT/AMPULLA EA 1330.80 000 N 6007.13
J1 43278 ERCP TUMOR/POLYP/LESION ABLATION W/DILATION&WIRE 1521.60 000 N 6062.32
43279 LAPS ESOPHAGOMYOTOMY W/FUNDOPLASTY IF PERFORMED 4586.40 090 Y 8011.55
J1 43280 LAPS SURG ESOPG/GSTR FUNDOPLASTY 3858.00 090 Y 17964.60
J1 43281 LAPS RPR PARAESPHGL HRNA INCL FUNDPLSTY W/O MESH 5498.40 090 Y 17848.17
J1 43282 LAPS RPR PARAESPHGL HRNA INCL FUNDPLSTY W/MESH 6181.20 090 Y 17356.96
+ 43283 LAPS ESOPHAGEAL LENGTHENING ADDL 561.60 777 Y 2662.66
J1 43284 LAPS ESOPHGL SPHNCTR AGMNTJ PLMT DEV CRRPL 2338.80 090 Y 15840.58
43285 REMOVAL ESOPHAGEAL SPHINCTER AGMNTJ DEVICE 2408.40 090 Y 7338.12
43286 ESOPHAGECTOMY TOTAL NEAR TOTAL W/LAPS MOBLJ 11258.40 090 Y
43287 ESOPHAGECTOMY DISTAL 2/3 W/LAPAROSCOPIC MOBLJ 12552.00 090 Y
43288 ESOPHAGECTOMY TOTAL NEAR TOTAL W/THRSC MOBLJ 13225.20 090 Y
J1 43289 UNLISTED LAPAROSCOPY PROCEDURE ESOPHAGUS BR YYY Y 10209.29
43300 ESPHGP CRV APPR W/O RPR TRACHEOESOPHGL FSTL 2222.40 090 Y
43305 ESPHGP CRV APPR W/RPR TRACHEOESOPHGL FSTL 3884.40 090 Y
43310 ESPHGP THRC APPR W/O RPR TRACHEOESOPHGL FSTL 5239.20 090 Y
43312 ESPHGP THRC APPR W/RPR TRACHEOESOPHGL FSTL 5602.80 090 Y
43313 ESPHGP CGEN DFCT THRC APPR W/O RPR FSTL 10363.20 090 Y
43314 ESPHGP CGEN DFCT THRC APPR W/RPR FSTL 11122.80 090 Y
43320 EGST W/WO VAGOTOMY&PYLOROPLASTY TABDL/TTHRC AP 5006.40 090 Y
43325 ESOPG/GSTR FUNDOPLASTY W/FUNDIC PATCH 4870.80 090 Y
43327 ESOPG/GSTR FUNDOPLASTY W/LAPAROTOMY 2932.80 090 Y
43328 ESOPG/GSTR FUNDOPLASTY W/THORACOTOMY 3974.40 090 Y
43330 ESOPHAGOMYOTOMY HELLER TYPE ABDOMINAL APPROACH 4790.40 090 Y
43331 ESOPHAGOMYOTOMY HELLER TYPE THORACIC APPROACH 4737.60 090 Y
43332 RPR PARAESOPH HIATAL HERNIA W/LAPT W/O MESH 4107.60 090 Y 4806.24
43333 LAPT RPR PARAESOPH HIATAL HERNIA W/MESH 4485.60 090 Y
43334 RPR PARAESOPH HIATAL HERNIA W/THORCOM W/O MESH 4405.20 090 Y
43335 RPR PARAESOPH HIATAL HERNIA W/THORCOM W/MESH 4713.60 090 Y
43336 RPR PARAESOPH HIATAL HERNIA THORCOABDOM W/O MESH 5258.40 090 Y
43337 RPR PARAESOPH HIATAL HERNIA THORCOABDOM W/MESH 5458.80 090 Y
+ 43338 ESOPHAGUS LENGTHENING 405.60 777 Y
43340 ESOPHAGOJEJUNOSTOMY W/O TOT GSTRCT ABDL APPR 494520 090 Y
43341 ESOPHAGOJEJUNOSTOMY W/O TOT GSTRCT THRC APPR 4953.60 090 Y
43351 ESOPHAGOSTOMY FSTLJ ESOPH XTRNL THRC APPR 4669.20 090 Y
43352 ESOPHAGOSTOMY FSTLJ ESOPH XTRNL CRV APPR 3778.80 090 Y
43360 GI RCNSTJ PREV ESPHG/EXCLUSION W/STOMACH 7940.40 090 Y
43361 GI RCNSTJ PREV ESPHG/EXCLUSION W/COLON SM INT 9637.20 090 Y
43400 LIGATION DIRECT ESOPHAGEAL VARICES 5455.20 090 Y
43405 LIG/STAPLING G-ESOP JUNCT PRE-ESOPHGL PRF8J 5158.80 090 Y
43410 SUTR ESOPHGL WND/INJ CRV APPR 3654.00 090 Y
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43415 SUTR ESOPHGL WND/INJ TTHRC/TABDL APPR 9044.40 090 Y
J1 43420 CLSR ESOPHAGOSTOMY/FSTL CRV APPR 3608.40 090 N 5579.16
43425 CLSR ESOPHAGOSTOMY/FSTL TTHRC/TABDL APPR 5100.00 090 Y
43450 DILATION ESOPH UNGUIDED SOUND/BOUGIE 1/MULT PASS 648.60 000 N 117347
J1 43453 DILATION ESOPHAGUS GUIDE WIRE 3054.00 000 N 3287.68
43460 ESOPG/GSTR TAMPONADE W/BALO SENGSTAKEN TYPE 746.40 000 N
43496 FREE JEJUNUM TRSF W/MICROVASC ANASTOMOSIS BR 090 Y
J1 43497 TRANSORAL LOWER ESOPHAGEAL MYOTOMY 2808.00 090 N 5785.74
43499 UNLISTED PROCEDURE ESOPHAGUS BR YYY N 1173.47
43500 GASTROTOMY W/EXPLORATION/FOREIGN BODY REMOVAL 2818.80 090 Y
43501 GASTROTOMY W/SUTURE REPAIR BLEEDING ULCER 4834.80 090 Y
43502 GASTROTOMY W/SUTR RPR PRE-ESOPG/GASTRIC LAC 5468.40 090 Y
43510 GSTRT W/ESOPHGL DILAT&INSJ PRM INTRAL TUBE 3409.20 090 Y 1173 47
43520 PYLOROMYOTOMY CUTTING PYLORIC MUSC 2478.00 090 Y 4478.92
43605 BIOPSY STOMACH LAPAROTOMY 3001.20 090 Y
43610 EXC LOCAL ULCER/BENIGN TUMOR STOMACH 3506.40 090 Y 5636.32
43611 EXC LOCAL MALIGNANT TUMOR STOMACH 4369.20 090 Y
43620 GSTRCT TOT W/ESOPHAGOENTEROSTOMY 7098.00 090 Y
43621 GSTRCT TOT W/ROUX-EN-Y RCNSTJ 8112.00 090 Y
43622 GSTRCT TOT W/FRMJ INTSTINAL POUCH ANY TYPE 8265.60 090 Y
43631 GSTRCT PRTL DSTL W/GASTRODUODENOSTOMY 5185.20 090 Y
43632 GSTRCT PRTL DSTL W/GASTROJEJUNOSTOMY 7262.40 090 Y
43633 GSTRCT PRTL DSTL W/ROUX-EN-Y RCNSTJ 6866.40 090 Y
43634 GSTRCT PRTL DSTL W/FRMJ INTSTINAL POUCH 7603.20 090 Y
+ 43635 VAGOTOMY PFRMD W/PRTL DSTL GSTRCT 399.60 777 Y
43640 VGTMY W/PYLORPLSTY W/WO GASTROST TRUNCAL/SLCTV 4273.20 090 Y
43641 VGTMY W/PYLOROPLASTY W/WO GASTROST PARIETAL CELL 432240 090 Y
43644 LAPS GSTR RSTCV PX W/BYP ROUX-EN-Y LIMB <150 CM 6216.00 090 Y 7460.30
43645 LAPS GSTR RSTCV PX W/BYP&SM INT RCNSTJ 6574.80 090 Y
J1 43647 LAPS IMPLTJ/RPLCMT GASTRIC NSTIM ELTRD ANTRUM 3054.00 YYY Y 19401.75
J1 43648 LAPS REVISION/RMVL GASTRIC NSTIM ELTRD ANTRUM 2061.72 YYY Y 10066.92
J1 43651 LAPS SURG TRNSXJ VAGUS NRV TRUNCAL 2358.00 090 Y 10304.12
J1 43652 LAPS SURG TRNSXJ VAGUS NRV SLCTV/HILY SLCTV 2748.00 090 Y 10194.30
J1 43653 LAPS SURG GASTROSTOMY W/O CONSTJ GSTR TUBE SPX 2077.20 090 Y 10233.32
J1 43659 UNLISTED LAPAROSCOPY PROCEDURE STOMACH BR YYY Y 10259.68
43752 NASO/ORO-GASTRIC TUBE PLMT REQ PHYS&FLUOR GDNCE 141.60 000 N 393.60
43753 GASTRIC INTUBATJ & ASPIRAJ W/PHYS SKILL/LAVAGE 78.00 000 Y 383.81
43754 GASTRIC INTUBAT DX W/ASPIRATION SINGLE SPECIMEN 637.56 000 Y 383.81
43755 GASTRIC INTUBATION DX & ASPIRATJ MULTIPLE SPEC 611.34 000 Y 202.48
43756 DUODENAL INTUBAT W/IMAG GUIDED SINGLE SPECIMEN 899.76 000 Y 117347
43757 DUODENAL INTUBAT W/IMAG GUIDED MULTIPLE SPECIMEN 1253.04 000 Y 1173 .47
43761 REPOS NASO/ORO GASTRIC FEEDING TUBE THRU DUO 442.80 000 N 385.91
43762 PERQ REPLACEMENT GTUBE NOT REQ REVJ GSTRST TRC 841.20 000 N 385.91
43763 PERQ REPLACEMENT GTUBE REQ REVJ GSTRST TRC 1269.60 000 N 385.91
J1 43770 LAPS GASTRIC RESTRICTIVE PROCEDURE PLACE DEVICE 4047.60 090 Y 16086.64
43771 LAPS GASTRIC RESTRICTIVE PX REVISION DEVICE 4590.00 090 Y 413459
J1 43772 LAPS GASTRIC RESTRICTIVE PX REMOVE DEVICE 3406.80 090 Y 6248.44
J1 43773 LAPS GASTRIC RESTRICTIVE PX REMOVE&RPLCMT DEVICE 4590.00 090 Y 9961.24
J1 43774 LAPS GASTRIC RESTRICTIVE PX REMOVE DEVICE & PORT 3445.20 090 Y 6255.65
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43775 LAPS GSTRC RSTRICTIV PX LONGITUDINAL GASTRECTOMY 3963.60 090 Y 5691.67
43800 PYLOROPLASTY 3336.00 090 Y
43810 GASTRODUODENOSTOMY 3646.80 090 Y
43820 GASTROJEJUNOSTOMY W/O VAGOTOMY 4809.60 090 Y
43825 GASTROJEJUNOSTOMY W/VAGOTOMY ANY TYPE 4702.80 090 Y

J1 43830 GASTROSTOMY OPN W/O CONSTJ GSTR TUBE SPX 2523.60 090 Y 3309.74

43831 GASTROSTOMY OPN NEONATAL FEEDING 2200.80 090 Y 1173.47
43832 GASTROSTOMY OPN W/CONSTJ GSTR TUBE 374040 090 Y

J1* 43840 GASTRORRHAPHY SUTR PRF8 DUOL/GSTR ULCER WND/INJ 4866.00 090 Y 9534.48
43842 GASTRIC RSTCV W/O BYP VERTICAL-BANDED GASTROPLY 4150.80 090 N
43843 GSTR RSTCV W/O BYP OTH/THN VER-BANDED GSTP 4608.00 090 Y
43845 GASTRIC RSTCV W/PRTL GASTRECTOMY 50-100 CM 6994.80 090 Y
43846 GASTRIC RSTCV W/BYP W/SHORT LIMB 150 CM/< 5922.00 090 Y
43847 GASTRIC RSTCV W/BYP W/SM INT RCNSTJ LIMIT ABSRPJ 6482.40 090 Y
43848 REVISION OPEN GASTRIC RESTRICTIVE PX NOT DEVICE 6906.00 090 Y
43860 REVJ GSTR/JJ ANAST W/RCNSTJ W/O VGTMY 5853.60 090 Y
43865 REVJ GSTR/JJ ANAST W/RCNSTJ WNGTMY 6124.80 090 Y

J1 43870 CLOSURE GASTROSTOMY SURG 254520 090 Y 6239.97
43880 CLOSURE GASTROCOLIC FISTULA 5722.80 090 Y
43881 IMPLTJ/RPLCMT GASTRIC NSTIM ELTRDE ANTRUM OPEN 2671.68 YYY Y
43882 REVISION/RMVL GASTRIC NSTIM ELTRDE ANTRUM OPEN 2710.80 YYY Y

43886 GSTR RSTCV PX OPN REVJ SUBQ PORT COMPONENT ONLY 1324.80 090 Y 5106.63

43887 GSTR RSTCV PX OPN RMVL SUBQ PORT COMPONENT ONLY 1191.60 090 Y 2483.95

43888 GSTR RSTCV OPN RMVL & RPLCMT SUBQ PORT 1676.40 090 Y 5106.63

43999 UNLISTED PROCEDURE STOMACH BR YYY N 117347

44005 ENTEROLSS FRING INTSTINAL ADHESION SPX 3906.00 090 Y 3846.75
44010 DUODENOTOMY EXPLORATION/BX/FOREIGN BODY REMOVAL 3054.00 090 Y
+ 44015 TUBE/NEEDLE CATH JEJUNOSTOMY ANY METHOD 504.00 777 Y
44020 ENTEROTOMY SM INT OTH/THN DUO EXPL BX/FB RMVL 3492.00 090 Y
44021 ENTEROTOMY SM INT OTH/THN DUO DCMPRN 3474.00 090 Y
44025 COLOTOMY EXPLORATION/BIOPSY/FOREIGN BODY REMOVAL 3507.60 090 Y

44050 RDCTJ VOLVULUS INTUSSUSCEPTION INT HRNA LAPT 3350.40 090 Y 2970.22
44055 CORRJ MALROTATION BANDS&/RDCTJ VOLVULUS 5317.20 090 Y

44100 BXINTESTINE CAPSULE TUBE PRORAL 1/> SPECIMENS 376.80 000 N 1173.47

44110 EXC 1/> SMALL/LARGE LESIONS INTESTINE ENTEROTOM 3021.60 090 Y 3787.96
44111 EXC 1/> SM/LG LESIONS INTESTNE MULT ENTEROTOMIE 3494 .40 090 Y

44120 ENTRC RESCJ SMALL INTESTINE 1 RESCJ & ANAST 4363.20 090 Y 447297
+ 44121 ENTERECTOMY RESCJ SMALL INTESTINE EA RESCJ & ANA 854.40 777 Y
44125 ENTERECTOMY RESCJ SMALL INTESTINE W/ENTEROSTOMY 4198.80 090 Y
44126 ENTRC RESCJ ATRESIA RESCJ & ANAST W/O TAPRING 8833.20 090 Y
44127 ENTRC RESCJ ATRESIA RESCJ & ANAST SGM W/TAPRING 10200.00 090 Y
+ 44128 ENTRC RESCJ ATRESIA EA RESCJ & ANASTOMOSIS 864.00 777 Y
44130 ENTEROENTEROST ANAST INT W/WO CUTAN NTRSTM SPX 4699.20 090 Y
44132 DONOR ENTERECTOMY OPEN CADAVER DONOR BR XXX N
44133 DONOR ENTERECTOMY OPEN LIVING DONOR BR XXX N
44135 INTESTINAL ALLOTRANSPLANTATION CADAVER DONOR BR XXX N
44136 INTESTINAL ALLOTRANSPLANTATION LIVING DONOR BR XXX N
44137 RMVL TRNSPLED INTESTINAL ALLOGRAFT COMPL BR XXX Y
+ 44139 MOBLJ SPLENIC FLXR PFRMD CONJUNCT W/PRTL COLCT 428.40 777 Y
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44140 COLECTOMY PARTIAL W/ANASTOMOSIS 4791.60 090 Y 3405.32
44141 COLECTOMY PRTL W/SKIN LEVEL CECOST/COLOSTOMY 6484.80 090 Y
44143 COLECTOMY PRTL W/END COLOSTOMY & CLSR DSTL SGMT 5910.00 090 Y
44144 COLECTOMY PRTL W/COLOST/ILEOST & MUCOFISTULA 6285.60 090 Y
44145 COLECTOMY PRTL W/COLOPROCTOSTOMY 5866.80 090 Y
44146 COLECTOMY PRTL W/COLOPROCTOSTOMY & COLOSTOMY 7471.20 090 Y
44147 COLECTOMY PRTL ABDOMINAL & TRANSANAL APPROACH 6874.80 090 Y
44150 COLCT TOT ABDL W/O PRCTECT W/ILEOST/ILEOPXTS 6604.80 090 Y
44151 COLCT TOT ABDL W/O PRCTECT W/CONTINENT ILEOST 7710.00 090 Y
44155 COLECTOMY TOT ABDL W/PROCTECTOMY W/ILEOSTOMY 7351.20 090 Y
44156 COLECTOMY TOT ABDL W/PROCTECTOMY W/CONTNT ILEOST 8246.40 090 Y
44157 COLECTOMY TOT ABD W/PROCTECTOMY ILEOANAL ANAST 7830.00 090 Y
44158 COLCT TTL ABD W/PRCTECT ILEOANAL ANAST & RSVR 8023.20 090 Y
44160 COLECTOMY PRTL W/RMVL TERMINAL ILEUM & ILEOCOLOS 4429.20 090 Y
J1 44180 LAPAROSCOPY ENTEROLYSIS SEPARATE PROCEDURE 3291.60 090 Y 10289.91
J1 44186 LAPAROSCOPY SURGICAL JEJUNOSTOMY 2336.40 090 Y 10281.64
44187 LAPAROSCOPY SURG ILEOSTOMY/JEJUNOSTOMY NON-TUBE 3889.20 090 Y
44188 LAPAROSCOPY SURG COLOSTOMY/SKN LVL CECOSTOMY 4335.60 090 Y
44202 LAPS ENTERECT RESCJ 1 SMALL INTEST RESCJ & ANA 4950.00 090 Y 4060.32
+ 44203 LAPAROSCOPY SMALL INTESTINE RESCJ & ANASTOMOSIS 853.20 777 Y
44204 LAPAROSCOPY COLECTOMY PARTIAL W/ANASTOMOSIS 5466.00 090 Y 4640.81
44205 LAPS COLECTOMY PRTL W/RMVL TERMINAL ILEUM 4746.00 090 Y 470549
44206 LAPS COLECTOMY PRTL W/END CLST & CLSR DSTL SGM 6198.00 090 Y
44207 LAPS COLECTOMY PRTL W/COLOPXTSTMY LW ANAST 6426.00 090 Y
44208 LAPS COLECTMY PRTL W/COLOPXTSTMY LW ANAST W/CLST 6993.60 090 Y
44210 LAPS COLECTOMY TOT W/O PRCTECT W/ILEOST/ILEOPXTS 6267.60 090 Y
44211 LAPS COLCT TTL ABD W/PRCTECT ILEOANAL ANASTOMSIS 7554.00 090 Y
44212 LAPS COLECTOMY ABDL W/PROCTECTOMY W/ILEOSTOMY 7171.20 090 Y
+ 44213 LAPS MOBLJ SPLENIC FLXR PFRMD W/PRTL COLECTOMY 662.40 777 Y
44227 LAPS CLSR NTRSTM LG/SM INT W/RESCJ & ANASTOMOSIS 5907.60 090 Y
J1 44238 UNLISTED LAPAROSCOPY PX INTESTINE XCP RECTUM BR YYY Y 10306.70
J1* 44300 PLACEMENT ENTEROSTOMY/CECOSTOMY TUBE OPEN 3013.20 090 Y 3239.41
44310 ILEOSTOMY/JEJUNOSTOMY NON-TUBE 3703.20 090 Y
44312 REVJ ILEOSTOMY SIMPLE RLS SUPERFICIAL SCAR SPX 2133.60 090 N 5106.63
44314 REVJ ILEOSTOMY COMPLIC RCNSTJ IN-DEPTH SPX 3578.40 090 Y 5106.63
44316 CONTINENT ILEOSTOMY KOCK PROCEDURE SPX 5070.00 090 Y
44320 COLOSTOMY/SKIN LEVEL CECOSTOMY 4280.40 090 Y
44322 COLOSTOMY/SKN LVL CECOSTOMY W/MULT BXS SPX 3627.60 090 Y
44340 REVJ COLOSTOMY SMPL RLS SUPFC SCAR SPX 2238.00 090 N 5106.63
J1* 44345 REVJCOLOSTOMY COMP RCNSTJ IN-DEPTH SPX 3740.40 090 Y 6307.96
J1* 44346 REVJCOLOSTOMY W/RPR PARACLST HERNIA SPX 4210.80 090 Y 6307.96
J1 44360 ENDOSCOPY UPPER SMALL INTESTINE 504.00 000 N 3305.93
J1 44361 ENDOSCOPY UPPER SMALL INTESTINE W/BIOPSY 558.00 000 N 330949
J1 44363 ENTEROSCOPY >2ND PRTN W/RMVL FOREIGN BODY 674.40 000 N 3286.93
J1 44364 ENTEROSCOPY >2ND PRTN W/RMVL LESION SNARE 718.80 000 N 3292.66
J1 44365 ENTEROSCOPY >2ND PRTN W/RMVL LESION CAUTERY 638.40 000 N 3297.63
J1 44366 ENTEROSCOPY >2ND PRTN W/CONTROL BLEEDING 842.40 000 N 3306.92
J1 44369 ENTEROSCOPY >2ND PRTN ABLTJ LESION 862.80 000 N 3297.47
J1 44370 ENTEROSCOPY >2ND PRTN TNDSC STENT PLMT 936.00 000 N 8636.63
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J1 44372 ENTEROSCOPY >2ND PRTN W/PLMT PRQ TUBE 842.40 000 N 3276.82
J1 44373 ENTEROSCOPY >2ND PRTN CONV GSTRST TUBE 674.40 000 N 3261.97
J1 44376 ENTEROSC >2ND PRTN W/ILEUM W/WO COLLJ SPEC SPX 999.60 000 N 3309.08
J1 44377 ENTEROSC >2ND PRTN W/ILEUM W/BX SINGLE/MULTIPLE 1052.40 000 N 3305.02
J1 44378 ENTEROSCOPY >2ND PRTN ILEUM CONTROL BLEEDING 1353.60 000 N 3294.32
J1 44379 ENTEROSCOPY >2ND PRTN W/ILEUM W/STENT PLMT 1438.80 000 N 10281.70
44380 ILEOSCOPY THRU STOMA DX W/COLLJ SPEC WHEN PRFMD 685.86 000 N 1173.47
J1 44381 |ILEOSCOPY STOMA W/BALLOON DILATION 3651.60 000 N 3166.75
44382 ILEOSCOPY STOMA W/BX SINGLE/MULTIPLE 1076.40 000 N 1173.47
J1 44384 |LEOSCOPY STOMA W/PLMT OF ENDOSCOPIC STENT 542.40 000 N 6008.23
44385 NDSC EVAL INTSTINAL POUCH DX W/COLLJ SPEC SPX 772.80 000 N 1150.88
44386 NDSC EVAL INTSTINAL POUCH W/BX SINGLE/MULTIPLE 1153.68 000 N 1150.88
44388 COLONOSCOPY STOMA DX INCLUDING COLLJ SPEC SPX 11563.20 000 N 1150.88
44389 COLONOSCOPY STOMA W/BIOPSY SINGLE/MULTIPLE 1515.60 000 N 1503.87
44390 COLONOSCOPY STOMA W/RMVL FOREIGN BODY 1476.00 000 N 1150.88
44391 COLONOSCOPY STOMA CONTROL BLEEDING 2372.40 000 N 1503.87
44392 COLONOSCOPY STOMA RMVL LES BY HOT BIOPSY FORCEPS 1408.80 000 N 1503.87
44394 COLONOSCOPY STOMA W/RMVL TUM POLYP/OTH LES SNARE 1606.80 000 N 1503.87
44401 COLONOSCOPY STOMA ABLATION LESION 10347.60 000 N 1503.87
J1 44402 COLONOSCOPY STOMA W/ENDOSCOPIC STENT PLCMT 919.20 000 N 8342.57
44403 COLONOSCOPY STOMA W/ENDOSCOPIC MUCOSAL RESCJ 1066.80 000 N 1503.87
44404 COLONOSCOPY STOMA W/SUBMUCOSAL INJECTION 1490.40 000 N 1503.87
44405 COLONOSCOPY STOMA W/BALLOON DILATION 2064.00 000 N 1503.87
44406 COLONOSCOPY STOMA W/ENDOSCOPIC ULTRASOUND EXAM 807.60 000 N 1503.87
44407 COLONOSCOPY STOMA W/US GID NDL ASPIR/BX 969.60 000 N 1503.87
44408 COLONOSCOPY THROUGH STOMA WITH DECOMPRESSION 814.80 000 N 1150.88
N 44500 INTRODUCTION LONG GI TUBE SEPARATE PROCEDURE 68.40 000 N 117347
J1* 44602 ENTERORRHAPHY SINGLE PERFORATION 5022.00 090 Y 6068.75
44603 ENTERORRHAPHY MULTIPLE PERFORATIONS 5755.20 090 Y
44604 SUTR LG INTESTINE 1/MULT PERFORAT W/O COLOSTOMY 3758.40 090 Y 3780.33
44605 SUTR LG INTESTINE 1/MULT PERFORAT W/COLOSTOMY 4635.60 090 Y
44615 INTSTINAL STRICTUROPLASTY W/WO DILAT OBSTRCJ 3825.60 090 Y
44620 CLOSURE ENTEROSTOMY LG/SMALL INTESTINE 3078.00 090 Y 3541.55
44625 CLSR NTRSTM LG/SM RESCJ & ANAST OTH/THN CLRCT 3591.60 090 Y
44626 CLSR NTRSTM LG/SM RESCJ & COLORECTAL ANASTOMOSIS 5677.20 090 Y
44640 CLOSURE INTESTINAL CUTANEOUS FISTULA 4976.40 090 Y
44650 CLSR ENTEROENTERIC/ENTEROCOLIC FSTL 5134.80 090 Y
44660 CLSR ENTEROVES FSTL W/O INTSTINAL/BLADDER RESCJ 4717.20 090 Y
44661 CLSR ENTEROVES FSTL W/INTESTINE&/BLADDER RESCJ 5488.80 090 Y
44680 INTESTINAL PLICATION SEPARATE PROCEDURE 3861.60 090 Y
44700 EXCLUSION SM INT FROM PELVIS MESH/PROSTH/TISS 3540.00 090 Y
+ 44701 INTRAOPERATIVE COLONIC LAVAGE 603.60 777 Y
44705 PREPARE FECAL MICROBIOTA FOR INSTILLATION 391.20 XXX N
44715 BKBENCH PREP CADAVER/LIVING DONOR INTESTINE 2790.00 XXX Y
44720 BKBENCH RCNSTJ INT ALGRFT VEN ANAST EA 975.60 XXX Y
44721 BKBENCH RCNSTJ INT ALGRFT ARTL ANAST EA 1364.40 XXX Y
44799 UNLISTED PROCEDURE SMALL INTESTINE BR YYY N 117347
44800 EXC MECKEL'S DIVERTICULUM/OMPHALOMESENTERIC DUCT 2758.80 090 Y 2874.55
44820 EXCISION LESION MESENTERY SEPARATE PROCEDURE 3056.40 090 Y
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44850 SUTURE MESENTERY SEPARATE PROCEDURE 2688.00 090 Y
44899 UNLISTED PX MECKEL'S DIVERTICULUM & MESENTERY BR YYY Y
44900 INCISION AND DRAINAGE APPENDICEAL ABSCESS OPEN 2818.80 090 Y
J1 44950 APPENDECTOMY 2301.60 090 Y 6487.82
+ 44955 APPENDEC INDICATED PURPOSE OTH MAJOR PX NOT SPX 295.20 777 Y
44960 APPENDEC RPTD APPENDIX ABSC/PRITONITIS 3148.80 090 Y 4251.71
J1 44970 LAPAROSCOPIC APPENDECTOMY 2161.20 090 Y 10304.12
J1 44979 UNLISTED LAPAROSCOPY PROCEDURE APPENDIX BR YYY Y 10247.27
45000 TRANSRECTAL DRAINAGE OF PELVIC ABSCESS 1528.80 090 N 1503.87
45005 |&D SUBMUCOSAL ABSCESS RECTUM 1123.32 010 N 1503.87
J1 45020 |&D DP SUPRALEVATOR PELVIRCT/RETRORCT ABSC 2050.80 090 N 4988.83
J1 45100 BX ANORECTAL WALL ANAL APPROACH 1076.40 090 N 4988.21
J1 45108 ANORECTAL MYOMECTOMY 1342.80 090 N 4990.08
45110 PRCTECT COMPL CMBN ABDOMINOPRNL W/CLST 6463.20 090 Y
45111 PRCTECT PRTL RESCJ RECTUM TABDL APPR 3870.00 090 Y
45112 PRCTECT CMBN ABDOMINOPRNL PULL-THRU PX 6542.40 090 Y
45113 PRCTECT PRTL W/MUCOSEC ILEOANAL ANAST RSVR 6577.20 090 Y
45114 PRCTECT PRTL W/ANAST ABDL & TRANSSAC APPROACH 6505.20 090 Y
45116 PRCTECT PRTL W/ANAST TRANSSAC APPR ONLY 5438.40 090 Y
45119 PRCTECT CMBN PULL-THRU W/RSVR W/NTRSTM 6714.00 090 Y
45120 PRCTECT COMPL W/PULL-THRU PX & ANASTOMOSIS 5733.60 090 Y
45121 PRCTECT COMPL W/STOT/TOT COLCT W/MLT BXS 6259.20 090 Y
45123 PRCTECT PRTL W/O ANAST PRNL APPR 3955.20 090 Y
45126 PELVIC EXENTERATION COLORECTAL MALIGNANCY 9693.60 090 Y
45130 EXC RCT PROCIDENTIA W/ANAST PERINEAL APPROACH 3834.00 090 Y
45135 EXC RCT PROCIDENTIA W/ANAST ABDL & PRNL APPROACH 4567.20 090 Y
45136 EXC ILEOANAL RSVR W/ILEOSTOMY 6405.60 090 Y
45150 DIVISION STRICTURE RECTUM 1521.60 090 N 1503.87
J1 45160 EXC RCT TUM PROCTOTOMY TRANSSAC/TRANSCOCCYGEAL 3680.40 090 Y 4910.74
J1 45171 EXC RCT TUM NOT INCL MUSCULARIS PROPRIA 2215.20 090 Y 4986.34
J1 45172 EXC RCT TUM INCL MUSCULARIS PROPRIA 2947.20 090 Y 4984.22
J1 45190 DESTRUCTION RECTAL TUMOR TRANSANAL APPROACH 2527.20 090 N 4988.83
45300 PROCTOSGMDSC RGD DX W/WO COLLJ SPEC BR/WA SPX 466.80 000 N 1150.88
45303 PROCTOSGMDSC RIGID W/DILATION 3565.20 000 N 1503.87
45305 PROCTOSGMDSC RIGID W/BX SINGLE/MULTIPLE 604.44 000 N 1503.87
J1 45307 PROCTOSGMDSC RIGID W/RMVL FOREIGN BODY 694.14 000 N 4990.08
J1 45308 PROCTOSGMDSC RIGID RMVL 1 LESION CAUTERY 680.34 000 N 4990.08
45309 PROCTOSGMDSC RIGID RMVL 1 LESION SNARE TQ 705.18 000 N 1503.87
45315 PROCTOSGMDSC RIGID RMVL MULT TUMOR CAUTERY/SNARE 77418 000 N 1503.87
45317 PROCTOSGMDSC RIGID CONTROL BLEEDING 761.76 000 N 1503.87
J1 45320 PROCTOSGMDSC RIGID ABLATION LESION 754.86 000 N 4990.08
J1 45321 PROCTOSGMDSC RIGID DCMPRN VOLVULUS 367.20 000 N 4964.13
J1 45327 PROCTOSGMDSC RIGID TNDSC STENT PLMT 415.20 000 N 9509.29
45330 SIGMOIDOSCOPY FLX DX W/COLLJ SPEC BR/WA IF PFRMD 673.44 000 N 1150.88
45331 SIGMOIDOSCOPY FLX W/BIOPSY SINGLE/MULTIPLE 1048.80 000 N 1150.88
45332 SIGMOIDOSCOPY FLX W/RMVL FOREIGN BODY 1015.68 000 N 1503.87
45333 SIGMOIDOSCOPY FLX W/RMVL TUMOR BY HOT BX FORCEPS 1196.46 000 N 1150.88
45334 SIGMOIDOSCOPY FLX CONTROL BLEEDING 184440 000 N 1503.87
45335 SGMDSC FLX DIRED SBMCSL NJX ANY SBST 986.70 000 N 1150.88
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SGMDSC FLX W/DCMPRN W/PLMT DCMPRN TUBE 404.40 000
SGMDSC FLX RMVL TUM POLYP/OTH LES SNARE TQ 1088.82 000
SIGMOIDOSCOPY FLX TNDSC BALO DILAT 1717.20 000
SIGMOIDOSCOPY FLX NDSC US XM 435.60 000
SIGMOIDOSCOPY FLX TNDSC US GID NDL ASPIR/BX 595.20 000
SIGMOIDOSCOPY FLX ABLATION TUMOR POLYP/OTH LES 9885.60 000
SIGMOIDOSCOPY FLX PLACEMENT OF ENDOSCOPIC STENT 542.40 000
SGMDSC FLX WITH ENDOSCOPIC MUCOSAL RESECTION 696.00 000
SIGMOIDOSCOPY FLX WITH WITH BAND LIGATION(S) 2263.20 000
COLONOSCOPY FLX DX W/COLLJ SPEC WHEN PFRMD 1238.40 000
COLONOSCOPY FLX W/REMOVAL OF FOREIGN BODY(S) 1590.00 000
COLONOSCOPY W/BIOPSY SINGLE/MULTIPLE 1596.00 000
COLSC FLX WITH DIRECTED SUBMUCOSAL NJX ANY SBST 1589.76 000
COLSC FLEXIBLE W/CONTROL BLEEDING ANY METHOD 2470.80 000
COLSC FLX W/REMOVAL LESION BY HOT BX FORCEPS 1796.40 000
COLSC FLX W/RMVL OF TUMOR POLYP LESION SNARE TQ 1659.60 000
COLSC FLEXIBLE W/TRANSENDOSCOPIC BALLOON DILAT 2268.00 000
COLONOSCOPY FLX ABLATION TUMOR POLYP/OTHER LES 10424.40 000
COLONOSCOPY FLX WITH ENDOSCOPIC STENT PLACEMENT 1018.80 000
COLONOSCOPY FLX W/ENDOSCOPIC MUCOSAL RESECTION 1168.80 000
COLSC FLX W/NDSC US XM RCTM ET AL LMTD&ADJ STRUX 906.00 000
COLSC FLX W/US GUID NDL ASPIR/BX W/US RCTM ET AL 1069.20 000
COLONOSCOPY FLEXIBLE WITH DECOMPRESSION 889.20 000
LAPS PROCTECTOMY ABDOMINOPERINEAL W/COLOSTOMY 6922.80 090
LAPS PROCTECTOMY COMBINED PULL-THRU W/RESERVOIR 7520.40 090
COLONOSCOPY FLEXIBLE WITH BAND LIGATION(S) 2880.06 000
UNLISTED PROCEDURE COLON BR YYY
LAPAROSCOPY PROCTOPEXY PROLAPSE 4011.60 090
LAPAROSCOPY PROCTOPEXY PROLAPSE SIGMOID RESCJ 5361.60 090
UNLISTED LAPAROSCOPY PROCEDURE RECTUM BR YYY
PROCTOPLASTY STENOSIS 2055.60 090
PROCTOPLASTY PROLAPSE MUCOUS MEMBRANE 2154.00 090
PERIRECTAL INJ SCLEROSING SOLUTION PROLAPSE 590.40 000
PROCTOPEXY ABDOMINAL APPROACH 3741.60 090
PROCTOPEXY PERINEAL APPROACH 3367.20 090
PROCTOPEXY W/SIGMOID RESCJ ABDL APPR 5174.40 090
REPAIR RECTOCELE SEPARATE PROCEDURE 2457.60 090
EXPL RPR & PRESACRAL DRG RECTAL INJURY 4070.40 090
EXPL RPR & PRESACRAL DRG RECTAL INJ W/COLOSTOMY 5956.80 090
CLOSURE RECTOVESICAL FISTULA 4567.20 090
CLSR RECTOVESICAL FISTULA W/COLOSTOMY 5277.60 090
CLOSURE RECTOURETHRAL FISTULA 4579.20 090
CLOSURE RECTOURETHRAL FISTULA W/COLOSTOMY 5528.40 090
RDCTJ PROCIDENTIA UNDER ANES SEPARATE PROCEDURE 763.20 010
DILAT ANAL SPHNCTR SPX UNDER ANES OTH/THN LOCAL 602.40 010
DILAT RCT STRIX SPX UNDER ANES OTH/THN LOCAL 688.80 010
RMVL FECAL IMPACTION/FB SPX UNDER ANES 1281.60 010
ANRCT XM SURG REQ ANES GENERAL SPI/EDRL DX 372.00 000
UNLISTED PROCEDURE RECTUM BR YYY
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J1 46020 PLACEMENT SETON 960.00 000 N 4987.96
46030 REMOVAL ANAL SETON OTHER MARKER 557.52 000 N 1503.87
46040 1&D ISCHIORECTAL&/PERIRECTAL ABSCESS SPX 2014.80 090 N 1503.87
J1 46045 |&D INTRAMURAL IM/ABSC TRANSANAL ANES 1579.20 090 N 4989.08
46050 1&D PERIANAL ABSCESS SUPERFICIAL 825.24 010 N 1150.88
J1 46060 |&D ISCHIORCT/INTRAMURAL ABSC W/WO SETON 1742.40 090 N 498547
J1 46070 INCISION ANAL SEPTUM INFANT 984.00 090 N 4964.13
J1 46080 SPHINCTEROTOMY ANAL DIVISION SPHINCTER SPX 1022.58 010 N 4987.84
46083 INCISION THROMBOSED HEMORRHOID EXTERNAL 723.12 010 N 385.91
J1 46200 FISSURECTOMY INCL SPHINCTEROTOMY WHEN PERFORMED 1720.80 090 N 4988.83
46220 EXCISION SINGLE EXTERNAL PAPILLA OR TAG ANUS 858.36 010 N 1503.87
46221 HEMORRHOIDECTOMY INTERNAL RUBBER BAND LIGATIONS 1033.20 010 N 1150.88
J1 46230 EXCISION MULTIPLE EXTERNAL PAPILLAE/TAGS ANUS 1119.18 010 N 4989.58
J1 46250 HEMORRHOIDECTOMY XTRNL 2/> COLUMN/GROUP 1740.00 090 N 498547
J1 46255 HEMORRHOIDECTOMY NTRNL & XTRNL 1 COLUMN/GROUP 1893.60 090 N 4987.59
J1 46257 HEMORRHOID NTRNL & XTRNL 1 COLUMN W/FISSURECTO 1485.60 090 N 4990.08
J1 46258 HRHC 1 COL/GRP W/FSTULECTMY INCL FSSRECTOMY 1732.80 090 N 4965.26
J1 46260 HEMORRHOIDECTOMY INT & XTRNL 2/> COLUMN/GRO 1732.80 090 N 4987.09
J1 46261 HRHC NTRNL & XTRNL 2/> COLUMN/GROUP W/FISSU 1893.60 090 N 4987.34
J1 46262 HRHC 2/> COL/GRP W/FSTULECTMY INCL FSSRECTMY 2116.80 090 N 4984.22
J1 46270 SURG TX ANAL FISTULA SUBQ 1942.80 090 N 4986.09
J1 46275 SURG TX ANAL FISTULA INTERSPHINCTERIC 2046.00 090 N 4987 .46
J1 46280 TXANAL FSTL TRANS/SUPRA/XTRASPHNCTRC INCL SETON 1722.00 090 N 4981.23
J1 46285 SURG TX ANAL FISTULA 2ND STAGE 2035.20 090 N 4987.71
J1 46288 CLSR ANAL FSTL W/RCT ADVMNT FLAP 1994.40 090 N 4947 42
46320 EXC THROMBOSED HEMORRHOID XTRNL 749.34 010 N 1503.87
46500 INJECTION SCLEROSING SOLUTION HEMORRHOIDS 1135.74 010 N 1150.88
46505 CHEMODENERVATION INTERNAL ANAL SPHINCTER 1140.00 010 N 1503.87
46600 ANOSCOPY DX W/COLLJ SPEC BR/WA SPX WHEN PRFRMD 375.36 000 N 163.53
46601 ANOSCOPY DX W/HRA &CHEM AGNTS ENHANCEMENT 547.20 000 N 163.53
46604 ANOSCOPY W/DILATION 2512.80 000 N 1503.87
46606 ANOSCOPY W/BX SINGLE/MULTIPLE 950.82 000 N 1503.87
46607 ANOSCOPY DX W/HRA &CHEM AGNTS ENHANCEMENT W/BX 763.20 000 N 1503.87
46608 ANOSCOPY W/RMVL FOREIGN BODY 1001.88 000 N 1150.88
J1 46610 ANOSCOPY W/RMVL LESION CAUTERY 950.82 000 N 4989.58
46611 ANOSC RMVL 1 TUM POLYP/OTH LES SNARE TQ 749.34 000 N 1150.88
J1 46612 ANOSC RMVL MULT TUMORS CAUTERY/SNARE 1156.44 000 N 4985.09
46614 ANOSCOPY CONTROL BLEEDING 547.86 000 N 1503.87
J1 46615 ANOSCOPY ABLATION LESION 598.92 000 N 4988.71
J1 46700 ANOPLASTY PLASTIC OPERATION STRICTURE ADULT 2342.40 090 N 4989.71
46705 ANOPLASTY PLASTIC OPERATION STRICTURE INFANT 2062.80 090 Y
J1 46706 REPAIR ANAL FISTULA W/FIBRIN GLUE 642.00 010 N 497224
J1 46707 REPAIR ANORECTAL FISTULA PLUG 1821.60 090 N 4609.59
46710 RPR ILEOANAL POUCH FSTL/POUCH ADVMNT TPRNL APPR 3994.80 090 Y
46712 RPR ILEOANAL POUCH FSTL/POUCH ADVMNT CMBN APPR 7962.00 090 Y
46715 RPR LW IMPERFORATE ANUS W/ANOPRNL FSTL CUT-BK 2008.80 090 Y
46716 RPR LW IMPERFORATE ANUS W/TRPOS FISTULA 4432.80 090 Y
46730 RPR HI IMPRF ANUS W/O FSTL PRNL/SACROPRNL APPR 7126.80 090 Y
46735 RPR HI IMPRF ANUS W/O FISTULA CMBN APPR 8198.40 090 Y
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46740 RPR HI IMPRF ANUS W/FSTL PRNL/SACROPRNL APPR 7773.60 090 Y
46742 RPR HI IMPRF ANUS W/FSTL TABDL & SACROPRNL 8978.40 090 Y
46744 RPR CLOACAL ANOMALY SACROPERINEAL 12656.40 090 Y
46746 RPR CLOACAL ANOMALY CMBN ABDL&SACROPRNL 13941.60 090 Y
46748 RPR CLOACAL ANOMALY CMBN ABDL & SACROPRNL W/GRF 15105.60 090 Y
J1 46750 SPHNCTROP ANAL INCONTINENCE/PROLAPSE ADULT 2673.60 090 Y 4989.96
46751 SPHNCTROP ANAL INCONTINENCE/PROLAPSE CHLD 2415.60 090 Y
J1 46753 GRAFT THIERSCH RCT INCONTINENCE &PROLAPSE 2236.80 090 N 4969.37
J1 46754 RMVL THIERSCH WIRE/SUTURE ANAL CANAL 1245.60 010 N 4990.08
J1 46760 SPHINCTEROPLASTY ANAL MUSCLE TRANSPLANT 3903.60 090 Y 4964.13
J1 46761 SPHNCTROP ANAL LEVATOR MUSC IMBRCJ 3259.20 090 Y 4791.35
46900 DSTRJ LESION ANUS SIMPLE CHEMICAL 856.80 010 N 501.26
46910 DSTRJ LESION ANUS SMPL ELTRDSICCATION 960.00 010 N 2483.95
46916 DSTRJ LESION ANUS SIMPLE CRYOSURGERY 938.40 010 N 260.43
J1 46917 DSTRJ LESION ANUS SIMPLE LASER SURG 1586.40 010 N 4989.58
J1 46922 DSTRJ LESION ANUS SIMPLE SURG EXCISION 1104.00 010 N 4987.84
J1 46924 DSTRJLESION ANUS EXTENSIVE 2002.80 010 N 4989.08
46930 DESTRUCTION INTERNAL HEMORRHOID THERMAL ENERGY 787.20 090 N 1503.87
J1 46940 CURTG/CAUT ANAL FISSURE WIDILAT SPHNCTR SPX 1ST 937.02 010 N 4989.71
46942 CURTG/CAUT ANAL FISSURE W/DILAT SPHNCTR SPX SBSQ 894.24 010 N 1150.88
J1 46945 INT HRHC BY LIGATION SINGLE HROID W/O IMG GDN 1219.20 090 N 4985.59
J1 46946 INT HRHC BY LIGATION 2+ HROID W/O IMG GDN 1265.46 090 N 4984.84
J1 46947 HEMORRHOIDOPEXY STAPLING 1392.00 090 N 498547
J1 46948 INT HRHC TRANSANAL HROID DARTLZJ 2+ W/US GDN 1604.40 090 N 4964.13
46999 UNLISTED PROCEDURE ANUS BR YYY N 1150.88
J1 47000 BIOPSY LIVER NEEDLE PERCUTANEOUS 1102.80 000 N 2870.39
+ 47001 BXLVR NDL DONE PURPOSE TM OTH MAJOR PX 367.20 777 N
47010 HEPATOTOMY OPEN DRAINAGE ABSCESS/CYST 1/2 STAGES 4351.20 090 Y
47015 LAPT W/ASPIR &/NJX HEPATC PARASITIC CYST/ABSCESS 4186.80 090 Y
47100 BIOPSY LIVER WEDGE 3046.80 090 Y 2798.34
47120 HEPATECTOMY RESCJ PARTIAL LOBECTOMY 8335.20 090 Y 5344.30
47122 HEPATECTOMY RESCJ TRISEGMENTECTOMY 12252.00 090 Y
47125 HEPATECTOMY RESCJ TOTAL LEFT LOBECTOMY 10977.60 090 Y
47130 HEPATECTOMY RESCJ TOTAL RIGHT LOBECTOMY 11776.80 090 Y
47133 DONOR HEPATECTOMY CADAVER DONOR 19334.40 XXX N
47135 LVR ALTRNSPLJ ORTHOTOPIC PRTL/WHL DON ANY AGE 19197.60 090 Y
47140 DONOR HEPATECTOMY LIVING DONOR SEG Il & 1lI 12744.00 090 Y
47141 DONOR HEPATECTOMY LIVING DONOR SEG Il Il & IV 15234.00 090 Y
47142 DONOR HEPATECTOMY LIVING DONOR SEG V VI VII &VI 16741.20 090 Y
47143 BKBENCH PREP CADAVER DONOR 2956.80 XXX Y
47144 BKBENCH PREPJ CADAVER WHOLE LIVER GRF I&IV VII 4603.20 090 Y
47145 BKBENCH PREPJ CADAVER DONOR WHL LVR GRF 1&V VI 2557.20 XXX Y
47146 BKBENCH RCNSTJ LVR GRF VENOUS ANAST EA 1166.40 XXX Y
47147 BKBENCH RCNSTJ LVR GRF ARTL ANAST EA 1354.80 XXX Y
47300 MARSUPIALIZATION CST/ABSC LVR 4062.00 090 Y
47350 MGMT LVR HEMRRG SMPL SUTR LVR WND/INJ 4897.20 090 Y
47360 MGMT LVR HEMRRG CPLX SUTR WND/INJ 672240 090 Y
47361 MGMT LVR HEMRRG EXPL WND DBRDMT COAGJ/SUTR 10761.60 090 Y
47362 MGMT LVR HEMRRG RE-EXPL WND RMVL PACKING 5107.20 090 Y
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J1 47370 LAPS SURG ABLTJ 1/>LVR TUM RF 4477.20 090 Y 17900.93
J1 47371 LAPS SURG ABLTJ 1> LVR TUM CRYOSURG 4515.60 090 Y 18185.19
J1 47379 UNLISTED LAPAROSCOPIC PROCEDURE LIVER BR YYY Y 10291.97
47380 ABLTJ OPN 1/>LVR TUM RF 5169.60 090 Y
47381 ABLTJ OPN 1/>LVR TUM CRYOSURG 5308.80 090 Y
J1 47382 ABLTJ1/>LVR TUM PRQRF 15680.40 010 N 9871.58
J1 47383 ABLATION 1/> LIVER TUMOR PERQ CRYOABLATION 23541.60 010 N 9077.05
47399 UNLISTED PROCEDURE LIVER BR YYY N 902.47
47400 HEPATCOTOMY/HEPATCOSTOMY W/EXPL DRG/RMVL ST1 7707.60 090 Y
47420 CHOLEDOCHOT/OST W/O SPHNCTROTOMY/SPHNCTROP 4778.40 090 Y 6173.68
47425 CHOLEDOCHOT/OST W/SPHNCTROTOMY/SPHNCTROP 4909.20 090 Y
47460 TRANSDUOL SPHINCTEROT/PLASTY W/WO RMVL CALCULUS 4562.40 090 Y
47480 CHOLECSTOT/CHOLECSTOST W/EXPL DRG/RMVL ST1 SPX 3138.00 090 Y
J1 47490 CHOLECYSTOSTOMY PRQ W/IMAGING & CATHETER PLMT 1170.00 010 N 6276.61
47531 NJX CHOLANGIO PRQ W/IMG GID RS&I EXISTING ACCESS 1364.82 000 N 4614.08
47532 NJX CHOLANGIO PRQ W/IMG GID RS&I NEW ACCESS 3118.80 000 N 4614.08
J1 47533 PRQ PLMT BILIARY DRG CATH W/IMG GID RS&I EXTERNL 4336.80 000 N 6246.72
J1 47534 PRQ PLMT BILIARY DRG CATH W/IMG GID RS&I INT-EXT 4927.20 000 N 6205.94
J1 47535 CONV EXT BIL DRG CATH TO INT-EXT BIL DRG CATH 3414.00 000 N 6123.89
J1 47536 EXCHANGE BILIARY DRG CATHETER PRQ W/IMG GID RS& 2368.80 000 N 6245.90
47537 REMOVAL BILIARY DRG CATHETER REQ FLUOR GID RS&I 1588.38 000 N 117347
J1 47538 PLMT BILE DUCT STENT PRQ EXISTING ACCESS 14616.00 000 N 9076.27
J1 47539 PLMT BILE DUCT STENT PRQ NEW ACCESS W/O SEP CATH 16210.80 000 N 9570.05
J1 47540 PLMT BILE DUCT STENT PRQ NEW ACCESS W/SEP CATH 16488.00 000 N 9295.90
J1 47541 PLMT ACCESS THRU BILIARY TREE INTO SMALL BWL NEW 4290.00 000 N 6196.51
+ 47542 BALLOON DILAT BILIARY DUCT/AMPULLA PRQ EACH DUCT 1844.40 777 N
+ 47543 ENDOLUMINAL BX BILIARY TREE PRQ ANY METH 1/MLT 1605.60 777 N
+ 47544 REMOVAL BILIARY DUCT &/GLBLDR CALCULI PERQ RS&! 3513.60 777 N
+ 47550 BILIARY NDSC INTRAOPERATIVE 585.60 777 Y
J1 47552 BILIARY ENDO PRQ T-TUBE DX W/COLLECT SPEC BRUSH 1081.20 000 N 6341.27
J1 47553 BILIARY NDSC PRQ T-TUBE W/BX SINGLE/MULTIPLE 1069.20 000 N 6365.48
J1 47554 BILIARY ENDOSCOPY PRQ VIA T-TUBE W/RMVL CALCULUS 1832.40 000 N 10188.88
J1 47555 BILIARY NDSC PRQ T-TUBE W/DIL DUCT W/O STENT 1146.00 000 N 6100.66
J1 47556 BILIARY NDSC PRQ T-TUBE DILAT STRIX W/STENT 1299.60 000 N 9333.63
J1 47562 LAPAROSCOPY SURG CHOLECYSTECTOMY 2371.20 090 Y 10317.55
J1 47563 LAPS SURG CHOLECYSTECTOMY W/CHOLANGIOGRAPHY 2580.00 090 Y 10307.74
J1 47564 LAPS SURG CHOLECSTC W/EXPL COMMON DUCT 4003.20 090 Y 10259.16
47570 LAPAROSCOPY SURG CHOLECYSTOENETEROSTOMY 2787.60 090 Y
J1 47579 UNLISTED LAPAROSCOPY PROCEDURE BILIARY TRACT BR YYY Y 10308.77
47600 CHOLECYSTECTOMY 3831.60 090 Y 6062.86
47605 CHOLECYSTECTOMY W/CHOLANGIOGRAPHY 4044.00 090 Y 5202.83
47610 CHOLECYSTECTOMY W/EXPLORATION COMMON DUCT 4497.60 090 Y
47612 CHOLECYSTECTOMY EXPL DUCT CHOLEDOCHOENTEROSTOMY 4572.00 090 Y
47620 CHOLECSTC EXPL DUX SPHNCTROTOMY/SPHNCTROP 493440 090 Y
47700 EXPL CONGENITAL ATRESIA BILE DUCTS 3814.80 090 Y
47701 PORTOENETEROSTOMY 6235.20 090 N
47711 EXC BILE DUX TUM W/WO PRIM RPR XTRHEPATC 5574.00 090 Y
47712 EXC BILE DUX TUM W/WO PRIM RPR INTRAHEPATC 7156.80 090 Y
47715 EXCISION CHOLEDOCHAL CYST 4779.60 090 Y
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47720 CHOLECYSTOENTEROSTOMY DIRECT 415440 090 Y
47721 CHOLECYSTOENTEROSTOMY W/GASTROENTEROSTOMY 4867.20 090 Y
47740 CHOLECYSTOENTEROSTOMY ROUX-EN-Y 4720.80 090 Y
47741 CHOLECSTONTRSTM ROUX-EN-Y W/GASTRONTRSTM 5301.60 090 Y
47760 ANAST XTRHEPATC BILIARY DUCTS & GI TRACT 8042.40 090 Y
47765 ANAST INTRAHEPATC DUCTS & GI TRACT 10849.20 090 Y
47780 ANAST ROUX-EN-Y XTRHEPATC BILIARY DUCTS & Gl 8829.60 090 Y
47785 ANAST ROUX-EN-Y INTRAHEPATC BILIARY DUCTS & Gl 11509.20 090 Y
47800 RCNSTJ PLSTC BILIARY DUCTS W/END-TO-END ANAST 5499.60 090 Y
47801 PLACEMENT CHOLEDOCHAL STENT 4012.80 090 Y
47802 U-TUBE HEPATICOENTEROSTOMY 5478.00 090 Y
47900 SUTURE EXTRAHEPATIC BILE DUCT PRE-EXIST INJURY 4892.40 090 Y

47999 UNLISTED PROCEDURE BILIARY TRACT BR YYY N 1173 .47
48000 PLACE DRAIN PERIPANCREATIC ACUTE PANCREATITIS 6745.20 090 Y
48001 PLACE DRAIN PERIPANCREATIC W/CHOLECYSTOSTOMY 8256.00 090 Y
48020 REMOVAL PANCREATIC CALCULUS 4237.20 090 Y
48100 BIOPSY PANCREAS OPEN 3146.40 090 Y

J1 48102 BIOPSY PANCREA PERCUTANEOUS NEEDLE 1884.00 010 N 2872.26
48105 RESECJ/DBRDMT PANCREAS NECROTIZING PANCREATITIS 10137.60 090 Y
48120 EXCISION LESION PANCREAS 3950.40 090 Y
48140 PNCRTECT DSTL STOT W/O PNCRTCOJEJUNOSTOMY 5588.40 090 Y
48145 PNCRTECT DSTL STOT W/PNCRTCOJEJUNOSTOMY 5853.60 090 Y
48146 PNCRTECT DSTL NR-TOT W/PRSRV DUO CHLD-TYP PX 6769.20 090 Y
48148 EXCISION AMPULLA VATER 4490.40 090 Y
48150 PNCRTECT PROX STOT W/PANCREATOJEJUNOSTOMY 11115.60 090 Y
48152 PNCRTECT WHIPPLE W/O PANCREATOJEJUNOSTOMY 10350.00 090 Y
48153 PNCRTECT W/PANCREATOJEJUNOSTOMY 11095.20 090 Y
48154 PNCRTECT PROX STOT W/O PANCREATOJEJUNOSTOMY 10395.60 090 Y
48155 PANCREATECTOMY TOTAL 6516.00 090 Y
43160 PANCREATECTOMY W/TRNSPLJ PANCREAS/ISLET CELLS 21482.40 XXX N
+ 48400 INJECTION INTRAOPERATIVE PANCREATOGRAPHY 381.60 777 N
48500 MARSUPIALIZATION PANCREATIC CYST 4136.40 090 Y
48510 EXTERNAL DRAINAGE PSEUDOCYST OF PANCREAS OPEN 3944.40 090 Y
48520 INT ANAST PANCREATIC CYST GI TRACT DIRECT 3952.80 090 Y
48540 INT ANAST PANCREATIC CYST GI TRACT ROUX-EN-Y 4690.80 090 Y
48545 PANCREATORRHAPHY INJURY 4830.00 090 Y
48547 DUOL EXCLUSION W/GASTROJEJUNOSTOMY PNCRTC INJ 6420.00 090 Y
48548 PANCREATICOJEJUNOSTOMY SIDE-TO-SIDE ANAST 5992.80 090 Y
48550 DONOR PANCREATECTOMY DUODENAL SGM TRANSPLANT BR XXX N
48551 BKBENCH PREPJ CADAVER DONOR PANCREAS ALLOGRAFT 2762.40 XXX Y
48552 BKBENCH RCNSTJ CDVR PNCRS ALGRFT VEN ANAST EA 838.80 XXX Y
48554 TRANSPLANTATION PANCREATIC ALLOGRAFT 9303.60 090 Y
48556 RMVL TRANSPLANTED PANCREATIC ALLOGRAFT 4604.40 090 Y

48999 UNLISTED PROCEDURE PANCREAS BR YYY Y 902.47

49000 EXPLORATORY LAPAROTOMY CELIOTOMY W/WQ BIOPSY SPX 2750.40 090 Y 3847.85
49002 REOPENING RECENT LAPAROTOMY 3727.20 090 Y

J1* 49010 EXPL RETROPERITONEUM W/WO BX SPX 3295.20 090 Y 6307.96
49013 PREPERITONEAL PEL PACK F/HEMRRG ASSOC PEL TRMA 1628.40 000 N
49014 REEXPL PEL WND W/RMVL PREPERITONEAL PEL PACKING 1352.40 000 N
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49020 DRAINAGE PERITON ABSCESS/LOCAL PERITONITIS OPEN 5694.00 090 Y 2127.66
49040 DRAINAGE SUBDIAPHRAGMATIC/SUBPHREN ABSCESS OPEN 3604.80 090 Y
49060 DRAINAGE OF RETROPERITONEAL ABSCESS OPEN 3922.80 090 N
49062 DRG XTRAPERITONEAL LYMPHOCELE PERITON CAVITY OPN 2755.20 090 Y
49082 ABDOM PARACENTESIS DX/THER W/O IMAGING GUIDANCE 777.60 000 N 117347
49083 ABDOM PARACENTESIS DX/THER W/IMAGING GUIDANCE 1076.40 000 N 117347
49084 PERITONEAL LAVAGE W/WO IMAGING GUIDANCE 379.20 000 N 1173.47
J1 49180 BX ABDL/RETROPERITONEAL MASS PRQ NEEDLE 626.40 000 N 2871.18
49185 SCLEROTHERAPY FLUID COLLECTION PRQ W/IMG GID 4178.64 000 N 902.47
49203 EXCISION/DESTRUCTION OPEN ABDOMINAL TUMOR 5 CM/< 4263.60 090 Y 3638.35
49204 EXC/DESTRUCTION OPEN ABDMNL TUMORS 5.1-10.0 CM 5415.60 090 Y 3550.07
49205 EXC/DESTRUCTION OPEN ABDOMINAL TUMORS >10.0 CM 6208.80 090 Y 3506.32
49215 EXC PRESAC/SACROCOCCYGEAL TUMOR 7884.00 090 Y
J1 49250 UMBILECTOMY OMPHALECTOMY EXC UMBILICUS SPX 2124.00 090 N 6472.87
J1* 49255 OMNTC EPIPLOECTOMY RESCJ OMENTUM SPX 2823.60 090 Y 6307.96
J1 49320 LAPS ABD PRTM&OMENTUM DX W/WO SPEC BR/WA SPX 1174.80 010 Y 10267.43
J1 49321 LAPAROSCOPY SURG W/BX SINGLE/MULTIPLE 1231.20 010 Y 10291.72
J1 49322 LAPS SURG W/ASPIR CAVITY/CYST SINGLE/MULTIPLE 1341.60 010 Y 10311.61
J1 49323 LAPS SURG W/DRG LYMPHOCELE PRTL CAVITY 2265.60 090 Y 10301.53
J1 49324 LAPS INSERTION TUNNELED INTRAPERITONEAL CATHETER 1388.40 010 Y 10140.04
J1 49325 LAPS W/REVISION INTRAPERITONEAL CATHETER 1483.20 010 Y 10273.37
+ 49326 LAPAROSCOPY W/OMENTOPEXY 673.20 777 Y
+ 49327 LAPS W/INSERTION NTRSTL DEV W/IMG GUID 1/MLT 464.40 777 Y
J1 49329 UNLISTED LAPAROSCOPY PX ABD PERTONEUM & OMENTUM BR YYY Y 10275.95
49400 INJECTION AIR/CONTRAST PERITONEAL CAVITY SPX 542.34 000 N
J1 49402 REMOVAL PERITONEAL FOREIGN BODY FROM CAVITY 3052.80 090 N 6484.73
J1 49405 IMAGE-GUIDE FLUID COLLXN DRAINAGE CATH VISC PERQ 3289.20 000 N 2805.22
J1 49406 IMG-GUIDE FLUID COLLXN DRAINAG CATH PERITON PERQ 3288.00 000 N 2793.65
J1 49407 IMAGE FLUID COLLXN DRAINAG CATH TRANSREC/VAGINAL 2681.34 000 N 2828.00
49411 INTERSTITIAL DEV PLMT RADIATION THERAPY 1/MLT 1749.60 000 N 1831.33
+ 49412 PLACEMENT INTRSTL DEV OPN W/IMG GUID 1/MLT 294.00 777 N
J1 49418 INSJ INTRAPERITONEAL CATHETER W/IMG GUID 4334.40 000 N 6070.60
J1 49419 INSERTION TUNNEL INTRAPERITONEAL CATH SUBQ PORT 1532.40 090 N 9311.43
J1 49421 INSERTION TUNNEL INTRAPERITONEAL CATH DIAL OPEN 806.40 000 N 6368.08
49422 REMOVAL TUNNELED INTRAPERITONEAL CATHETER 788.40 000 N 4151.55
J1 49423 EXCHNG ABSC/CST DRG CATH RAD GID SPX 2215.20 000 N 3195.87
49424 CNTRST NJX ASSMT ABSC/CST VIA DRG CATH/TUBE SPX 600.30 000 N
49425 INSERTION PERITONEAL-VENOUS SHUNT 2502.00 090 Y
J1 49426 REVIS PERITONEAL-VENOUS SHUNT 2409.60 090 N 6328.60
49427 INJECT EVALUATE PREVIOUS PERITONEAL-VENOUS SHUNT 158.40 000 N
49428 LIGATION PERITONEAL-VENOUS SHUNT 1544.40 010 N
49429 RMVL PERITONEAL-VENOUS SHUNT 1640.40 010 N 415155
+ 49435 INSJ SUBQ EXTENSION INTRAPERITONEAL CATHETER 423.60 777 Y
J1 49436 DELAYED CREATION EXIT SITE EMBEDDED CATHETER 674.40 010 Y 3299.71
J1 49440 INSERT GASTROSTOMY TUBE PERCUTANEOUS 3238.80 010 N 3214.03
J1 49441 INSERT DUODENOSTOMY/JEJUNOSTOMY TUBE PERQ 3675.60 010 N 3189.65
49442 INSERT CECOSTOMY/OTHER COLONIC TUBE PERCUTANEOUS 3058.80 010 N 1503.87
J1 49446 CONVERT GASTROSTOMY-GASTRO-JEJUNOSTOMY TUBE PERQ 3114.00 000 N 3161.36
49450 REPLACE GASTROSTOMY/CECOSTOMY TUBE PERCUTANEOUS 2256.00 000 N 117347
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49451 REPLACE DUODENOSTOMY/JEJUNOSTOMY TUBE PERQ 2454.00 000 N 117347
49452 REPLACEMENT GASTRO-JEJUNOSTOMY TUBE PERCUTANEOUS 3019.20 000 N 1173.47
49460 OBSTRUCTIVE MATERIAL REMOVAL FROM GI TUBE 2496.00 000 N 117347
49465 CONTRAST INJECTION PERQ RADIOLOGIC EVAL GI TUBE 537.60 000 N 333.70
J1 49491 RPR 1ST INGUN HRNA PRETERM INFT RDC 2870.40 090 Y 10194.30
J1 49492 RPR 1ST INGUN HRNA PRETERM INFT INCARCERATED 3448.80 090 Y 6345.17
J1 49495 RPR 1ST INGUN HRNA FULL TERM INFT <6 MO RDC 1467.60 090 Y 6307.96
J1 49496 RPR 1ST INGUN HRNA FULL TERM INFT <6 MO INCARCER 2214.00 090 Y 6361.74
J1 49500 RPR 1STINGUN HRNA AGE 6 MO-5 YRS REDUCIBLE 1494.00 090 Y 6498.70
J1 49501 RPR1STINGUN HRNA AGE 6 MO-5 YRS INCARCERATED 2181.60 090 Y 6433.55
J1 49505 RPR 1STINGUN HRNA AGE 5 YRS/> REDUCIBLE 1879.20 090 Y 6348.74
J1 49507 RPR1STINGUN HRNA AGE 5 YRS/> INCARCERATED 2109.60 090 Y 6361.09
J1 49520 RPRRECRT INGUINAL HERNIA ANY AGE REDUCIBLE 2276.40 090 Y 6357.03
J1 49521 RPRRECRT INGUN HERNIA ANY AGE INCARCERATED 2571.60 090 Y 6361.90
J1 49525 RPRINGUN HERNIA SLIDING ANY AGE 2061.60 090 Y 6364.34
J1 49540 REPAIR LUMBAR HERNIA 2428.80 090 Y 10003.36
J1 49550 RPR 1ST FEM HRNA ANY AGE REDUCIBLE 2071.20 090 Y 6357.36
J1 49553 RPR 1ST FEM HERNIA ANY AGE INCARCERATED 2274.00 090 Y 6374.41
J1 49555 RPRRECRT FEM HERNIA REDUCIBLE 2175.60 090 Y 6327.79
J1 49557 RPRRECRT FEM HRNA INCARCERATED 2601.60 090 Y 6397.97
J1 49560 REPAIR FIRST ABDOMINAL WALL HERNIA 2646.00 090 Y 6268.00
J1 49561 RPR 1ST INCAL/VNT HERNIA INCARCERATED 3328.80 090 Y 6275.80
J1 49565 RPRRECRT INCAL/VNT HERNIA REDUCIBLE 2754.00 090 Y 9947.03
J1 49566 RPRRECRT INCAL/VNT HERNIA INCARCERATED 3357.60 090 Y 9957.37
+ 49568 IMPLANT MESH OPN HERNIA RPR/DEBRIDEMENT CLOSURE 946.80 777 Y
J1 49570 RPR EPIGASTRIC HERNIA REDUCIBLE SPX 1508.40 090 Y 6311.38
J1 49572 RPR EPIGASTRIC HERNIA INCARCERATED 1867.20 090 Y 6370.68
J1 49580 RPR UMBILICAL HERNIA <5 YRS REDUCIBLE 1213.20 090 Y 6307.96
J1 49582 RPR UMBILICAL HERNIA <5 YRS INCARCERATED 1748.40 090 Y 6307.96
J1 49585 RPR UMBILICAL HRNA 5 YRS/> REDUCIBLE 1609.20 090 Y 6293.99
J1 49587 RPR UMBILICAL HERNIA AGE 5 YRS/> INCARCERATED 1718.40 090 Y 6301.30
J1 49590 RPR SPIGELIAN HERNIA 2060.40 090 Y 6286.84
J1 49600 RPR SMALL OMPHALOCELE W/PRIMARY CLOSURE 2644.80 090 Y 6307.96
49605 RPR LG OMPHALOCELE/GASTROSCHISIS W/WO PROSTH 17569.20 090 Y
49606 RPR LG OMPHALOCELE/GASTROSCHISIS RMVL PROSTH 4072.80 090 Y
49610 RPR OMPHALOCELE GROSS TYP OPRATION 1ST STG 2497.20 090 Y
49611 RPR OMPHALOCELE GROSS TYP OPRATION 2ND STG 2199.60 090 Y
J1 49650 LAPAROSCOPY SURG RPR INITIAL INGUINAL HERNIA 1554.00 090 Y 10023.00
J1 49651 LAPS SURG RPR RECURRENT INGUINAL HERNIA 2029.20 090 Y 10033.33
J1 49652 LAPS REPAIR HERNIA EXCEPT INCAL/INGUN REDUCIBLE 2668.80 090 Y 9981.40
J1 49653 LAP RPR HRNA XCPT INCAL/INGUN NCRC8/STRANGULATED 3343.20 090 Y 9960.47
J1 49654 LAPAROSCOPY REPAIR INCISIONAL HERNIA REDUCIBLE 3027.60 090 Y 17469.30
J1 49655 LAPS RPR INCISIONAL HERNIA NCRC8/STRANGULATED 371040 090 Y 17463.39
J1 49656 LAPS RPR RECURRENT INCISIONAL HERNIA REDUCIBLE 3289.20 090 Y 17481.58
J1 49657 LAPS RPR RECURRENT INCAL HRNA NCRC8/STRANGULATED 4722.00 090 Y 17466.57
J1 49659 UNLISTED LAPS PX HRNAP HERNIORRHAPHY HERNIOTOMY BR YYY Y 10046.77
49900 SEC ABDOMINAL WALL SUTURE EVISCERATION/DEHSN 2940.00 090 Y 3090.54
49904 OMENTAL FLAP EXTRA-ABDOMINAL 494400 090 N
+ 49905 OMENTAL FLAP INTRA-ABDOMINAL 1250.40 777 Y
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49906 FREE OMENTAL FLAP W/MICROVASCULAR ANAST 4737.54 090 N
49999 UNLISTED PROCEDURE ABDOMEN PERITONEUM & OMENTUM BR YYY N 117347
50010 RNL EXPL X NECESSITATING OTH SPEC PX 2546.40 090 Y
J1 50020 DRAINAGE PERIRENAL/RENAL ABSCESS OPEN 3561.60 090 N 3651.45
50040 NEPHROSTOMY NEPHROTOMY W/DRAINAGE 3244.80 090 N 2723.43
50045 NEPHROTOMY W/EXPLORATION 3270.00 090 Y
50060 NEPHROLITHOTOMY REMOVAL CALCULUS 3990.00 090 Y 5511.19
50065 NEPHROLITHOTOMY SECONDARY SURG OPERJ CALCULUS 4230.00 090 Y 5034.37
50070 NEPHROLITHOTOMY COMP CGEN KDN ABNORMALITY 4149.60 090 Y
50075 NEPHROLITHOTOMY RMVL LARGE STAGHORN CALCULUS 5098.80 090 Y
J1 50080 PERQ NL/PLLITHOTRP SIMPLE UP TO 2 CM 1 LOCATION 3043.20 090 N 16359.08
J1 50081 PERQ NL/PLLITHOTRP COMPLEX >2 CM MLT LOCATIONS 4476.00 090 Y 16341.38
50100 TRNSXJ/REPOSITIONING ABERRANT RENAL VESSELS SPX 3882.00 090 Y
50120 PYELOTOMY W/EXPLORATION 3327.60 090 Y
50125 PYELOTOMY W/DRAINAGE PYELOSTOMY 3446.40 090 Y
50130 PYELOTOMY WITH REMOVAL CALCULUS 3618.00 090 Y
50135 PYELOTOMY COMPLICATED 3928.80 090 Y
J1 50200 RENAL BIOPSY PRQ TROCAR/NEEDLE 1911.60 000 N 2869.46
50205 RENAL BIOPSY SURG EXPOSURE KIDNEY 2691.60 090 Y
50220 NEPHRECTOMY W/PRTL URETERECTOMY W/OPEN RIB RESCJ 3711.60 090 Y 5822.54
50225 NEPHRECTOMY W/PRTL URETERECT OPN RIB RESCJ COMPL 4222.80 090 Y
50230 NEPHRECTOMY W/PRTL URETERECT OPEN RIB RESCJ RAD 4488.00 090 Y
50234 NEPHRECTOMY W/TOT URETERECT&BLDR CUFF SAME INC 4575.60 090 Y
50236 NEPHRECTOMY TOT URETEREC&BLDR CUFF SEPAR INCISN 5133.60 090 Y
50240 NEPHRECTOMY PARTIAL 4650.00 090 Y
50250 OPEN ABLATION RENAL MASS CRYOSURG ULTRASOUND 4263.60 090 Y
50280 EXCISION/UNROOFING CYST KIDNEY 3375.60 090 Y
50290 EXCISION PERINEPHRIC CYST 3153.60 090 Y
50300 DONOR NEPHRECTOMY CADAVER DONOR UNI/BILATERAL BR XXX N
50320 DONOR NEPHRECTOMY OPEN LIVING DONOR 5428.80 090 Y
50323 BKBENCH PREPJ CADAVER DONOR RENAL ALLOGRAFT 1826.40 XXX Y
50325 BKBENCH PREPJ LIVING RENAL DONOR ALLOGRAFT 1826.40 XXX Y
50327 BKBENCH RCNSTJ RENAL ALGRFT VENOUS ANAST EA 769.20 XXX Y
50328 BKBENCH RCNSTJ RENAL ALLOGRAFT ARTERIAL ANAST EA 674.40 XXX Y
50329 BKBENCH RCNSTJ ALGRFT URETERAL ANAST EA 638.40 XXX Y
50340 RECIPIENT NEPHRECTOMY SEPARATE PROCEDURE 3429.60 090 Y
50360 RENAL ALTRNSPLJ IMPLTJ GRF W/O RCP NEPHRECTOMY 8665.20 090 Y
50365 RENAL ALTRNSPLJ IMPLTJ GRF W/RCP NEPHRECTOMY 10335.60 090 Y
50370 RMVL TRNSPLED RENAL ALLOGRAFT 4338.00 090 Y
50380 RENAL AUTOTRNSPLJ REIMPLANTATION KIDNEY 7281.60 090 Y
J1 50382 RMVL & RPLCMT INTLY DWELLING URETERAL STENT PRQ 3762.00 000 N 3441.61
50384 REMOVAL INDWELLING URETERAL STENT PRQ 3195.60 000 N 2596.68
J1 50385 REMOVE & REPLACE INDWELL URETERAL STENT TRURTHRL 3753.60 000 N 3504.43
50386 REMOVE INT DWELL URETERAL STENT TRANSURETHRAL 2770.80 000 N 2596.68
J1 50387 RMVL & RPLCMT XTRNL ACCESSIBLE NEPHROURTRL CATH 2023.08 000 N 3438.32
50389 RMVL NFROS TUBE REQ FLUORO GUIDANCE 1309.62 000 N 834.34
50390 ASPIR &NJX RENAL CYST/PELVIS NEEDLE PRQ 333.60 000 N 902.47
50391 INSTLJ THER AGENT RENAL PELVIS&/URETER VIA TUB 442.80 000 N 385.91
50396 MANOMETRIC STDS THRU TUBE/NDWELLG URTRL CATH 405.60 000 N 834.34
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50400 PYELOPLASTY SIMPLE 4047.60 090 Y
50405 PYELOPLASTY COMPLICATED 4881.60 090 Y 3351.20
50430 NJX PX ANTEGRDE NFROSGRM & URTRGRM NEW ACCESS 2005.14 000 N 834.34
50431 NJX PX ANTEGRDE NFROSGRM &URTRGRM EXSTNG ACESS 832.14 000 N 834.34
J1 50432 PLMT NEPHROSTOMY CATH PRQ NEW ACCESS RS&l 3245.76 000 N 3500.04
J1 50433 PLMT NEPHROURETERAL CATH PRQ NEW ACCESS RS&l 4188.00 000 N 5924.94
J1 50434 CONVERT NEPHROSTOMY CATH TO NEPHROURTRL CATH PRQ 3368.40 000 N 3402.11
J1 50435 EXCHANGE NEPHROSTOMY CATHETER PRQ W/IMG GID RS& 2018.94 000 N 3456.15
J1 50436 PERQ DILATION XST TRC ENDOUROLOGIC PX W/IMG 524.40 000 N 5970.00
J1 50437 PERQDILATION XST TRC NEW ACCESS RENAL COLTJ SYS 874.80 000 N 6018.05
50500 NEPHRORRHAPHY SUTURE KIDNEY WOUND/INJURY 4478.40 090 Y
50520 CLOSURE NEPHROCUTANEOUS/PYELOCUTANEOUS FISTULA 4159.20 090 Y
50525 CLSR NEPHROVISCERAL FISTULA W/VISC RPR ABDL APPR 5274.00 090 Y
50526 CLSR NEPHROVISCERAL FISTULA W/VISC RPR THRC APPR 5646.00 090 Y
50540 SYMPHYSIOTOMY HORSESHOE KDN W/WO PLOP UNI/BI 4015.20 090 Y
J1 50541 LAPAROSCOPY SURG ABLATION RENAL CYSTS 3213.60 090 Y 10299.21
J1 50542 LAPS ABLTJ RENAL MASS LESION W/INTRAOP US 4089.60 090 Y 17175.03
J1 50543 LAPAROSCOPY SURG PARTIAL NEPHRECTOMY 5218.80 090 Y 18097.41
J1 50544 LAPAROSCOPY SURG PYELOPLASTY 4348.80 090 Y 18034.64
50545 LAPAROSCOPY RADICAL NEPHRECTOMY 4672.80 090 Y 12879.74
50546 LAPAROSCOPY NEPHRECTOMY W/PARTIAL URETERECT 422160 090 Y 7779.26
50547 LAPAROSCOPY DONOR NEPHRECTOMY LIVING DONOR 5758.80 090 Y
50548 LAPAROSCOPY NEPHRECTOMY W/TOTAL URETERECTOMY 4699.20 090 Y
J1 50549 UNLISTED LAPAROSCOPY PROCEDURE RENAL BR YYY Y 10269.49
J1 50551 RENAL ENDOSCOPY NEPHROSTOMY W/WO IRRIGATION 1272.00 000 N 8789.64
J1 50553 RENAL NDSC NEPHROST W/URETERAL CATH W/WO DILA 1363.20 000 N 8729.94
J1 50555 RENAL NDSC NEPHROS/PYELOSTOMY BIOPSY 1450.80 000 N 16410.92
J1 50557 RENAL NDSC NEPHROS/PYELOSTOMY FULG&/INC W/WO BI 1476.00 000 N 16551.25
J1 50561 RENAL NDSC NEPHROS/PYELOSTOMY RMVL FB/CALCULUS 1672.80 000 N 8799.10
J1 50562 RENAL NDSC NEPHROS/PYELOSTOMY RESCJ TUMOR 2017.20 090 Y 16382.68
J1 50570 RENAL NDSC NEPHROTOMY W/WO IRRIGATION 1707.60 000 N 6090.74
50572 RNL NDSC NFROT W/URTRL CATHJ W/WO DILAT URETER 1848.00 000 N 834.34
J1 50574 RENAL NDSC NEPHROTOMY W/BIOPSY 1965.60 000 N 6194.99
J1 50575 RNL NDSC NFROT/PLOT W/ENDOPYELOTOMY 2481.60 000 N 8710.34
J1 50576 RNL NDSC NFROT FULGURATION &/INCISION W/WO BX 1960.80 000 N 8557.14
J1 50580 RNL NDSC NFROT/PLOT W/RMVL FB/CALCULUS 2110.80 000 N 8692.99
J1 50590 LITHOTRIPSY XTRCORP SHOCK WAVE 2638.80 090 N 6260.77
J1 50592 ABLTJ 1/> RENAL TUMOR PRQ UNI RADIOFREQUENCY 11086.80 010 N 9889.67
J1 50593 ABLATION RENAL TUMOR UNILATERAL PERQ CRYOTHERAPY 15058.80 010 Y 15997.04
50600 URTROTOMY W/EXPL/DRG SEPARATE PROCEDURE 3285.60 090 Y
50605 URETEROTOMY INSERTION INDWELLING STENT ALL TYPES 3576.00 090 Y
+ 50606 ENDOLUMINAL BX URTR &RNL PELVIS NONENDOSCOPIC 2256.00 777 N
50610 URTROLITHOTOMY UPPER ONE-THIRD URETER 3308.40 090 Y
50620 URTROLITHOTOMY MIDDLE ONE-THIRD URETER 3164.40 090 Y
50630 URTROLITHOTOMY LOWER ONE-THIRD URETER 3128.40 090 Y
50650 URETRECECTOMY W/BLADDER CUFF SEPARATE PROCEDURE 3644.40 090 Y
50660 URETERECTOMY TOT ECTOPIC URETER CMBN APPR 4002.00 090 Y
50684 INJ PX URETEROGRAPHY/URETEROPYLOGRAPHY CATH 427.80 000 N
50686 MANOMETRIC STDS THRU URTROST/NDWELLG URTRL CATH 508.80 000 N 202.48
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J1 50688 CHNG URTROST TUBE/XTRNLLY ACCESSIBLE STENT ILEAL 270.00 010 N 3470.14
50690 NJX VISUALIZATION ILEAL CONDUIT&/URETEROPYELOG 396.06 000 N
J1 50693 PLMT URTRL STENT PRQ PRE-EXISTING NFROS TRACT 3690.00 000 N 5879.26
J1 50694 PLMT URTRL STNT PRQ NEW ACESS W/O SEP NFROS CATH 4128.00 000 N 5920.23
J1 50695 PLMT URTRL STENT PRQ NEW ACCESS W/SEP NFROS CATH 4959.60 000 N 5856.18
50700 URETEROPLASTY PLASTIC OPERATION URETER 3247.20 090 Y
+ 50705 URETERAL EMBOLIZATION/OCCLUSION W/IMG GID RS& 6877.20 777 N
+ 50706 BALLOON DILAT URETERAL STRICTURE W/IMG GID RS&I 3289.20 777 N
50715 URETEROLYSIS W/WORPSG URETER RETROPERIT FIBROSIS 4255.20 090 Y 3289.28
50722 URETEROLYSIS FOR OVARIAN VEIN SYNDROME 3625.20 090 Y
50725 URTROLSS RETROCAVAL URTR W/REANAST 3856.80 090 Y
J1 50727 REVJURINARY-CUTANEOUS ANASTAMOSIS 1804.80 090 Y 6263.60
50728 REVJ UR-CUTAN ANAST RPR FSCAL DFCT & HERNIA 2587.20 090 Y
50740 URETEROPYELOSTOMY ANAST URETER RENAL PELVIS 4390.80 090 Y
50750 URETEROCALYCOSTOMY ANAST URETER RENAL CALYX 4035.60 090 Y
50760 URETEROURETEROSTOMY 4008.00 090 Y
50770 TRANSURETEROURETEROSTOMY ANAST URETER CLAT URTR 4035.60 090 Y
50780 URETERONEOCYSTOSTOMY ANAST 1 URETER BLADDER 3902.40 090 Y 6610.44
50782 URETERONEOCYSTOSTOMY ANAST DUPLICATE URETER BLDR 3764.40 090 Y
50783 URETERONEOCYSTOSTOMY W/URETERAL TAILORING 3946.80 090 Y
50785 URTRONEOCSTOST W/VESICO-PSOAS HITCH/BLDR FLAP 4254.00 090 Y
50800 URETEROENTEROSTOMY ANAST URETER INTESTINE 3242.40 090 Y
50810 URETEROSIGMOIDOSTOMY W/SIGMOID BLADDER & COLOSTO 5041.20 090 Y
50815 URETEROCOLON CONDUIT INTESTINE ANASTOMOSIS 4291.20 090 Y
50820 URETEROILEAL CONDUIT W/INTESTINE ANASTOMOSIS 4598.40 090 Y
50825 CONTINENT DVRJ W/INT ANAST ANY SGM SM&/LG INTSTN 5769.60 090 Y
50830 URINARY UNIDIVERSION 6300.00 090 Y
50840 RPLCMT ALL/PART URETER INTESTINE SGM W/ANAST 4312.80 090 Y
50845 CUTANANEOUS APPENDICO-VESICOSTOMY 4396.80 090 Y
50860 URETEROSTOMY TRANSPLANTATION URETER SKIN 3314.40 090 Y
50900 URETERORRHAPHY SUTURE URETER SEPARATE PROCEDURE 2959.20 090 Y
50920 CLOSURE URETEROCUTANEOUS FISTULA 3091.20 090 Y
50930 CLOSURE URETEROCUTANEOUS FISTULA W/VISC RPR 3855.60 090 Y
50940 DELIGATION URETER 3114.00 090 Y
J1 50945 LAPAROSCOPY URTROLITHOTOMY 3403.20 090 Y 10160.20
J1 50947 LAPS URTRONEOCSTOST W/CSTSC&URTRL STENT PLMT 4849.20 090 Y 10227.38
J1 50948 LAPS URTRONEOCSTOST W/O CSTSC&URTRL STENT PLMT 4464.00 090 Y 18034.64
J1 50949 UNLISTED LAPAROSCOPY PROCEDURE URETER BR YYY Y 10265.10
J1 50951 URETERAL ENDOSCOPY VIA URETEROSTOMY 1333.20 000 N 6176.78
J1 50953 URETERAL ENDOSCOPY VIA URETEROST W/WO DIL URETER 1410.00 000 N 6069.70
J1 50955 URETERAL ENDOSCOPY VIA URETEROSTOMY W/BIOPSY 1502.40 000 N 8813.30
J1 50957 URETERAL ENDOSCOPY W/DEST&/INC W/WO BIOPSY 1515.60 000 N 8846.87
J1 50961 URETERAL ENDOSCOPY VIA URETEROST W/RMVL FB/STONE 1371.60 000 N 8798.43
J1 50970 URETERAL ENDOSCOPY VIA URETEROTOMY W/O IMAGING 1290.00 000 N 6157.46
J1 50972 NDSC URETEROTOMY URTRL CATHJ W/WO DILAT URETER 1246.80 000 N 6136.58
J1 50974 URETERAL ENDOSCOPY VIA URETEROT W/O IMAGING W/BX 1644.00 000 N 8753.82
J1 50976 URETERAL ENDOSC VIA URETEROT W/DEST&/INC W/WO BX 1621.20 000 N 8857.68
J1 50980 NDSC URETEROTOMY RMVL FB/CALCULUS 1239.60 000 N 8677.22
J1 51020 CYSTOTOMY/CYSTOSTOMY FULG&/INSJ RADACT MATRL 1656.00 090 Y 6276.00
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J1 51030 CSTOTOMY/CSTOST CRYOSURG DSTRJ INTRAVESICAL LES 1668.00 090 N 6175.83
J1 51040 CYSTOSTOMY CYSTOTOMY W/DRAINAGE 1026.00 090 Y 3632.80
J1 51045 CYSTOTOMY W/INSJ URETERAL CATH/STENT SPX 1794.00 090 Y 3627.86
J1 51050 CYSTOLITHOTOMY CYSTOTOMY W/RMVL CALCULUS 1658.40 090 Y 8964.25
J1 51060 TRANSVESICAL URETROLITHOTOMY 2049.60 090 Y 3599.42
J1 51065 CYSTOTOMY W/CALCULUS BASKET XTRJ&FRAGMENTATIO 2041.20 090 N 6205.66
J1 51080 DRG PRIVESICAL/PREVESICAL SPACE ABSC 1437.60 090 Y 4636.30
51100 ASPIRATION BLADDER NEEDLE 253.92 000 N 385.91
51101 ASPIRATION BLADDER TROCAR/INTRACATHETER 523.02 000 N 1334.25
J1 51102 ASPIRATION BLADDER INSERT SUPRAPUBIC CATHETER 867.60 000 N 3589.28
J1 51500 EXC URACHAL CYST/SINUS W/WO UMBILICAL HERNIA RPR 2241.60 090 Y 10288.10
J1 51520 CYSTOTOMY SIMPLE EXCISION VESICAL NECK 2095.20 090 Y 6280.08
51525 CYSTOTOMY EXCISE BLADDER DIVERTICULUM 1/MULTIPLE 3015.60 090 Y
51530 CYSTOTOMY EXCISION BLADDER TUMOR 2706.00 090 Y
J1 51535 CYSTOTOMY EXCISE/INCISE/REPAIR URETEROCELE 2737.20 090 Y 6257.79
51550 CYSTECTOMY PARTIAL SIMPLE 3385.20 090 Y
51555 CYSTECTOMY PARTIAL COMPLICATED 4426.80 090 Y
51565 CSTC PRTL W/RIMPLTJ URTR IN BLDR URTRONEOCSTOST 4515.60 090 Y
51570 CYSTECTOMY COMPLETE SEPARATE PROCEDURE 5149.20 090 Y
51575 CYSTECTOMY W/BI PELVIC LYMPHADENECTOMY 6373.20 090 Y
51580 CYSTECTOMY W/URETEROSIGMOIDOSTOMY W/NODES 6633.60 090 Y
51585 CYSTECTOMY W/URETEROSIGMOID BI PELV LYMPH NODES 7381.20 090 Y
51590 CSTC COMPL W/URTROILEAL CONDUIT/BLDR W/INT ANAST 6759.60 090 Y
51595 CSTC COMPL W/CONDUIT/SIGMOID BLDR PEL LMPHADEC 7644.00 090 Y
51596 CSTC COMPL W/CONTINENT DVRJ OPN NEOBLDR 8234.40 090 Y
51597 PELVIC EXENTERATION COMPLETE MALIGNANCY 8043.60 090 Y
51600 NJX CSTOGRAPY/VOIDING URETHROCSTOGRAPY 768.66 000 N
51605 NJX & PLACEMENT CHAIN CONTRAST&/URETHROCSTOGRAPY 135.60 000 N
51610 NJX RETROGRADE URETHROCSTOGRAPY 442.98 000 N
51700 BLDR IRRIGATION SMPL LAVAGE &/INSTLJ 274.80 000 N 385.91
51701 INSJ NON-NDWELLG BLADDER CATHETER 159.60 000 N 163.53
51702 INSJ TEMP NDWELLG BLADDER CATHETER SIMPLE 222.00 000 N 163.53
51703 INSJ TEMP NDWELLG BLADDER CATHETER COMPLICATED 521.64 000 N 202.48
51705 CHANGE CYSTOSTOMY TUBE SIMPLE 345.60 000 N 385.91
51710 CHANGE CYSTOSTOMY TUBE COMPLICATED 487.20 000 N 834.34
J1 51715 NDSC NJX IMPLT MATRL URT&/BLDR NCK 1251.66 000 N 5708.28
51720 BLADDER INSTILLATION ANTICARCINOGENIC AGENT 310.80 000 N 385.91
51725 SIMPLE CYSTOMETROGRAM 785.22 264.00 52122 000 N
51726 BLADDER PRESSURE MEASUREMENT DURING FILLING 1093.20 295.20 798.00 000 N
51727 COMPLEX CYSTOMETROGRAM URETHRAL PRESS PROFILE 1295.82 369.60 926.22 000 N
51728 COMPLEX CYSTOMETROGRAM VOIDING PRESSURE STUDIES 1317.90 362.40 955.50 000 N
51729 COMPLX CYSTOMETRO W/VOID PRESS & URETHRAL PROFIL 1405.20 439.20 966.00 000 N
51736 SIMPLE UROFLOMETRY 48.00 28.80 1920 XXX N
51741 COMPLEX UROFLOMETRY 49.20 30.00 19.20 XXX N
51784 EMG STDS ANAL/URTL SPHNCTR OTH/THN NDL 231.60 130.80 100.80 XXX N
51785 NDL EMG STDS EMG ANAL/URTL SPHNCTR ANY TQ 1265.46 327.60 937.86 XXX N
51792 STIMULUS EVOKED RESPONSE 906.66 190.80 71586 000 N
+ 51797 VOID PRESSURE STUDIES INTRAABDOMINAL 545.10 139.20 40590 Z777 N
51798 MEAS POST-VOIDING RESIDUAL URINE&/BLADDER CAP 4320 BR 3720 XXX N
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51800 CSTOPLASTY/CSTOURTP PLSTC ANY 3646.80 090 Y

51820 CSTOURTP W/UNI/BI URTRONEOCSTOST 3804.00 090 Y
J1* 51840 ANT VESICOURETHROPEXY/URETHROPEXY SMPL 2468.40 090 Y 8656.16

51841 ANT VESICOURETHROPEXY/URETHROPEXY COMP 2848.80 090 Y
J1 51845 ABDOMINO-VAG VESICAL NCK SSP W/WO NDSC CTRL 2049.60 090 Y 9006.98
J1 51860 CYSTORRHAPHY SUTR BLDR WND INJ/RPT SIMPLE 2636.40 090 Y 8861.51

51865 CYSTORRHAPHY SUTR BLDR WND INJ/RPT COMPLICATED 3162.00 090 Y
J1 51880 CLOSURE CYSTOSTOMY SEPARATE PROCEDURE 1640.40 090 Y 6232.82

51900 CLSR VESICOVAGINAL FISTUL AABDL APPROACH 2892.00 090 Y

51920 CLOSURE VESICOUTERINE FISTULA 2680.80 090 Y

51925 CLSR VESICOUTERINE FISTULA W/HYSTERECTOMY 3859.20 090 Y

51940 CLOSURE EXSTROPHY BLADDER 5743.20 090 Y

51960 ENTEROCYSTOPLASTY W/INTESTINAL ANASTOMOSIS 4849.20 090 Y

51980 CUTANEOUS VESICOSTOMY 2506.80 090 Y
J1 51990 LAPAROSCOPY URETHRAL SUSPENSION STRESS INCONT 2619.60 090 Y 10006.98
J1 51992 LAPAROSCOPY SLING OPERATION STRESS INCONT 2958.00 090 Y 9481.68
J1 51999 UNLISTED LAPAROSCOPY PROCEDURE BLADDER BR YYY N 10266.65

52000 CYSTOURETHROSCOPY 743.82 000 N 834.34
J1 52001 CYSTO WI/IRRIG & EVAC MULTPLE OBSTRUCTING CLOTS 1562.16 000 N 6254.49
J1 52005 CYSTO BLADDER W/URETERAL CATHETERIZATION 1105.20 000 N 3627.31
J1 52007 CYSTO W/URTRL CATHJ BRUSH BX URTR&/RENAL PELVIS 1651.20 000 N 6165.00

52010 CYSTO W/EJACULATORY DUCT CATHETERIZATION 1389.60 000 N 834.34
J1 52204 CYSTOURETHROSCOPY WITH BIOPSY 1383.60 000 N 3648.43
J1 52214 CYSTO W/DESTRUCTION OF LESIONS 2760.00 000 N 6260.93
J1 52224 CYSTO W/REMOVAL OF LESIONS SMALL 2883.60 000 N 6267.37
J1 52234 CYSTO W/REMOVAL OF TUMORS SMALL 855.60 000 N 6259.52
J1 52235 CYSTOURETHROSCOPY W/DEST &RMVL MED BLADDER TUM 1002.00 000 N 6255.43
J1 52240 CYSTOURETHROSCOPY W/DEST &RMVL TUMOR LARGE 1363.20 000 N 8972.36
J1 52250 CYSTOURETHROSCOPY INSJRADIOACT SBST W/WOBX/FULG 832.80 000 N 6250.25
J1 52260 CYSTOURETHROSCOPY W/DIL BLADDER GENERAL ANESTH 734.40 000 N 3651.73
J1 52265 CYSTOURETHROSCOPY W/DIL BLADDER LOCAL ANESTHESIA 1366.80 000 N 3648.98
J1 52270 CYSTOURETHROSCOPY W/INTERNAL URETHROTOMY FEMALE 1505.58 000 N 3653.92
J1 52275 CYSTOURETHROSCOPY W/INTERNAL URETHROTOMY MALE 1970.40 000 N 3628.68
J1 52276 CYSTOURETHROSCOPY W/INTERNAL URETHROTOMY 919.20 000 N 3626.58
J1 52277 CYSTOURETHROSCOPY W/RESECJ EXTERNAL SPHINCTER 1123.20 000 N 6229.37
J1 52281 CYSTO CALIBRATION DILAT URTL STRIX/STENOSIS 117714 000 N 3624.75
J1 52282 CYSTOURETHROSCOPY INSERTION PERM URETHRAL STENT 1171.20 000 N 6025.11
J1 52283 CYSTOURETHROSCOPY W/STEROID INJECTION STRICTURE 1197.84 000 N 3640.30

52285 CYSTOURETHROSCOPY TX FEMALE URETHRAL SYNDROME 1195.08 000 N 834.34
J1 52287 CYSTOURETHROSCOPY INJ CHEMODENERVATION BLADDER 1331.70 000 N 3650.63
J1 52290 CYSTOURETHROSCOPY W/URETERAL MEATOTOMY UNI/BI 848.40 000 N 3631.70
J1 52300 CYSTO W/RESCJ/FULG ORTHOPIC URETEROCELE UNI/BI 972.00 000 N 6246.17
J1 52301 CYSTO W/RESECJ ECTOPIC URETEROCELE UNI/BI 1006.80 000 N 6238.01
J1 52305 CYSTO INC/RESCJ ORIFICE BLDR DIVERTICULUM 1/MLT 967.20 000 N 8944.19
J1 52310 CYSTO W/SIMPLE REMOVAL STONE & STENT 1059.84 000 N 3649.71
J1 52315 CYSTO W/COMPLEX REMOVAL STONE & STENT 1692.00 000 N 3639.66
J1 52317 LITHOLAPAXY SMPL/SM <2.5 CM 3241.20 000 N 6232.35
J1 52318 LITHOLAPAXY COMP/LG >2.5CM 1645.20 000 N 6243.34
J1 52320 CYSTOURETHROSCOPY W/RMVL URETERAL CALCULUS 856.80 000 N 6145.37
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J1 52325 CYSTO FRAGMENTATION URETERAL STONE 1112.40 000 N 8797.08
J1 52327 CYSTO W/SUBURTRIC NJX IMPLT MATRL 916.80 000 N 7893.20
J1 52330 CYSTO MANJ W/O RMVL URETERAL STONE 2133.48 000 N 6106.12
J1 52332 CYSTO W/INSERT URETERAL STENT 1623.60 000 N 6070.96
J1 52334 CYSTO INSJ URTRL GD WIRE PRQ NFROS RTRGR 636.00 000 N 6100.16
J1 52341 CYSTO W/TX URETERAL STRICTURE 986.40 000 N 6160.29
J1 52342 CYSTO W/TX URETEROPELVIC JUNCTION STRICTURE 1074.00 000 N 5994.81
J1 52343 CYSTO W/TX INTRA-RENAL STRICTURE 1195.20 000 N 6040.81
J1 52344 CYSTO W/URTROSCOPY W/TX URETERAL STRICTURE 1285.20 000 N 6037.04
J1 52345 CYSTO W/URTROSCOPY W/TX URTROPEL JUNCT STRIX 1370.40 000 N 6043.64
J1 52346 CYSTO W/URTROSCOPY W/TX INTRA-RENAL STRICTURE 1550.40 000 N 8727.69
J1 52351 CYSTO W/URTROSCOPY&/PYELOSCOPY DX 1051.20 000 N 6194.99
J1 52352 CYSTO W/URETEROSCOPY W/RMVL/MANJ STONES 1231.20 000 N 6127.32
J1 52353 CYSTO W/URETEROSCOPY WI/LITHOTRIPSY 1363.20 000 N 8889.67
J1 52354 CYSTO/PYELOSCOPY BX&FULGURATION PELIVC LESION 1449.60 000 N 8807.67
J1 52355 CYSTO/PYELOSCOPY RESCJ PELVIC TUMOR 1623.60 000 N 8821.86
J1 52356 CYSTO/URETERO W/LITHOTRIPSY &INDWELL STENT INSRT 1446.00 000 N 8780.86
J1 52400 CYSTO INC FULG/RESCJ URTL VALVES/FOLDS 1671.60 090 N 6271.92
J1 52402 CSTO W/TRURL RESCJ/INC EJACULATORY DUXS 927.60 000 N 6240.83
52441 CYSTO INSERTION TRANSPROSTATIC IMPLANT SINGLE 4710.00 000 N
+ 52442 CYSTO INSERTION TRANSPROSTATIC IMPLANT EA ADDL 3255.60 777 N
J1 52450 TRANSURETHRAL INCISION PROSTATE 1666.80 090 N 6252.92
J1 52500 TRANSURETHRAL RESECTION BLADDER NECK 1726.80 090 N 6246.17
J1 52601 TRURL ELECTROSURG RESCJ PROSTATE BLEED COMPLETE 2554.80 090 N 8991.73
J1 52630 TRURL RESCJ RESIDUAL/REGROWTH OBSTR PRSTATE TISS 1423.20 090 N 8987.23
J1 52640 TRURL RESCJPOSTOP BLADDER NECK CONTRACTURE 1129.20 090 N 6245.54
J1 52647 LASER COAGULATION OF PROSTATE FOR URINE FLOW 5709.60 090 N 8977.31
J1 52648 LASER VAPORIZATION OF PROSTATE FOR URINE FLOW 5887.20 090 N 8981.59
J1 52649 LASER ENUCLEATION PROSTATE W/MORCELLATION 2898.00 090 N 8962.89
J1 52700 TRURL DRAINAGE PROSTATIC ABSCESS 1554.00 090 N 6274.59
J1 53000 URTT/URTS XTRNL SPX PENDULOUS URETHRA 520.80 010 N 3652.73
J1 53010 URETHROTOMY/URETHROSTOMY XT SPX PERINEAL URETHRA 1044.00 090 N 8973.26
J1 53020 MEATOTOMY CUTTING MEATUS SPX EXCEPT INFANT 337.20 000 N 3650.81
J1 53025 MEATOTOMY CUTTING MEATUS SPX INFANT 236.40 000 N 3599.42
J1 53040 DRAINAGE DEEP PERIURETHRAL ABSCESS 1378.80 090 N 6248.21
J1 53060 DRG OF SKENE'S GLAND ABSCESS OR CYST 670.80 010 N 3657.30
53080 DRG PERINEAL URINARY XTRVASATION UNCOMP SPX 1480.80 090 N 834.34
J1 53085 DRG PERINEAL URINARY XTRVASATION COMPLIC 2282.40 090 Y 3599.42
J1 53200 BIOPSY URETHRA 556.80 000 N 3646.60
J1 53210 URETHRECTOMY TOT W/CYSTOST FEMALE 2727.60 090 Y 6267.99
J1 53215 URETHRECTOMY TOT W/CYSTOST MALE 3254.40 090 Y 9003.00
J1 53220 EXC/FULGURATION CARCINOMA URETHRA 1587.60 090 N 6269.56
J1 53230 EXC URETHRAL DIVERTICULUM SPX FEMALE 2149.20 090 Y 8979.57
J1 53235 EXC URETHRAL DIVERTICULUM SPX MALE 222840 090 Y 8989.48
J1 53240 MARSUPIALIZATION URTL DIVERTICULUM MALE/FEMALE 1496.40 090 N 6175.83
J1 53250 EXCISION OF BULBOURETHRAL GLAND 1393.20 090 N 6280.08
J1 53260 EXC/FULGURATION URETHRAL POLYP DSTL URETHRA 733.20 010 N 6272.70
J1 53265 EXC/FULGURATION URETHRAL CARUNCLE 812.40 010 N 3654.65
J1 53270 EXCISION OR FULGURATION SKENES GLANDS 747.60 010 N 6280.08
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J1 53275 EXCISION/FULGURATION URETHRAL PROLAPSE 927.60 010 N 6274.74
J1 53400 URETHROPLASTY 1ST STG FISTULA/DIVERTICULUM/STRIX 2808.00 090 Y 8964.25
J1 53405 URETHROPLASTY 2ND STAGE W/URINARY DIVERSION 3062.40 090 Y 8996.24
J1 53410 URETHROPLASTY 1 STG RECNST MALE ANTERIOR URETHRA 3439.20 090 Y 8966.72
53415 URTP TRANSPUBIC/PRNL 1 STG RCNSTJ/RPR URT 3961.20 090 Y 7751.27
J1 53420 URTP 2-STG RCNSTJ/RPR PROSTAT/URETHRA 1ST STAGE 2952.00 090 N 8991.96
J1 53425 URTP 2-STG RCNSTJ/RPR PROSTAT/URETHRA 2ND STAGE 3284.40 090 Y 8965.82
J1 53430 URETHROPLASTY RCNSTJ FEMALE URETHRA 3423.60 090 Y 8928.65
J1 53431 URTP W/TUBULARIZATION POST URT&/LWR BLDR 4036.80 090 Y 8988.35
J1 53440 SLING OPRATION CORRJ MALE URINARY INCONTINENCE 2643.60 090 Y 19691.67
J1 53442 RMVL/REVJ SLING MALE URINARY INCONTINENCE 2758.80 090 Y 8381.86
J1 53444 INSERTION TANDEM CUFF 2785.20 090 Y 31466.73
J1 53445 INSJINFLATABLE URETHRAL/BLADDER NECK SPHINCTER 2656.80 090 Y 30614.29
53446 REMVL INFLATABLE URETHRAL/BLADDER NECK SPHINCTER 2260.80 090 Y 6398.36
J1 53447 RMVL & RPLCMT NFLTL URETHRAL/BLADDER NECK SPHINC 2833.20 090 Y 30824.13
53448 RMVL & RPLCMT NFLTBL NCK SPHNCTR THRU INFCT FLD 447240 090 Y
J1 53449 RPR NFLTBL URETHRAL/BLADDER NECK SPHINCTER 2156.40 090 Y 8398.53
J1 53450 URETHROMEATOPLASTY W/MUCOSAL ADVANCEMENT 1440.00 090 N 6254.02
J1 53451 PERIURETHRAL TPRNL ADJTBL BALO CNTNC DEV BI INSJ BR 010 N 19062.36
J1 53452 PERIURETHRL TPRNL ADJTBL BALO CNTNC DEV UNI INSJ BR 010 N 7335.14
J1 53453 PERIURETHRAL TPRNL ADJTBL BALO CNTNC DEV RMVL EA BR 000 N 6175.83
53454 PERIURETHRAL TPRNL ADJTBL BALO CNTNC DEV ADJMT BR 000 N 385.91
J1 53460 URETHROMEATOPLASTY W/PRTL EXC DSTL URTL SGM 1611.60 090 N 6264.54
J1 53500 URETHROLSS TRVG SEC OPN W/CSTO 2640.00 090 Y 6239.10
J1 53502 URETHRORRHAPHY SUTR URETHRAL WOUND/INJ FEMALE 1710.00 090 N 6267.52
J1 53505 URETHRORRHAPHY SUTR URETHRAL WOUND/INJ PENILE 1708.80 090 Y 8901.84
J1 53510 URETHRORRHAPHY SUTR URETHRAL WOUND/INJ PERINEAL 2223.60 090 Y 9003.90
J1 53515 URTORR SUTR URETHRAL WND/INJ PROSTATOMEMBRANOUS 2792.40 090 Y 9011.78
J1 53520 CLSR URETHROSTOMY/URETHROQ FSTL MALE SPX 1963.20 090 N 8960.19
53600 DILAT URETHRAL STRIX DILATOR MALE 1ST 313.20 000 N 385.91
53601 DILAT URETHRAL STRIX DILATOR MALE SBSQ 300.00 000 N 163.53
J1 53605 DILAT URETHRAL STRIX/VESICAL NCK DILAT MALE ANES 224.40 000 N 6212.57
53620 DILAT URETHRAL STRIX FILIFORM & FOLLWR MALE 1ST 523.02 000 N 834.34
53621 DILAT URETHRAL STRIX FILIFORM & FOLLWR MALE SBSQ 491.28 000 N 385.91
53660 DILAT FEMALE URETHRA W/SUPPOSITORY&/INSTLJ INI 267.60 000 N 202.48
53661 DILAT FEMALE URT W/SUPPOSITORY&/INSTLJ SBSQ 262.80 000 N 163.53
J1 53665 DILAT FEMALE URETHRA GENERAL/CNDJ SPINAL ANES 134.40 000 N 3648.98
J1 53850 TRURL DSTRJ PRSTATE TISS MICROWAVE THERMOTH 5449.20 090 N 6279.61
J1 53852 TRURL DSTRJ PRSTATE TISS RF THERMOTH 5276.40 090 N 6271.29
J1 53854 TRURL DSTRJ PRST8 TISS RF WV THERMOTHERAPY 6246.00 090 N 6270.98
J1 53855 INSERT TEMP PROSTATIC URETH STENT W/MEASUREMENT 2613.60 000 N 3600.52
J1 53860 TRURL RF FEMALE BLADDER NECK STRS URIN INCONT 7275.36 090 N 3599.42
53899 UNLISTED PROCEDURE URINARY SYSTEM BR YYY N 385.91
J1 54000 SLITTING PREPUCE DORSAL/LATERAL SPX NEWBORN 582.00 010 N 5978.17
J1 54001 SLITTING PREPUCE DORSAL/LAT SPX XCP NEWBORN 704.40 010 N 3651.91
J1 54015 |&D PENIS DEEP 1070.40 010 N 2873.98
54050 DSTRJ LESION PENIS SIMPLE CHEMICAL 502.80 010 N 501.26
54055 DSTRJ LESION PENIS SIMPLE ELECTRODESICCATION 481.20 010 N 2483.95
54056 DSTRJ LESION PENIS SIMPLE CRYOSURGERY 505.20 010 N 260.43
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54057 DSTRJ LESION PENIS SIMPLE LASER 501.60 010 N 2483.95
54060 DSTRJLESION PENIS SIMPLE SURG EXCISION 697.20 010 N 2483.95
54065 DSTRJLESION PENIS EXTENSIVE 786.00 010 N 2483.95
J1 54100 BIOPSY PENIS SEPARATE PROCEDURE 722.40 000 N 2873.26
J1 54105 BIOPSY PENIS DEEP STRUCTURES 979.20 010 N 4840.08
J1 54110 EXCISION OF PENILE PLAQUE 2205.60 090 Y 6146.47
J1 54111 EXC PENILE PLAQUE GRAFT &/5 CM LENGTH 2803.20 090 Y 8555.11
J1 54112 EXC PENILE PLAQUE GRAFT >5 CM LENGTH 3286.80 090 Y 16021.08
J1 54115 REMOVAL FOREIGN BODY DEEP PENILE TISSUE 1612.80 090 Y 4780.87
J1 54120 AMPUTATION PENIS PARTIAL 2223.60 090 Y 6272.39
54125 AMPUTATION PENIS COMPLETE 2883.60 090 Y
54130 AMPUTATION PENIS RADW/BI INGUINOFEMORAL LMPHADE 4183.20 090 Y
54135 AMPUTATION PENIS RADICAL W/LYMPH NODES 5288.40 090 Y
J1 54150 CIRCUMCISION W/CLAMP/OTH DEV W/BLOCK 530.40 000 N 3656.30
54160 CIRCUMCISION NEONATE 783.60 010 N 834.34
J1 54161 CIRCUMCISION AGE >28 DAYS 693.60 010 N 3656.11
J1 54162 LYSIS/EXCISION PENILE POSTCIRCUMCISION ADHESIONS 916.80 010 N 3656.66
J1 54163 REPAIR INCOMPLETE CIRCUMCISION 766.80 010 N 3646.51
J1 54164 FRENULOTOMY PENIS 681.60 010 N 3657.12
54200 INJECTION PEYRONIE DISEASE 408.00 010 N 385.91
J1 54205 NJXPEYRONIE W/SURG EXPOS PLAQUE 1872.00 090 Y 9011.78
54220 IRRIGATION CORPORA CAVERNOSA PRIAPISM 782.40 000 N 385.91
54230 INJECTION CORPORA CAVERNOSOGRAPY 374.40 000 N
54231 DYNAMIC CAVERNOSOMETRY NJX VASOACTIVE DRUGS 501.60 000 N 385.91
54235 NJX C/P/A CAVERNOSA W/PHARMACOLOGIC AGT 309.60 000 N 385.91
54240 PENILE PLETHYSMOGRAPHY 373.20 231.60 14160 000 N
54250 NOCTURNAL PENILE TUMESCENCE &/RIGIDITY TEST 429.60 379.20 5040 000 N
J1 54300 PENIS STRAIGHTENING CHORDEE 2275.20 090 Y 6279.30
J1 54304 PENIS CORRJ CHORDEE/1ST STAGE HYPOSPADIAS RPR 2628.00 090 Y 6278.67
J1 54308 URETHROPLASTY 2ND STAGE HYPOSPADIAS RPR <3 CM 2516.40 090 Y 8867.37
J1 54312 URETHROPLASTY 2ND STAGE HYPOSPADIAS RPR > 3 CM 2871.60 090 Y 6280.08
J1 54316 URETHROPLASTY 2ND STAGE HYPOSPADIAS RPR SKIN GRF 3490.80 090 Y 8867.37
J1 54318 URETHROPLASTY 3RD STG HYPOSPADIAS RPR RLS PENIS 2499.60 090 Y 6175.83
J1 54322 1 STGDSTL HYPOSPADIAS RPR W/SMPL MEATAL ADVMNT 2743.20 090 Y 6222.46
J1 54324 1 STGDSTL HYPOSPADIAS RPR W/URTP SKIN FLAPS 3396.00 090 Y 6158.72
J1 54326 1 STGDSTL HYPOSPADIAS RPR URTP SKN FLAPS 3304.80 090 Y 6278.51
J1 54328 1 STAGE DSTL HYPOSPADIAS RPR W/EXTENSIVE DSJ 3285.60 090 Y 5613.77
J1 54332 1 STAGE PROX PENILE/PENOSCROTAL HYPOSPADIAS RPR 3543.60 090 Y 6234.71
J1 54336 1 STG PERINEAL HYPOSPADIAS RPR W/GRF&/FLAP 4165.20 090 Y 6175.83
J1 54340 RPRHYPOSPADIAS COMPLCTJS CLSR INC/EXC SIMPLE 2004.00 090 Y 6280.08
J1 54344 RPRHYPOSPADIAS COMPLCTJS MOBLJ FLAPS & URTP 3314.40 090 Y 9011.78
J1 54348 RPRHYPOSPADIAS COMPLCTJS DSJ & URTP FLAP/GRF 3543.60 090 Y 8867.37
J1 54352 REVISION PRIOR HYPOSPADIAS REPAIR DSJ&EXC RCNSTJ 4954.80 090 Y 9011.78
J1 54360 PLASTIC RPR PENIS CORRECT ANGULATION 2533.20 090 Y 6255.43
J1 54380 PLASTIC RPR PENIS EPISPADIAS DSTL SPHNCTR 2806.80 090 Y 3657.30
J1 54385 PLASTIC PENIS EPISPADIAS DSTL SPHNCTR W/INCONT 3268.80 090 Y 3657.30
54390 PLASTIC RPR PENIS EPISPADIAS W/EXSTROPHY BLADDER 435240 090 Y
J1 54400 INSJ PENILE PROSTHESIS NON-INFLATABLE SEMI-RIGID 1873.20 090 N 1952217
J1 54401 INSJ PENILE PROSTHESOS INFLATABLE SELF-CONTAINED 2332.80 090 N 30809.21
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J1 54405 INSJMULTI-COMPONENT INFLATABLE PENILE PROSTH 2838.00 090 Y 30671.18
54406 RMVL INFLATABLE PENILE PROSTH W/O RPLCMT PROSTH 2569.20 090 Y 4458.86
J1 54408 RPR COMPONENT INFLATABLE PENILE PROSTHESIS 2778.00 090 Y 8546.55
J1 54410 RMVL & RPLCMT INFLATABLE PENILE PROSTH SAME SESS 3031.20 090 Y 31015.33
J1 54411 RMVL & RPLCMT NFLTBL PENILE PROSTH INFECTED FIEL 3610.80 090 Y 31158.02
54415 RMVL NON-NFLTBL/NFLTBL PENILE PROSTH W/O RPLCMT 1869.60 090 Y 4458.86
J1 54416 RMVL & RPLCMT NON-NFLTBL/NFLTBL PENILE PROSTHESI 2520.00 090 Y 30964.03
J1 54417 RMVL & RPLCMT PENILE PROSTHESIS INFECTED FIELD 3156.00 090 Y 19712.79
J1 54420 CORPORA CAVERNOSA-SAPHENOUS VEIN SHUNT UNI/BI 2469.60 090 Y 6277.41
54430 CORPORA CAVERNOSA-CORPUS SPONGIOSUM SHUNT UNI/BI 2246.40 090 Y 3620.27
J1 54435 CORPORA CAVERNOSA-GLANS PENIS FSTLJ PRIAPISM 1455.60 090 N 6278.36
J1 54437 REPAIR OF TRAUMATIC CORPOREAL TEAR(S) 2382.00 090 Y 6278.20
54438 REPLANTATION PENIS COMP AMPUTATION W/URETH REP 4684.80 090 Y
J1 54440 PLASTIC OPERATION PENIS INJURY 3268.80 090 Y 6278.20
54450 FORESKN MANJ W/LSS PREPUTIAL ADS&STRETCHING 238.80 000 N 385.91
J1 54500 BIOPSY TESTIS NEEDLE SEPARATE PROCEDURE 260.40 000 N 4837.17
J1 54505 BIOPSY TESTIS INCISIONAL SEPARATE PROCEDURE 735.60 010 N 6279.30
J1 54512 EXC XTRPARENCHYMAL LESION TESTIS 1888.80 090 N 6280.08
J1 54520 ORCHIECTOMY SIMPLE SCROTAL/INGUINAL APPROACH 1156.80 090 N 6261.71
J1 54522 ORCHIECTOMY PARTIAL 2066.40 090 Y 6260.46
J1 54530 ORCHIECTOMY RADICAL TUMOR INGUINAL APPROACH 1789.20 090 Y 6484.57
J1 54535 ORCHIECTOMY RADICAL TUMOR W/ABDOMINAL EXPL 2612.40 090 Y 6280.08
J1 54550 EXPL UNDESCENDED TSTIS INGUN/SCROTAL AREA 1729.20 090 Y 6498.70
J1 54560 EXPL UNDESCENDED TESTIS W/ABDOMINAL EXPL 241440 090 Y 3599.42
J1 54600 RDCTJ TORSION TSTIS W/WO FIXJ CLAT TESTIS 1592.40 090 N 6279.61
J1 54620 FIXATION CONTRALATERAL TESTIS SEPARATE PROCEDURE 1047.60 010 N 6280.08
J1 54640 ORCHIOPEXY INGUINAL OR SCROTAL APPROACH 1660.80 090 N 6491.72
J1 54650 ORCHIOPEXY ABDL APPROACH INTRA-ABDOMINAL TESTIS 2502.00 090 Y 6498.70
J1 54660 INSJ TESTICULAR PROSTH SEPARATE PROCEDURE 1261.20 090 N 7870.44
J1 54670 SUTURE/REPAIR TESTICULAR INJURY 1440.00 090 N 6280.08
J1 54680 TRANSPLANTATION TESTIS TO THIGH 2767.20 090 Y 6175.83
J1 54690 LAPAROSCOPY SURGICAL ORCHIECTOMY 2304.00 090 Y 10327.63
J1 54692 LAPAROSCOPY ORCHIOPEXY INTRA-ABDOMINAL TESTIS 2654.40 090 N 10194.30
J1 54699 UNLISTED LAPAROSCOPY PROCEDURE TESTIS BR YYY Y 10194.30
J1 54700 |&D EPIDIDYMIS TSTIS&SCROTAL SPACE 750.00 010 N 3656.75
J1 54800 BIOPSY EPIDIDYMIS NEEDLE 436.80 000 N 2852.43
J1 54830 EXCISION LOCAL LESION EPIDIDYMIS 1312.80 090 N 6278.98
J1 54840 EXCISION SPERMATOCELE W/WO EPIDIDYMECTOMY 1135.20 090 N 3656.66
J1 54860 EPIDIDYMECTOMY UNILATERAL 1476.00 090 N 6273.65
J1 54861 EPIDIDYMECTOMY BILATERAL 2000.40 090 N 6280.08
J1 54865 EXPLORATION EPIDIDYMIS W/WO BIOPSY 1266.00 090 N 6280.08
J1 54900 EPIDIDYMOVASOSTOMY ANAST EPIDIDYMIS UNI 2811.60 090 N 3599.42
J1 54901 EPIDIDYMOVASOSTOMY ANAST EPIDIDYMIS BI 3712.80 090 N 6260.14
55000 PNXR ASPIR HYDROCELE TUNICA VAGIS W/WO NJX MED 429.60 000 N 902.47
J1 55040 EXCISION HYDROCELE UNILATERAL 1194.00 090 N 6495.94
J1 55041 EXCISION HYDROCELE BILATERAL 1803.60 090 N 6495.29
J1 55060 RPR TUNICA VAGINALIS HYDROCELE BOTTLE TYPE 1339.20 090 N 6279.14
J1 55100 DRAINAGE SCROTAL WALL ABSCESS 824.40 010 N 2872.69
J1 55110 SCROTAL EXPLORATION 1371.60 090 N 6274.74
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Code Description Amount Amount Amount FUD
55120 REMOVAL FOREIGN BODY SCROTUM 1249.20 090
55150 RESECTION SCROTUM 1744.80 090
55175 SCROTOPLASTY SIMPLE 1286.40 090
55180 SCROTOPLASTY COMPLICATED 2437.20 090
55200 VASOTOMY CANNULIZATION W/WO VAS INC UNI/BI SPX 1455.60 090
55250 VASECTOMY UNI/BI SPX W/POSTOP SEMEN EXAMS 1279.20 090
55300 VASOTOMY VASOGRAMS UNI/BI 650.40 000
55400 \VVASOVASOSTOMY VASOVASORRHAPHY 1756.80 090
55500 EXC HYDROCELE SPRMATIC CORD UNI SPX 1392.00 090
55520 EXC LESION SPERMATIC CORD SEPARATE PROCEDURE 1644.00 090
55530 EXC VARICOCELE/LIGATION SPERMATIC VEINS SPX 1245.60 090
55535 EXC VARICOCELE/LIGATION SPERMATIC VEINS ABDL 1516.80 090
55540 EXC VARICOCELE/LIGATION VEINS W/HERNIA RPR 1993.20 090
55550 LAPS LIGATION SPERMATIC VEINS VARICOCELE 1513.20 090
55559 UNLISTED LAPROSCOPY PROCEDURE SPERMATIC CORD BR YYY
55600 VESICULOTOMY 1486.80 090
55605 VESICULOTOMY COMPLICATED 1843.20 090
55650 VESICULECTOMY ANY APPROACH 2526.00 090
55680 EXCISION MULLERIAN DUCT CYST 1222.80 090
55700 PROSTATE NEEDLE BIOPSY ANY APPROACH 866.40 000
55705 BIOPSY PROSTATE INCISIONAL ANY APPROACH 932.40 010
55706 BX PROSTATE STRTCTC SATURATION SAMPLING IMG GID 1321.20 010
55720 PROSTATOTOMY EXTERNAL DRG ABSCESS SIMPLE 1592.40 090
55725 PROSTATOTOMY EXTERNAL DRG ABSCESS COMPLICATED 2094.00 090
55801 PROSTATECTOMY PERINEAL SUBTOTAL 3838.80 090
55810 PROSTATECTOMY PERINEAL RADICAL 4579.20 090
55812 PROSTATECTOMY PERINEAL RADICAL W/LYMPH NODE BX 5628.00 090
55815 PROSTATECTOMY PERINEAL RAD W/BI PELVIC LYMPH EXC 6162.00 090
55821 PROSTATECTOMY SUPRAPUBIC SUBTOTAL 1/2 STAGES 3061.20 090
55831 PROSTATECTOMY RETROPUBIC SUBTOTAL 3316.80 090
55840 PROSTATECTOMY RETROPUBIC W/WO NERVE SPARING 4096.80 090
55842 PROSTECT RETROPUBIC RAD W/WO NRV SPAR W/LYMPH BX 4098.00 090
55845 PROSTECT RETROPUB RAD W/WO NRV SPAR & BI PLV LYM 4765.20 090
55860 EXPOS PROSTATE ANY APPROACH INSJ RADIOACT SUBST 3068.40 090
55862 EXPOS PROSTATE INSJ RADIOACT SBST W/ILYMPH BX 3838.80 090
55865 EXPOS PROSTATE INSJ RADIOAC SBST W/BI PELV LYMPH 4677.60 090
55866 LAPS SURG PRST8ECT 