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GENERAL INFORMATION

This Medical Fee Schedule applies to Medicine, Surgery, Anesthesia and Radiology
Services. Underlined procedure codes require Prior Approval before services are
rendered.

1.

OSTEOPATHIC PHYSICIANS: The Medical Fee Schedule for physicians is applicable
to services provided by osteopathic physicians.

MULTIPLE CALLS: If an individual patient is seen on more than one occasion during a
single day, the fee for each visit may be allowed.

CHARGES FOR DIAGNOSTIC PROCEDURES: Charges for special diagnostic
procedures which are not considered to be a routine part of an attending physician's or
consultant's examination (eg, pregnancy test, diagnostic X-ray, lumbar puncture) are
reimbursable in addition to the usual physician's visit fee.

REFERRAL: 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 evaluation and
subsequent services are designated as listed in LEVELS OF E/M SERVICE.

CONSULTATION: Consultation is to be distinguished from referral. REFERRAL is the
transfer of the patient from one physician to another for definitive treatment.
CONSULTATION is advice and opinion from an accredited physician specialist called in
by the attending practitioner in regard to the further management of the patient by the
attending practitioner.

Consultation fees are applicable only when examinations are provided by an accredited
physician specialist within the scope of his specialty upon request of the authorizing
agency or of the attending practitioner who is treating the medical problem for which
consultation is required.The attending practitioner must certify that he requested such
consultation and that it was incident and necessary to his further care of the patient.

When the consultant physician assumes responsibility for a portion of patient
management, he will be rendering concurrent care (use appropriate level of Evaluation
and Management codes). If he has had the case transferred or referred to him, he
should then use the appropriate codes for services rendered (eg, visits, procedures)on
and subsequent to the date of transfer.

PROCEDURE NOT INCLUDED: Each public agency may determine, on an individual
basis, fees for services or procedures not included in the Medical Fee Schedule. The
value and appropriateness of services not specifically listed in this fee schedule will be
determined "By Report". Claims for these services will be manually reviewed by medical
professional staff. The MMIS procedure codes to be utilized when submitting claims for
such unlisted services may be found at the end of each section.
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BY REPORT: A service that is rarely provided, unusual, variable, or new may require a
special report in determining medical appropriateness of the service. Pertinent
information 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. Additional items which may be included are: complexity of symptoms, final
diagnosis, pertinent physical findings (such as size, locations, and number of lesions(s),
if appropriate), diagnostic and therapeutic procedures (including major and
supplementary surgical procedures, if appropriate), concurrent problems, and follow-up
care.

When the value of a procedure is to be determined "By Report" (BR), information
concerning the nature, extent and need for the procedure or service must be furnished in
addition to the time, skill and equipment necessitated. Appropriate documentation (eg,
procedure description, itemized invoices, etc.) should accompany all claims submitted.

Itemized invoices must document acquisition cost, the line item cost from a manufacturer
or wholesaler net of any rebates, discounts or other valuable considerations.

PAYMENT IN FULL: Fees paid in accordance with the allowances in the Medical Fee
Schedule shall be considered full payment for services rendered. No additional charge
shall be made by a physician.

FEES: Listed fees are the maximum reimbursable Medicaid fees.

PRESCRIBER WORKSHEET: Enteral formula requires voice interactive telephone prior
authorization from the Medicaid program. The prescriber must inititate the authorization
through this system. The worksheet specifies the questions asked on the voice
interactive telephone system and must be maintained in the patient’s clinical record. The
worksheet can be found on the Provider Communication link. eMedNY : Provider
Manuals : Physician Provider Communications
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STATE DEPARTMENT OF HEALTH CONDITIONS FOR PAYMENTS

CONDITION FOR PAYMENT: Qualified physicians may be paid on a fee-for-service basis for
direct care of patients when their salary/ compensation is not paid for purposes of providing
direct patient care, i.e., when the salary/compensation is paid exclusively for activities such
as teaching, various administrative duties (department heads, etc.) or for research.

Teaching physicians may bill for direct patient care services rendered while supervising a
resident, provided that personal and identifiable services are provided to the patient in
connection with the supervisory services; that the appropriate degree of documented
supervision was provided; and that the teaching physicians are not salaried for patient care
by the hospital.

CONDITIONS BARRING PAYMENT: Payment on a fee-for-service basis to a
salaried/compensated physician may not be made when (1) any portion of the
salary/compensation paid to such salaried/compensated physician is for direct care of
patients, and (2) there is any prohibition for such payment in law, in the rules of particular
hospital or in the contractual arrangement with the salaried/compensated physician or group.

MAXIMUM REIMBURSABLE FEE SCHEDULE: Payment for in-hospital surgical care will be
limited to 80% of the fees as listed in the Surgery Section of the State Medical Fee Schedule
when after-care is provided in the outpatient department. Payment for such after-care will be
made on a per-visit basis to the hospital and to the outpatient physician (or to the hospital in
his behalf) in accordance with prescribed procedures. (See modifier -54.)

In those instances where a patient is admitted to a hospital service which is covered by an
approved training program and at the time of admission the patient is without a "private”
physician, the attending physician assigned as "personal” physician to assume professional
responsibility for the patient's care, is eligible for payment as per the Hospital Evaluation and
Management codes.

If at the time of admission to a hospital service covered by an approved training program, the
patient has a "private" physician who accepts continuing responsibility for the patient's care,
that physician is eligible for payment as per the Hospital Evaluation and Management codes.

PHYSICIAN SERVICES PROVIDED IN HOSPITALS

When non-salaried/non-compensated physicians, either individually or as a group, provide
services to either outpatients or inpatients, payment will be made via the appropriate
Evaluation and Management code.

Salaries/compensation of physicians employed by a hospital to provide patient care are
included as hospital costs in determining inpatient and outpatient reimbursement rates and
therefore no separate payments may be made to such physicians.

MMIS MODIFIERS

Under certain circumstances, the procedure code identifying a specific procedure or service
must be expanded by two additional characters to further define or explain the nature of the
procedure.
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The circumstances under which such further description is required are detailed below along
with the appropriate modifiers to be added to the basic code when the particular circumstance
applies.

If more than one modifier is required, the "multiple modifier" code should be added to the
basic procedure code number and other applicable modifiers shall be listed as part of the
service description.

-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 the modifier -23 to
the procedure code of the basic service. (Reimbursement will not exceed $30 plus time
for the procedure.)

Unrelated Evaluation and Management Service by the Same Practitioner During a
Postoperative Period:

The practitioner 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 the modifier -24 to the
appropriate level of E/M service. (Reimbursement will not exceed 100% of the
maximum State Medical Fee Schedule amount.)

Significant, Separately Identifiable Evaluation and Management Service by the Same
Practitioner on the Day of a Procedure: (Effective 10/1/92) The practitioner may need to
indicate that on the day a procedure or service identified by an MMIS code was
performed, the patient's condition required a significant, separately identifiable E/M
service above and beyond the usual preoperative and postoperative care associated
with the procedure that was performed. 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 the 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. (Reimbursement will not exceed 100% of the
maximum State Medical Fee Schedule amount.)

Professional Component: Certain procedures are a combination of a physician
component and a technical component. When the physician component is reported
separately, the service may be identified by adding the modifier —26 to the usual
procedure number. (Reimbursement will not exceed 40% of the maximum State
Medical Fee Schedule amount.)

Technical Component: Under certain circumstances, a charge may be made for the
technical component alone. Under those circumstances the technical component
charge is identified by adding modifier -TC to the usual procedure number. Technical
component charges are institutional charges and not billed separately by physicians.
(Reimbursement will not exceed 60% of the maximum State Medical Fee Schedule
amount.)
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Anesthesia By Surgeon: Regional or general anesthesia provided by the surgeon may
be reported by adding the modifier -47 to the basic service. (This does not include local
anesthesia.) (Reimbursement will not exceed 50% of the basic value plus time for the
procedure.)

Bilateral Procedure: Unless otherwise identified in the listings, bilateral medical
procedures and surgical procedures requiring a separate incision that are performed at
the same operative session, or bilateral x-ray examinations should be identified by the
appropriate procedure code describing the first procedure. To indicate a bilateral
procedure was done add modifier -50 to the procedure number. (Reimbursement will
not exceed 150% of the maximum State Medical Fee Schedule amount for medicine
and surgery services or 160% of the maximum State Medical Fee Schedule amount for
radiology services. One claim line is to be billed representing the bilateral procedure.
Amount billed should reflect total amount due.)

Surgical Care Only: When one physician performs a surgical procedure and another
provides preoperative and/or postoperative management or postoperative management
is to be provided in an outpatient department, surgical services may be identified by
adding the modifier -54 to the usual procedure number. (Reimbursement will not exceed
80% of the maximum State Medical Fee Schedule amount.)

Two Surgeons: When two surgeons (usually of different skills) work together as primary
surgeons performing distinct part(s) of a single reportable procedure, add modifier -62
to the single definitive procedure code. One surgeon should file one claim line
representing the procedure performed by the two surgeons, (Reimbursement will not
exceed 125% of the maximum State Medical Fee Schedule amount). If additional
procedure(s) (including add-on procedure(s)) are performed during the same surgical
session, separate code(s) may be reported without the modifier -62 added as
appropriate. NOTE: If a co-surgeon acts as an assistant in the performance of
additional procedure(s) during the same surgical session, those services may be
reported using separate procedure code(s) with the modifier -80 added, as appropriate.

Procedure Performed on Infants Less Than 4 kg: Procedures performed on neonates
and infants up to a present body weight of 4 kg may involve significantly increased
complexity and physician work commonly associated with these patients. This
circumstance may be reported by adding the modifier —63 to the procedure number.

Note: Unless otherwise designated, this modifier may only be appended to
procedure/services listed in the 20000-69999 code series. Modifier —63 should not be
appended to any codes listed in the Evaluation and Management Services, Anesthesia,
Radiology, Laboratory, or Medicine sections. (Reimbursement will not exceed 100% of
the maximum State Medical Fee Schedule amount).
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Surgical Team: Under some circumstances, highly complex procedures (requiring the
concomitant services of several physicians, 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 physician with the addition of the modifier -66, to the basic procedure
number used for reporting services. (Reimbursement will not exceed 20% of the
maximum State Medical Fee Schedule amount.)

Repeat X-ray Procedure: When a repeat X-ray examination of the same part and for the
same illness is required for reasons other than technical or professional error in the
original X-ray, it will be identified by adding modifier -76. (Reimbursement will not
exceed 100% of the maximum State Medical Fee Schedule amount.)

Repeat Procedure By Another Physician (or Practitioner): The physician may need to
indicate that a basic procedure or service performed by another physician had to be
repeated. This situation may be reported by adding modifier -77 to the repeated service.
(Reimbursement will not exceed 100% of the maximum State Medical Fee Schedule
amount.)

Return to the Operating Room for a Related Procedure During the Postoperative
Period: The physician may need to indicate that another procedure was performed
during the postoperative period of the initial procedure. When this subsequent
procedure is related to the first, and requires the use of the operating room, it may be
reported by adding the modifier -78 to the related procedure. (Reimbursement will not
exceed 100% of the maximum State Medical Fee Schedule amount.)

Unrelated Procedure or Service by the Same Practitioner During the Postoperative
Period: The practitioner 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 the modifier -79 to the related procedure.
(Reimbursement will not exceed 100% of the maximum State Medical Fee Schedule
amount.)

Assistant Surgeon: Surgical assistant services may be identified by adding the modifier
-80 to the usual procedure number(s). (Reimbursement will not exceed 20% of the
maximum State Medical Fee Schedule amount.)

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). (Reimbursement will not exceed 20% of the
maximum State Medical Fee Schedule amount.)

Clinical Social Worker: To report services of a Certified Social Worker (CSW) under
the direct supervision of an employing psychiatrist, modifier —AJ should be added to
the appropriate procedure code listed below. (Reimbursement will not exceed the
indicated amount.) 90804 ($13.50), 90806 ($27.00), 90846 ($7.20), 90847 ($7.20),
90849 ($7.20), 90853 ($7.20), 90857 ($7.20).
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-EP

-FP

-LT

-RT

-SL

-99

Physician Assistant or Nurse Practitioner Services for Assist at Surgery: When the
physician requests that a Physician Assistant or Nurse Practitioner assist at surgery in
lieu of another physician, Modifier -AS should be added to the appropriate code
describing the procedure. One claim is to be filed. (Reimbursement will not exceed
120% of the maximum State Medical Fee Schedule amount).

Child/Teen Health Program (EPSDT Program): Service provided as part of the
Medicaid Early Periodic Screening, Diagnosis and Treatment (EPSDT) Program or
Child/Teen Health Program will be identified by adding the modifier -EP to the usual
procedure number. (Reimbursement will not exceed 100% of the maximum State
Medical Fee Schedule amount.)

Service Provided as Part of Family Planning Program: All Family Planning Services
will be identified by adding the modifier -FP to the usual procedure code number.
(Reimbursement will not exceed 100% of the maximum State Medical Fee Schedule
amount.)

Left Side: (Used to identify procedures performed on the left side of the body). Add
modifier —LT to the usual procedure code number. (Reimbursement will not exceed
100% of the maximum State Medical Fee Schedule amount. One claim line should be
billed.) (Use modifier -50 when both sides done at same operative session.)

Right Side: (Used to identify procedures performed on the right side.) Add modifier —
RT to the usual procedure code number. (Reimbursement will not exceed 100% of
the maximum State Medical Fee Schedule amount. One claim line should be billed).
(Use modifier —=50 when both sides done at same operative session.)

State Supplied Vaccine: (Used to identify administration of vaccine supplied by the
Vaccine for Children's Program (VFC) for children under 19 years of age). When
administering vaccine supplied by the state (VFC program), you must append modifier
—SL State Supplied Vaccine to the procedure code number representing the vaccine
administered. Omission of this modifier on claims for recipients under 19 years of age
will cause your claim to deny. (Reimbursement will not exceed $17.85, the
administration fee for the VFC program.)

Multiple Modifiers: Under certain circumstances two 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.
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MEDICINE SECTION
GENERAL INFORMATION AND RULES

1.

PRIMARY CARE: Primary care is first-contact care, the type furnished to individuals
when they enter the health care system. Primary care is comprehensive in that it deals
with a wide range of health problems, diagnosis and modes of treatment. Primary care
is continuous in that an ongoing relationship is established with the primary care
practitioner who monitors and provides the necessary follow-up care and is coordinated
by linking patients with more varied specialized services when needed. Consultations
and care provided on referral from another practitioner is not considered primary care.

CLASSIFICATION OF EVALUATION AND MANAGEMENT (E/M) SERVICES: The
Federal Health Care Finance Administration has mandated that all state Medicaid
programs utilize the new Evaluation and Management coding as published in the
American Medical Association's Physicians' Current Procedural Terminoloqy.

For the first time, a major section has been devoted entirely to E/M services. The new
codes are more than a clarification of the old definitions; they represent a new way of
classifying the work of practitioners. In particular, they involve far more clinical detail
than the old visit codes. For this reason, it is important to treat the new codes as a new
system and not make a one-for-one substitution of a new code number for a code
number previously used to report a level of service defined as "brief", "limited",
"intermediate”, etc.

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. For example, there are two subcategories of office visits (new patient
and established patient) and there are two subcategories of hospital visits (initial and
subsequent). The subcategories of E/M services are further classified into levels of E/M
services that are identified by specific codes. This classification is important because
the nature of practitioner work varies by type of service, place of service, and the
patient's status.

The basic format of the levels of E/M services is the same for most categories. First, a
unique code number is listed. Second, the place and/or type of service is specified, eg,
office consultation. Third, the content of the service is defined, eg, comprehensive
history and comprehensive examination. (See levels of E/M services following for
details on the content of E/M services.) Fourth, the nature of the presenting problem(s)
usually associated with a given level is described. Fifth, the time typically required to
provide the service is specified.
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DEFINITIONS OF COMMONLY USED E/M TERMS: Certain key words and phrases
are used throughout the E/M section. The following definitions are intended to reduce
the potential for differing interpretations and to increase the consistency of reporting.

NEW AND ESTABLISHED PATIENT: Solely for the purpose of distinguishing between
new and established patients, professional services are those face-to-face services
rendered by a physician and reported by a specific code. A new patient is one who has
not received any professional services from the practitioner or practitioners working in
the same specialty within the same group within the past three years.

An established patient is one who has received professional services from the
practitioner within the past three years.

In the instance where a practitioner is on call for or covering for another practitioner, the
patient's encounter will be classified as it would have been by the practitioner who is not
available.

No distinction is made between new and established patients in the emergency
department. E/M services in the emergency department category may be reported for
any new or established patient who presents for treatment in the emergency
department.

CHIEF COMPLAINT: A concise statement describing the symptom, problem, condition,
diagnosis or other factor that is the reason for the encounter, usually stated in the
patient's words.

CONCURRENT CARE: is the provision of similar services, eg, hospital visits, to the
same patient by more than one practitioner on the same day. When concurrent care is
provided, no special reporting is required. Modifier -75 has been deleted.

COUNSELING: Counseling is a discussion with a patient and/or family concerning one
or more of the following areas:

 diagnostic results, impressions, and/or recommended diagnostic studies;
* prognosis;

* risks and benefits of management (treatment) options;

* instructions for management (treatment) and/or follow-up;

» importance of compliance with chosen management (treatment)options;
* risk factor reduction; and

 patient and family education.

FAMILY HISTORY: A review of medical events in the patient's family that includes
significant information about:

* the health status or cause of death of parents, siblings, and children;
« specific diseases related to problems identified in the Chief Complaint or
History of the Present lliness, and/or System Review;
« diseases of family members which may be hereditary or place the patient at risk.
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HISTORY OF PRESENT ILLNESS: A chronological description of the development of
the patient's present illness from the first sign and/or symptom to the present. This
includes a description of location, quality, severity, timing, context, modifying factors
and associated signs and symptoms significantly related to the presenting problem(s).

NATURE OF PRESENTING PROBLEM: A presenting problem is a disease, condition,
illness, injury, symptom, sign, finding, complaint, or other reason for encounter, with or
without a diagnosis being established at the time of the encounter. The E/M codes
recognize five types of presenting problems that are defined as follows:

* Minimal - A problem that may not require the presence of the practitioner,
but service is provided under the practitioner's supervision.

 Self-limited or Minor - A problem that runs a definite and prescribed
course, is transient in nature and is not likely to permanently alter
health status OR has a good prognosis with management/compliance.

* Low severity - A problem where the risk of morbidity without treatment is
low; there is little to no risk of mortality without treatment; full
recovery without functional impairment is expected.

* Moderate severity - A problem where the risk of morbidity without
treatment is moderate; there is moderate risk of mortality without
treatment; uncertain prognosis OR increased probability of prolonged
functional impairment.

» High severity - A problem where the risk of morbidity without treatment is
high to extreme; there is a moderate to high risk of mortality without
treatment OR high probability of severe, prolonged functional impairment.

PAST HISTORY: A review of the patient's past experiences with illnesses, injuries, and
treatments that includes significant information about:

 prior major illnesses and injuries;

* prior operations;

* prior hospitalizations;

 current medications;

« allergies (eg, drug, food);

* age appropriate immunization status;
» age appropriate feeding/dietary status.
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SOCIAL HISTORY: An age appropriate review of past and current activities
that include significant information about:

* martial status and/or living arrangements;
* current employment;

» occupational history;

 use of drugs, alcohol, and tobacco;

* level of education;

» sexual history;

 other relevant social factors.

SYSTEM REVIEW (REVIEW OF SYSTEMS): An inventory of body systems obtained
through a series of questions seeking to identify signs and/or symptoms which the
patient may be experiencing or has experienced. The following elements of a system
review have been identified:

» Constitutional symptoms (fever, weight loss, etc.)
* Eyes

» Ears, Nose, Mouth, Throat

» Cardiovascular

* Respiratory

» Gastrointestinal

» Genitourinary

* Musculoskeletal

* Integumentary (skin and/or breast)
» Neurological

» Psychiatric

* Endocrine

» Hematologic/Lymphatic

* Allergic/Immunologic

The review of systems helps define the problem, clarify the differential diagnoses,
identify needed testing, or serves as baseline data on other systems that might be
affected by any possible management options.

TIME: The inclusion of time in the definitions of levels of E/M services has been implicit
in prior editions. The inclusion of time as an explicit factor beginning in 1992 is done to
assist practitioners in selecting the most appropriate level of E/M services. It should be
recognized that the specific times expressed in the visit code descriptors are averages,
and therefore represent a range of times which may be higher or lower depending on
actual clinical circumstances.

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 of time. Therefore, it is often difficult for practitioners to provide
accurate estimates of the time spent face-to-face with the patient.
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Intra-service times are defined as face-to-face time for office and other outpatient visits
and as unit/floor time for hospital or other inpatient visits. This distinction is necessary
because most of the work of typical office visits takes place during the face-to-face time
with the patient, while most of the work of typical hospital visits takes place during the
time spent on the patient's floor or unit.

Face-to-face time (eg. office and other outpatient visits, office consultations and all
psychiatry procedures): For coding purposes, face-to-face time for these services is
defined as only that time that the practitioner spends face-to-face with the patient and/or
family. This includes the time in which the practitioner performs such tasks as obtaining a
history, performing an examination, and counseling the patient.

Practitioners also spend time doing work before or after the face-to-face time with the
patient, performing such tasks as reviewing records and tests, arranging for further
services, and communicating further with other professionals and the patient through
written reports and telephone contact.

This non face-to-face time for office services - also called pre- and post-encounter time -
is not included in the time component described in the E/M codes. However, the pre-
and post face-to-face work associated with an encounter was included in calculating the
total work of typical services.

Thus, the face-to-face time associated with the services described by any E/M code is a
valid proxy for the total work done before, during, and after the visit.

Unit/floor time (hospital observation services, inpatient hospital care, initial and
follow-up hospital consultations, nursing facility): For reporting purposes,
intra-service time for these services is defined as unit/floor time, which includes the time
that the practitioner is present on the patient's hospital unit and at the bedside rendering
services for that patient. This includes the time in which the practitioner establishes
and/or reviews the patient's chart, examines the patient, writes notes and communicates
with other professionals and the patient's family.

In the hospital, pre- and post-time includes time spent off the patient's floor performing
such tasks as reviewing pathology and radiology findings in another part of the hospital.

This pre- and post-visit time is not included in the time component described in these
codes. However, the pre- and post-work performed during the time spent off the floor or
unit was included in calculating the total work of typical services.

Thus, the unit/floor time associated with the services described by any code is a valid
proxy for the total work done before, during, and after the visit.

LEVELS OF E/M SERVICES: Within each category or subcategory of E/M service, there
are three to five levels of E/M services available for reporting purposes. Levels of E/M
services are not interchangeable among the different categories or subcategories of
service. For example, the first level of E/M services in the subcategory of office visit, new
patient, does not have the same definition as the first level of E/M services in the
subcategory of office visit, established patient.
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The levels of E/M services include examinations, evaluations, treatments, conferences
with or concerning patients, preventive pediatric and adult health supervision, and
similar medical services such as the determination of the need and/or location for
appropriate care. Medical screening includes the history, examination, and medical
decision-making required to determine the need and/or location for appropriate care
and treatment of the patient (eg office and other outpatient setting, emergency
department, nursing facility, etc.). The levels of E/M services encompass the wide
variations in skill, effort, time, responsibility and medical knowledge required for the
prevention or diagnosis and treatment of illness or injury and the promotion of optimal
health.

The descriptors for the levels of E/M services recognize seven components, six of
which are used in defining the levels of E/M services. These components are: history;
examination; medical decision making; counseling; coordination of care; nature of
presenting problem; and time.

The first three of these components (history, examination and medical decision making)
are considered the key components in selecting a level of E/M services.

The next three components (counseling, coordination of care, and the nature of the
presenting problem) are considered contributory factors in the majority of encounters.
Although the first two of these contributory factors are important E/M services, it is not
required that these services be provided at every patient encounter. The final
component, time, has already been discussed in detail.

The actual performance of diagnostic tests/studies for which specific codes are
available is not included in the levels of E/M services. Practitioner performance of
diagnostic tests/studies for which specific codes are available should be reported
separately, in addition to the appropriate E/M code.

INSTRUCTIONS FOR SELECTING A LEVEL OF E/M SERVICE:
IDENTIFY THE CATEGORY AND SUBCATEGORY OF SERVICE: Select from the

categories and subcategories of codes available for reporting E/M services.
REVIEW THE REPORTING INSTRUCTIONS FOR THE SELECTED CATEGORY OR

SUBCATEGORY: Most of the categories and many of the subcategories of service
have special guidelines or instructions unique to that category or subcategory. Where
these are indicated, eg, "Hospital Care', special instructions will be presented
preceding the levels of E/M services.

REVIEW THE LEVEL OF E/M SERVICE DESCRIPTORS AND EXAMPLES IN THE

SELECTED CATEGORY OR SUBCATEGORY: The descriptors for the levels of E/M
services recognize seven components, six of which are used in defining the levels of
E/M services. These components are: history, examination, medical decision making,
counseling, coordination of care, nature of presenting problem, and time.

The first three of these components (ie, history, examination and medical decision
making) should be considered the key components in selecting the level of E/M
services. An exception to this rule is in the case of visits which consist predominantly of
counseling or coordination of care (See vii.C.).
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The nature of the presenting problem and time are provided in some levels to assist the
physician in determining the appropriate level of E/M service.

iv. DETERMINE THE EXTENT OF HISTORY OBTAINED: The levels of E/M services
recognize four types of history that are defined as follows:

» Problem Focused -- chief complaint; brief history of present illness or problem.

» Expanded Problem Focused -- chief complaint; brief history of present
illness; problem pertinent system review.

» Detailed -- chief complaint; extended history of present illness; problem
pertinent system review extended to include review of a limited number of
additional systems; pertinent past, family and/or social history directly
related to the patient's problems.

» Comprehensive -- chief complaint; extended history of present illness;
review of systems which is directly related to the problem(s) identified
in the history of the present iliness plus a review of all additional body
systems; complete past, family and social history.

The comprehensive history obtained as part of the preventive medicine
evaluation and management service is not problem-oriented and does not
involve a chief complaint of present iliness. It does, however, include
comprehensive system review and comprehensive or interval past, family and
social history as well as a comprehensive assessment/history of pertinent
risk factors.

DETERMINE THE EXTENT OF EXAMINATION PERFORMED: The levels of E/M
services recognize four types of examination that are defined as follows:

* Problem Focused -- a limited examination of the affected body area or
organ system.
» Expanded Problem Focused -- a limited examination of the affected body
area or organ system and other symptomatic or related organ system(s).
» Detailed -- an extended examination of the affected body area(s) and other
symptomatic or related organ system(s).
» Comprehensive -- a general multi-system examination or a complete
examination of a single organ system. Note: The comprehensive examination
performed as part of the preventive medicine evaluation and management
service is multi-system, but its extent is based on age and risk factors
identified.
For the purpose of these definitions, the following body areas are recognized: head,
including the face; neck; chest, including breasts and axilla; abdomen; genitalia, groin,
buttocks; back and each extremity.

For the purposes of these definitions, the following organ systems are recognized:
eyes; ears, nose, mouth and throat; cardiovascular; respiratory; gastrointestinal;
genitourinary; musculoskeletal; skin; neurologic; psychiatric;
hematologic/lymphatic/immunologic.
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Vi.

DETERMINE THE COMPLEXITY OF MEDICAL DECISION MAKING: Medical decision

making refers to the complexity of establishing a diagnosis and/or selecting a
management option as measured by:

the number of possible diagnoses and/or the number of management options
that must be considered;

the amount and/or complexity of medical records, diagnostic tests, and/or
other information that must be obtained, reviewed and analyzed; and

the risk of significant complications, morbidity and/or mortality, as well

as comorbidities, associated with the patient's presenting problem(s), the
diagnostic procedure(s) and/or the possible management options.

Four types of medical decision making are recognized: straightforward; low complexity;
moderate complexity; and, high complexity. To qualify for a given type of decision
making, two of the three elements in the table following must be met or exceeded:

Number of diagnoses | Amount and/or Risk of complications | Type of decision
or management complexity of data to | and/or morbidity or making

options be reviewed mortality

Minimal Minimal or None Minimal Straight Forward

Limited Limited Low Low Complexity

Multiple Moderate Moderate Moderate Complexity

Extensive Extensive High High Complexity

Comorbidities/underlying diseases, in and of themselves, are not considered in selecting a
level of E/M services unless their presence significantly increases the complexity of the
medical decision making.

Vii.

SELECT THE APPROPRIATE LEVEL OF E/M SERVICES BASED ON THE
FOLLOWING:

For the following categories/subcategories, ALL OF THE KEY COMPONENTS (ie,
history, examination, and medical decision making), must meet or exceed the stated
requirements to qualify for a particular level of E/M service: office, new patient;
hospital observation services; initial hospital care; office consultations; initial
consultations, other than office; confirmatory consultations; emergency department
services; comprehensive nursing facility assessments; domiciliary care, new patient;
and home, new patient.

For the following categories/subcategories, TWO OF THE THREE KEY
COMPONENTS (ie, history, examination, and medical decision making) must meet or
exceed the stated requirements to qualify for a particular level of E/M services: office,
established patient; subsequent hospital care; follow-up consultations, other than
office; subsequent nursing facility care; domiciliary care, established patient; and
home, established patient.

In the case where counseling and/or coordination of care dominates (more than 50%)
of the physician/patient and/or family encounter (face-to-face time in the office or other
outpatient setting or floor/unit time in the hospital or nursing facility), then time

Version 2006-1 (4/1/06) Page 17 of 529




Physician Fee Schedule

is considered the key or controlling factor to qualify for a particular level of E/M
services. This includes time spent with parties who have assumed responsibility for
the care of the patient or decision making whether or not they are family members
(eg, foster parents, person acting in locum parentis, legal guardian). The extent of
counseling and/or coordination of care must be documented in the medical record.

NOTE: CLINICAL EXAMPLES: Clinical examples of the codes for E/M services are
provided to assist practitioners in understanding the meaning of the descriptors and
selecting the correct code.

The same problem, when seen by physicians in different specialties, may involve
different amounts of work. Therefore, the appropriate level of encounter should be
reported using the descriptor rather than the examples.

SPECIALIST FEES: A specialist shall be paid a specialist's fee if the services
provided are within the field of his specialty, and only if he is registered with the New
York State Department of Health in a specialty recognized by that Department.
Specialists rendering primary care services as defined in Rule 1, may bill primary care
office visit codes as appropriate.

FAMILY PLANNING CARE: In accordance with approval received by the State
Director of the Budget, effective July 1, 1973 in the Medicaid Program, all family
planning services are to be reported on claims using appropriate MMIS code numbers
listed in this fee schedule in combination with modifier "-FP".

This reporting procedure will assure to New York State the higher level of federal
reimbursement which is available when family planning services are provided to
Medicaid patients (90% instead of 50% for other medical care). It will also provide the
means to document conformity with mandated federal requirements on provision of
family planning services.

BY REPORT: A service that is rarely provided, unusual, variable, or new may require
a special report in determining medical appropriateness of the service. Pertinent
information 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. Additional items which may be included are: complexity of symptoms, final
diagnosis, pertinent physical findings (such as size, locations, and number of lesion(s),
if appropriate), diagnostic and therapeutic procedures (including major supplementary
surgical procedures, if appropriate), concurrent problems, and follow-up care.

When the value of a procedure is to be determined "By Report” (BR), information
concerning the nature, extent and need for the procedure or service, the time, the skill
and the equipment necessary, is to be furnished. Appropriate documentation (eg,
operative report, procedure description, and/or itemized invoices) should accompany
all claims submitted.

Itemized invoices must document acquisition cost, the line item cost from a
manufacturer or wholesaler net of any rebates, discounts or other valuable
considerations.
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SEPARATE PROCEDURE: Certain of the listed procedures are commonly carried out
as an integral part of a total service, and as such do not warrant a separate charge.
When such a procedure is carried out as a separate entity, not immediately related to
other services, the indicated value for "Separate Procedure" is applicable.

MATERIALS SUPPLIED BY PHYSICIAN: Supplies and materials provided by the
physician, eg, sterile trays/drugs, over and above those usually included with the
procedure(s), office visit or other services rendered may be listed separately. List
drugs, trays, supplies and materials provided. Identify as 99070 or specific supply
code.

Reimbursement for supplies and materials (including drugs, vaccines and
immune globulins) furnished by practitioners to their patients is based on the
acquisition cost to the practitioner. For all items furnished in this fashion it is
expected that the practitioner will maintain auditable records of the actual
itemized invoice cost represented on the invoice. New York State Medicaid does
not intend to pay more than the acquisition cost, as established by invoice, to
the practitioner. Regardless of whether an invoice must be submitted to
Medicaid for payment, the practitioner is expected to limit his or her Medicaid
claim amount to the actual invoice cost of the item provided.

EVALUATION AND MANAGEMENT SERVICES (outpatient or inpatient):
Evaluation and management fees do not apply to preoperative consultations or
follow-up visits as designated in accordance with the surgical fees listed in the
SURGERY section of the State Medical Fee Schedule.

For additional information on the appropriate circumstances governing the billing of
the hospital visit procedure codes see PHYSICIAN SERVICES PROVIDED IN
HOSPITALS.

CRITICAL CARE: Represents extraordinary care by the attending physician in
personal attendance in the care of a medical emergency, both directing and personally
administering specific corrective measures after initial examination had determined the
nature of the ailment. See codes 99291, 99292. NOTE: Report Required for 99292.

PRIOR APPROVAL: Payment for those listed procedures where the MMIS code
number is underlined is dependent upon obtaining the approval of the Department of
Health prior to performance of the procedure. If such prior approval is not obtained, no
reimbursement will be made.

FEES: Listed fees are the maximum reimbursable Medicaid fees.
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MMIS MODIFIERS: MEDICINE SECTION

-24

-25

-26

-79

Unrelated Evaluation and Management Service by the Same Practitioner During a
Postoperative Period: The practitioner 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 the
modifier -24 to the appropriate level of E/M service. (Reimbursement will not exceed
100% of the maximum State Medical Fee Schedule amount.)

Significant, Separately ldentifiable Evaluation and Management Service by the Same
Practitioner on the Day of a Procedure: (Effective 10/1/92) The practitioner may need
to indicate that on the day a procedure or service identified by an MMIS code was
performed, the patient's condition required a significant, separately identifiable E/M
service above and beyond the usual preoperative and postoperative care associated
with the procedure that was performed. 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 maybe reported by adding the 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. (Reimbursement will not
exceed 100% of the maximum State Medical Fee Schedule amount.)

Professional Component: Certain procedures are a combination of a physician
component and a technical component. When the physician component is reported
separately, the service may be identified by adding the modifier -26 to the usual
procedure number. (Reimbursement will not exceed 40% of the maximum State
Medical Fee Schedule amount.)

Bilateral Procedure (Medicine): Unless otherwise identified in the listings, bilateral
medicine procedures that are performed at the same session, should be identified by
the appropriate five digit code describing the first procedure. To indicate a bilateral
procedure was done add modifier 50 to the procedure number.(Reimbursement will
not exceed 150% of the maximum State Medical Fee Schedule amount. One claim
line is to be illed representing the bilateral procedure. Amount billed should reflect
total amount due.)

Unrelated Procedure or Service bv the Same Practitioner During the Postoperative
Period: The practitioner 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 the modifier -79 to the usual procedure
number. (Reimbursement will not exceed 100% of the maximum State Medical Fee
Schedule amount.)

Clinical Social Worker: To report services of a Certified Social Worker (CSW) under
the direct supervision of an employing psychiatrist, modifier —AJ should be added to
the appropriate procedure code listed below. (Reimbursement will not exceed the
indicated amount.) 90804 ($13.50), 90806 ($27.00), 90846 ($7.20), 90847 ($7.20),
90849 ($7.20), 90853 ($7.20), 90857 ($7.20).
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-EP

-FP

-LT

-RT

-99

Child/Teen Health Program (EPSDT Program): Service provided as part of the
Medicaid Early Periodic Screening, Diagnosis and Treatment (EPSDT) Program or
Child/Teen Health Program will be identified by adding the modifier -EP to the usual
procedure number. (Reimbursement will not exceed 100% of the maximum State
Medical Fee Schedule amount.)

Service Provided as Part of Family Planning Program: All Family Planning Services
will be identified by adding the modifier -FP to the usual procedure code number.
(Reimbursement will not exceed 100% of the maximum State Medical Fee Schedule
amount.)

Left Side: (Used to identify procedures performed on the left side of the body.) Add
modifier —LT to the usual procedure code number. (Reimbursement will not exceed
100% of the maximum State Medical Fee Schedule amount. One claim line should
be billed.) (Use modifier —=50 when both sides done at same session)

Right Side: (Used to identify procedures performed on the right side of the body.)
Add modifier —RT to the usual procedure code number. (Reimbursement will not
exceed 100% of the maximum State Medical Fee Schedule amount. One claim line
should be billed.) (Use modifier =50 when both sides done at same session.)

State Supplied Vaccine: (Used to identify administration of vaccine supplied by the
Vaccine for Children's Program (VFC) for children under 19 years of age.) When
administering vaccine supplied by the state (VFC program), you must append
modifier —SL State Supplied Vaccine to the procedure code number representing the
vaccine administered. Omission of this modifier on claims for recipients under 19
years of age will cause your claim to deny. (Reimbursement will not exceed $17.85,
the administration fee for the VFC program.)

Multiple Modifiers: Under certain circumstances two 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.
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EVALUATION AND MANAGEMENT SERVICES

Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient's and/or family's needs.

OFFICE OR OTHER OUTPATIENT SERVICES

The following codes are used to report evaluation and management services provided in the
practitioners office or in an outpatient or other ambulatory facility. A patient is considered
an outpatient until inpatient admission to a health care facility occurs. When claiming for
Evaluation and Management procedure codes 99201-99205 and 99211-99215 Office or Other
Outpatient Services, report the place of service code that represents the location where the
service was rendered in claim form field 24B Place of Service. The maximum reimbursable
amount for these codes is dependent on the Place of Service reported.

For Evaluation and Management services rendered in the practitioners private office, report
place of service "11". The Maximum Fee for Office Evaluation and Management services is
$30.00. For services rendered in a Hospital Outpatient setting report place of service "22". For
the Maximum Fee for codes 99201-99205 and 99211-99215 in a Hospital Outpatient setting
see pages 62 - 109.

For services provided by practitioners in the Emergency Department, see 99281-99285. For
services provided to hospital inpatients, see Hospital Services 99221-99239.

To report services provided to a patient who is admitted to a hospital or nursing facility in the
course of an encounter in the office or other ambulatory facility, see the notes for initial hospital
inpatient care or comprehensive nursing facility assessments.

For observation care, see 99217-99220.

For observation or inpatient care services (including admission and discharge services), see
99234-99236.

NEW PATIENT

99201  Office or other outpatient visit for the evaluation and management of a new
patient, which requires these three key components: a problem focused
history, a problem focused examination, and straightforward medical decision
making.

Usually, the presenting problem(s) are self limited or minor. Practitioners
typically spend 10 minutes face-to-face with the patient and/or family.

For example:

Office or other outpatient visit with a 65-year-old male for reassurance about an

isolated seborrheic keratosis on the upper back.
continued
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99202

99203

Office visit with a 10-year-old male with severe rash and itching for the past 24
hours, positive history for contact with poison oak 48 hours prior to the visit.

Office visit with an out-of-town visitor who needs a prescription refilled because she
forgot her hay fever medication.

Office visit to advise for or against the removal of wisdom teeth, 18-year-old male
referred by an orthodontist.

Visit with 9-month-old female with diaper rash.

Initial office visit with 5-year-old female to remove sutures from simple wound,
placed by another physician.

Office or other outpatient visit for the evaluation and management of a new patient,
which requiresthese three key components: an expanded problem focused history,
an expanded problem focused examination, and straightforward medical decision
making.

Usually, the presenting problem(s) are of low to moderate severity. Practitioners
typically spend 20 minutes face-to-face with the patient and/or family.
For example:

Initial office visit, 16-year-old male with severe cystic acne, new patient.
Initial evaluation and management of recurrent urinary infection in female.

Initial office evaluation for gradual hearing loss, 58-year-old male, history and
physical examination, with interpretation of complete audiogram, air bone, etc.

Initial office visit with 10-year-old girl with history of chronic otitis media and a
draining ear.

Office or other outpatient visit for the evaluation and management of a new patient,
which requires these three key components: a detailed history, a detailed
examination, and medical decision making of low complexity.

Usually, the presenting problem(s) are of moderate severity. Practitioners typically
spend 30 minutes face-to-face with the patient and/or family.
For example:

Office visit for initial evaluation of a 48-year-old man with recurrent low back pain
radiating to the leg.

Initial office evaluation of 49-year-old male with nasal obstruction. Detailed exam
with topical anesthesia.

Initial office evaluation for diagnosis and management of painless gross hematuria in
new patient, without cystoscopy.

Initial office visit for evaluation of 13-year-old female with progressive scoliosis.

Initial office visit with couple for counseling concerning voluntary vasectomy for
sterility. Spent 30 minutes discussing procedure, risks and benefits, and answering
guestions.
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99204

99205

Office or other outpatient visit for the evaluation and management of a new patient,
which requires these three key components: a comprehensive history, a
comprehensive examination, and medical decision making of moderate complexity.

Usually, the presenting problem(s) are of moderate to high severity. Practitioners
typically spend 45 minutes face-to-face with the patient and/or family.

For example:
Office visit for initial evaluation of a 63-year-old male with chest pain on exertion.
Initial office visit of a 50-year-old female with progressive solid food dysphagia.

Initial office evaluation of a 70-year-old patient with recent onset of episodic
confusion.

Initial office visit for 7-year-old female with juvenile diabetes mellitus, new to area,
past history of hospitalization times three.

Initial office evaluation of 70-year-old female with polyarthralgia.

Initial office evaluation of 50-year-old male with an aortic aneurysm with respect to
recommendation for surgery.

Office or other outpatient visit for the evaluation and management of a new patient
which requires these three key components: a comprehensive history, a
comprehensive examination, and medical decision making of high complexity.

Usually, the presenting problem(s) are of moderate to high severity. Practitioners
typically spend 60 minutes face-to-face with the patient and/or family.

For example:

Initial office evaluation of a 65-year-old female with exertional chest pain, intermittent
claudication, syncope and a murmur of aortic stenosis.

Initial office evaluation and management of patient with systemic vasculitis and
compromised circulation to the limbs.

Initial office visit for a 73-year-old male with an unexplained 20-pound weight loss.

Initial office visit for a 24-year-old homosexual male who has a fever, a cough, and
shortness of breath.

Initial office evaluation, patient with systemic lupus erythematous, fever, seizures
and profound thrombocytopenia.

Initial outpatient evaluation of a 69-year-old male with severe chronic obstructive
pulmonary disease, congestive heart failure, and hypertension.
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ESTABLISHED PATIENT

The following codes are used to report the evaluation and management services provided to
established patients who present for follow-up and/or periodic reevaluation of problems or for
the evaluation and management of new problem(s) in established patients.

99211

99212

Office or other outpatient visit for the evaluation and management of an established
patient, that may not require the presence of a physician.

Usually, the presenting problem(s) are minimal. Typically, 5 minutes are spent
performing or supervising these services.

For example:

Office visit with 19-year-old male, established patient, for supervised urine drug
screen.

Office visit with 31-year-old female, established patient, for return to work certificate.

Office visit with 12-year-old male, established patient, for cursory check of
hematoma one day after venipuncture.

Office or other outpatient visit for the evaluation and management of an established
patient, which requires at least two of these three key components: a problem
focused history, a problem focused examination, and/or straightforward medical
decision making.

Usually, the presenting problem(s) are self limited or minor. Practitioners typically
spend 10 minutes face-to-face with the patient and/or family.

For example:
Office visit, established patient, 6-year-old child with sore throat and headache.
Office visit, sore throat, fever and fatigue in 19-year-old college student.

Office evaluation for possible purulent bacterial conjunctivitis with 1-2 day history of
redness and discharge, 16-year-old female patient.

Office visit with 33-year-old female, established patient, recently started on treatment
for hemorrhodial complaints, for reevaluation.

Office visit with 65-year-old female, established patient, returns for 3-week follow-up
for resolving severe ankle sprain.

Office visit with 36-year-old male, established patient, for follow-up on effectiveness
of medical management of oral candidiasis.
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99213

99214

Office or other outpatient visit for the evaluation and management of an established
patient, which requires at least two of these three key components: an expanded
problem focused history, an expanded problem focused examination, and/or
medical decision making of low complexity.

Usually, the presenting problem(s) are of low to moderate severity. Practitioners
typically spend 15 minutes face-to-face with the patient and/or family.

For example:

Follow-up visit with 55-year-old male for management of hypertension, mild fatigue,
on beta blocker/thiazide regimen.

Follow-up office visit for an established patient with stable cirrhosis of the liver.

Office visit with 31-year-old male, established patient, who is 3 years post total
colectomy for chronic ulcerative colitis, presents for increased irritation at his stoma.

Routine, follow-up office evaluation at a three-month interval for a 77-year-old
female with nodular small cleaved-cell lymphoma.

Follow-up visit for a 70-year-old diabetic hypertensive patient with recent change in
insulin requirement.

Quarterly follow-up office visit for a 45-year-old male, with stable chronic asthma, on
steroid and bronchodilator therapy.

Office visit with 80-year-old female established patient, for follow-up osteoporosis,
status post compression fractures.

Office or other outpatient visit for the evaluation and management of an established
patient, which requires at least two of these three key components: a detailed
history, a detailed examination, and/or medical decision making of moderate
complexity.

Usually, the presenting problem(s) are of moderate to high severity. Practitioners
typically spend 25 minutes face-to-face with the patient and/or family.
For example:

Office visit for a 68-year-old male with stable angina, two months post myocardial
infarction, who is not tolerating one of his medications.

Office evaluation of 28-year-old patient with regional enteritis, diarrhea and low
grade fever, established patient.

Weekly office visit for 5FU therapy for an ambulatory established patient with
metastatic colon cancer and increasing shortness of breath.

Office visit with 50-year-old female, established patient, diabetic, blood sugar
controlled by diet. She now complains of frequency of urination and weight loss,
blood sugar of 320 and negative ketones on dipstick.
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99215

Follow-up office visit for a 60-year-old male whose post-traumatic seizures have
disappeared on medication, and who now raises the question of stopping the
medication.

Follow-up office visit for a 45-year-old patient with rheumatoid arthritis on gold,
methotrexate, or immuno-suppressive therapy.

Office evaluation on new onset RLQ pain in a 32-year-old woman, established
patient.

Office visit with 63-year-old female, established patient, with familial polyposis, after
a previous colectomy and sphincter sparing procedure, now with tenesmus, mucus,
and increased stool frequency.

Office or other outpatient visit for the evaluation and management of an established
patient, which requires at least two of these three key components: a
comprehensive history, a comprehensive examination, and/or medical decision
making of high complexity.

Usually, the presenting problem(s) are of moderate to high severity. Practitioners
typically spend 40 minutes face-to-face with the patient and/or family.
For example:

Office visit with 30-year-old male, established patient for 3 month history of fatigue,
weight loss, intermittent fever, and presenting with diffuse adenopathy and
splenomegaly.

Office evaluation and discussion of treatment options for a 68-year-old male with
biopsy-proven rectal carcinoma.

Office visit for restaging of an established patient with new lymphadenopathy one
year post therapy for lymphoma.

Follow-up office visit for a 65-year-old male with a fever of recent onset while on
outpatient antibiotic therapy for endocarditis.

Office visit for evaluation of recent onset syncopal attacks in a 70-year-old woman,
established patient.

Follow-up office visit for a 75-year-old patient with ALS (amyotrophic lateral
sclerosis), who is no longer able to swallow.

Follow-up visit, 40-year-old mother of 3, with acute rheumatoid arthritis, anatomical
Stage 3, ARA function Class 3 rheumatoid arthritis, and deteriorating function.
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HOSPITAL OBSERVATION SERVICES

The following codes are used to report evaluation and management services provided to
patients designated/admitted as "observation status” in a hospital. It is not necessary that
the patient be located in an observation area designated by the hospital. If such an area
does exist in a hospital (as a separate unit in the hospital, in the emergency department,
etc.), these codes are to be utilized if the patient is placed in such an area.

Typical times have not yet been established for this category of services.

OBSERVATION CARE DISCHARGE SERVICES

Observation care discharge of a patient from "observation status” includes final examination
of the patient, discussion of the hospital stay, instructions for continuing care, and
preparation of discharge records. For observation or inpatient hospital care including the
admission and discharge of the patient on the same date, see codes 99234-99236 as
appropriate.

99217 Observation care discharge day management (This code is to be utilized by the
practitioner to report all  services provided to a patient on discharge from
"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 (99234-99236))

INITIAL OBSERVATION CARE - NEW OR ESTABLISHED PATIENT

The following codes are used to report the encounter(s) by the supervising practitioner with
the patient when designated as "observation status." This refers to the initiation of
observation status, supervision of the care plan for observation and performance of periodic
reassessments. For observation encounters by other physicians, see Inpatient Consultation
codes (99251-99255).

To report services provided to a patient who is admitted to the hospital after receiving
hospital observation care services on the same date, see the notes for initial hospital
inpatient care. For a patient admitted to the hospital on a date subsequent to the date of
observation status, the hospital admission would be reported with the appropriate initial
hospital care codes (99221-99223). For a patient admitted and discharged from observation
or inpatient status on the same date, the services should be reported with codes 99234-
99236 as appropriate. Do not report observation discharge (99217) in conjunction with the
hospital admission.

When "observation status" is initiated in the course of an encounter in another site of service
(e.g., hospital emergency department, physician's office, nursing facility) all evaluation and
management services provided by the supervising physician in conjunction with initiating
"observation status" are considered part of the initial observation care when performed on
the same date. The observation care level of service reported by the supervising physician
should include the services related to initiating "observation status" provided in the other
sites of service as well as in the observation setting. Evaluation and Management services
on the same date provided in sites that are related to initiating "observation status" should
NOT be reported separately.
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These codes may not be utilized for post-operative recovery if the procedure is considered a
part of the surgical "package". These codes apply to all Evaluation and Management
services that are provided on the same date of initiating "observation status."

99218 Initial observation care, per day, for the evaluation and management of a patient
which requires these three key components: a detailed or comprehensive history, a
detailed or comprehensive examination and medical decision making that is
straightforward or of low complexity.

Usually the problem(s) requiring admission to "observation status" are of low
severity.

99219 Initial observation care, per day, for the evaluation and management of a patient,
which requires these three key components: a comprehensive history, a
comprehensive examination, and medical decision making of moderate complexity.

Usually, the problem(s) requiring admission to "observation status” are of moderate
severity.

99220 Initial observation care, per day, for the evaluation and management of a patient,
which requires these three key components: a comprehensive history, a
comprehensive examination, and medical decision making of high complexity.

Usually, the problem(s) requiring admission to "observation status" are of high
severity.

HOSPITAL INPATIENT SERVICES

The following codes are used to report evaluation and management services provided to
HOSPITAL INPATIENTS. For Hospital Observation Services, see 99218-99220. For a
patient admitted and discharged from observation or inpatient status on the same date, the
services should be reported with codes 99234-99236 as appropriate. For services rendered
in a hospital outpatient setting, see procedure codes 99201-99215 Office or Other Outpatient
Services.

INITIAL HOSPITAL CARE - NEW OR ESTABLISHED PATIENT

The following codes are used to report the first hospital inpatient encounter with the patient
by the admitting practitioner. For initial inpatient encounters by practitioners other than the
admitting practitioner, see initial inpatient consultation codes (99251-99255) or subsequent
hospital care codes (99231-99233) as appropriate.

99221 Initial hospital care, per day, for the evaluation and management of a patient which
requires these three key components: a detailed or comprehensive history, a detailed
or comprehensive examination, and medical decision making that is straightforward
or of low complexity.

Usually, the problem(s) requiring admission are of low severity. Practitioners typically
spend 30 minutes at the bedside and on the patient's hospital floor or unit.

Version 2006-1 (4/1/06) Page 29 of 529



Physician Fee Schedule

99222

99223

For example:

Hospital admission, examination, and initiation of treatment program for a
67-year-old male with an uncomplicated pneumonia who requires IV antibiotic
therapy.

Hospital admission for a 12-year-old with a laceration of the upper eyelid involving
the lid margin and superior canaliculus, admitted prior to surgery for IV antibiotic
therapy.

Hospital admission for an 18-month-old child with 10 percent dehydration.

Hospital admission for a 32-year-old female with severe flank pain, hematuria and
presumed diagnosis of ureteral calculus as determined by ED (Emergency
Department) physician.

Initial hospital care, per day, for the evaluation and management of a patient, which
requires these three key components: a comprehensive history, a comprehensive
examination, and medical decision making of moderate complexity.

Usually, the problem(s) requiring admission are of moderate severity. Practitioners
typically spend 50 minutes at the bedside and on the patient's hospital floor or unit.

For example:

Hospital admission, young adult patient, failed previous therapy and now presents in
acute asthmatic attack.

Hospital admission for a 50-year-old with left lower quadrant abdominal pain and
increased temperature, but without septic picture.

Hospital admission of a 62-year-old smoker, established patient, with bronchitis in
acute respiratory distress.

Hospital admission, examination, and initiation of treatment program for a
66-year-old chronic hemodialysis patient with fever and a new pulmonary infiltrate.

Hospital admission, examination, and initiation of a treatment program for a
65-year-old female with new onset of right-sided paralysis and aphasia.

Hospital admission for a 3-year-old with high temperature, limp and painful hip
motion of 18 hours duration.

Initial hospital care, per day, for the evaluation and management of a patient, which
requires these three key components: a comprehensive history, a comprehensive
examination, and medical decision making of high complexity.

Usually, the problem(s) requiring admission are of high severity. Practitioners
typically spend 70 minutes at the bedside and on the patient's hospital floor or unit.

For example:

Hospital admission, examination, and initiation of a treatment program for a
previously unknown 58-year-old male who presents with acute chest pain.
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Hospital admission for a 78-year-old female with left lower lobe pneumonia and a
history of coronary artery disease, congestive heart failure, osteoarthritis and gout.

Hospital admission, examination, and initiation of induction chemotherapy for a
42-year-old patient with newly diagnosed acute myelogenous leukemia.

Hospital admission, examination, and initiation of treatment program for a
65-year-old immuno-suppressed male with confusion, a fever, and a headache.

Hospital admission following a motor vehicle accident for a 24-year-old male with
fracture dislocation of C5-6; neurologically intact.

Hospital admission for a 9-year-old with vomiting, dehydration, fever, tachypnea and
an admitting diagnosis of diabetic ketoacidosis.

SUBSEQUENT HOSPITAL CARE

All levels of subsequent hospital care include reviewing the medical record and reviewing
the results of diagnostic studies and changes in the patient's status, (i.e., changes in history,
physical condition and response to management) since the last assessment by the
practitioner.

99231

Subsequent hospital care, per day, for the evaluation and management of a patient,
which requires at least two of these three key components: a problem focused
interval history, a problem focused examination, and/or medical decision making
that is straightforward or of low complexity.

Usually, the patient is stable, recovering or improving. Practitioners typically spend
15 minutes at the bedside and on the patient's hospital floor or unit.

For example:

Follow-up hospital visit for a 50-year-old male with uncomplicated myocardial
infraction who is clinically stable and without chest pain.

Follow-up hospital visit for now stable 33-year-old male, status post lower
gastrointestinal bleeding.

Follow-up hospital visit for a stable 72-year-old lung cancer patient undergoing a
five day course of infusion chemotherapy.

Follow-up visit on third day of hospitalization for a 60-year-old female recovering
from an uncomplicated pneumonia.

Follow-up hospital visit, two days post admission for a 65-year-old male with a CVA
(cerebral vascular accident) and left hemiparesis, who is clinically stable.

Follow-up hospital visit for a 3-year-old patient in traction for a congenital dislocation
of the hip.
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99232

99233

Subsequent hospital care, per day, for the evaluation and management of a patient,
which requires at least two of these three key components: an expanded problem
focused interval history, an expanded problem focused examination, and/or medical
decision making of moderate complexity. Usually, the patient is responding
inadequately to therapy or has developed a minor complication. Practitioners
typically spend 25 minutes at the bedside and on the patient's hospital floor or unit

For example:

Follow-up hospital visit for a 54-year-old patient, post Ml (myocardial infraction),
who is out of the CCU (coronary care unit) but is now having frequent premature
ventricular contractions on telemetry.

Follow-up hospital visit for 81-year-old male with abdominal distention, nausea, and
vomiting.

Follow-up hospital visit for a patient with neutropenia, a fever responding to
antibiotics and continued slow gastrointestinal bleeding on platelet support.

Follow-up hospital care for a 62-year-old female with congestive heart failure, who
remains dyspneic, and febrile.

Follow-up hospital visit for a 50-year-old male admitted two days ago for sub-acute
renal allograft rejection.

Follow-up hospital visit for a 73-year-old female with recently diagnosed lung
cancer, who complains of unsteady gait.

Follow-up hospital visit for a 35-year-old drug addict, not responding to initial
antibiotic therapy for pyelonephritis.

Subsequent hospital care, per day, for the evaluation and management of a patient,
which requires at least two of these three key components: a detailed interval
history, a detailed examination, and/or medical decision making of high complexity.

Usually, the patient is unstable or has developed a significant complication or a
significant new problem. Practitioners typically spend 35 minutes at the bedside and
on the patient's hospital floor or unit.

For example:

Follow-up hospital visit for a 60-year-old female, 4 days post uncomplicated inferior
myocardial infarction who has developed severe chest pain, dyspnea, diaphoressis
and nausea.

Subsequent hospital visit for a 65-year-old female post-op resection of abdominal
aortic aneurysm, with suspected ischemic bowel.

Follow-up hospital visit for a patient with AML (acute myelogenous leukemia), fever,
elevated white count and uric acid, undergoing induction chemotherapy.

Follow-up hospital visit for a 60-year old female with persistent leukocytosis and a
fever seven days after a sigmoid colon resection for carcinoma

Follow-up hospital visit for a 38-year-old quadriplegic male with acute autonomic
hyperreflexia, who is not responsive to initial care.

Follow-up hospital visit for a chronic renal failure patient on dialysis, who develops
chest pain, shortness of breath and new onset of pericardial friction rub.
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OBSERVATION OR INPATIENT CARE SERVICES (INCLUDING ADMISSION AND
DISCHARGE SERVICES)

The following codes are used to report observation or inpatient hospital care services
provided to patients admitted and discharged on the same date of service. When a patient is
admitted to the hospital from observation status on the same date, the physician should
report only the initial hospital care code. The initial hospital care code reported by the
admitting physician should include the services related to the observation status services
he/she provided on the same date of inpatient admission.

When “observation status” is initiated in the course of an encounter in another site of service
(e.g., hospital emergency department, physician’s office, nursing facility) all evaluation and
management services provided by the supervising physician in conjunction with initiating
“observation status” are considered part of the initial observation care when performed on
the same date. The observation care level of service should include the services related to
initiating “observation status” provided in the other sites of service as well as in the
observation setting when provided by the same practitioner.

For patients admitted to observation or inpatient care and discharged on a different date, see
codes 99218-99220 and 99217, or 99221-99223 and 99238-99239.

Counseling and/or coordination of care with other providers or agencies are provided
consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually
the presenting problems requiring admission are of low severity.

99234 Observation or inpatient hospital care, for the evaluation and management of a
patient including admission and discharge on the same date which requires these
three key components: a detailed or comprehensive history; a detailed or
comprehensive examination; and medical decision making that is straightforward or
of low complexity.

Usually the presenting problem(s) requiring admission are of low severity.

99235 Observation or inpatient hospital care, for the evaluation and management of a
patient including admission and discharge on the same date which requires these
three key components: a comprehensive history; a comprehensive examination; and
medical decision making of moderate complexity.

Usually the presenting problem(s) requiring admission are of moderate severity.

99236  Observation or inpatient hospital care, for the evaluation and management of a
patient including admission and discharge on the same date which requires these
three key components: a comprehensive history; a comprehensive examination;
and medical decision making of high complexity.

Usually the presenting problem(s) requiring admission are of high severity.
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HOSPITAL DISCHARGE SERVICES

The hospital discharge day management codes are to be used to report the total duration of
time spent by a practitioner for final hospital discharge of a patient. The codes include, as
appropriate, final examination of the patient, discussion of the hospital stay, even if the time
spent by the practitioner on that date is not continuous, instructions for continuing care to all
relevant caregivers, and preparation of discharge records, prescriptions and referral forms.
For a patient admitted and discharged from observation or inpatient status on the same
date, the services should be reported with codes 99234-99236 as appropriate.

99238 Hospital discharge day management; 30 minutes or less
99239 more than 30 minutes

(These codes are to be utilized by the practitioner to report all services provided to a patient
on the date of discharge, if other than the initial date of inpatient status. To report services to
a patient who is admitted as an inpatient, and discharged on the same date, see codes
99234-99236 for observation or inpatient hospital care including the admission and
discharge of the patient on the same date. To report concurrent care services provided by a
practitioner(s) other than the attending practitioner, use subsequent hospital care codes
(99231-99233) on the day of discharge.)

(For Observation Care Discharge, use 99217)

(For discharge services provided to newborns admitted and discharged on the same date,
see 99435)

(For Nursing Facility Care Discharge, see 99315, 99316)
(For observation or inpatient hospital care including the admission and discharge of the
patient on the same date, see 99234-99236)

CONSULTATIONS (BY SPECIALISTS)

A consultation is a type of 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.

A physician consultant may initiate diagnostic and/or therapeutic services at the same or
subsequent visit.

The request for a consultation from the attending physician or other appropriate source and
the need for consultation must be documented in the patient's medical record. The
consultant's opinion and any services that were ordered or performed must also be
documented in the patient's medical record and communicated by written report to the
requesting physician or other appropriate source.

A "consultation” initiated by a patient and/or family is not reported using the consultation
codes, but may be reported using the codes for visits, as appropriate.

Any specifically identifiable procedure (i.e., identified with a specific procedure code)
performed on or subsequent to the date of the initial consultation should be reported
separately.
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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 consultation codes should
not be used. In the hospital setting, the consulting physician should use the appropriate
initial hospital care code for the initial encounter and subsequent hospital care codes (not
follow-up consultation codes). In the office setting, the appropriate established patient code
should be used.

There are two subcategories of consultations: office and initial inpatient consultation (other
than office), See each subcategory for specific reporting instructions.

OFFICE OR OTHER OUTPATIENT CONSULTATION - NEW OR ESTABLISHED PATIENT

The following codes are used to report consultations provided in the physician's office or in
an outpatient or other ambulatory facility, including hospital observation services,
home services, domiciliary, rest home, custodial care, or emergency department (see
consultation definition, above). When reporting procedure codes 99241-99245 with a
place of service office, reimbursement will not exceed 120% of the Maximum State Medical
Fee Schedule amount. Follow-up visits in the consultant's office or other outpatient facility
that are initiated by the physician consultant are reported using office visit codes for
established patients (99211-99215). If an additional request for an opinion or advice
regarding the same or a new problem is received from the attending physician and
documented in the medical record, the office consultation codes may be used again.

Follow-up visits in the consultant's office that are initiated by the physician consultant are
reported using office visit codes for established patients (99211-99215). If an additional
request for an opinion or advice regarding the same or a new problem is received from the
attending physician or other appropriate source and documented in the medical record, the
office consultation codes may be used again.

99241 Office or other outpatient consultation for a new or established patient, which
requires these three key components: a problem focused history, a problem focused
examination, and straightforward medical decision making.

Usually, the presenting problem(s) are self limited or minor. Physicians typically
spend 15 minutes face-to-face with the patient and/or family.

For example:

Office consultation with 25-year-old postpartum female with severe symptomatic
hemorrhoids.

Office consultation with 58-year-old male, referred for follow-up creatinine level and
evaluation of obstructive uropathy, relieved two months ago.
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99242

99243

99244

Office or other outpatient consultation for a new or established patient, which
requires these three key components: an expanded problem focused history, an
expanded problem focused examination, and straightforward medical decision
making.

Usually, the presenting problem(s) are of low severity. Physicians typically spend 30
minutes face-to-face with the patient and/or family.

For example:

Office consultation for management of systolic hypertension in a 70-year-old male
scheduled for elective prostate resection.

Office consultation with 66-year-old female with wrist and hand pain, and finger
numbness, secondary to suspected carpal tunnel syndrome.

Office consultation with 27-year-old female, with old amputation, for evaluation of
existing above knee prosthesis.

Office or other outpatient consultation for a new or established patient, which
requires these three key components: a detailed history, a detailed examination, and
medical decision making of low complexity.

Usually, the presenting problem(s) are of moderate severity. Physicians typically
spend 40 minutes face-to-face with the patient and/or family.

For example:
Initial office consultation for a 65-year-old female with persistent bronchitis.

Initial office consultation for a 65-year-old man with chronic low-back pain radiating
to the leg.

Office or other outpatient consultation for a new or established patient, which
requires these three key components: a comprehensive history, a comprehensive
examination, and medical decision making of moderate complexity.

Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 60 minutes face-to-face with the patient and/or family.

For example:

Office consultation with 38-year-old female, with inflammatory bowel disease, who
now presents with right lower quadrant pain and suspected intra-abdominal
abscess.

Initial office consultation for discussion of treatment options for a 40-year-old female
with a two-centimeter adenocarcinoma of the breast.

Initial office consultation with 72-year-old male with esophageal carcinoma,
symptoms of dysphagia and reflux.
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99245

Office or other outpatient consultation for a new or established patient, which
requires these three key components: a comprehensive history, a comprehensive
examination, and medical decision making of high complexity.

Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 80 minutes face-to-face with the patient and/or family.

For example:

Office consultation for a 23-year-old female with State Il A Hodgkin's disease with
positive supraclavicular and mediastinal nodes.

INITIAL INPATIENT CONSULTATIONS - NEW OR ESTABLISHED PATIENT

The following codes are used to report physician consultations provided to hospital
inpatients, residents of nursing facility, or patients in a partial hospital setting. Only one initial
consultation should be reported by a consultant per admission.

99251

99252

99253

Initial inpatient consultation for a new or established patient, which requires these
three key components: a problem focused history, a problem focused examination,
and straightforward medical decision making.

Usually, the presenting problem(s) are self limited or minor. Physicians typically
spend 20 minutes at the bedside and on the patient's hospital floor or unit.

For example:

Initial hospital consultation for a 30-year-old female complaining of vaginal itching,
post orthopaedic surgery.

Initial inpatient consultation for a new or established patient, which requires these
three key components: an expanded problem focused history, an expanded
problem focused examination, and straightforward medical decision making.

Usually, the presenting problem(s) are of low severity. Physicians typically spend 40
minutes at the bedside and on the patient's hospital floor or unit.

For example:

Hospital consultation for possible drug eruption in 50-year-old male.

Preoperative hospital consultation for evaluation of hypertension in a 60-year-old
male who will undergo a cholecystectomy. Patient had a normal annual check-up in
your office four months ago.

Initial hospital consultation for recommendation of antibiotic prophylaxis for a patient
with a synthetic heart valve who will undergo urologic surgery.

Initial inpatient consultation for a new or established patient, which requires these
three key components: a detailed history, a detailed examination, and medical
decision making of low complexity.

Usually, the presenting problem(s) are of moderate severity. Physicians typically
spend 55 minutes at the bedside and on the patient's hospital floor or unit.

Version 2006-1 (4/1/06) Page 37 of 529



Physician Fee Schedule

99254

99255

For example:

Initial hospital consultation for a 57-year-old male, post lower endoscopy, for
evaluation of abdominal pain and fever.

Hospital consultation for diagnosis/management of fever following abdominal
surgery.

Initial hospital consultation for rehabilitation of a 73-year-old female one week after
surgical management of a hip fracture.

Initial hospital consultation for a 35-year-old female with a fever and pulmonary
infiltrate following cesarean section.

Initial inpatient consultation for a new or established patient, which requires these
three key components: a comprehensive history, a comprehensive examination,
and medical decision making of moderate complexity.

Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 80 minutes at the bedside and on the patient's hospital floor or unit.

For example:

Evaluation of 63-year-old in the ICU with diabetes and chronic renal failure who
develops acute respiratory distress syndrome 36 hours after a mitral valve
replacement.

Emergency hospital consultation for possible bowel obstruction in a 72-year-old
patient.

Initial hospital consultation for a 66-year-old female with enlarged supraclavicular
lymph nodes, found on biopsy to be malignant.

Initial hospital consultation for evaluation of a 71-year-old male with hyponatremia
(serum sodium 114) who was admitted to the hospital with pneumonia.

Initial hospital consultation for a 43-year-old female for evaluation of sudden painful
visual loss, optic neuritis and episodic paresthesia.

Consultation in hospital for 35-year-old female with fever, swollen joints, and rash of
one week duration.

Initial inpatient consultation for a new or established patient, which requires these
three key components: a comprehensive history, a comprehensive examination, and
medical decision making of high complexity.

Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 110 minutes at the bedside and on the patient's hospital floor or unit.

For example:

Initial hospital consultation in the ICU for a 70-year-old male who experienced a
cardiac arrest during surgery and was resuscitated.
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Initial consultation in the ICU for a 51-year-old patient who is on a ventilator and has
a fever two weeks after a renal transplantation.

Initial hospital consultation for a patient with severe pancreatitis complicated by
respiratory insufficiency, acute renal failure and abscess formation.

Initial evaluation and formulation of plan for management of multiple trauma patient
with complex pelvic fracture, 35-year-old male.

Initial hospital consultation for a 70-year-old cirrhotic male admitted with ascites,
jaundice, encephalopathy, and massive hematemesis.

Initial hospital consultation for a 50-year-old male with a history of previous
myocardial infarction, now with acute pulmonary edema and hypotension.

EMERGENCY. DEPARTMENTSERVICES - NEW OR ESTABLISHED PATIENT

The following codes are used to report evaluation and management services provided in the
emergency department. No distinction is made between new and established patients in the
emergency department.

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.

For critical care services provided in the Emergency Department, see critical care notes and
99291-99292.

For evaluation and management services provided to a patient in an observation area of a
hospital, see 99217-99220.

For observation or inpatient care services (including admission and discharge services), see
99234-99236.

99281 Emergency department visit for the evaluation and management of a patient, which
requires these three key components: a problem focused history, a problem focused
examination, and straightforward medical decision making.

Usually, the presenting problem(s) are self limited or minor.
For example:

Emergency department visit for a patient for removal of sutures from a well-healed,
uncomplicated laceration.

Emergency department visit for a patient for tetanus toxoid immunization.
Emergency department visit for a patient with several uncomplicated insect bites.
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99282

99283

Emergency department visit for the evaluation and management of a patient, which
requires these three key components: an expanded problem focused history, an
expanded problem focused examination, and medical decision making of low
complexity.

Usually, the presenting problem(s) are of low to moderate severity.
For example:

Emergency department visit for a 20-year-old student who presents with a painful
sunburn with blister formation on the back.

Emergency department visit for a patient with a minor traumatic injury of an
extremity with localized pain, swelling, and bruising.

Emergency department visit for a child presenting with impetigo localized to the
face.

Emergency department visit for an otherwise healthy patient whose chief complaint
is a red, swollen cystic lesion on his/her back.

Emergency department visit for a young adult patient with infected sclera and
purulent discharge from both eyes without pain, visual disturbance or history of
foreign body in either eye.

Emergency department visit for a patient presenting with a rash on both legs after
exposure to poison ivy.

Emergency department visit for the evaluation and management of a patient, which
requires these three key components: an expanded problem focused history, an
expanded problem focused examination, and medical decision making of moderate
complexity.

Usually, the presenting problem(s) are of moderate severity.
For example:

Emergency department visit for a sexually active female complaining of vaginal
discharge who is afebrile and denies experiencing abdominal or back pain.

Emergency department visit for a patient with an inversion ankle injury, who is
unable to bear weight on the injured foot and ankle.

Emergency department visit for a healthy, young adult patient who sustained a
blunt head injury with local swelling and bruising without subsequent confusion,
loss of consciousness or memory deficit.

Emergency department visit for a well-appearing 8-year-old child who has a fever,
diarrhea and abdominal cramps, is tolerating oral fluids and is not vomiting.

Emergency department visit for a patient who has a complaint of acute pain
associated with a suspected foreign body in the painful eye.
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99284

99285

Emergency department visit for the evaluation and management of a patient, which
requires these three key components: a detailed history, a detailed examination,
and medical decision making of moderate complexity.

Usually, the presenting problem(s) are of high severity, and require urgent
evaluation by the practitioner but do not pose an immediate significant threat to life
or physiologic function.

For example:

Emergency department visit for a 4-year-old child who fell off a bike sustaining a
head injury with brief loss of consciousness.

Emergency department visit for a patient with flank pain and hematuria.

Emergency department visit for an elderly female who has fallen and is now
complaining of pain in her right hip and is unable to walk.

Emergency department visit for a female presenting with lower abdominal pain and
a vaginal discharge.

Emergency department visit for the evaluation and management of a patient, which
requires these three 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.

Usually, the presenting problem(s) are of high severity and pose an immediate
significant threat to life or physiologic function.

For example:

Emergency department visit for a patient with a complicated overdose requiring
aggressive management to prevent side effects from the ingested material.

Emergency department visit for a patient exhibiting active, upper gastrointestinal
bleeding.

Emergency department visit for a patient with an acute onset of chest pain
compatible with symptoms of cardiac ischemia and/or pulmonary embolus.

Emergency department visit for a patient with a new onset of a cerebral vascular
accident.

Emergency department visit for a patient with a new onset of rapid heart rate
requiring 1V drugs.

Emergency department visit for a previously healthy young adult patient who is
injured in an automobile accident and is brought to the emergency department
immobilized and has symptoms compatible with intra-abdominal injuries or multiple
extremity injuries.

Emergency department visit for a patient who presents with a sudden onset of "the
worst headache of her life,” and complains of a stiff neck nausea, and inability to
concentrate.

Emergency department visit for acute febrile illness in an adult, associated with
shortness of breath and an altered level of alertness.
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PEDIATRIC CRITICAL CARE PATIENT TRANSPORT

The following codes 99289 and 99290 are used to report the physical attendance and direct
face-to-face care by a physician during the interfacility transport of a critically ill or critically
injured pediatric patient. For the purpose of reporting codes 99289 and 99290, face-to-face
care begins when the physician assumes primary responsibility for the pediatric patient at
the referring hospital/facility, and ends when the receiving hospital/facility accepts
responsibility for the pediatric patient's care. Only the time the physician spends in direct
face-to-face contact with the patient during the transport should be reported. Pediatric
patient transport services involving less than 30 minutes of face-to-face physician care
should not be reported using codes 99289, 99290. Procedure(s) or service(s) performed by
other members of the transporting team may not be reported by the supervising physician.

The following services are included when performed during the pediatric patient transport by
the physician providing critical care and may not be reported separately: routine monitoring
evaluations (eg, heart rate, respiratory rate, blood pressure, and pulse oximetry), the
interpretation of cardiac output measurements (93561, 93562), chest x-rays (71010, 71015,
71020), pulse oximetry, blood gases and information data stored in computers (eg, ECG's,
blood pressures, hematologic data), gastric intubation pressures, hematologic data), gastric
intubation (43752), temporary transcutaneous pacing (92953), ventilatory management and
vascular access procedures (36000, 36400, 36405, 36406, 36540, 36600). Any services
performed which are not listed above should be reported separately.

Critical care is the direct delivery by a physician(s) of medical care for a critically ill or
critically injured patient. A critcial illness or injury acutely impairs one or more vital organ
systems such as 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.

Providing medical care to a crtically ill, injured, or post-operative patient qualifies as a critical
care service only if both the illness or injury and the treatment being provided meet the
above requirements.

The direction of emergency care to transporting staff by a physician located in a hospital or
other facility by two-way communication is not considered direct face-to-face care and
should not be reported with codes 99289, 99290. Physician direction of emergency care
through outside voice communication to transporting staff personnel is not reimbursable as a
separate procedure.

The emergency department service codes (99281-99285), initial hospital care codes (99221-
99223), hourly critical care codes (99291, 99292), or initial neonatal intensive care code
(99295) are only reported after the patient has been admitted to the emergency department,
the inpatient floor or the critical care unit of the receiving facility.

Code 99289 is used to report the first 30-74 minutes of direct face-to-face time with the
transport pediatric patient and should be reported only once on a given date. Code 99290 is
used to report each additional 30 minutes provided on a given date. Face-to-face services
less than 30 minutes should not be reported with these codes. (Report Required)
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99289 Critical care services delivered by a physician, face-to-face, during an interfacility
transport of critically ill or critically injured pediatric patient, 24 months of age or less;
Report Required first 30-74 minutes of hands on care during transport
99290 each additional 30 minutes (Report Required)
(List separately in addition to code for primary service)
(Use 99290 in conjunction with 99289)

(Critical care of less than 30 minutes total duration should be reported with the
appropriate E/M code)

CRITICAL CARE SERVICES

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 vitalorgan 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 post-operative 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.

Inpatient critical care services provided to infants 29 days up through 24 months of age are
reported with pediatric critical care codes 99293 and 99294. The pediatric critical care codes
are reported as long as the infant/young child qualifies for critical care services during the
hospital stay through 24 months of age. Inpatient critical care services provided to neonates
(28 days of age or less) are reported with the neonatal critical care codes 99295 and 99296.
The neonatal critical care codes are reported as long as the neonate qualifies for critical care
services during the hospital stay through the 28th postnatal day. The reporting of the
pediatric and neonatal critical care services is not based on the time or the type of unit (eg,
pediatric or neonatal critical care unit) and it is not dependent upon the type of provider
delivering the care. To report critical care services provided in the outpatient setting (eg,
emergency department or office), for neonates and pediatric patients up through 24 months
of age, see the hourly Critical Care codes 99291, 99292. If the same physician provides
critical care services for a neonatal or pediatric patient in both the outpatient and inpatient
settings on the same day, report only the appropriate Neonatal or Pediatric Critical Care
code (99293-99296) for all critical care services provided on that day. For additional
instructions on reporting these services , see the Neonatal and Pediatric Critical Care section
and codes 99293-99296.
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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 physician.

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 (93561, 93562), chest x-rays (71010, 71015, 71020), pulse oximetry (94760,
94761, 94762), blood gases, and information data stored in computers (eg, ECGs, blood
pressures, hematologic data (99090)); gastric intubation (43752, 91105); temporary
transcutaneous pacing (92953), ventilatory management (94656, 94657, 94660, 94662); and
vascular access procedures (36000, 36410, 36415, 36540, 36600). Any services performed
which are not listed above should be reported seperately.

Codes 99291, 99292 should be reported for the physician’s attendance during the transport
of critically ill or critically injured patients over 24 months of aget o or from a facility or
hospital. For physician transport services of critically ill or critically injured pediatric patients
24 months of age or less see 99289, 99290.

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

Time spent with the individual patient should be recorded in the patient’'s record. The time
that can be reported as critical care is the time spent engaged in work directly related to the
individual patient’s care, whether that time was spent at the immediate bedside or elsewhere
on the floor or unit. For example, time spent on the unit or at the nursing station on the floor
reviewing test results or imaging studies, discussing the critically ill patient;s care with other
medical staff or documenting critical care services in the medical record would be reported
as critical care, even though it does not occur at the bedside. Also, when the patient is
unable or clinically incompetent to participate in discussions, time spent on the floor or unit
with family members or surrogate decision makers obtaining a medical history, reviewing the
patient’s condition or prognosis, or discussing treatment or limitation(s) of treatment may be
reported as critical care, provided that the conversation bears directly on the management of
the patient.

Time spent in activites that occur outside of the unit or off the floor (eg, telephone calls,
whether taken at home, in the office, or elsewhere in the hospital) may not be reported as
critical care since the physician is not immediately available to the patient. Time spent in
activities that do not directly contribute to the treatment of the patient may not be reported
as critical care, even if they are performed in the critical care unit (eg, participation in
administrative meetings or telephone calls to discuss other patients). Time spent performing
seperately reportable procedures or services should not be included in the time reported as
critical care time.

Code 99291 is used to report the first 30-74 minutes of critical care on a given date. It
should be used only once per date even if the time spent by the physician is not continuous
on that date. Critical care of less than 30 minutes total duration on a given date should be
reported with the appropriate E/M code.
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99291 Critical care, evaluation and management of the critically ill or critically injured
patient, requiring the constant attendance of the physician; first hour
99292 each additional 30 minutes
(List separately in addition to code for primary service)

INPATIENT NEONATAL AND PEDIATRIC CRITICAL CARE SERVICES

The following codes (99293-99296) are used to report services provided by a neonatologist
or pediatric critical care specialist directing the inpatient care of a critically ill neonate/infant.
The same definitions for critical care services apply for the adult, child, and neonate.

The initial day neonatal critical care code (99295) can be used in addition to code 99440 as
appropriate, when the physician is present for the delivery and newborn resuscitation is
required. Other procedures performed as a necessary part of the resuscitation (eg,
endotracheal intubation) are also reported separately.

Codes 99295, 99296 are used to report services provided by a neonatologist directing the
inpatient care of a critically ill neonate through the first 28 days of life. They represent care
starting with the date of admission (99295) and subsequent day(s) (99296) and may be
reported only once per day, per patient. Once the neonate is no longer considered to be
critically ill, the Continuing Intensive Care Services codes for those with present body weight
of less than 2500 grams (99298, 99299) or the codes for Subsequent Hospital Care (99231-
99233) for those with present body weight over 2500 grams should be utilized.

Codes 99293, 99294 are used to report services provided by a neonatologist or pediatric
critical care specialist directing the inpatient care of a critically ill infant or young child from
29 days of postnatal age through 24 months of age. They represent care starting with the
date of admission (99293) and subsequent day(s) (99294) and may be reported by a single
pediatric critcial care specialist only once per day, per patient in a given setting. The critically
ill or critically injured child older than two years when admitted to an intensive care unit would
be reported with hourly critical care service codes (99291, 99292). Once an infant is no
longer considered to be critically ill but continues to require intensive care, the Continuing
Intensive Care Services codes (99298, 99299) should be used to report services for infants
with present body weight of less than 2500 grams. When the present body weight of those
infants exceeds 2500 grams, the Subsequent Hospital Care (99231-99233) codes should be
utilized.

Care rendered under 99293-99296 includes management, monitoring, and treatment of the
patient including respiratory, pharmacological control of the circulatory system, enteral and
parenteral nutrition, metabolic and hematologic maintenance, parent/family counseling, case
management services, and personal direct supervision of the health care team in the
performance of cognitive and procedural activities.

The pediatric and neonatal critical care codes include those procedures listed above for the
hourly critical care codes (99291, 99292). In addition, the following procedures are also
included in the bundled (global) pediatric and neonatal critical care services codes (99293-
99296): umbilical venous (36510) and umbilical arterial (36660) catheters, central (36488,
36490) or peripheral vessel catheterization (36000), other arterial catheters (36140, 36620),
oral or nasogastric tube placement (43752), endotracheal intubation (31500), lumbar
puncture (62270), suprapubic bladder aspiration (51000), bladder catheterization, initiation
and management of mechanical ventilation or continuous positive airway pressure (CPAP)
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surfactant administration, intravascular fluid administration (90760, 90768), transfusion of
blood components (36430, 36440), vascular punctures (36420, 36600), invasive or non-
invasive electronic monitoring of vital signs, bedside pulmonary function testing (94375)
and/or monitoring or interpretation of blood gases or oxygen saturation and/or prolonged
extracorporeal circulation for cardiopulmonary insufficiency (ECMO) (33960, 33961). Any
services performed which are not listed above should be reported separately.

For additional instructions, see descriptions listed for 99293-99296.

INPATIENT PEDIATRIC CRITICAL CARE

99293

99294

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
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

INPATIENT NEONATAL CRITICAL CARE

99295

99296

Initial inpatient neonatal critical care, per day, for the evaluation and management of
a critically ill neonate, 28 days of age or less

This code is reserved for the date of admission for neonates who are critically ill.
Critically ill neonates require cardiac and/or respiratory support (including ventilator
or nasal CPAP when indicated), continuous or frequent vital sign monitoring,
laboratory and blood gas interpretations, follow-up neonatologist reevaluations, and
constant observation by the health care team under direct neonatologist
supervision. Immediate preoperative evaluation and stabilization of neonates with life
threatening surgical or cardiac conditions are included under this code. Neonates
with life threatening surgical or cardiac conditions are included under this code.

Care for neonates who require an intensive care setting but who are not critically ill is
reported using the initial hospital care codes (99221-99223).

Subsequent inpatient neonatal critical care, per day, for the evaluation and
management of a critically ill neonate, 28 days of age or less

A critically ill neonate will require cardiac and/or respiratory support (including
ventilator or nasal CPAP when indicated), continuous or frequent vital sign
monitoring, laboratory and blood gas interpretations, follow-up neonatologist
reevaluations throughout a 24 hour period, and constant observation by the health
care team under direct neonatalogist supervision.
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CONTINUING INTENSIVE CARE SERIVCES

Codes 99298, 99299 and 99300 are used to report services subsequent to the day of
admission provided by a neonatologist or pediatric critical care specialist directing the
continuing intensive care of the low birth weight (LBW, 1500-2500 grams present body
weight) infant, very low birth weight (VLBW, less than 1500 grams present body weight)
infant, or normal weight (2501-5000 grams present body weight) newborn who do not meet
the definition of critically ill but continue to require intensive observation, frequent
interventions and other intensive services. Codes 99298-99300 represent subsequent day(s)
of care and may be reported only once per calendar day, per patient and are global codes
with the same services bundled as outlined under codes 99293-99296.

For additional instructions, see descriptions listed for 99298-99300.

99298

99299

99300

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)
(Neonatologist or Pediatric Critical Care Specialist only)

Infants with present body weight less than 1500 grams who are not critically ill but
continue to require intensive cardiac and respiratory monitoring, continuous and/or
frequent vital sign monitoring, heat maintenance, enteral and/or parenteral
nutritional adjustments, laboratory and oxygen monitoring and constant observation
by the health care team under the direct neonatologist or pediatric critical care
specialist supervision. Neonatologist or pediatric critical care specialist
reevaluations throughout a 24 hour period.

Subsequent intensive care, per day, for the evaluation and management of the
recovering low birth weight infant (present body weight of 1500-2500 grams)
(Neonatologist or Pediatric Critical Care Specialist only)

Infants with present body wieght of 1500-2500 grams who are not critically ill but
continue to require intensive cardiac and respiratory monitoring, continuous and/or
frequent vital sign monitoring, heat maintenance, enteral and/or parenteral
nutritional adjustments, laboratory and oxygen montioring and constant observation
by the health care team under direct neonatalogist or pediatric critical care specialist
supervision.

Subsequent intensive care, per day, for the evaluation and management of the
recovering infant (present body weight of 2501-5000 grams)

Infants with present body wieght of 2501-5000 grams who are no longer critically ill
but continue to require intensive cardiac and respiratory monitoring, continuous and
/or frequent vital sign monitoring, heat maintenance, enteral and/or parenteral
nutritional adjustments, laboratory and oxygen montioring, and constant observation
by the health care team under direct neonatalogist or pediatric critical care specialist
supervision.
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NURSING FACILITY SERVICES

The following codes are used to report evaluation and management services to patients in
Nursing Facilities (formerly called Skilled Nursing Facilities (SNFs), Intermediate Care
Facilities (ICFs) or Long Term Care Facilities (LTCFs)).

INITIAL NURSING FACILITY CARE - NEW OR ESTABLISHED PATIENT

More than one comprehensive assessment may be necessary during an inpatient
confinement.

99304 Initial nursing facility care, per day, for the evaluation and management of a patient
which requires these three key components: a detailed or comprehensive history; a
detailed or comprehensive examination; and medical decision making that is
straightforward or of low complexity.

Usually the problem(s) requiring admission are of low severity.

99305 Initial nursing facility care, per day, for the evaluation and management of a patient
which requires these three key components: a comprehensive history; a
comprehensive examination; and medical decision making of moderate complexity.

Usually the problem(s) requiring admission are of moderate severity.

99306 Initial nursing facility care, per day, for the evaluation and management of a patient,
which requires these three key components: a comprehensive history; a
comprehensive examination; and medical decision making of high complexity.

Usually, the problem(s) requiring admission are of high severity.

SUBSEQUENT NURSING FACILITY CARE - NEW OR ESTABLISHED PATIENT

The following codes are used to report the services provided to residents of nursing facilities
who do not require a comprehensive assessment, and/or who have not had a major,
permanent change of status.

All levels include reviewing the medical record, noting changes in the resident's status since
the last visit, and reviewing and signing orders.

99307 Subsequent nursing facility care, per day, for the evaluation and management of a
new or established patient, which requires at least two of these three key
components: a problem focused interval history, a problem focused examination,
and/or medical decision making that is straightforward.

Usually, the patient is stable, recovering or improving.

99308 Subsequent nursing facility care, per day, for the evaluation and management of a
patient, which requires at least two of these three components: an expanded
problem focused interval history, an expanded problem focued examination, and/or
medical decision making of low complexity

Usually, the patient is responding inadequately to therapy or has developed a minor
complication
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99309 Subsequent nursing facility care, per day, for the evaluation and management of a
new or established patient, which requires at least two of these three key
components: a detailed interval history, a detailed examination, and/or medical
decision making of moderate complexity.

Usually, the patient has developed a significant complication or a significant new
problem.

99310 Subsequent nursing facility care, per day, for the evaluation and management of a
new or established patient, which requires at least two of these three key
components: a comprehensive interval history, a comprehensive examination,
and/or medical decision making of high complexity.

The patient may be unstable or may have developed a significant new problem
requiring immediate physician attention.

NURSING FACILITY DISCHARGE SERVICES

The nursing facility discharge day management codes are to be used to report the total
duration of time spent by a practitioner for the final nursing facility discharge of patient. The
codes include, as appropriate, final examination of the patient, discussion of the nursing
facility stay, even if the time spent by the physician on that date is not continuous.
Instructions are given for continuing care to all relevant caregivers, and preparation of
discharge records, prescriptions and referral forms.

99315 Nursing facility discharge day management; 30 minutes or less
99316 more than 30 minutes

DOMICILIARY, REST HOME_(e.q., BOARDING HOME), OR CUSTODIAL CARE
SERVICES

The following codes are used to report evaluation and management services in a facility
which provides room, board and other personal assistance services, generally on a
long-term basis. The facility's services do not include a medical component. Typical times
have not yet been established for this category of services.

NEW PATIENT

99324 Domiciliary or rest home visit for the evaluation and management of a new patient,
which requires these three key components: a problem focused history, a problem
focused examination, and medical decision making that is straightforward.

Usually, the presenting problem(s) are of low severity. Physicians typically spend 20
minutes with the patient and/or family or caregiver.
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99325

99326

99327

99328

Domiciliary or rest home visit for the evaluation and management of a new patient,
which requires these three key components: an expanded problem focused history,
an expanded problem focused examination, and medical decision making of low
complexity.

Usually, the presenting problem(s) are of moderate severity. Physicians typically
spend 30 minutes with the patient and/or family or caregiver.

Domiciliary or rest home visit for the evaluation and management of a new patient,
which requires these three key components: a detailed history, a detailed
examination, and medical decision making of moderate complexity.

Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 45 minutes with the patient and/or family or caregiver.

Domiciliary or rest home visit for the evaluation and management of a new patient,
which requires these three key components: a comprehensive history, a
comprehensive examination, and medical decision making of moderate complexity.

Usually, the presenting problem(s) are of high severity. Physicians typically spend
60 minutes with the patient and/or family or caregiver.

Domiciliary or rest home visit for the evaluation and management of a new patient,
which requires these three key components: a comprehensive history, a
comprehensive examination, and medical decision making of high complexity.

Usually, the patient is unstable or has developed a significant new problem requiring
immediate physician attention. Physicians typically spend 75 minutes with the
patient and/or family or caregiver.

ESTABLISHED PATIENT

99334

99335

Domiciliary or rest home visit for the evaluation and management of an established
patient, which requires at least two of these three key components: a problem
focused interval history, a problem focused examination, and/or medical decision
making that is straightforward.

Usually, the presenting problem(s) are self-limited or minor. Physicians typically
spend 15 minutes with the patient and/or family or caregiver.

Domiciliary or rest home visit for the evaluation and management of an established
patient, which requires at least two of these three key components: an expanded
problem focused interval history, an expanded problem focused examination, and/or
medical decision making of low complexity.

Usually, the presenting problem(s) are of low to moderate severity. Physicians
typically spend 25 minutes with the patient and/or family or caregiver.
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99336

99337

Domiciliary or rest home visit for the evaluation and management of an established
patient, which requires at least two of these three key components: a detailed
interval history, a detailed examination, and/or medical decision making of moderate
complexity.

Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 40 minutes with the patient and/or family or caregiver.

Domiciliary or rest home visit for the evaluation and management of an established
patient, which requires at least two of these three key components: a
comprehensive interval history, a comprehensive examination, and medical decision
making of moderate to high complexity.

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. Physicians typically spend 60 minutes with the
patient and/or family or caregiver.

HOME SERVICES

The following codes are used to report evaluation and management services provided in a
private residence.

NEW PATIENT

99341

99342

99343

99344

Home visit for the evaluation and management of a new patient, which requires
these three key components: a problem focused history, a problem focused
examination, and medical decision making that is straightforward.

Usually, the presenting problem(s) are of low severity. Physicians typically spend 20
minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of a new patient, which requires
these three key components: an expanded problem focused history, an expanded
problem focused examination, and medical decision making of low complexity.

Usually, the presenting problem(s) are of moderate severity. Physicians typically
spend 30 minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of a new patient, which requires
these three key components: a detailed history, a detailed examination, and medical
decision making of moderate complexity.

Usually, the presenting problem(s) are of moderate to high severity. Physicians
typically spend 45 minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of a new patient, which requires
these three key components: a comprehensive history, a comprehensive
examination; and medical decision making of moderate complexity.

Usually the presenting problem(s) are of high severity. Physicians typically spend
60 minutes face-to-face with the patient and/or family.
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99345

Home visit for the evaluation and management of a new patient, which requires
these three key components: a comprehensive history; a comprehensive
examination and medical decision making of high complexity.

Usually the patient is unstable or has developed a significant new problem requiring
immediate Physician attention. Physicians typically spend 75 minutes face-to-face
with the patient and/or family.

ESTABLISHED PATIENT

99347

99348

99349

99350

Home visit for the evaluation and management of an established patient, which
requires at least two of these three key components: a problem focused interval
history; a problem focused examination; straightforward medical decision making.

Usually the presenting problem(s) are self-limited or minor. Physicians typically
spend 15 minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of an established patient, which
requires at least two of these three key components: an expanded problem focused
interval history; an expanded problem focused examination; medical decision
making of low complexity.

Usually the presenting problem(s) are of low to moderate severity. Physicians
typically spend 25 minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of an established patient, which
requires at least two of these three key components: a detailed interval history; a
detailed examination; medical decision making of moderate complexity.

Usually the presenting problem(s) are moderate to high severity. Physicians
typically spend 40 minutes face-to-face with the patient and/or family.

Home visit for the evaluation and management of an established patient, which
requires at least two of these three key components: a comprehensive interval
history; a comprehensive examination; medical decision making of moderate to high
complexity.

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. Physicians typically spend 60 minutes face-to-face
with the patient and/or family.

Codes 99354-99357 are used when a physician provides prolonged service
involving direct (face-to-face) patient contact that is beyond the usual service in
either the inpatient or outpatient setting. This service is reported in addition to other
physician service, including evaluation and management services at any level.
Appropriate codes should be selected for supplies provided or procedures
performed in the care of the patient during this period. (Report Required)
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PROLONGED SERVICES

PROLONGED PHYSICIAN SERVICE WITH DIRECT (FACE-TO-FACE) PATIENT
CONTACT

Codes 99354-99357 are used when a physician provides prolonged service involving direct
(face-to-face) patient contact that is beyond the usual service in either the inpatient or
outpatient setting. This service is reported in addition to other physician service, including
evaluation and management services at any level. Appropriate codes should be selected for
supplies provided or procedures performed in the care of the patient during this period.
(Report Required)

Codes 99354-99357 are used to report the total duration of face-to-face time spent by a
physician on a given date providing prolonged service, even if the time spent by the
physician on that date is not continuous.

Code 99354 or 99356 is used to report the first hour of prolonged service on a given date,
depending on the place of service. Either code also may be used to report a total duration of
prolonged service of 30-60 minutes on a given date. Either code should be used only once
per date, even if the time spent by the physician is not continuous on that date. Prolonged
service of less than 30 minutes total duration on a given date is not separately reported
because the work involved is included in the total work of the evaluation and management
codes.

Code 99355 or 99357 is used to report each additional 30 minutes beyond the first hour,
depending on the place of service. Either code may also be used to report the final 15-30
minutes of prolonged service on a given date. Prolonged service of less than 15 minutes
beyond the first hour or less than 15 minutes beyond the final 30 minutes is not reported
separately.

99354 Prolonged physician service in the office or other outpatient setting requiring
direct (face-to-face) patient contact beyond the usual service (e.g., prolonged
care and treatment of an acute asthmatic patient in an outpatient setting)(Report
Required); first hour
(Use 99354 in conjunction with codes 99201-99215, 99241-99245, 99304-99350)

99355 each additional 30 minutes
(Use 99355 in conjunction with code 99354)

99356 Prolonged physician service in the inpatient setting, requiring direct (face-to-face)
patient contact beyond the usual service (e.g., maternal fetal monitoring for high
risk delivery or other physiological monitoring, prolonged care of an acutely ill
inpatient) (Report Required); first hour
(Use 99356 in conjunction with codes 99221-99233, 99251-99255)

99357 each additional 30 minutes
(Use 99357 in conjunction with code 99356)
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PREVENTIVE MEDICINE SERVICES

The following codes are used to report well visit services provided to patients ages 0-20
years old, in the pratitioner’s private office setting only.

NEW PATIENT

99381

99382

99383

99384

99385

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 appropriate immunization(s), laboratory/diagnostic procedures, new
patient; infant (age under 1 year)

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 appropriate immunization(s), 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 appropriate immunization(s), 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 appropriate immunization(s), 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 appropriate immunization(s), laboratory/diagnostic procedures, new
patient; (18-20 years)
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ESTABLISHED PATIENT

99391

99392

99393

99394

99395

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 appropriate immunization(s), laboratory/diagnostic procedures,
established patient; infant (age under 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 appropriate immunization(s), 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 appropriate immunization(s), 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 appropriate immunization(s), laboratory/diagnostic procedures,
established patient; adolescent (age 12 through 17 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 appropriate immunization(s), laboratory/diagnostic procedures,
established patient; (18-20 years)
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NEWBORN CARE

The following codes are used to report the services provided to newborns in several
different settings. For newborn hospital discharge services provided on a date subsequent
to the admission date of the newborn, use 99238. For discharge services provided to
newborns admitted and discharged on the same date, see 99435.

99431 History and examination of the normal newborn infant, initiation of diagnostic and
treatment programs and preparation of hospital records. (This code should also
be used for birthing room deliveries.)

99433 Subsequent hospital care, for the evaluation and management of a normal
newborn, per day.
99435 History and examination of the normal newborn infant, including the preparation of

medical records (this code should only be used for newborns assessed and
discharged from the hospital or birthing room on the same date)

99440 Newborn resuscitation: provision of a positive pressure ventilation and/or chest
compressions in the presence of acute inadequate ventilation and/or cardiac
output.

OFFICE SERVICES — ALL PHYSICIANS

See General Information and Rules for definitions and examples of Evaluation and Management
services.

For Physician Specialty Code(s), see Appendix A.

PRIMARY CARE OFFICE SERVICES - See General Information and Rules #1

The following reimbursement amounts are for services rendered in the practitioner's
private office. For services rendered in a hospital outpatient setting see the appropriate
list of reimbursement amounts by Physician specialty for "Hospital Outpatient
Services".

NEW PATIENT (Problem Visit) ESTABLISHED PATIENT
(Problem Visit)
Procedure Maximum Procedure Maximum

Code Fee Code Fee
99201 30.00 99211 30.00
99202 30.00 99212 30.00
99203 30.00 99213 30.00
99204 30.00 99214 30.00
99205 30.00 99215 30.00
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NEW PATIENT (Well Visit, Ages 0-20) ESTABLISHED PATIENT

(Well Visit, Ages 0-20)

99381 30.00 99391 30.00
99382 30.00 99392 30.00
99383 30.00 99393 30.00
99384 30.00 99394 30.00
99385 30.00 99395 30.00

VISITS BY NON-SPECIALISTS: General Practice

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient setting. For
services rendered in the practitioner's private office, see above, Office Services — All

Physicians.
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum

Code Fee Code Fee
99201 6.50 99211 5.00
99202 6.50 99212 5.00
99203 6.50 99213 5.00
99204 6.50 99214 5.00
99205 6.50 99215 5.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE
DISCHARGE SERVICE

INITIAL HOSPITAL CARE
NEW OR ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99217 5.00 99218 6.50
99219 6.50
99220 6.50

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE
NEW OR ESTABLISHED

SUBSEQUENT HOSPITAL CARE

PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 6.50 99231 5.00
99222 6.50 99232 5.00
99223 6.50 99233 5.00
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OBSERVATION OR INPATIENT

CARE SERVICES HOSPITAL DISCHARGE
SERVICES

(Including Admission and
Discharge Services)

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99234 6.50 99238 5.00
99235 6.50 99239 5.00
99236 6.50

EMERGENCY DEPARTMENT
SERVICES CRITICAL CARE SERVICES
NEW OR ESTABLISHED
PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99281 6.50 99291 25.00
99282 6.50 99292 12.50
99283 6.50
99284 6.50
99285 6.50

NURSING FACILITY SERVICES
INITIAL NURSING FACILITY SUBSEQUENT NURSING
CARE NEW OR ESTABLISHED FACILITY CARE NEW OR

PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99304 8.00 99307 7.00
99305 8.00 99308 7.00
99306 8.00 99309 7.00

99310 7.00

NURSING FACILITY DISCHARGE

Procedure
Code
99315
99316
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SERVICES

Maximum
Fee
8.00
8.00
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DOMICILLARY, REST HOME (eg, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00
99328 8.00
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 7.00 99347 7.00
09342 7.00 09348 7.00
99343 8.00 99349 8.00
09344 8.00 99350 8.00
99345 8.00

PROLONGED SERVICES

Prolonged Physician Service with direct
(face-to-face) patient contact

Procedure Maximum
Code Fee
99354 25.00
99355 12.50
99356 25.00
99357 12.50

NEWBORN CARE

Procedure Maximum
Code Fee
99431 6.50
99433 5.00
99435 6.50
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VISITS BY SPECIALISTS: Allergy and Immunology (010), Colon and Rectal Surgery
(030), Dermatology (040), Otolaryngology (120), Pediatric Surgery (153), Physical
Medicine and Rehabilitation (160), Plastic Surgery (170), General Surgery (210),
Thoracic Surgery (220), or Urology (230)

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services—All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 10.00 99211 6.00
99202 10.00 99212 6.00
99203 10.00 99213 6.00
99204 10.00 99214 6.00
99205 10.00 99215 6.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE INITIAL OBSERVATION CARE
DISCHARGE SERVICES NEW OR ESTABLISHED
PATIENT
Procedure Maximum Procedure Maximum

Code Fee Code Fee

99217 6.00 99218 10.00
99219 10.00
99220 10.00

HOSPITAL INPATIENT SERVICES
INITIAL HOSPITAL CARE

NEW OR ESTABLISHED SUBSEQUENT HOSPITAL CARE
PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 10.00 99231 6.00
99222 10.00 99232 6.00
99223 10.00 99233 6.00
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OBSERVATION OR INPATIENT
CARE SERVICES

(Including Admission and
Discharge Services)

Procedure Maximum
Code Fee
99234 10.00
99235 10.00
99236 10.00

HOSPITAL DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99238 6.00
99239 6.00

CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes 99241-
99245 with a Place of Service Office,
reimbursement will not exceed 120% of
the Maximum State Medical Fee
Schedule Amount.

Procedure Maximum
Code Fee
99241 20.00
99242 20.00
99243 20.00
99244 20.00
99245 20.00

EMERGENCY DEPARTMENT
SERVICES NEW OR
ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99281 10.00
99282 10.00
99283 10.00
99284 10.00
99285 10.00
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INITIAL INPATIENT CONSULTATIONS

NEW OR ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99251 20.00
99252 20.00
99253 20.00
99254 20.00
99255 20.00

CRITICAL CARE SERVICES

Procedure Maximum
Code Fee
99291 25.00
99292 12.50
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NURSING FACILITY SERVICES

INITIAL NURSING FACILITY SUBSEQUENT NURSING
CARE NEW OR ESTABLISHED FACILITY CARE NEW OR
PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99304 8.00 99307 7.00
99305 8.00 99308 7.00
99306 8.00 99309 7.00
99310 7.00
NURSING FACILITY DISCHARGE
SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00
99328 8.00
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 10.00 99347 10.00
09342 10.00 99348 10.00
99343 12.50 99349 12.50
09344 12.50 99350 12.50
99345 12.50
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PROLONGED SERVICES
NEWBORN CARE
Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 6.50
99355 12.50 99433 5.00
99356 25.00 99435 6.50
99357 12.50

VISITS BY SPECIALISTS: Anesthesiology (020)
HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 10.00 99211 6.00
99202 10.00 99212 6.00
99203 10.00 99213 6.00
99204 10.00 99214 6.00
99205 10.00 99215 6.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE INITIAL OBSERVATION CARE
DISCHARGE SERVICES NEW OR ESTABLISHED
PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99217 6.00 99218 10.00
99219 10.00
99220 10.00
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HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW
OR ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99221 10.00
99222 10.00
99223 10.00

OBSERVATION OR INPATIENT
CARE SERVICES

(Including Admission and
Discharge Services)

Procedure Maximum
Code Fee
99234 10.00
99235 10.00
99236 10.00

SUBSEQUENT HOSPITAL CARE

Procedure Maximum
Code Fee
99231 6.00
99232 6.00
99233 6.00

HOSPITAL DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99238 6.00
99239 6.00

CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes 99241-
99245 with a Place of Service Office,
reimbursement will not exceed 120% of
the Maximum State Medical Fee
Schedule Amount.

Procedure Maximum
Code Fee
99241 20.00
99242 20.00
99243 20.00
99244 20.00
99245 20.00

Version 2006-1 (4/1/06)

INITIAL INPATIENT CONSULTATIONS

NEW OR ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99251 20.00
99252 20.00
99253 20.00
99254 20.00
99255 20.00
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EMERGENCY DEPARTMENT CRITICAL CARE SERVICES
SERVICES
NEW OR ESTABLISHED
PATIENT
Procedure Maximum Procedure Maximum

Code Fee Code Fee
99281 10.00 99291 25.00
99282 10.00 99292 12.50
99283 10.00
99284 10.00
99285 10.00

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY SUBSEQUENT NURSING
CARE NEW OR ESTABLISHED FACILITY CARE NEW OR
PATIENT ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum

Code Fee Code Fee

99304 8.00 99307 7.00
99305 8.00 99308 7.00
99306 8.00 99309 7.00
99310 7.00

NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum

Code Fee Code Fee

99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00

99328 8.00
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HOME SERVICES

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 7.00 99347 7.00
99342 7.00 99348 7.00
99343 8.00 99349 8.00
99344 8.00 99350 8.00
99345 8.00
PROLONGED SERVICES NEWBORN CARE
Prolonged Physician Service with
direct (face-to-face) patient contact Procedure Maximum
Code Fee
Procedure Maximum 99431 6.50
Code Fee 99433 5.00
99354 25.00 99435 6.50
99355 12.50 99440 25.00
99356 25.00
99357 12.50

VISITS BY SPECIALISTS: Family Practice (050), General Preventive Medicine (182),
Occupational Medicine (183), Public Health (184), Aerospace Medicine (185)

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 12.50 99211 7.50
99202 12.50 99212 7.50
99203 12.50 99213 7.50
99204 12.50 99214 7.50
99205 12.50 99215 7.50
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HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE
DISCHARGE SERVICES

Procedure Maximum
Code Fee
99217 7.50

INITIAL OBSERVATION CARE
NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99218 12.50
99219 12.50
99220 12.50

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW
OR ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99221 12.50
99222 12.50
99223 12.50

OBSERVATION OR INPATIENT

SUBSEQUENT HOSPITAL CARE

CARE SERVICES

(Including Admission and
Discharge Services)

Procedure Maximum
Code Fee
99234 12.50
99235 12.50
99236 12.50
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Procedure Maximum
Code Fee
99231 7.50
99232 7.50
99233 7.50

HOSPITAL DISCHARGE
SERVICES

Procedure Maximum
Code Fee
99238 7.50
99239 7.50

Page 67 of 529



Physician Fee Schedule

CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes 99241-
99245 with a Place of Service Office,
reimbursement will not exceed 120% of
the Maximum State Medical Fee
Schedule Amount.

Procedure Maximum
Code Fee
99241 20.00
99242 20.00
99243 20.00
99244 20.00
99245 20.00

EMERGENCY DEPARTMENT
SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99281 12.50
99282 12.50
99283 12.50
99284 12.50
99285 12.50

INITIAL INPATIENT CONSULTATIONS

NEW OR ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99251 20.00
99252 20.00
99253 20.00
99254 20.00
99255 20.00

CRITICAL CARE SERVICES

Procedure Maximum
Code Fee
99291 25.00
99292 12.50

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY
CARE NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99304 9.00
99305 9.00
99306 9.00
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SUBSEQUENT NURSING
FACILITY CARE NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99307 7.50
99308 7.50
99309 7.50
99310 7.50
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NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 9.00
99316 9.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 10.00 99334 10.00
99325 10.00 99335 10.00
99326 12.50 99336 12.50
99327 12.50 99337 12.50
99328 12.50
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 10.00 99347 10.00
99342 10.00 99348 10.00
99343 12.50 99349 12.50
99344 12.50 99350 12.50
99345 12.50

PROLONGED SERVICES
NEWBORN CARE

Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 12.50
99355 12.50 99433 7.50
99356 25.00 99435 12.50
99357 12.50
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VISITS BY SPECIALISTS: Internal Medicine (060), Cardiovascular Disease (062),
Endocrinology and Metabolism (063), Gastroenterology (064), Hematology (065),

Infectious Disease (066), Nephrology (067), Pulmonary Disease (068), Rheumatology
(069) or Medical Oncology (241)

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient

setting. For services rendered in the practitioner's private office, see Office
Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 15.00 99211 7.50
99202 20.00 99212 7.50
99203 20.00 99213 7.50
99204 25.00 99214 7.50
99205 25.00 99215 7.50
HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE INITIAL OBSERVATION CARE

DISCHARGE SERVICES NEW OR ESTABLISHED

PATIENT
Procedure Maximum Procedure Maximum

Code Fee Code Fee

99217 7.50 99218 15.00
99219 20.00
99220 25.00
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HOSPITAL INPATIENT SERVICES
INITIAL HOSPITAL CARE NEW

OR ESTABLISHED PATIENT SUBSEQUENT HOSPITAL CARE
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 15.00 99231 7.50
99222 20.00 99232 7.50
99223 25.00 99233 7.50

OBSERVATION OR INPATIENT
CARE SERVICES HOSPITAL DISCHARGE
SERVICES

(Including Admission and
Discharge Services)

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99234 15.00 99238 7.50
99235 20.00 99239 7.50
99236 25.00

CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes INITIAL INPATIENT CONSULTATIONS
99241-99245 with a Place of Service NEW OR ESTABLISHED PATIENTS
Office, reimbursement will not exceed

120% of the Maximum State Medical

Fee Schedule Amount.

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99241 20.00 99251 20.00
99242 20.00 99252 20.00
99243 20.00 99253 20.00
99244 20.00 99254 20.00
99245 20.00 99255 20.00
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EMERGENCY DEPARTMENT
SERVICES NEW OR

ESTABLISHED PATIENT CRITICAL CARE SERVICES
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99281 15.00 99291 25.00
99282 20.00 99292 12.50

99283 20.00
99284 25.00
99285 25.00
NURSING FACILITY SERVICES
INITIAL NURSING FACILITY SUBSEQUENT NURSING
CARE NEW OR ESTABLISHED FACILITY CARE NEW OR
PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99304 9.00 99307 7.50
99305 9.00 99308 7.50
99306 9.00 99309 7.50
99310 7.50

NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 9.00
99316 9.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum

Code Fee Code Fee
99324 10.00 99334 15.00
99325 10.00 99335 15.00
99326 20.00 99336 20.00
99327 20.00 99337 25.00

99328 25.00
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HOME SERVICES

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 15.00 99347 15.00
99342 15.00 99348 15.00
99343 20.00 99349 20.00
99344 25.00 99350 25.00

99345 25.00

PROLONGED SERVICES
NEWBORN CARE

Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 6.50
99355 12.50 99433 5.00
99356 25.00 99435 6.50
99357 12.50

VISITS BY SPECIALISTS: Neurological Surgery (070), Child Neurology (193),
Neurology (194)

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services-All Pyhsicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 15.00 99211 7.50
99202 20.00 99212 7.50
99203 20.00 99213 7.50
99204 25.00 99214 7.50
99205 25.00 99215 7.50
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HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE
DISCHARGE SERVICES

Procedure Maximum
Code Fee
99217 7.50

INITIAL OBSERVATION CARE
NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99218 15.00
99219 20.00
99220 25.00

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW
OR ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99221 15.00
99222 20.00
99223 25.00

OBSERVATION OR INPATIENT

SUBSEQUENT HOSPITAL CARE

CARE SERVICES

(Including Admission and
Discharge Services)

Procedure Maximum
Code Fee
99234 15.00
99235 20.00
99236 25.00
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Procedure Maximum
Code Fee
99231 7.50
99232 7.50
99233 7.50

HOSPITAL DISCHARGE
SERVICES

Procedure Maximum
Code Fee
99238 7.50
99239 7.50
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CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes 99241-
99245 with a Place of Service Office,
reimbursement will not exceed 120% of
the Maximum State Medical Fee
Schedule Amount.

Procedure Maximum
Code Fee
99241 20.00
99242 20.00
99243 20.00
99244 20.00
99245 20.00

EMERGENCY DEPARTMENT
SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99281 15.00
99282 20.00
99283 20.00
99284 25.00
99285 25.00

INITIAL INPATIENT CONSULTATIONS

NEW OR ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99251 20.00
99252 20.00
99253 20.00
99254 20.00
99255 20.00

CRITICAL CARE SERVICES

Procedure Maximum
Code Fee
99291 25.00
99292 12.50

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY
CARE NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99304 8.00
99305 8.00
99306 8.00

Version 2006-1 (4/1/06)

SUBSEQUENT NURSING
FACILITY CARE NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99307 7.00
99308 7.00
99309 7.00
99310 7.00
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NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00
DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE
SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00
99328 8.00
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 15.00 99347 15.00
99342 15.00 99348 15.00
99343 15.00 99349 15.00
99344 25.00 99350 20.00
99345 25.00

PROLONGED SERVICES
NEWBORN CARE
Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 6.50
99355 12.50 99433 5.00
99356 25.00 99435 6.50
99357 12.50
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VISITS BY SPECIALISTS: Obstetrics and Gynecology (089), Maternal and Fetal
Medicine (092), Reproductive Endocrinology (093), Gynecologic Oncology (242)

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office

Services-All Physicians.

NEW PATIENT
Procedure Maximum
Code Fee
99201 10.00
99202 10.00
99203 10.00
99204 10.00
99205 10.00

ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99211 6.00
99212 6.00
99213 6.00
99214 6.00
99215 6.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE
DISCHARGE SERVICES

Procedure Maximum
Code Fee
99217 6.00

INITIAL OBSERVATION CARE
NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99218 10.00
99219 10.00
99220 10.00

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW
OR ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99221 10.00
99222 10.00
99223 10.00

OBSERVATION OR INPATIENT
CARE SERVICES
(Including Admission and
Discharge Services)

Procedure Maximum
Code Fee
99234 10.00
99235 10.00
99236 10.00
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SUBSEQUENT HOSPITAL CARE

Procedure Maximum
Code Fee
99231 6.00
99232 6.00
99233 6.00
HOSPITAL DISCHARGE

SERVICES

Procedure Maximum
Code Fee
99238 6.00
99239 6.00
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CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes
99241-99245 with a Place of Service
Office, reimbursement will not exceed
120% of the Maximum State Medical
Fee Schedule Amount.

Procedure Maximum
Code Fee
99241 20.00
99242 20.00
99243 20.00
99244 20.00
99245 20.00

EMERGENCY DEPARTMENT
SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99281 10.00
99282 10.00
99283 10.00
99284 10.00
99285 10.00

INITIAL INPATIENT CONSULTATIONS

NEW OR ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99251 20.00
99252 20.00
99253 20.00
99254 20.00
99255 20.00

CRITICAL CARE SERVICES

Procedure Maximum
Code Fee
99291 25.00
99292 12.50

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY
CARE NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99304 8.00
99305 8.00
99306 8.00
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SUBSEQUENT NURSING
FACILITY CARE NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99307 7.00
99308 7.00
99309 7.00
99310 7.00
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NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00
99328 8.00
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
09341 10.00 99347 10.00
99342 10.00 99348 10.00
99343 12.50 99349 12.50
99344 12.50 99350 12.50
99345 12.50

PROLONGED SERVICES
NEWBORN CARE
Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 6.50
99355 12.50 99433 5.00
99356 25.00 99435 6.50
99357 12.50
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VISITS BY SPECIALISTS: Ophthalmology (100)
HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 10.00 99211 6.00
99202 10.00 99212 6.00
99203 10.00 99213 6.00
99204 10.00 99214 6.00
99205 10.00 99215 6.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE
DISCHARGE SERVICES

INITIAL OBSERVATION CARE
NEW OR ESTABLISHED

PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99217 6.00 99218 10.00
99219 10.00
99220 10.00

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW
OR ESTABLISHED PATIENT

SUBSEQUENT HOSPITAL CARE

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 10.00 99231 6.00
99222 10.00 99232 6.00
99223 10.00 99233 6.00

OBSERVATION OR INPATIENT HOSPITAL DISCHARGE
CARE SERVICES SERVICES
(Including Admission and Discharge Services)

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99234 10.00 99238 6.00
99235 10.00 99239 6.00
99236 10.00
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CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes
99241-99245 with a Place of Service
Office, reimbursement will not exceed
120% of the Maximum State Medical
Fee Schedule Amount.

Procedure Maximum
Code Fee
99241 20.00
99242 20.00
99243 20.00
99244 20.00
99245 20.00

EMERGENCY DEPARTMENT
SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99281 10.00
99282 10.00
99283 10.00
99284 10.00
99285 10.00

INITIAL INPATIENT CONSULTATIONS

NEW OR ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99251 20.00
99252 20.00
99253 20.00
99254 20.00
99255 20.00

CRITICAL CARE SERVICES

Procedure Maximum
Code Fee
99291 25.00
99292 12.50

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY
CARE NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99304 8.00
99305 8.00
99306 8.00
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SUBSEQUENT NURSING
FACILITY CARE NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99307 7.00
99308 7.00
99309 7.00
99310 7.00
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NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00
99328 8.00
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 10.00 99347 10.00
99342 10.00 99348 10.00
99343 12.50 99349 12.50
99344 12.50 99350 12.50
99345 12.50

PROLONGED SERVICES
NEWBORN CARE
Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 6.50
99355 12.50 99433 5.00
99356 25.00 99435 6.50
99357 12.50
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VISITS BY SPECIALISTS: Pediatrics (150), Pediatric Cardiology (151),
Pediatric  Hematology-Oncology (152), Pediatric  Nephrology (154),
Neonatal-Perinatal Medicine (155), Pediatric Endocrinology (156), Pediatric
Pulmonology (157), Pediatric Critical Care (161), Pediatric Gastroenterology
(163)

For purposes of reimbursement under the New York State Medicaid program,
Pediatricians are considered to be providing specialty services when treating
patients under age 21. Services rendered to patients 21 years of age or older
should be billed using the appropriate General Practitioner or Primary Care
Services procedure codes.

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 10.00 99211 6.00
99202 10.00 99212 6.00
99203 10.00 99213 6.00
99204 10.00 99214 6.00
99205 10.00 99215 6.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE INITIAL OBSERVATION CARE
DISCHARGE SERVICES NEW OR ESTABLISHED
PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99217 6.00 99218 10.00
99219 10.00
99220 10.00
HOSPITAL INPATIENT SERVICES
INITIAL HOSPITAL CARE NEW SUBSEQUENT HOSPITAL CARE
OR ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 10.00 99231 6.00
99222 10.00 99232 6.00
99223 10.00 99233 6.00
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OBSERVATION OR INPATIENT
CARE SERVICES
(Including Admission and Discharge

Services)
Procedure Maximum
Code Fee
99234 10.00
99235 10.00
99236 10.00

HOSPITAL DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99238 6.00
99239 6.00

CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes 99241-
99245 with a Place of Service Office,
reimbursement will not exceed 120% of
the Maximum State Medical Fee
Schedule Amount.

Procedure Maximum
Code Fee
99241 20.00
99242 20.00
99243 20.00
99244 20.00
99245 20.00

EMERGENCY DEPARTMENT
SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99281 10.00
99282 10.00
99283 10.00
99284 10.00
99285 10.00
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INITIAL INPATIENT CONSULTATIONS

NEW OR ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99251 20.00
99252 20.00
99253 20.00
99254 20.00
99255 20.00

PEDIATRIC CRITICAL CARE
PATIENT TRANSPORT

Procedure Maximum
Code Fee
99289 25.00
99290 12.50
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PEDIATRIC CRITICAL CARE

CRITICAL CARE SERVICES

Procedure Maximum
Code Fee
99291 25.00
99292 12.50

NEONATAL CRITICAL CARE

NEONATAL-PERINATAL
MEDICINE (155) ONLY

Procedure Maximum
Code Fee
99295 233.00
99296 115.00

PEDIATRIC CRITICAL CARE
NEONATAL-PERINATAL
MEDICINE (155)

AND PEDIATRIC CRITICAL
CARE (161)
SPECIALTIES ONLY

Procedure Maximum
Code Fee
99293 206.00
99294 114.00

CONTINUING INTENSIVE CARE
SERVICES

NEONATAL-PERINATAL
MEDICINE (155) AND PEDIATRIC

CRITICAL CARE (161)
SPECIALTIES ONLY

Procedure Maximum
Code Fee
99298 57.00
99299 54.00
99300 50.00

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY

CARE NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99304 8.00
99305 8.00
99306 8.00

SUBSEQUENT NURSING
FACILITY CARE NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99307 7.00
99308 7.00
99309 7.00
99310 7.00

NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00
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DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00
99328 8.00
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 9.00 99347 9.00
09342 9.00 09348 9.00
99343 10.00 99349 10.00
09344 10.00 99350 10.00
99345 10.00

PROLONGED SERVICES

NEWBORN CARE
Prolonged Physician Service with

direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 10.00
99355 12.50 99433 6.00
99356 25.00 99435 10.00
99357 12.50
99440 25.00
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VISITS BY SPECIALISTS: Child Psychiatry (191), Psychiatry (192), Psychiatry
and Neurology (195)

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 10.00 99211 6.00
99202 10.00 99212 6.00
99203 10.00 99213 6.00
99204 10.00 99214 6.00
99205 10.00 99215 6.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE INITIAL OBSERVATION CARE
DISCHARGE SERVICES NEW OR ESTABLISHED
PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99217 6.00 99218 10.00
99219 10.00
99220 10.00

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW SUBSEQUENT HOSPITAL CARE
OR ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 10.00 99231 6.00
99222 10.00 99232 6.00
99223 10.00 99233 6.00

OBSERVATION OR INPATIENT HOSPITAL DISCHARGE
CARE SERVICES SERVICES

(Including Admission and
Discharge Services)

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99234 10.00 99238 6.00
99235 10.00 99239 6.00
99236 10.00
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CONSULTATIONS (BY SPECIALISTS)
OFFICE OR OTHER OUTPATIENT

CONSULTATIONS
NEW OR ESTABLISHED PATIENT
When reporting procedure codes 99241- INITIAL INPATIENT CONSULTATIONS
99245 with a Place of Service Office, NEW OR ESTABLISHED PATIENTS

reimbursement will not exceed 120% of
the Maximum State Medical Fee
Schedule Amount.

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99241 20.00 99251 20.00
99242 20.00 99252 20.00
99243 20.00 99253 20.00
99244 20.00 99254 20.00
99245 20.00 99255 20.00

EMERGENCY DEPARTMENT CRITICAL CARE SERVICES

SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99281 10.00 99291 25.00
99282 10.00 99292 12.50
99283 10.00
99284 10.00
99285 10.00

NURSING FACILITY SERVICES
INITIAL NURSING FACILITY SUBSEQUENT NURSING
CARE NEW OR ESTABLISHED FACILITY CARE NEW OR
PATIENT ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99304 9.00 99307 7.50
99305 9.00 99308 7.50
99306 9.00 99309 7.50

99310 7.50
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NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 9.00
99316 9.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 10.00 99334 6.00
99325 10.00 99335 6.00
99326 10.00 99336 6.00
99327 10.00 99337 6.00
99328 10.00
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 10.00 99347 6.00
99342 10.00 99348 6.00
99343 10.00 99349 6.00
99344 10.00 99350 6.00
99345 10.00
PROLONGED SERVICES NEWBORN CARE

Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 6.50
99355 12.50 99433 5.00
99356 25.00 99435 6.50
99357 12.50
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VISITS BY SPECIALISTS: Nuclear Medicine (080), Radiology (200), Diagnostic
Radiology (201), Diagnostic Radiology with Special Competence in Nuclear
Radiology (202), Therapeutic Radiology (205)

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office

Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 10.00 99211 6.00
99202 10.00 99212 6.00
99203 10.00 99213 6.00
99204 10.00 99214 6.00
99205 10.00 99215 6.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE
DISCHARGE SERVICES

INITIAL OBSERVATION CARE

NEW OR ESTABLISHED

PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99217 6.00 99218 10.00
99219 10.00
99220 10.00

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW
OR ESTABLISHED PATIENT

SUBSEQUENT HOSPITAL CARE

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 10.00 99231 6.00
99222 10.00 99232 6.00
99223 10.00 99233 6.00

OBSERVATION OR INPATIENT HOSPITAL DISCHARGE
CARE SERVICES SERVICES
(Including Admission and
Discharge Services)

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99234 10.00 99238 6.00
99235 10.00 99239 6.00
99236 10.00
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CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes 99241-
99245 with a Place of Service Office,
reimbursement will not exceed 120% of
the Maximum State Medical Fee
Schedule Amount.

Procedure Maximum
Code Fee
99241 20.00
99242 20.00
99243 20.00
99244 20.00
99245 20.00

EMERGENCY DEPARTMENT
SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99281 10.00
99282 10.00
99283 10.00
99284 10.00
99285 10.00

INITIAL INPATIENT CONSULTATIONS

NEW OR ESTABLISHED PATIENTS

Procedure Maximum
Code Fee
99251 20.00
99252 20.00
99253 20.00
99254 20.00
99255 20.00

CRITICAL CARE SERVICES

Procedure Maximum
Code Fee
99291 25.00
99292 12.50

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY
CARE NEW OR ESTABLISHED

PATIENT
Procedure Maximum
Code Fee
99304 8.00
99305 8.00
99306 8.00
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SUBSEQUENT NURSING
FACILITY CARE NEW OR
ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99307 7.00
99308 7.00
99309 7.00
99310 7.00
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NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00
DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE
SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00
99328 8.00
HOME SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 7.00 99347 7.00
99342 7.00 99348 7.00
99343 8.00 99349 8.00
99344 8.00 99350 8.00
99345 8.00

PROLONGED SERVICES

NEWBORN CARE
Prolonged Physician Service with

direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 6.50
99355 12.50 99433 5.00
99356 25.00 99435 6.50
99357 12.50
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VISITS BY SPECIALISTS: Emergency Medicine (250)
HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 12.50 99211 6.00
99202 12.50 99212 6.00
99203 12.50 99213 6.00
99204 12.50 99214 6.00
99205 12.50 99215 6.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE INITIAL OBSERVATION CARE
DISCHARGE SERVICES NEW OR ESTABLISHED
PATIENT
Procedure Maximum Procedure Maximum

Code Fee Code Fee

99217 6.00 99218 12.50
99219 12.50
99220 12.50

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW SUBSEQUENT HOSPITAL CARE
OR ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 12.50 99231 6.00
99222 12.50 99232 6.00
99223 12.50 99233 6.00

OBSERVATION OR INPATIENT HOSPITAL DISCHARGE
CARE SERVICES SERVICES

(Including Admission and
Discharge Services)

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99234 12.50 99238 6.00
99235 12.50 99239 6.00
99236 12.50
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EMERGENCY DEPARTMENT CRITICAL CARE SERVICES
SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99281 17.00 99291 25.00
99282 17.00 99292 12.50
99283 17.00
99284 17.00
99285 17.00

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY SUBSEQUENT NURSING
CARE NEW OR ESTABLISHED FACILITY CARE NEW OR
PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99304 8.00 99307 7.00
99305 8.00 99308 7.00
99306 8.00 99309 7.00
99310 7.00
NURSING FACILITY DISCHARGE
SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00
DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE
SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99324 8.00 99334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00

99328 8.00
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HOME SERVICES

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99341 7.00 99347 7.00
99342 7.00 99348 7.00
99343 8.00 99349 8.00
99344 8.00 99350 8.00

99345 8.00

PROLONGED SERVICES
NEWBORN CARE

Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99354 25.00 99431 6.50
99355 12.50 99433 5.00
99356 25.00 99435 6.50
99357 12.50

VISITS BY SPECIALISTS: Orthopedic Surgery (110)
HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient
setting. For services rendered in the practitioner's private office, see Office
Services-All Physicians.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99201 10.00 99211 6.00
99202 10.00 99212 6.00
99203 10.00 99213 6.00
99204 10.00 99214 6.00
99205 10.00 99215 6.00
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HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE INITIAL OBSERVATION CARE
DISCHARGE SERVICES NEW OR ESTABLISHED
PATIENT
Procedure Maximum Procedure Maximum
Code Fee Code Fee
99217 6.00 99218 10.00
99219 10.00
99220 10.00

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE NEW SUBSEQUENT HOSPITAL CARE
OR ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99221 10.00 99231 6.00
99222 10.00 99232 6.00
99223 10.00 99233 6.00

OBSERVATION OR INPATIENT HOSPITAL DISCHARGE
CARE SERVICES SERVICES
(Including Admission and Discharge Services)

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99234 10.00 99238 6.00
99235 10.00 99239 6.00
99236 10.00

CONSULTATIONS (BY SPECIALISTS)

OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
NEW OR ESTABLISHED PATIENT

When reporting procedure codes 99241- INITIAL INPATIENT CONSULTATIONS
99245 with a Place of Service Office, NEW OR ESTABLISHED PATIENTS
reimbursement will not exceed 120% of

the Maximum State Medical Fee

Schedule Amount.

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99241 20.00 99251 20.00
99242 20.00 99252 20.00
99243 20.00 99253 20.00
99244 20.00 99254 20.00
99245 20.00 99255 20.00
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EMERGENCY DEPARTMENT CRITICAL CARE SERVICES
SERVICES NEW OR
ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99281 10.00 99291 25.00
99282 10.00 99292 12.50
99283 10.00
99284 10.00
99285 10.00

NURSING FACILITY SERVICES
INITIAL NURSING FACILITY SUBSEQUENT NURSING
CARE NEW OR ESTABLISHED FACILITY CARE NEW OR
PATIENT ESTABLISHED PATIENT

Procedure Maximum Procedure Maximum
Code Fee Code Fee
99304 8.00 99307 7.00
99305 8.00 99308 7.00
99306 8.00 99309 7.00

99310 7.00

NURSING FACILITY DISCHARGE

SERVICES
Procedure Maximum
Code Fee
99315 8.00
99316 8.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE

SERVICES
NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Procedure Maximum

Code Fee Code Fee

99324 8.00 09334 7.00
99325 8.00 99335 7.00
99326 8.00 99336 7.00
99327 8.00 99337 7.00

99328 8.00
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NEW PATIENT
Procedure Maximum
Code Fee
99341 9.00
99342 9.00
99343 9.00
99344 9.00
99345 9.00

PROLONGED SERVICES

Prolonged Physician Service with
direct (face-to-face) patient contact

Procedure Maximum
Code Fee
99354 25.00
99355 12.50
99356 25.00
99357 12.50

HOME SERVICES

ESTABLISHED PATIENT

Procedure Maximum
Code Fee
99347 9.00
99348 9.00
99349 9.00
99350 9.00

NEWBORN CARE

Procedure Maximum
Code Fee
99431 6.50
99433 5.00
99435 6.50

PREFERRED PHYSICIAN AND CHILDRENS PROGRAM (PPAC)(158)

OFFICE SERVICES

The following reimbursement amounts are for services rendered in the practitioner's private
office. For services rendered in a hospital outpatient setting see the list of reimbursement
amounts for "Hospital Outpatient Services".

NEW PATIENT (Problem Visits)

Procedure Maximum Fee
Code Co. Group  Co. Group
A B
99201 39.64 33.63
99202 39.64 33.63
99203 39.64 33.63
99204 39.64 33.63
99205 39.64 33.63

Version 2006-1 (4/1/06)

ESTABLISHED PATIENT
(Problem Visits)

Procedure Maximum Fee
Code Co. Group  Co. Group
A B
99211 39.64 33.63
99212 39.64 33.63
99213 39.64 33.63
99214 39.64 33.63
99215 39.64 33.63
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NEW PATIENT (Well Visits) ESTABLISHED PATIENT (Well Visits)
Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group  Co. Group Code Co. Group  Co. Group
A B A B
99381 39.64 33.63 99391 39.64 33.63
99382 39.64 33.63 99392 39.64 33.63
99383 39.64 33.63 99393 39.64 33.63
99384 39.64 33.63 99394 39.64 33.63
99385 39.64 33.63 99395 39.64 33.63

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient setting. For
services rendered in the practitioner's private office, see above.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group A Co. Group B Code Co. Group A Co. Group B
99201 36.00 30.00 99211 36.00 30.00
99202 36.00 30.00 99212 36.00 30.00
99203 36.00 30.00 99213 36.00 30.00
99204 36.00 30.00 99214 36.00 30.00
99205 36.00 30.00 99215 36.00 30.00

HOSPITAL OBSERVATION SERVICES

OBSERVATION CARE DISCHARGE INITIAL OBSERVATION CARE
SERVICES NEW OR ESTABLISHED PATIENT
Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group Co. Group Code Co. Group Co. Group
A B A B
99217 36.00 30.00 99218 36.00 30.00
99219 36.00 30.00
99220 36.00 30.00

HOSPITAL INPATIENT SERVICES

INITIAL HOSPITAL CARE SUBSEQUENT HOSPITAL CARE
NEW OR ESTABLISHED PATIENT
Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group A Co. Group B Code Co. Group A Co. Group B
99221 36.00 30.00 99231 36.00 30.00
99222 36.00 30.00 99232 36.00 30.00
99223 36.00 30.00 99233 36.00 30.00
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OBSERVATION OR INPATIENT CARE HOSPITAL DISCHARGE SERVICES
SERVICES
(Including Admission and
Discharge Services)

Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group A Co. Group B Code Co. Group A Co. Group B
99234 36.00 30.00 99238 36.00 30.00
99235 36.00 30.00 99239 36.00 30.00
99236 36.00 30.00

NURSING FACILITY SERVICES

INITIAL NURSING FACILITY CARE SUBSEQUENT NURSING FACILITY
NEW OR ESTABLISHED PATIENT CARE
NEW OR ESTABLISHED PATIENT
Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group A Co. Group B Code Co. Group A Co. Group B
99304 36.00 30.00 99307 36.00 30.00
99305 36.00 30.00 99308 36.00 30.00
99306 36.00 30.00 99309 36.00 30.00
99310 36.00 30.00

NURSING FACILITY DISCARGE SERVICES

Procedure Maximum Fee
Code Co. Group A Co. Group B
99315 36.00 30.00
99316 36.00 30.00

DOMICILLARY, REST HOME (EG, BOARDING HOME), OR
CUSTODIAL CARE SERVICES

NEW PATIENT ESTABLISHED PATIENT

Procedure Maximum Fee Procedure Maximum Fee

Code Co. Co. Code Co. Co.
Group A Group B Group A Group B

99324 36.00 30.00 99334 36.00 30.00
99325 36.00 30.00 99335 36.00 30.00
99326 36.00 30.00 99336 36.00 30.00
99327 36.00 30.00 99337 36.00 30.00
99328 36.00 30.00
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HOME SERVICES

NEW PATIENT ESTABLISHED PATIENT

Procedure Maximum Fee Procedure Maximum Fee

Code Co. Co. Code Co. Co.
Group A Group B Group A Group B

99341 36.00 30.00 99347 36.00 30.00
99342 36.00 30.00 99348 36.00 30.00
99343 36.00 30.00 99349 36.00 30.00
99344 36.00 30.00 99350 36.00 30.00
99345 36.00 30.00

HIV ENHANCED FEES FOR PHYSICIAN PROGRAM (HIV-RFP)(249)
OFFICE SERVICES

The following reimbursement amounts are for services rendered in the practitioner's private
office. For services rendered in a hospital outpatient setting see the list of reimbursement
amounts for "Hospital Outpatient Services".

Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group A Co. Group B Code Co. Group A Co. Group B
99201 42.22 37.35 99211 42.22 37.35
99202 42.22 37.35 99212 42.22 37.35
99203 42.22 37.35 99213 42.22 37.35
99204 42.22 37.35 99214 42.22 37.35
99205 42.22 37.35 99215 42.22 37.35

HOSPITAL OUTPATIENT SERVICES

Reimbursement amounts are for services rendered in a hospital outpatient setting. For services
rendered in the practitioner's private office, see page above.

NEW PATIENT ESTABLISHED PATIENT
Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group A Co. Group B Code Co. Group A Co. Group B
99201 36.00 30.00 99211 36.00 30.00
99202 36.00 30.00 99212 36.00 30.00
99203 36.00 30.00 99213 36.00 30.00
99204 36.00 30.00 99214 36.00 30.00
99205 36.00 30.00 99215 36.00 30.00
HOSPITAL OBSERVATION SERVICES
OBSERVATION CARE DISCHARGE INITIAL OBSERVATION CARE
SERVICES NEW OR ESTABLISHED PATIENT
Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group A Co. Group B Code Co. Group A Co. Group B
99217 36.00 30.00 99218 36.00 30.00
99219 36.00 30.00
99220 36.00 30.00
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HOSPITAL INPATIENT SERVICES
INITIAL HOSPITAL CARE SUBSEQUENT HOSPITAL CARE

NEW OR ESTABLISHED PATIENT

Procedure Maximum Fee Procedure Maximum Fee
Code Co.Group A Co. Group B Code Co. Group A Co. Group B
99221 36.00 30.00 99231 36.00 30.00
99222 36.00 30.00 99232 36.00 30.00
99223 36.00 30.00 99233 36.00 30.00
OBSERVATION OR INPATIENT CARE SERVICES HOSPITAL DISCHARGE SERVICES
(Including Admission and Discharge Services)
Procedure Maximum Fee Procedure Maximum Fee
Code Co.Group A Co. Group B Code Co. Group A Co. Group B
99234 36.00 30.00 99238 36.00 30.00
99235 36.00 30.00 99239 36.00 30.00
99236 36.00 30.00

EMERGENCY DEPARTMENT SERVICES

NEW OR ESTABLISHED PATIENT

Procedure Maximum Fee
Code Co. Group A Co. Group B
99281 36.00 30.00
99282 36.00 30.00
99283 36.00 30.00
99284 36.00 30.00
99285 36.00 30.00

NURSING FACILITY SERVICES

SUBSEQUENT NURSING FACILITY
CARE NEW OR ESTABLISHED PATIENT

INITIAL NURSING FACILITY CARE
NEW OR ESTABLISHED PATIENT

Procedure Maximum Fee Procedure Maximum Fee
Code Co. Group A Co. Group B Code Co. Group A Co. Group B
99304 36.00 30.00 99307 36.00 30.00
99305 36.00 30.00 99308 36.00 30.00
99306 36.00 30.00 99309 36.00 30.00

99310 36.00 30.00
NURSING FACILITY DISCARGE
SERVICES
Procedure Maximum Fee
Code Co.Group A Co. Group B
99315 36.00 30.00
99316 36.00 30.00
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DOMICILLARY, REST HOME (EG, BOARDING HOME), OR CUSTODIAL CARE SERVICES
ESTABLISHED PATIENT

Procedure

Code

99324
99325
99326
99327
99328

Procedure

Code

99341
99342
99343
99344
99345

Version 2006-1 (4/1/06)

Maximum Fee

Co. Group A Co. Group B

36.00
36.00
36.00
36.00

30.00
30.00
30.00
30.00

ESTABLISHED PATIENT

Maximum Fee

Co. Group A Co. Group B

NEW PATIENT
Maximum Fee Procedure
Co. Group A Co. Group B Code
36.00 30.00 99334
36.00 30.00 99335
36.00 30.00 99336
36.00 30.00 99337
36.00 30.00
HOME SERVICES
NEW PATIENT
Maximum Fee Procedure
Co. Group A Co. Group B Code
36.00 30.00 99347
36.00 30.00 99348
36.00 30.00 99349
36.00 30.00 99350
36.00 30.00

36.00
36.00
36.00
36.00

30.00
30.00
30.00
30.00
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T
m

LABORATORY SERVICES PERFORMED IN A PHYSICIAN'S OFFICE

Certain laboratory procedures specified below are eligible for direct physician
reimbursement when performed in the office of the physician in the course of treatment
of his own patients.

The physician must be registered with the federal Health Care Finance Administration
(HCFA) to perform laboratory procedures as required by the federal Clinical Laboratory
Improvement Amendments of 1988 (CLIA '88).

Procedures other than those specified must be performed by a laboratory, holding a
valid clinical laboratory permit in the commensurate laboratory, specialty issued by the
New York State Department of Health or, where appropriate, the New York City
Department of Health.

For detection of pregnancy, use code 81025.

Procedure code 85025 complete blood count (CBC), may not be billed with its
component codes 85007, 85013, 85018, 85041 or 85048.

81000 Urinalysis, by dip stick or tablet reagent for bilirubin, glucose, 4.00
hemoglobin, ketones, leukocytes, nitrite, pH, protein, specificgravity,
urobilinogen, any number of these constituents; non-automated, with

microscopy
81002 Non-automated, without microscopy 2.00
81015 Urinalysis; microscopic only 2.00
81025 Urine pregnancy test, by visual color comparison methods 2.00
85007 Blood count; blood smear, microscopic examination with manual 1.43

differential WBC count (includes RBC morphology and platelet

estimation)
85013 spun microhematocrit 2.00
85018 hemoglobin (Hgb) 2.00
85025 complete (CBC), automated (Hgb, Hct, RBC, WBC and platelet 3.17

count) and automated differential WBC count

85041 red blood cell (RBC) automated 3.17
85048 leukocyte (WBC), automated 3.17
85651 Sedimentation rate, erythrocyte; non-automated 2.00
85652 automated 2.00
87081 Culture, presumptive, pathogenic organisms, screening only (throat only) 5.20
87880 Infectious agent detection by immunoassay with direct optical 3.75

observation; streptococcus, group A (throat only)

NOTE: Medicare reimburses for these services at 100 percent. No Medicare
co-insurance payments may be billed for the above listed procedure codes.
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DRUG ADMINISTRATION
IMMUNIZATIONS

If a significantly separately identifiable Evaluation and Management services (eg, office
service, preventative medicine services) is performed, the appropriate E/M code should be
reported in addition to the vaccine and toxoid codes.

Immunizations are usually given in conjunction with a medical service. When an
immunization is the only service performed, a minimal service may be listed in addition to
the injection. Immunization procedures include reimbursement for the supply of materials
and administration.

For dates of service on or after 7/1/03 when immunization materials are supplied by the
Vaccine for Children Program (VFC), bill using the procedure code that represents the
immunization(s) administered and append modifier —SL State Supplied Vaccine to
receive the VFC administration fee. See Medicine Section Modifiers for further information.

NOTE: The maximum fees for immunization injection codes are adjusted periodically by the
State to reflect the current acquisition cost of the antigen. For immunizations not supplied by
the VFC Program insert acquisition cost per dose plus a two dollar ($2.00) administration
fee in amount charged field on claim form. For codes listed BR, also attach itemized invoice
to claim form.

(For allergy testing, allergy vaccines and venom proteins, see Allergy and Clinical
Immunology Section)

To meet the reporting requirements of immunization registries, vaccine distribution
programs, and reporting systems (eg, Vaccine Adverse Event Reporting System) the exact
vaccine product administered needs to be reported with modifier -SL. Multiple codes for a
particular vaccine are provided in CPT when the schedule (number of doses or timing)
differs for two or more products of the same vaccine type (eg, hepatitus A, Hib) or the
vaccine product is available in more than one chemical formulation, dosage, or route of
administration.

Reimbursement for drugs (including vaccines and immune globulins) furnished by
practitioners to their patients is based on the acquisition cost to the practitioner of the drug
dose administered to the patient. For all drugs furnished in this fashion it is expected that
the practitioner will maintain auditable records of the actual itemized invoice cost of the
drug, including the numbers of doses of the drug represented on the invoice. New York
State Medicaid does not intend to pay more than the acquisition cost of the drug dosage, as
established by invoice, to the practitioner. Regardless of whether an invoice must be
submitted to Medicaid for payment, the practitioner is expected to limit his or her Medicaid
claim amount to the actual invoice cost of the drug dosage administered.

Separate codes are available for combination vaccines (eg, DTP-Hib, DtaP-Hib, HepB-Hib).
It is inappropriate to code each component of a combination vaccine separately. If a specific
vaccine code is not available, the Unlisted procedure code should be reported, until a new
code becomes available.
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CODE

DESCRIPTION

IMMUNE GLOBULINS

Immune globulin products listed here include broad-spectrum and anti-infective immune
globulins, antitoxins, and various isoantibodies.

90281
90283
90291

90371
90375

90376
90379
90384
90385
90386
90389
90393

90396
90399

Immune Globulin (Ig), human, for intramuscular use (per 1 ml)

Immune Globulin (IglV), human, for intravenous use (per 500 mg)

Cytomegalovirus Immune Globulin (CMV-IglV), human, for BR
intravenous use

Hepatitis B Immune Globulin (HBIg), human, for intramuscular use

Rabies Immune Globulin (RIg), human, for intramuscular and/or

subcutaneous use (150 IU/ml)

Rabies Immune Globulin, heat-treated (RIg-HT), human, for BR
intramuscular and/or subcutaneous use

Respiratory Syncytial Virus Immune Globulin (RVS-IglV), human, for

intravenous use (per 50 mg)

Rho(D) Immune Globulin (Rhlg), human, full-dose, for intramuscular

use

Rho(D) Immune Globulin (Rhlg), human, mini-dose, for intramuscular

use

Rho(D) Immune Globulin (RhiglV), human, for intravenous use (per 1500 1U)
Tetanus Immune Globulin (Tlg), human, for intramuscular use (up to 250 units)

Vaccinia Immune Globulin, human, for intramuscular use BR
Varicella-Zoster Immune Globulin, human, for intramuscular use (per 62.5 u/ml)
Unlisted Immune Globulin BR

VACCINES/TOXOIDS

When billing for vaccine supplied by the Vaccine for Childrens Program, append modifier —
SL to the appropriate procedure code to receive the VFC administration fee.

90585

90586

90632
90633

90636

90645

90646

90647

90648

90655

Bacillus Calmette-Guerin vaccine (BCG) for tuberculosis, live, for percutaneous
use

Bacillus Calmette-Guerin vaccine (BCG) for bladder cancer, live, for
intravesical use

Hepatitis A vaccine, adult dosage, for intramuscular use

Hepatitis A vaccine, pediatric/adolescent dosage-2 dose schedule,
for intramuscular use

Hepatitis A and Hepatitis B vaccine (Hep-A — Hep-B), adult dose for
intramuscular use

Hemophilus Influenza B vaccine (Hib), HbOC conjugate (4 dose
schedule), for intramuscular use

Hemophilus Influenza B vaccine (Hib), PRP-D conjugate, for booster
use only, intramuscular use

Hemophilus Influenza B vaccine (Hib), PRP-OMP conjugate (3 dose
schedule), for intramuscular use

Hemophilus Influenza B vaccine (Hib), PRP-T conjugate (4 dose
schedule), for intramuscular use

Influenza virus vaccine, split virus, preservative free, for children 6-35
of age, for intramuscular use
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90658

90660
90665
90669

90675
90676
90690
90691

90692
90700
90701
90702
90703
90704
90705
90706
90707

90708
90710

90712
90713

90714

90715

90716
90717
90718

90720

90721

90723

DESCRIPTION

Influenza virus vaccine, split virus, for children 6-35 months of age,
for intramuscular use

Influenza virus vaccine, split virus, for use in individuals 3 years of
age and above, for intramuscular use

Influenza virus vaccine, live, for intranasal use

Lyme Disease vaccine, adult dosage, for intramuscular use
Pneumococcal Conjugate vaccine, polyvalent, for children under five
years, for intramuscular use

Rabies vaccine, for intramuscular use

Rabies vaccine, for intradermal use

Typhoid vaccine, live, oral

Typhoid vaccine, VI capsular polysaccharide (ViCPs), for
intramuscular use

Typhoid vaccine, heat- and phenol-inactivated (H-P), for
subcutaneous or intradermal use

Diphtheria, Tetanus toxoids, and Acellular Pertussis vaccine (DTaP),
for use in individuals younger than 7 years, for intramuscular use
Diphtheria, Tetanus toxoids, and whole cell Pertussis vaccine (DTP),
for intramuscular use

Diphtheria and Tetanus toxoids (DT) adsorbed for use in

individuals younger than seven years, for intramuscular use

Tetanus toxoid adsorbed, for intramuscular use

Mumps virus vaccine, live, for subcutaneous use

Measles virus vaccine, live, for subcutaneous use

Rubella virus vaccine, live, for subcutaneous use

Measles, Mumps and Rubella virus vaccine (MMR), live, for subcutaneous use
Measles and Rubella virus vaccine, live, for subcutaneous use
Measles, Mumps, Rubella, and Varicella vaccine (MMRYV), live, for
subcutaneous use

Poliovirus vaccine, (any type(s)) (OPV), live, for oral use

Poliovirus vaccine, inactivated, (IPV), for subcutaneous or
intramuscular use

Tetanus and Diphtheria toxoids (Td) adsorbed, preservative free, for
use in individuals 7 years or older, for intramuscular use

Tetanus, Diphtheria toxoids and Acellular Pertussis vaccine (Tdap),
for use in individuals 7 years or older, for intramuscular use
Varicella virus vaccine, live, for subcutaneous use

Yellow Fever vaccine, live, for subcutaneous use

Tetanus and Diphtheria toxoids (Td) adsorbed for use in individuals 7
years or older, for intramuscular use

Diphtheria, Tetanus toxoids, and whole cell Pertussis vaccine

and Hemophilus Influenza B vaccine (DTP-Hib), for intramuscular
use

Diphtheria, Tetanus toxoids, and Acellular Pertussis vaccine and
Hemophilus Influenza B vaccine (DtaP-Hib), for intramuscular use
Diphtheria, Tetanus toxoids, Acellular Pertussis vaccine, Hepatitis B,
and Poliovirus vaccine, inactivated (DtaP-Hep B-IPV), for
intramuscular use
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CODE

90725
90732

90733
90734

90735
90740

90743

90744

90746
90747

90748

90749

DESCRIPTION

Cholera vaccine for injectable use
Pneumococcal Polysaccharide vaccine, 23-valent, adult
or immunosuppressed patient dosage, for use in individuals 2 years
or older, for subcutaneous or intramuscular use
Meningococcal Polysaccharide vaccine (any group(s)), for subcutaneous use
Meningococcal Conjugate vaccine, serogroups A, C, Y and W-135
(Tetravalent), for intramuscular use
Japanese Encephalitis virus vaccine, for subcutaneous use
Hepatitis B vaccine, dialysis or immunosuppressed patient dosage (3
dose schedule), for intramuscular use
Hepatitis B vaccine, adolescent (2 dose schedule), for intramuscular
use
Hepatitis B vaccine; pediatric/adolescent dosage, (3 dose schedule)
for intramuscular use
Hepatitis B vaccine; adult dose, for intramuscular use
dialysis or immunosuppressed patient, dosage (4 dose
schedule), for intramuscular use
Hepatitis B and Hemophilus Influenza B (Hep B -HIB), for
intramuscular use
Unlisted vaccine/toxoid

HYDRATION, THERAPEUTIC, PROPHYLACTIC AND DIAGNOSTIC
INJECTIONS AND INFUSIONS (EXCLUDES CHEMOTHERAPY)

Physician work related to hydration, injection, and infusion services predominantly involves

affirmation of treatment plan and direct supervision of staff.

If a significant separately identifiable Evaluation and Management service is performed, the
appropriate E/M service code should be reported using modifier 25 in addition to 90760-

90779. For same day E/M service a different diagnosis is not required.

If performed to facilitate the infusion or injection, the following services are included and are

not reported separately:

a. Use of local anesthesia

b. IV start

c. Access to indwelling 1V, subcutaneous catheter or port
d. Flush at conclusion of infusion

e. Standard tubing, syringes, and supplies

(For declotting a catheter or port, see 36550)

When multiple drugs are administered, report the service(s) and the specific materials or

drugs for each.
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When administering multiple infusions, injections or combinations, only one “initial” service
code should be reported, unless protocol requires that two separate IV sites must be used.
The “initial” code that best describes the key or primary reason for the encounter should
always be reported irrespective of the order in which the infusions or injections occur. If an
injection or infusion is of a subsequent or concurrent nature, even if it is the first such service
within that group of services, then a subsequent or concurrent code from the appropriate
section should be reported (eg, the first IV push given subsequent to an initial one-hour
infusion is reported using a subsequent IV push code).

When reporting codes for which infusion time is a factor, use the actual time over which the
infusion is administered.

HYDRATION

Codes 90760-90761 are intended to report a hydration iv infusion to consist of a pre-
packaged fluid and electrolytes (eg, normal saline, D5-1/2 normal saline+30mEq KCL/liter),
but are not used to report infusion of drugs or other substances. Hydration IV infusions
typically require direct physician supervision for purposes of consent, safety oversight, or
intraservice supervision of staff. Typically such infusions require little special handling to
prepare or dispose of, and staff that administer these do not typically require advanced
practice training. After initial set-up, infusion typically entails little patient risk and thus little
monitoring.

90760 Intravenous infusion, hydration; initial, up to one hour 35.00
(Do not report 90760 if performed as a concurrent infusion service)
90761 each additional hour, up to eight (8) hours 5.00

(List separately in addition to primary procedure)

(Use 90761 in conjunction with 90760)

(Report 90761 for hydration infusion intervals of greater than 30
minutes beyond 1 hour increments)

(Report 90761 to identify hydration if provided as a secondary or
subsequent service after a different initial service [90760, 90765,
90774, 96409, 96413] is provided).

THERAPEUTIC, PROPHYLACTIC AND DIAGNOSTIC INJECTIONS AND
INFUSIONS (EXCLUDES CHEMOTHERAPY)

A therapeutic, prophylactic or diagnosis IV infusion or injection (90765-90779) (other than
hydration) is for the administration of substances/drugs. The fluid used to administer the
drug(s) is incidental hydration and is not separately reportable. These services typically
require direct physician supervision for any or all purposes of patient assessment, provision of
consent, safety oversight and intra-service supervision of staff. Typically such infusions
require special consideration to prepare, dose or dispose of, require practice training and
competency for staff who administer the infusions, and require periodic patient assessment
with vital sign monitoring during the infusion.
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Intravenous or intra-arterial push is defined as: a) an injection in which the health care
professional who administers the substance/drug is continuously present to administer the
injection and observe the patient, or b) aninfusion of 15 minutes or less.

(Do not report 90765-90779 with codes for which IV push or infusion is an inherent part of the
procedure (eg, administration of contrast material for a diagnostic imaging study))

(These codes are not to be used for intradermal, subcutaneous or intramuscular or routine IV
drug injections. These codes may not be used in addition to prolinged service codes)

90765 Intravenous infusion, for therapy, prophylaxis, or diagnosis (specify 35.00
substance or drug); initial, up to 1 hour
90766 each additional hour, up to 8 hours 5.00

(List separately in addition to primary procedure)

90767 additional sequential infusion, up to 1 hour 5.00
(List separately in addition to primary procedure)

90768 concurrent infusion 5.00
(List separately in addition to primary procedure)

90779 Unlisted therapeutic, prophylactic or diagnostic intravenous or intra- BR
arterial injection or infusion

DRUGS ADMINISTERED OTHER THAN ORAL METHOD

THERAPEUTIC INJECTIONS

The following list of drugs can be injected either subcutaneous, intramuscular or intravenous.
A listing of chemotherapy drugs can be found in the Chemotherapy Section.

NOTE: The maximum fees for these drugs are adjusted periodically by the State to reflect
the estimated acquisition cost. Insert acquisition cost per dose in amount charged field on
claim form. For codes listed BR, also attach itemized invoice to claim form.

Reimbursement for drugs (including vaccines and immune globulins) furnished by
practitioners to their patients is based on the acquisition cost to the practitioner of the drug
dose administered to the patient. For all drugs furnished in this fashion it is expected that the
practitioner will maintain auditable records of the actual itemized invoice cost of the drug,
including the numbers of doses of the drug represented on the invoice. New York State
Medicaid does not intend to pay more than the acquisition cost of the drug dosage, as
established by invoice, to the practitioner. Regardless of whether an invoice must be
submitted to Medicaid for payment, the practitioner is expected to limit his or her Medicaid
claim amount to the actual invoice cost of the drug dosage administered.

J0135  Adalimumab, 20 mg

JO150 Injection Adenosine, for therapeutic use, 6 mg
(not to be used to report any adenosine phosphate compounds, instead use unlisted
code)

JO0170  Adrenalin, Epinephrine, up to 1 ml ampule
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J0180
J0205
J0207
J0210
J0215
J0256
J0270

J0275

J0280
J0290
J0295
JO300
JO360
J0380
JO390
J0456
J0460
J0470
J0475
JO500
JO515
J0520
JO530
J0540
JO550
JO560
JO570
JO580
JO585
J0587
JO600
J0610
J0620
J0630
JO636
J0640
J0690
J0694
JO696
J0697
JO698
J0702

J0704
JO710

DESCRIPTION

Agalsidase Beta, 1 mg

Alglucerase, per 10 units

Amifostine, 500 mg

Methyldopate HCL (Aldomet), up to 250 mg

Alefacept (Amevive), 0.5 mg

Alpha 1-Proteinase Inhibitor-Human, 10 mg

Alprostadil, per 1.25 mcg

(administered under direct physician supervision, not for self-administration)

Alprostadil Urethral Suppository
(administered under direct physician supervision, not for self-administration)

Aminophyllin, up to 250 mg

Ampicillin Sodium, 500 mg

Ampicillin Sodium/Sulbactam Sodium, per 1.5 gm

Amobarbital, up to 125 mg

Hydralazine HCL, up to 20 mg

Metaraminol Bitartrate, per 10 mg

Chloroquine Hydrochloride, up to 250 mg

Azithromycin, 500 mg

Atropine Sulfate, up to 0.3 mg

Dimercaprol, per 100 mg

Baclofen, 10 mg

Dicyclomine HCI, up to 20 mg

Benztropine Mesylate, per 1 mg

Bethanechol Chloride, Mytonachol or Urecholine, up to 5 mg

Penicillin G Benzathine and Penicillin G Procaine, up to 600,000 units
Penicillin G Benzathine and Penicillin G Procaine, up to 1,200,000 units
Penicillin G Benzathine and Penicillin G Procaine, up to 2,400,000 units
Penicillin G Benzathine, up to 600,000 units

Penicillin G Benzathine, up to 1,200,000 units

Penicillin G Benzathine, up to 2,400,000 units

Botulinum Toxin Type A, per unit

Botulinum toxin type B, per 100 units

Edetate Calcium Disodium (Calcium Disodium Versenate), up to 1000 mg
Calcium Gluconate, per 10 ml

Calcium Glycerophosphate and Calcium Lactate, per 10 ml
Calcitonin-Salmon (Calcimar), up to 400 units

Calcitrol, 0.1 mcg

Leucovorin Calcium, per 50 mg

Cefazolin Sodium, 500 mg

Cefoxitin Sodium, 1 gm

Ceftriaxone Sodium, per 250 mg

Sterile Cefuroxime Sodium, per 750 mg

Cefotaxime Sodium, per gm

Betamethasone Acetate and Betamethasone Sodium Phosphate, per 3 Mg (1 unit= 3
mg. of Betamethasone Acetate and 3 mg of Betamethasone Sodium Phosphate)
Betamethasone Sodium Phosphate, per 4 mg

Cephapirin Sodium (Cefadyl), up to 1 gm
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JO0713  Ceftazidime, per 500 mg

JO715  Ceftizoxime Sodium, per 500 mg

JO0720  Chloramphenicol Sodium Succinate (Chloromycetin Sodium Succinate), up to 1 g