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Updated 
Policy Title Approval Date Summary of Changes 
Anterior Segment 
Aqueous Drainage 
Device 

Mar. 9, 2022 Applicable Codes 
 Added CPT codes 0671T, 66989, and 66991 
 Added notation to indicate CPT codes 0191T and 0376T were “deleted Dec. 31, 2021”  

Bariatric Surgery for 
Treatment of Co-
Morbid Conditions 
Related to Morbid 
Obesity (NCD 100.1) 

Mar. 9, 2022 Applicable Codes 
Office Visits/Evaluation and Management for Obesity 
 Revised description for CPT code 99211 

 

Capsule Endoscopy Mar. 9, 2022 Policy Summary 
 Removed references to associated CPT codes from content headings 

Applicable Codes 
 Added CPT code 91113 
 Added notation to indicate CPT code 0355T was “deleted Dec. 31, 2021” 

Supporting Information 
 Updated References section to reflect the most current information 

Chiropractic Services Mar. 9, 2022 Policy Summary 
Overview 
 Removed notation pertaining to claim denial for modifier AT (if appropriate after medical review) 

Definitions 
 Updated definition of: 

o Acute Subluxation 
o Chronic Subluxation 
o Exacerbation 

 Removed definition of: 
o Recurrence 

Supporting Information 
 Updated References section to reflect the most current information 

Minimally Invasive 
Gastroesophageal 
Reflux Disease 
(GERD) Procedures 

Mar. 9, 2022 
 
 
 

Applicable Codes 
 Added CPT codes 43257 and 43999 
 Updated notation pertaining to CPT code 43285 to indicate this code was “deleted Jan. 1, 2021” 

Supporting Information 
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Updated 
Policy Title Approval Date Summary of Changes 
Minimally Invasive 
Gastroesophageal 
Reflux Disease 
(GERD) Procedures 
(continued) 

Mar. 9, 2022  Updated References section to reflect the most current information 

Percutaneous 
Coronary Interventions   

Mar. 9, 2022 Applicable Codes 
 Removed notation indicating CPT codes 92921, 92925, 92929, 92934, 92938, and 92944 are “bundled codes and will 

not be separately reimbursed” 
Supporting Information 
 Updated References section to reflect the most current information 

Percutaneous Image-
Guided Breast Biopsy 
(NCD 220.13) 

Mar. 9, 2022 Policy Summary 
Guidelines 
Palpable Breast Lesions 
 Replaced reference to “UnitedHealthcare” with “contractors” 

Transcatheter Aortic 
Valve Replacement 
(TAVR) (NCD 20.32) 

Mar. 9, 2022 Policy Summary 
Guidelines 
Nationally Covered Indications 
 Replaced reference to “UnitedHealthcare” with “Centers for Medicare & Medicaid (CMS) Services” 

Supporting Information 
 Updated References section to reflect the most current information 

Ultrasound Diagnostic 
Procedures (NCD 
220.5) 

Mar. 9, 2022 Applicable Codes 
 Added notation to indicate: 

o CPT code 76930 was “deleted Dec. 31, 2019” 
o CPT code 76970 was “deleted Dec. 31, 2020” 

 Removed CPT code 76977 
 Removed reference link to the Medicare Advantage Policy Guideline titled Diagnosis and Treatment of Impotence 

(NCD 230.4) for CPT codes 93980 and 93981 
Supporting Information 
 Updated References section to reflect the most current information 

 



 
 
 
 
 

Policy Guideline Updates 
 

 
Page 4 of 5 UnitedHealthcare Medicare Advantage Policy Guideline Update Bulletin: April 2022 

Revised 
Policy Title Approval Date Summary of Changes 
Category III CPT 
Codes 

Mar. 9, 2022 Applicable Codes 
Non-Covered 
 Added CPT code 0671T  
 Added reference link to the Medicare Advantage Policy Guideline titled Anterior Segment Aqueous Drainage Device for 

CPT code 0671T 
Provisional Coverage  
 Removed CPT codes 0623T, 0624T, 0625T, and 0626T 

Supporting Information 
 Updated References section to reflect the most current information 

Continuous Glucose 
Monitors 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Title Change 
 Previously titled Therapeutic Continuous Glucose Monitors 

Related Policies 
 Added reference link to the Medicare Advantage Policy Guideline titled Infusion Pumps (280.14) 

Overview 
 Revised language to indicate: 

o On Dec. 28, 2021, the Centers for Medicare & Medicaid Services (CMS) published a final rule in the Federal 
Register that, in part, addressed the classification and payment of continuous glucose monitors (CGMs) under the 
Medicare Part B benefit for durable medical equipment (DME) 

o This rule expanded the classification of DME to a larger group of CGMs, regardless of whether the CGMs are non-
adjunctive (can replace standard blood glucose monitors for treatment decisions) or adjunctive (do not replace 
standard blood glucose monitors for treatment decisions) 

o As such, claims for adjunctive CGMs and related supplies and accessories with dates of service on or after the 
effective date of the final rule, Feb. 28, 2022, can now be covered under the Part B DME benefit category when the 
system meets the DME definition 

Patient Coverage Criteria for Non-Implantable (DME) CGMs 
 Removed language pertaining to CGM devices covered by Medicare under the DME benefit defined in CMS Ruling 

1682R as therapeutic CGMs 
Non-Adjunctive CGM Devices and Supplies 
 Added language to indicate: 

o Existing HCPCS codes K0554 [receiver (monitor), dedicated, for use with therapeutic glucose continuous monitor 
system] and HCPCS code K0553 [supply allowance for therapeutic continuous glucose monitor (CGM), includes 
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Revised 
Policy Title Approval Date Summary of Changes 
Continuous Glucose 
Monitors 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

all supplies and accessories, 1 month supply = 1 unit of service] describe non-adjunctive CGM receivers and the 
associated monthly supplies and accessories 

o Suppliers may bill 1 unit of service (UOS) per thirty (30) days 
Adjunctive CGM Devices (new to policy) 
 Added language to indicate: 

o There are no devices on the United States market that function as stand-alone adjunctive CGM devices; current 
technology for adjunctive CGM devices operates in conjunction with an insulin pump 

o Effective for claims with dates of service on or after Apr. 1, 2022, CMS is creating the following HCPCS code to 
represent an adjunctive CGM device used in conjunction with an insulin pump: 
 HCPCS code E2102 (adjunctive continuous glucose monitor or receiver) 
 For claims with dates of service on or after Apr. 1, 2022, suppliers must bill as a rental (RR) both HCPCS code 

E0784 (external ambulatory infusion pump, insulin) and HCPCS code E2102 to describe the rental of an 
insulin pump with integrated adjunctive CGM receiver functionality 

o Effective for claims with dates of service Feb. 28, 2022 through Mar. 31, 2022, suppliers are required to bill 
miscellaneous HCPCS code E1399 (durable medical equipment, miscellaneous) for an adjunctive continuous 
glucose monitor or receiver until HCPCS code E2102 becomes effective on Apr. 1, 2022 
 Suppliers must bill as a rental (RR) both HCPCS code E0784 and HCPCS code E1399 to describe the rental of 

an insulin pump with integrated adjunctive CGM receiver functionality  
 Suppliers are reminded that payment for HCPCS code E2102 (or HCPCS code E1399 for dates of service 

between Feb. 28, 2022 and Mar. 31, 2022), shall only be available for the CGM receiver function of a rented 
insulin infusion pump if the beneficiary does not already own a CGM receiver of any kind (either adjunctive or 
non-adjunctive) that is less than five years old and the beneficiary does not already own an insulin pump of any 
kind that is less than five years old 

 In addition, switching from an insulin pump without the CGM receiver feature to an insulin pump with the CGM 
receiver feature does not result in an interruption in the period of continuous use for the insulin pump or the 
start of a new 13-month rental cap period for the insulin pump for the beneficiary 

 The supplier shall transfer title of the equipment to the beneficiary on the first day following the end of the 13th 
month of use by the beneficiary 

 Regulations require the supplier of the insulin pump in month one to continue furnishing the pump for the 
remainder of the 13-month capped rental period or until medical necessity for the pump ends, whichever 
occurs sooner 

Adjunctive CGM Supplies and Accessories (new to policy) 
 Added language to indicate: 



 
 
 
 
 

Policy Guideline Updates 
 

 
Page 6 of 7 UnitedHealthcare Medicare Advantage Policy Guideline Update Bulletin: April 2022 

Revised 
Policy Title Approval Date Summary of Changes 
Continuous Glucose 
Monitors 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

o Effective for claims with dates of service on or after Apr. 1, 2022, CMS is creating the following HCPCS code to 
represent supplies used with an adjunctive CGM device that operates in conjunction with an insulin pump: 
 HCPCS A4238 [supply allowance for adjunctive continuous glucose monitor (CGM), includes all supplies and 

accessories], 1 month supply = 1 unit of service 
o Effective for claims with dates of service on or after Feb. 28, 2022 through Mar. 31, 2022, suppliers are 

required to bill miscellaneous HCPCS code A9999 (miscellaneous DME supply or accessory, not otherwise 
specified) for supplies and accessories used in conjunction with an insulin pump, which also performs the 
functions of an adjunctive continuous glucose monitor or receiver, until HCPCS code A4238 becomes effective on 
Apr. 1, 2022 
 Suppliers may bill 1 UOS per thirty (30) days 
 HCPCS code A9999 is all-inclusive; when used to bill for adjunctive CGM supplies and accessories it includes, 

but is not limited to, the CGM sensor, CGM transmitter and insertion devices 
 HCPCS code A9999 does not include payment for replacing the function of a home blood glucose monitor 

and related blood glucose monitor supplies (e.g., test strips, lancets, lancing device, and calibration solutions) 
 A blood glucose monitor and/or related blood glucose monitor supplies are separately billable when used with 

an adjunctive CGM 
DME 
 Revised language to indicate HCPCS codes K0554 and E2102 describe a continuous glucose monitor that meets the 

requirements of the DME benefit 
o HCPCS code K0554 – Receiver (monitor), dedicated, for use with therapeutic glucose continuous monitor system  
o HCPCS code E2102 – Adjunctive continuous glucose monitor or receiver (effective Apr. 1, 2022) 

The Supply Allowance 
 Revised list of codes to be used for appropriate billing of CGM system supply allowance; added:   

o HCPCS code A4238 – Supply allowance for adjunctive continuous glucose monitor (CGM), includes all supplies 
and accessories, 1 month supply = 1 unit of service (effective April 1, 2022) 

Miscellaneous Coding Information 
 Revised language pertaining to the appropriate use of modifiers to indicate: 

o Suppliers are reminded that the use of the CG and KX modifiers are required, as appropriate, with the HCPCS 
codes describing both adjunctive and non-adjunctive CGM devices and the associated supply allowance codes 

o Use modifier KX if the beneficiary is insulin treated; the KX modifier must not be used for a beneficiary who is not 
treated with insulin administrations 

o Use modifier KS if the beneficiary is non-insulin treated 
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Revised 
Policy Title Approval Date Summary of Changes 
Continuous Glucose 
Monitors 
(continued) 

Mar. 9, 2022 o The CG modifier must be added to the claim line only if all the CGM coverage criteria in the Glucose Monitor Local 
Coverage Determination are met; if any of the coverage criteria for a CGM are not met, the CG modifier must not 
be used 

 Revised language pertaining to the billing and coding for non-therapeutic CGM systems to indicate the following 
HCPCS codes are considered not valid for Medicare purposes and are non-covered: 
o HCPCS code A9276 – Sensor; Invasive (e.g., Subcutaneous), Disposable, For Use With Interstitial Continuous 

Glucose Monitoring System, One Unit = 1 Day Supply 
o HCPCS code A9277 – Transmitter; External, For Use With Interstitial Continuous Glucose Monitoring System 
o HCPCS code A9278 – Receiver (Monitor); External, For Use With Interstitial Continuous Glucose Monitoring 

System 
o HCPCS codes A9276 and A9277 are not used to bill for supplies used with code K0554 – Receiver (monitor) 

Applicable Codes 
 Added HCPCS codes A4238, A9999, E1399, and E2102  
 Updated notation pertaining to HCPCS codes A9276, A9277, and A9278 to indicate these codes are “invalid” 

Questions and Answers (Q&A) 
 Updated Q&A #2 defining adjunctive and non-adjunctive CGMs 
 Removed Q&A pertaining to CGM brands/devices that meet the definition of therapeutic CGM  

Supporting Information 
 Updated References section to reflect the most current information 

Lung Cancer 
Screening with Low 
Dose Computed 
Tomography (LDCT) 
(NCD 210.14) 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 
 
 

Policy Summary 
Nationally Covered Indications 
 Updated language to indicate the listed eligibility criteria for lung cancer screening with low dose computed 

tomography (LDCT) applies to claims with dates of service on or after Feb. 10, 2022 
Beneficiary Eligibility Criteria 
 Revised eligibility criteria for coverage of lung cancer screening with LDCT; replaced criterion requiring the beneficiary 

is/has: 
o “Age 55 – 77 years” with “age 50 – 77 years” 
o “Tobacco smoking history of at least 30 pack-years (one pack-year = smoking one pack per day for one year; 1 

pack = 20 cigarettes)” with “tobacco smoking history of at least 20 pack-years (one pack-year = smoking one pack 
per day for one year; 1 pack = 20 cigarettes)” 

Applicable Codes 
 Removed HCPCS code G0297 
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Revised 
Policy Title Approval Date Summary of Changes 
Lung Cancer 
Screening with Low 
Dose Computed 
Tomography (LDCT) 
(NCD 210.14) 
(continued) 

Mar. 9, 2022 Supporting Information 
 Updated References section to reflect the most current information 

Pneumatic 
Compression Devices 
(NCD 280.6) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Policy Summary 
General Coverage Criteria 
 Added language to indicate: 

o The only “unique characteristics” identified in the clinical literature that require the use of HCPCS code E0652 
device is lymphedema extending onto the chest, trunk and/or abdomen which has remained unresponsive to all 
other therapies 
 A pneumatic compression device (PCD) coded as HCPCS code E0652 is not covered for the treatment of 

lymphedema of the extremities alone even if the criteria for lymphedema are met 
 A PCD coded as HCPCS code E0652 is not covered for the treatment of chronic venous insufficiency (CVI) 

even if the criteria for CVI with venous stasis ulcers are met; claims will be denied as not reasonable and 
necessary 

o Refer to the sections in the Pneumatic Compression Devices Local Coverage Determination (LCD) (L33829) for 
Lymphedema Extending Onto the Chest, Trunk and/or Abdomen and PCD Code Selection for additional 
information about the limited coverage for PCD coded as HCPCS code E0652 

 Replaced language indicating “a segmented, calibrated gradient pneumatic compression device (HCPCS code E0652) 
is only covered when the individual has unique characteristics that prevent them from receiving satisfactory pneumatic 
compression treatment using a non-segmented device along with appliance or a segmented compression device 
without manual control of pressure in each chamber” with “a segmented, calibrated gradient pneumatic compression 
device (HCPCS code E0652) is only covered when the individual has unique characteristics that prevent them from 
receiving satisfactory pneumatic compression treatment using a non-segmented device along with appliance or a 
segmented compression device without manual control of pressure in each chamber” 

 Relocated language addressing Medicare coverage rules for PCDs that provide intermittent limb compression (see 
section titled Deep Venous Thrombosis Prevention) 

Deep Venous Thrombosis Prevention 
 Added language to indicate: 

o A pneumatic compression device coded as HCPCS code E0676 is used only for prevention of venous thrombosis 
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Revised 
Policy Title Approval Date Summary of Changes 
Pneumatic 
Compression Devices 
(NCD 280.6) 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 HCPCS code E0676 is a PCD that delivers pressure and inflation/deflation cycles for the prevention of deep 
vein thrombosis (DVT) 

 A PCD that provides intermittent limb compression for the purpose of prevention of venous thromboembolism 
(HCPCS code E0676) is a preventive service 

 Items that are used for a preventative service or function are excluded from coverage under the Medicare DME 
benefit 

 Claims for HCPCS code E0676 will be statutorily denied as no Medicare benefit 
o HCPCS code A4600 (replacement sleeve for intermittent limb compression device) is used only when the 

appliance used with an E0676 device is being replaced 
Peripheral Artery Disease (PAD) (new to policy) 
 Added language to indicate: 

o A PCD coded as HCPCS code E0675 is used only for peripheral artery disease; other PCD codes are not used for 
this condition 

o A PCD coded as HCPCS code E0675 to treat PAD is not eligible for reimbursement 
 There is insufficient evidence to demonstrate that reimbursement is justified 
 Claims for E0675 will be denied as not reasonable and necessary 

Durable Medical Equipment (DME) Face-to-Face Encounter Requirements  
 Removed content/language pertaining to face-to-face encounter requirements 

Documentation Requirements (new to policy) 
 Added language to indicate: 

o There are numerous Centers for Medicare & Medicaid (CMS) manual requirements, reasonable and necessary 
requirements, benefit category, and other statutory and regulatory requirements that must be met in order for 
payment to be justified 

o In the event of a claim review, a DMEPOS supplier must provide sufficient information to demonstrate that the 
applicable criteria have been met thus justifying payment 

o Refer to the Local Coverage Determination (LCD), National Coverage Determination (NCD) or other CMS Manuals 
for more information on what documents may be required 

o See the Local Coverage Article (LCA) titled Standard Documentation Requirements for All Claims Submitted to 
DME MACs (A55426) 

Applicable Codes 
 Removed CPT code 91999 
 Updated notation pertaining to HCPCS code E0675 to indicate this code is “non-covered” 
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Revised 
Policy Title Approval Date Summary of Changes 
Pneumatic 
Compression Devices 
(NCD 280.6) 
(continued) 

Mar. 9, 2022 Supporting Information 
 Updated References section to reflect the most current information 

Positron Emission 
Tomography (PET) 
Scan  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Title Change 
 Previously titled Positron Emission Tomography (PET) Scan (Including NCDs 220.6-220.6.20) 

Policy Summary 
Guidelines 
 Revised language to indicate: 

o Medicare covers Fluorodeoxyglucose (FDG) PET for the determination of myocardial viability as a primary or initial 
diagnostic study prior to revascularization, or following an inconclusive SPECT; studies performed by full and 
partial ring scanners are covered 

o Medicare covers FDG-PET for pre-surgical evaluation for the purpose of localization of a focus of refractory seizure 
activity 

o Medicare covers FDG-PET scans for either the differential diagnosis of fronto-temporal dementia (FTD) and 
Alzheimer’s disease (AD) under specific requirements; or, its use in a Centers for Medicare & Medicaid Services 
(CMS)-approved practical clinical trial focused on the utility of FDG PET in the diagnosis or treatment of dementing 
neurodegenerative diseases 

o CMS continues to nationally cover one FDG PET study for beneficiaries who have cancers that are biopsy proven 
or strongly suspected based on other diagnostic testing when the beneficiary’s treating physician determines that 
the FDG PET study is needed to determine the location and/or extent of the tumor for the following therapeutic 
purposes related to the initial anti-tumor treatment strategy: 
 To determine whether or not the beneficiary is an appropriate candidate for an invasive diagnostic or 

therapeutic procedure; or 
 To determine the optimal anatomic location for an invasive procedure; or 
 To determine the anatomic extent of tumor when the recommended anti-tumor treatment reasonably depends 

on the extent of the tumor 
o Effective Dec. 15, 2017, CMS determines that PET NaF-18 PET is nationally non-covered 
o There is sufficient evidence that the use of PET Aß imaging is promising in two scenarios:  

 To exclude Alzheimer’s disease (AD) in narrowly defined and clinically difficult differential diagnoses, such as 
AD versus frontotemporal dementia (FTD); and 

 To enrich clinical trials seeking better treatments or prevention strategies for AD, by allowing for selection of 
patients on the basis of biological as well as clinical and epidemiological factors 
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Revised 
Policy Title Approval Date Summary of Changes 
Positron Emission 
Tomography (PET) 
Scan 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

o CMS will cover one PET Aß scan per patient through coverage with evidence development (CED), under 
§1862(a)(1)(E) of the Act, in clinical studies that meet the criteria listed in the CMS National Coverage 
Determination (NCD) for Beta Amyloid Positron Tomography in Dementia and Neurodegenerative Disease (NCD 
220.6.20)  

Applicable Codes 
 Added list of applicable ICD-10 diagnosis codes: A18.84, D86.0, D86.1, D86.2, D86.3, D86.81, D86.82, D86.83, D86.84, 

D86.85, D86.86, D86.87, D86.89, E10.21, E10.22, E10.29, E10.39, E10.40, E10.43, E10.44, E10.49, E10.51, E10.52, 
E10.59, E10.610, E11.21, E11.22, E11.29, E11.311, E11.319, E11.39, E11.40, E11.41, E11.42, E11.43, E11.44, E11.49, 
E11.51, E11.52, E11.59, E11.610, E13.21, E13.22, E13.29, E13.39, E13.40, E13.41, E13.42, E13.43, E13.44, E13.49, 
E13.51, E13.52, E13.59, E13.610, G45.0, G45.1, G45.2, G45.8, G45.9, G46.0, G46.1, G46.2, I09.81, I11.0, I11.9, I12.0, 
I12.9, I13.0, I13.10, I13.11, I13.2, I20.0, I20.1, I20.8, I20.9, I21.01, I21.02, I21.09, I21.11, I21.19, I21.21, I21.29, I21.3, 
I21.4, I21.9, I21.A1, I21.A9, I22.0, I22.1, I22.2, I22.8, I22.9, I23.0, I23.1, I23.2, I23.3, I23.4, I23.5, I23.6, I23.7, I23.8, I24.0, 
I24.1, I24.8, I24.9, I25.10, I25.110, I25.111, I25.118, I25.119, I25.2, I25.3, I25.41, I25.42, I25.5, I25.6, I25.700, I25.701, 
I25.708, I25.709, I25.710, I25.711, I25.718, I25.719, I25.720, I25.721, I25.728, I25.729, I25.730, I25.731, I25.738, 
I25.739, I25.750, I25.751, I25.758, I25.759, I25.760, I25.761, I25.768, I25.769, I25.790, I25.791, I25.798, I25.799, 
I25.810, I25.811, I25.812, I25.82, I25.83, I25.84, I25.89, I25.9, I26.93, I26.94, I27.20, I27.21, I27.22, I27.23, I27.24, 
I27.29, I27.83, I34.0, I34.1, I34.2, I34.8, I34.9, I35.0, I35.1, I35.2, I35.8, I35.9, I36.0, I36.1, I36.2, I36.8, I36.9, I37.0, I37.1, 
I37.2, I37.8, I37.9, I38, I39, I42.0, I42.1, I42.2, I42.3, I42.4, I42.5, I42.6, I42.7, I42.8, I42.9, I43, I44.0, I44.30, I44.39, I44.4, 
I44.5, I44.60, I44.69, I44.7, I45.0, I45.10, I45.19, I45.2, I45.3, I45.4, I45.5, I45.6, I47.0, I47.1, I47.2, I47.9, I48.0, I48.11, 
I48.19, I48.20, I48.21, I48.3, I48.4, I48.91, I48.92, I49.01, I49.02, I49.1, I49.2, I49.3, I49.40, I49.49, I49.5, I49.8, I49.9, 
I50.1, I50.20, I50.21, I50.22, I50.23, I50.30, I50.31, I50.32, I50.33, I50.40, I50.41, I50.42, I50.43, I50.810, I50.811, 
I50.812, I50.813, I50.814, I50.82, I50.83, I50.84, I50.89, I50.9, I51.0, I51.1, I51.2, I51.3, I51.4, I51.5, I51.7, I51.81, I51.89, 
I63.031, I63.032, I63.131, I63.132, I63.231, I63.232, I63.311, I63.312, I63.321, I63.322, I63.331, I63.332, I63.341, 
I63.342, I63.39, I63.411, I63.412, I63.421, I63.422, I63.431, I63.432, I63.441, I63.442, I63.49, I63.511, I63.512, I63.521, 
I63.522, I63.531, I63.532, I63.541, I63.542, I63.59, I63.6, I63.81, I63.89, I63.9, I65.01, I65.02, I65.03, I65.1, I65.21, 
I65.22, I65.23, I65.8, I66.01, I66.02, I66.03, I66.11, I66.12, I66.13, I66.21, I66.22, I66.23, I66.3, I66.8, I67.2, I67.841, 
I67.848, I67.850, I67.858, I67.89, I70.0, I70.1, I70.201, I70.202, I70.203, I70.208, I70.211, I70.212, I70.213, I70.218, 
I70.221, I70.222, I70.223, I70.228, I70.231, I70.232, I70.233, I70.234, I70.235, I70.238, I70.241, I70.242, I70.243, 
I70.244, I70.245, I70.248, I70.25, I70.261, I70.262, I70.263, I70.268, I70.291, I70.292, I70.293, I70.298, I70.301, I70.302, 
I70.303, I70.308, I70.311, I70.312, I70.313, I70.318, I70.321, I70.322, I70.323, I70.328, I70.391, I70.392, I70.393, 
I70.398, I70.401, I70.402, I70.403, I70.408, I70.411, I70.412, I70.413, I70.418, I70.421, I70.422, I70.423, I70.428, 
I70.431, I70.432, I70.433, I70.434, I70.435, I70.438, I70.441, I70.442, I70.443, I70.444, I70.445, I70.448, I70.45, I70.461, 
I70.462, I70.463, I70.468, I70.491, I70.492, I70.493, I70.498, I70.501, I70.502, I70.503, I70.508, I70.511, I70.512, 

http://cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=356&ncdver=1&DocID=220.6.20+&bc=gAAAAAgAAAAAAA%3d%3d&
http://cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=356&ncdver=1&DocID=220.6.20+&bc=gAAAAAgAAAAAAA%3d%3d&
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Revised 
Policy Title Approval Date Summary of Changes 
Positron Emission 
Tomography (PET) 
Scan 
(continued) 
 
 
 

Mar. 9, 2022 
 

I70.513, I70.518, I70.521, I70.522, I70.523, I70.528, I70.5 31, I70.532, I70.533, I70.534, I70.535, I70.538, I70.541, 
I70.542, I70.543, I70.544, I70.545, I70.548, I70.55, I70.561, I70.562, I70.563, I70.568, I70.591, I70.592, I70.593, I70.598, 
I70.601, I70.602, I70.603, I70.608, I70.611, I70.612, I70.613, I70.618, I70.621, I70.622, I70.623, I70.628, I70.631, 
I70.632, I70.633, I70.634, I70.635, I70.638, I70.641, I70.642, I70.643, I70.644, I70.645, I70.648, I70.65, I70.661, I70.662, 
I70.663, I70.668, I70.691, I70.692, I70.693, I70.698, I70.701, I70.702, I70.703, I70.708, I70.711, I70.712, I70.713, 
I70.718, I70.721, I70.722, I70.723, I70.728, I70.731, I70.732, I70.733, I70.734, I70.735, I70.738, I70.741, I70.742, 
I70.743, I70.744, I70.745, I70.748, I70.75, I70.761, I70.762, I70.763, I70.768, I70.791, I70.792, I70.793, I70.798, I70.8, 
I70.91, I70.92, I71.00, I71.01, I71.02, I71.03, I71.1, I71.2, I71.3, I71.4, I71.5, I71.6, I71.8, I71.9, I74.01, I74.09, I74.10, 
I74.11, I74.19, I74.2, I74.3, I74.5, I74.8, I79.0, I97.0, I97.110, I97.111, I97.120, I97.121, I97.130, I97.131, I97.190, 
I97.191, J80, M32.11, N18.1, N18.2, N18.31, N18.32, N18.4, N18.5, N18.6, Q20.0, Q20.1, Q20.2, Q20.3, Q20.4, Q20.5, 
Q20.6, Q20.8, Q20.9, Q21.0, Q21.1, Q21.2, Q21.3, Q21.4, Q21.8, Q21.9, Q22.0, Q22.1, Q22.2, Q22.3, Q22.4, Q22.5, 
Q22.6, Q22.8, Q22.9, Q23.0, Q23.1, Q23.2, Q23.3, Q23.4, Q23.8, Q23.9, Q24.0, Q24.1, Q24.2, Q24.3, Q24.4, Q24.5, 
Q24.6, Q24.8, Q24.9, R00.1, R06.00, R06.01, R06.02, R06.09, R06.2, R06.89, R07.2, R07.81, R07.82, R07.89, R07.9, 
R50.2, R50.81, R50.9, R55, R57.0, R57.9, R77.8, R79.89, R93.1, R94.30, R94.31, R94.39, T82.398A, T82.398D, 
T82.398S, T82.855A, T82.855D, T82.855S, T82.857A, T82.857D, T82.857S, T82.867A, T82.867D, T82.867S, T86.19, 
T86.20, T86.21, T86.22, T86.23, T86.290, T86.298, T86.30, T86.31, T86.32, T86.33, T86.39, Z01.810, Z09, Z48.21, 
Z48.22, Z48.280, Z76.82, Z79.899, Z94.0, Z94.1, Z94.3, Z95.0, Z95.1, Z95.5, and Z98.61 

 Added HCPCS codes A9591, A9592, A9593, A9594, and A9595 
 Updated coding clarification/notation pertaining to HCPCS codes A9597 and A9598; removed list of CPT codes for 

currently approved PET radiopharmaceuticals 
Supporting Information 
 Updated References section to reflect the most current information  

Tier 2 Molecular 
Pathology Procedures 
 
 
 
 
 
 
 
 

Mar. 9, 2022 
 
 
 
 
 
 
 
 
 

Related Policies 
 Added reference link to the Medicare Advantage Policy Guideline titled: 

o Genetic Testing for Cardiovascular Disease 
o Genetic Testing for Lynch Syndrome 
o Pharmacogenomics Testing 

Policy Summary 
Non-Covered Indications 
 Added language to indicate a laboratory service can be reasonable and necessary if it is furnished in accordance with 

accepted standards of medical practice for the diagnosis of the patient's condition or to improve the function of a 
malformed body member 
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Revised 
Policy Title Approval Date Summary of Changes 
Tier 2 Molecular 
Pathology Procedures 
(continued) 

Mar. 9, 2022 Nationally Non-Covered Indications  
 Removed language addressing Medicare coverage for legislatively mandated preventive services for disease 

prevention, detection, and management of complications  
 Replaced language indicating:  

o “Certain tests and molecular pathology procedures may be subject to prepayment medical review (records 
requested) and paid claims must be supportable, if selected, for post payment audit” with “certain molecular 
pathology procedures may be subject to prepayment medical review (records requested) and paid claims must be 
supportable, if selected, for post payment audit” 

o “Tests for diseases or conditions that manifest severe signs or symptoms in newborns and in early childhood or 
that result in early death (e.g., Canavan disease) could be subject to automatic denials since these tests are not 
usually relevant to a Medicare beneficiary” with “molecular pathology tests for diseases or conditions that manifest 
severe signs or symptoms in newborns and in early childhood or that result in early death (e.g., Canavan disease) 
could be subject to automatic denials since these tests are not usually relevant to a beneficiary”  

Supporting Information 
 Updated References section to reflect the most current information 

 

Retired 
The following Policy Guidelines have been retired effective Mar. 9, 2022: 
• Laser Procedures (NCD 140.5) 
• Serologic Testing for Acquired Immunodeficiency Syndrome (AIDS) (NCD 190.9) 
• Transmyocardial Revascularization (TMR) (NCD 20.6)  
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This bulletin provides a list of new, updated, revised, replaced and/or retired 
UnitedHealthcare Medicare Advantage Policy Guidelines to reflect the most 
current clinical coverage rules and guidelines developed by the Centers for 
Medicare & Medicaid Services (CMS). The inclusion of a health service (e.g., 
test, drug, device or procedure) in this bulletin indicates only that 
UnitedHealthcare has recently adopted a new policy and/or updated, revised, 
replaced or retired an existing policy; it does not imply that UnitedHealthcare 
provides coverage for the health service. In the event of an inconsistency or 
conflict between the information provided in this bulletin and the posted policy, 
the provisions of the posted policy will prevail. Note that most benefit plan 
documents exclude from benefit coverage health services identified as 
investigational or unproven/not medically necessary. Physicians and other 
health care professionals may not seek or collect payment from a member for 
services not covered by the applicable benefit plan unless first obtaining the 
member’s written consent, acknowledging that the service is not covered by the 
benefit plan and that they will be billed directly for the service. 
 
UnitedHealthcare respects the expertise of the physicians, health care 
professionals, and their staff who participate in our network. Our goal is to 
support you and your patients in making the most informed decisions regarding 
the choice of quality and cost-effective care, and to support practice staff with a 
simple and predictable administrative experience. The Policy Update Bulletin 
was developed to share important information regarding UnitedHealthcare 
Medicare Advantage Policy Guideline updates. When information in this bulletin 
conflicts with applicable state and/or federal law, UnitedHealthcare follows such 
applicable federal and/or state law. 

Policy Update Classifications 
New 
New coverage guidelines have been adopted for a health service (e.g., test, 
drug, device or procedure) 
 
Updated 
An existing policy has been reviewed and changes have not been made to the 
coverage guidelines; however, items such as the definitions or references may 
have been updated 
 
Revised 
An existing policy has been reviewed and revisions have been made to the 
coverage guidelines 
 
Replaced 
An existing policy has been replaced with a new or different policy 
 
Retired 
An existing policy has been retired because national and local coverage 
determinations from the Centers for Medicare and Medicaid Services (CMS) are 
no longer available or the applicable coverage guidelines are documented in 
another policy 
 

 
Note: The absence of a policy does not automatically indicate or imply coverage. As always, coverage for a health service must be determined in accordance with the 
member’s benefit plan and any applicable CMS, federal, or state regulatory requirements. Additionally, UnitedHealthcare reserves the right to review the clinical evidence 
supporting the safety and effectiveness of a medical technology prior to rendering a coverage determination. 
 
 

 
The complete library of UnitedHealthcare Medicare Advantage Policy Guidelines is available at UHCprovider.com > Policies and Protocols >  
Medicare Advantage Policies > Policy Guidelines. 

https://www.uhcprovider.com/en/policies-protocols/medicare-advantage-policies/medicare-advantage-guidelines.html
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