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This list is subject to change once per quarter.   Changes will be posted to the BCBSNC 

website at www.bcbsnc.com by the 10
th

 day of January, April, July, and October. 

NOTE:  Unlisted and Miscellaneous health service codes should only be used if a specific code 

has not been established by the American Medical Association.         

Effective Date: The listed date is when the code will require prior authorization for correct 

claims processing. If there is no date in this field, the requirement was in effect as of the creation 

date of this list what was 01.01.2003. 

Ineffective Date: The listed date is when the code became invalid. The code can be billed for up 

to 18 months past the date for correct claims processing if prior authorization was requested.   

  

SERVICE 
CODE 

SERVICE DESCRIPTION EFFECTIVE  
DATE 

INEFFECTIVE 
DATE 

0019T EXTRACORPOREAL SHOCK WAVE THERAPY 
MUSCULOSKELETAL SYSTEM 

  

0051T IMPLANTATION OF A TOTAL REPLACEMENT HEART 
SYSTEM (ARTIFICAL HEART) WITH RECIPIENT 
CARDIECTOMY 

  

0052T REPLACEMENT OR REPAIR OF THORACIC UNIT OF A 
TOTAL REPLACEMENT HEART SYSTEM (ARTIFICAL 
HEART) 

  

0053T REPLACEMENT OR REPAIR OF IMPLANTABLE 
COMPOENET OR COMPONENTS OF TOTAL REPLACEMENT 
HEART SYSTEM (ARTIFICAL HEART), EXCLUDING 
THORACIC UNIT 

  

0062T PERCUTANEOUS INTRADISCAL ANNULOPLASTY, ANY 
METHOD, UNILATERAL OR BILATERAL INCLUDING 
FLUOROSCOPIC GUIDANCE; SINGLE LEVEL 

  

0063T ONE OR MORE ADDITIONAL LEVELS (LIST SEPARATELY IN 
ADDITION TO 0062T FOR PRIMARY PROCEDURE) 

  

0071T FOCUSED ULTRASOUND ABLATION OF UTERINE 
LEIOMYOMATA, INCLUDING MR GUIDANCE; TOTAL 
LEIOMYOMATA VOLUME LESS THAN 200 CC OF TISSUE 

  

0072T TOTAL LEIOMYOMATA VOLUME GREATER OR EQUAL TO 
200 CC OF TISSUE 

  

0075T TRANSCATHETER PLACEMENT OF EXTRACRANIAL 
VERTEBRAL OR INTRATHORACIC CAROTID ARTERY 
STENT(S), INCLUDING RADIOLOGIC SUPERVISION AND 
INTERPRETATION, PERCUTANEOUS; INITIAL VESSEL 

  

0076T EACH ADDITIONAL VESSEL (LIST SEPARATELY IN 
ADDITION TO CODE FOR PRIMARY PROCEDURE)  

  

0088T SUBMUCOSAT RADIOFREQUENCY TISSUE VOLUME 
REDUCTION 

 1/1/09 

0090T TOTAL DISC ARTHROPLASTY (ARTIFICIAL DISC), 
ANTERIOR APPROACH, INCLUDING DISKECTONY TO 
PREPARE INTERSPACE (OTHER THAN FOR 
DECOMPRESSION); SINGLE INTERSPACE, CERVICAL 

 1/1/09 

0092T EACH ADDITIONAL INTERSPACE (LIST SEPARATELY IN 
ADDITION TO CODE FOR PRIMARY PROCEDURE) 

  

0093T REMOVAL OF TOTAL DISC ARTHROPLASTY, ANTERIOR 
APPROACH, SINGLE INTERSPACE, CERVICAL 

 1/1/09 

0095T EACH ADDITIONAL INTERSPACE (LIST SEPARATELY IN 
ADDITION TO CODE FOR PRIMARY PROCEDURE) 

  

0096T REVISION OF TOTAL DISC ARTHROPLASTY, ANTERIOR 
APPROACH; SINGLE INTERSPACE, CERVICAL 

 1/1/09 

0098T EACH ADDITIONAL INTERSPACE (LIST SEPARATELY IN 
ADDITION TO CODE FOR PRIMARY PROCEDURE) 

  

0099T IMPLANTATION OF INTRASTOMAL CORNEAL RING 
SEGEMENTS 
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SERVICE 
CODE 
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INEFFECTIVE 
DATE 

0101T EXTRACORPOREAL SHOCK WAVE INVOLVING 
MUSCOLOSKELETAL SYSTEM, NOT OTHERWISE 
SPECIFIED, HIGH ENERGY 

  

0102T EXTRACORPOREAL SHOCK WAVE, HIGH ENERGY, 
PERFORMED BY A PHYSICIAN, REQUIRING ANESTHESIA 
OTHER THAN LOCAL, INVOLVING LATERAL HUMERAL 
EPICONDYLE 

  

0135T ABLATION, RENAL TUMOR(S), UNILATERAL, 
PERCUTANEOUS, CRYOTHERAPY  

 1/1/08 

0141T PANCREATIC ISLET CELL TRANSPLANTATION THROUGH 
PORTAL VEIN, PERCUTANEOUS 

  

0142T PANCREATIC ISLET CELL TRANSPLANTATION THROUGH 
PORTAL VEIN, OPEN 

  

0143T LAPAROSCOPY, SURGICAL, TRANSPLANTATION 
THROUGH PORTAL VEIN  

  

0162T ELECTRONIC ANALYSIS AND PROGRAMMING, 
REPROGRAMMING OF GASTRIC NEUROSTIMULATOR (IE, 
MORBID OBESITY) 

 01/01/09 

0163T TOTAL DISC ARTHROPLASTY (ARTIFICIAL DISC), 
ANTERIOR APPROACH, INCLUDING DISCECTOMY TO 
PREPARE INTERSPACE (OTHER THAN FOR 
DECOMPRESSION), LUMBAR, EACH ADDITIONAL 
INTERSPACE 

  

0164T REMOVAL OF TOTAL DISC ARTHROPLASTY, ANTERIOR 
APPROACH, LUMBAR, EACH ADDITIONAL INTERSPACE 

  

0165T REVISION OF TOTAL DISC ARTHROPLASTY, ANTERIOR 
APPROACH, LUMBAR, EACH ADDITIONAL INTERSPACE 

  

0166T TRANSMYOCARDIAL TRANSCATHETER CLOSURE OF 
VENTRICULAR SEPTAL DEFECT, WITH IMPLANT; WITHOUT 
CARDIOPULMONARY BYPASS 

  

0167T TRANSMYOCARDIAL TRANSCATHETER CLOSURE OF 
VENTRICULAR SEPTAL DEFECT, WITH IMPLANT; WITH 
CARDIOPULMONARY BYPASS 

  

0169T STEREOTACTIC PLACEMENT OF INFUSION CATHETER(S) 
IN THE BRAIN FOR DELIVERY OF THERAPEUTIC AGENT(S), 
INCLUDING COMPUTERIZED STEREOTACTIC PLANNING 
AND BURR HOLE(S) 

  

0182T HIGH DOSE RATE ELECTRONIC BRACHYTHERAPY, PER 
FRACTION 

  

0195T ARTHRODESIS, PRE-SACRAL INTERBODY TECHNIQUE, 
INCLUDING INSTRUMENTATION, IMAGING (WHEN 
PERFORMED), AND DISCECTOMY TO PREPARE 
INTERSPACE, LUMBAR; SINGLE INTERSPACE 

  

0196T ARTHRODESIS, PRE-SACRAL INTERBODY TECHNIQUE 
INCLUDING INSTRUMENTATION,  IMAGING (WHEN 
PREFOREMED), AND DISCECTOMY TO PREPARE 
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CODE 
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DATE 

INTERSPACE, LUMBAR; EACH ADDITIONAL INTERSPACE 
(LIST SEPARATELY IN ADDITION TO CODE FOR PRIMAY 
PRCEDURE) 

0200T PRECUTANEOUS SACRAL AUGMENTATION 
9SACROPLASTY), UNILATERAL INJECTION(S), INCLUDING 
THE USE OF A BALLON OR MECHANICAL DEVICE (IF 
UTILIZED), ONE OR MORE NEEDLES 

  

0201T PECUTANEOUS SACRAL AUGMENTATION 
(SACROPLASTY), BILATERAL INJECTIONS, INCLUDING THE 
USE OF A BALLON OR MECHANICAL DEVICE (IF UTILIZED), 
TWO OR MORE NEEDLES 

  

0202T POSTERIOR VERTEBRAL JOIN(S) ARTHROPLASTY (E.G., 
FACET JOINT[S] REPLACEMTN) INCLUDING 
FACETECTOMY, LAMINECTOMY, FORAMINOTOMY AND 
VERTEBRAL COLUMN FIXATION, WITH OR WITHOUT 
INJECTION OF BONE CEMENT, INCLUDING 
FLUOROSCOPY, SINGLE LEVEL, LUMBAR SPINE 

  

0550 SKILLED NURSING, GENERAL CODE   

0551 SKILLED NURSING - HH   

0552 PRIVATE DUTY NURSING - RN   

0559 PRIVATE DUTY NURSING - LPN   

0560 MEDICAL SOCIAL SERVICES- GENERAL CLASSIFICATION   

0561 MEDICAL SOCIAL SERVICE - HH   

0570 HOME HEALTH AIDE - HH   

0571 HOME HEALTH AIDE - HOURLY CHARGE - PDN   

11971 REMOVAL OF TISSUE EXPANDER(S) WITHOUT INSERTION 
OF PROSTHESIS 

  

15780 DERMABRASION, TOTAL FACE (EG, FOR ACNE SCARRING, 
FINE WRINKLING, RHYTIDS, GENERAL KERATOSIS)  

  

15781 DERMABRASION; SEGMENTAL, FACE   

15782 DERMABRASION; REGIONAL, OTHER THAN FACE   

15783 DERMABRASION; SUPERFACIAL, ANY SITE,  (EG, 
KERATOIS, SCAR)  

  

15786 *ABRASION; SINGLE LESION (EG, KERATOSIS, SCAR)   

15787 ABRASION; EACH ADDITIONAL FOUR LESIONS OR LESS 
(LIST SEPARATELY IN ADDITION TO CODE FOR PRIMARY 
PROCEDURE) 

  

15788 CHEMICAL PEEL, FACIAL; EPIDERMAL   

15789 CHEMICAL PEEL, FACIAL; DERMAL   

15793 CHEMICAL PEEL, NONFACIAL; DERMAL   

15819 CERVICOPLASTY   

15820 BLEPHAROPLASTY, LOWER EYELID   

15821 BLEPHAROPLASTY, LOWER EYELID; WITH EXTENSIVE 
HERNIATED FATPAD 

  

15822 BLEPHAROPLASTY, UPPER EYELID;   
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15823 BLEPHAROPLASTY, UPPER EYELID; WITH EXCESSIVE 
SKIN WEIGHTING DOWN LID 

  

15824 RHYTIDECTOMY; FOREHEAD   

15830 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDES LIPECTOMY); ABDOMEN, INFRAUMBILICAL 
PANNICULECTOMY 

  

15831 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); ABDOMEN (ABDOMINOPLASTY) 

  

15832 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); THIGH 

  

15833 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); LEG 

  

15834 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); HIP 

  

15835 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); BUTTOCK 

  

15836 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); ARM 

  

15837 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); FOREARM OR HAND 

  

15838 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); SUBMENTAL FAT PAD 

  

15839 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDING LIPECTOMY); OTHER AREA 

  

15847 EXCISION, EXCESSIVE SKIN AND SUBCUTANEOUS TISSUE 
(INCLUDES LIPECTOMY), ABDOMEN (EG, 
ABDOMINOPLASTY) (INCLUDES UMBILICAL 
TRANSPOSITION AND FASCIAL PLICATION) (LIST 
SEPARATELY IN ADDITION TO CODE FOR PRIMARY 
PROCEDURE) 

  

15877 SUCTION ASSISTED LIPECTOMY; TRUNK   

15878 SUCTION ASSISTED LIPECTOMY; UPPER EXTREMITY   

17380 ELECTROLYSIS EPILATION, EACH 1/2 HOUR   

19296 PLACEMENT OF RADIOTHERAPY AFTERLOADING BALLON 
CATHETER INOT THE BREAST FOR INTERSTITIAL 
RADIOELEMENT APPLICATION FOLLOWING PARTIAL 
MASTECTOMY, INCLUDES IMAGING GUIDANCE; ON DATE 
SEPARATE FROM PARTIAL MASTECTONY 

  

19297 CONCORRENT WITH PARTIAL MASTECTOMY  (LIST 
SEPARATELY IN ADDITION TO TCODE FOR PRIMARY 
PROCEDURE) 

  

19298 PLACEMENT OF RADIOTHERAPY AFTERLOADING 
BRACHYTHERAPY CATHETERS (MULTIPLE TUBE AND 
BUTTON TYPE) INTO THE BREAST FOR INTERSTITIAL 
RADIOELEMENT APPLICATION FOLLOWING (AT THE TIME 
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SERVICE DESCRIPTION EFFECTIVE  
DATE 

INEFFECTIVE 
DATE 

OF OR SUSEQUESNT TO) PARTIAL MASTECTOMY, 
INCLUDES IMAGING GUIDANCE  

19300 MASTECTOMY FOR GYNECOMASTIA   

19316 MASTOPEXY   

19318 REDUCTION MAMMAPLASTY   

19325 MAMMAPLASTY, AUGMENTATION; WITH PROSTHETIC 
IMPLANT  

  

19328 REMOVAL OF INTACT MAMMARY IMPLANT    

19330 REMOVAL OF MAMMARY IMPLANT MATERIAL   

19340 IMMEDIATE INSERTION OF BREAST PROSTHESIS 
FOLLOWING MASTOPEXY, MASTECTOMY OR IN 
RECONSTRUCTION 

  

19355 CORRECTION OF INVERTED NIPPLES   

19370 OPEN PERIPROSTHETIC CAPSULOTOMY, BREAST   

19371 PERIPROSTHETIC CAPSULECTOMY, BREAST   

19499 UNLISTED PROCEDURE, BREAST   

20979 LOW INTENSITY ULTRASOUND STIMULATION TO AID BONE 
HEALING, NONINVASIVE (NONOPERATIVE) 

  

21010 ARTHROTOMY, TEMPOROMANDIBULAR JOINT   

21050 CONDYLECTOMY, TEMPOROMANDIBULAR JOINT 
(SEPARATE PROCEDURE) 

  

21089 UNLISTED MAXILLOFACIAL PROSTHETIC PROCEDURE   

21120 GENIOPLASTY; AUGMENTATION (AUTOGRAFT, 
ALLOGRAFT, PROSTHETIC MATERIAL) 

  

21121 GENIOPLASTY; SLIDING OSTEOTOMY, SINGLE PIECE   

21122 GENIOPLASTY; SLIDING OSTEOTOMIES, TWO OR MORE 
OSTEOTOMIES (EG, WEDGE EXCISION OR BONE WEDGE 
REVERSAL FOR ASYMMETRICAL CHIN) 

  

21123 GENIOPLASTY; SLIDING, AUGMENTATION WITH 
INTERPOSITIONAL BONEGRAFTS (INCLUDES OBTAINING 
AUTOGRAFTS)  

  

21125 AUGMENTATION, MANDIBULAR BODY OR ANGLE; 
PROSTHETIC MATERIAL  

  

21127 AUGMENTATION, MANDIBULAR BODY OR ANGLE; WITH 
BONE GRAFT, ONLAY OR INTERPOSITIONAL (INCLUDES 
OBTAINING AUTOGRAFT)  

  

21141 RECONSTRUCTION MIDFACE, LEFORT I; SINGLE PIECE, 
SEGMENT MOVEMENT IN ANY DIRECTION (EG, FOR LONG 
FACE SYNDROME), WITHOUT BONE GRAFT 

  

21142 RECONSTRUCTION MIDFACE, LEFORT I; TWO PIECES, 
SEGMENT MOVEMENT IN ANY DIRECTION, WITHOUT 
BONE GRAFT  

  

21143 RECONSTRUCTION MIDFACE, LEFORT I; THREE OR MORE 
PIECES, SEGMENT MOVEMENT IN ANY DIRECTION, 
WITHOUT BONE GRAFT  
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SERVICE 
CODE 

SERVICE DESCRIPTION EFFECTIVE  
DATE 

INEFFECTIVE 
DATE 

21145 RECONSTRUCTION MIDFACE, LEFORT I; SINGLE PIECE, 
SEGMENT MOVEMENT IN ANY DIRECTION, REQUIRING 
BONE GRAFTS (INCLUDES OBTAINING AUTOGRAFTS) 

  

21146 RECONSTRUCTION MIDFACE, LEFORT I; TWO PIECES, 
SEGMENTMOVEMENT IN ANY DIRECTION, REQUIRING 
BONE GRAFTS (INCLUDES OBTAINING AUTOGRAFTS) (EG, 
UNGRAFTED UNILATERAL ALVEOLAR CLEFT) 

  

21147 RECONSTRUCTION MIDFACE, LEFORT I; THREE OR MORE 
PIECES, SEGMENT MOVEMENT IN ANY DIRECTION, 
REQUIRING BONE GRAFTS  (INCLUDES OBTAINING 
AUTOGRAFTS) (EG, UNGRAFTED BILATERAL ALVEOLAR 
CLEFT OR MULTIPLE OSTEOMIES) 

  

21150 RECONSTRUCTION MIDFACE, LEFORT II; ANTERIOR 
INTRUSION (EG, TREACHER-COLLINS SYNDROME)  

  

21151 RECONSTRUCTION MIDFACE, LEFORT II; ANY DIRECTION, 
REQUIRING BONE GRAFTS (INCLUDES OBTAINING 
AUTOGRAFTS)  

  

21154 RECONSTRUCTION MIDFACE, LEFORT III 
(EXTRACRANIAL), ANY TYPE, REQUIRING BONE GRAFTS 
(INCLUDES OBTAINING AUTOGRAFTS); WITHOUT LEFORT I 

  

21155 RECONSTRUCTION MIDFACE, LEFORT III 
(EXTRACRANIAL), ANY TYPE, REQUIRING BONE GRAFTS 
(INCLUDES OBTAINING AUTOGRAFTS); WITH LEFORT I 

  

21159 RECONSTRUCTION MIDFACE, LEFORT III (EXTRA AND 
INTRACRANIAL) WITH FOREHEAD ADVANCEMENT (EG, 
MONO BLOC), REQUIRING BONE GRAFTS (INCLUDES 
OBTAINING AUTOGRAFTS); WITHOUT LEFORT I 

  

21160 RECONSTRUCTION MIDFACE, LEFORT III (EXTRA AND 
INTRACRANIAL) WITH FOREHEAD ADVANCEMENT (EG, 
MONO BLOC), REQUIRING BONE GRAFTS (INCLUDES 
OBTAINING AUTOGRAFTS); WITH LEFORT I 

  

21172 RECONSTRUCTION SUPERIOR-LATERAL ORBITAL RIM 
AND LOWER FOREHEAD, ADVANCEMENT OR 
ALTERATION, WITH OR WITHOUT GRAFTS   (INCLUDES 
OBTAINING AUTOGRAFTS) 

  

21188 RECONSTRUCTION MIDFACE, OSTEOTOMIES (OTHER 
THAN LEFORT TYPE) AND BONE GRAFTS (INCLUDES 
OBTAINING AUTOGRAFTS) 

  

21193 RECONSTRUCTION OF MANDIBULAR RAMI, HORIZONTAL, 
VERTICAL, C, OR L OSTEOTOMY; WITHOUT BONE GRAFT  

  

21194 RECONSTRUCTION OF MANDIBULAR RAMI, HORIZONTAL, 
VERTICAL, C, OR L OSTEOTOMY; WITH BONE GRAFT 
(INCLUDES OBTAINING GRAFT)  
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DATE 

21195 RECONSTRUCTION OF MANDIBULAR RAMI AND/OR BODY, 
SAGITTALSPLIT; WITHOUT INTERNAL RIGID FIXATION  

  

21196 RECONSTRUCTION OF MANDIBULAR RAMI AND/OR BODY, 
SAGITTALSPLIT; WITH INTERNAL RIGID FIXATION  

  

21198 OSTEOTOMY, MANDIBLE, SEGMENTAL   

21199 OSTEOTOMY, MANDIBLE, SEGMENTAL; WITH 
GENIOGLOSSUS ADVANCEMENT 

  

21206 OSTEOTOMY, MAXILLA, SEGMENTAL (EG, WASSMUND OR 
SCHUCHARD) 

  

21208 OSTEOPLASTY, FACIAL BONES; AUGMENTATION 
(AUTOGRAFT, ALLOGRAFT, OR PROSTHETIC IMPLANT) 

  

21209 OSTEOPLASTY, FACIAL BONES; REDUCTION   

21210 GRAFT, BONE; NASAL, MAXILLARY OR MALAR AREAS 
(INCLUDES OBTAINING GRAFT) 

  

21215 GRAFT, BONE; MANDIBLE (INCLUDES OBTAINING GRAFT)   

21240 ARTHROPLASTY, TEMPOROMANDIBULAR JOINT, WITH OR 
WITHOUT AUTOGRAFT (INCLUEDES OBTAINING GRAFT) 

  

21242 ARTHROPLASTY, TEMPOROMANDIBULAR JOINT, WITH 
ALLOGRAFT 

  

21243 ARTHROPLASTY, TEMPOROMANDIBULAR JOINT, WITH 
PROSTHETIC JOINT REPLACEMENT 

  

21255 RECONSTRUCTION OF ZYGOMATIC ARCH AND GLENOID 
FOSSA WITH BONE AND CARTILAGE (INCLUDES 
OBTAINING AUTOGRAFTS) 

  

21270 MALAR AUGMENTATION, PROSTHETIC MATERIAL   

21280 MEDIAL CANTHOPEXY (SEPARATE PROCEDURE)   

21299 UNLISTED CRANIOFACIAL AND MAXILLOFACIAL 
PROCEDURE 

  

21685 HYOID MYOTOMY AND SUSPENSION   

21740 RECONSTRUCTIVE REPAIR OF PECTUS EXCAVATUM OR 
CARINATUM; OPEN 

  

21742 RECONSTRUCTIVE REPAIR OF PECTUS EXCAVATUM OR 
CARINATUM; MINIMALLY INVASIVE APPROACH (NUSS 
PROCEDURE), WITHOUT THORACOSCOPY 

  

21743 RECONSTRUCTIVE REPAIR OF PECTUS EXCAVATUM OR 
CARINATUM; MINIMALLY INVASIVE APPROACH (NUSS 
PROCEDURE), WITH THORACOSCOPY 

  

22520 PERCUTANEOUS VERTEBROPLASTY, ONE VERTICAL 
BODY, UNILATERAL OR BILATERAL INJECTION; THORACIC.  

  

22521 PERCUTANEOUS VERTEBROPLASTY, ON VERTEBRAL 
BODY, UNILATERAL OR BILATERAL INJECTION: LUMBAR 

  

22522 PERCUTANEOUS VERTEBROPLASTY, ON VERTEBRAL 
BODY, UNILATERAL OR BILATERAL INJECTION: EACH 
ADDITIONALTHORACIC OR LUMBAR VERTEBRAL BODY 
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INEFFECTIVE 
DATE 

22523 PERCUTANEOUS VERTEBRAL AUGMENTATION, 
INCLUDING CAVITY CREATION (FRACTURE REDUCTION 
AND BONE BIOPSY INCLUDED WHEN PERFORMED) USING 
MECHANICAL DEVICE, ONE VERTEBRAL BODY, 
UNILATERAL OR BILATERAL CANNULATION (EG, 
KYPHOPLASTY); THORACIC 

  

22524 PERCUTANEOUS VERTEBRAL AUGMENTATION, 
INCLUDING CAVITY CREATION (FRACTURE REDUCTION 
AND BONE BIOPSY INCLUDED WHEN PERFORMED) USING 
MECHANICAL DEVICE, ONE VERTEBRAL BODY, 
UNILATERAL OR BILATERAL CANNULATION (EG, 
KYPHOPLASTY); LUMBAR 

  

22525 PERCUTANEOUS VERTEBRAL AUGMENTATION, 
INCLUDING CAVITY CREATION (FRACTURE REDUCTION 
AND BONE BIOPSY INCLUDED WHEN PERFORMED) USING 
MECHANICAL DEVICE, ONE VERTEBRAL BODY, 
UNILATERAL OR BILATERAL CANNULATION (EG, 
KYPHOPLASTY); EACH ADDITIONAL THORACIC OR 
LUMBAR VERTEBRAL BODY (LIST SEPARATELY IN 
ADDITION TO CODE FOR PRIMARY PROCEDURE) 

  

22526 PERCUTANEOUS INTRADISCAL ELECTROTHERMAL 
ANNULOPLASTY, UNILATERAL OR BILATERAL INCLUDING 
FLUOROSCOPIC GUIDANCE; SINGLE LEVEL 

  

22527 PERCUTANEOUS INTRADISCAL ELECTROTHERMAL 
ANNULOPLASTY, UNILATERAL OR BILATERAL INCLUDING 
FLUOROSCOPIC GUIDANCE; ONE OR MORE ADDITIONAL 
LEVELS (LIST SEPARATELY IN ADDITION TO CODE FOR 
PRIMARY PROCEDURE) 

  

22856  TOTAL DISC ARTHROPLASTY (ARTIFICIAL DISC), 
ANTERIOR APPROACH, INCLUDING DISCECTOMY WITH 
END PLATE PREPARATION (INCLUDES 
OSTEOPHYTECTOMY FOR NERVE ROOT OR SPINAL CORD 
DECOMPRESSION AND MICRODISSECTION), SINGLE 
INTERSPACE, CERVICAL 

  

22857 TOTAL DISC ARTHROPLASTY (ARTIFICIAL DISC), 
ANTERIOR APPROACH, INCLUDING DISCECTOMY TO 
PREPARE INTERSPACE (OTHER THAN FOR 
DECOMPRESSION), LUMBAR, SINGLE INTERSPACE 

  

22861 REVISION INCLUDING REPLACEMENT OF TOTAL DISC 
ARTHROPLASTY (ARTIFICAIL DISC), ANTERIOR 
APPROACH, SINGLE INTERSPACE; CERVICAL  

  

22862 REVISION INCLUDING REPLACEMENT OF TOTAL DISC 
ARTHROPLASTY (ARTIFICIAL DISC) ANTERIOR APPROACH, 
LUMBAR, SINGLE INTERSPACE 

  

22864 REMOVAL OF TOTAL DISC ARTHROPLASTY (ARTIFICAL 
DISC), ANTERIOR APPROACH, SINGLE INTERSPACE; 
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SERVICE 
CODE 

SERVICE DESCRIPTION EFFECTIVE  
DATE 

INEFFECTIVE 
DATE 

CERVICAL 

22865 REMOVAL OF TOTAL DISC ARTHROPLASTY (ARTIFICIAL 
DISC), ANTERIOR APPROACH, LUMBAR, SINGLE 
INTERSPACE 

  

27299 UNLISTED PROCEDURE, PELVIS  OR HIP JOINT ï NOTE ï 
PRIOR REVIEW IS ONLY NEEDED FOR ARTHOCOPIC 
SURGERY FOR FEMOROACETABULAR IMPINGEMENT 

1/1/10  

27412 AUTOLOGNOUS CHONDROCYTE IMPLANTATION, KNEE    

27415 OSTEOCHONDRAL ALLOGRAFT, KNEE OPEN   

27416 OSTEOCHRONDRAL AUTOGRAFTS(S), KNEE, OPEN (E.G., 
MOSAICPLASTY)(INCLUDES HARVESTING OF 
AUTOGRAFTS[S]) 

  

27702 ARTHOPLASTY, ANKLE, WITH IMPLANT (TOTAL ANKLE)   

27703 ARTHOPLASTY, ANKLE, REVISION, TOTAL ANKLE   

28446 OPEN OSTEOCHONDRAL AUTOGRAFT, TALUS (INCLUDES 
OBTAINING GRAF[S]) 

  

29800 ARTHROSCOPY, TEMPOROMANDIBULAR JOINT, 
DIAGNOSTIC, WITH OR WITHOUT SYNOVIAL BIOPSY 
(SEPARATE PROCEDURE) 

1/1/10  

29804 ARTHROSCOPY, TEMPOROMANDIBULAR JOINT, 
SURGICAL 

  

29866 ARTHROSCOPY, KNEE, SURGICAL; OSTEOCHONDRAL 
AUTOGRAFT(S) (EG, MOSAICPLASTY) (INCLUDING 
HARVESTING OF THE AUTOGRAFT(S))  

  

29867 OSTEOCHONDRAL ALLOGRAFT (EG, MOSAICPLASTY)   

29868 MENISCAL TRANSPLANTATION (INCLUDES ARTHROTOMY 
FOR MENISCAL INSERTION), MEDICAL OR LATERAL) 

  

28890 EXTRACORPOREAL SHOCK WAVE, HIGH ENERGY, 
PERFORMED BY A PHYSICIAN, REQUIRING ANESTHESIA 
OTHER THAN LOCAL,  INCLUDING ULTRASOUND 
GUIDANCE, INVOLVING THE PLANTAR FASCIA 

  

29999 UNLISTED PROCEDURE, ARTHROSCOPY (REQUIRED FOR 
HIP ARTHROSCOPY PROCEDURES ONLY) 

  

30400 RHINOPLASTY, PRIMARY; LATERAL AND ALAR 
CARTILAGES AND/ORELEVATION OF NASAL TIP 

  

30410 RHINOPLASTY, PRIMARY; COMPLETE, EXTERNAL PARTS 
INCLUDING BONY PYRAMID, LATERAL AND ALAR 
CARTILAGES, AND/OR ELEVATION OF NASAL TIP 

  

30420 RHINOPLASTY, PRIMARY; INCLUDING MAJOR SEPTAL 
REPAIR 

  

30430 RHINOPLASTY, SECONDARY; MINOR REVISION (SMALL 
AMOUNT OFNASAL TIP WORK) 

  

30435 RHINOPLASTY, SECONDARY; INTERMEDIATE REVISION 
(BONY WORKWITH OSTEOTOMIES) 

  




