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Introduction
The MO HealthNet Division covers the cost of optical services for eligible participants. Optical services include but are not limited to eye exams, office visits, treatment, prosthetic eyes, eyeglasses, and Healthy Children and Youth (HCY) optical screens and services. 
An optometrist is used as a consultant for this program. The consultant reviews prescriptions that do not meet the program criteria as described in this manual.
[bookmark: _Toc222838523][bookmark: _Toc226357517][bookmark: _Toc226462702]Section 1:  Reimbursement Methodology 
[bookmark: _Toc384369025][bookmark: _Toc222838524][bookmark: _Toc226357518][bookmark: _Toc226462703]1.1 Basis for Establishing a Rate of Payment
The MO HealthNet Division (MHD) is charged with establishing and administering the rate of payment for those medical services covered by the Missouri Title XIX Program. MHD establishes a rate of payment that meets the following goals:
Ensures access to quality medical care for all participants by encouraging a sufficient number of providers
Allows for no adverse impact on private-pay patients
Assures a reasonable rate to protect the interests of the taxpayers
Provides incentives that encourage efficiency on the part of medical providers
Under the Fee Schedule, each procedure, service, medical supply, and equipment covered under a specific program has a maximum allowable fee established. In determining what this fee should be, MHD considers the following information when applicable:
Recommendations from the State Medical Consultant and/or the provider subcommittee of the Medical Advisory Committee and/or stakeholders.
Medicare’s allowable reasonable and customary charge payment or cost-related payment, if applicable.
Charge information obtained from providers in different areas of the state. Charges refer to the usual and customary fees for various services that are charged to the general public. Implicit in the use of charges as the basis for fees is the objective that charges for services be related to the cost of providing the services.
MHD then determines a maximum allowable fee for the service based upon all applicable information and current appropriated funds.
Total expenditures for MHD must be within the appropriation limits established by the General Assembly. If the expenditures do not stay within the appropriation limits set by the General Assembly and funds are insufficient to pay the full amount, the payment for services may be reduced pro rata in proportion to the deficiency.
[bookmark: _Toc384369026][bookmark: _Toc222838525][bookmark: _Toc226357519][bookmark: _Toc226462704]1.2 Optical Services
Reimbursement for optical services is made on a Fee-For-Service (FFS) basis. MHD has determined the maximum allowable fee for a unit of service to be a reasonable fee, consistent with efficiency, economy, and quality of care. Payment for covered services is the lower of the provider’s actual billed charge (should be the provider’s usual and customary charge to the general public for the service) or the maximum allowable per unit of service.
The eyeglasses and optical services must be provided to the participant before the provider bills MHD. Providers may neither request nor accept a deposit from a MO HealthNet participant and then refund it after payment is received from MHD. The provider cannot bill the participant for the difference between the allowable amount and the provider’s usual and customary or billed charge. Accepting a portion of payment for services from a participant is in violation of 13 CSR 70-3.030 (3)(A).
MHD reimbursement must be requested by the optometrist, optician, or physician who actually provided the service using the National Provider Identifier (NPI) assigned to the provider.
[bookmark: _Toc384369027][bookmark: _Toc222838526][bookmark: _Toc226357520][bookmark: _Toc226462705]1.3 Fee Schedule
The Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units, and the MHD allowable fee per unit. The Fee Schedule is updated monthly and is intended as a reference, not a guarantee for payment.
Providers can download individual files or search for a specific code on the Fee Schedule. Some procedure codes may be billed by multiple provider types. Categories within the Fee Schedule are set up by the service rendered and are not necessarily provider specific.
Refer to Section 2 of this manual for program-specific benefits and limitations.
[bookmark: _Toc222838527][bookmark: _Toc226357521][bookmark: _Toc226462706][bookmark: _Toc384369030]1.4 Managed Care Program 
One (1) method in which MHD provides services is through a Managed Care Program. A basic package of services is offered to the participant by the Managed Care health plan; however, some services are not included and are covered by MHD on a FFS basis.
Optical services are included as a plan benefit in MHD’s Managed Care Program. Refer to Section 2.6 in this manual for more information. Refer to the General Sections Manual for more information on the Managed Care Program. 
[bookmark: OPTAppforProDirDep][bookmark: _Section_2:_][bookmark: _Toc222838528][bookmark: _Toc226357522][bookmark: _Toc226462707]Section 2:  Benefits And Limitations
[bookmark: _Toc240272664][bookmark: _Toc384369779][bookmark: _Toc222838529][bookmark: _Toc226357523][bookmark: _Toc226462708]2.1 Provider Participation
[bookmark: _Toc240272665][bookmark: _Toc384369780]The MO HealthNet Optical Program covers the following types of providers and services: 
	Provider
	Services

	Opticians
	Eyeglasses and prosthethic eyes

	Optometrists
	Eye examinations, eyeglasses, prosthethic eyes, and special ophthalmological services

	Physicians
	Eyeglasses and prosthethic eyes 


To participate in the MO HealthNet Optical Program, the optical provider/physician must satisfy the following requirements:
The provider must have a Participation Agreement in effect with the Department of Social Services (DSS), MO HealthNet Division (MHD) as approved by the Missouri Medicaid Audit and Compliance (MMAC) Unit.
The optometrist or physician must hold a valid, current, permanent license to practice in accordance with the licensing provisions of the state in which the provider operates or practices. Temporary licenses are not acceptable.
The certified therapeutic pharmaceutical agent (TPA) optometrist license must show the certification from the State Board of Optometry.
Missouri optometrists and opticians must maintain their licensure and remain in good standing with the appropriate agencies to continue participation as a MO HealthNet provider.
A physician with a specialty of ophthalmology, who intends to bill for optical supplies or prosthetic eyes, must obtain an Optical Program provider number. Providers may not use physician provider numbers in the Optical Program to bill MHD. Optical services, such as lens(es) and frames, are not covered under the Physician’s Program.
If a provider’s license is suspended or terminated by the state licensing agency, the Participation Agreement is also suspended or terminated effective the same date.
A provider must notify the MMAC Provider Enrollment Unit of any changes affecting the provider’s enrollment record, in writing. Refer to the General Sections Manual for more information. 
Additional information on provider conditions of participation can be found in the General Sections Manual. 
[bookmark: _Toc384369781][bookmark: _Toc226357524][bookmark: _Toc226462709][bookmark: _Toc240272666]Opticians and Ocularists
Opticians and ocularists may only bill for optical materials (eyeglasses) or prosthetic eyes and services. If the optical company or ocularist employs an optometrist, the eye examination must be billed on a separate claim using the optometrist's MO HealthNet provider number. 
When the optometrist is an employee of an optical company or an ocularist, the ‘Pay To’ name and address on the optometrist's MO HealthNet provider number file should show the name and address of the optical company or ocularist.
[bookmark: _Toc384369782][bookmark: _Toc226357525][bookmark: _Toc226462710][bookmark: _Toc240272668]Optometrists 
Optometrists must have a current Optical Participation Agreement in effect. Reimbursement for optometric services includes: eye examination, eyeglasses, and prosthetic eyes. A certified optometrist must perform special ophthalmologic services. 
[bookmark: OPT13.1.A(5)][bookmark: _Toc384369784][bookmark: _Toc240272670]Certified Optometrists 
Optometrists certified in the administration of applied diagnostic or therapeutic pharmaceutical agents in the practice of optometry may also remove superficial foreign bodies from the eye and adnexa. Refer to Section 5 of this manual for procedure codes that certified optometrists may use to bill for services provided to MO HealthNet participants, including the removal of superficial foreign bodies from the eye and adnexa and the administration of topically applied or therapeutic pharmaceuticals.
Optometrists may not perform surgery on the eye, including the use of a laser, for the treatment of any disease or condition, or for the correction of refractive error. Procedures that require the penetration or repair of anatomic tissue with any energy, material, device, or instrument are not covered by MHD, as these services are not within the scope of optometric practice.
[bookmark: _Toc226357526][bookmark: _Toc226462711]Optical Providers Employed by a Clinic
Optometrists, opticians, and ocularists who are employed by a clinic may bill as the performing provider for optical services under the clinic’s MO HealthNet Provider Number. 
[bookmark: _Toc240272676][bookmark: _Toc384369787][bookmark: _Toc222838530][bookmark: _Toc226357527][bookmark: _Toc226462712]2.2 Participant Eligibility
Participants age 20 and under, or in a category of assistance for pregnant women, blind, or skilled nursing facility residents, including intermediate care facility for the intellectually developmentally disabled (ICF/IDD), are eligible for an eye exam every 12 months. 
MO HealthNet participants age 21 and over are eligible for an eye exam every 24 months. 
MO HealthNet eligible participants are allowed one pair (1) of complete eyeglasses every two (2) years. Participants may be eligible for an additional eye exam and new lens(es) within the stated time periods if the participant has a 0.50 diopter change in one (1) or both eyes. 
The participant must be eligible for optical services on the day the service is provided or the eyeglasses are dispensed. An approved pre-certification does not guarantee eligibility. However, payment by MHD may be made for in certain circumstances when the participant becomes ineligible for the service or dies. Refer to Section 2.7 in this manual for more information on this exception. Refer to Section 2.4 in this manual for more information on the pre-certification process.
Providers are responsible for confirming the participant's identity and eligibility on the day the optical material or service is provided, or the eyeglasses are dispensed. Providers should verify eligibility using eMOMED or by contacting Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916. 
Refer to Section 2.5 in this manual for information on covered services. Additional information about participant eligibility can be found in the General Sections Manual.
[bookmark: OPT13.3.A][bookmark: _Healthy_Children_and][bookmark: _Toc240272677][bookmark: _Toc384369788][bookmark: _Toc226357528][bookmark: _Toc226462713]Healthy Children and Youth Program
Missouri’s Early Periodic Screening, Diagnostic, and Treatment (EPSDT) program is called the Healthy Children and Youth (HCY) Program. Under the HCY Program, a medically necessary item or service that is normally non-covered, that is identified as a result of a physician, optometrist, or other health care professional visit, exam, or screening, may be covered for participants age 20 and under. Refer to Section 3.1 in this manual for more information on HCY vision screenings.
Every MO HealthNet-eligible child should have a completed HCY screening. If the child has not had a full screening, the provider should refer the child for a full screen to be done at a later date. Refer to the HCY Provider Manual for more information. 
Pre-certification for HCY services can be made through CyberAccess. For information on completing a pre-certification through CyberAccess, refer to Section 2.4 of this manual.
[bookmark: _Toc384369789][bookmark: _Toc226357529][bookmark: _Toc226462714][bookmark: _Toc240272681]Expanded Coverage For Independent Foster Care Adolescents
Independent foster care adolescents ages 18 through 25 receive expanded MO HealthNet benefits. These participants have a Medicaid Eligibility (ME) code of 38 and are eligible to receive the same Optical Program benefit as participants age 20 and younger.
Refer to the General Sections Manual for more information on ME codes and Categories of Aid (COA). 
[bookmark: _Toc384369790][bookmark: _Toc226357530][bookmark: _Toc226462715]Qualified Medicare Beneficiaries Program
Participants who are eligible only as a Qualified Medicare Beneficiary (QMB) are eligible for reimbursement of their Medicare deductible, coinsurance, and copay amounts only for Medicare covered services, whether or not the services are covered by MO HealthNet. QMB-only participants are not eligible for MO HealthNet services that are not generally covered by Medicare. When verifying eligibility, QMB-only participants are identified with ME code 55 (QMB). 
Refer to the General Sections Manual for detailed information on QMB participants.
[bookmark: _Toc240272684][bookmark: _Toc384369792][bookmark: _Toc222838531][bookmark: _Toc226357531][bookmark: _Toc226462716]2.3 Participant Non-Liability
MO HealthNet covered services rendered to an eligible participant are not billable to the participant if MHD would have paid if the provider had followed the proper policies and procedures for obtaining payment through MHD as set forth in 13 CSR 70-4.030.
[bookmark: _2.4_Pre-Certification_Process][bookmark: _Toc384369793][bookmark: _Toc222838532][bookmark: _Toc226357532][bookmark: _Toc226462717][bookmark: _Toc240272689]2.4 Pre-Certification Process 
All Optical Program services require pre-certification. Pre-certification serves as a utilization management tool, allowing payment for services that are medically necessary, appropriate, and cost effective without compromising the quality of care for participants. Requests for pre-certification must meet the medical criteria established by MHD to be approved. Refer to MO HealthNet Optical Pre-Certification Criteria for more information.
Requests for pre-certification must be initiated by an enrolled optical provider and approved by MHD. Pre-certification for an eye examination must be obtained before the patient is provided the service. Pre-certification for frames and/or lens(es) must be obtained after the patient has been examined and the patient’s prescription has been determined.
Providers should sign up for the MHD web tool, CyberAccess, which automates the pre-certification process. CyberAccess allows each pre-certification to automatically reference the individual participant's claim history, including International Classification of Diseases (ICD) diagnosis codes and Current Procedural Terminology (CPT) codes.  To become a CyberAccess user, contact the Conduent help desk at (888) 581-9797 or (573) 632-9797 or send an e-mail to CyberAccessHelpdesk@conduent.com. Requests for pre-certification can also be made by calling the Pharmacy and Medical Pre-Certification Help Desk at (800) 392-8030. If a pre-certification request submitted through CyberAccess is denied, providers may contact the Pharmacy and Medical Pre-Certification Help Desk at (800) 392-8030. The call center is available Monday through Friday from 8:00 a.m. to 5:00 p.m., excluding state holidays.
[bookmark: OPT13.9.A][bookmark: OPT13.9.B][bookmark: OPT13.9.C][bookmark: OPT13.9.D][bookmark: OPT13.9.E(2)][bookmark: OPT13.9.E(3)][bookmark: _2.5_Covered_Services][bookmark: _Toc240272701][bookmark: _Toc384369799][bookmark: _Toc222838533][bookmark: _Toc226357533][bookmark: _Toc226462718]2.5 Covered Services
The following sections provide information regarding the coverage and limitations of the MO HealthNet Optical Program. 
[bookmark: _Eye_Examinations][bookmark: _Toc240272702][bookmark: _Toc384369800][bookmark: _Toc226357534][bookmark: _Toc226462719]Eye Examinations
Eye examinations require pre-certification through CyberAccess. Refer to Section 2.4 in this manual for more information on the pre-certification process. 
[bookmark: _Hlk222753136]Payment for eye examinations can only be made to a MO HealthNet-enrolled ophthalmologist, optometrist, or clinic.
One (1) comprehensive or one (1) limited eye examination is allowed per year (during a 12-month period of time) for those participants age 20 and under; participants in the assistance categories for the blind and pregnant women; and participants residing in skilled nursing facilities. 
One (1) comprehensive or one (1) limited eye examination is allowed every two (2) years (during a 24-month period of time) for participants age 21 and over.
Only one (1) optical evaluation or office visit can be billed on a single date of service. 
Additional eye examinations are allowed within the 12-month or 24-month period of time if they are medically necessary (e.g., cataract examination, glaucoma examination). Additional eye examinations with refraction may be allowed within the 12-month or 24-month period of time if medically necessary for a prescription change of 0.50 diopter or greater. Reimbursement of an additional eye examination with refraction, during the 12-month or 24-month period, which determined there was not a 0.50 diopter change, may be made if it is not possible to obtain the prescription of the previous eye examination by another provider.
If a participant age 21 or older misplaces or breaks their frames and/or lens(es), another eye examination with or without a refraction for the purpose of replacing the frames and/or lens(es) is not covered during the 24-month period following the original examination. 
Providers should bill Medicare first for all Medicare-covered eye examinations when a participant has Medicare and MO HealthNet coverage. For more information, refer to the Medicare/Medicaid Claims Processing Provider Manual.
Comprehensive Eye Examination
Payment for a comprehensive eye examination is made only if six (6) or more of the following procedures have been performed:
Binocular coordination
Biomicroscopy (slit lamp)
Case history
Color vision
Depth perception
External eye examination
Ocular motility testing
Ophthalmoscopy
Pupillary reflexes
Tonometry
Vision fields
Visual acuity testing
Claims submitted to MHD with the following comprehensive eye examination procedure codes must contain one (1) or more of the approved diagnosis codes listed in the Optical Pre-Certification Criteria.
	Proc Code
	Description

	92004
	Ophthalmological services:  Medical examination and evaluation, with initiation or continuation of diagnostic and treatment program; comprehensive, new patient, one (1) or more visits

	92014
	Ophthalmological services:  medical examination and evaluation, with initiation or continuation of diagnostic and treatment program; comprehensive, established patient, one (1) or more visits


Refer to Section 5 in this manual for more information on procedure codes.
Limited Examination
If fewer than six (6) of the comprehensive eye examination procedures are performed, a limited examination must be billed.
Claims submitted to MHD with the following limited examination procedure codes must contain one (1) or more of the approved diagnosis codes listed in the Optical Pre-Certification Criteria.
	Proc Code
	Description

	92002
	Ophthalmological services:  Medical examination and evaluation, with initiation or continuation of diagnostic and treatment program; intermediate, new patient

	92012
	Ophthalmological services:  Medical examination and evaluation, with initiation or continuation of diagnostic and treatment program; intermediate, established patient


Refer to Section 5 in this manual for more information on procedure codes.
[bookmark: _Toc240272703][bookmark: _Toc384369801]Eye Refraction
Eye refractions require pre-certification through CyberAccess. Refer to Section 2.4 in this manual for more information on the pre-certification process. 
An eye refraction may be billed with the appropriate comprehensive or limited examination code when the exam includes the refraction. 
Eye refractions are not covered by Medicare Part B but are covered by MO HealthNet. Providers are not required to bill Medicare Part B for a refraction. Providers should bill MHD directly on a CMS-1500 claim form for refractions that have been pre-certified. 
When the participant has Medicare Part C and MO HealthNet coverage all exams and materials to include refractions, must be billed to the Medicare Part C plan. 
[bookmark: _Toc240272704]Claims submitted to MHD with the following eye refraction procedure code must contain one (1) or more of the approved diagnosis codes listed in the Optical Pre-Certification Criteria.
	Proc Code
	Description

	92015
	Determination of refractive state


Refer to Section 5 in this manual for more information on procedure codes.
[bookmark: _Toc384369802][bookmark: _Toc226357535][bookmark: _Toc226462720]Serial Tonometry
Serial tonometry with optometric diagnostic evaluation (separate procedure), one (1) or more sessions on the same day is covered when performed by an optometrist and requires pre-certification through CyberAccess. Routine tonometry is included in the reimbursement for a comprehensive examination and cannot be billed separately on the same date as a comprehensive eye exam.
	Proc Code
	Description

	92100
	Serial tonometry with optometric diagnostic evaluation (separate procedure), one (1) or more sessions on the same day


Refer to Section 5 in this manual for more information on procedure codes.
[bookmark: _Eyeglasses][bookmark: _Toc240272705][bookmark: _Toc384369803][bookmark: _Toc226357536][bookmark: _Toc226462721]Eyeglasses
Eyeglasses are covered under the frames and lens(es) limitations as they are separately billable. 
[bookmark: OPT13.10.C(1)][bookmark: _Toc240272706][bookmark: _Toc384369804]Frames
All frames require pre-certification through CyberAccess. Refer to Section 2.4 in this manual for more information on the pre-certification process. 
Frames are covered when the prescription for lens(es) meets the coverage guidelines as stated in this section and may only be replaced every 24 months. Temples (the side arms of glasses) may not be billed in addition to new frames. Refer to Section 5 in this manual for applicable procedure codes.
If a participant requests a more expensive pair of frames than provided under the MO HealthNet Program, the participant may purchase their own frames. In these instances, the participant must pay the full amount for the frames. The provider cannot bill MHD for frames that the program covers and accept payment from the participant for the difference of the selected non-covered frames. Accepting a portion of payment for services from a participant is in violation of 13 CSR 70-3.030(3)(A)3 and 13 CSR 70-3.030(3)(A)4.
[bookmark: OPT13.10.C(2)][bookmark: _Toc240272707][bookmark: _Toc384369805]Special Frames
Special frames are covered under the MO HealthNet Program if medically necessary. Special frames are covered if the participant meets one (1) of the following criteria: 
Requires special lens(es) over 4.00 diopters for one (1) eye, or over 4.00 diopters for each eye, and lenses are extra thick or heavy
Structure of the participant's face requires special frames (a very large face, wide-set eyes)
[bookmark: OPT13.10.C(3)][bookmark: _Toc240272708]Needs glasses with pads because of nose surgery
	[bookmark: _Toc384369806]Proc Code
	Description

	V2020 22
	Special frames


Refer to Section 5 in this manual for more information on procedure codes.
Lens(es)
All lens(es) require pre-certification through CyberAccess. Refer to Section 2.4 in this manual for more information on the pre-certification process. 
Claims for lens(es) are covered when the prescription is at least 0.75 diopters for one (1) eye or 0.75 diopters for each eye. The 0.75 diopters must be in either the sphere, cylinder, prism, or add power. Refer to Section 5 in this manual for applicable procedure codes.
Lens(es) may be covered for a prescription of less than 0.75 diopters if medically necessary and are for one (1) of the following reasons:
Child age 20 or under and is required for school performance
Visual acuity 20/40 or less
Protective eye wear for persons with sight in only one (1) eye
Plano lens(es) when there is a refractive error in only one (1) eye
One (1) pair of lens(es) and frames is allowed every two (2) years (during any 24-month period of time) for MO HealthNet participants. Refer to Replacement/Repair of Lens(es) and Frames below in this section for information regarding replacement.
Plastic lens(es) may be dispensed under the MO HealthNet Program. Reimbursement is the same rate as comparable glass lens(es).
Single vision, bifocal, and tri-focal lens(es) are covered by MHD. 
If a participant requests a more expensive lens(es) than provided under the MO HealthNet Program, the participant may purchase their lens(es). The participant must pay the full amount of the lens(es). The provider cannot bill MHD for lens(es) that the program covers and accept payment from the participant for the difference of non-covered lenses. Accepting a portion of payment for services from a participant is in violation of 13 CSR 70-3.030(3)(A)3 and 13 CSR 70-3.030(3)(A)4.
[bookmark: _Toc240272709][bookmark: _Toc384369807]Special Lens(es)
All special lens(es) require pre-certification through CyberAccess. Refer to Section 2.4 in this manual for more information on the pre-certification process. 
Special lens(es) are covered under the MO HealthNet Program if they are medically justified. A special lens is described as a sphere power of plus or minus 4.00 diopters or greater, and/ or cylinder minus 3.25 diopters or greater, and/or an add power of 3.50 diopters or greater. 
Progressive lens(es) are covered only when the participant currently has progressive lens(es) and is replacing them. When billing progressive lens(es), providers should bill on two (2) lines. The first line should report the appropriate code for the bifocal (V2200-V2299) or trifocal (V2300-V2399) lens(es). The second line should report code V2781 with the charge difference between the progressive lens(es) and the standard lens(es). Refer to Section 5 in this manual for applicable procedure codes.
Photochromatic lens(es) are covered.
Tinted lens(es) (Rose I and Rose II) are covered. 
Polycarbonate lens(es) are only covered when one (1) of the following criteria is met:
Participant is a child age 20 or under and is required for school performance
The participant has a medical condition that warrants the need for special lens(es). An examples of a medical reason includes a participant with a seizure disorder which could cause them to fall and break their glasses.
A participant has only one (1) eye and needs the lens(es) to protect their good eye
[bookmark: _Toc240272710]Ultraviolet radiation (UV) lens(es) and anti-reflective lens(es) are only covered after cataract surgery.
[bookmark: _Toc384369808][bookmark: _Toc226357537][bookmark: _Toc226462722]Optical Materials
Optical materials dispensed through the MO HealthNet Program must meet the following standards:
Frames must be sturdy and of good quality.
Lens(es) must be of safety type glass or plastic complying with federal regulations and substantially meet American National Standards Institute standards to participant abuse is not covered. The participantesponsible for such charges.
[bookmark: _Replacement/Repair_of_Lens(es)][bookmark: _Toc226357538][bookmark: _Toc226462723][bookmark: _Toc240272711][bookmark: _Toc384369809]Replacement/Repair of Lens(es) and Frames
MO HealthNet covers one (1) pair of lens(es) and frames per participant every two (2) years (during any 24-month period).
Replacement of misplaced or broken frames and/or lens(es) is a covered service for participants age 20 and under whose glasses are necessary for school. The provider must submit a pre-certification request through CyberAccess, using the appropriate optical procedure codes for the frames and the lens(es). Refer to Section 5 in this manual for optical procedure code information.
Replacement of Frames
Replacement of frames is not covered during the 24-month period following the date of service of the MHD purchased frames for participants age 21 and over.
Replacement of Lens(es)
Replacement of a lens(es) is not covered within the 24-month period following the date of service of the MHD purchased lens(es) except if medically necessary because of a prescription change of at least 0.50 diopters for one (1) eye or 0.50 diopters for each eye. If there is a 0.50 diopter change in only one (1) eye, MHD only replaces the lens for the eye with the 0.50 diopter change, not both eyes.
To bill for replacement of lens(es) due to a prescription change within the 24-month period, a pre-certification must be obtained through CyberAccess prior to submitting a claim to MHD. Refer to Section 2.4 in this manual for more information on the pre-certification process.
[bookmark: _Prosthetic_Eyes][bookmark: _Toc226357539][bookmark: _Toc226462724]Prosthetic Eyes
MO HealthNet allows one (1) prosthetic eye per eye within a five (5)-year period. If the prosthetic eye is lost, destroyed, cracked, or deteriorated, payment is considered through the CyberAccess process as explained in Section 2.4 of this manual. 
Checking the prosthesis (including cleaning and polishing) is a covered service. 
Refer to Section 5 in this manual for procedure code information.
[bookmark: OPT13.10.F][bookmark: _Toc240272713][bookmark: _Toc384369811][bookmark: _Toc226357540][bookmark: _Toc226462725]Office Medical Supply Code
Optometrists and opticians may bill for supplies and materials in addition to an office visit or minor surgical procedure if these supplies are over and above those usually included with the office visit. Refer to Section 5.3 in this manual for surgical procedure codes.
Supplies such as gowns, drapes, gloves, eye patches, eye bandages, tape, gauze, sterile swabs, etc., are included in the office visit and may not be billed separately. Providers may not bill for any reusable supplies.
Billing for supplies over and above those usually included with the office visit requires optical consultant review for manual pricing. Specific information related to the cost of the supplies and/or materials must be documented in the comments box in CyberAccess. The cost of the supplies and/or materials and the manufacturer's invoice of cost must be maintained in the participant’s record. Refer to the General Sections Manual for more information on record retention. 
	Proc Code
	Description

	99070
	Special supplies (drugs, trays, specialized non-surgical supplies or materials) over and above those usually included with an office visit or minor surgical procedure. Not to be used for eyeglasses. 


[bookmark: _Toc226357541][bookmark: _Toc226462726]2.6 Non-Covered Services
The following items/services are non-covered by the MO HealthNet Optical Program:
Adjustments for eyeglasses not furnished by the provider to the MO HealthNet participant
Contact lens(es) other than for medical purposes as stated in Section 2.12 of this manual
Eyeglass cases
Eyeglass frames with built-in hearing aids
Magnifiers
Monocles
Nose pads
Optical materials that do not meet MHD standards
Optical materials that are not medically necessary
Optical services or materials provided to a participant who was not eligible on the date the service was provided or the optical materials were delivered to the participant. Refer to Section 2.10 in this manual for information on custom-made items.
Ornamental, jeweled, and trimmed frames
Oversized lens(es) other than for medical purposes
Prism therapy
Replacement of optical materials resulting from participant abuse
Sales or use tax on optical materials not reimbursed by MHD; the participant is responsible for and may be billed for such taxes on a non covered item
Scratch resistant coating
Sunglasses
[bookmark: _Toc222838534][bookmark: _Toc226357542][bookmark: _Toc226462727][bookmark: _Toc240272714][bookmark: _Toc384369812]2.7 Managed Care Covered Services
Children age 20 and under in a MO HealthNet Managed Care health plan receive eye care, including one (1) comprehensive or one (1) limited eye examination every 12 months for refractive error and services related to trauma or treatment of disease/medical condition (including eye prosthetics). 
The MO HealthNet Managed Care health plan is responsible for one (1) pair of eyeglasses every two (2) years, during any 24-month period. Children are eligible for replacement frames during the 24-month period of time if their frames are misplaced or broken. Children are eligible for replacement lenses during the 24-month period if they are misplaced, broken, or are medically necessary (0.50 diopter change or greater).
Adult participants age 21 and older in a MO HealthNet Managed Care health plan receive eye care, including one (1) comprehensive or one (1) limited eye examination every two (2) years for refractive error and services related to trauma or treatment of disease/medical condition (including eye prosthetics). The MO HealthNet Managed Care health plan is also responsible for one (1) pair of eyeglasses every two (2) years, during any 24-month period. The MO HealthNet Managed Care health plan is also responsible for replacement lenses during the 24-month period if the participant has a 0.50 diopter change or greater.
Adult pregnant participants age 21 and older in a MO HealthNet Managed Care health plan, receive eye care, including one (1) comprehensive or one (1) limited eye examination per year for refractive error. The MO HealthNet Managed Care health plan is also responsible for services related to trauma or treatment of disease/medical condition (including eye prosthetics), and one (1) pair of eyeglasses every two (2) years, during any 24-month period. The MO HealthNet Managed Care health plan is also responsible for replacement lens during the 24-month period, if the participant has a 0.50 diopter change or greater.
Certain items and services initiated or pre-certified by MO HealthNet before the effective date in the MO HealthNet Managed Care Program are reimbursed on a Fee For Service (FFS) basis, when placement occurs after the MO HealthNet Managed Care health plan effective date. MO HealthNet is financially responsible for these items or services in accordance with the following:
Complete eyeglasses, lenses, and prosthetic eyes ordered or initiated prior to the enrollment effective date in the MO HealthNet Managed Care health plan, but the service or placement occurs after the effective date of the MO HealthNet Managed Care health plan enrollment.
Replacement eyeglasses pre-certified by MO HealthNet prior to the enrollment effective date in the MO HealthNet Managed Care health plan, but placement occurs after the effective date of the MO HealthNet Managed Care health plan enrollment.
Certain items and services initiated or prior authorized by the MO HealthNet Managed Care health plan before the MO HealthNet FFS Program enrollment effective date are reimbursed by the MO HealthNet Managed Care health plan when placement occurs after the MO HealthNet FFS effective date. The MO HealthNet Managed Care health plan is financially responsible for these items or services in accordance with the following:
Complete eyeglasses, lenses, and prosthetic eyes ordered or initiated prior to the enrollment effective date in the FFS Program, but placement occurs after the effective date of the FFS enrollment.
Replacement eyeglasses and services prior authorized by the MO HealthNet Managed Care health plan before the MO HealthNet FFS Program enrollment are effective, but the service or placement occurs after the effective date of the MO HealthNet FFS Program enrollment.
Providers must contact Provider Communications at (573) 751-2986 for instructions regarding how to bill for these items or services.
[bookmark: _Toc222838536][bookmark: _Toc226357543][bookmark: _Toc226462728]2.8 Non-Allowable Services
The following services are not billable to the participant or to MHD:
Analysis of information data stored in computers
Canceled or no-show appointment
Claim filing fees
Collection, handling, conveyance, and/or any other service in connection with the implementation of an order involving devices (e.g., designing, fitting, packaging, handling, delivery, or mailing)
Courtesy calls/visits during which no identifiable medical service was rendered
Educational supplies, such as books, tapes, and pamphlets, provided by the optometrist
Eyeglass adjustments on eyeglasses made by the provider
Incorrect lens(es), frames, or prosthetic eyes supplied to the provider by the supplier or manufacturer
Incorrect lens(es), frames, or prosthetic eyes supplied to the participant by the provider
Medical testimony
More than one (1) optical evaluation or office visit code on a single date of service (the provider may not bill the participant for either visit)
Optometric educational services rendered to participants in a group setting
Preparation of special reports sent to insurance companies
Sales or use tax on optical materials reimbursed by MHD (the participant is not responsible for and may not be billed for such taxes on an MHD covered service)
Services considered part of a MHD covered service/procedure
Services not directly related to the diagnosis, symptoms, or services in excess of those deemed medically necessary to treat the participant’s eye condition
Services or supplies furnished free of charge by any governmental body
Services rendered anywhere by a person who is not a diagnostic certified or therapeutic certified optometrist
Services requested after office hours, in addition to basic services
Shipping and handling fees
Telephone calls or phone consultations
[bookmark: _Toc222838537][bookmark: _Toc226357544][bookmark: _Toc226462729]2.9 Dispensing Lens(es) and Frames
Lens(es) and frames must be dispensed to the participant before the provider bills MHD and must be dispensed within the approved timeframe of the pre-certification. If the lens(es) and frames are dispensed outside the approved pre-certification timeframe, the claim will be denied. If a participant does not pick up the lens(es) and frames within the approved pre-certification timeframe, providers can contact the Pharmacy and Medical Pre-Certification Help Desk at (800) 392-8030 to extend the pre-certification timeframe. Refer to Section 2.4 in this manual for pre-certification information.
Eyeglasses cannot be mailed to a participant, and must be delivered by the optician or a qualified employee of the optician to assure the frame fits properly, and the lens(es) are correct for the participant.
Holding the lens(es) and frames until MHD payment is received constitutes payment for a service not provided and is in violation of 13 CSR 70-3.030(3)(A). Providers may not request or accept a deposit from a MO HealthNet participant and then refund it after payment is received from MHD. Accepting a deposit or portion of the fee or charge is in violation of 13 CSR 70-3.030(3)(A).
The participant’s MO HealthNet eligibility must be verified on the date the optical materials or services are dispensed to ensure the person is eligible. If the participant is not eligible on the day an office visit or eye examination is performed, the participant is responsible for payment. Providers should verify eligibility using eMOMED or by contacting Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916. Refer to the General Sections Manual for more information on verifying eligibility.
If the participant is not eligible on the date a custom made item is dispensed, refer to Section 2.10 in this manual for payment guidelines.
[bookmark: OPT13.12][bookmark: _2.7_Exception_For][bookmark: _Toc240272715][bookmark: _Toc384369813][bookmark: _Toc222838538][bookmark: _Toc226357545][bookmark: _Toc226462730]2.10 Coverage Of Custom Made Items Due To Participant Loss Of Eligibility
The participant must be eligible on the date a service is provided or the prosthetic eye(s), lens(es), or complete eyeglasses are dispensed. This is a requirement even if the service has been pre-certified. It is the provider's responsibility to verify the participant's eligibility on the date the frames and/or lens(es) are ordered, and on the date the frames and/or lens(es) are dispensed. 
However, payment by MHD may be made for the prosthetic eye(s), lens(es), or complete eyeglasses when the participant becomes ineligible for the service or dies after the prosthetic eye(s), lens(es), or complete eyeglasses are ordered and before the prosthetic eye(s), lens(es), or complete eyeglasses can be dispensed.
The following prerequisites apply to such payments:
There must have been a commitment by the provider to provide the service and to accept the MHD payment based upon the participant’s verified MO HealthNet eligibility at the initiation of the service 
There must have been a reason to believe that the participant’s MO HealthNet eligibility would continue
The participant must have been eligible when the service was first initiated, and following approval through the CyberAccess process, and at the time of any subsequent service, preparatory, and prior to the actual ordering of the fabrication of the device or item 
The custom-made device or item must have been fitted and fabricated to the specific medical needs of the participant in such a manner as to preclude its use for medical purposes by any other individual 
The custom-made device or item must have been delivered or placed if the participant is living
Payments under this exception are made as follows:
If the custom item is dispensed to the participant following loss of MO HealthNet eligibility and all of the prerequisites listed above have been met, the payment is the lesser of the ‘net billed charge’ or the MHD maximum allowable amount for the total service, less any applicable copay. 
If the item cannot be dispensed due to the death of the participant, the payment is the lesser of the ‘net billed charge’ or the MHD maximum allowable amount for the total service, less any applicable copay. The ‘net billed charge’ shall be the provider's usual and customary billed charge(s) as reduced by any salvage value amount.
If the provider determines the participant has lost eligibility after the service is first initiated and before the custom-made item is actually ordered or fabricated, the participant must be immediately advised that completion of the work and delivery or placement of the item is not covered by MHD. It is then the participant's choice to request completion of the work on a private payment basis. If the participant dies, the non-provided item of service may not be billed to MHD.
This policy does not apply to a situation in which the prosthetic eye, lens(es), or frames cannot be dispensed because the participant refuses to accept the item. If a participant refuses to accept the item, MHD does not reimburse the provider.
When submitting a claim under this exception the date of service that is shown on the claim for the custom made item (glasses, prosthetic eye, etc.) must be the last date on which service is provided to the eligible participant (and following approval through the CyberAccess process) prior to the ordering or fabrication of the item. The provider is responsible for verifying participant eligibility each time service is provided, therefore use of a date for which the participant is no longer eligible for MO HealthNet coverage of the service results in a denial of the claim. The claim should be submitted in the same manner as other claims.
Providers should verify eligibility using eMOMED or by contacting Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916. Refer to the General Sections Manual for more information on verifying eligibility.
[bookmark: _Toc240272716][bookmark: _Toc384369814][bookmark: _Toc222838539][bookmark: _Toc226357546][bookmark: _Toc226462731]2.11 Orthoptic And/Or Pleoptic Training
Optometrists may be reimbursed for orthoptic and/or pleoptic training, with continuing optometric direction and evaluation (visual training/therapy) when there is a prognosis for substantial improvement or correction of an ocular or vision condition. 
These conditions include the following:
Amblyopia
Eccentric (nonfoveal) monocular fixation
Inadequate motor or sensory fusion
Strabismus (squint)
Suppression
Training sessions are limited to one (1) per day, two (2) per week, with a maximum of 20 sessions. If the participant shows significant improvement after the initial 20 sessions, and the optometrist feels that further progress can be made, MHD may grant pre-certification for additional training sessions not to exceed a total of 40 sessions. 
[bookmark: _Hlk219806511]The pre-certification request should be obtained by contacting the  the Pharmacy and Medical Pre-Certification Help Desk at (800) 392-8030, option 2. Documentation required includes the following:
Relevant history
Refractive error
Corrected visual acuity
Condition for which the treatment is requested
Details of the type, scope, and number of treatments planned
Estimated cost
Prognosis for correction of the existing condition
[bookmark: OPT13.14][bookmark: _Toc240272717]An eye examination or office visit may be allowed at the initial visual therapy session if medically necessary. Eye examinations or office visits at subsequent therapy sessions are not covered.
	Proc Code
	Description

	92065
	Orthoptic/pleoptic training


Refer to Section 5 in this manual for more information on procedure codes.
[bookmark: _2.9_Fitting_Contact][bookmark: _2.12_Contact_Lens(es)][bookmark: _Toc384369815][bookmark: _Toc222838540][bookmark: _Toc226357547][bookmark: _Toc226462732]2.12 Contact Lens(es) 
Contact lens(es) used as a therapeutic bandage for the treatment of disease, fitting of these contact lens(es), and a supply of lens(es) without corrective power, are covered by MO HealthNet. 
The diagnoses for which the contact lens(es) are reimbursed are the following: 
Bullous kerotopathy
Corneal ulcers
Ocular pemphigoid
Other corneal exposure problems
	Proc Code
	Description

	92071
	Fitting of contact lens for treatment of ocular surface disease

	92072
	Fitting of contact lens for management of keratoconus, initial fitting


Contact lens(es) with refractive errors are covered for children when the diagnosis is anisometropia of 4.00 diopters or greater in one (1) eye, keratoconus, and aphakia. Refer to Section 5 in this manual for procedure code information.
Contact lens(es) with corrective power for visual improvement are not covered for participants age 21 and over. 
[bookmark: _2.10_Reimbursement_Of][bookmark: _Toc384369816][bookmark: _Toc240272718][bookmark: _Toc222838541][bookmark: _Toc226357548][bookmark: _Toc226462733]2.13 Reimbursement Of Pharmaceuticals	
An optometrist who has become certified to administer pharmaceutical agents may prescribe a pharmaceutical; however, MHD reimbursement for pharmaceutical agents is through the Pharmacy Program and cannot be made directly to optometrists through the Optical Program. Refer to the Pharmacy Provider Manual for more information on the Pharmacy Program.
[bookmark: _2.14_Third_Party][bookmark: OPT13.20][bookmark: _2.14_Healthy_Children][bookmark: _Toc226357549][bookmark: _Toc226462734][bookmark: _Toc240272723][bookmark: _Toc384369821]2.14 Healthy Children And Youth Screening
The vision partial screen may be provided by a MO HealthNet enrolled physician, nurse practitioner, assistant physician, physician assistant or optometrist. A nurse midwife may also perform this screen for infants age zero (0) to two (2) months and females age 15 to 20 years old. Refer to Section 2.2 in this manual for more information on eligibility for the HCY Program. 
This screen can include observation for blinking, tracking, corneal light reflex, pupillary response, and ocular movements. To test for visual acuity, use the Cover test for children under three (3) years of age. For children over three (3) years of age, utilize the Snellen Vision Chart. Refer to the HCY Provider Manual for information on the Healthy Children and Youth Program.
All aspects of the screen must be documented in the medical record when billing MHD for HCY vision exams. 
Field 24h of the CMS-1500 claim form must be marked ‘E’ to reflect the service as a HCY examination. Refer to Section 4.3 in this manual for CMS-1500 claim filing instructions.
	Proc Code
	Modifier(s)
	Description

	99429
	52
	Vision Screening

	99429
	52 UC
	Vision Screening with HCY referral


Refer to Section 5 in this manual for more information on procedure codes and modifiers.
[bookmark: _SECTION_14_-][bookmark: _Toc222838542][bookmark: _Toc226357550][bookmark: _Toc226462735]Section 3:  Special Documentation Requirements 
Optical Program services require pre-certification. For specific requirements regarding the pre-certification process, refer to Section 2.4 in this manual. 
Reimbursement for lens(es) and/or frames must contain the following documentation in the participant's medical record.
Prescription and the name of the prescribing physician (Doctor of Medicine (MD), Doctor of Osteopathic Medicine (DO), or optometrist (OD)
Laboratory invoice listing the cost for the optical materials, lens(es), frames, and charges for grinding, edging, or assembling of glasses
Refer to Section 2.5 in this manual for more information on the replacement of lens(se) and frames.
MO HealthNet has requirements for other documentation when processing claims under certain circumstances. Refer to Section 4 of this manual and the Medicare/Medicaid Claims Processing Provider Manual for further information. 
Refer to Section 5 of the General Sections Manual for additional documentation requirements. 
[bookmark: _3.1_Healthy_Children][bookmark: OPT14_3][bookmark: _SECTION_15—BILLING_INSTRUCTIONS][bookmark: _top][bookmark: _Section_4:_][bookmark: _Toc222838544][bookmark: _Toc226357551][bookmark: _Toc226462736]Section 4:  Billing Instructions 
[bookmark: OPT15_1][bookmark: _Toc384370995][bookmark: _Toc222838545][bookmark: _Toc226357552][bookmark: _Toc226462737]4.1 Electronic Data Interchange
Providers exchanging electronic transactions with the MO HealthNet Division (MHD) should access the ASC X12 Implementation Guides, adopted under the Health Insurance Portability and Accountability Act (HIPAA). For Missouri-specific information, including connection methods, the biller’s responsibilities, forms to be completed prior to submitting electronic information, as well as supplemental information, reference the X12 Version v5010 and NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides.
[bookmark: OPT15_2][bookmark: _Toc384370996][bookmark: _Toc222838546][bookmark: _Toc226357553][bookmark: _Toc226462738]4.2 Electronic Claim Submission
Providers may submit claims online at eMOMED. For access to eMOMED, providers are required to register. Each individual provider, billing staff, or billing service/clearing house representative must be approved to access eMOMED.  
The following claim types can be used in eMOMED: Medical (NSF), Inpatient and Outpatient (UB-04), Dental (2019 American Dental Association), Nursing Home, and Pharmacy. For convenience, some of the input fields are set as indicators or accepted values in drop-down boxes. Providers have the option to input and submit claims individually or in a batch submission. A confirmation file is returned for each transmission.
Refer to the General Sections Manual for more information. 
[bookmark: _4.3_CMS-1500_Claim][bookmark: _Toc384370997][bookmark: _Toc222838547][bookmark: _Toc226357554][bookmark: _Toc226462739]4.3 CMS-1500 Claim Filing Instructions 
The CMS-1500 claim form is used to bill MHD for optical services unless a provider bills those services electronically. Instructions on how to complete the CMS-1500 claim form are below.
[bookmark: OPTHCFA_1500]The CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MHD claims should be mailed to:
Wipro Infocrossing
P.O. Box 5600
Jefferson City, MO 65102-5600
NOTE:  An asterisk (*) beside field numbers indicates required fields. These fields must be completed, or the claim is denied. All other fields should be completed as applicable. Two (2) asterisks (**) beside the field number indicate a field is required in specific situations.
	Field Number
	Field Name
	Instructions for Completion

	1
	Type of Health Insurance Coverage
	Indicate in the appropriate box the type of health insurance coverage applicable to this claim by checking the appropriate box. For example, if a Medicare claim is being filed, check the Medicare box; if a MO HealthNet claim is being filed, check the MO HealthNet box, and if the participant has both Medicare and MO HealthNet, check both boxes

	1a*
	Insured’s I.D.
	Enter the participant’s eight (8)-digit MO HealthNet or MO HealthNet Managed Care ID number (DCN) as shown on the participant’s ID card

	2*
	Patient’s Name
	Enter last name, first name, and middle initial in that order as it appears on the ID card

	3
	Patient’s Birth Date Sex
	Not required

	4**
	Insured’s Name
	If there is individual or group insurance in addition to MO HealthNet, enter the name of the primary policyholder. If this field is completed, also complete Fields 6, 7, 11, and 13

	5
	Patient’s Address 
	Not required

	6**
	Patient’s Relationship to Insured
	Mark appropriate box if there is other insurance

	7**
	Insured’s Address
	Enter the primary policyholder’s address; enter the policyholder’s telephone number, if available

	8
	Patient Status
	Not required

	9**
	Other Insured’s Name
	If there is other insurance coverage in addition to the primary policy, enter the secondary policyholder’s name. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further Third Party Liability (TPL) information.

	9a**
	Other Insured’s Policy or Group Number 
	Enter the secondary policyholder’s insurance policy number or group number, if the insurance is through a group such as an employer, union, etc. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	9b**
	Other Insured’s Date of Birth
	Enter the secondary policyholder’s date of birth and mark the appropriate box for sex. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	9c**
	Employer’s Name 
	Enter the secondary policyholder’s employer name.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	9d**
	Insurance Plan
	Enter the secondary policyholder’s insurance plan name. 
If the insurance plan denied payment for the service provided, attach a valid denial from the insurance plan. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	10a-10c**
	Is Condition Related to:
	If services on the claim are related to the participant’s employment, auto accident, or other accident, mark the appropriate box. If the services are not related to an accident, leave blank. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	10d
	Claim Codes (Designated by NUCC)
	Leave Blank

	11**
	Insured’s Policy or Group Number
	Enter the primary policyholder’s insurance policy number or group number if the insurance is through a group, such as an employer, union, etc. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	11a**
	Insured’s Date of Birth
	Enter the primary policyholder’s date of birth and mark the appropriate box reflecting the sex of the primary policyholder. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	11b**
	Employer’s Name
	Enter the primary policyholder’s employer name.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	11c**
	Insurance Plan Name
	Enter the primary policyholder’s insurance plan name. 
If the insurance plan denied payment for the service provided, attach a valid denial from the insurance plan. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, the employer's name, or other information appears in this field, the claim will be denied. Refer to the General Sections Manual for further TPL information.

	12
	Patient’s Signature
	Not required

	13
	Insured’s Signature
	This field should be completed only when the participant has another health insurance policy. Obtain the policyholder’s or authorized person’s signature for assignment of benefits. The signature is necessary to ensure the insurance plan pays any benefits directly to the provider of MO HealthNet. Payment may otherwise be issued to the policyholder, requiring the provider to collect insurance benefits from the policyholder.

	14
	Date of Current Illness, Injury, or Pregnancy
	Not required

	15
	Date Same/Similar Illness
	Not required

	16
	Dates Patient Unable to Work
	Not required

	17
	Name of Referring Physician or Other Source 
	Not required

	17a
	I.D. Number of Referring Physician
	Not required

	18**
	Hospitalization Dates
	If the services on the claim were provided in an inpatient hospital setting, enter the admit and discharge dates.

	19
	Reserved for Local Use
	Not required

	20
	Lab Work Performed Outside Office 
	Not required

	21*
	Diagnosis
	Enter the complete and applicable International Classification of Diseases (ICD) diagnosis codes. Enter the primary diagnosis as No. 1, the secondary diagnosis as No. 2, etc.

	22**
	MO HealthNet Resubmission
	For timely filing purposes, if this is a resubmitted claim, enter the Internal Control Number (ICN) of the previous related claim or attach a copy of the original Remittance Advice indicating the claim was initially submitted timely.

	23
	Prior Authorization Number
	Not required

	24a*
	Date of Service
	Enter the date of service under ‘from’ in month/day/year format, using six (6)-digit format. All line items must have a from date.
A ‘to’ date of service is never used when billing optical services. The date of service for frames and lenses is always the date the eyeglasses are dispensed.

	24b*
	Place of Service
	Enter the appropriate place of service (POS) code. Refer to Section 4.4 in this manual for a list of POS codes. 

	24c
	Type of Service
	Leave blank

	24d*
	Procedure Code
	Enter the appropriate Current Procedural Terminology (CPT) or Health Care Procedure Coding System (HCPCS) code and applicable modifiers, if any, corresponding to the service provided. See Section 5 of this manual for applicable procedure codes and modifiers. 

	24e*
	Diagnosis Code
	Enter 1, 2, 3, 4, or the actual diagnosis code(s) from Field 21

	24f*
	Charges
	Enter the provider’s usual and customary charge to the general public for each line item. This should be the total charge of the units if multiple units are shown. Do not subtract the copay amount from the charge.

	24g*
	Days or Units
	Enter the number of days or units of service provided for each detail line. The system automatically plugs a ‘1’ if the field is left blank. 

	24h**
	EPSDT/HCY/Family Planning
	If the service is a Healthy Children and Youth (HCY) screening service or referral, enter ‘E’

	24i
	Emergency
	Not required

	24j
	COB
	Not required

	24k**
	Performing Provider Number
	Enter the National Provider Identifier (NPI) of the optometrist/optician who performed the service. This field is required when the billing provider is a clinic. 

	25
	SS#/Fed. Tax ID
	Not required

	26
	Patient Account Number
	For the provider’s own information, a maximum of 12 alpha and/or numeric characters may be entered here. The participant account number is printed on the Remittance Advice.

	27
	Assignment
	Not required

	28*
	Total Charge
	Enter the sum of the line item charges

	29**
	Amount Paid
	Enter the total amount received by all other insurance resources. Previous MHD payments, Medicare payments, and copay amounts are not to be entered in this field.

	30
	Balance Due
	Enter the difference between the total charge (Field 28) and the insurance amount paid (Field 29)

	31
	Provider Signature
	Not required

	32**
	Name and Address of Facility
	This field is required when the POS is other than home or office

	33*
	Provider Name/ Number/Address
	Enter the provider’s name, number, and address


[bookmark: OPT15_8][bookmark: _4.4_Place_of][bookmark: _Toc384371002]* These fields are mandatory on all CMS-1500 claim forms.
** These fields are mandatory only in specific situations, as described.
[bookmark: _4.4_Place_of_1][bookmark: _Toc222838548][bookmark: _Toc226357555][bookmark: _Toc226462740]4.4 Place of Service Codes
Providers should use the two (2)-digit numeric place of service (POS) codes when filing claims with MHD. Refer to the General Sections Manual for more information on POS codes.
[bookmark: _Toc343781473][bookmark: _Toc222838549][bookmark: _Toc226357556][bookmark: _Toc226462741][bookmark: _Toc384371003]4.5 Diagnosis Codes
The diagnosis code is a required field, and must be entered on the claim form exactly as it appears in the applicable ICD version. Note that the appropriate code(s) may be up to seven (7) characters, depending upon the patient’s diagnosis and applicable ICD code version. 
Diagnosis  codes  are  not  routinely  provided  by  MHD. The current  ICD book should be  used  as  a  guide in the selection of the appropriate diagnosis code. 
[bookmark: _SECTION_19-PROCEDURE_CODES][bookmark: _Section_5:_Procedure][bookmark: _Toc222838550][bookmark: _Toc226357557][bookmark: _Toc226462742]Section 5: Procedure Codes 
Procedure codes used by MO HealthNet are identified as HCPCS codes (Health Care Procedure Coding System). The HCPCS is divided into Level I and Level II. Level I is comprised of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals. Level II is comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies, and services not included in the CPT codes. 
Reference materials regarding HCPCS and CPT codes may be obtained through the American Medical Association.
For current maximum reimbursement rates, refer to the Fee Schedule. 
All Optical Program services require pre-certification through CyberAccess. Refer to Section 2.4 in this manual for more information related to pre-certification.
[bookmark: _Toc222838551][bookmark: _Toc226357558][bookmark: _Toc226462743][bookmark: _Toc384371185]5.1 Modifiers
Modifiers are extensions of procedure codes found in the CPT and HCPCS books. Use of a modifier with a procedure code provides the means by which the reporting provider can indicate a service or procedure has been altered by some specific circumstance but not changed in its definition or code.
The following modifiers are valid and should be used when appropriate for optical services, as they affect the reimbursement amount. 
	Modifier
	Description

	RT
	Right

	LT
	Left

	22
	Unusual procedural services

	26
	Professional component

	52
	Reduced Service

	55
	Post-op management only for surgery performed by another provider

	59
	Distinct Service

	UC
	EPSDT Referral for follow-up care


[bookmark: _Toc222838552][bookmark: _Toc226357559][bookmark: _Toc226462744]5.1 Healthy Children and Youth Vision Screening
Refer to Section 2.14 in this manual for information on HCY screenings. 
	Proc Code
	Modifier(s)
	Description
	Restrictions

	99429
	52
	Vision Screening
	None

	99429
	52 UC
	Vision Screening with EPSDT referral
	None


[bookmark: _Toc222838553][bookmark: _Toc226357560][bookmark: _Toc226462745][bookmark: _Toc384371186]5.2 Optical Procedures 
[bookmark: _Toc384371187][bookmark: _Toc226357561][bookmark: _Toc226462746]Eye Examinations 
Refer to Section 2.5 in this manual for more information on covered eye examinations.
	Proc Code
	Description
	Restrictions

	G0117
	Glaucoma screening for high risk patients furnished by an optometrist or ophthalmologist (may not be billed on the same date of service as any office visit or eye examination) 
	None

	G0118
	Glaucoma screening for high risk patient furnished under the direct supervision of an optometrist or ophthalmologist (may not be billed on the same date of service as any office visit or eye examination)
	None


[bookmark: _Toc384371188][bookmark: _Toc226357562][bookmark: _Toc226462747]Frames
Refer to Section 2.5 in this manual for more information on covered eyeglass services. These services can be performed by an optician.
	Proc Code
	Description
	Restrictions

	V2020
	Frames
	None

	V2020 22
	Special frames
	None


[bookmark: _Toc384371189][bookmark: _Toc226357563][bookmark: _Toc226462748]Single Vision Lenses (Glass or Plastic)
Refer to Section 2.5 in this manual for more information on covered eyeglass services. When billing  the following procedure codes providers must use the applicable modifier, RT (right) or LT (left), or the claim will deny. These services can be performed by an optician.
	Proc Code
	Description
	Restrictions

	V2100
	Sphere, single vision; plano to plus or minus 4.00, per lens
	None

	V2101
	Sphere, single vision; plus or minus 4.12 to plus or minus 7.00d, per lens
	None

	V2102
	Sphere, single vision; plus or minus 7.12 to plus or minus 20.00d, per lens
	None

	V2103
	Spherocylinder, single vision, plano to plus or minus 4.00d sphere; 0.12 to 2.00d cylinder, per lens
	None

	V2104
	Spherocylinder, single vision, plano to plus or minus 4.00d sphere; 2.12 to 4.00d cylinder, per lens
	None

	V2105
	Spherocylinder, single vision, plano to plus or minus 4.00d sphere; 4.25 to 6.00d cylinder, per lens
	None

	V2106
	Spherocylinder, single vision, plano to plus or minus 4.00d sphere; over 6.00d cylinder, per lens
	None

	V2107
	Spherocylinder, single vision, plus or minus 4.25d to plus or minus 7.00d sphere; 0.12 to 2.00d cylinder, per lens
	None

	V2108
	Spherocylinder, single vision, plus or minus 4.25d to plus or minus 7.00d sphere; 2.12 to 4.00d cylinder, per lens
	None

	V2109
	Spherocylinder, single vision, plus or minus 4.25d to plus or minus 7.00d sphere; 4.25 to 6.00d cylinder, per lens
	None

	V2110
	Spherocylinder, single vision, plus or minus 4.25d to plus or minus 7.00d sphere; over 6.00d cylinder, per lens
	None

	V2111
	Spherocylinder, single vision, plus or minus 7.25d to plus or minus 12.00d sphere; 0.25 to 2.25d cylinder, per lens
	None

	V2112
	Spherocylinder, single vision, plus or minus 7.25d to plus or minus 12.00d sphere; 2.25d to 4.00d cylinder, per lens
	None

	V2113
	Spherocylinder, single vision, plus or minus 7.25d to plus or minus 12.00d sphere; 4.25 to 6.00d cylinder, per lens
	None

	V2114
	Spherocylinder, single vision, sphere over plus or minus 12.00d per lens
	None

	V2115
	Lenticular, (myodisc), per lens, single vision
	None

	V2118
	Aniseikonic lens, single vision
	None

	V2121
	Lenticular lens, per lens, single
	None

	V2199
	Not otherwise classified, single vision lens
	Consultant review required


[bookmark: _Toc384371190][bookmark: _Toc226357564][bookmark: _Toc226462749]Bifocal Lenses (Glass or Plastic)
Refer to Section 2.5 in this manual for more information on covered eyeglass services. When billing using the following procedure codes providers must use the applicable modifier, RT (right) or LT (left), or the claim will deny. These services can be performed by an optician.
	Proc Code
	Description
	Restrictions

	V2200
	Sphere, bifocal, plano to plus or minus 4.00d, per lens
	None

	V2201
	Sphere, bifocal, plus or minus 4.12 to plus or minus 7.00d, per lens
	None

	V2202
	Sphere, bifocal, plus or minus 7.12 to plus or minus 20.00d, per lens
	None

	V2203
	Spherocylinder, bifocal, plano to plus or minus 4.00d sphere; 0.12 to 2.00d cylinder, per lens
	None

	V2204
	Spherocylinder, bifocal, plano to plus or minus 4.00d sphere; 2.12 to 4.00d cylinder, per lens
	None

	V2205
	 Spherocylinder, bifocal, plano to plus or minus 4.00d sphere; 4.25 to 6.00d cylinder, per lens
	None

	V2206
	Spherocylinder, bifocal, plano to plus or minus 4.00d sphere; over 6.00d cylinder, per lens
	None

	V2207
	Spherocylinder, bifocal, plus or minus 4.25 to plus or minus 7.00d sphere; 0.12 to 2.00d cylinder, per lens
	None

	V2208
	Spherocylinder, bifocal, plus or minus 4.25 to plus or minus 7.00d sphere; 2.12 to 4.00d cylinder, per lens
	None

	V2209
	Spherocylinder, bifocal, plus or minus 4.25 to plus or minus 7.00d sphere; 4.25 to 6.00d cylinder, per lens 
	None

	V2210
	Spherocylinder, bifocal, plus or minus 4.25 to plus or minus 7.00d sphere; over 6.00d cylinder, per lens
	None

	V2211
	Spherocylinder, bifocal, plus or minus 7.25 to plus or minus 12.00d sphere; 0.25 to 2.25d cylinder, per lens
	None

	V2212
	Spherocylinder, bifocal, plus or minus 7.25 to plus or minus 12.00d sphere; 2.25 to 4.00d cylinder, per lens
	None

	V2213
	Spherocylinder, bifocal, plus or minus 7.25 to plus or minus 12.00d sphere; 4.25 to 6.00d cylinder, per lens
	None

	V2214
	Spherocylinder, bifocal, sphere over plus or minus 12.00d, per lens
	None

	V2215
	Lenticular (myodisc), per lens, bifocal
	None

	V2218
	Aniseikonic, per lens, bifocal
	None

	V2219
	Bifocal seg width over 28mm
	None

	V2220
	Bifocal add over 3.25d
	None

	V2221
	Lenticular lens, per lens, bifocal
	None

	V2299
	Specialty bifocal
	Consultant review required


[bookmark: _Toc384371191][bookmark: _Toc226357565][bookmark: _Toc226462750]Trifocal Lenses (Glass or Plastic)
Refer to Section 2.5 in this manual for more information on covered eyeglass services. When billing the following procedure codes providers must use the applicable modifier, RT (right) or LT (left), or the claim will deny. These services can be performed by an optician.
	Proc Code
	Description
	Restrictions

	V2300
	Sphere, trifocal, plano to plus or minus 4.00d, per lens
	None

	V2301
	Sphere, trifocal, plus or minus 4.12 to plus or minus 7.00d, per lens
	None

	V2302
	Sphere, trifocal, plus or minus 7.12, to plus or minus 20.00, per lens
	None

	V2303
	Spherocylinder, trifocal, plano to plus or minus 4.00d, sphere; 0.12 to 2.00d cylinder, per lens
	None

	V2304
	Spherocylinder, trifocal, plano to plus or minus 4.00d, sphere; 2.25 to 4.00d cylinder, per lens
	None

	V2305
	Spherocylinder, trifocal, plano to plus or minus 4.00d, sphere; 4.25 to 6.00d cylinder, per lens
	None

	V2306
	Spherocylinder, trifocal, plano to plus or minus 4.00d, sphere; over 600d cylinder, per lens 
	None

	V2307
	Spherocylinder, trifocal, plus or minus 4.25 to plus or minus 7.00d sphere; 0.12 to 2.00d cylinder, per lens
	None

	V2308
	Spherocylinder, trifocal, plus or minus 4.25 to plus or minus 7.00d sphere; 2.12 to 4.00d cylinder, per lens
	None

	V2309
	Spherocylinder, trifocal, plus or minus 4.25 to plus or minus 7.00d sphere; 4.25 to 6.00d cylinder, per lens
	None

	V2310
	Spherocylinder, trifocal, plus or minus 4.25 to plus or minus 7.00d sphere; over 6.00d cylinder, per lens
	None

	V2311
	Spherocylinder, trifocal, plus or minus 7.25 to plus or minus 12.00d sphere; 0.25 to 2.25d cylinder, per lens
	None

	V2312
	Spherocylinder, trifocal, plus or minus 7.25 to plus or minus 12.00d sphere; 2.25 to 4.00d cylinder, per lens
	None

	V2313
	Spherocylinder, trifocal, plus or minus 7.25 to plus or minus 12.00d sphere; 4.25 to 6.00d cylinder, per lens
	None

	V2314
	Spherocylinder, trifocal, sphere over plus or minus 12.00d, per lens
	None

	V2315
	Lenticular (myodisc), per lens, trifocal
	None

	V2318
	Aniseikonic, per lens, trifocal
	None

	V2319
	Trifocal seg width over 28mm
	None

	V2320
	Trifocal add over 3.25d
	None

	V2321
	Lenticular lens, per lens, trifocal
	None

	V2399
	Specialty trifocal
	Consultant review required


[bookmark: _Toc384371192][bookmark: _Toc226357566][bookmark: _Toc226462751]Variable Asphericity Lens (Glass or Plastic)
Refer to Section 2.5 in this manual for more information on covered eyeglass services. When billing the following procedure codes providers must use the applicable modifier, RT (right) or LT (left), or the claim will deny. These services can be performed by an optician.
	Proc Code
	Description
	Restrictions

	V2410
	Variable asphericity lens; single vision, full field, glass or plastic, per lens
	None

	V2430
	Variable asphericity lens; bifocal, full field, glass or plastic, per lens
	None

	V2499
	Variable asphericity lens; other type
	None 


[bookmark: _Toc384371193][bookmark: _Toc226357567][bookmark: _Toc226462752]Contact Lenses
Refer to Section 2.12 in this manual for information on contact lenses. When billing the following procedure codes providers must use the applicable modifier, RT (right) or LT (left), or the claim will deny. These services can be performed by an optician.
	Proc Code
	Description
	Restrictions

	V2500
	Contact lens, polymethylmethacrylate (PMMA); spherical, per lens
	Age 0-20

	V2501
	Contact lens, PMMA; toric or prism ballast, per lens
	Age 0-20

	V2502
	Contact lens, PMMA; bifocal, per lens
	Age 0-20

	V2510
	Contact lens, gas permeable; spherical, per lens
	Age 0-20

	V2511
	Contact lens, gas permeable; toric, prism ballast, per lens
	Age 0-20

	V2512
	Contact lens, gas permeable; bifocal, per lens
	Age 0-20

	V2520
	Contact lens hydrophilic; spherical, per lens
	Age 0-20

	V2521
	Contact lens hydrophilic; toric or prism ballast, per lens
	Age 0-20

	V2522
	Contact lens hydrophilic; bifocal, per lens
	Age 0-20

	V2530
	Contact lens, scleral, gas impermeable, per lens 
	Age 0-20

	V2531*
	Contact lens, scleral, gas permeable, per lens 
	Age 0-20

	V2599*
	Contact lens, other type
	Age 0-20 Consultant review required 


[bookmark: _Toc384371194][bookmark: _Toc226357568][bookmark: _Toc226462753]Prosthetic Eye
Refer to Section 2.5 in this manual for information on prosthetic eyes. When billing the following procedure codes providers must use the applicable modifier, RT (right) or LT (left), or the claim will deny. These services can be performed by an ocularist.
	Proc Code
	Description
	Restrictions

	V2623
	Prosthetic eye, plastic, custom
	None

	V2624
	Polishing/resurfacing or ocular prosthesis
	None


[bookmark: _Toc384371195][bookmark: _Toc226357569][bookmark: _Toc226462754]Repair of Prosthetic Eye
Refer to Section 2.5 in this manual for information on prosthetic eyes. When billing the following procedure codes providers must use the applicable modifier, RT (right) or LT (left), or the claim will deny. These services can be performed by an ocularist.
	Proc Code
	Description
	Restrictions

	V2625
	Enlargement of ocular prosthesis
	None

	V2626
	Reduction of ocular prosthesis
	None

	V2627
	Scleral cover shell
	None

	V2628
	Fabrication and fitting of ocular conformer
	None


[bookmark: _Toc384371196][bookmark: _Toc226357570][bookmark: _Toc226462755]Miscellaneous
When billing the following procedure codes providers must use the applicable modifier, RT (right) or LT (left), or the claim will deny. These services can be performed by an optician.
	Proc Code
	Description
	Restrictions

	V2700
	Balance lens, per lens
	None

	V2710
	Slab off prism, glass or plastic, per lens
	None

	V2715
	Prism, per lens
	None

	V2718
	Press-on lens, Fresnel prism, per lens
	None

	V2730
	Special base curve, glass or plastic, per lens
	None

	V2744
	Tint; photochromatic, per lens (Includes transition lens)
	None

	V2745
	Tint, any color, solid, gradient or equal
	None

	V2750
	Anti-reflective coating, per lens
	Covered only after cataract surgery

	V2755
	U-V lens, per lens
	Covered only after cataract surgery

	V2761
	Mirror coating, any type, solid, gradient or equal, any lens material, per lens
	None

	V2770
	Occluder lens, per lens
	None

	V2780
	Oversize lens, per lens (Used if the eye size is 56 or greater) 
	None

	V2781
	Progressive lens, per lens
	Only covered if replacing progressive lens

	V2782
	Lens, index 1.54 to 1.65 plastic or 1.60 to 1.79 glass, excludes polycarbonate, per lens
	Age 0-20, consultant review required

	V2783
	Lens, index greater than or equal to 1.66 plastic or greater than or equal to 1.80 glass, excludes polycarbonate, per lens
	Age 0-20, consultant review required

	V2784
	Lens, polycarbonate or equal, any index, per lens 
	None

	V2797
	Vision supply, accessory and/or service component of another HCPCS vision code
	Consultant review required


[bookmark: _5.3_Surgical_Procedures][bookmark: _Toc384371197][bookmark: _Toc222838554][bookmark: _Toc226357571][bookmark: _Toc226462756]5.3 Surgical Procedures
Surgical services are limited to a certified optometrist. For a complete description of each procedure code, refer to a current edition of the Physician CPT book.
	Proc Code
	Description
	Restrictions

	65205
	Remove foreign body from eye
	None

	65210
	Remove foreign body from eye
	None

	65220
	Remove foreign body from eye
	None

	65222
	Remove foreign body from eye
	None

	65430
	Corneal smear
	None

	65435
	Curette/treat cornea
	None

	67820
	Revise eyelashes
	None

	67825
	Revise eyelashes
	None

	68040
	Treatment of eyelid lesions
	None

	68761
	Close tear duct opening
	None

	68801
	Dilate tear duct opening
	None

	68810
	Probe nasolacrimal duct
	None

	68840
	Explore/irrigate tear ducts
	None

	68899
	Unlisted procedure,  lacrimal system  
	None


[bookmark: _Toc384371198][bookmark: _Toc222838555][bookmark: _Toc226357572][bookmark: _Toc226462757]5.4 Post-Operative Cataract Care
Post-operative services must be provided by an optometrist. Refer to the Physician CPT book for a description of each procedure code. The following codes must be billed using modifier 55 (post-op management only for surgery performed by another provider). 
	Proc Code
	Mod
	Description
	Restrictions

	66830
	55
	Removal of lens lesion
	None

	66840
	55
	Removal of lens material
	None

	66850
	55
	Removal of lens material
	None

	66852
	55
	Removal of lens material
	None

	66920
	55
	Extraction of lens
	None

	66930
	55
	Extraction of lens
	None

	66940
	55
	Extraction of lens (other than 66840, 66850, 66852)
	None

	66982
	55
	Cataract surgery, complex
	None

	66983
	55
	Intracapsular cataract surgery w/Intraocular Lens (IOL), single stage
	None

	66984*
	55
	Extracapsular cataract surgery w/IOL, single stage
	None

	66985
	55
	Insertion of lens prosthesis 
	None

	66986
	55
	Insertion of lens prosthesis 
	None


*Procedure code 66984 covers visits up to and including 90 days post-cataract surgery. This procedure code can only be billed once for each eye. All visits within 90 days are covered under procedure code 66984. After the 90-day post-cataract surgery care period, the provider should bill for an eye exam or office visit, as appropriate.
[bookmark: _Toc384371199][bookmark: _Toc222838556][bookmark: _Toc226357573][bookmark: _Toc226462758]5.5 Diagnostic Ultrasound
Diagnostic ultrasound services must be provided by an optometrist. Refer to the Physician CPT book for a description of each procedure code. 
	Proc Code
	Description
	Restrictions

	76511
	Echo exam of eye
	None

	76512
	Echo exam of eye
	None

	76514
	Echo exam of eye
	None

	76516
	Echo exam of eye
	None

	76519
	Echo exam of eye
	None

	76529
	Echo exam of eye
	None


[bookmark: _Toc384371200][bookmark: _Toc222838557][bookmark: _Toc226357574][bookmark: _Toc226462759]5.6 General Ophthalmological Services
The following procedure codes must be provided by an optometrist. Refer to the Physician CPT book for a description of each procedure code. 
	Proc Code
	Description
	Restrictions

	92002
	Eye exam, intermediate, new patient
	None

	92004
	Eye exam, comprehensive, new patient
	None

	92012
	Eye exam, established patient
	None

	92014
	Eye exam & treatment established patient
	None


[bookmark: _Toc384371201][bookmark: _Toc222838558][bookmark: _Toc226357575][bookmark: _Toc226462760]5.7 Special Ophthalmological Services
The following procedure codes must be provided by an optometrist. Refer to the Physician CPT book for a description of each procedure code. 
	Proc Code
	Description
	Restrictions

	92015
	Refraction
	None

	92019
	Eye exam & treatment, under general anesthesia
	None

	92020
	Special eye evaluation
	None

	92060
	Special eye evaluation
	None

	92065
	Orthoptic/pleoptic training
	Consultant review required - quantity restrictions apply

	92071
	Fitting of contact lens for treatment of ocular surface disease
	None

	92072
	Fitting of contact lens for management of keratoconus, initial fitting
	None

	92081
	Visual field examination
	None

	92082
	Visual field examination
	None

	92083
	Visual field examination
	None

	92100
	Serial tonometry exam
	None

	92132
	Computerized ophthalmic diagnostic imaging, anterior segment
	None

	92133
	Computerized ophthalmic diagnostic imaging, optic nerve
	None

	92134
	Computerized ophthalmic diagnostic imaging, retina
	None

	92136
	Ophthalmic biometry
	None

	92201
	Ophthalmoscopy; extended; with retinal drawing and scleral depression of peripheral retinal disease; unilateral or bilateral
	None

	92202
	Ophthalmoscopy; extended; with drawing of optic nerve or macula; unilateral or bilateral
	None

	92227
	Remote imaging for detection of retinal disease
	None

	92228
	Remote imaging for monitoring and management of active retinal disease
	None

	92229
	Imaging of retina for detection and monitoring of disease
	1 per 12 months with diabetes diagnosis

	92230
	Eye exam with photos
	None

	92250
	Eye exam with photos
	None

	92260
	Ophthalmoscopy/dynamometry
	None

	92265
	Needle oculoelectromyography 1/more extra ocular muscles 1/both eyes with interpretation and report. 
	None

	92270
	Electro-oculography
	None

	92273
	Electroretinography; full field
	None

	92274
	Electroretinography; multifocal
	None

	92283
	Color vision examination
	None

	92284
	Dark adaptation eye examination
	None

	92285
	Eye photography
	None

	92310
	Prescription of optical and physical characteristics of and fitting of contact lens, with medical supervision of adaptation; corneal lens, both eyes, except for aphakia
	Age 0-20

	95930
	Visual evoked potential test
	Consultant review required 


[bookmark: _Toc384371202][bookmark: _Toc222838559][bookmark: _Toc226357576][bookmark: _Toc226462761]5.8 Spectacle Services
The following procedure codes must be provided by an optician. Refer to the Physician CPT book for a description of each procedure code. 
	Proc Code
	Mod
	Description
	Restrictions

	92370
	N/A
	Repair and adjust eyeglasses
	None

	92370
	52
	Repair and adjust eyeglasses, temples only (If billing for two (2) temples on the same date of service, bill two (2) units for this procedure code on the claim.)
	None


[bookmark: OPT19.12][bookmark: _Toc384371203][bookmark: _Toc222838560][bookmark: _Toc226357577][bookmark: _Toc226462762]5.9 Miscellaneous Services
Refer to the Physician CPT book for a description of each procedure code. 
	Proc Code
	Description
	Restrictions

	99050
	Medical services after hours (May be billed in addition to the office visit) 
	None

	99051
	Medical services, evening/weekend/holiday
	None

	99053
	Medical services 10 pm to 8 am, 24 hr facility
	None

	99056
	Non-office medical services
	None

	99058
	Office emergency care
	None

	[bookmark: _Hlk222757864]99070
	Special supplies, except eyeglasses (list drugs, trays, supplies, or materials provided) 
	Consultant review required


[bookmark: _Toc384371204][bookmark: _Toc222838561][bookmark: _Toc226357578][bookmark: _Toc226462763]5.10	Evaluation and Management Services
The following procedure codes are used to report evaluation and management (E/M) services provided only by an optometrist in the office, hospital, or an outpatient or other ambulatory facility. The codes are specific as to complexity of medical decision-making and length of visit. Refer to the Physician CPT book for a description of each procedure code.
[bookmark: _Toc384371205][bookmark: _Toc226357579][bookmark: _Toc226462764]Office Visit—New Patient
	Proc Code
	Description
	Restrictions

	99202
	Office/outpatient visit, new, 15-29 minutes
	None

	99203
	Office/outpatient visit, new, 30-44 minutes
	None

	99204
	Office/outpatient visit, new, 45-59 minutes, moderate to complex
	None

	99205
	Office/outpatient visit, new, 60-74 minutes, high-level, comprehensive
	None


[bookmark: _Toc384371206][bookmark: _Toc226357580][bookmark: _Toc226462765]Office Visit—Established Patient
	Proc Code
	Description
	Restrictions

	99211
	Office/outpatient, established, 5 minutes, brief, low-level complexity, face-to-face 
	None

	99212
	Office/outpatient, established, 10-19 minutes 
	None

	99213
	Office/outpatient, established, 20-29 minutes
	None

	99214
	Office/outpatient, established, 30-39 minutes
	None

	99215
	Office/outpatient, established, 40-54 minutes
	None


[bookmark: _Toc384371207][bookmark: _Toc226357581][bookmark: _Toc226462766]Hospital Inpatient Services
	Proc Code
	Description
	Restrictions

	99221
	Initial hospital care, 40 minutes
	None

	99222
	Initial hospital care, 55 minutes
	None

	99223
	Initial hospital care, 75 minutes
	None


[bookmark: _Toc384371208][bookmark: _Toc226357582][bookmark: _Toc226462767]Subsequent Hospital Care
	Proc Code
	Description
	Restrictions

	99231
	Subsequent hospital care, 25 minutes
	None

	99232
	Subsequent hospital care, 25-35 minutes
	None

	99233
	Subsequent hospital care, 50 minutes
	None


[bookmark: _Toc384371209][bookmark: _Toc226357583][bookmark: _Toc226462768]Office or Other Outpatient Consultations—New or Established Patient
	Proc Code
	Description
	Restrictions

	99242
	Office consultation, 20 minutes
	None

	99243
	Office consultation, 30-39 minutes
	None

	99244
	Office consultation, 40 minutes
	None

	99245
	Office consultation, 55 minutes
	None


[bookmark: _Toc384371210][bookmark: _Toc226357584][bookmark: _Toc226462769]Initial Inpatient Consultations—New or Established Patient
	Proc Code
	Description
	Restrictions

	99252
	Initial inpatient consult, 35 minutes
	None

	99253
	Initial inpatient consult, 45 minutes
	None

	99254
	Initial inpatient consult, 60 minutes
	None

	99255
	Initial inpatient consult, 80-94 minutes
	None


[bookmark: _Toc384371211][bookmark: _Toc226357585][bookmark: _Toc226462770]Emergency Department Services—New or Established Patient
	Proc Code
	Description
	Restrictions

	99281
	Emergency department visit, lowest-level
	None

	99282
	Emergency department visit, Level 2
	None

	99283
	Emergency department visit, low to moderate
	None

	99284
	Emergency department visit, moderate to complex
	None

	99285
	Emergency department visit, high severity
	None


[bookmark: _Toc226357586][bookmark: _Toc226462771][bookmark: _Toc384371212]Comprehensive Nursing Facility Assessments 
	Proc Code
	Description
	Restrictions

	99304
	Nursing facility care, initial, 25 minutes
	None

	99305
	Nursing facility care, initial, 35 minutes
	None

	99306
	Nursing facility care, initial, 50 minutes
	None


[bookmark: _Toc384371213][bookmark: _Toc226357587][bookmark: _Toc226462772]New or Established Patient
	Proc Code
	Description
	Restrictions

	99307
	Nursing facility care, subsequent, 10 minutes
	None

	99308
	Nursing facility care, subsequent, 15-20 minutes
	None

	99309
	Nursing facility care, subsequent, 30 minutes
	None

	99310
	Nursing facility care, subsequent, 45 minutes
	None


[bookmark: _Toc384371214][bookmark: _Toc226357588][bookmark: _Toc226462773]Home Services—New Patient
	Proc Code
	Description
	Restrictions

	99341
	Home visit, new patient, 15 minutes
	None

	99342
	Home visit, new patient, 30 minutes
	None


[bookmark: _Toc384371215][bookmark: _Toc226357589][bookmark: _Toc226462774]Home Services—Established Patient
	Proc Code
	Description
	Restrictions

	99347
	Home visit, established patient, 20-29 minutes
	None

	99348
	Home visit, established patient, 30 minutes
	None

	99349
	Home visit, established patient, 40-54 minutes
	None
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