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GENERAL PREAMBLE

This Payment Schedule identifies the amounts prescribed as payable and rules and conditions of
payment under the Physicians and Fee Regulations, governed by the Medical Care and
Hospital Insurance Act for insured services rendered by licensed physicians. The items and
fees listed apply to services rendered on and after the “effective date” at the top of each page.

The amounts published in Payment Schedule are subject to existing payment policies authorized
by the Medical Care Plan (MCP).

Additions, deletions and changes to be made to the Payment Schedule require recommendation
by MCP and approval by the Minister of Health and Community Services, in consultation with the
Newfoundland and Labrador Medical Association (NLMA).

Any changes made during the effective life of the Payment Schedule are published in MCP
Newsletters when necessary. It is the responsibility of claiming physicians to ensure these
changes are reflected in their billings.
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2. INTRODUCTION

The Payment Schedule is divided into a number of sections:

General Preamble

Appendices

Visit Premiums

Consultations and Visits

Telemedicine

Critical Care

Diagnostic and Therapeutic Services
In-Hospital Diagnostic and Therapeutic Services
Radiology

Nuclear Medicine

Obstetrics

Anaesthesia for Surgical-Dental Procedures
Surgical Procedures

Tables

2.1 General Preamble

This section sets out the general definitions and constituent elements common to all insured

services, as well as the specific elements for these services.

2.2 Appendices

This section gives listings referred to within the Preamble. These are:

Approved Category “A” Facilities — 24-Hour On-Site Emergency Department Coverage

Approved Category “B” Facilities — Emergency Department Coverage

HCS Designated Long Term Care Facilities With Long Term Beds

Immunization of Designated Target Population
Non-Insured Services List
Scar Revision

Hyperbaric Oxygen Therapy

2.3 Visit Premiums

This section lists the rates and conditions for the billing of premium fees associated with special
visits.
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24.1

24.2

2.5

2.6

2.7

Consultations and Visits

(a) Visit codes are listed for each of the specialties, beginning with Family Medicine followed
by a listing for each of the recognized specialty groups.

(b) For specialty groups, rates are listed for referred patients. Specialists treating “walk-in" or
“non-referred” patients should bill for services rendered to such patients using the rates
for comparable services as listed in the Family Medicine Section.

(c) Each Consultation and Visit Section is divided into sub-sections based on the site where
the insured service is rendered. Namely:

Office (or visit to Physician’s Residence)

Home

HCS Designated Long Term Care Facilities with Long Term Beds

Hospital In-Patient

Hospital Out-Patient and Emergency

Physician on Duty at Designated 24-Hour On-Site Emergency Department (see
Appendix “A’)

Hospital Pain Clinic

These sites of insured service delivery are defined and described in the subsequent
Definitions of Terms/Conditions Section in this Preamble.

Telemedicine

This section of the Schedule describes the terms and conditions for billing Telemedicine
consultations and reassessments, and lists the fees and approved Telemedicine sites.

Critical Care

This section of the Schedule lists the fees for CPR and the per diem fee payable to the physician-
in-charge for ICU/CCU/NICU Care, and for care in the Provincial Perinatal Care Unit.

Diagnostic and Therapeutic Services

Fees for miscellaneous diagnostic, therapeutic and surgical services are listed in this section.

In-Hospital Diagnostic and Therapeutic Services

Fees for specific diagnostic and therapeutic services performed in hospital are listed in this

section.
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GENERAL PREAMBLE

2.8

2.9

2.10

2.11

2.12

2.13

Radiology

This section of the Schedule lists fees and describes conditions for billing of Diagnostic Imaging
Services except Nuclear Medicine Services.

Nuclear Medicine

This section of the Schedule lists fees and describes conditions for the billing of Nuclear Medicine
Services.

Obstetrics

This section of the Schedule is designed for the billing of services related to pregnancy and
delivery. Other related services may be found in the Surgical Procedures Section.

Anaesthesia for Surgical-Dental Procedures

This section of the Schedule lists fees payable for anaesthesia services for surgical-dental
procedures.

Surgical Procedures

The surgical procedures are listed by anatomical system. Under each system the procedures
carried out within the system have been grouped under such sub-headings as Incision, Excision,
Suture, Repair, etc. Each procedure listed may be located through determination of the
anatomical system to which it applies, and the type of procedure performed. This method of
listing has no relationship to the specialty which may be engaged in surgery upon this particular
system.

Fees for Surgical Assistants, Family Physicians, Specialists and Anaesthesiologists may be listed

for each procedure. Where no fee is listed for Assistants or Anaesthesiologists, the service must
be billed Independent Consideration (IC).

Tables

Tables are given for convenience when hilling:

® | - Anaesthesia Basic Fee Code Rates
e |l - Anaesthetic Time Units — Surgical Procedures
e |lI - Epidural Anaesthesia for Pain Control

e |V - SHV - Subsequent Hospital Visits — Type 2

e V - SHV - Subsequent Hospital Visits — Types 3 and 4

e VI - Units Table for Surgical Assistants — Billing According to Standard Method

e VIl - Units Table for FP Surgical Assistants — Billing According to Dedicated Time Method
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GENERAL PREAMBLE

3. INSURED/NON-INSURED SERVICES

3.1 Insured Services

An insured service is defined as one that is:

(a) listed in Section 3 of the Medical Care Insurance Insured Services Regulations;

(b) medically necessary. In a medical audit context, the clinical need of the provision and
claim of an insured service may be evaluated by the Medical Consultants’ Committee
of MCP;

Queries as to the insurability of a specific service should be directed to the Office of the
Assistant Director of Medical Services. Regulations with respect to insurability of scar
revision are listed in Appendix F.

3.2 Non-Insured Services
The following situations/conditions qualify as non-insured services:

(a) specific services as listed in Section 4 of the Medical Care Insurance Insured Services
Regulations or Appendix E of this Preamble,

Queries as to the insurability of a specific service should be directed to the Office of the
Assistant Director of Medical Services,

(b) services not included in the Preamble Section that describes Common Elements of an
Insured Service,

(c) any medical services provided at the request of a third party, or which are covered by
other agencies,

(d) medical services provided to patients not insured by MCP or any other provincial
Health Care Plan,

(e) services provided as a result of physician solicitation,

Services which are reviewed by the Medical Consultant's Committee (based on claim
detail, patterns of practice, physician records and patient evidence) and found to have
been rendered as a result of direct solicitation by a physician, and found to be medically
inappropriate are not insured by MCP. However, it is recognized that a small percentage
of patients who require periodic medical assessment may be incapacitated or otherwise
unable to visit their doctor’s office. In these instances, where medical necessity can be
clearly demonstrated, it is not deemed to represent solicitation.

A physician, who notifies patients who are part of a target population designated by the
HCS for immunization that it is time to receive the injection, is not deemed to be
“soliciting visits”.

A recall program of women for speculum exams will not be viewed by MCP
as constituting solicitation.
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3.3

(f)

services provided as a result of medical research and experimentation.

Medical and professional services which are research-related or experimental are not
insured and are not the financial responsibility of MCP. Only those services related to
routine, accepted care of a patient’s problem and that are not in support of the research
related or experimental services are considered to be insured services.

Common Elements of Insured Services

Elements that are common to all insured services, and therefore not billable as an additional item
to either MCP or the patient, are:

(@)

(b)
()

(d)

(e)

()
(9)

(h)

()

0

being available to provide follow-up insured services to the patient and making
arrangements for coverage when not available,

making any arrangements for appointment(s) for the insured service,

making arrangements for any related assessments, procedures or therapy and/or
interpreting results,

obtaining and reviewing information (including history taking) from any appropriate
source(s) so as to arrive at any decision(s) made in order to perform the elements of the
service, unless stated otherwise,

obtaining consents or delivering written consents,
keeping and maintaining appropriate physician’s records,

preparing or submitting documents or records or providing information for use in
programs administered by the HCS,

conferring with and/or providing advice, direction, or information to physicians and other
health professionals associated with the health and development of the patient. However,
family physicians who are eligible and registered with the Fee Code Initiative of the
Family Practice Renewal Program may bill fee code 520 (Shared Care),

providing premises, equipment, supplies and personnel for the common elements of the
service, and

direct physical encounter with the patient including any appropriate physical examination
and ongoing monitoring of the patient’s condition where indicated, unless specifically
listed as a “monitoring only” fee.
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4. CLAIM SUBMISSION AND DOCUMENTATION REQUIREMENTS

4.1.1 All service items billed to MCP are the sole responsibility of the physician rendering the service with
respect to appropriate documentation and billing.

4.1.2 If a specific fee code for the service rendered is listed in the Payment Schedule, that fee code must
be used in claiming for the service, without substitution.

4.1.3 Claims for services rendered in hospitals and long term care facilities must include the
hospital/facility number of the institution where the service was rendered.

4.1.4 For all services in the In-Hospital Diagnostic, Radiology and Nuclear Medicine Sections, the date of
service is the date the service is reported rather than the date the patient is subject to the procedure.
For all other services, date of service is the date of patient contact.

4.1.5 Documentation of services which are to be billed to MCP must be completed before claims for these
services are submitted to MCP.

4.1.6  All claims submitted must be verifiable from the physician’s records with regard to the examination
and/or procedure claimed. Where specific elements of record requirement are listed in this
Preamble, but do not appear in the patient record of that service, that element of the service is
deemed not to have been rendered and the fee component represented by that element is not.
payable.

4.1.7 A physician shall, upon request by MCP, make available to MCP copies of patient records as may be
required to clarify or verify services for which fees have been claimed.

4.1.8 For MCP Audit purposes, it is required that physicians maintain records supporting services billed to
MCP for a period of six years. MCP Audit is routinely two years.

4.2 Minimum Required Documentation for Claims

4.2.1 Consultations

See Section 6.2

422 \isits

To be claimed as an insured service, the minimum record of a visit must include:

€)) patient identification which includes the patient's name and MCP number,

(b) date of service for which payment is being claimed,

(c) reason for the visit e.g. presenting complaint or other reason for that visit, and
(d) findings through history, physical examination, working diagnoses, and/or plan of

investigation or treatment.
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4.2.3

4.2.4

4.3

4.3.1

4.3.2

4.3.3

4.4

44.1

4.4.2

Timed Based Services

(a) Where a premium fee is applicable based on the time the service is rendered, the starting
time indicator for that service must appear in the patient’s record. (For home visits, an
approximate time will be sufficient).

(b) Where the fee payable is based on time units, the start and finish times for time unit fees for
which payment is being claimed, must be part of the patient record of that service.

Procedures

When a procedural fee is claimed, the patient record of that procedure must contain information
which is sufficient to verify the type and extent of the procedure according to the fee(s) claimed. For
all services listed in the In-Hospital Diagnostic, Radiology, and Nuclear Medicine Sections, the date
of service is the date the service is reported rather than the date the patient is subject to the
procedure. For all other services, date of service is the date of patient contact.

For additional documentation requirements, refer to the specific codes being claimed.
Independent Consideration (IC)

Specific services in this Schedule are designated as billable on an IC basis only. Physicians are
required to identify claims for these services as IC and to provide additional applicable information,
according to instructions in this Schedule or the Physician’s Information Manual (PIM).

Services not specifically defined in this Schedule, or for which a set fee is not listed, must be billed
IC. For these services an IC claim must include:

€) the time involved in direct continual attendance with the patient or in performing the
procedure claimed, whichever applies,

(b) a list of all examinations and procedures performed which are represented by the claim,

(c) the actual size of lesions removed or laceration repaired, or the area of any defect which
was repaired, if applicable,

(d) comparison in scope and difficulty of the procedure with other procedures defined in the
Payment Schedule, and

(e) a copy of the operative report along with the actual operating time for complex surgical
procedures.

New technology services which are under review by HCS may be billed IC with approval by HCS.
Use of Provider Number

Claims must be submitted using the Provider Number of the physician who actually rendered or
directly supervised the service.

Physicians are required to request prior approval from MCP for all arrangements where payment is
to be directed to a designated payee. The claim must indicate a designated payee in the Payee
Number Section.
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4.5

45.1

45.2

4.5.3

Time Limitations on Claim Submission

All claims must be submitted within 90 days of the date of service. In exceptional circumstances this
time period may be extended as per the MCP Late Claims Policy which is available on the MCP
website. A letter giving a full explanation for lateness must be submitted to the Manager of Claims
Processing for special consideration.

All queries from MCP must be answered within the times specified on the queries. If no time is
specified, a reply must be received within 90 days of the date of query.

All requests for changes to claims and queries on them must be submitted within 90 days after the
date of payment for the claims concerned.

A-9



October 1, 2026

GENERAL PREAMBLE

5. DEFINITIONS OF TERMS/CONDITIONS

5.1 Site of Insured Visit Services
5.1.1 Office Visit —is a service rendered to a patient in a physician’s office or home.

5.1.2 Home Visit —is a service rendered following travel to a patient's home or normal place
of residence.

(a) Patients seen in a nursing home other than one listed in Appendix C, rest home, boarding
home or similar setting should be claimed as home visits, with the appropriate home visit
fee code being claimed for the first patient seen. Additional patients seen during the same
visit should be claimed as extra patients seen.

(b)  Visits by Family Physicians to residents of HCS designated long term care facilities (see
Appendix C) must be claimed using dedicated nursing home visit codes for Family
Medicine. The home'’s facility number must be entered on claims for these services.

(c) Patients seen in the same apartment complex: The first person seen should be claimed
using the appropriate home visit codes. Other patients seen within the same apartment
should be claimed as extra patients seen. A visit to another apartment in the same
complex should be claimed as a separate home visit with the same rules applying to
additional patients seen.

(d) Visits to two apartments in a private dwelling are regarded as visits to two separate homes
and should be claimed accordingly.

5.1.3 Hospital In-Patient —is a visit by the physician to a registered hospital in-patient. For
claiming purposes, MCP recognizes facilities designated by the HCS as hospitals. The following
rules apply regardless of diagnosis and referring physician:

(&8 When a patient is admitted to a hospital and the attending physician has not claimed for a
major examination of the patient within the previous 30 days, the initial in-patient visit may
be claimed as a major examination (i.e. Consultation or General Assessment) according to
the service rendered.

(b) If the attending physician has claimed for a major examination on the patient within the
previous 30 days, the initial in-patient visit may only be claimed as a reassessment or
lesser visit code by family physicians and “assessment” or lesser visit code by
consultant physicians.

(c) Inthe case of in-patients, the attending physician may claim only one major examination
(Consultation, General Assessment, or General Reassessment) per admission except
when the patient is transferred to a physician in a different specialty. In such cases, if the
physician who attended the patient initially in the admission is requested by the (new)
attending physician to see the same patient, they may claim the appropriate examination.
A short explanation justifying this service is necessary.

(d) If a physician sees a non-critical patient in the OPD, at home or in the office and admits
the patient to hospital on his/her own service, on the same day, only one assessment/
consultation or reassessment for that day’s service to the patient is payable.
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514

5.1.5

5.2

5.3

5.4

54.1

54.2

5.5

55.1

Hospital Out-Patient or Emergency Department - is a visit by the physician to the Out-
Patient or Emergency Department of a hospital for the purpose of rendering a service to a
beneficiary who is not a registered in-patient of that institution.

Visits to Other Sites - Occasionally, based on medical necessity, physicians may be
requested to provide insured services to beneficiaries at sites other than the designated sites
listed above. There are no visit codes specific to these sites, but the visit may be charged to
MCP by claiming a fee commensurate with the service rendered.

Delegated Procedure

When a procedure(s) is carried out by a physician’s employee(s) under the direct supervision of the
physician in their office, claim(s) may be made for those procedure(s) which are generally and
historically accepted as those which may be carried out by the nurse or other medical assistant in
the employ of the physician. “Procedures” in this context do not include such services as
assessments, consultations, psychotherapy, etc. Direct supervision requires that, during the
procedure, the physician be physically present in the office or clinic at which the service is rendered.
While this does not preclude the physician from being otherwise occupied, they must be in personal
attendance to ensure that procedures are being performed competently and they must at all times be
available immediately to approve, modify or otherwise intervene in a procedure as required in the
best interest of the patient.

Age (unless otherwise specified):

@ Newborn (neonate) - up to and including 28 days of age,
(b) Infant - 29 days up to but less than 2 years,

(c) Child - 2 years up to and including 15 years,

(d) Adolescent - 16 years up to and including 17 years, and

(e) Adult - 18 years and over.
Most Responsible Physician

The most responsible physician is the attending physician who is primarily responsible for the day to
day care of the patient in hospital. In cases where the consultant assumes the role of the most
responsible physician, the consultant may claim Subsequent Hospital Visits (SHVs) and the family
physician may claim Supportive Care, if applicable.

Where the family physician remains the most responsible physician and requests only a
consultation, the family physician may claim SHVs and the consultant may claim a consultation only.
Subsequent assessments by the consultant during the same admission may only be claimed as
SHVs and must be requested by the attending physician.

Referral and Transferral

A referral takes place when one physician requests for their patient the services of another
physician. The services of the latter may consist of:
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55.2

5.5.3

554

555

5.5.6

5.6

5.6.1

€) an opinion (i.e. a consultation),
(b) diagnostic tests or procedures (e.g. skin test, biopsy, etc.), and

(c) treatment (surgical or medical)

A referral also takes place when a primary care physician is not available and a Nurse Practitioner or
Registered Nurse (RN) prescriber requests for his or her patient the services of a specialist physician
and it is appropriate to the patient needs and practice setting to do so as described in the applicable
Regulations.

A transferral, as distinguished from a referral, takes place where the responsibility for the care of
the patient is completely transferred permanently or temporarily, from one physician to another (e.g.
where the first physician is leaving temporarily on holidays and is unable to continue to care for the
patient).

Transferral to a physician in the same specialty or discipline should be considered as continuing care
and the physician to whom the patient is transferred is not entitled to claim for a consultation.

For hospital in-patients, transferral to a physician in the same specialty or discipline should be
considered as continuing care and SHYV rates are payable as for one period of hospitalization. The
visit fee on the date of transfer is payable only to the second physician. In such cases, the physician
to whom the patient is transferred is not entitled to claim for a major exam. When a patient is
transferred to a physician in another specialty, the patient is deemed to have been referred and the
rates payable are as for a new admission. Where the family physician transfers the day-to-day
responsibility for the care of the patient to the consultant for a period of time, the consultant should
claim on a per diem basis and the family physician should not claim for the period.

Physicians who are substituting for other physicians should consider that patients of the other
physician have been temporarily transferred (not referred) to their care. The physician to whom the
patient is transferred should be regarded as substituting for the other physician.

When a specialist assesses a non-referred patient, the service should be claimed using the
specialist fee code billed at the corresponding Family Medicine rate. If there is no equivalent Family
Medicine code, then the service should be billed at the rate for Family Medicine fee code 121. In
either case, the claim must be identified as non-referred.

Team Care in Teaching Units

When a patient is seen in a Clinical Teaching Unit by a member of a medical team consisting of a
staff physician (teacher - physician) and resident, intern or clinical clerk, the staff physician may bill
for the services rendered subject to the following conditions:

(@) The responsible staff physician must assume full responsibility for the appropriateness
and the quality of the services rendered. Claims rendered should be in the name of the
responsible staff physician. The billing physician must document, by signing the patient
record, that they actually supervised the service that was provided or saw the patient for
whom the visit was billed.

(b) In order to claim for physician procedures being carried out by an intern or resident, the
responsible staff physician must be in the clinical teaching unit and immediately available to
intervene.
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5.6.2

(©

(d)

(e)

()

In a family medicine setting, the staff physician should only claim for visits (except SHVS) on
the days when actual supervision of that patient’s care takes place through the presence of
that staff physician in the clinical teaching unit on that day. This, of course, involves a
physical visit to the patient and/or a chart review with detailed discussion with the other
member(s) of the health team.

In all other specialties the responsible staff physician must be present in the clinical teaching
unit at the time the services are rendered and must be identified to the patient.

In psychotherapy, where the presence of the staff physician would distort the psychotherapy
milieu, it is appropriate for the staff physician to claim for psychotherapy when a record of
the interview is carefully reviewed with the intern or resident and the procedure thus
supervised. However, the time charged by the staff physician may not exceed the total time
spent by them in both such interview and direct supervision and should not exceed the total
time spent by a physician with the patient.

In those situations where on a regular basis a staff member might supervise multiple
procedures or services concurrently through the use of other members of the team, the total
claims made by the staff physician shall not exceed the amount that the staff physician might
make in the absence of the other members of the team.

The fees for services rendered in Clinical Teaching Units shall be those established for the
profession as a whole.
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6.1

6.2

6.3

6.3.1

6.3.2

6.3.3

DEFINITIONS/REQUIREMENTS OF SPECIFIC VISIT CODES-CONSULTATIONS

General Definition

“Consultation” refers to the situation where licensed physicians or Nurse Practitioners or
Registered Nurse (RN) prescribers request the opinion of a physician competent to give advice in
their field because of the complexity, obscurity or seriousness of the case. Except where otherwise
specified, the consultant is required to obtain a complete history and perform a physical examination
commensurate with the presenting complaint, review pertinent x-ray films, laboratory or other data,
and submit their opinion and recommendations to the referring physician, NP or RN prescriber.

Documentation

The acceptable method of documenting consultations will vary according to the site where the
service is rendered:

€) Office or scheduled OPD clinic consultations must be documented with a written request
from the referring physician, a record of the history and physical examination, and a letter
back to the referring physician.

(b) For in-patient consultations, the written request, history and physical examination, and reply
to the referring physician must be documented on the patient’s hospital chart or the official
hospital “Consultation Report” form.

(c) For emergency department consultations made at the request of the emergency physician,
the written request, history and physical examination, and reply to the referring physician
must be documented on the patient’s emergency department record or the official hospital
“Consultation Report” form.

(d) Emergency department consultations made at the request of a physician who saw the
patient in the community or at another facility must be documented with a written request
from the referring physician, a record of the history and physical examination, and a written
reply to the referring physician.

General Rules

Subject to Preamble limitations, a consultation fee may be claimed in addition to the fee for surgical,
diagnostic or therapeutic procedures performed.

Not more than one major examination (Consultation, or General Assessment) per patient per
physician may be claimed within a 90-day period except in case of a true emergency on a
subsequent occasion. Such claims must be submitted IC clarifying the nature of the emergency.

This rule applies regardless of diagnosis and referral source.

A consultant may claim one major examination for long stay (chronic care) patients, (if requested to
see the patient again) every 90 days. All other visits must be claimed as SHVs.

This rule applies regardless of diagnosis and referral source.
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6.3.4

6.3.5

6.3.6

6.3.7

6.4

6.4.1

If a physician sees a non-critical patient in the OPD, at home or in the office, and admits the patient
to hospital on their service, on the same day, only one consult/visit fee for that day’s service to the
patient is payable.

For in-patient consultative services, when the attending physician maintains day-to-day responsibility
for care, and requests only a consultation, the attending physician should claim on a per diem basis
and the consultant should charge only a consultation fee. Follow-up visits by the consultant must be
requested by the attending physician and claimed only as concurrent care using fee code 360.

A consultation is not to be claimed when:

€) the patient presents to a consultant’s office without the prior knowledge of the primary
physician. The sending of a report to the primary physician under these circumstances does
not justify a consultation.

(b) the primary physician is not asked for professional advice but is simply asked by the patient
for the name of a specialist in a particular field and the patient seeks out the specialist
themselves,

(c) consults are a result of hospital policy, or

(d) a patient is assessed by an Anaesthesiologist in an organized pre-anaesthetic clinic,

regardless of referral,

(e) a physician is asked to provide surgical assistant’s services.

A subsequent consultation requires all of the elements of a full consultation and implies interval care
by the primary physician. The situation in which the consultant requests the patient to return for a
later examination is not to be claimed as another consultation, regardless of the interval between the
earlier examination and the follow up examination. Each consultation claimed must be the result of a
new referral. Referral letters solicited by consultants for follow up examinations do not meet the
definition or requirements for billing consultations.

Major Consultations: These visit codes are to be claimed when a normal consultation does not
recognize the time, effort and complexity involved in the case. The categories and description of
Major Consultations are as follows:

Comprehensive Geriatric Assessment: This service is payable when a Royal College certified
specialist in Geriatric Medicine or a family physician with a Certificate of Added Competence in Care
of the Elderly completes a Comprehensive Geriatric Assessment (CGA). A CGA is indicated for
patients aged sixty-five years and older who show signs of frailty or for those younger than sixty-five
years with cognitive decline.

Exact start and stop times recording a direct patient interaction of at least ninety minutes are
required for payment of the CGA. A CGA is payable only once per patient per lifetime. The geriatric
surcharge cannot be billed with the CGA.

The medical record of a CGA must include a diagnostic history and physical examination including
assessment of comorbidities, medications, social factors, geriatric syndromes, mobility, cognition
and function with recommendations for management.
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6.4.2

6.4.3

6.4.4

6.4.5

6.4.6

Major Medical Consultation: This service may only be claimed by specialists in
Anaesthesiology, Internal Medicine and Paediatrics and consists of an assessment of the
patient and findings of disorders in three major systems which result in three separate diagnoses
requiring investigation and treatment by the consultant.

A major medical consultation consists of a full history, an enquiry into, and an
examination of all systems. An appropriate record of a major medical consultation shall
contain information which highlights, at least the positive and significant negative
findings for the past history, the functional enquiry and physical examination. The patient
record must show the findings with respect to the cardiovascular, respiratory, and
digestive systems and also the findings for at least two of the following systems:
genitourinary, musculoskeletal, hemolymphatic, ear-nose-throat, integumentary and
nervous systems (central and peripheral).

The minimum time period for major medical consultations (to be claimed as such) is 50 minutes.
The start and finish times or duration of the service must be part of the patient record for that
service.

A Major Medical Consultation may not be claimed:

€) when associated with a diagnostic or therapeutic procedure performed by the same
physician (e.g. Gl endoscopy, cardiac angiography, etc.), except for office ECGs,

(b) when performed as a pre-operative consult rendered within 48 hours of the surgical
procedure, and

(c) for pre-arranged patient admission to chronic care facilities.

Trauma Consultation: This service may be claimed by specialists in General Surgery,
Neurosurgery and Orthopaedic Surgery and consists of evaluation and management of a patient
with multiple major systems trauma which requires consultation to other surgical specialties and
coordination of the patient’s care by the attending surgical specialist.

Major Surgical Consultation: This code is to be claimed for services rendered by a surgeon
to a patient who is severely ill and whose condition requires a minimum of 50 continuous
minutes of attendance for assessment and stabilization.

The start and finish times or duration of the service must be part of the patient record for that
service.

Back Consultation: This is payable only to Orthopaedic Surgeons for consultative services
provided to a patient with a suspected spinal disorder.

Special Ophthalmology Consultation: This is payable only to Ophthalmology Specialists.
It is applicable to claims for consultative services requested by a Neurologist, Paediatric
Neurologist, Neurosurgeon or another Ophthalmologist, where decisions regarding medical or
surgical treatment are complicated or require extra consideration, judgment and implementation
of specialized knowledge and experience. It also applies to consultative services (and the use of
low vision aids) provided to “low vision” patients registered with the CNIB and requiring low
vision aids.
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6.4.7

6.5

6.6

6.7

6.8

6.9.1

The minimum time period for special ophthalmology consultations (to be claimed as such) is 40
minutes. The start and finish times or duration of the service must be part of the patient record
for that service.

Major Neurological Consultation: This service rendered by a Neurologist shall consist of a
detailed assessment of a patient with a complex neurological problem.

The minimum time period for major neurological consultation (to be claimed as such) is 50
minutes. The start and finish times or duration of the service must be part of the patient record
for that service.

Prenatal Consultation: This service is payable to a Paediatrician or Neonatologist for a
requested consultation on a high-risk fetus between 16 and 32 weeks gestation upon referral from
an Obstetrician or Perinatologist. Only one prenatal consult is payable per pregnancy per physician.
This code is to be billed using the mother's MCP number. Detention is not payable with this service.

Intraoperative Consultation: This service may be claimed when a consultant is called to the
operating room by the operating surgeon to give advice when a case is complicated and/or
additional judgement, based on specialized knowledge and experience, is required.

The consultant should review the pertinent history, intraoperative findings, x-ray and laboratory data
as necessary, and submit their opinion and recommendations in writing to the referring surgeon.

Consultations required of Psychiatrists under the Mental Health Care and Treatment Act, or by
court order, are payable by MCP. The patient record must show that the attending Psychiatrist
performed an examination commensurate with needs of the patient.

Nuclear Medicine Therapeutic Consultation: Is only payable when no isotope treatment is
carried out. It is intended to recognize evaluation of the patient for whom treatment is found and to
be not indicated. To claim this fee the Nuclear Medicine Specialist is required to obtain from the
patient a full history of the presenting problem, to perform a full physical examination of the patient
and review laboratory reports with respect to the requested treatment with non-sealed radioisotopes.
An appropriate record of a nuclear medicine therapeutic consultation shall contain
information which highlights, at least the positive and significant negative findings for the
past history, the functional enquiry and the physical examination. The patient record must
show the findings with respect to the cardiovascular, respiratory, and digestive systems and
also the findings for at least two of the following systems: genitourinary, musculoskeletal,
hemolymphatic, ear-nose-throat, integumentary and nervous systems (central and
peripheral).

When the decision is made to not proceed with the requested treatment or with any alternative
treatment, a consultation report shall be sent to the physician who requested the isotope treatment,
stating all the above findings and giving the basis for the decision to not proceed. This service may
be claimed as often as it is medically necessary.

Diagnostic Radiology Consultation: A diagnostic radiology consultation applies when insured
imaging studies made elsewhere are referred to a Radiologist for his/her written opinion. It is not
payable for the reading of insured imaging studies sent for reporting. As well, a consultation does
not apply when the insured imaging studies, referred to above, are used for comparison purposes
with images made in the consultant’s facilities. Claims for consultation must be submitted IC and
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6.9.2

6.10

6.11

accompanied by a copy of the referring letter and the Radiologist’s report. This service may be
claimed as often as it is medically necessary.

Interventional Radiology Consultation: An Interventional Radiology (IR) Consultation applies
when an Interventional Radiologist is requested by a physician, nurse practitioner or RN prescriber to
assess a patient referred for an interventional radiological procedure which requires extensive
discussion with the patient. Examples of such procedures include, but are not limited to, the following:
endovascular obliteration of cerebral aneurysms and vascular malformations including pelvic
congestion syndrome, embolization of uterine fibroids, percutaneous image guided radiofrequency
ablation of solid tumours, trans-arterial chemo embolization. The IR consultation is not payable for the
following procedures: simple biopsies or aspirations; the routine task of obtaining consent; or for any
procedures where direct interaction with the patient is not warranted. The Interventional Radiologist
must give their opinion in writing to the referring physician, nurse practitioner or RN prescriber. This
opinion must include documentation of the pertinent patient history and physical examination, and a
discussion of the risks and limitations of the procedure. The consultation is payable whether or not the
Interventional Radiologist actually performs the procedure.

Billing of an IR Consultation is restricted to those physicians certified by the Royal College of
Physicians and Surgeons of Canada in Interventional Radiology. Other Interventional Radiologists
may be considered upon request to the Assistant Medical Director.

Dermatology Consultation in a HCS Designated Long Term Care Facility: This is
payable only to Dermatology Specialists. It is applicable to claims for elective consultative services
requested by a staff Family Physician, Nurse Practitioner or RN prescriber on behalf of a patient with
a complex dermatological problem. The service is rendered to a resident of a HCS Designated Long
Term Care Facility in that facility. HCS Designated Long Term Care Facilities are listed in Appendix
C of this Preamble. The facility number must be entered on the claim. The service should be
documented on the resident’s chart.

Special visit premiums do not apply to elective consultations. Emergency consultations and special
visits must be billed using appropriate consultation, visit and premium fee codes.

High Risk Perinatal Consultation by Maternal-Fetal Medicine Specialist: A high risk
perinatal consultation is a consultation by a maternal-fetal medicine specialist requiring a minimum of
40 minutes of contact with the patient for the management of a documented significant maternal
and/or fetal risk factor(s) where the mother and/or fetus are at significant risk for serious
complications during the pregnancy.

The service is eligible for payment only if start and stop times of the service are recorded in the
patient's permanent medical record.

A regular consult would still apply in cases where:

1. the condition does not pose a significant risk for pregnancy (for example, the patient is
referred for hypothyroidism, but upon seeing the patient she is no longer hypothyroid or is
well controlled on meds.)

OR

2. the maternal-fetal medicine specialist spends less than 40 minutes in contact with the
patient. This may occur where the significant risk does not require 40 minutes for the
consult (for example, a woman referred for advanced maternal age and who has no other
complications would not usually require a 40 minute consult.)
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6.12

6.13

Eligibility for billing consultations is restricted to those Family Physicians belonging
to one or more of the following categories:

@)

(b)

(©)

(d)
()
(f)

(@)

those having additional expertise, obtained via formal training;

those asked, in the absence of an appropriate specialist, to see a patient whose illness is so
severe and/or complex that assessment by a second physician is deemed medically
necessary;

those practicing full time in a specialty where the consultation is in reference to a medical
problem appropriate to that specialty;

those who receive a referral from a specialist requesting family medicine expertise;
Palliative Care Unit physicians asked to assess patients’ suitability for admission to the PCU;

Miller Centre Physicians asked to assess patients’ suitability for admission to the
Rehabilitation Unit.

those prescribing methadone or suboxone for opioid dependence.

Psychiatry Emergency Department Consultation: This service may only be claimed by
Psychiatrists and consists of unscheduled evaluation and management of a patient with an acute
mental health crisis. This fee code can only be claimed when a patient is assessed in a hospital
emergency department on an urgent basis.
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7.

DEFINITIONS/REQUIREMENTS OF VISIT CODES OTHER THAN

CONSULTATIONS

7.1

7.2

7.2.1

7.2.2

7.3

This section contains definitions and/or descriptions of services which are listed in the
Consultations and Visits Section of the Payment Schedule.

Unless otherwise stated, the term visit used in this Schedule means each separate and distinct time
a physician provides services to a patient in a given day. To be recorded as separate visits,
multiple services provided to a patient may not be initiated by the physician, or may not be a
continuation of a service which began earlier in the day. An example of continuation of services is
the time spent with a patient to review x-ray or laboratory results ordered during an examination of
the patient earlier in the day. If the patient initiates the second and subsequent visit(s) or the
physician is requested to attend the patient by hospital or nursing home staff based on medical
necessity, additional visits and/or premiums may be claimed.

Add-on Fee for Scheduled After Hours Family Medicine Clinics

€)) Fee code 139 can be billed by Family Physicians who see patients in regular
scheduled clinics between the hours of 6:00 p.m. and midnight on weekdays,
on weekends, or on MCP Statutory Holidays. It can be billed in addition to Family Medicine
fee codes 101, 111, 112, 114, 118, 121, 122, 123, 124, 126, 127, 131, 132 and 136. ltis
not payable with any other codes;

(b) Fee Code 139 is not payable when special visit codes either 50, 52 or 53 are claimed;

(c) To document this code for services rendered on weekdays between 6:00 p.m. and
midnight, the start time for the patient encounter must be entered on the record of service
for the associated visit code. For weekends and MCP Statutory Holidays, the date of
service is sufficient.

Assessment

This shall consist of a history of the presenting complaint, physical examination
commensurate with the presenting complaint and/or diagnosis, review of relevant diagnostic
results and advice to the patient. An assessment may be billed as frequently as the standard
of practice for a diagnosis, or the presentation of the patient, indicates.

When an Anaesthesiologist is managing post-operative sleep apnea but not participating in
a Remote Obstructive Sleep Apnea (ROSA) program, the Anaesthesiologist may claim an
assessment for patient visits where the billing physician is not also claiming per diem fees
and/or no IOP procedural fees. A maximum of one assessment may be claimed for this
purpose per patient per period of admission. For billings related to ROSA, please see
section 10 (In-Hospital Diagnostic and Therapeutic Services).

Attendance at High Risk Delivery

This service may be claimed by a Paediatrician (or by a FP in the absence of a Paediatrician) who
is requested by the attending physician to care for the newborn at a high risk operative delivery. In
cases of multiple births, 100% is payable for each additional infant being managed by the same
physician. Where Preamble requirements are met, claims for consultation and/or assisting at an
operative delivery may be payable in addition.
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7.4

7.5

7.6

7.7

Case Consultation

This service may be claimed by Psychiatrists who consult with a Child Protection and Youth
Services or correctional worker, teacher, community health nurse, or other allied professional, in
person, on behalf of a child or adolescent.

Chronic and Convalescent Care

The physician shall be remunerated for this care on a per visit basis with a maximum of one visit
every five days. If the patient is seen for the first time on admission, a General Assessment may
apply in addition to the above fees. In acute illnesses requiring special visits, premiums also apply
in addition to fees allowable under the above formula.

Complex Assessment

A Complex Assessment is payable to physicians when they are providing dedicated On-Site
Emergency Department Coverage at designated hospital facilities listed in Appendix A. The
following services qualify for claiming a Complex Assessment:

(a) Evaluation of a new or existing medical condition that necessitates a detailed medical
history, review of previous medical records and necessary physical examination of three or
more organ systems. It may include a review of diagnostic tests and the initiation of
appropriate therapy/treatment. For the purposes of claiming this code the organ systems
are defined as: cardiovascular, respiratory, digestive, genitourinary, musculoskeletal,
hemolymphatic, integumentary, nervous, ears-nose-throat, ophthalmic and mental.

OR

(b) Prolonged observation and/or continuous therapy and multiple reassessments (not
including discharge assessment) of patients whose illness requires it. Please note that
payment for the discharge assessment is included in the complex assessment fee and is
not billable in addition.

OR

(c) Management of patients presenting with life or limb threatening illness or injury that
requires immediate evaluation and/or intervention and/or emergent treatment by the
physician.

Chronic Disease Management

Chronic Disease Management can be claimed when a family physician sees a patient under the
age of 75 years, in the office setting, for a minimum of 15 minutes where the principle reason for the
visit is one or more documented chronic conditions. Other conditions may be dealt with during the
same encounter but no other visit fee can be claimed.

The patient record for Chronic Disease Management must include the actual start and end times for
the encounter. The patient record must also meet the minimum documentation requirements for
visits as described previously in this General Preamble.

The chronic conditions that qualify for billing Chronic Disease Management and the applicable
diagnostic codes are:
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Chronic Diseases

Applicable Diagnosis Codes

Chronic Obstructive Lung Disease

491, 492, 493, 494, 495, 496

Cancer

140, 141, 142, 143, 144, 145, 146, 147, 148, 149, 150, 151, 152,

153, 154, 155, 156, 157, 158, 159, 160, 161, 162, 163, 164, 165,
170,171,172,173, 174,175, 179, 180, 181, 182, 183, 184, 185,
186, 187, 188, 189, 190, 191, 192, 193, 194, 195, 196, 197, 198,
199, 200, 201, 202, 203, 204, 205, 206, 207, 208

Inflammatory Bowel Disease

555, 556

Chronic Kidney Disease

581, 582, 583, 585, 587, 589

Chronic Liver Disease 571

Congestive Heart
Failure/Cardiomyopathy

425, 428

Diabetes 250

Mental Health

290, 291, 292, 293, 294, 295, 296, 297, 298, 299, 300, 301, 302,
303, 304, 305, 306, 307, 308, 309, 310, 311, 312, 313, 314, 315,
316, 317, 318, 319

Chronic Neurological Disease

138, 330, 331, 332, 333, 334, 335, 336, 337, 340, 341, 342, 343,
344, 345, 741

Ischemic Heart Disease

412,413, 414

Cerebral Vascular Accident/Trans
Ischemic Attack (CVA/TIA)

435, 436, 437, 438

Complex Chronic Infection

010, 011, 012, 013, 014, 015, 016, 017, 018, 030, 031, 046, 070,
084, 087, 090, 091, 092, 093, 094, 095, 096, 097, 137

Chronic Immune Deficiency 279
(includes HIV)
Chronic Pain 307

Complex Endocrine Disease

243, 252, 253, 254, 255, 258

Connective Tissue Disorder

710, 711, 713, 714, 720, 725

Peripheral Vascular Disease (PVD)

441,442, 443

7.8

7.8.1

7.8.2

7.8.3

7.8.4

Concurrent Care

This refers to the clinical situation where care by more than one physician is required for a hospital
in-patient. Concurrent Care must be verifiable as having been requested by the attending
physician. The documentation requirements for Concurrent Care are the minimum documentation
requirements for visits as described in this Preamble.

Concurrent Care of a registered hospital in-patient is an assessment by a consultant following the
consultant’s first major assessment. The attending physician continues to be responsible for
ongoing care but requests Concurrent Care by the consultant. Concurrent Care in settings other
than ICU, NICU or CCU must be billed using fee code 360.

Concurrent Care for a patient in an ICU, NICU or CCU must be billed using fee code 51790.
Concurrent Care visits made on multiple days should be billed as multiple units of fee code 51790.
The date the final visit was made should be used as the date of service for claiming purposes.

When a non-IOP surgical procedure is performed on an in-patient by a physician other than the
attending physician, the fee payable includes post-operative care for 14 days in hospital. In this
case, the patient is considered to have been transferred to the care of the operating physician and
the attending physician may not continue to claim for daily care unless the need for such
Concurrent Care can be verified. The claim must be billed as fee code 360.
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7.9

7.9.1

7.9.2

7.9.3

7.9.4

7.10

Detention

Detention may be charged in addition to a visit when the physician is required to spend extra time in
continuous active bedside treatment of a seriously ill patient to the exclusion of all other work, except
as noted below.

Detention is not payable for:
(@) usual preoperative or postoperative care by the operating surgeon,

(b) the same physician in addition to fees for ICU, CCU and NICU care for the same day unless
so specified elsewhere in this Payment Schedule,

(©) procedural fee codes or in lieu of procedural fees, and

(d) time spent waiting for x-rays, lab reports, the operating room, patient arrival or for patient
transfer to another facility.

Claims for detention must be billed IC and include information as to the nature of the patient’s
condition requiring physician presence, actual time spent in continuous attendance and a brief
description of the service(s) rendered.

Formula for the Claiming of Detention:

(a) A unit of detention time is a completed 15-minute period. The start and finish times for
detention must be part of the patient record of the service.

(b) All claims for detention must be accompanied by a claim for the preceding visit with the
exception of Critical Escorts.

(©) For specialists’ claims, the following times are considered to have been taken up with
the visit code claimed:

() Partial Assessment, Complex Assessment, Subsequent Hospital Visit - first 30
minutes of the service time,

(ii) Assessment - first 40 minutes, and
(iii) Consultation (any type) - first 60 minutes.
(d) For Family Physicians’ claims, detention time units are calculated beginning at the time the

patient encounter commences.

Driver Medical Examination (DME)

7.10.1 This service is payable when a patient is required, due to age only, to undergo a medical exam to

obtain a class 5, 6 or 8 driver’s license.

7.10.2 A DME is payable only once per patient at age 75 and at age 80, and then every two years after the

age of 80. A DME is billable for services provided within 90 days prior to the prescribed interval.

7.10.3 No premium codes are billable in addition to a DME.
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7.10.4

7.10.5

7.10.6

7.10.7

7.11

7.11.1

7.11.2

7.11.3

7.12

7.12.1

If a consultant provides a DME for a patient, as required by Motor Registration because of age, the
consultant should submit the claim for Independent Consideration (I.C.) at the Family Physician rate
accompanied by a copy of the Medical Examination Report.

The documentation requirements for a DME must include a completed Medical Examination Report
in addition to the applicable documentation requirements in Section 4.2.2. of the MCP Preamble. In
other words, the medical examination report must contain the patient’s name, MCP number, and
date.

DMEs required for any other reason besides age, including medical conditions, or additional
medical exams requested by Motor Registration remain non-insured services.

No other Consultation and Visits fee codes are bhillable by the same physician for the same patient
on the same day as a DME is provided.

Escort of a Critically Il Patient

Claims for this visit code must reflect the time in actual transit with the patient using the code listed
for the service in the “Hospital Out-Patient and Emergency” Section for each specialty. Fee code 482
should be billed regardless of the point of origin or destination of the escort.

All Claims must be submitted IC and should include:

€) the actual start and finish time for the in-transit period (finish time is defined by the time the
patient is transferred to the care of a physician willing to accept responsibility of the
patient), and

(b) the critical nature of the illness requiring physician presence.

A minimum of one unit should be claimed for any escort. Additional units may be claimed for each
completed 15-minute period after the first 15 minutes.

Family Medicine Counselling

Family Medicine Counselling may be billed in addition to an office-based partial assessment when,
due to the complexity of the patient problem or situation, a prolonged educational dialogue is
required. This prolonged educational dialogue occurs between a family physician and a beneficiary
with complex health needs or the person(s) most responsible for the care of an infirm or dependent
beneficiary with complex health needs. The intent of this service is to develop awareness of the
patient’'s problems or situation and of modalities for prevention and/or treatment, and information in
respect of diagnosis, treatment, health maintenance, and prevention.

The minimum time period for Family Medicine Counselling (to be claimed as such) is 15 minutes.
Claims for one or more units of Family Medicine Counselling should reflect the following
requirements of actual documented time spent counselling the beneficiary or person(s) most
responsible for the care of the beneficiary.

1 unit — 15 to 29 minutes

2 units — 30 to 44 minutes

3 units — 45 to 59 minutes

4 units — 60 to 74 minutes

5 units — 75 to 89 minutes, and so on
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7.12.2

7.12.3

7.12.4

7.12.5

7.12.6

7.13

7.13.1

7.13.2

7.13.3

7.13.4

There is a limit of 200 total units of Family Medicine Counselling per family physician per year.

The patient record must meet the minimum documentation requirements for a partial assessment of
the beneficiary as previously described in the preamble.

Start and end times for Family Medicine Counselling must be recorded in the patient record for that
service.

The diagnostic code submitted on the claim for the partial assessment must match that of Family
Medicine Counselling.

When Family Medicine Counselling is provided to the person(s) most responsible for the care of an
infirm or dependent beneficiary, both the partial assessment and Family Medicine Counselling
claims must be submitted under the MCP number of the infirm or dependent beneficiary presenting
for the partial assessment.

General Assessments

A General Assessment shall consist of a full history, an enquiry into, and an examination of all
systems. General Assessments can only be billed by family physicians.

Note:

The “clinical need” for a General Assessment rather than a Partial Assessment is also reviewed by
the MCP Consultant's Committee and such relevant notation should also be included in the
patient’s record.

For billing purposes, an appropriate record of a General Assessment shall contain information
which highlights, at least the positive and significant negative findings for the past history, the
functional enquiry and the physical examination. The patient record must show the findings with
respect to the cardiovascular, respiratory, and digestive systems and also the findings for at least
two of the following systems: genitourinary, musculoskeletal, hemolymphatic, ear-nose-throat,
integumentary and nervous systems (central and peripheral).

Provided preamble requirements are met, a General Assessment can be claimed:
€)) for the first ever visit for the purpose of initiating the use of the birth control pill.

(b) when a physician admits a patient to hospital and performs the admission history and
physical examination of all systems.

(c) for evaluation of a patient whose acute condition(s) is/are such that based on signs and
symptoms, examination of all systems is medically necessary.

A General Assessment is payable for annual and admission General Assessments rendered to
residents of HCS designated long-term care facilities listed in Appendix C (fee code 285) and to all
other nursing home residents (fee code 210) who require level 2 or 3 care subject to the following
conditions:

(a) only one is payable per nursing home resident per year,
(b) no other home visit or premium is payable in addition for the same visit to the same
resident,
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7.13.5

7.13.6

7.14

7.15

7.16

(c) where applicable, the first patient seen may be claimed as an elective home visit
(visit code 246 or 286), rather than as a General Assessment, and

(d) extra residents seen in addition to the first patient and residents who required admission or
annual General Assessments should be claimed using code 252 or code 292.

A General Assessment cannot be claimed:

(@) by physicians when they are providing dedicated on-site Emergency Department coverage
at designated hospital facilities listed in Appendix A.

(b) solely because a patient presents for assessment 90 or more days after a general
assessment was previously performed.

(c) for screening of patients with chronic disease(s) who do not have acute signs or symptoms
involving all the body systems.

(d) by specialist physicians.

Not more than one major examination (Consultation, or General Assessment) per patient per
physician may be claimed within a 90-day period regardless of diagnosis and referral source,
except in case of true emergency. Such claims must be submitted IC clarifying the nature of the
emergency.

General Reassessment

A General Reassessment shall consist of the same services, terms and conditions and record
keeping as a General Assessment except that the service is rendered within 90 days of the
previous General Assessment or Consultation. Like General Assessments, General
Reassessments can only be claimed by family physicians.

Not more than one General Reassessment per patient per physician may be billed within a 60-day
period, regardless of diagnosis and referral source.

A General Reassessment cannot be claimed by physicians when they are providing dedicated on-
site Emergency Department coverage at designated hospital facilities listed in Appendix A.

Geriatric Surcharge for Internists

Specialists and sub-specialists in Internal Medicine may claim a fee in addition to applicable
consultation, assessment, detention, critical care, and escort codes for patients 65 years of age
and older (codes 190, 290, 390, or 490). These codes cannot be billed in addition to codes for
SHVs, diagnostic and therapeutic procedures, in-hospital diagnostic procedures, and surgical
procedures.

High Risk Prenatal Assessment

A high risk prenatal assessment is an assessment by a maternal-fetal medicine specialist requiring
a minimum of 20 minutes in direct contact with the patient for the management of a documented
significant maternal and/or fetal risk factor(s) where the mother and/or fetus are at significant risk for
serious complications during the pregnancy. The service is eligible for payment only if start and
stop times of the service are recorded in the patient’s permanent medical record.
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7.17

7.17.1

7.17.2

7.17.3

7.18

7.18.1

7.18.2

7.18.3

7.18.4

7.18.5

Home Visits by Family Physicians

An Elective Home Visit rendered by a Family Physician is a visit to a patient's home or normal
place of residence which is initiated by the physician in the management of known illness. The fee
for elective home visits is the same regardless of the time that the service is rendered, or the type of
service provided.

A Non-Elective Home Visit rendered by a Family Physician is a visit that is requested by the
patient or by the patient’s attendant and which is made by the physician on the same day. The fee
payable for a non-elective home visit is determined by the time or day that the service is rendered.
The time of service must be documented on the record for the visit.

For Extra Patient(s) Seen, only fee code 252 or 292 as applicable may be claimed.
In-Patient Surcharges

Fee code 355 may be claimed by Family Physicians providing continuing care of hospital in-
patients. It is payable during the first seven days of an admission on a per diem basis. It can be
billed in addition to the applicable admission assessment code, or SHV code, and code 359.

Fee code 359 may be claimed by Family Physicians providing continuing care of hospital in-patients.
It is payable once during a period of admission on the day the patient is discharged from hospital.
It can be billed in addition to the applicable SHV code and code 355. The billing physician is
responsible for preparing the discharge summary, the discharge prescriptions and follow up care
as necessary.

Fee code 359 may be claimed by eligible consultant physicians providing continuing care of
hospital in-patients. For specific billing criteria for fee code 359 for Psychiatrists, please
see 7.18.5 for eligible consultant physicians, fee code 359 is payable once during a period of
admission on the day the patient is discharged from hospital. It can be billed in addition to the
applicable SHV code. The billing physician is responsible for preparing the discharge summary, the
discharge prescriptions and follow up care as necessary.

Fee codes 352 and 353 may be claimed by Psychiatrists providing continuing care of hospital in-
patients as the attending physician. Fee code 352 is payable during days 1 to 14 of an admission
on a per diem basis. It can be billed in addition to the admission assessment code, or codes 356
and 359. Fee code 353 is payable during days 15 to 28 on a per diem basis and can be billed in
addition to codes 356 and 359.

Fee code 359 may only be claimed by Psychiatrists providing continuing care of hospital in-
patients as the attending physician. It is payable once during a period of admission on the day
the patient is discharged from hospital. It can be billed in addition to the applicable SHV code. It
can be billed in addition to fee code 352 or 353 if applicable. The billing physician is responsible for:

. preparing the discharge summary at the time of discharge and forwarding a copy
to the patient’s family physician. The discharge summary must include:
O psychiatric diagnosis;
o medical diagnosis;
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7.19

7.20

7.20.1

7.20.2

7.21

0 medication recommendations including:
- list of medication trials including reasons for discontinuing (i.e. intolerances, allergies,
etc.);
- current medications including recommendation for dosage adjustment and duration
of treatment;
- monitoring that will be required while taking specific medications; and
- any cautions regarding medications.
o relevant risk management recommendations (i.e. suicide, psychosis, driving, urine drug
screening, etc.); and
o relevant information from other mental health services to include:
- interventions utilized;
- ongoing psycho-social needs; and
- follow-up required with mental health services.

. providing information and advice to the patient or patient’s representative on matters related
to the patient’s diagnosis/care; and

. arranging follow up care as necessary.

Interviews

In specific clinical settings, interviews are insured services and may be claimed using the appropriate
visit code and the patient's MCP number. Eligibility of claiming for these services is limited to the
following specialties:

Developmental Neurology*
Paediatrics

Developmental Paediatrics*
Physiatry*

Psychiatry*

When psychiatrists bill “Diagnostic or therapeutic interview with substitute decision maker of
an adult patient”, no other Consultations and Visits, virtual, or telemedicine codes are billable
for that patient on the same day.

*Where the fee payable for interviews is based on time units, the start and finish times of the interview
for which payment is being claimed must be part of the patient record of that service.

Newborn Baby Care

This is the routine in-hospital care of a well-baby for up to 10 days following delivery. This service
should include a complete physical examination of the baby and necessary instructions to the mother.

For care of a sick newborn, the appropriate visit codes should be claimed.

Opioid Agonist Therapy for Opioid Use Disorder

This is an add-on fee code to be used by psychiatrists who are billing an in-person
Consultation (fee code 101 or 401), Assessment (fee code 115 or 415), or Psychiatric Care (fee
code 130 or 430) for a patient with opioid use disorder.

Entitlement to this fee is limited to psychiatrists prescribing and actively supervising opioid
agonist treatment for the patient in the thirty days following the in-person visit. Claims for this
service must be submitted at the same time that the applicable in-person visit code is
submitted.
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7.21.1

7.21.2

7.21.3

7.22

7.22.1

7.22.2

7.22.3

7.23

7.24

7.25

7.26

This add-on fee code can be billed once per patient every thirty days by eligible psychiatrists.

This service cannot be billed if the patient has not been seen in-person. This fee code cannot
be billed if the patient has only been seen virtually.

This fee code is not eligible for premiums or surcharges.

Psychiatrists billing this fee code must adhere to guidance issued by the College of
Physicians and Surgeons of Newfoundland and Labrador on opioid prescribing for opioid use
disorder.

Payment stops when the patient stops opioid agonist treatment.

Partial Assessment

This shall consist of the necessary history, an enquiry concerning and the necessary examination of
the affected part, region or system. This includes visits for following the progress of treatment and
initial visits wherein the patient’s condition does not clinically warrant a General
Assessment/Reassessment, or an Assessment.

Follow-up visits for monitoring the use of birth control pills qualify as Partial Assessments, with or
without fee code 54614, depending on the nature of the examination performed.

A visit for a requested speculum exam and/or breast examination, without other significant medical
complaints or iliness, qualifies as a Partial Assessment, with or without fee code 54614, depending
upon the nature of the examination performed.

Partial Assessment of a Patient who is 65to 74 Years of Age

This is a Partial Assessment of a patient who is 65 to 74 years of age.

Partial Assessment of a Patient who is 75 Years of Age and Older

This is a Partial Assessment of a patient who is 75 years of age and older.

Partial Assessment of a Patient Who Received a WorkplaceNL Service during the
Same Office Visit

This applies when a physician performs a Partial Assessment of a patient for an MCP insured
problem(s) immediately before or after examination/treatment of a problem covered by
WorkplaceNL during the same office visit. This fee code (126) is only billable for non-
WorkplaceNL, MCP insured services and should only be billed to MCP.

If the service provided is more extensive than a Partial Assessment (e.g. a General Assessment or

Reassessment, Psychotherapy), it should be billed IC giving the reason(s) why a more extensive
examination was necessary.

Physiatric Management

This applies to Physiatrists regulating the day-to-day management of patients, when medical
necessity requires prescription development, advice and supervision. It may be bhilled on the days
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7.27

7.27.1

7.27.2

7.27.3

7.28

7.29

7.30

7.30.1

7.30.2

7.30.3

when rehabilitation services are provided to patients seen previously by the Physiatrist for
consultation or assessment. This fee is not meant as an administrative fee for supervising a
department of rehabilitation nor is it to be charged on the same day as claims are made for any
other services which are provided by the Physiatrist to the same patient. It applies only to those
patients who require and receive frequent attention by the physician during the course of
rehabilitation with regard to rehabilitative services of physician and occupational therapy, speech
therapy or discharge planning.

Pre-Anaesthetic Clinic Assessment

Fee code 409 is applicable for patients assessed by Anaesthesiologists in organized pre-
anaesthetic clinics prior to surgery, including day surgery.

Consultation fee codes may not be claimed by an Anaesthesiologist in respect of patients assessed
in an organized pre-anaesthetic clinic, regardless of referral.

This visit code is not payable in addition to another consultation or assessment performed by the
same Anaesthesiologist prior to surgery.

Pre-Dental General Assessment

This service shall consist of examination and documentation as is required for patients undergoing
a general anaesthetic for surgical dental procedures only.

Family Physicians may also bill this code for examination and documentation as is required for:

i) children and adolescents undergoing diagnostic imaging studies under conscious sedation
and:
ii) patients undergoing a general anaesthetic for ECT.

Prenatal Care Subsequent Assessment

Prenatal Care Subsequent Assessments can be claimed by family physicians who are caring
for pregnant patients in an office setting. A Prenatal Care Subsequent Assessment can be
billed after the initial prenatal assessment and involves measuring fundal height, blood
pressure monitoring, auscultation of the fetal heart rate, gestational weight monitoring,
consideration of the need for laboratory or other screening, as well as education around
lifestyle during pregnancy (i.e. nutrition, exercise, alcohol/substance use, etc.).

A maximum of one Prenatal Care Subsequent Assessment can be billed per patient every
thirty days during pregnancy for a maximum of nine total per pregnancy.

Psychiatric Care

This service is any form of assessment and treatment by a Psychiatrist for mental illness,
behavioural maladaptation and/or other problems that are assumed to be of an emotional nature, in
which there is consideration of, and alteration of the patient’s biological and psychosocial
functioning.

Charges for hospital visits, home or office fees do not apply on a day when ECT or Psychiatric Care
is charged (same diagnosis, same physician).

Psychiatric Care is not payable on the same day as ECT.

A-30



October 1, 2026

GENERAL PREAMBLE

7.30.4

7.31

7.32

7.32.1

7.32.2

7.32.3

7.32.4

7.32.5

7.32.6

Rules for the Claiming of Psychiatric Care

The minimum time period for Psychiatric Care (to be claimed as such) is 15 minutes. Claims for
one or more units of Psychiatric Care should be made reflecting the following requirements of
actual documented time spent with the patient.

Individual

1 unit — 15 to 44 minutes

2 units — 45 to 74 minutes

3 units — 75 to 104 minutes
4 units — 105 to 134 minutes

5 units — 135 to 164 minutes, and so on

Psychiatric Day Care

This service may be claimed by Psychiatrists for visits to patients who are seen in a Psychiatry Day
Care setting. It is not a per diem rate and may only be billed for a patient with whom an actual
exchange took place during that visit.

Psychotherapy

For purposes of being an MCP-insured service, psychotherapy is defined as the treatment of
mental illness, behavioural maladaptions, and/or other problems that are of an emotional nature, in
which a physician deliberately establishes a professional relationship with a patient for the purpose
of removing, modifying, or retarding existing symptoms, or attenuating or reversing disturbed
patterns of behaviour, and/or promoting positive personality growth and development.

Psychotherapy may only be claimed when the physician purposefully undertakes to treat the
patient's emotional problem and that undertaking must be reflected in both the patient’s record and
the diagnostic code used on the claim. The patient’s record must also include a note of the actual
time spent as “psychotherapy” during that visit.

Counselling of a patient with a complex non-psychiatric illness is included in the visit fee and should
not be claimed as psychotherapy. Marital and family counselling may be claimed as
psychotherapy.

Charges for hospital visits, home or office fees do not apply on a day when ECT or individual
psychotherapy is charged (same diagnosis, same physician).

Psychotherapy is not payable on the same day as ECT.

The minimum time period for psychotherapy (to be claimed as such) is 15 minutes. Claims for one
or more units of psychotherapy should be made reflecting the following requirements of actual
documented time spent with the patient.
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Individual Group

1 unit — 15 to 44 minutes 1 unit — 30 to 89 minutes

2 units — 45 to 74 minutes 2 units — 90 to 149 minutes

3 units — 75 to 104 minutes 3 units — 150 to 209 minutes

4 units — 105 to 134 minutes 4 units — 210 to 269 minutes

5 units — 135 to 164 minutes, and so on 5 units — 270 to 329 minutes, and so on

7.33

7.34

7.34.1

7.34.2

7.35

7.35.1

7.35.2

7.36

7.37

Routine Post-Operative Care by Family Physicians

Fee codes 118 and 418 must be claimed by Family Physicians who provide routine post-operative
care to patients during the 42-day post-operative period.

Sexual Assault Assessment

This comprehensive assessment is performed for the investigation of alleged sexual assault using a
sexual assault examination kit.

A provider cannot bill any other consultation or visit code in association with a sexual assault
examination.

Specific Neurocognitive Assessment

This is an assessment of neurocognitive function rendered personally by a psychiatrist where all of
the following requirements are met:

a) This assessment involves testing memory, attention, language, visuospatial function and
executive function. While administration of the Mini-Mental State Examination (“Folstein”)
would not be eligible for billing a specific neurocognitive assessment, examples of eligible
neurocognitive assessment batteries for billing this service include the short form of the
Behavioral Neurology Assessment (BNA) or the Dementia Rating Scale (DRS).

b) This assessment must take a minimum of 20 consecutive or non-consecutive minutes. This
time must be dedicated exclusively to assessing neurocognitive function but may include
test administration and scoring as long as all components are completed on the same day.

Start and stop times must be recorded in the record of service.
Subsequent Hospital Visits (SHVS)

SHVs may be claimed for continuing care of hospital in-patients by attending physicians. These
visits are payable on a per diem basis and may only be claimed once for each patient day
regardless of the number of actual visits to a patient on any one day. Information on the patient’s
hospital chart satisfies documentation requirements for SHVs. Premiums for any additional
“Special Visits” as defined in this Preamble may be applicable.

Supportive Care

Supportive Care is the (non-surgical) care rendered in-hospital by the referring family physician,
who is not actively treating the case (e.g. writing orders), to a patient under the care of another
physician at the desire of the patient or family, for purposes of liaison or reassurance. Supportive
Care may be claimed by family physicians only, using either Visit Code 371 or 372.
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7.38

7.39.1

7.40

7.40.1

Visit for Procedure Only

When the sole reason for a visit is the performance of a procedure listed in the Diagnostic and
Therapeutic Section of the Schedule, visit codes should not be claimed. This service should be
claimed by billing the appropriate procedural code and fee code 54000, unless otherwise specified.

Transfer of Care Surcharge

Fee code 160 may only be claimed by Psychiatrists who provide office-based care. It is payable for
patients who are discharged from the psychiatrist’s practice to their family physician with a written
treatment plan for the ongoing management of the patient's mental health. The written treatment
plan fulfills the documentation requirement for this service. A minimum of six separate follow up
visits must occur before code 160 may be billed.

The transfer of care code is intended to assist in the safe transition of appropriate patients, whose
medical needs can be managed within primary care, from the psychiatrist to the primary care
physician. The billing psychiatrist must meet the established visit requirements for this fee code
and must provide a transition of care treatment plan to the family physician or designate that will
provide guidance on bio-psycho-social recommendations for the patient. This plan must include the
following elements:
e psychiatric diagnosis:
¢ medical diagnosis;
e medication recommendations including:

- List of medication trials including reasons for discontinuing (i.e. intolerances, allergies,

etc.);
- current medication including recommendations for dosage adjustment and duration of
treatment;

- monitoring that will be required while taking specific medications; and

- any cautions regarding medications.
e relevant risk management recommendations (i.e. suicide, psychosis, driving, urine drug

screening, etc.); and

e relevant information from other mental health services to include:

- interventions utilized,;

- ongoing psycho-social needs; and follow-up required with mental health services.

Transition-Related Surgical Readiness Assessment

The Transition-Related Surgical (TRS) Readiness Assessment is a comprehensive fee code that
may include multiple visits in order to make a recommendation for insured TRS procedures.
Recommended content of the surgical readiness assessment is available at Transition-Related
Surgery Coverage - Health and Community Services (gov.nl.ca). A TRS Readiness
Assessment is payable to the family physician, obstetrician/gynecologist or psychiatrist who
possess the minimum credentials for mental health professionals who work with adults presenting
with gender dysphoria. These credentials are available at Transition-Related Surgery Coverage
- Health and Community Services (gov.nl.ca) (see Surgical Readiness Assessor Certification
and Recommendation).

The TRS Readiness Assessment is only payable for assessments for TRS procedures that are
covered by Newfoundland and Labrador’s provincial health insurance plans. A list of insured TRS
procedures is available at TRS-Policy.pdf. The TRS readiness assessment is payable whether or
not the physician recommends the proposed insured surgery.
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7.40.2

7.40.3

7.40.4

7.40.5

7.41

There is no payment available for completion of the TRS Request for Prior Approval.

The record of service must meet all the documentation requirements of a visit as described in
Section 4.2.2 of the MCP Medical Payment Schedule. If surgery is recommended, the record of
service must also include the written surgical readiness assessment as well as the TRS Readiness
Assessor Certification and Recommendation form located at
https://www.health.gov.nl.ca/health/mcp/pdf/TRS SRA Cert Rec.pdf.

There are no other fee codes payable in addition to this fee code for this patient on the same day by
the same physician that a TRS readiness assessment is provided.

There are no premiums payable in addition to this code.

Well-Baby Care Visit

This is to be claimed for the periodic visits of a well-baby during the first two years of life involving
complete examination with necessary weight and measurement, haemoglobin and urinalysis when
indicated, necessary immunization(s) (excluding cost of materials), and instructions to the parent(s)
regarding health care. This visit code must be claimed unless the infant is not a “well baby.”
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8. CRITICAL CARE

8.1

8.1.1

8.1.2

8.1.3

8.14

8.1.5

8.1.6

8.1.7

8.1.8

Neonatal Intensive Care Unit (NICU)

These fees apply to the services of being in constant or periodic attendance during a one day period,
to provide all aspects of care to the patients in Neonatal Intensive Care Units designated by the
HCS. There are three levels of care depending upon the procedures performed.

These are team fees which apply to Neonatologists/Pediatricians/Anaesthesiologists providing
complete daily care and should be claimed by the physician in charge of the patient. The daily fee
includes the initial consultation, subsequent assessments, and the ongoing monitoring of the
patient’s condition, including the following procedures as required:

(a) insertions of Vs, arterial and CVP lines,

(b) use of pressure infusion sets,

(c) endotracheal intubation and tracheobronchial toilet,

(d) insertion and maintenance of urinary catheters and nasogastric tubes,
(e) securing and interpreting the results of arterial blood gas samples, and

(H the use or artificial ventilation.

These fees may be claimed in the post-operative period for patients receiving either Level A or B
care. Level C care cannot be claimed for post-operative infants.

Physicians not part of the daily care team, whose additional expertise is required, may bill for each
item of service performed, including Concurrent Care (fee code 51790).

When a patient’s care is transferred to a higher or lower level, the second day rate for that level
applies. However, in any one period of NICU care, the first day rate for the highest level is payable
for the date the patient transferred to that level. Only one first day rate is payable per NICU period.

Consultations or other assessments are not payable on transfers out of a NICU to the physician who
cared for the patient in the NICU. However, consultations or assessments consistent with Preamble
definitions are payable to other physicians, including those in the same specialty as the NICU
physician, who render subsequent care to the patient transferred out of the NICU.

When a patient is readmitted to the NICU within 48 hours of discharge, second day benefits apply.
After 48 hours, first day benefits apply.

All claims for NICU must contain the facility number of the hospital in which the service was
provided.
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8.2

8.2.1

8.2.2

8.2.3

ICU and CCU Care

These fees apply to the services of being in constant or periodic attendance during a one day period,
to provide all aspects of care to patients in Intensive or Coronary Care Units designated by the HCS.
There are four levels of care depending upon the procedures performed:

(@)

(b)

()

(d)

Comprehensive Care — This is the service rendered by a physician who provides complete care
(both Critical Care and Ventilatory Support) to Critical Care Area patients. Comprehensive Care
fees are not payable for services rendered to stabilized patients in ICUs or patients admitted for
ECG monitoring or observation alone.

Critical Care — This is the service rendered by a physician who provides all aspects of care to a
Critical Care Area patient except Ventilatory Support. Critical Care fees are not payable for
services rendered to stabilized patients in ICUs or patients admitted for ECG monitoring or
observation alone.

Observatory Care — This is the service rendered to stable ICU or CCU patients without invasive
monitoring and without assisted ventilation.

Ventilatory Support — This is the service provided by a physician other than the one claiming
Critical Care. It includes management of the intubated airway, tracheal toilet by suction catheter
with or without instillation, and supervision of mechanical ventilation of the critically ill patient.

These are team fees which apply to physicians providing complete daily care and should be claimed
by the physician in charge of the patient. The daily fee includes payment for the initial consultation,
subsequent assessments, and the ongoing monitoring of the patient’s condition, including the
following procedures as required:

(@)
(b)
(c)
(d)
(e)
(®
(9)

insertion of IVs, intraosseous, arterial and CVP lines,

use of pressure infusion sets,

endotracheal intubation and tracheobronchial toilet,

insertion and maintenance of urinary catheters and nasogastric tubes,

securing and interpreting the results of laboratory tests, oximetry, arterial blood gas samples,
infusion or injection of pharmaceutical agents, and

intracranial pressure monitoring, interpretation and assessment.

The following services may be claimed in addition to the daily intensive care fee codes:

(@)
(b)
()
(d)

insertion of Swan-Ganz catheter,
cardiopulmonary resuscitation,
insertion of transvenous pacemaker,

all services listed for renal dialysis,
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8.2.4

8.2.5

8.2.6

8.2.7

8.2.8

8.2.9

8.2.10

8.3

8.3.1

(e) electrical cardioversion,

(f) endotracheal intubation, where it is necessary to be rendered by a physician other than the
physician in charge, and

(g) insertion of ICP measuring device.

These fees may be claimed in the pre- and post-operative period for patients receiving either
Comprehensive, Critical, Ventilatory or Observatory Care.

If the patient is transferred to the ICU or CCU directly from the OR or the Recovery Room, second
day rates apply. However, when the care required supersedes the normal post-operative care for
the surgery performed, and the patient is transferred from the surgeon to the attending ICU/CCU
physician, first day rates apply.

Physicians not part of the daily care team, whose additional expertise is required, may bill for each
item of service performed, including Concurrent Care (fee code 51790).

When a patient’s care is transferred to a higher or lower level, second day rates for that level applies.
However, in any one period of ICU/CCU care, first day rates for the highest level is payable for the
date the patient transferred to that level. Only one first day rate is payable per ICU/CCU period.

When a patient is readmitted to ICU/CCU within 48 hours of discharge, second day benefits apply.
After 48 hours, first day benefits apply.

Consultations or other assessments are not payable on transfers out of the ICU or CCU to the
physician who cared for the patient in the ICU or CCU. However, consultations or assessments
consistent with Preamble definitions are payable to other physicians, including those in the same
specialty as the ICU/CCU physician, who rendered subsequent care to the patient transferred out of
the ICU or CCU.

All claims for ICU and CCU must contain the facility number of the hospital in which the service was
provided.

Provincial Perinatal High Risk Unit

The fees listed are only applicable to patients who are admitted to the unit and have been
designated as high risk and are payable only to the physician in charge of the patient. The
Concurrent Care fee for ICU, fee code 51790, may also be claimed by a second obstetrical specialist
sharing in the on-going care of the patient.
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9. DIAGNOSTIC AND THERAPEUTIC SERVICES

9.1 This section of the Schedule identifies the amounts payable for miscellaneous professional services.
Designation of site for claiming the service is based on where the procedure is performed rather than
where it is interpreted.

9.2 If a procedure is performed in a hospital and is listed both in this section and the In-Hospital
Diagnostic Section, it must be claimed using the fee code listed in the In-Hospital Diagnostic Section.

9.3 When a procedure(s) is the sole reason for a visit, no consultation or visit fees should be charged.
However, fee code 54000 may be claimed, unless stated otherwise.

9.4 Billing rules for immunization of beneficiaries who belong to target populations designated by the
HCS are as follows:

9.4.1 Billing rules when a visit is for immunization only:

(a) visit for one adult immunization for target population as described in Appendix D — claim one
unit of 54648.

(b) visit for more than one adult immunization for target population as described in Appendix D —
claim the applicable units of 54648 for every eligible vaccine provided. For example, if Pneu-
C-20 is provided at the same time as MMR, bill two units of 54648.

9.4.2 Billing rules for a visit for assessment and immunization(s):

(a) visit for assessment and one adult immunization for target populations as described in
Appendix D — when a patient presents to a physician’s office for a visit unrelated to an
insured immunization and also receives an adult immunization listed in Appendix D during
the same office visit, the appropriate office visit code may be billed as long as all preamble
requirements for that visit are met. In this case, fee code 54649 is also payable for the
administration of the vaccine at $10.00.

(b) visit for assessment and more than one adult immunization for target population as
described in Appendix D — claim the applicable visit fee code as above in (a) and the
applicable units of fee code 54649. For example, if Pneu-C-20 is provided at the same time
as MMR to designated target populations and a visit for assessment also occurs, bill two
units of 54649 in addition to the applicable visit fee code.

(c) if a visit for assessment is billed with an immunization(s), the record of service for that visit
must meet the minimum requirements for the applicable visit billed as stated in the MCP
Medical Payment Schedule preamble. Appropriate documentation of the immunization(s) is
also required.

9.4.3 If more than one immunization is provided in the same visit, each immunization must be documented
separately.

9.4.4 Fee code 54000 is not billable in addition to fee codes 54648 or 54649.

9.4.5 Premiums cannot be billed with immunization fee codes. However, fee code 139 (“Add on fee for
patients seen in scheduled after hours clinics”) remains billable with the applicable fee codes.
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9.5

9.5.1

9.5.2

9.5.3

Satellite Haemodialysis

General

(a) Fee codes 54494 and 54496 are benefits for managing chronic haemodialysis where the patient
undergoes dialysis at a HCS approved satellite site remote from the site where the billing
physician is located.

(b) For the purpose of claiming these codes “remote” means patient and physician are located in
different municipalities and the physician does not attend the patient’s dialysis sessions at the
satellite site in person.

(c) All claims for fee codes 54494 and 54496 must include the facility number of the satellite site
where the patient is located. See the MCP Physician Information Manual for a list of numbers.

Supervision and administration — Fee Code 54494

(&) When fee code 54494 is billed, the claim date must be the last date of each completed week or
supervision where a week begins 12:00 a.m. Monday and ends 11:59 p.m. Sunday.

(b) If the billing physician provides in person dialysis services to the patient at the satellite site, the
amount that can be claimed for fee code 54494 that week must be reduced by 50%.

Teledialysis Assessment with Patient, Once Per Week, Per Patient — Fee Code 54496

(a) “Teledialysis Assessment” is a medical service provided to a chronic haemodialysis patient
present at a HCS approved satellite haemodialysis site in Newfoundland and Labrador, through
a direct interactive video link with a receiving physician at an approved telemedicine site in
Newfoundland and Labrador. The patient must be present at the same time as the physician.
The physician may initiate the service. This code is payable to a maximum of one physician per
patient, per week.

(b) The record of a teledialysis assessment must include the findings through history, observations
from visual inspection (if any), and plan of investigation or treatment. It is understood that the
diagnosis is chronic renal failure and that the reason for the visit is review of the dialysis patient’s
status.

(c) When fee code 54496 is billed, the date of service must be the actual date the physician-patient
teledialysis encounter took place. For the purpose of billing this code, a week begins 12:00 a.m.
Monday and ends 11:59 p.m. Sunday.
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9.6 Electrophysiologic Pacing, Mapping and Ablation

9.6.1 Fee code 54333 is billable under the following conditions:
The advance mapping system is used in hospital for mapping the following arrhythmias:

Atrial arrhythmia

Atrial fibrillation

Atypical atrial flutter

Post-surgical atrial flutter

Atrial tachycardia

Redo typical atrial flutter

Redo reentrant tachycardia (accessory pathways, AV nodal reentry)

Ventricular arrhythmia

Ischemic ventricular tachycardia/premature ventricular ectopics
Non-ischemic ventricular tachycardia/premature ventricular ectopics
Idiopathic ventricular tachycardia/premature ventricular ectopics (e.g.
fascicular, ARVD, bundle branch reentry, aortic cusp, outflow tract, etc.)

Other

Congenital heart disease arrhythmia

9.6.2 Examples of procedures lasting more than 4 hours and not utilizing the advance mapping system are
mapping and ablation of multiple accessory pathways and/or thick band accessory pathway(s).
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10. IN-HOSPITAL DIAGNOSTIC SERVICES

10.1

10.2

This section of the Schedule identifies the amounts payable for professional services related to
specific procedures performed in a hospital.

If the same procedures are performed in a non-hospital environment, they must be billed using fee
codes and fee in the Diagnostic and Therapeutic Procedures Section.

Diagnostic procedures not listed in the Diagnostic and Therapeutic Procedures Section or the In-
Hospital Diagnostic Procedures Section are not MCP insured services.

Only the physician who produces the official hospital report may claim these fees. Interpretations
done by attending physicians during care of the patient are considered to be included in the daily
care or other fees payable for these patients.
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11. RADIOLOGY

111

11.2

11.3

114

115

Diagnostic imaging services are insured services under MCP and are payable according to the rates
listed in the Radiology Section of this Schedule. The fee codes and fees in this section may be
claimed by Radiologists or those physicians designated by individual hospitals to provide imaging
services. MCP should be notified in writing by the hospital's administration of the names of
physicians so designated and the specific imaging services for which they have been given
privileges.

The fees listed include:

(a) consultation between the Radiologist and referring physician,

(b) the procedure and/or interpretation as specified in the fee code item,
(c) producing the usual report, and

(d) supervision of diagnostic imaging services by the Radiologist.

If the examination requested by the referring physician yields abnormal findings, or if it would yield
information which in the opinion of the Radiologist would be insufficient, or if a different examination
is necessary to obtain the diagnostic information required, then, governed by the needs of the
patient, the Radiologist may add additional views or change the examination and claim accordingly.
Such additions or changes must be noted on the examination request form or in the report for that
exam and signed by the Radiologist.

Certain procedures require Independent Consideration (IC) submission along with the regular claim.
The IC should include all the information necessary for the determination of the appropriate fee.
Essential information includes:

(a) time taken to do the procedure,

(b) any medical complication which impacts the procedure,

(c) the specific type of scan or examination required,

(d) specific circumstances requiring the Radiologist’s presence,

(e) specific service performed by the Radiologist,

(H reference to any fee code item considered equivalent to the service being performed, and
(g) fee requested.

Note: See the Physician’s Information Manual for requirements specific to codes listed IC.

A stereo pair is to be counted as two views.
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11.6

11.7

11.8

11.9

11.10

1111

11.12

11.13

11.14

No additional fees are to be charged for:
(a) rapid sequence IVP,
(b) the use of image intensifying equipment,

(c) fluoroscopy, when it is regarded as an integral part of the examination, e.g., examination of the
Gl tract special procedures,

(d) routine abdominal and chest studies billed with gastrointestinal examinations, and

(e) routine abdominal and/or pelvic views in addition to lumbar spine examination requests.

Conventional films of the spine before myelography may only be obtained and billed if the
Radiologist is unable to obtain films done at their or other institutions. IC is required.

An unsuccessful procedure should be claimed as successful. IC is required.

Procedural ultrasound fees must be billed IC and may only be claimed:

(a) where no technician is available to do the required procedure and the clinical urgency of the
case will not permit waiting until a technician is available, or

(b) where the technician available is not trained to do the required procedure, or

(c) where the procedure is so complicated that it must be performed by, or under the direct
guidance of a Radiologist, who must be continually in attendance.

No fee may be claimed for interpretation of views of the joint unless all of the views normally required
for that joint have been examined.

IV injection fees are not included in any interpretation fee but are included in procedural fees which
normally require intravenous injection.

The fee for a “special additional view” may only be claimed for interpretation of a view which is not
considered to be included in the routine examination of that part or area and which has been
specifically requested by the referring physician or deemed clinically necessary by the interpreting
Radiologist.

When claiming fluoroscopy services, fees are only billable when the Radiologist is present during the
procedure, with the Radiologist actively providing or guiding the fluoroscopy.

Complex head CT scans are multi-planar and must include one or more of the following areas:
pituitary fossa, posterior fossa, internal auditory meati, orbits and related structures, the temporal
bone and its contents, and the temporomandibular joints.

Fee codes 73800, 73801 and 73802 cannot be billed in addition to fees for complex head studies.

A-43



October 1, 2026

GENERAL PREAMBLE

11.15

11.16

Special visit premiums are payable in addition to the procedural fees. The premiums apply when the
Radiologist is asked to return to the hospital after normal working hours as follows:

(a) Daytime special visit — (Monday to Friday),

(b) Special visits during evenings — (6:00 p.m. to midnight, Saturdays, Sundays and Statutory
Holidays), or

(c) Special visits during the night — (midnight to 8:00 a.m.)

Only one special visit premium per trip to the hospital is payable regardless of the number of x-rays
examined. An additional premium is payable for additional trips made within the same shift or period
as outlined.
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12. NUCLEAR MEDICINE

121

12.2

12.3

12.4

125

12.6

12.7

12.8

Nuclear Medicine services are insured services under MCP and are payable according to the rates
listed in the Nuclear Medicine Section of this Schedule. The fee codes and fees in this section may
be claimed by Nuclear Medicine Specialists or those physicians designated by individual hospitals to
provide such services. MCP should be notified in writing by the hospital’s administration of the
names of physicians so designated and the specific imaging services for which they have been given
privileges.

The fees listed include:

(a) consultation between the Nuclear Medicine Specialist and referring physician,
(b) the procedure and/or interpretation as specified in the fee code item,

(c) producing the usual report, and

(d) supervision of diagnostic imaging services by the Nuclear Medicine Specialist.

If the examination requested by the referring physician yields abnormal findings, or if it would yield
information which in the opinion of the Nuclear Medicine Specialist would be insufficient, or if a
different examination is necessary to obtain the diagnostic information required, then, governed by
the needs of the patient, the Nuclear Medicine Specialist may add additional views or change the
examination and claim accordingly. Such additions or changes must be noted on the examination
request form or in the report for that exam and signed by the Nuclear Medicine Specialist.

An unsuccessful procedure should be claimed as successful. IC is required.
IV injection fees are not included in any interpretation fee.

The fee for a “special additional view” may only be claimed for interpretation of a view which is not
considered to be included in the routine examination of that part or area and which has been
specifically requested by the referring physician or deemed clinically necessary by the interpreting
Nuclear Medicine Specialist.

Special visit premiums are payable in addition to the procedural fees. The premiums apply when the
Nuclear Medicine Specialist is asked to return to the hospital after normal working hours as follows:

(a) Daytime special visit — (Monday to Friday), or

(b) Special visits during evenings — (6:00 p.m. to midnight, Saturdays, Sundays, and Statutory
Holidays), or

(c) Special visits during the night — (midnight to 8:00 a.m.)

Only one special visit premium per trip to the hospital is payable regardless of the number of scans
examined. An additional premium is payable for additional trips made within the same shift or period
as outlined.
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13. OBSTETRICS

131

13.2

13.3

134

135

13.6

13.7

The SURGICAL PROCEDURES Section of this Preamble applies to all obstetrical procedures
unless otherwise stated.

The delivery fee includes routine in-hospital pre-delivery assessment and daily care as well as the
management of labour.

llinesses or conditions resulting from, or associated with, pregnancy requiring added hospital care
should be charged on a per diem basis up to the day prior to delivery. Remarks Code 07 should be
indicated on claims for these SHVs.

“Attendance at Labour” is payable when a Family Physician refers a patient in labour to another
physician for delivery because of complications. If the complication results in a Caesarean or other
operative delivery and the Family Physician assists, that physician is entitled to the assistant’s fee as
well as the “Attendance at Labour” fee.

Care of the newborn is not included in the obstetrical fee.

The Anaesthesiologist’s services include ordinary and immediate care of the newborn. When active
resuscitation is necessary, add three units of anaesthetic time.

Fee code 80010 represents routine post-partum in-hospital care, regardless of the number of days
the patient remains in hospital.
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14. SURGICAL PROCEDURES

141

14.2

Surgical procedural codes and their associated fees are intended to remunerate the physician for all
parts of the procedure that are the integral components of the procedure. It is not appropriate to
unbundle (de-construct) the procedure into constituent parts and bill MCP for these codes in addition
to the procedure codes. Unless otherwise stated, the fee listed for a surgical procedure is a
composite fee that includes payment for the following:

(@)
(b)

()

(d)
(e)
()
(9)

(h)

the procedure, including the surgical approach and closure,

identification and protection of structures within or adjacent to the operative field such as
arteries, nerves, ureters, etc.,

administration of an anaesthetic and/or other medication prior to, during, or immediately after the
procedure(s) (unless otherwise specified in this Payment Schedule),

the use of imaging guidance by the physician(s) performing the procedure,
all examinations other than consultations rendered within two days prior to the procedure,
pre-operative care for two days prior to the procedure,
post-operative SHVs for up to 14 days of care commencing on the day after surgery,
The starting point for the calculation of SHV benefits after the 14 days included in the
procedural fee is the date of admission if admitted by the surgeon or the date of transferal, if

transferred for another specialty.

When immediate post-operative chemotherapy for malignancy is commenced, SHVs are
payable to the physician rendering the service. Claims must be submitted IC.

routine post-operative office or out-patient visits, for up to 42 days commencing on the day after
surgery, are included in the surgical fee and are not eligible to be claimed by another physician
in the same specialty as the operating surgeon. However, post-operative visits may be claimed
if the patient is seen by a physician in the same specialty as the operating surgeon, and the
service is rendered at a site in excess of 16 kilometers from the community in which the surgical
procedure was performed. This requires the use of Remarks Code 25 on the claim form.

The following items are not included in the surgical fee and may be claimed in addition, if applicable:

(@)
(b)

(c)
(d)

()

consultation prior to surgery,

subsequent surgical procedures, including Diagnostic and Therapeutic Section fee code, for the
same condition,

premium on non-elective, non-scheduled surgical procedures,

premium applicable to a special in-patient visit requested by the hospital for which a visit fee is
not payable,

premium for specific, approved major surgical procedure(s) on morbidly obese patients,
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14.3

14.4

14.5

14.6

14.7

() pre and post-operative visits not related to procedure:
Visits made within the 2-day pre-operative period or 42-day post-operative period for a
condition unrelated to the one for which the procedure was done, are eligible to be claimed
by any physician rendering the service.

Remarks Code 20 must be used by Family Physicians claiming these services.

(g) visits related to complications of surgery:
Office, home or out-patient visits made within the 42-day post-operative period because of
complications are eligible to be claimed by any physician rendering the service. Remarks
Code 24 must be used.

(h) routine post-operative care by Family Physicians:
Family Physicians are eligible to claim office or out-patient visits for routine post-operative
care during the 42-day post-operative period. Fee code 118 or 418 must be claimed.

For claim assessment purposes, a surgeon who performs a non-IOP surgical procedure on a patient
is deemed to be the attending physician for the first 14 post-operative in-patient days and for the first
42 total post-operative days.

When a procedure is specified as “Independent Operative Procedure” (IOP), the procedural fees
may be charged in addition to visit fees, consultation, etc.

IOPs when not included in another procedure or visit fee, are payable at the full listed fee whether
done alone or with another procedure. Fees for non-IOPs are not affected by IOPs done at the
same sitting.

When an IOP is done in conjunction with other non-IOPS, there should be no charge for pre- and
post-operative care related to the IOP, but the listed IOP fee should be charged in these
circumstances.

When multiple IOPs are performed at the same time by the same physician, the listed procedural
fees should be charged in full but the pre- and post-operative visit fees should be charged as if only
one procedure had been performed.

When different operative procedures are done by two different surgeons under the same anaesthetic
for different conditions, the fee will be 100% of the listed fee for the major procedure for each
surgeon.

If the nature or complexity of a procedure requires more than one operating surgeon, each providing
a separate service in a specialized field, each surgeon may claim the full listed fee for the procedure
performed. This however, does not apply to those cases where an additional surgeon is involved
simply because they may be more skilled in carrying out the procedure. Neither does it apply to
those cases where one or more additional surgeons perform components of a main procedure for
which there is listed a combined tariff. In those cases, the additional surgeon may claim assistant’s
fee only for the procedures.

When more than one operative procedure is performed by the same surgeon at the same time under
the same anaesthetic, the fee shall be the full fee for the major procedure and all other procedures
shall be paid at the rate of 85% of the listed fee for each procedure (exception: IOPs). However, in
the case where an appendix or ovarian cysts(s) is removed incidentally during an operation, no
additional charge should be claimed.
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14.8

14.9

14.10

14.11

14.12

14.13

14.14

14.15

14.16

14.17

When a patient is re-admitted to hospital because of a post-operative complication which does not
require a surgical procedure, the physician attending this re-admitted patient should claim as for a
new admission.

When an emergency surgical procedure is performed in the course of a home visit, the visit fee
should be charged in addition to the procedure fee. A note of explanation is required to expedite
processing.

Procedures that are non-elective, unscheduled, and which either require the services of an
Anaesthesiologist, or which are performed using one of the regional nerve blocks specified in fee
code 54150 for local anaesthetic purposes, qualify for premiums as listed in the Premiums Section of
the Preamble.

When a physician administers an anaesthetic and/or other medication prior to, during, or
immediately after a procedure(s) which the physician performs on the same patient, the procedure(s)
only should be claimed. However, when a physician administers a retrobulbar, stellate ganglion,
femoral, sciatic, ilioinguinal, iliohypogastric, ulnar, median, radial block for local anaesthetic
purposes, or epidural for delivery block in addition to performing the procedure, fee code 54150
should be claimed in addition to the procedure fee.

Where hypothermia is used, a charge in addition to the procedure fee should be made by the
surgeon, unless otherwise specified. See fee codes 94802. For Anaesthesiologist’s charge, see fee
codes 94800 and 98100.

The fee for total hip replacement includes denervation of the hip joint and adductor or abductor
tenotomy.

When laryngoscopy and bronchoscopy are carried out as combined procedures, the physician may
claim for only one of the procedures.

No claim should be made for bronchoscopy carried out immediately following thoracic surgery under
the same anaesthetic by the same surgeon.

When debridement of ears under microscopy is carried out for the removal of cerumen for access
purposes only, no charge should be made for the debridement.

The benefit for obtaining a bone graft is not to be claimed in cases of pseudoarthrosis repair, fusions
or for listings in which bone grafting is included.
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15. FRACTURES

151

15.2

15.3

154

155

15.6

15.7

15.8

15.9

15.10

15.11

15.12

Open Reduction shall mean the reduction of a fracture or dislocation by an operative procedure to
include the exposure of the fracture or dislocation or intramedullary means of fixation or Roger
Anderson type of apparatus.

Closed Reduction shall mean the reduction of a fracture or dislocation by non-operative methods,
including skin traction, K-wire, or Steinman’s pin for balanced traction.

No Reduction shall mean the treatment of a fracture or dislocation where no reduction is required
and shall include 42 days of care for that injury.

The stated fee covers full treatment including necessary after care up to 42 days by physicians of the
same specialty. This includes the removal of a wire or other device when used for traction or
external fixation in the treatment of a fracture or other orthopaedic procedures. A charge may be
made for removal of a device used for internal fixation in addition to the procedural fee.

The benefit for obtaining a bone graft is not to be claimed in cases of pseudoarthrosis repair, fusion,
or for listings in which bone grafting is stated to be included in the fee.

In multiple fractures or dislocations treated at the same sitting, the fee for the major procedure shall
be the full listed fee and the other fractures or dislocations shall be at 85% of the listed fee.

In cases where two or more reductions (closed or open) are performed for one fracture by one or
more surgeons, the full fee should be charged for the final reduction and after care. Previous
reduction(s) should be charged at 85%.

Compound fractures or dislocations requiring extensive debridement qualify for an additional fee
which is listed after the fee for open reduction of the fracture.

If reconstructive procedures on soft tissues are required, such services should be claimed on their
own merit. Claims must be billed IC and the OR report submitted.

Where a patient is transferred to another surgeon for after care of a fracture or dislocation treated by
“no reduction” or “closed reduction”, the surgeon rendering the initial care should claim 75% of the
listed fee and the surgeon rendering the subsequent care 50% except where otherwise specified. In
cases involving open reduction, the percentages are 80% and 40% respectively.

The fee for emergency splinting of a fracture in the Emergency Department should be on the basis of
the emergency room visit plus application of cast if rendered. For claiming purposes, a cast is
defined as “rigid dressing, moulded to the body while pliable and hardening as it dries, to give firm
support.”

Fees for fractures or dislocations include all applications of plaster whether done during the surgery
or at a later date.
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15.13

In the case of fractures, dislocations or minor evulsion fractures not requiring reduction, visit fees
shall apply unless a specific fee is listed. For fractures listed as “visit fees” the following also apply:

(a) when two or more fractures, each listed as “visit fees” are treated, only one visit fee should be
claimed for each visit, even though more than one fracture is assessed, treated, or reassessed.

(b) when fractures which are listed as “visit fees” are treated along with treatment of fractures which
have definite fees listed, visit fees are not payable in addition to claims for the other fracture
care, and

(c) when fractures which are listed as “visit fees” are treated along with other non-IOP surgery, visit
fees are not payable in addition to claims for surgery.
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16. SURGICAL ASSISTANT'S SERVICES

16.1

16.1.1

16.1.2

16.1.3

16.1.4

16.1.5

16.1.6

16.1.7

16.2

16.2.1

Standard Method of Billing

Assistant fees (except specialist assistants) should be claimed by billing the listed basic fee
applicable to the procedure performed and the appropriate fee for the number of time units.

Time units are calculated per operation on the basis of time spent by the physician assisting at that
particular surgery. For the purpose of this calculation, time includes scrub time and time spent in the
operation room. Assistant time units are calculated by allowing one unit for each 15 minutes, except
for the final unit of eligible time which is equal to 15 minutes or part thereof. Units tables for
convenience of billing are located in the Tables Section of this Payment Schedule. For the current
time unit rate, please refer to this table.

Time units should be billed on a separate line using the basic procedural fee code as the first 5 digits
and adding 1, for a total of six digits in the time units fee code.

Claims for assistants’ fees for surgical procedures with no listed assistant basic rate are required to
be submitted IC, and must include the reason why, based on medical necessity, an assistant was
required.

When multiple or bilateral surgical procedures are performed during the same anaesthetic, the
assistant is entitled to claim the basic fee code for the major procedure only, plus any applicable
add-ons, plus total time units. Total time units claimed should be billed under the time unit code for
the major procedure only.

When more than one assistant is required for a surgical procedure, the fee for the second assistant
is calculated in the same manner as the fee for the first assistant.

Where the attendance of a physician is requested by the patient’s other medical attendants for the
sole purpose of monitoring or special supportive care, and when the physician is in constant
attendance, the benefit shall be 3 time units plus time. (Fee code 90020).

When an anaesthetic has begun and the operation is cancelled prior to commencement of surgery,
the assistant who has scrubbed but is not required to do more, should claim using fee code 90040
plus time.

Note 1: If the operation is cancelled after surgery has commenced, the performed
procedural basic plus time units will apply.

Note 2: If the procedure is cancelled prior to the induction of anaesthesia and the assistant
is scrubbed, an SHV only may be claimed.

Dedicated Time Method of Billing

Physicians have the option of billing for surgical assistant’s services according to either the Standard
method described above or the Dedicated Time method.
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16.2.2

16.2.3

16.2.4

16.2.5

16.2.6

16.3

16.4

Dedicated time is defined as time spent in hospital for the provision of requested surgical assistant’s
services. Payment for dedicated time represents payment for all insured services rendered during
the dedicated time. The period of time claimed as dedicated time must not be interrupted in order to
bill for insured services under other methods of billing.

No other insured services may be billed to MCP during the time claimed as dedicated time.

Actual time spent assisting at non-MCP insured procedures, e.g. WorkplaceNL or out-of-province
patients must be subtracted from the time claimed as dedicated time.

Dedicated time units are equal to 15 minutes, except for the final unit of eligible time which is equal
to 15 minutes or part thereof. Units tables for convenience of hilling are located in the Table Section
of this Payment Schedule. For the current time unit rate, please refer to this table.

Note: Instructions with respect to preparation and submission of claims for surgical assistant’s
services using the Dedicated Time method of billing are included in the MCP Physician’s
Information Manual.

When a physician has set aside time to provide assistant’s services and is given less than 18 hours
notice that the scheduled surgical list has been cancelled, the physician may claim payment of time
units. The number of units payable is based on the scheduled start time for the surgical list and
ends when the physician resumes working. A maximum of 12 units of dedicated surgical assist time
units may be claimed. The physician must identify on the claim that the fee claimed is the result of a
cancelled surgical list.

Specialist Assistant

When two surgeons are working together at a procedure for which neither a team fee nor other
method of claiming is set out in the Schedule, one surgeon should be identified as the operating
surgeon and claim accordingly; the surgeon which is assisting should be identified as such and claim
the assistant’s benefit. Certain procedures, because of their difficulty or complexity, require the
services of a specialist assistant and a list of eligible procedures can be obtained from the MCP
Manager of Claims Operations. If a claim is made for a procedure not on this list, it is subject to
internal review and/or adjudication by the Medical Advisory Committee. The specialist assistant rate
is not payable on the sole basis that the assistant is a specialist; the criteria of difficulty and/or
complexity must also be met. The specialist assist rate is 75% of the primary surgeon’s fee and
these claims must be submitted IC.

Premiums

Premiums are payable for non-elective, non-scheduled surgical procedures which are performed
outside of normal working hours. See Section 18.
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17. ANAESTHESIOLOGY SERVICES

171

17.2

17.3

17.4

1741

17.4.2

17.5

17.6

The tariffs listed are for all types of anaesthesia and cover the fees for professional services
including pre-anaesthetic examination (excluding Pre-anaesthetic Clinics) and post-anaesthetic
follow up and all immediate supportive measures, but do not include the cost of material used.

Anaesthetic fees should be claimed by billing the listed basic fee (for the major procedure
performed) and the appropriate fee for the number of time units. When multiple or bilateral surgical
procedures are done during the same anaesthetic, only one basic fee is payable.

Anaesthesia basic fees are listed as unit values. Anaesthesia basic fees must be claimed as dollar
amounts and not as unit values. The amounts payable for each unit value are located in the Tables
Section of this Payment Schedule.

Anaesthetic time begins when the Anaesthesiologist is first in attendance with the patient for the
purpose of creating an anaesthetic state and ends when they are no longer in personal attendance.

Anaesthesia time units are calculated by allowing one unit for each 15 minutes, except for the final
unit of eligible time which is equal to 15 minutes or part thereof.

(a) Time units greater than one hour but less than two hours are payable at double the listed time
unit rate. A units table for convenience of billing is located in the Tables Section of this Payment
Schedule.

(b) Time units greater than two hours are payable at triple the listed time unit rate for all cases,
regardless of the basic fee amount.

Time units should be billed on a separate line using the basic procedural fee code as the first 5 digits
and adding ‘1’ as the sixth digit in the time units fee code.

In most cases, additional fees are not payable. However, any codes listed as “extra” or “add”, and
having a listing in the anaesthesiology columns are billable in addition to the “basic”. See also
“Additional Fees Payable” below. In addition to these service in capacity 3, and any service
rendered in capacity O that are not a routine component of the anaesthesiology service are also
payable.

Epidural Anaesthesia:
(a) Obstetrical Cases

Epidural for Labour — Claim using basic fee code 80042. For the maintenance, claim using
fee code 80044. A maximum of 12 units of 80044 is payable. Time for the (routine) delivery
may be claimed using 800401. A second basic is not payable except in the case of
Caesarean Sections and Operative Deliveries which are considered to be separate
procedures.

Epidural for Post-delivery Pain — This is payable in addition to Epidural for Labour and the
delivery “time”. To bill this, use fee code 54134 only (an additional basic is not payable).
However, if the epidural was set up for post-delivery pain only, use both codes 54132 and
54134.
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17.7

17.8

17.8.1

17.8.2

17.8.3

17.9

(b) Epidural for Non-Obstetrical Cases — Bill using fee code 54132. Bill for the maintenance
using fee code 54134. A maximum of 12 units of the maintenance (code 54134) is payable per
24-hour period.

Cancelled Surgery:

(&) When an anaesthetic has begun and the operation is cancelled due to a complication prior to the
commencement of surgery, the Anaesthesiologist should claim fee code 90040 plus time.

(b) If the operation is cancelled after the surgery has commenced, the performed procedural basic
fee plus time units will apply.

Anaesthesiology Consults:
Generally, consultations are not payable in addition to anaesthetic fees.

However, an anaesthesiology consultation is payable before a procedure if the consultation is
formally requested by a physician in respect of a complicated patient considered for anaesthetic.
Claims for anaesthesiology consultations must be submitted IC supporting the need for the service
claimed.

Routine pre-anaesthetic evaluation of the patient at the request of a physician does not qualify as a
consultation. Consultation fee codes may not be claimed by an Anaesthesiologist in respect of
patients assessed in an organized pre-anaesthetic clinic, regardless of referral.

Additional Fee Codes Billable in Capacity 3:

When an Anaesthesiologist administers an anaesthetic to a patient in the following situations, an
additional fee may be claimed as indicated. These fees should be claimed in Capacity 3.

(&) Anaesthetic wake-up test — This is payable when the patient under general anaesthetic is
awakened during a procedure to assess neurological function, following which the anaesthesia
is recommended. Use fee code 90014.

(b) Fiberoptic intubation — This is payable only when the regular intubation is impossible and is not
payable as a routine replacement. Use fee code 90016.

(c) One lung anaesthesia — This is payable when double-leumen endotracheal tube is placed which
permits selective ventilation of either lung as required by the thoracic procedure. Use fee code
90018.

(d) Children under the age of 1. Use fee code 90024.

(e) Patients 70 to 79. Use fee code 90026.

(f) Patients 80 years or older. Use fee code 90027.

(g) Patients who are in a constant life threatening condition. Use fee code 90028.

(h) Patients who receive anaesthetic in the prone or sitting positions. Use fee code 90030.
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17.11

17.12

17.13

17.14

17.15

(i) Patients who weigh less than 5 kgs. Use fee code 90032.

()) Controlled hypotension — This technique is used in conjunction with anaesthesia to reduce the
patient’s blood pressure to a level at least 25% below the normal for that patient. Bill using fee
code 90034.

(k) Malignant hyperthermia set up and management — This applies when a patient is known to have
malignant hyperthermia or there is a strong suspicion of susceptibility and the Anaesthesiologist
requires full malignant hyperthermia set up and management. Bill using fee code 90036. This
add-on does not apply with fee code 90144.

() Anaesthesiologist management for the emergency relief of acute upper airway (above the
carina) obstruction, excluding choanal atresia. Use fee code 90038.

(m) Patients with body mass index (BMI) greater than 40 who receives general anaesthesia. Use
fee code 90042.

In special cases where the services of more than one Anaesthesiologist are deemed necessary
in the interest of the patient, the basic fee shall be increased by 50% of that listed for the
procedure; each Anaesthesiologist to be entitled to one half of the total basic benefit. Each
Anaesthesiologist will claim for the anaesthesia time they are present. Claims must be
submitted IC. “Additional codes billable” are each payable at 100% of the listed rate to each
Anaesthesiologist.

Where one Anaesthesiologist starts a procedure and is replaced by another part way through a
surgical procedure or delivery, the first Anaesthesiologist should claim the appropriate basic fee
plus time units for the time present. The second Anaesthesiologist may claim for their time units
only. Each Anaesthesiologist should state on their claim which part of the anaesthetic is being
claimed as well as the time begun and completed by them.

In procedures where no fee is listed, or where IC is indicated, the basic portion of the calculated
fee will be the same as listed for a comparable procedure considering region and modifying
conditions or techniques.

When a by-pass pump, with or without an oxygenator, and with or without hypothermia, is
employed in conjunction with an anaesthetic, the anaesthetic “Basic Value” shall be the
equivalent of 28 time units. To compensate for variations in anaesthesiology practice, special
respiratory intensive care or detention for the purpose of intensive treatment of other types
should be billed separately under the appropriate headings.

When a physician administers an anaesthetic and/or medication prior to, during, or immediately
after the procedure(s) which the physician performs on the same patient, the procedure(s) only
should be claimed. However, when a physician administers a retrobulbar, stellate ganglion,
femoral, sciatic, ilioinguinal, iliohypogastric, ulnar, median, radial block for local anaesthetic
purposes, or epidural for delivery block, in addition to performing the procedure, a claim may be
made in addition to the procedure fee, using fee code 54150.

Where the attendance of the Anaesthesiologist is requested by the patient’s other medical
attendants for monitoring, special care, or for immediate availability and where the
Anaesthesiologist is in constant attendance, bill using fee code 90020 plus time. The claim must
be submitted IC. This does not apply to waiting time for scheduled procedures or to the normal
preparation time for emergency procedures.
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17.17

17.18

17.19

Where unusual detention with the patient before or after anaesthesia is essential for the safety
and welfare of the patient, the necessary time will be valued on the same basis as indicated for
the anaesthetic time. For detention not associated with anaesthesia, detention rates and criteria
apply.

When hypothermia is used by the Anaesthesiologist in procedures not specifically identified as
requiring hypothermia, the basic value is 25 units. This basic value replaces the basic value
listed in the schedule for the procedure. The claim must be submitted IC.

Anaesthesia time units may not be claimed by the same Anaesthesiologist for rendering
anaesthesia or other time-reimbursed services to more than one patient at the same time, with
the exception of fee codes 54068, 54134, 54162 and 80044.

Premiums are payable for non-elective, non-scheduled surgical procedures which are performed
outside of normal working hours.
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18. PREMIUMS

18.1

18.2

18.2.1

General Premium Rates

(&) Where a premium fee is applicable based on the time the service is rendered, a starting time
indicator for that service must appear in the patient’s record.

(b) Premiums are not payable for:
i. patients seen for convenience by the physician during a special visit,
ii. visits on regular rounds to registered bed patients,

iii. admission assessments of patients who have been admitted to hospital on an elective
basis, regardless of the time performed, and

iv. maintenance or monitoring procedural fee codes.

(c) Statutory Holidays are as listed in the appropriate MCP Newsletter for that year and do not
include additional Civic Holidays (e.g. Regatta Day). Premiums may be claimed for services
provided on the ACTUAL Statutory Holiday but not on a day held in lieu of the holiday.

Special Visit Premiums
(Special visit premiums applicable to Radiologists and Nuclear Medicine Specialists are described in
Section 11 and 12 of this Preamble):

(a) A special visit is one initiated by a patient or the patient’s representative where the physician is
required to travel from one location to another to see the patient. The type of premium to be
claimed is dependent on where the service is provided, the time of day, and what day the
service is rendered.

(b) A special visit may also involve an emergency call with sacrifice of office hours. The benefits for
this type of special visit applies in a situation where the demands of the patient or the physician’s
interpretation of the patient’s condition are such that the physician responds immediately.

(c) A special visit premium will also be payable for special in-patient visits requested by the hospital
for which no fee is otherwise payable.

(d) Only one special visit premium may be claimed for the same patient, same visit.

(e) Special visit premiums are to be claimed as separate line items or on the same line with the visit
claim. Separate line items apply when no visit is payable or when SHV applies.

Home Visit Premiums

This term applies to all physicians and home visits except home visit made by Family Physicians.
Home visits and “extra patient seen” during a home visit by Family Physicians are not eligible for the
additional claim of a premium as the visit fee listed represents the total fee payable.

For home visits made by specialists, an extra patient seen warrants a premium only if the patient
seen was ill enough to warrant a special visit themselves.
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18.2.2

18.2.3

18.3

18.3.1

18.3.2

Office (or Physician’s Residence) Visit Premiums

A special visit premium is payable for the first patient seen when the physician makes a special trip
to the office or to the physician’s own home from another site (see definition of “Site of Insured
Service” in Section 5.1 of this Preamble) to see a patient outside of normal office hours. Subsequent
patients seen during the same visit do not qualify for an additional premium claim.

If a regular clinic is held on a Saturday, Sunday, or Statutory Holiday, special visit rates do not apply.

Hospital OPD/Emergency and In-Patient Visit Premiums

A premium is payable for the first patient seen when the physician makes a special trip to the
hospital to see the patient, provided that the visit has been specifically requested by the hospital staff
or another physician because of the patient’s condition. Subsequent patients seen during the same
visit warrant an “extra patient seen” premium only if the physician is requested by the hospital staff or
another physician to see those additional patients after arriving for the visit. A special visit premium
is payable for special in-patient visits requested by the hospital staff for which no fee is otherwise
payable.

Premiums payable to physicians who are providing dedicated on-site Emergency Department
coverage, and billing for services rendered on a fee-for-service basis, are listed as premium codes
80 to 89.

Procedural Premiums (For deliveries see 18.4 below)

(a) All Surgeons, Anaesthesiologists, Surgical Assistants who participate in procedures that are
non-elective, unscheduled and which either require the services of an Anaesthesiologist, or are
performed using one of the regional nerve blocks specified in fee code 54150 for local
anaesthetic purposes, are eligible for payment of a premium when the procedures commence
between 6:00 p.m. and 7:00 a.m., or on Saturdays, Sundays, and Statutory Holidays.

(b) The procedural premium code and amount must be billed on the same line as the procedural fee
code and, where applicable, the time units fee code.

Surgeons’ Procedural Premiums:

(a) For procedures that qualify and commence between 6:00 p.m. and midnight, or on Saturdays,
Sundays, or Statutory Holidays:
Claim 30% of each procedure billed, using premium code 01.

(b) For procedures that qualify and commence between 12:00 a.m. and 7:00 a.m.:
Claim 50% of each procedure billed, using premium code 03.

Anaesthesiologists’ Procedural Premiums:

(a) For procedures that qualify and commence between 6:00 p.m. and midnight, or on Saturdays,
Sundays, or Statutory Holidays:
Claim 46% of the basic and time unit fees billed, using premium code 02.

(b) For procedures that qualify and commence between 12:00 a.m. and 7:00 a.m.;
Claim 50% of the basic and time unit fees billed, using premium code 03.
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18.3.3

18.4

184.1

18.4.2

18.4.3

18.4.4

Surgical Assistants’ Procedural Premiums:

(a) For procedures that qualify and commence between 6:00 p.m. and midnight, or on Saturdays,
Sundays, or Statutory Holidays:
Claim 30% of each assistant’s fee payable, using premium code 01.

(b) For procedures that qualify and commence between 12:00 a.m. and 7:00 a.m.:
Claim 50% of each assistant’s fee payable, using premium code 03.

Delivery Premiums

Vaginal deliveries, Caesarean sections, and other operative deliveries performed after hours qualify
for after-hours surgical procedure premiums.

For the delivering physician and surgical assistant, procedure premium code 01 applies from 6:00
p.m. to midnight, or on Saturdays, Sundays, and Statutory Holidays. For the delivering physician
and surgical assistant, procedure premium code 03 applies any night between 12:00 a.m. and 7:00
a.m.

For the Anaesthesiologist, procedure premium code 02 applies from 6:00 p.m. to midnight, or on
Saturdays, Sundays, and Statutory Holidays. For the Anaesthesiologist, procedure premium code
03 applies any night between 12:00 a.m. and 7:00 a.m.

Vaginal deliveries, Caesarean sections and other operative deliveries performed at times other than
those specified above do not qualify for a premium.
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19. SESSIONAL ARRANGEMENTS

191

19.1.1

19.1.2

19.1.3

19.1.4

19.1.5

19.2

19.2.1

19.2.2

19.2.3

19.2.4

General Policy on Sessional Arrangements

Sessional payment is for clinical time spent rendering insured services in lieu of fee-for-service
claims for the services rendered during that time. Administrative meetings/annual program reviews
are not eligible to be claimed as a sessional arrangement.

Physician’s travel time does not constitute “time spent” in a sessional arrangement.
Only physicians eligible to bill fee-for-service are allowed to bill for sessional payment.

No fee-for-service claims may be submitted for insured services rendered while on Sessional duty.
Any exceptions to this rule are listed under the descriptions of the individual sessional arrangements.

Claims for the sessional arrangements must be submitted as described in the Physician’s
Information Manual.

Sessional Approval Process

(a) Sessional arrangements require individual pre-approval from the Department of Health and
Community Services and must be requested in writing to the Administrator of the institution
requiring the sessional service. The written request should include information about the nature
of the insured service to be provided, anticipated patient volume, and clinic frequency.

(b) To qualify for approval as a sessional arrangement, insured physician services must be provided
in a publicly funded facility; either:

i. A multidisciplinary clinic which is dedicated to offering family medicine or specialist
service to patients with chronic/complex problems.

OR

il. A correctional institution.

Organized Sessional Clinics

A claim for sessional payment should represent the time “set aside” or dedicated by a physician for
sessional services.

One session should represent a “committed morning, afternoon, or evening.”
On average, a claim for a half-day session should equate to three hours of service.

Physicians have the option to bill either fee-for-service or sessional for the duration of a clinic.

A-61



October 1, 2026

GENERAL PREAMBLE

19.2.5

19.2.6
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19.3.2
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19.4.2

19.4.3

19.4.4

19.4.5

19.4.6

No fee-for-service billings should occur during the time dedicated to the session, at or outside of the
sessional arrangement. However, emergency services that result from a physician’s on-call
commitment, which occur during “committed sessional time”, may be submitted IC for consideration
for payment. Physicians may bill patients for non-insured services, or services provided to
WorkplaceNL, or out-of-province patients during the time period that a sessional is claimed.

The rates listed are for a half day and represent a committed morning, afternoon, or evening in an
approved organized sessional clinic.

Family Medicine $566.53 per half day
Specialist $659.26 per half day

On-Site Emergency Department Coverage

Fee-for-service physicians who provide dedicated on-site emergency department coverage at
designated facilities are eligible for remuneration at an hourly sessional rate. Currently designated
facilities are listed in Appendix A.

If billing as sessional, no fee-for service billings should occur during the time dedicated to a
sessional, at or outside the sessional arrangement, with the exception of out-of-province, out-of-
country, and WorkplaceNL claims. Sessional is intended to cover time spent in the facility.

Physicians have the option to bill either fee-for-service or sessional for the duration of a shift.
Dedicated On-Site 24-Hour ICU Sessional Coverage

This sessional is for the claiming of dedicated, on-site, ICU services at facilities designated by the
HCS.

The facilities designated for the claiming of this sessional arrangement are:
(a) Health Sciences Centre, St. John'’s

(b) St. Clare’s Mercy Hospital, St. John’s

Payment of the 24-hour sessional for each facility is based on the number of designated beds
multiplied by the applicable daily bed rate.

MCP must officially be notified if and when the number of beds in a unit changes.
For claiming purposes, the 24-hour sessional starts at 8:00 a.m.

If, at any time, during a 24-hour sessional period, a bed is occupied by a non-Canadian, out-of-
province, or third party patient, the claim for payment should be reduced by the value of the daily bed
rate multiplied by the number of such patients.
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20. CATEGORY ‘B’ EMERGENCY DEPARTMENT COVERAGE BY FEE-FOR-

SERVICE FAMILY PHYSICIANS

The interim rate structure set out in MCP newsletters 26-04 will remain in place until implementation
of the new payment model.

20.1  Fee-for-service Family Physicians who are scheduled to immediately respond to the emergency
needs for a Category ‘B’ designated facility, that provides 24-hour emergency services, are eligible
to bill an hourly fee.

20.2  Eligible facilities are listed in Appendix B and include HCS facilities designated as either an Acute
Care Facility or Health Care Centre that require 24-hour primary care emergency services, excluding
those facilities listed in Appendix A.

20.3  Daytime coverage on weekdays
An hourly fee of $56.65 must be billed for daytime coverage, 8:00 a.m. to 6:00 p.m. Monday to
Friday. During that time fee-for-service Family Physicians may also bill for individual insured
services using the appropriate fee code as listed in this payment schedule.

After hours, weekend and statutory holiday coverage

Fee-for-service Family Physicians may bill an all-inclusive hourly rate of $78.84 for after-hours
coverage from 6:00 p.m. to 8:00 a.m. Monday to Friday, all day Saturday, all day Sunday, and all
day on RHA designated statutory holidays. If the hourly rate of $78.84 is billed, no fee-for-service
claims are payable. Alternatively, they may bill the hourly rate of $56.65 plus fee-for-service billings.
The method of billing is at the physician’s discretion but must apply for the entire shift or period of ED
coverage provided.

Shift definition

A shift is a period of continuous ED coverage by a physician. For example, when a physician
provides weekend coverage from 6:00 p.m. on Friday to 8:00 a.m. on Monday that period is
considered a single shift for billing purposes. A shift must be of at least eight hours duration; it
cannot be divided into shorter periods for billing purposes.

20.4  Instructions with respect to preparation and submission of claims for this service are included in the
MCP Physician’s Information Manual.
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21. LONG TERM CARE FACILITY COVERAGE BY FAMILY PHYSICIAN

21.1

21.2

21.3

21.4

215

Family Physicians who provide clinical services and coverage to HCS designated long term care
facilities that have long term care beds are eligible for payments of a per diem fee.

To qualify for claiming the per diem fee, physicians must provide comprehensive 24-hour coverage
for all medically necessary services to the facility.

The fee for each facility is unique, based on the number of registered beds in the facility. Currently,
designated facilities, the applicable facility numbers, and rates are listed in Appendix C.

Instructions with respect to preparation and submission of claims for this service are included in the
MCP Physician’s Information Manual.

Direct patient care visit(s) to these facilities can be claimed on a fee-for-service basis and paid in
addition to the per diem fee. These services must be claimed using the dedicated nursing home visit
codes for Family Medicine. The home’s facility number must be entered on claims for these
services.
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22.  RURAL FAMILY PHYSICIAN HOSPITAL PREMIUM

22.1

22.2

During claims processing, MCP automatically applies a 20% premium to claims submitted by Family
Physicians for specific hospital fee codes in Capacities 0 and 3. It is not necessary to claim this
premium.

The premium is applied to specific services rendered in the following approved facilities:

Facility Number | Facility Name
0022 U.S. Memorial Health Centre, St. Lawrence
0051 Baie Verte Peninsula Health Centre, Baie Verte
0141 Dr. Charles S. Curtis Memorial Hospital, St. Anthony
0159 Labrador West Health Centre, Labrador City
0167 Labrador Health Centre, Happy Valley-Goose Bay
0183 Sir Thomas Roddick Hospital, Stephenville
0191 Dr. C.L. LeGrow Health Centre, Port aux Basques
0221 Notre Dame Bay Memorial Health Centre, Twillingate
0230 Carbonear General Hospital, Carbonear
0248 Dr. G.B. Cross Memorial Hospital, Clarenville
0299 Dr. Y.K. Jeon Health Centre, Brookfield
0302 Burin Peninsula Health Care Centre, Burin
0311 Connaigre Peninsula Health Care Centre, Harbour Breton
0329 Fogo Island Hospital, Fogo
0337 Dr. A.A. Wilkinson Memorial Health Centre, Old Perlican
0345 Bonavista Community Health Centre, Bonavista
0353 Dr. Walter Templeman Community Health Centre, Bell Island
0388 Calder Health Care Centre, Burgeo
0396 Rufus Guinchard Health Care Centre, Port Saunders
0418 Placentia Health Centre, Placentia
0426 Green Bay Community Health Centre, Springdale
0434 A.M. Guy Memorial Health Centre, Buchans
0442 Bonne Bay Health Centre, Bonne Bay
0451 Dr. Hugh Twomey Health Care Centre, Botwood
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22.3

The premium is applied to the following approved fee codes during claims processing:

Hospital Visit Premiums

70-99

Hospital Visits

301-481

Diagnostic & Therapeutic Services

540000-551561

Obstetrical Procedures

800020-810381

Surgical Dental Procedures

840400-849301

Surgical Procedures

900080-994921

Procedure Premiums

01-03
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23. PHYSICIAN REGISTRATION

23.1  All physicians receiving funding from MCP for clinical services provided must be registered with MCP
through completion of a Provider Registration Form.

23.2  Additions to, or changes in location of practice, either full or part-time require notification to MCP
prior to the changes being effective.

24. LOCUM COVERAGE

Written documentation of locum practice/services is required for all physicians. Contact MCP for
current policy and forms.
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APPROVED CATEGORY ‘A’ FACILITIES

24-HOUR ON-SITE EMERGENCY DEPARTMENT COVERAGE

Hospital Number | Hospital Name
0141 Dr. Charles S. Curtis Memorial Hospital, St. Anthony
0159 Labrador West Health Centre, Labrador City
0167 Labrador Health Centre, Happy Valley-Goose Bay
0175 Western Memorial Regional Hospital, Corner Brook
0183 Sir Thomas Roddick Hospital, Stephenville
0205 James Paton Memorial Hospital, Gander
0213 Central Newfoundland Regional Health Centre, Grand Falls-Windsor
0230 Carbonear General Hospital, Carbonear
0248 Dr. G.B. Cross Memorial Hospital, Clarenville
0256 Health Sciences Centre, St. John’s
0264 St. Clare’s Mercy Hospital, St. John’s
0281 Janeway Children’s Health & Rehabilitation Centre, St. John's
0302 Burin Peninsula Health Care Centre, Burin
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APPROVED CATEGORY ‘B’ FACILITIES

24-HOUR EMERGENCY DEPARTMENT COVERAGE

Facility Number | Facility Number
0016 Grand Bank Community Health Centre, Grand Bank
0022 U.S. Memorial Health Centre, St. Lawrence
0051 Baie Verte Peninsula Health Centre, Baie Verte
0191 Dr. C.L. LeGrow Health Centre, Port aux Basques
0200 North Haven Emergency Centre, Lewisporte
0221 Notre Dame Memorial Health Centre, Twillingate
0299 Dr. Y.K. Jeon Health Centre, Brookfield
0311 Connaigre Peninsula Health Care Centre, Harbour Breton
0329 Fogo Island Hospital, Fogo
0337 Dr. A.A. Wilkinson Memorial Health Centre, Old Perlican
0345 Bonavista Community Health Centre, Bonavista
0353 Dr. Walter Templeman Community Health Centre, Bell Island
0388 Calder Health Care Centre, Burgeo
0396 Rufus Guinchard Health Care Centre, Port Saunders
0400 Dr. William Newhook Community Health Centre, Whitbourne?!
0418 Placentia Health Centre, Placentia
0426 Green Bay Community Health Centre, Springdale
0434 A.M. Guy Memorial Health Centre, Buchans
0442 Bonne Bay Health Centre, Bonne Bay
0451 Dr. Hugh Twomey Health Care Centre, Botwood?

1 Dr. William Newhook Community Health Centre, Whitbourne does not have Emergency Department Coverage.

2 Dr. Hugh Twomey Health Care Centre, Botwood has 12-Hour Emergency Department Coverage.
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HCS DESIGNATED LONG TERM CARE FACILITIES
WITH LONG TERM BEDS

NFSﬁigte)/r Facility Name Rate
0022 U.S Memorial Health Centre, St. Lawrence $70.98
0051 Baie Verte Peninsula Health Centre, Baie Verte $34.58
0159 Labrador West Health Centre, Labrador City $21.84
0191 Dr. Charles LeGrow Health Centre, Port aux Basques $54.60
0200 Lewisporte Health Centre, Lewisporte $114.66
0221 Notre Dame Bay Health Centre, Twillingate $58.24
0311 Connaigre Peninsula Health Centre, Harbour Breton $36.40
0329 Fogo Island Health Centre, Fogo Island $20.02
0353 Dr. Walter Templeman Health Care Centre, Bell Island $27.30
0388 Calder Health Centre, Burgeo $32.76
0396 Rufus Guinchard Health Centre, Port Saunders $40.04
0418 Placentia Health Centre, Placentia $136.50
0426 Valley Vista Senior Citizen’s Home, Springdale $141.96
0434 A.M. Guy Memorial Health Centre, Buchans $38.22
0442 Bonne Bay Health Centre, Norris Point $25.48
0451 Dr. Hugh Twomey Health Care Centre, Botwood $182.00
0800 Glenbrook Lodge, St. John's $180.18
0801 Caribou Memorial Veteran’s Pavilion, St. John’s $98.28
0802 St. Patrick’s Mercy Home, St. John'’s $380.38
0804 Saint Luke’'s Home, St. John's $202.02
0806 Agnes Pratt Home, St. John’s $238.42
0810 Pleasant View Towers, St. John’s $833.56
0815 Carbonear Long Term Care, Carbonear $414.96
0818 Blue Crest Interfaith Home, Grand Bank $109.20
0819 Dr. Albert O'Mahony Memorial Manor, Clarenville $80.08
0820 Lakeside Homes, Gander $185.64
0821 Gander Long Term Care Home, Gander $109.20
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HCS DESIGNATED LONG TERM CARE FACILITIES
WITH LONG TERM BEDS

0822 Carmelite House, Grand Falls-Windsor $116.48
0823 Grand Falls-Windsor Long Term Care, Grand Falls-Windsor $109.20
0825 Corner Brook Long Term Care and Protective Care Residence, Corner Brook $529.62
0827 Western Long Term Care Home, Corner Brook $191.10
0828 Bay St. George Senior Citizens’ Home, Stephenville Crossing $205.66
0829 Bonnews Lodge, Badger’'s Quay $81.90
0831 Corner Brook Community Health Centre, Corner Brook $81.90
0832 John M. Gray Centre, St. Anthony $98.28
0834 Labrador South Health Centre, Forteau $29.12
0836 Happy Valley-Goose Bay Long Term Care Home, Happy Valley-Goose Bay $125.58
0837 Clarenville Protective Care Residence, Clarenville $21.84
0839 Golden Heights Manor, Bonavista $127.40
0841 Bonavista Bungalows Protective Community Residence, Bonavista $21.84
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IMMUNIZATION OF DESIGNATED TARGET POPULATIONS

Immunization of target populations designated by HCS are MCP insured services. Rules for billing these
services are included in Section 9.4 of the Preamble.

The contacting of target population patients to remind them of the availability of the immunization will not be
viewed by MCP as solicitation.

IMMUNIZATION AGAINST MEASLES, MUMPS AND REBELLA (MMR)

The target population designated by HCS for immunization against measles, mumps, and rubella is limited to
the categories of adult beneficiaries outlined in Recommendations for Immunization with MMR for Adults
(p-10) as well as Measles Vaccination for Travelers (p. 13) of Measles: Information for Healthcare Providers.
Please note that children and those requiring MMR for post-exposure prophylaxis are not included in the
designated target population.

IMMUNIZATION AGAINST TETANUS, DIPTHERIA, AND PERTUSSIS

The target population designated by HCS for immunization against pertussis is limited to the following
categories of beneficiaries:

e Those MCP beneficiaries for whom ten years have passed since receiving a pertussis-
containing vaccine in adolescence. One booster dose is payable for each adult requiring it.

The target population designated by HCS for immunization against tetanus is limited to the following
categories of beneficiaries:

e Those adults greater than 18 years of age for whom ten years have passed since receiving
vaccination against tetanus. Immunization is recommended every ten years.

e Those adults greater than 18 years of age requiring active immunization with a tetanus-
containing vaccine for wound management. Please see the following document for
recommendations for tetanus immunization in wound management: Immunization Programs

for High Risk Groups.

IMMUNIZATION AGAINST PNEUMOCOCCAL DISEASE WITH 20-VALENT (PNEU-C-20) CONJUGATE
VACCINE

The target population designated by HCS for immunization against pneumococcal disease with Pneu-C-20 is
limited to the following categories of beneficiaries:

e All adults 65 years of age and older are eligible for one dose of Pneu-C-20.

e Adults 18 years of age and older with medical or environmental risk factors resulting in an
increased risk of invasive pneumococcal disease (IPD) are eligible for one dose of Pneu-C-
20. For further information on conditions resulting in increased risk of IPD, please see
Provincial-lmmunization-Manual-pneumococcal-conjugate-vaccine-section.pdf.

e Adults who have received a hematopoietic stem cell transplant should be immunized
with Pneu-C-20 following completion of the transplant and upon agreement with their
transplant specialist.
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IMMUNIZATION OF DESIGNATED TARGET POPULATIONS

IMMUNIZATION AGAINST SHINGLES

The target population designated by HCS for immunization against shingles is limited to the following
categories of beneficiaries. Eligible beneficiaries should receive two doses of shingles vaccine spaced two
to six months apart for optimal protection.

e Adults 50 years of age and older.

e Adults 18-49 years of age with immunocompromising conditions. For a list of eligible
immunocompromising conditions, please see Provincial-lmmunization-Manual-Shingles-Program.pdf.

IMMUNIZATION AGAINST INFLUENZA

Immunization against influenza is now available universally.
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NON-INSURED SERVICES LIST

Services which are not insured services under the Medical Care and Hospital Insurance Act are defined in
the Medical Care Insurance Insured Services Regulations. The following list represents current MCP
policy with respect to non-insured services based on the Medical Care Insurance Insured Services
Regulations. Inquiries relating to the insurability of a specific service not listed in the Insured Services
Regulations or the Medical Payment Schedule should be directed to the office of the Assistant Director of
Medical Services.

e health examinations, including pre-employment, pre-school, periodic and insurance physicals,

e vaccination of persons who are not part of target populations designated by the HCS. (See
Appendix D),

e visits for renewal of prescription only,

e Xx-ray, laboratory or other diagnostic and therapeutic services provided outside a hospital, unless
approved by HCS,

e experimental treatments and procedures,

e services associated with clinical trials,

e laser surgery for vascular lesions not listed in existing HCS policy,
e services associated with hair transplantation,

e injection of asymptomatic superficial veins,

e epilation,

e excision of redundant skin for elimination of wrinkles,

e excision or destruction of tattoos, and

e surgery, including laser surgery, for correction of refractive errors.
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SCAR REVISION

1. Trauma Scars
(&) Neck or Face:
i. Includes ears and non-hair bearing areas of the scalp.

ii. Repair of all such scars is an insured benefit, except for scars resulting from previous
surgery to alter appearance that was not originally a benefit.

iii. Repair procedures will depend upon the lesion but may include excision, revision,
dermabrasion, etc. Rhytidectomy procedures for cosmetic reasons, however, are not
insured benefits.

(b) Scars in other Anatomical Areas:

i. Repair of scars which interfere with function or which are significantly symptomatic (pain,
ulceration, etc.) is an insured benefit.

ii. Scars with no significant symptoms or functional interference:

e Repair is an insured benefit if such a repair is part of a pre-planned post-
traumatic (including post-surgical) staged process.

e Other post-traumatic scar revision is not an insured benefit.

e Scar revision should not be claimed when excision of a scar is the method of
gaining access to the surgical site of the major procedure.

Scar revision codes (90336 to 90348) should be used when the method employed involves
cutting of tissue and closure with sutures. Dermabrasion fee codes (90576 to 90584) should be
used in cases involving dermabrasion or laser surgery.
2. Keloids
(a) Head or Neck:
i. The repair of all such keloids is an insured benefit.
ii. Repair procedures may include excision, injection, dermabrasion or planing.

(b) Excision of keloids in other areas:

i. Not an insured benefit unless significantly symptomatic (pain, ulceration, etc.) or
there is a functional impairment.

Scar revision codes (90336 to 90348) should be used when the method employed involves
cutting of tissues and closure with sutures. Dermabrasion fee codes (90576 to 90584)
should be used in cases involving dermabrasion or laser surgery.
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HYPERBARIC OXYGEN THERAPY

The following indications are approved uses of hyperbaric oxygen therapy as defined by the Hyperbaric
Oxygen Therapy Committee of the Undersea and Hyperbaric Medical Society. They are insured by and
billable to MCP:

e Air or Gas Embolism

e Carbon Monoxide Poisoning
Carbon Monoxide Poisoning Complicated by Cyanide Poisoning

e Clostridial Myositis and Myonecrosis (Gas Gangrene)

e  Crush Injury, Compartment Syndrome, and other Acute Traumatic Ischemias
e Decompression Sickness

e Enhancement of Healing in Selected Problems Wounds

e Exceptional Blood Loss (Anemia)

e Intracranial Abscess

e Necrotizing Soft Tissue Infections

o Osteomyelitis (Refractory)

e Delayed Radiation Injury (Soft Tissue and Bony Necrosis)

e Skin Grafts and Flaps (Compromised)

e Thermal Burns
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CONSULTATIONS AND VISITS
SPECIAL VISIT PREMIUMS
These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP  Spec.

50
52
53

60
61
62
63

66
67
68
69

70
71
72
73

76
i
78
79

Office (or visit to Physician’s Residence) - see applicable Preamble section

Special visit to the office premiums - (1% patient seen) — to be billed in addition to

applicable office visit fee code.
Monday to Friday between 8:00 a.m. and 6:00 p.m. outside regular scheduled office hours 26.23 18.53

Saturdays, Sundays or Statutory Holidays, or 6:00 p.m. to midnight .............................. 32.74 37.05
Patient initiated non-elective (special) service rendered between midnight and 8:00 a.m. ...  39.24  55.64
Notes:

1. Special visit premiums are not payable in addition to the following services:
- visit for well-baby care
- detention
2. No premiums are payable for extra patients seen outside regular hours in the
physician’s office or residence.

Home Not applicable to Family Medicine — see applicable Preamble section

Special visit to the home premiums — (1% patient seen) — to be billed in addition to
applicable home visit fee code.
Monday to Friday between 8:00 a.m. and 6:00 p.m.

- without sacrifice of office NOUIS ..., NC  18.53
- with sacrifice of Office hoUrs ... ... NC 37.05
Saturdays, Sundays or Statutory Holidays, or 6:00 p.m. to midnight...................ccoooeevinie NC 37.05
Patient initiated non-elective (special) service rendered between midnight and 8:00 a.m. ... NC 55.64

Extra patient seen premiums
Monday to Friday between 8:00 a.m. and 6:00 p.m.

- without sacrifice of office hours ... e NC 10.60
- with sacrifice of Office hoUrs ... s NC 15.86
Saturdays, Sundays or Statutory Holidays, or 6:00 p.m. to midnight...................c...ienie NC 15.86
MidNIght t0 8:00 @M. ..ttt et e e e e e e e e e NC 2431

Notes:
1. Special visit premiums are not payable in addition to detention.
2. NC = No charge

Hospital In-Patient - see applicable Preamble Section

Premiums on in-patient services — (1% patient seen) — to be billed in addition to
applicable
in-patient fee code or alone if visit is not payable. NC NC
Monday to Friday between 8:00 a.m. and 6:00 p.m.
Physician in-NOSPItal..........oiiii i e s

- special visit, without sacrifice of office hours..............ccocoiiii e, 20.89 20.89
- special visit, with sacrifice of office hours ... 41.66 41.66
Saturdays, Sundays or Statutory Holidays, or 6:00 p.m. to midnight .........................oceee 58.56 58.56
Non-elective (special) service rendered between midnight and 8:00 a.m. ........................ 87.86 87.86

Extra patient seen premiums — (in-patient) (when the physician has been specifically
requested to see the patient)
Monday to Friday between 8:00 a.m. and 6:00 p.m.

- without sacrifice of office hours ... 11.88 11.88
- with sacrifice of office hours ... 17.85 17.85
Saturdays, Sundays, or Statutory Holidays, or 6:00 p.m. to midnight .............................. 28.55 28.55
Midnight t0 8:00 @.IM. ...t e e e e e e e e e e e 4294 4294

Notes:
1. Special visit premiums are not payable in addition to detention.
2. NC = No Charge
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SPECIAL VISIT PREMIUMS
These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code FP  Spec.

Hospital Out-Patient and Emergency — see applicable Preamble section

Premiums for physicians doing dedicated on-site emergency department coverage
at approved Category ‘A’ facilities — to be billed in addition to visit fee code

Note:
First patient seen during on-site coverage may be claimed as a special visit.

First patient seen on shift

80 - Monday to Friday, 8:00 a.m. t0 6:00 P.M. ....iiitiii i e e e 29.90 1853

82 - Saturdays, Sundays or Statutory Holidays, or 6:00 p.m. to midnight ................... 36.41 37.05

83 - mMIdNIght t0 8:00 @M. ..o e e 43.48 55.64
Each additional patient seen on shift

- Monday to Friday, 8:00 am to midnight ... NC NC

88 - Saturdays, Sundays or Statutory Holidays, 8:00 a.m. to midnight ...................... 4.68 4.68

89 - mMIdNIGht 0 8:00 @M. Lu.iiiit it e e e 7.67 7.67

Premiums on Emergency or OPD services — for physicians not doing dedicated on-site
emergency department coverage at approved Category ‘A’ facilities — (15 patient seen)
— to be billed in addition to applicable visit fee code.

Monday to Friday between 8:00 a.m. and 6:00 p.m.

- physician already in-hoSpital ..........coooeiiiii i NC NC
90 - special visit, without sacrifice of office hours ................oooiii i, 32.26 20.89
91 - special visit, with sacrifice of office hours ... 41.00 41.66
92  Saturdays, Sundays or Statutory Holidays, or 6:00 p.m. to midnight ....................ccoeeene. 59.21 58.56
93 Non-elective (special) service rendered between midnight and 8:00 a.m. ........................ 75.12 87.86

Extra patient seen premiums — (Emergency or OPD)
Monday to Friday between 8:00 a.m. and 6:00 p.m.

96 - without sacrifice of Office hOUIS ... e, 11.88 11.88

97 - with sacrifice of OffiCE NOUIS ... ..ooviii e s 17.85 17.85

98 Saturdays, Sundays or Statutory Holidays, or 6:00 p.m. to midnight .............c.....ooeevinnni. 29.84 2855

99 MiIdNIGht 10 8:00 @M. ...ttt ittt e e e e e e e e e e e e 4294 42,94
Notes:

1. Special visit premiums are not applicable for scheduled OPD clinics.
2. Special visit premiums are not payable in addition to detention.
3. NC = No Charge
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CONSULTATIONS AND VISITS
FAMILY MEDICINE

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
(0 ) R 0o T o LS ¥ | 7= oo PP 92.88
108  Sexual aSSAUIt BSSESSIMENT ...c..uiiiiiiii ettt e et e et e e bt et e nab et e anbb e e enan e e e nanees 308.70
111 Pre-dental general aSSESSMENT ... ...t ettt e e e e 74.30
112 GENETAL @SSESSIMENT ...t ittt it et ettt et e e et et e et e et e et e e e e e e 92.88
114 GENEIAI FEASSESSIMENT ... ..ttt et et et e et e et e et et et et e e e en e tea e tetea e aen et eaa 46.44
118 ROULINE POSE-0PEIALIVE CAIE ... ettt et e e et e et e et et et et et e e e et e eea e aeaenenas 37.15
119 Prenatal Care Subsequent ASSESSMENT ... ... e e e e e e e 55.73
121 Partial @SSESSMENL ... e e e e e e e e 37.15
122 Visitfor Well-Dabhy Care ..o e e e e e e 74.30
123 Partial assessment of a patient who is 6510 74 years of @ge .......cooovviiiiiiiiii i s 46.44
124 Partial assessment of a patient who is 75 years of age orolder ...........c..ocovii i, 55.73
126 Partial assessment of a patient who received a WorkplaceNL service during the same office visit.. 37.15
127 Chronic Disease Management of a patient under 75 years of age ..........c.oooiiiiiiiiii i, 55.73
128 Comprehensive Geriatric ASSESSMENT ... ... ... ittt et et e et et e e e e eenene aeens 393.06
129 Family Medicine Counselling, bill using fee code 121, 123, or 124, per Ya hour ..........c.....cc.u..... add 10.00
Psychotherapy:
131 Individual, per ¥2 hour or major part thereof ... .....ooii i e 74.30
132 Group (4 to 8 people) per member, per hour or major part thereof ...............ccooeiiii i, 27.86
136 Family therapy (2 or more family members), per ¥2 hour, per family ...............oocviii e, 83.59
139  Add on fee for patients seen in scheduled after hours clinics, see General Preamble 7.1 for
E=To] o] [[o= 1] [N oo Lo [= 2SR add 15.00
147 Driver medical examination of a patient who is 75 years of age or older, as required by Motor
Registration for age (fee includes completion of any necessary documentation as per Section
3.3 of the MCP Medical Payment Schedule General Preamble) ...............ooooii i, 100.00
150  Transition-Related Surgical Readiness ASSESSMENT .......c.cciiiiiiiieei it e s e e snees 250.00
181 [ 1= (=T Y10 TN o= 78 o o 1 PPt 44,58
Home
210 Nursing home general assessment (except HCS designated facilities) ...........cccoieiiiii i 92.88
228 Comprehensive Geriatric ASSESSIMENT ... ... ... ettt e et et e e e e een e e e e nnees 393.06
246 (a) “elective” and rendered any hour on any day (first patient seen), or
(b) “non-elective” and rendered between 8:00 a.m. and 6:00 p.m. Monday through Friday (first
{021 ET= gL A ST=T= o ) PN 100.31
248 “Non-elective” rendered between 8:00 a.m. and midnight on a Saturday, Sunday or Statutory
Holiday (firSt PAtiENt SEEN) ... ..ttt e et e e e et e et e e 130.03
249 “Non-elective” rendered between 6:00 p.m. and midnight (first patient seen) .................ccoiieiene. 130.03
250 “Non-elective” rendered between midnight and 8:00 a.m. (first patient seen) .............cc.coeieieienen. 167.18
251 Emergency visit with sacrifice of office hours — rendered as an immediate response to a call from
the patient or the patient’s attendant ... ... ... e e e e 130.03
252 Extra patient seen during any home ViSit ... .....oiii i e e e e e e 53.87
281 [ 1= (=T 10T TN o= 78 o o 1 PPN 44,58

C-1



October 1, 2026
CONSULTATIONS AND VISITS
FAMILY MEDICINE

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
HCS Designated Long-Term Care Facilities With Long Term Beds
228 Comprehensive Geriatric ASSESSMENT ... ... ... ittt et et et e e e e e ae e e eanas 393.06
285 Nursing home general aSSESSIMENT ... ...t ittt e e e et e et e e e e e e e ae s 92.88
286 (a) nursing home visit “elective” and rendered any hour on any day (first patient seen), or
(b) nursing home visit “non-elective” and rendered between 8:00 a.m. and 6:00 p.m. Monday
through Friday (firSt PatieNt SEEN) .....i ittt e e e e e e e e 100.31
288 “Non-elective” nursing home visit rendered between 8:00 a.m. and midnight on a Saturday,
Sunday or Statutory Holiday (first patient SEEN) ... 130.03
289 “Non-elective” nursing home visit rendered between 6:00 p.m. and midnight (first patient seen) ..... 130.03
290 “Non-elective” nursing home visit rendered between midnight and 8:00 a.m. (first patient seen) ..... 167.18
291 Emergency nursing home visit with sacrifice of office hours — (first patient seen) (this service must
be in response to a medical emergency and must be rendered as an immediate response to a
call from the patient or the patient’s attendant) .............coooiiiiiiiiii i 130.03
292 Extra patient seen during any nursing hoOme Visit ..........cooouiiiii i e e 53.87
Hospital In-Patient
301 CONSUIALION ...ttt 92.88
311 Pre-dental general aSSESSMENT ... ...t e e e 74.30
312 (CT=T Lo = L= TS STt 0 1T o | TN 92.88
314 GENETAl FBASSESSIMENT ... ..ttt ettt et e et e et e et et et e e e e een e tea e rea e aen e 46.44
328 Comprehensive Geriatric ASSESSMENT ... ... ... ittt et et e e e e e e e e e e eaaees 393.06
Psychotherapy
331 Individual, (per ¥ hour or major part thereof) ..........cocoi i, 74.30
355 In-patient surcharge for first 7 days — per diem ........o.oiiiii i 14.72
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ....ie ittt e e e e e e 46.02
357 6™ to 131" week inclusive — per diem (VISIt tyPe 3) ....oeueeeee e e e e 28.94
358 After 13" week — per diem (VISIt tYPE 4) ....oouiie i e e e e 13.14
359 In-patient surcharge, day of diSCharge ......... ..o e 55.73
360 CONCUITENE CAIE, POI VISIt .ttt tit ettt et et et e e e e e e et e e et e e e et e e et e e e e eanaeaes 37.15
361 NEWDOIN DabY CAre ... e e e e e e 74.30
Supportive Care
371 In 15 7 days — not exceeding 1 visit every 2 days — Per Visit ............ccceeiiiiiieiiiiiiiiiiiiiee e 27.86
372 After 15t 7 days — not exceeding 1 visit every 4 days — Per ViSit ...........cc.eevunienvuniininniinanninnn 27.86
Chronic and convalescent care:
373 Maximum Of 1 VISIt @VEIY 5 AAYS ... ..ot e e e e 37.15
374  Attendance at high risk deliveries (per infant) ........ ..o 176.46
376 Medical Assistance in Dying (MAID) related hospital in-patient during Contemplative Phase ......... 92.88
381 [T (=T Yo T o 1= 78 o 11 PN 44.58
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CONSULTATIONS AND VISITS
FAMILY MEDICINE

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

Hospital Out-Patient and Emergency
401 (7] 4151011 =1 1T o PP 92.88
408  Sexual aSSAUIT ASSESSIMENT ..........iiiiiiiie ittt st be et sbe e s e eeereene s 308.70
411 Pre-dental general aSSESSMENT ... ... it e et e e e e e 74.30
412 GENEIAl @SSESSMENL .. cvuiit ittt ittt ettt et e et et et et et et et et e et e e 92.88
414 GENEIAl TEASSESSIMENT ... it ittt et ettt ettt ettt ettt ettt et ettt ane e 46.44
418 ROULINE POSE-0PEIAtIVE CAIE ... ettt et e e e e e e e et et et e e et e aea e aeeees 37.15
421 Partial @SSESSIMENT ... ... e e e e e e e e e 37.15
423 Partial assessment of a patient who is 65t0 74 years of age .........coeviiiiiiiii i, 46.44
424 Partial assessment of a patient who is 75 years of age orolder ..............cooiiii i i, 55.73
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit....... 37.15
428 Comprehensive GEratfiC ASSESSMENT ... ...ttt iet et et e e et e et e e e re e aae e eans 393.06

Psychotherapy:
431 Individual, per ¥2 hour or major part thereof ...t e 74.30
432 Group (4 to 8 people) per member, per hour or major part thereof ..., 27.86
436 Eamily therapy (2 or more family members) per %2 hour, per family ..., 83.59
447 Driver medical examination of a patient who is 75 years of age or older, as required by Motor

Registration for age (fee includes completion of any necessary documentation as per
Section 3.3 of the MCP Medical Payment Schedule General Preamble) ............cccccceeeiiinneen. 100.00

450  Transition-Related Surgical Readiness ASSESSIMENT .......c..uvviiiiiiiiiiie et ee et e e a e e eineeeas 250.00
481 [ 1= (=T Y10 T o1 78 o o U PP 44,58
482 Escort of a critically ill patient per Ya hour ...... ..o e 89.16

Physician on Duty at Designated 24 Hour On-Site Emergency Department

(see Appendix A)
L0 R 7o 10 7= i o] I TP PTPTRTI 92.88
411 Pre-dental general aSSESSMENT ... ...t e e e 74.30
416 (070] 4] 0] (S Q= 1T T 11T o | PP 65.01
418 ROULINE POSE-0PEIAtIVE CAIE ... ettt et e e et e e e e et et et e e e e aea e aeeees 37.15
421 Partial @SSESSMENT ... .. e et e e et 37.15
423 Partial assessment of a patient who is 65t0 74 years of age .........ccoviiiiiiiiiii i i e, 46.44
424 Partial assessment of a patient who is 75 years of age orolder ..............cooviiiviii i e, 55.73
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit......... 37.15

Psychotherapy:
431 Individual, per ¥2 hour or major part thereof ...t 74.30
432 Group (4 to 8 people) per member, per hour or major part thereof ..., 27.86
436 Eamily therapy (2 or more family members) per %2 hour, per family ..., 83.59
481 Detention PEI Ya NOUN ... ..o e e e e e e e et e e et e s 44.58
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October 1, 2026
CONSULTATIONS AND VISITS
FAMILY MEDICINE

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

FAMILY PRACTICE RENEWAL PROGRAM

The following codes apply only to eligible family physicians registered with the Fee Code
Initiative of the Family Practice Renewal Program.

520 Shared Care (Maximum 2 UNItS PEF TAY) «..vuuie it et et et e e e e et e e a e eeaas 30.00

Payable to fee-for-service Family Physicians for two-way collaborative conferencing, either
by telephone or in person, between the family physician and at least one primary health
care provider (excluding other family physicians and specialists). Conferencing cannot be
delegated.

1. The conference may include, but does not require, the participation of the patient, and
possibly family members, due to the severity of the patient’s condition.

2. If the patient is present, the conference is payable at $30.00 per 15 minutes (i.e. one
unit), in addition to the normal visit fee. If the patient is not present, the conference is
payable at $30.00 per 15 minutes or greater part thereof (e.g. after 8 minutes of visit
time). The conference is payable in addition to an office visit (same day) if required.

3. Conferences are payable to a maximum of 2 units per patient per day and to a maximum
of 100 units per physician annually.

4. A care plan must be recorded in the patient chart and must include the following
information:

- Patient’'s name- Date(s) and time(s) of service - Diagnosis - Reason for need of Clinical
Action Plan - Health care providers with whom the physician conferred & their role in
provision of care - Clinical plan determined, including tests ordered and/or administered

5. This fee is not payable for situations where the purpose of the conference is to:

book an appointment; or

arrange for an expedited consultation or procedure; or

arrange for laboratory or diagnostic investigations; or

arrange a hospital or long term care bed for a patient; or

. provide notification of services performed.

6. The conference must:

a. be pertinent to the treatment of the patient’s current condition; and
b. involve two-way collaboration to determine an appropriate care plan for the patient.

7. If multiple patients are discussed, the billings shall be for consecutive, non-overlapping
time periods.

8. The payment is made to the family physician regardless of who initiates the consultation.

9. This fee is not payable to physicians who are working under salary, service contract or
sessional arrangements.

PaooTp

c4



October 1, 2026
CONSULTATIONS AND VISITS
FAMILY MEDICINE

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

Family Practice Renewal (Cont’d)
521 Patient Care Telephone (maximum 4 UNitS Per day) ........cocueeiieiiiiae et e e e e 10.00

Payable to fee-for-service Family Physicians for two-way telephone communication between
the physician (or other primary health care provider employed within the physician’s office)
and the patient (or the patient’'s medical representative).

1. This code is not tied to a specific condition but requires a diagnostic code.
2. This code can be used at the discretion of the family physician for any patient for whom
he/she is the designated primary care physician.

3. The telephone call is payable at $10.00 per 5 minutes. (i.e. one unit)

4. Calls are payable for 4 units per patient per day and to a maximum of 225 units per
physician annually.

5. Chart entry must record the name of the person who communicated with the patient or
patient’'s medical representative, as well as capture the elements of care discussed.

6. This fee is payable on the same calendar day as a visit or service fee by the same
physician for the same patient.

7. This fee is not payable for simple prescription renewals, notifications of nhormal test
results, or notification of office, referral or other appointments.

8. The payment is made to the family physician regardless of who initiates the call.

9. The fee is not payable to physicians who are working under salary, service contract or
sessional arrangements.
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October 1, 2026
CONSULTATIONS AND VISITS
ANAESTHESIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

Fees for Anaesthesiology Consultations and Visit must be coded as capacity “0” on
claims.

Hospital In-Patient

301 (7] 0 L] U1 =1 1T ] o [ PP 114.49
302 Major medical CONSUIALION ... ... oo e e e e e e e e e e e e 114.49
308 Intra-operative CONSUITALION ... ...t e e e e e e e e et e e e e 114.49
311 Pre-dental general aSSESSMENT ... ... i e e e 55.16
L5 ASSESSIMENT Lottt et e e e e e 44.50
381 [ 1= (=T Y101 T o1 78 o U PP 34.87

Hospital Out-Patient and Emergency

L0 R 7o 10 7= i o] I TP PTPTURTI 114.49
409 Pre-anaesthetic CliNiC aSSESSMENT ... ...t it e et e e e e et e et e e e e e 92.20
411 Pre-dental general aSSESSMENT ... ...t e e e e 55.16
415 A S S S SIMIBINT .ttt ettt ettt et e e e e e e e e e e e e et e et e e e e n e eaae 44.50
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit ...... 31.00
481 [T (=T Y10 T o1 78 o o U PP 34.87
482 Escort of a critically ill patient per Ya hour ... 69.74

Hospital Pain Clinic

These fee codes may only be billed by Anaesthesiologists working in an organized hospital pain
clinic approved by the Regional Integrated Health Authority.

400 Pain CliNiC CONSUIALION ...ttt e et et et et et et e e e e e e e e e e e e e aans 155.31
419 Pain CliNIC FBASSESSIMENT ...ttt et et ettt ettt ettt e e e e e e e ee e 47.39

Pain Clinic Consultation — This service may only be claimed by Anaesthesiologists working in
organized hospital pain clinics who are requested by other physicians to examine patients
suffering from chronic pain and provide their opinion and recommendations in writing to the
referring physician. The general definition and rules respecting consultations as described in
General Preamble Section 6.1 apply to Pain Clinic Consultations.

Pain Clinic Reassessment — Follow up visits to Anaesthesiologists working in organized
hospital pain clinics are claimed using this code. This service consists of the necessary
reassessment of the patient’s response to treatment and an appropriate record.
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October 1, 2026
CONSULTATIONS AND VISITS
DERMATOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
(0 ) R o T o LU 7= 4o o PP 95.20
T Ny oY o =T o | PP PP 44.15
126 Partial assessment of a patient who received a WorkplaceNL service during the same office
1Y PP 31.00
181 Detention PEI Ya NOUN ... ..o et e e e e et et e e et 34.87
Home
b0 R @70 14 10 11 - 110 ]  F PP 95.20
203 Consultation in HCS Designated Long Term Care Facility (see AppendiXx C) .........ccvviivininnnns 147.30
215 F T T TS 1 =T o | PPN 44.15
281 [ 1= (=T Y10 T o1 78 o U PP 34.87
Hospital In-Patient
301 (7] 4151011 =1 1T o PP 95.20
315 F NS 1TSS 1o 1 1] | VTP P PPN 44.15
Subsequent Visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ... .oe et e e e e e e e 34.56
357 6" to 13" week inclusive - per diem (VISItTYPE 3) ... oouviiiriiiiieiie e e e e 23.52
358 After 13M week — per diem (VISIt EYPE 4) ....vv.ii ittt e e e e et e 22.65
360 (7] g Tl 0T =T A ot= L= TR o =T Y Y | PN 31.00
381 [ 1= (=T Y10 T o1 78 o o U PP 34.87
Hospital Out-Patient and Emergency
401 (070] 4151011 =1 1T o IR PP 95.20
415 A S S S SIMIBNT ..ttt ittt ettt et e e e e e e e e e e e e et e et e e e e n e eaae 44.15
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit........ 31.00
481 [ 1= (=T Yo T o1 78 o U PP 34.87
482 Escort of a critically ill patient per Ya hour ... 69.74
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October 1, 2026
CONSULTATIONS AND VISITS
EMERGENCY MEDICINE SPECIALIST

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

Hospital Out-Patient and Emergency

L0 R 7o 10 7= Vi o] I TP 86.33
416 (070] 3] 0] =X Q= 1T =TT 11T o | PP 57.55
421 Partial @SSESSMENT ... ..ttt et e e e e e e aen e 23.87
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit ........ 31.00
481 Detention PEI Ya NOUN ... ..o et e e e e et et e e et 34.87
482 Escort of a critically il patient Per ¥4 hOUT ..o e e e 69.74
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October 1, 2026
CONSULTATIONS AND VISITS
GENERAL, CARDIAC, VASCULAR OR THORACIC SURGERY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
O o] o E{ U 1 = [0 o TP 106.02
103 Trauma CONSUITALION ... ... .uuetniit et ettt ettt et et et et ettt e et e et e et e et e et e et at e e et eaneeneenes 160.00
B NS LTS 1 1 =] o | S PP PRPPIE 51.08
126 Partial assessment of a patient who received a WorkplaceNL service during the same office visit. 31.00
181 Detention PEI %a NOUT ... oo ue ettt et e et e et et e e et et e e e 34.87
Home
201 CONSUIALION ..ot e 106.02
203 Trauma CONSUIALION ... .ottt ettt et et aee s 160.00
204 Major surgical CONSURATION .........ut it e et e e e e e e e et e e e e e e e e 160.00
215 ASSESSIMENT L.ttt e e e e e e 51.08
281 Detention PEIr Ya NOUL ... .t e e e e e et et e e e 34.87
Hospital In-Patient
301 (0] 01511 = 11T o I PP 106.02
303 Trauma CONSUITALION ... ...ttt et e e et e et e et e et e et et e e een e een e aanenns 160.00
304 Major surgical CONSURALION ... ... e e e e e e e e e et et e e e e e 160.00
308 INtra-operative CONSUITALION ... ... it e e e e e e e e e e e e e e eeans 106.02
BI5  ASSESSIMENT Lottt et e e e e e 51.08
Subsequent Visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ..vvuie it it e e e e e e e e e 41.85
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) .......veeeeieei e e 30.40
358 After 13" week — per diem (VISIt tYPE 4) ....co.eiee et e e e e 29.50
360 CONCUITENT CAIE, PEI VISIE ..ttt ettt et et et et e et e et e e e e et et eeen e eenaas 35.86
381 Detention PEI Ya NOUL ... . ettt e e e e e et et e e 34.87
Hospital Out-Patient and Emergency
L0 R o] 1V r=1 1o ] PP PP PPPPPPIN 106.02
403 Trauma CONSUITALION ... oottt ittt ettt et 160.00
404 Major surgical CONSURATION .........ui it e et e e e e e e e et e e e e e e e 160.00
415 A S S B S SIMIBINT ittt et e e e e e e e e e e e e e e e e e 51.08
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit....... 31.00
481 Detention PO Ya NOUF ... . et e e e e et e e et et e e e 34.87
482 Escort of a critically ill patient PEr % NOUT ..........ooiir i e e 69.74
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October 1, 2026
CONSULTATIONS AND VISITS
INTERNAL MEDICINE

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
101 (7] 4151011 =1 1T o PP 161.40
102 Major medical CONSUIALION ....... .. .ot e e et e e e e e e et e e e eens 185.81
115 F T T TS 1 =T o | PPN 73.25
126 Partial assessment of a patient who received a WorkplaceNL service during the same office
1L PP 31.00
128 Comprehensive Geriatric ASSESSMENT ... ... ... ettt et et e et e e een e eenenee 393.06
181 Detention PEI Ya NOUN ... ..o et e e e e e e et et et s 34.87
190 Geriatric surcharge for patients 65 years of age and older .............ocoiiiii i, 7.50
Home
201 (©70] 4151011 =1 1T o PP 161.40
202 Major medical CONSUIALION ... ... . i e e e e e e e e e aea e 185.81
215 A S S S SN .ttt ittt et et et e e e e e e e e e et e e e e e e n e e e n e eaas 73.25
228 Comprehensive GErAtriC ASSESSIMENT ... ... ittt et ettt e et et e e e e et eeeen e eenanas 393.06
281 [ 1= (=T Y101 T o1 78 o U PP 34.87
290 Geriatric surcharge for patients 65 years of age and older .............cocoiiiiiiiiiiic e, 7.50

Hospital In-Patient

110 ) R @70 19 10 11 - 110  H PPN 161.40
302 Major medical CONSUIALION ....... ...t e e e et e e e e e e e et e eea e eans 185.81
308 INtra-operative CONSUITALION ... ... . it e e e e e e e e e e e e e e e e e e eees 161.40
311 Pre-dental general aSSESSMENT ... ... i e e e 79.85
315 A S S S SIMIBINT .ttt ittt ettt et e e et e e e e e et e e et e e e n e et e e e 73.25
328 Comprehensive Geriatric ASSESSMENT ... ... ... ettt et e e et e e et e e e e eenenee 393.06
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt LYPE 2) ...uiririnie it it e e e e et e e e 49.12
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) ....c.iiviiiriit et e e 35.95
358 After 13M week — per diem (VISIt tYPE 4) ....ov.iiiiiiie et et e e 34.92
359 In-patient surcharge, day of diSCharge ..........coooiiiii i 87.89
360 CONCUITENE CAIE, PEI VISIT ..o ettt ettt et et e ettt e e e e e e et e e et eea s 40.00
381 Detention PEI Ya NOUN ... ..o et e e e e e e et s 34.87
390 Geriatric surcharge for patient 65 years of age and older ......... ..o 7.50

Hospital Out-Patient and Emergency

401 (7] 4151011 =1 1T o PP 161.40
402 Major medical CONSUIALION ... ... i e e e e e e e e e e e aea e 185.81
411 Pre-dental general aSSESSMENT ... ...t e e 79.85
415 ASSESSIMIEINT ottt ittt e e s e e e 73.25
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit....... 31.00
428 Comprehensive GErAtfiC ASSESSIMENT ... u. . it ettt ettt e et et e e e ee e eeeen e eenanas 393.06
481 [ 1= (=T Yo T o1 78 o U PP 34.87
482 Escort of a critically ill patient per ¥a hOUT ..o e e 69.74
490 Geriatric surcharge for patients 65 years of age and older ..., 7.50
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October 1, 2026
CONSULTATIONS AND VISITS
NUCLEAR MEDICINE SPECIALIST

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Hospital In-Patient

301 (0] 0 ET W11 =1 1T o Lo PP 111.14
Hospital Out-Patient and Emergency

401 (0] 017U =1 1T o Lo PP 111.14

*A Nuclear Medicine Consultation is payable:

1. When no isotope treatment is carried out. It is intended to recognize evaluation of the
patient for whom treatment is found to be not indicated. To claim this fee the Nuclear
Medicine Specialist is required to obtain from the patient a full history of the presenting
problem, to perform a full physical examination (General Assessment) of the patient
and review laboratory reports with respect to the requested treatment with non-sealed
radioisotopes. When the decision is made to not proceed with the requested treatment
or with any alternative treatment, a consultation report shall be sent to the physician
who requested the isotope treatment, stating all of the above findings and giving the
basis for the decision to not proceed.

OR

2. When scans done elsewhere are referred to a Nuclear Medicine Specialist for his/her
written opinion. It is not payable for the reading of scans sent for reporting. As well, a
consultation does not apply when the scans referred to above are used for comparison
purposes with scans made in the consultant’s facilities. Claims for consultation must be
submitted IC and accompanied by a copy of the referring letter and the Nuclear
Medicine Specialist's report.
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October 1, 2026
CONSULTATIONS AND VISITS
DEVELOPMENTAL NEUROLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
(0 ) R o T o LU 7= 4o o PP 178.60
102 Major neurological CONSUILALION ... .....iiu i e e e e e e e e e e e e e eeeanes 203.28
115 A S S S SN .ttt ettt et et et et e e e e e e e e e e et e e n e et e e e 57.82
144 Scheduled interview with parent or teacher for investigation/management of a child’s learning
disability-per ¥2 hour or major part thereof ... e 63.80
181 Detention PEI Ya NOUN ... ..o et e e e e e et e e e e e s 34.87
Home
P20 R @70 14 10 | - 110 o H PPN 178.60
202 Major neurological CONSUILALION .........iiu i e e e e e e e e e e e e e eeeaaes 203.28
215 F T T TS 1 =T o | PPN 57.82
281 Detention PEI Ya NOUN ... ..o et e e e e et et e e et 34.87
Hospital In-Patient
301 (7] 4151011 =1 1T o PP 178.60
302 Major neurological CONSUITALION .......... e e e e e e e e e e eeenes 203.28
315 A S S S SIMIBNT .ttt ittt et e et e e e e e e e e e e e e e n e et ae e aaaas 57.82
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt LYPE 2) ...uiririnieii et et e e e e e et e e e 42.99
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) ......iiviiiriie e e e 28.60
358 After 13M week — per diem (VISIt tYPE 4) ....ov.iiiiiieiie et e e 26.91
360 CONCUITENE CAIE, PEI VISIT ..o ettt it et et e et et et e e e e e e et e e e et eea e 32.33
381 Detention PEI Ya NOUN ... ..o et e e e et et et 34.87
Hospital Out-Patient and Emergency
401 (7] 0151011 =1 1T o PP 178.60
402 Major neurological CONSUILALION ... .o it e e e e e e e e e e e e eeeanes 203.28
415 F ST T TS 1 =T o | PRSPPI 57.82
481 [ 1= (=T Y10 T T o1 78 o U PP 34.87
482 Escort of a critically ill patient per Ya hour ... e 69.74
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October 1, 2026
CONSULTATIONS AND VISITS
NEUROLOGY (Except Developmental Neurology)

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
(0 ) R 0o T o LU 7= 4o o PP 178.60
102 Major neurological CONSUILALION ... .. .. iui it e e e e e e e e e e e e eaaas 203.28
115 F ST T TS 1 =T o | PRSPPI 57.82
126 Partial assessment of a patient who received a WorkplaceNL service during the same office
1T PP 31.00
181 Detention PEI Ya NOUN ... ..o et e e e e e e et s 34.87
Home
201 (7] 4151011 =1 1T o PP 178.60
202 Major neurological CONSUILALION .........oiu i e e e e e e e e e et e e e eaaes 203.28
215 F ST T TS 1 =T o | PPN 57.82
281 [ 1= (=T Y10 T o1 78 o U PP 34.87

Hospital In-Patient

301 (070] 4151011 =1 1T o IR PP 178.60
302 Major neurological CONSUITALION .......... . e e e e e e e e e e e e 203.28
308 INtraoperative CONSUITATION ... ... ettt e e et e et et et et e e e e aenenae 178.60
315 A S S S SIMIBINT .ttt ittt ettt e e e e e e e e e e e e et e e n e et nen e e 57.82
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt LYPE 2) ...uivieiiieii et et e e e e e et e e e 42.99
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) ....c..iiviiiriit e e e e 28.60
358 After 13M week — per diem (VISIttYPE 4) ....ov ittt ettt et e 26.91
360 CONCUITENE CAIE, PEI VISIT ..o ettt ittt it e et et et et et et e e e e e e e e e e et eea e 32.33
381 Detention PEI Ya NOU ... ..o et e e e e et et e e et e s 34.87

Hospital Out-Patient and Emergency

401 (070] 4151011 =1 1T o IR PP 178.60
402 Major neurological CONSUITALION ....... ... e e e e e e e e e e eeenes 203.28
415 F ST T TS 1 =T o | PPN 57.82
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit....... 31.00
481 [T (=T Y10 T T o1 78 o o U PP 34.87
482 Escort of a critically ill patient per Ya hour ... e 69.74
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October 1, 2026
CONSULTATIONS AND VISITS
NEUROSURGERY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
101 (0] 0 KT U1 1 71 1T o [ PPN 122.97
103 Trauma CONSUITALION ...t et e et et e e et et e et et e e tee et e e e eentan e 145.14
104 Major surgical CONSUIALION ....... .. .ot e e et e e e e e e e ee e e a e eans 145.14
115 A S S S SIMIBNE ettt ettt et et et e e e e e e e et 56.01
126 Partial assessment of a patient who received a WorkplaceNL service during the same office
1Y PP 31.08
181 Detention PEI Ya NOUN ... ..o et e e e e e et e e e e e s 34.87
Home
201 (7] 4151011 =1 1T o PP 122.97
203 Trauma CONSUITALION ... ...t et e e et e et et e e et e et et et e e e e et et e een e eenenas 145.14
204 Major surgical CONSUIALION ....... .. .ot e et e et e e e e e e e ee e e a e eans 145.14
215 A S S S SIMIBNT ettt it et et et e e e e e e e e e e 56.01
281 [ 1= (=T Y10 T o 1= 78 o U PP 34.87

Hospital In-Patient

110 ) R @70 10 10 1 - 110 PP 122.97
303 Trauma CONSUITALION ... ...t e et et e et et e e et e et e e e e e e et e e et een e eenenas 145.14
304 Major surgical CONSUITALION ......... i e e et et e e e e e e ae e e een 145.14
308 INtraoperative CONSUITATION ... ... et e e e e et et et et et e e e e eenenee 122.97
315 A S S S SIMIBINT .ttt ittt et et e et e e e e e e e e e e et e e n e et e et eaaas 56.01
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt LYPE 2) ...niririie et et e e e e e et e e e 38.19
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) ....c.iiviiiriit et e e 25.99
358 After 13™M week — per diem (VISItEYPE 4) ....o. ittt ettt e 25.03
359 In-patient surcharge, day of diSCharge ...t 49.48
360 CONCUITENE CAIE, PEI VISIT ..o ettt ittt et et et et e e e e e e e e e e e et e e ee s 31.00
381 Detention PEI Ya NOU ... ..o et e e e e et et e e et e s 34.87

Hospital Out-Patient and Emergency

401 (7] 4151011 =1 1T o PP 122.97
403 Trauma CONSUITALION ... ... et e et e et et e e et e et e e e e e e e e e et eeen e eenenas 145.14
404 Major surgical CONSUIALION ....... .. .ot e e e e et e e e e e e e et e eea e eens 145.14
415 A S S S SIMIBNE Lttt e et et et e e e e e e e e e e 56.01
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit....... 31.08
481 [ 1= (=T Yo T o1 78 o o U PP 34.87
482 Escort of a critically ill patient Per ¥a hoUT ..o e e e 69.74

C-14



October 1, 2026
CONSULTATIONS AND VISITS
OBSTETRICS AND GYNECOLOGY AND GYNECOLOGICAL ONCOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
101 (070] 4151011 =1 1T o PP 124.31
104 Major surgical CONSUIALION ... ... i e e et et e e e e et e aea e 180.24
115 A S S S SIMIBNE ettt ettt et et et e e e e e e e et 53.89
150  Transition-Related Surgical Readiness ASSESSMENT .......cccviieeiiiiiiiiiee et r e 250.00
181 [T (=T Y10 T o1 78 o o U PP 34.87
Home
201 (070] 4151011 =1 1T o PP 124.31
204 Major surgical CONSUIALION ... ... i e e e et e e e et e ea e 180.24
215 A S S S SIMIBINT .ttt ittt et ettt et e e et e e e e e e e e et e e n e et nen e eaaas 53.89
281 Detention PEI Ya NOUN ... ..o et e e e e e et e e e e e s 34.87

Hospital In-Patient

110 ) R @70 10 10 1 - 1110 ]  F PPN 124.31
304 Major surgical CONSUIALION ....... .. it e e e et e e e e e e e ee e e a e eens 180.24
307 High risk prenatal consultation by MFM specialist, 40 minutes or MOre .............cc.cevvvveevinenenn 274.53
308 INtra-operative CONSUITALION ... ... . it et e e e e e e e e e e e e e e e e e e e e eees 124.31
315 A S S S SN .ttt ittt et e et et e e e e e e e e e e et e e n e et e e eaaas 53.89
317 High risk prenatal assessment by MFM specialist, 20 minutes or MOre .............c.ceviveeeenannn. 205.12
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ....oe et e e e e e e e 38.14
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) ....c..iiviiiriit e e e e 25.01
358 After 13M week — per diem (VISIttYPE 4) ....ov ittt ettt et e 24.09
360 (7] g Tl 0T =T A oF= L= TR o L= Y Y | PN 31.00
361 Newborn baby care in hospital (UP t0 10 dAyS) ....uoiririieiie e e e ee e 63.50
381 Detention PEI Ya NOU ... ..o et e e e e et et e e e e s 34.87

Hospital Out-Patient and Emergency

401 (7] 4151011 =1 1T o PP 124.31
404 Major surgical CONSUIALION ... ... i e e e et e e e et e ea e 180.24
407 High risk prenatal consultation by MFM specialist, 40 minutes or MOre .............c.ceviieeenenannn. 274.53
415 F ST T TS 1 =T o | PPN 53.89
417 High risk prenatal assessment by MFM specialist, 20 minutes or More .............cc.cevveveeenineenn 205.12
450  Transition-Related Surgical Readiness ASSESSIMENT .......cccceiiiiiiiiieiiiiiiee e e e eirree e esirae e e e 250.00
481 [ 1= (=T Y10 T o1 78 o o U PP 34.87
482 Escort of a critically ill patient Per ¥a hOUT ..........co o e e e 69.74
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October 1, 2026
CONSULTATIONS AND VISITS

OPHTHALMOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
101 (0] 4151011 =1 1T o I 98.62
106 Special ophthalmology CONSUIALION ... e e e e e e 158.20
115 A S S S SIMIBNT ettt et e et e e e e e e e e e e 52.58
120 Paediatric visit (patients less than 18 years) ............... add to fee codes 101, 106, or 115 25.00
126 Partial assessment of a patient who received a WorkplaceNL service during the same office
1Y PP 31.00
181 Detention PEI Ya NOUN ... e e e et e e e e e e et e e e e e 34.87
Home
201 (0] 415101 =1 1T o e P 98.62
215 F NSRS T oo 1o 1 11T | PP UPTPRPP 52.58
281 [ 1= (=T Y10 T o1 78 o o U PP 34.87
Hospital In-Patient
110 ) R @70 4 10 1 7= 1110 o e PRSP 98.62
306 Special ophthalmology CONSUIALION ... e e e e e 158.20
308 INtraoperative CONSUITATION ... ... ittt e e e et e et et et et e e een e eenennas 98.62
315 A S S S SIMIBINT .ttt ittt it et et et e e e e e e e e e e e e e n e et e e eaaas 52.58
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ... ieie et 31.00
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) ......oiviiiriie et e e 21.10
358 After 13M week — per diem (VISItEYPE 4) ....ov ittt ettt e e 20.32
360 CONCUITENT CAIE, POI ViSIT ettt ittt et e et et e et et e e e e e e et e eea e ret e e a e e e e 31.00
381 [ 1= (=T Y10 T o 1= 78 o U PP 34.87
Hospital Out-Patient and Emergency
L0 7o) KU =1 110 o Lo PP 98.62
406 Special ophthalmology CONSUIALION ... e e e e e 158.20
415 A S S S SN .ttt ittt ettt et et e e e e e et e e e e e e e e e e e an e aaas 52.58
420 Paediatric visit (patient less than 18 years) ................... add to fee codes 401, 406, or 415 25.00
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit........ 31.00
481 [ 1= (=T 1[0 T o1 78 o o U PP 34.87
482 Escort of a critically ill patient per Ya hour ... 69.74

*In addition to a physician, referrals will be accepted from an optometrist with the proviso that a
copy of the consultation report be sent to the patient’s Family Physician.
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October 1, 2026
CONSULTATIONS AND VISITS
ORTHOPAEDIC SURGERY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
101 (0] 0 KT U1 1 71 1T o [ PPN 122.50
103 Trauma CONSUITALION ...t et e et et e e et et e et et e e tee et e e e eentan e 184.51
104 Major surgical CONSUIALION ....... .. .ot e e et e e e e e e e ee e e a e eans 184.51
105 Back consultation for suspected spinal diSOrder ............coiiiiiiiii i 154.12
115 F NSRS T oo 1o 1 11T | PP 56.80
126 Partial assessment of a patient who received a WorkplaceNL service during the same office
1Y PP 31.00
181 Detention PEr Ya NOUN ... e e e et e e e e e e et e e e e e 34.87
Home
201 (©70] KT U1 1 71 1T o [ PPN 122.50
203 Trauma CONSUITALION ... .. ettt et e et et e et et e et e e et e et e et re e et e neeeees 184.51
204 Major surgical CONSUIALION ....... .. .ot e e e et e e e e e e e ee e aea e eans 184.51
205 Back consultation for suspected spinal diSOrder ............cooiiiiiiiii i e 154.12
215 F 111 1 =] | PPN 56.80
281 Detention PEI Ya NOUN ... ..o et e e e e e e et s 34.87

Hospital In-Patient

301 (0] 4151011 =1 1T o I PP 122.50
303 Trauma CONSUITALION ... ..ttt et et et et e et et e et e ettt et re e et eeneeeeen 184.51
304 Major surgical CONSUIALION ....... .. .ot e e e e et e e e e e e e ee e e a e eans 184.51
305 Back consultation for suspected spinal diSOrder ............cooiiiiiiiiii e 154.12
308 INtraoperative CONSUIATION ... ...ttt e e e e e e et e e e e et e e e ee een e eenanes 122.50
315 A S S S SN .ttt ittt ettt et e e e e e e e e e e e e e n e et e e e 56.80
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ... .oe et e e e e e 43.73
357 6™ to 131 week inclusive — per diem (VISIt tyPe 3) ....coueeeeeeiie e e e e 32.90
358 After 13" week — per diem (VISIt tYPE 4) .......oiiee e e e e 32.05
360 CONCUITENE CAIE, POI VISIt ettt ittt et ettt e e e et et e e e e e e et e et e e et e e e e a e e e 39.97
381 [ 1= (=T Y10 T o1 78 o o U PP 34.87

Hospital Out-Patient and Emergency

L0 @70 ] EYU | -1 1T [ PP 122.50
403 Trauma CONSUITALION ... ... et e et e et et e e et e et e e e e e e e e e et eeen e eenenas 184.51
404 Major surgical CONSUIALION ......... . e e e et e e e e e e aea e 184.51
405 Back consultation for suspected spinal diSOrder ....... ... ..o 154.12
415 A S S S SN .ttt ettt et et et e e e e e e e e e e e et e e n e et e e eaaas 56.80
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit....... 31.00
481 [T (=T Y10 T T o1 78 o o U PP 34.87
482 Escort of a critically ill patient per Ya hour ... 69.74
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October 1, 2026
CONSULTATIONS AND VISITS
OTOLARYNGOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
101 (0] 1571 ] 1= 1o o e 95.38
115 ST ST 1 1= 0 1 45.68
126 Partial assessment of a patient who received a WorkplaceNL service during the same office
1T PP 31.00
181 [T (=T Y10 T o1 78 o o U PP 34.87
Home
201 (0] 1571 1= (0 o N 95.38
215 ST TS 1 1= 0 1 e 45.68
281 Detention PEI Ya NOUN ... ..o et e e e e et et e e et 34.87

Hospital In-Patient

301 (7] 4151011 =1 1T o PP 95.38
308 INtraoperative CONSUIATION ...... ..ttt et e e e e et e e e e e et e e e e e een e eenanns 95.38
315 A S S S SIMIBNT ettt ittt et et e e e e e e e e e e 45.68
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt LYPE 2) ...uiririnieii et et e e e e e e et e e e e 32.47
357 6" to 131 week inclusive — per diem (VISIt tyPe 3) ....coueeee e e e e e 22.10
358 After 13" week — per diem (VISIt tYPE 4) .......iiiee et e e e 21.28
360 CONCUITENTE CAIE, PEI VISIT ..o ettt ittt et et et e e e e e e et e e e e e et eea e 31.00
381 Detention PEI Ya NOUN ... ..o et e e e et et et 34.87

Hospital Out-Patient and Emergency

401 (©70] K701 1 71 1T o [ PP 95.38
415 A S S S SIMIBNT ettt et et et e e e e e e e e e e e 45.68
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit........ 31.00
481 [T (=T Yo T T o1 78 o U PP 34.87
482 Escort of a critically ill patient Per ¥4 hOUT ..o e e 71.96
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October 1, 2026
CONSULTATIONS AND VISITS
PAEDIATRICS (Except Developmental Paediatrics)

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
101  CONSUIALION ...t e e e 195.84
102 Major medical CONSUIALION ... .. .ot e e e e et et e e e et e ea e e e e e eaas 179.18
107 Prenatal CONSUITALION .........u.ie i e aes 195.84
115 F NSRS T oo 1s 1 ] o PP 95.16
122 Visitfor well-baby Care ... ... e 32.49
141 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
181 Detention PEI Ya NOU ... ittt e e e et e e et e et e e 35.98
Home
201 CONSUIBLION ...ttt ittt et e e e e e e e e et e et et et e e e e e 195.84
202 Major medical CONSUIALION ... ..ot e e et e e e e et e ea e ee e e e eaas 179.18
207  Prenatal CONSURALION .......oouiit e 195.84
215 ASSESSIMENT L.ttt e e e e 95.16
241 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
252 EXEra PALIENT SEEON ...ttt ettt e e et e e e e et e e e e e e aaaeans 15.41
281 Detention PEI Ya NOU .. ..o ittt e e e et e e et e et e e 35.98
Hospital In-Patient
301 [O20]E1U] 1 7= 11 o] o PSPPIt 195.84
302 Major mediCal CONSUIALION .......c. ittt et et e e e e et e e et e e e e e e e e e e e e e eenans 179.18
307  Prenatal CONSUITALION ..........u.irt it ittt et e e e e e e e e et e e e et e e e s eneeees 195.84
308 INtra-Operative CONSUIALION ... ...ttt e e e e e et et e et e e e e e e rea e aenaa e 195.84
311 Pre-dental general aSSESSIMENT ... ... i it ettt e e e e e e e e e e 98.72
315 F NSRS T oo 1o 1 0] | PP TP 95.16
341 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ...t e e e e e e 35.34
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) ....couviveiiriee i et e e e 22.38
358 After 13M week — per diem (VISItEYPE 4) ... vvii ittt et e et e e 21.55
360  CONCUITENE CAI, PO VISIE 1ottt it et et e et e e et e et e et e e e et e e e e ee eet e een e reneneaesnees 31.00
361 Newborn baby care iN hOSPItal .......c.oiii i e e 64.98
374  Attendance at high risk delivery (perinfant) ....... ... 149.58
381 DetentioN PO Ya NOUL ...t it et et et e e et e et et e et e e e 35.98
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October 1, 2026
CONSULTATIONS AND VISITS
PAEDIATRICS (Except Developmental Paediatrics)

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Hospital Out-Patient and Emergency
0 @70 4 10 | - 110 PP 195.84
402 Major mediCal CONSUIATION .......c.ie ittt et e e e e et e et e e e e e e e e e ean e eenaneeeaan 179.18
407 Prenatal CONSUITALION ......... it et e e et e et et et et et e e e ettt e ee s 195.84
411 Pre-dental general aSSESSIMENT ... ... ittt et et e e e e et e e 98.72
415 ST ST 1 1= 0 1 95.16
421 o T T L= RS T =TT 1= o | 33.52
441 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
481 [DLCY (] )i o] g o=y /8 o P 35.98
482 Escort of a critically ill patient per %a NOUT ..........ii i e 71.96
Physician on Duty at Designated 24 Hour On-Site Emergency Department
(see Appendix A)

401 [O20]E1U] 1 7= 11 o] o PSPPIt 195.84
402 Major mediCal CONSUIALION .......c. ot ittt et e e e e et e et e e e e e e et e e ean e eenans 179.18
407 Prenatal CONSUITALION ...ttt e e e e et et et et e e e et et e reeeaens 195.84
411 Pre-dental general aSSESSIMENT ... ... i ittt et e e et e e e e e e a s 98.72
415 ST ST 1 1= 0 1 95.16
416 [07] 141 o] S q= TS 1T T I 1 1T o | U 56.29
421 oL E= RIS T =TT 1 1= o | St 33.52
441 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
481 (D=3 (=Y g (oY g I o T= T 7 o o U S 35.98
482 Escort of a critically ill patient Per %a NOUT ... e e e 71.96
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October 1, 2026
CONSULTATIONS AND VISITS
DEVELOPMENTAL PAEDIATRICS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
0 ) R T o £ ¥ =i o PP 195.84
102 Major mediCal CONSUIATION .......c.ie ittt et e e e e et e et e e e e e e e e e ean e eenaneeeaan 179.18
107 Prenatal CONSUITALION ......... it et e e et e et et et et et e e e ettt e ee s 195.84
115 F NS 111 1 1] o PP 95.16
122 Visit for Well-baby CAre ... i e e e e e e e 32.49
141 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
144  Scheduled interview with parent, guardian or other professional for investigation/management of a
patient’s physical, cognitive or emotional disability — per % hour or major part thereof ............. 100.46
181 (D=3 (=Y a1 (oY a0 T= T 7 o U PP 35.98
Home
201 [O20]E7U] 1 7= 11 o] o S ORIt 195.84
202 Major mediCal CONSUIATION .......c. i ittt et e e e e et e et e e e e e e e e e een e eenaneeeean 179.18
207 Prenatal CONSUITALION .........iun et e e e et et et et et e e e et eaee s 195.84
215 F N1 1S3 1 1] o PP 95.16
241 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
252 EXIra PAtIENT SEON ...ttt e e e e e e e e e e e e e et e e e aaneans 15.41
281 Detention PO Ya NOUL ...... .t et e et e e e et e e et e e e e e e e 35.98
Hospital In-Patient
301 [O20]aE1U] 1 7= 11 o] o PSPPI 195.84
302 Major mediCal CONSUIATION .......c.ie ittt et e e e e et e et e e e e e e e e e ean e eenaneeeaan 179.18
307 Prenatal CONSUITALION .........iut it e e e e et et et et et e et ettt e ee s 195.84
311 Pre-dental general aSSESSIMENT ... ...ttt ittt et et e e e e e e e e e 98.72
I N L] TS 1 0= o | PP 95.16
341 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt LYPE 2) ... .oe et e e et e e e e e 35.34
357 6™ to 131 week inclusive — per diem (VISIt tyPe 3) .......iivieeeie e e e e e 22.38
358 After 13M week — per diem (VISIEEYPE 4) ....ov.iieeiie it e et e e e e 21.55
360  CONCUITENE CAI, PO VIS 1ot niit et e e e et e et e et e et e e e et e e e e e e eet e eea e reseteeeeaeeenens 31.00
361 Newborn baby care iN hOSPItal .........oiii i e 64.98
374  Attendance at high risk delivery (perinfant) ..........coooiiiiiiii 149.58
381 Detention PO Ya NOUL ...... .t et e et e e e et e e et e e e e e e e 35.98
Hospital Out-Patient and Emergency
401 (@00 0 TSTU1 | 7= (o) 1PN 195.84
402 Major medical CONSUILALION ...... ... it e et e et e et e et et e e e e reneae aeeas 179.18
407 Prenatal CONSUITALION ...... ... e et et et e e e e e et e ret e e et te e e e aee e 195.84
411 Pre-dental general aSSESSIMENT ... .. .ttt et et e e e e e e e e e e 98.72
T N T o 1 1 =T o | PSPPI 95.16
421 Partial @SSESSIMENT ...\ttt et et e e et e e et e e e e et 33.52
441 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3 months) 64.31
481 (D=3 (=Y g (oY g T 0 T= T 7 o U PP 35.98
482 Escort of a critically ill patient Per %a NOUT ... e e e e 71.96
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October 1, 2026
CONSULTATIONS AND VISITS
PHYSICAL MEDICINE

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office

101 (0] 1571 1= 1o o St 94.42

115 TS ST 1 1= 0 1 40.24

126 Partial assessment of a patient who received a WorkplaceNL service during the same office visit... 31.00

181 (1= (=T Y10 T o1 78 o o U PP 34.87
Home

201 (70] 017U 1 -1 1T o 1 PP 94.42

215 ST =TS 1 1= 0 1 40.24

281 Detention PEI Ya NOU ... it e e e et e e et e et e e 34.87

Hospital In-Patient

301 (0] 0151011 =1 1T o I PP 94.42
315 F NSRS T oo 1o 1 =] o PPN 40.24
342 Interviewing and counselling of patients and/or relatives, per ¥2 hour or major part thereof ............ 39.53
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt LYPE 2) ...uiririiieiiiee et e e e e e e e e e e 31.00
357 6" to 13" week inclusive — per diem (VISIt tyPe 3) ......viviiiriet e e e 20.35
358 After 13 week — per diem (VISIt tYPE 4) .......iiie et e e e 19.60
360 CONCUITENE CAIE, PEI VISIT ..ttt ittt e et e et e e e e e e e e e et e et et e e et e e e aaaeaaas 31.00
375 Physiatric ManagemeNnt ...... ..o e e et e e e 2.71
381 Detention PEI Ya NOU ... ittt e e e et e e et e et e e 34.87

Hospital Out-Patient and Emergency

0 @70 0 £ ¥ -1 1T o I PP 94.42
415 A S S S SIMIBNT ettt et et e e e e e e e e e e et 40.24
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit ........... 31.00
442 Interviewing and counselling or patients and/or relatives, per % hour or major part thereof ............ 39.53
475 Physiatric ManagemeNnt ...... ..o e e et e e e 2.71
481 Detention PEI Ya NOU ... it e e e et et e et e e 34.87
482 Escort of a critically il patient Per Y2 hOUT ..........cooirii i e et e 69.74
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October 1, 2026
CONSULTATIONS AND VISITS
PLASTIC SURGERY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
(0 ) R o o LW | = [0 o PP PI P 101.27
104 Major surgical CONSURATION ... ..ouit it e e e e e e e e e et e et et e e e eeeanas 186.19
R N TS 4 1= o | PP 51.30
126 Partial assessment of a patient who received a WorkplaceNL service during the same office visit... 47.34
181 Detention PEI Ya NOUF ...... .. et e e e e e e e et e et e e e e e ea e aaa e aas 51.21
Home
201 (0] 015101 7= 11T o TR 101.27
204 Major surgical CONSURALION ..........i e e et e e e e et e et et e e e e eenas 186.19
208 A S S S SIMIBNT ettt e e e e e e e e e e e 51.30
281 (D=3 (=T a1 10 g T oY= g7 o o U PP 51.21
Hospital In-Patient
110 ) R O oo 1| 7= L4 o PPN 101.27
304 Major surgical CONSURATION ......... . et e e e e e e e e ettt e e eeenas 186.19
308 Intraoperative CONSUIALION ........ ... e e e e e e e et e e et e e eenes 101.27
315 A S S B S SN Lt it ettt e e e e e e e e e e e e e e e e e n e e e eaaas 51.30
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ..ivuii it it et e e e e e e e e e 42.09
357 6" to 131" week inclusive — per diem (VISit tyPe 3) ......eiiiiiiiee e et e 30.79
358 After 131 week — per diem (VISIELYPE 4) ... ciuiiiiiie et e e e e et e e 29.90
360 CONCUIMTENT CAIE, PEI VISIT ..ttt ittt ittt et et e e e e et e e et et et e e e e e e et e e eaeeean e eens 47.34
381 Detention PO Ya NOUF ... ittt e e e e et et et e e e e e s 51.21
Hospital Out-Patient and Emergency
401 (070] 0151011 =1 1T o I PP 101.27
404 Major surgical CONSUITALION ......... . e e e et et et e e et e et e e e e e e e 186.19
415 F NSRS T o1 1 =] o PP 51.30
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit........... 47.34
481 (1= (=T Yo T o1 78 o o 1 PP 51.21
482 Escort of a critically ill patient per Ya hour ... ..o e e 86.08
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October 1, 2026

CONSULTATIONS AND VISITS
PSYCHIATRY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
0 R o o YU | =1 1o o PP 250.00
R N TS 1 1= o | PP 71.68
126  Partial assessment of a patient who received a WorkplaceNL service during the same office visit... 48.50
128  Specific NEUrOCOgNItIVE ASSESSIMEINT ... ..\ ii ittt et e et et e ee e e e e et e ae e e e e eaaas 62.75
130  Psychiatric care, per unit based on the following chart in the Preamble section 7.30.4 “Rules
for the Claiming of PSychiatric Care” .........ciiiiiii i e 101.00
1 unit — 15 to 44 minutes
2 units — 45 to 74 minutes
3 units — 75 to 104 minutes
4 units — 105 — 134 minutes
5 units — 135 to 164 minutes
Psychotherapy
131 Individual, per ¥2 hour or major part thereof ... ... e e 101.00
133 Group of 4 people, per member, per hour or major part thereof ................ococoii i, 34.37
134 Group of 5 people, per member, per hour or major part thereof ................ocoo i, 27.50
135 Group of 6-12 people, per member, per hour or major part thereof ... 2291
136 Family therapy, 2 or more family members, per ¥ hour, per family ..., 108.60
137 Initial interview with parent or guardian (when seen separately) on behalf of emotionally disturbed
o] 1o PP 80.25
138  Case consultation with a Child Protection and Youth Services or correctional worker, teacher,
community health nurse, or other allied professional, in person, on behalf of a child or
adolescent — per ¥ hour or major part thereof ..........cc.iiii i e 108.50
139 Interview with child or adolescent — per % hour or major part thereof ..., 70.86
140  Diagnostic or therapeutic interview with a parent, guardian, foster parent, or group home parent of
a child or adolescent — per ¥2 hour or major part thereof .......... ..o 80.25
143  Diagnostic or therapeutic interview with the substitute decision maker of an adult patient
(maximum 4 units per patient per fiscal Year) .......ccooviiiiiii i 73.26
150 Transition-Related Surgical Readiness ASSESSMENT .......cccciiiuiiiiieiiiiiiite e ss e srr e 250.00
160  Transfer of care surcharge — after a minimum of 6 follow UP VISitS ..........ccooiiiii i, 117.28
S B oY (=Y T I =T 77 o o T | PP 34.87
183  Opioid Agonist Therapy for Opioid Use DiSOrder .........couiuiiiiiiii i add 96.00
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October 1, 2026
CONSULTATIONS AND VISITS

PSYCHIATRY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Home
201 CONSURALION .ottt 250.00
215 ASSESSIMENT Lottt et e e e e e e 71.68
216  Assessment at the lock-up at the custodian’s requEst ...........ouvvviiie i e 116.26
228 SPECIfiC NEUrOCOGNItIVE @SSESSIMENT ... ... ittt ittt et e ee et e et e et et e e e e e e eeaeeaanens 62.75
230 Psychiatric care, per unit based on the following chart in the Preamble section 7.30.4 “Rules
for the Claiming of PSychiatric Care” ..........iuiiiiii i e e e e 101.00
1 unit — 15 to 44 minutes
2 units — 45 to 74 minutes
3 units — 75 to 104 minutes
4 units — 105 — 134 minutes
5 units — 135 to 164 minutes
Psychotherapy
231 Individual, per ¥2 hour or major part thereof ... 101.00
233 Group of 4 people, per member, per hour or major part thereof ..., 34.37
234 Group of 5 people, per member, per hour or major part thereof ..., 27.50
235 Group of 6-12 people, per member, per hour or major part thereof ..., 2291
238  Case consultation with a Child Protection and Youth Services or correctional worker, teacher,
community health or nurse, or other allied professional, in person, on behalf of a child or
adolescent — per ¥2 hour or major part thereof ...... ..ot e 108.50
239 Interview with child or adolescent — per %2 hour or major part thereof ..............cccoiviviii i, 70.86
240 Diagnostic or therapeutic interview with a parent, guardian, foster parent, or group home parent of
a child or adolescent — per ¥2 hour or major part thereof ... 80.25
243 Diagnostic or therapeutic interview with substitute decision maker of an adult patient
(maximum 4 units per patient per fiscal Year) .......ccooiii it 73.26
252 = W o T V= 1 AT Y o PN 12.44
281 (D=3 (=T a1 10 g T oY= g7 o o U PP 34.87
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October 1, 2026

CONSULTATIONS AND VISITS
PSYCHIATRY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Hospital In-Patient
301 (0] 01510 7= 11T o I PP 250.00
315 A S S S SIMIBNT ettt ittt e e e e e e e e e e e 71.68
328  Specific NEUrOCOgNItIVE ASSESSMENT ... ... iui ittt e et et e et e e e e e e et e een e nen e 62.75
330 Psychiatric care, per unit based on the following chart in the Preamble section 7.30.4 “Rules
for the Claiming of PSychiatric Care” .........ooiiiiiiiit e e e 101.00
1 unit — 15 to 44 minutes
2 units — 45 to 74 minutes
3 units — 75 to 104 minutes
4 units — 105 — 134 minutes
5 units — 135 to 164 minutes
Psychotherapy:
331 Individual, per ¥2 hour or major part thereof ... ... e 101.00
333 Group of 4 people, per member, per hour or major part thereof .............coooiiiii i i, 34.37
334 Group of 5 people, per member, per hour or major part thereof .............coooviiii i i, 27.50
335 Group of 6-12 people, per member, per hour or major part thereof ..., 22.91
336 Family, where at least one member is an in-patient, 2 or more family members, per % hour,
P FaMIlY .o e e e aeaas 108.60
338 Case consultation with a Child Protection and Youth Services or correctional worker, teacher,
community health or nurse, or other allied professional, in person, on behalf of a child or
adolescent — per ¥2 hour major part thereof ....... ..ot e 108.50
339 Interview with child or adolescent — per ¥2 hour or major part thereof .............ococvivi i, 70.86
340 Diagnostic or therapeutic interview with a parent, guardian, foster parent, or group home parent of
a child or adolescent — per %2 hour or major part thereof ... 80.25
343 Diagnostic or therapeutic interview with substitute decision maker of an adult patient
(maximum 4 units per patient per fiscal Year) ..... oot s 73.26
In-patient surcharge
352 o F- |V (o I R o T=T o - Y PP 46.85
353 = dAYS 1510 28, POI AAY .ivivtitiitit ettt et e e e e e e 35.11
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt tYPE 2) ..iiuine it it et e e e e e e e e e 41.98
357 6 to 13™ week inclusive — per diem (VISIt tyPe 3)......oee iiiee e e e e e 31.49
358 After 13" week — per diem (VISIt tYPE 4) ....ooveniie e e e 30.52
359 In-patient surcharge, day of diSCharge ......... .o e 100.00
360 CONCUITENT CAIE, PEI VISIE ..ttt et et e e et e et e et e et e et et e e e een e een e eeeas 36.39
381 (1= (=T 110 T oY= 70 o U PP 34.87
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October 1, 2026

CONSULTATIONS AND VISITS
PSYCHIATRY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Hospital Out-Patient and Emergency
401 Out Patient Clinic CONSUIALION ... .ot e ettt e e e e et e e e e e aeees 250.00
402 Emergency Department CONSUILAION .......c.iuiiitiiit s e e et e e e e e e e aaa s 350.00
415 ASSESSIMENT L.ttt i e e e e 71.68
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit........... 48.50
428  SPECIfiC NEUIOCOGNILIVE ASSESSMENT ... \u it it iecet ettt e et e et e e et e et e et e e e e e e e et eeeanaens 62.75
430 Psychiatric care, per unit based on the following chart in the Preamble section 7.30.4 “Rules
for the Claiming of PSychiatric Care” ..........o.iiiiii i e 101.00
1 unit — 15 to 44 minutes
2 units — 45 to 74 minutes
3 units — 75 to 104 minutes
4 units — 105 — 134 minutes
5 units — 135 to 164 minutes
Psychotherapy:
431 Individual, per ¥2 hour or major part thereof ... .. ... e 101.00
433 Group of 4 people, per member, per hour or major part thereof ... 34.37
434 Group of 5 people, per member, per hour or major part thereof ..., 27.50
435 Group of 6-12 people, per member, per hour or major part thereof ... 22.91
436 Family therapy, 2 or more family members, per ¥ hour, per family ..., 108.60
438  Case consultation with a Child Protection and Youth Services or correctional worker, teacher,
community health or nurse, or other allied professional, in person, on behalf of a child or
adolescent — per ¥ hour major part thereof ..o 108.50
439 Interview with child or adolescent — per %2 hour or major part thereof ...............ccoovv i i, 70.86
440 Diagnostic or therapeutic interview with a parent, guardian, foster parent, or group home parent of
a child or adolescent — per ¥2 hour or major part thereof ... 80.25
443 Diagnostic or therapeutic interview with the substitute decision maker of an adult patient
(maximum of 4 units per patient per fiscal year) ........cooiiiiiiii 73.26
450  Transition-Related Surgical Readiness ASSESSIMENT ........uvviiiiiiiiiiiee i e e e e e e e sibree e e s esbar e e e e e 250.00
476 Psychiatry day care — per Visit, Per Pati€Nt .........co.iiitiiii e e 22.71
481 (D=3 (=Y a0 a0 T= T 7 o o U PP 34.87
482 Escort of a critically ill patient, per Za hOUr ....... ... e e 69.74
483  Opioid Agonist Therapy for Opioid Use DiSOIder ..... oot e add 96.00

* In addition to a physician, referrals for patients aged 2 to 17 years will be accepted from a Child
Protection and Youth Services or correctional worker, guidance counselor or teacher with the
proviso that a copy of the consultation report be sent to the patient’s family physician.
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October 1, 2026

CONSULTATIONS AND VISITS

RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Hospital In-Patient

301 Diagnostic Radiology CONSUIALION ...t e e e e e e e e 127.17

302 Interventional Radiology CONSUIAtION .........coiii i e e e e e e 127.17
Hospital Out-Patient and Emergency

401 Diagnostic Radiology CONSUIALION ... e e e e e e e e 127.17

402 Interventional Radiology CONSUIAtION ... e e 127.17

1. A Diagnostic Radiology Consultation applies when insured imaging studies made
elsewhere are referred to a Radiologist for his/her written opinion. It is not payable for the
reading of insured imaging studies sent for reporting. As well, a consultation does not apply
when the insured imaging studies referred to above are used for comparison purposes with
images made in the consultant’s facilities. Claims for consultation must be submitted IC and
accompanied by a copy of the referring letter and the Radiologist’s report.

2. An Interventional Radiology (IR) Consultation applies when an Interventional Radiologist is
requested by a physician, nurse practitioner or RN prescriber to assess a patient referred for
an interventional radiological procedure which requires extensive discussion with the patient.
Examples of such procedures include, but are not limited to, the following: endovascular
obliteration of cerebral aneurysms and vascular malformations including pelvic congestion
syndrome, embolization of uterine fibroids, percutaneous image guided radiofrequency ablation
of solid tumours, trans-arterial chemo embolization. The IR consultation is not payable for the
following procedures: simple biopsies or aspirations; the routine task of obtaining consent; or
for any procedures where direct interaction with the patient is not warranted. The Interventional
Radiologist must give their opinion in writing to the referring physician, nurse practitioner or RN
prescriber. This opinion must include documentation of the pertinent patient history and
physical examination, and a discussion of the risks and limitations of the procedure. The
consultation is payable whether or not the Interventional Radiologist actually performs the
procedure.

Billing of an IR Consultation is restricted to those physicians certified by the Royal
College of Physicians and Surgeons of Canada in Interventional Radiology. Other

Interventional Radiologists may be considered upon request to the Assistant Medical Director.
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October 1, 2026

CONSULTATIONS AND VISITS
UROLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Office
101 [070] 011011 =1 1T o Lo PP 101.89
104 Major SUrgical CONSUITALION ... ...u.it it s e e e e e e et et et e e e e et e ea e aaaeans 138.40
T Ny o o =T o | P PP PP 45.14
126 Partial assessment of a patient who received a WorkplaceNL service during the same office visit.. 31.00
181 Detention PEI Ya NOUN ... e e et et e e e e et e et et e e e e 34.87
Home
201 (0] 4151011 =1 1T e PPN 101.89
204 Major surgical CONSUIALION ... ...t e e e e e et e e e e e et e e et e e e e e eaas 138.40
215 A S S S SIMIBNT ettt et et e e e e e e e e e e et 45.14
281 (1= (=T 10T T o1 78 o o U PP 34.87
Hospital In-Patient
301 (0] 0151011 =1 1T o e PPN 101.89
304 Major surgical CONSUITALION ... ...t e e e e e et et et e e e e et e aeeenaaas 138.40
308 INtraoperative CONSUITATION ... .. ...t e et et et e e et e e e ee e a et ae e e e eens 101.89
315 F NSRS TSs 1o 1 1] | PPN 45.14
Subsequent visits:
356 Up to 5 weeks — per diem (VISIt LYPE 2) ....iv i ittt e et e e e e e e e 34.91
357 6" to 13" weeks inclusive — per diem (VISIt tyPe 3) ....coviviiiriee e e e 23.76
358 After 13M week — per diem (VISIt tYPE 4) ....vviiii it et et e e e et e 22.88
360 (070 aTo1 0= T o= L= TR o L= Y 1 | S 31.00
381 Detention PEI Ya NOU ... ..o ittt e e e e et e e et et e et e e e e 34.87
Hospital Out-Patient and Emergency
401 (070] 0151011 =1 1T o I PPN 101.89
404 Major surgical CONSUITALION ... ... it e e e e et e e e e et e e e e e e 138.40
A15  ASSESSIMENT ettt et ettt et et e e e e e e et e e et e n e e reaa 45.14
426 Partial assessment of a patient who received a WorkplaceNL service during the same visit........... 31.00
481 (1= (=T 10T T o1 78 o o 1| PP 34.87
482 Escort of a critically ill patient per Ya hour ... ... e e e 69.74

* Includes, when necessary, urethral calibration, catheterization and prostatic fluid examinations
but not to include endoscopic examination.
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October 1, 2026
VIRTUAL HEALTH
TELEMEDICINE PREAMBLE

1. GENERAL POLICY

1.1 “Telemedicine service” is a medical service provided to an MCP beneficiary presenting at an approved

1.2

telemedicine site in Newfoundland and Labrador, through a direct interactive video link with a receiving
physician at an approved telemedicine site in Newfoundland and Labrador. For a list of approved sites,

please contact the Assistant Medical Director’s office at AssistantMedicalDirector@gov.nl.ca or
(709) 758-1557. The patient must be present at the same time as the physician.

Only physicians eligible to bill fee-for-service are allowed to bill MCP for telemedicine payments.

1.3 The codes listed in this Telemedicine Schedule must be used for telemedicine services without substitution.

Claims must be coded with the hospital number for the site where the physician is located.

1.4 Teleradiology services should be billed using codes listed in the Radiology section of the MCP Medical

Payment Schedule. They cannot be billed using the codes listed in the Telemedicine schedule.

2. TERMS AND CONDITIONS FOR TELEMEDICINE CODES

21

2.2

2.3

2.4

Telemedicine services must meet all the requirements, including documentation requirements, for
comparable consultation and assessment codes listed in the MCP Medical Payment Schedule except that the
requirement for physical examination does not apply:

(@) Telemedicine consultations must be documented with a written request from the referring physician, a
record of the history, and a letter back to the referring physician.

(b) Telemedicine services for a non-referred patient should be claimed using a reassessment code.

(c) The record of a telemedicine reassessment must include: the reason for the encounter; findings through
history; working diagnosis and/or plan of investigation or treatment.

Where a receiving physician, after having provided a telemedicine service to a patient, decides he/she must
examine the patient in person, the physician may claim a MCP major examination fee for the in-person
examination, notwithstanding that the in-person examination has been provided within ninety (90) days of
the telemedicine service.

Where telemedicine services are interrupted because of a loss of transmission capacity beyond the control
of the physician, and are not able to be resumed within the time allocated, and are therefore not able to be
completed:

(a) the physician shall be entitled to claim for the telemedicine services which he/she began to provide prior
to the interruption, to the same effect as if the provision of the services had been completed. Remarks
code 50 — Telemedicine service interrupted by loss of transmission capacity should be entered on
claims for such services;

(b) where a telemedicine consultation service is provided to the patient for the same condition by the same
physician subsequent to a service that was interrupted by a loss of transmission capacity, the physician
shall be entitled to claim for the second telemedicine consultation service, notwithstanding that the
second service has been provided within ninety (90) days of the initial interrupted telemedicine
consultation service. The claim for the initial service must be coded with remarks code 50.

Where there is no loss of transmission capacity and telemedicine services did not take place because the
time allocated expired or the physician temporarily discontinued telemedicine work for another reason, no
claims can be submitted to MCP for the services that did not take place.
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October 1, 2026

VIRTUAL HEALTH
TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
FAMILY MEDICINE
502 TelemediCine partial ASSESSMENT ... ... v it it e e et et e e e e e e e e e e n e aeaas 32.20
503 Telemedicine partial assessment of a patient who is 65to 74 years of age .........ccoeviiiiiiiiinannnn. 40.26
504 Telemedicine partial assessment of a patient who is 75 years of age or older ...............cooiiiiiiines 48.31
Psychotherapy:
511 Individual, per ¥2 hour or major part thereof ... 64.41
512 Group (4 to 8 people) per member, per hour or major part thereof ................cccoovviiiiiiinnnn, 24.15
513 Family therapy (2 or more family members), per ¥2 hour, per family ................ococoiiiiiinienn. 72.46
Supportive Care:
531 In 18t 7 days — not exceeding 1 encounter every 2 days — per enCounter ..............ccceeevvvnennnn. 24.15
532 After 15t 7 days — not exceeding 1 encounter every 4 days — per enCOUNter .......................... 24.15
539 Add on fee for patient encounter between 6:00 p.m. and midnight on weekdays, on weekends, or
0N MCP Statutory HONAYS ... oo e e e e e e e e e e eees 10.00
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
DERMATOLOGY

501 (701 YU 1 7= 110 o P OO P PP 91.52

502 L LET= EoTY 1= 1 = o | PPN 41.70
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

GENERAL SURGERY

501 (0201 E1U] 1 7= 11 o] o S PPN 91.78
502 RS2 ESTST TS 1 1= 0 | S 46.13
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS
These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

INTERNAL MEDICINE

501 (0101 11U 7= 11 o] o PSP 150.82
502 [ ET= ESTT TS 1 1= | 66.91
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

NUCLEAR MEDICINE

501 (070 g E{ U] 1 7= 110 o PSP PPPPPIN 111.14
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October 1, 2026

VIRTUAL HEALTH
TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
DEVELOPMENTAL NEUROLOGY
501 (0] 015111 = 11T o I PP 145.00
502 REASSESSIMENLE ... ettt et e e et e et e e e e e e e e e e 46.16
515 Scheduled interview with parent or teacher for investigation/management of a child’s learning
disability — per %2 hour or major part thereof ... e 63.80
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
NEUROLOGY

501 (070 YU 1 v= L1 o] o PSPPI 145.00

502 L LET= RoTST ST 1 1= o | PN 46.16
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
NEUROSURGERY

501 (0701 E{ U] 1 v= L1 o] o PSPPI 121.10

502 L LET= FoTT 1= 1 = o | PPN 50.90
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

OBSTETRICS AND GYNECOLOGY

501 (70 FY U] 1 = L1 o] o PPN 87.50
502 L LET= FoTT ST 1 1= o | P 41.00
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
OPHTHALMOLOGY

501 (0701 E1 U] 7= 11 o] o PSP 85.97

502 ST ETSY T £ 0= o | PPN 44.10
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
ORTHOPAEDICS

501 (07017 U] 1 7= 11 o] o PSSP 90.74

502 L LET= ESTT TS 1 1= | 40.11
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
OTOLARYNGOLOGY

501 (70 FY U] 1 = L1 o] o PPN 79.34

502 L LET= FoTT ST 1 1= o | P 36.83
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
PAEDIATRICS
501 (070] 0 K1 U1 1 71 1T o [ PPN 174.04
502 REASSESSIMBNT ...ttt ittt e e et e e e e e e e e e e e 89.80
513 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3
0010 011 ) PP 62.33

C-43



October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS
These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

DEVELOPMENTAL PAEDIATRICS

501 (0] 4151011 =1 1T o I PR 174.04
502 R ASSESSIMEBINT ...ttt e et et e et et e e e e e e e e e e e e aaas 89.80
513 Interview with parent or guardian on behalf of seriously ill patient (maximum 1 visit every 3

070 0110 =) PP 62.33
514 Scheduled interview with parent, guardian or other professional for investigation/management of a

patients physical, cognitive or emotional disability - per ¥ hour or major part thereof ............... 100.46
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

PHYSICAL MEDICINE

501 (701 E{ U] 1 7= 110 o PSPPI 94.42
502 [ o= FTT ST 1 1= o | PPN 42.16
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS
These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

PLASTIC SURGERY

501 (0201 E1U] 1 7= 11 o] o S PRIt 79.22
502 [ 2= ESTT TS 1 1T | P 36.14
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October 1, 2026

VIRTUAL HEALTH
TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
PSYCHIATRY
501 (070] 0 L1 U1 71 1T o [ PP 250.00
502 REASSESSIMENT ...ttt et e e e e e e e e e e 67.45
504 Psychiatric care, per unit based on the following chart in the Preamble section 7.30.4 “Rules
for the Claiming of PSychiatric Care” ...t e 86.57
1 unit — 15 to 44 minutes
2 units — 45 to 74 minutes
3 units — 75 to 104 minutes
4 units — 105 — 134 minutes
5 units — 135 to 164 minutes
Psychotherapy:
505 Individual, per ¥2 hour or major part thereof ... ... e e 86.57
506 Group of 4 people, per member, per hour or major part thereof ... 34.37
507 Group of 5 people, per member, per hour or major part thereof ... 27.50
508 Group of 6-12 people, per member, per hour or major part thereof ... 2291
509 Family therapy, 2 or more family members, per ¥ hour, per family ..., 91.10
510 Case consultation with a Child Protection and Youth Services or correctional worker, teacher,
community health or nurse, or other allied professional, in person, on behalf of a child or
adolescent — per ¥ hour or major part thereof ..........cc.iiii i e 62.75
511 Interview with child or adolescent — per ¥2 hour or major part thereof ..............cccoiii i, 53.36
512 Diagnostic or therapeutic interview with a parent, guardian, foster parent, or group home parent of
a child or adolescent — per ¥2 hour or major part thereof ... 62.75
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October 1, 2026
VIRTUAL HEALTH

TELEMEDICINE CONSULTATIONS AND REASSESSMENTS

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
UROLOGY

501 (02010 E1 U] 7= 11 o] o S PPN 84.86

502 R ET= ESTT TS 1 1= o | PN 40.00
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October 1, 2026

CRITICAL CARE
ICU AND CCU

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
Level A: Infant in Neonatal Intensive Care Unit maintained by artificial ventilation (all
modalities) and with full invasive monitoring and parenteral alimentation.
51730 S {1651 0o - |V PP 435.56
51732 - 2o 10™ day (INCIUSIVE), PEF QIEM .. civiiiit e e e e e 217.70
51734 - 111 day onWards, PEr dI8IM ... ......ceuee e it e e e e e 108.86
Level B: Infant in Neonatal Intensive Care Unit requiring full monitoring both invasive and non-
invasive with Oz administration and 1V therapy but without Ventilatory Support
51738 S {161 8 - PP 281.62
51740 - 2Mdday ONWArdS, PEI QIBM ...ttt et e e e e e e e 79.64
Level C: Infant in Neonatal Intensive Care Unit requiring Oz administration and non-invasive
monitoring and gavage feeding
51744 s RIS Y et 188.85
51746 2" day ONWArAS, PEI QIEIM ....vv it et eee e e e e e et e e et ee s 39.39
Concurrent Care (NICU)
51790 Physician rendering care concurrently with the physician in-charge, per diem ........................ 28.60
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CRITICAL CARE

ICU AND CCU

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

October 1, 2026

Code Rate
Comprehensive Care: is the service rendered by an Intensive Care physician who provides
complete care (both Critical Care and Ventilatory Support to Critical Care Area patients)
51750 - PO Y .. e e e 348.37
51752 - 2" day to 101 day, per diem ...........coooiiiii e e 207.99
51754 - 11™ day onwards, PEr diBM ..........uviit it e e e e 105.16
Critical Care: is the service rendered by a physician for providing, in a Critical Care Area, all
aspects of care of a critically ill patient excluding Ventilatory Support
51756 - TS Y et e 232.74
51758 - 2710 10N day, PEI QIBIM ....oeeeeie et e e e e e e e e 136.29
51760 - 111 day onwards, Per di€M .............coeeutii e e e 58.20
Observatory Care: ICU or CCU patient without invasive monitoring and without assisted
ventilation
51766 - IS Y ..t e e 132.00
51768 - 2" day to 10M day, Per di€M ......ooiiiiie et e e 66.00
51770 - 111 day onwards, Per di€IM .............oeere i e e e 32.99
Ventilatory Support: is the provision of Ventilatory Care by a physician other than the one
claiming Critical care. It includes assessment of the patient and use of artificial ventilator and
all necessary measures for its supervision
51774 - L1510 £ Y PP 171.04
51776 - 2" day to 101 day, per diem ...........oooiiiie e e 89.76
51778 - 11 day onWards, PEr QIEM ... ....cuueiie e et et e et e 59.74
Concurrent Care (ICU, CCU)
51790 Physician rendering care concurrently with the physician in-charge, perdiem ...................... 28.60
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October 1, 2026

CRITICAL CARE
These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code

Rate

CARDIO-PULMONARY RESUSCITATION

Cardiac Arrest
51820  First unit (0 to 15 minutes or any portion thereof)..........ccooiiiiii i e
51822  Subsequent units (each subsequent 15 minutes or part thereof) ..........ccccoii i,
(1) Units are timed from the onset of the arrest and the presence of the physician.

(2) A maximum of three physicians will be paid for each time unit.

(3) The unit fees include all necessary resuscitative measures, e.g., defibrillation,
cardioversion, cut-down, etc.

PROVINCIAL PERINATAL HIGH RISK UNIT

Physician in Charge
51920 - 183 Ao =Y/ PP
51922 - SUDSEOUENT QAYS ... e ittt ittt et e et e et e et e et et e et e e e e e et et e e e

Concurrent Care (ICU, CCU, Provincial Perinatal High Risk Unit)
51790  Physician rendering care concurrently with the physician-in-charge, per diem ..........................

61.70
28.44

101.44
46.93

28.60
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October 1, 2026
DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
54000 Visit for diagnostic and therapeutic service(s) only ..........ccooeiiiii i s 4.60
ALLERGY
54004 Acute desensitization; e.g., ATS penicillin ..o, 491
54006 Direct nasal tests, (Maximum of 3teStS) .......coiiiiiiiiiii e .98
54008 Hyposensitization, (1 or more injections) visit fee and/or fee code 54000 not payable in
=T [ 11 1o o P 13.08
54016 Ophthalmic tests, (Maximum 5 teStS) ....c..i it e e e .98
54018 S QUANTIEALIVE ..ottt et et et e e et e e et aen s 7.85
54020 PasSIVe transSfer tESES ... ..cvvii it 28.34
54022 Patch test, (Maximum 65 tE€SIS) ......vii it it e 2.00
Note:
Patch testing may only be claimed when performed according to generally accepted
criteria.
Provocative Testing
54026 High-risk provocative testing (must be done in a hospital) ..o, 213.25
54027 - after the first hour, per quarter hour or major part thereof, ........................ add 30.00
54028 Low-risk provocative testing (may be done in a hospital or office) ..................... 139.78
54029 - after the first hour, per quarter hour or major part thereof, ........................ add 19.11
Notes:
1. No visit or consultation fees can be charged in addition to 54026, 54027 or
54029. Consultation fee codes 101 and 401 may be billed with fee code
54028 as long as all applicable General Preamble Section 6 criteria for billing
are met.
2. Fee Code 54000 cannot be billed with any of the fee codes for provocative
testing (54026 through 54029).
3. Billing of provocative testing (codes 54026 and 54029) is restricted to only
those physicians certified by the Royal College of Physicians and Surgeons
of Canada in Clinical Immunology and Allergy. Other physicians providing
this service in a hospital may be considered for billing these fee codes upon
request to the Assistant Medical Director.
4. Fee code 54027 can be billed to a maximum of three hours or twelve units.
54029 can be billed to a maximum of two hours or eight units.
5. Start and end times for fee codes 54026, 54027, 54028 and 54029 must be
documented in the record of service.
54030 Repository therapy, Per inJECION ... ...t e e e 78.21
54032 Scratch/intradermal skin tests, per series (maximum of two Series) .........ccccoovveeeeeninne 43.92
54033 O (o] {01100 =Y =T (=TT Vo [o T 25.41

Notes:
1. There is a maximum of three series total per visit.
2. Skin tests must fall into one of six series: indoor aeroallergens, outdoor
aeroallergens, food allergens, latex, medication, and venom.
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October 1, 2026

DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
ANAESTHESIOLOGY/THERAPEUTIC
54054 Hypothermia (therapeutic) induction and management .............ccoooiiiiiiiiiieiiiieieeennn 62.07
Nerve Blocks
1. Feeslisted in the FP or Spec. columns must be coded as capacity “0” on
claims.
2. These codes may not be used when claiming for a procedural anaesthetic
except for fee code 54150.
3. Anaesthetic time units to not apply unless specified.
4. When alcohol or other sclerosing solutions are used, add 50% to the
appropriate nerve block fee as listed with the exception of 54130, 54132,
54134 and 54150.
5. Therapeutic Anaesthesiology services provided in approved organized hospital
pain clinics must be billed using the applicable fee code listed in the In-
Hospital Diagnostic and therapeutic services Section of this Payment
Schedule.
Lo 10 Y ¢ 3T ] (o 55.10
54062 Brachial PIEXUS ... ... e e e e e e e e e e e 80.00
54064 Coliat GaNGION ...t e e e e e 106.80
54066 Epidural/SPinal BIOCK ......cuuie ittt it et et e e e e e e e e e 75.10
54067 Introduction of intraspinal narcotic (not to be billed in addition to spinal anaesthesia) ..... 49.70
54068 24-hour monitoring of spinal narcotic given for analgesia ................cocovveiiiiiiiine e, 59.64
54072 Gasserian GaNnGliON ... .......oi i et e e 55.10
54073 Intrapleural Block - Single INJECHON ....... ..o e e 44.25
54074 - with the introduction of a catheter for the purpose of continuous
ANAIGESIA ..o ee et e 77.25
54076 llioinguinal and ilIONYPOGASEIIC NEIVES ... ... it 54.65
54078 INFrAOTDILAL ... . et e e e e s 34.20
54080 INEEICOSIAl NEIVE TOOL ...ttt ettt e e e et e e et et eeeaee 34.20
54082 - for each additional ONe ..o 16.95
54084 INtratheCal SPINQAL ... c.oee i e e e e e e e e 75.10
54086 Lumbar, sacral and COCCYQAl NEIVES ... ... iniie e et et e e e 34.20
54088 1= T o 1 11 =V PPN 75.10
54090 Mental branch of mandibular Nerve ............. i e 34.20
54092 (0 o o o1 - 1 U 34.20
54094 Other cranial Nerve BIOCKS ... e 84.00
54096 Paravertebral nerve block of thoracic and lumbar roots — each (maximum of 4 units) ..... 54.65
54098 LU0 =T 0o o PP 54.65
54102 Lol = Lo =T Y= PPN 54.65
54106 SINGIE SOMALIC NEIVE . ..et e e e et e e e e et e e e e e 76.55
54108 Spheno-palatine ganglion ... e 55.10
54110 SPIANCNNIC <. e e e e e e e e e e 55.10
54112 Stellate ganglion ......... . e 55.10
54114 Y0 o] = Lo 1 o1 - | PP 34.20
54116 Sympathetic block (lumbar or thoracic) ..........cviiiiiiii i e 64.08
54118 B o1 = L= - PN 85.44
54120 TransSVerse SCAPUIAr NEIVE ... it e e e e et e e e e e 55.10
54122 Intravenous injection and infusion with lidocaine for the treatment of chronic pain ......... 55.10
54124 AUITOrY QanGIION ... e e 55.10
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DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
ANAESTHESIOLOGY/THERAPEUTIC (Cont’d)
Nerve Blocks (Cont’d)
54126 Femoral nerve - unilateral ....... ... e 60.37
54128 ShIlAtEral ...t 81.95
54130 Intrathecal or epidural injection of phenol iniodized oil .................cooi . 165.50
54132 Introduction of epidural catheter for relief of pain, institution ... 5
54134 Maintenance: claim 1 unit for each subsequent injection or % hour of maintenance;
maximum 12 units per day, Per UNIt ...... ..o e e e 1
54138 Lateral femoral CUtANEOUS NEIVE ........c.iiiiiiii it 55.10
54140 Lumbar sympathetic Chain ..........ccoiiii i e e e e 85.44
54142 Maxillary nerve atitsS foramen ..........co.iiiiit i e e 64.08
54144 Maxillary or mandibular division of trigeminal nerve .............ccocociiiiiiiiiic i 75.10
54146 Obturator nerve - unilateral ....... ... e 54.65
54148 Shilateral ... 82.45
54150 Retrobulbar, femoral, sciatic, ilioinguinal, iliohypogastric, ulnar, median radial, stellate
ganglion block for local anaesthetic purposes or epidural for delivery block .......... 57.06
54152 Retrobulbar injection of alcohol for acute glaucoma ............ccooovivi i 34.20
54154  Trigeminal ganglion .......cooiiiiii i e e e 84.75
54156  SUPEOr laryNQEal NEIVE ...t et e e et et e e e et e et e a e ee e 34.20
54158 Epidural blood PatCh ..o 75.10
54160 Insertion of catheter to provide sustained regional nerve block for relief of pain (Rate
payable for insertion is 50% of the fee for the appropriate nerve block — claim also the
fee code and fee for that nerve block). (Applicable nerve block fee code must be
indicated in the comments section and it must be billed as IC giving this information)
54162 Maintenance of sustained regional nerve block — per half hour to maximum of 6 hours
=T 0 - 15.22
54164 Intubation — not associated with anaesthesia ...............ccocovii i, 55.10
Patient controlled analgesia is an acute pain management modality utilized in lieu of
traditional intramuscular narcotic injection for pain management. It allows the patient
to exercise control of their acute pain. Initiation of PCA involves patient assessment,
education, and the actual activation of the PCA apparatus by an Anaesthesiologist.
Maintenance of PCA involves 24-hour coverage of patients on PCA. This includes
visits and telephone consultation by same or different Anaesthesiologist.
Initiation or maintenance of PCA is only payable once per day, same or different
Anaesthesiologist. Also, it is not payable in addition to a consultation, visit, ICU or
hospital care by the same Anaesthesiologist. PCA services are payable to the same
Anaesthesiologist on the same service date as general anaesthesia if at a separate
session.
Patient Controlled Analgesia (PCA) — for parenteral control of acute pain
54166 SNIHALION oot 60.00
54167 S MAINTENANCE ...t e 30.00
Intravenous Ketamine Infusions for Post-Operative Pain
54170 Initiation of intravenous injection and infusion with ketamine for the treatment of
of acute POSt-OPerative PaIN .........oui i e 55.10
54171 Maintenance of intravenous injection and infusion with ketamine for the
treatment of acute post-operative pain, Per day ..........c.ocoviiieiiiiiieiiiine e 31.45
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October 1, 2026

DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code

FP/

Spec.

Anaes.

Notes:
1.

2.

These fee codes are billable only for post-operative patients admitted
to the hospital.
Fee codes 54170 and 54171 cannot be billed on the same calendar day.

For Fee code 54170:

3.

Fee code 54170 is billable in addition to applicable anaesthesia surgical

time units, visit fee codes, the ROSA stipend, premium fee codes, applicable
“Nerve Blocks” fee codes in the Diagnostic and Therapeutic Services section
of the Schedule (i.e. fee codes 54060-54067, 54072-54120, 54124-54150,
54154-54156, 54160), and Patient controlled analgesia fee code 54166.
Please note that there are pre-existing rules in the Schedule that may prevent
billing of multiple services above.

For Fee code 54171.:

4.

Fee code 54171 is hillable in addition to fee codes 54134 (“Maintenance,
epidural”) , 54162 (“Maintenance, sustained regional nerve block”). Patient
controlled analgesia fee code 54167 and the ROSA stipend. Please note that
there are pre-existing rules in the Schedule that may prevent billing of
multiple services above.

Fee code 54171 is not billable in addition to surgical time units by the same
or different anaesthesiologist. Fee code 54171 is not billable in addition to
premiums or other visits and consultations by the same anaesthesiologist.
Fee code 54171 is hillable once per patient per day by the most responsible
anaesthesiologist.
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October 1, 2026

DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Spec. Anaes.

HYPERBARIC OXYGEN THERAPY (HBOT) - Being in constant attendance with

the patient (either inside or outside the chamber) for the time billed to provide

hyperbaric therapy, including ongoing monitoring of the patient’s condition and

intervening as appropriate.

Physician in chamber with patient, per dive per patient
54180 fIFSE YA NOUN o 92.57
54182 after first ¥4 hour (per ¥4 hour or major part thereof) .........coooiiiiii i s 46.28
54184 after 2 hours in chamber (per ¥ hour or major part thereof) .............cocoeiiiiine . 92.57

Physician not in chamber with the patient, per dive per patient
54188 LTS A7 o o N 79.37
54190 after first %2 hour (per ¥ hour or major part thereof) ..o 39.66
54192 after 2 hours (per ¥ hour or major part thereof) ..o, 79.37

After Hours Hyperbaric Premiums
54194 Physician attendance commences between 6:00 p.m. and midnight or on Saturdays,

Sundays or Statutory Holidays
...add 46% to total fee claimed per patient
54196 Physician attendance commences any night between midnight and 7:00 a.m.
...add 50% to total fee claimed per patient

Medical Assessments
54198 Initial medical assessment of a patient referred for HBOT ........c.ccovvviiiiiiiiiiiiiiieinn 133.66
54199 Medical reassessment of a patient undergoing HBOT .........ccoveviiii i, 40.78

Notes:
HBOT is not an insured benefit for treatment of some conditions. For a list of currently
insured conditions, please see Appendix G.

Fee codes 54184 and 54192 are billable in cases of true emergency only:
decompression sickness, arterial air embolism and carbon monoxide poisoning.

When a patient is referred for consideration of HBOT by a physician to another
physician qualified to administer HBOT, the second physician may bill fee code 54198
if: i) he or she performs an examination commensurate with the presenting complaint
and; ii) he or she advises the referring physician of his or her opinion in writing.

Special visit premium(s), and other separately billable procedures may be claimed on a
per patient basis when these services are rendered. Fees listed for HBOT must be
coded as capacity “0” on claims.
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DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
CARDIOVASCULAR
Vascular Cannulation
54202  AErial PUNCIUIE ...ttt e e e e e e e e et ettt e e et e e e eeneen 8.20
54204 Cannulation of artery or Central VEIN ..........ooiiit i e e e e e e e 41.27
54206  Arerial CUL dOWN ...ttt et e e e e e et e et et e e e e e e e een e 57.77
54208 Umbilical artery catheterization (including obtaining of blood sample) ......................... 27.25
54210 Umbilical vein catheterization .............cooiii i e e e e 9.81
54212 Insertion of Swan-Ganz catheter (not included in anaesthesiology respiratory or
critical care benefitsS) ... 166.04 4
54214 - measurement of cardiac output either thermal or dye dilution done at same
setting (maximum 2 units payable) ..........ccoviii i e add 28.66
54218 Therapeutic venesection (Phlebotomy) .......ccoiriii it e e e e 5.89
54220 Insertion of permanent feeding line under general anaesthesia (e.g. Hickman or
Broviac Catheter) .......oi i e 157.91 4
54221 Insertion of subcutaneous port (e.g. Port-a-Cath) by surgical creation of a pocket ......... 237.69 4
54222 Surgical removal of permanent feeding line or catheter ..., 36.34 4
54223 Removal of subcutaneous port (i.e. POrt-a-Cath) ..........ccueeiiiiiiiiiiiiiiiiee e 111.65 4
54226 Anticoagulant Supervision —long term —per month ......... ..o 15.00
Blood Transfusions
Exchange transfusions
54250 - initial (includes consultation and continuing Care) .............ccoeeviiieiiiie e 132.44
54252 S SUDSEQUENT ... e e 105.95
54254 S MUIIPIE e e e e e IC
54256 Assistant at exchange transfuSion ... IC
54258  INdireCt tranSfUSION .......c. i e e e 14.36
54260 Intra-uterine foetal transSfuSION ........ ..o 98.10
54264 Plasmapheresis (includes cannulation) donor cell pheresis (platelets or leukocytes) ...... 9.16
Therapeutic plasma exchange
54266 - initial and repeat (maximum of 5 per year), each .............cccocviii i, 60.78
54268 -more than 5 peryear, aCh ... 22.89
54270 Manual plasmapheresis ...t IC
Cardioversion
54274 Cardioversion or defibrillation (maximum 3 per patient, per day) ..........ccocoveiieviiinnnnnn. 89.90 5
Cardiac Catheterization
Notes:
1. Cardiac catheterization procedures (54280 to 54366) include insertion of
catheter (including cutdown and repair of vessels if rendered), catheter
placement, contrast injection, imaging and interpretation.
2. When more than one procedure is carried out by the same physician at one
sitting, the additional procedures (codes 54280 to 54366) are to be charged at
50% of the listed fees.
Hemodynamic/Flow/Metabolic Studies
Right heart
54280 S PPESSUIES ONIY et et et et e e et e et e e e et et e e e e aeaan 135.70 5
Left heart
54284 Bl (=1 oo 7= To (= Vo o o PP 208.86 5
54286 S PANSSEPLAL ...t e 306.62 5
54288 Dye dilution densitometry and/or thermal dilution studies — coronary flow index benefit
covers all studies on the same day (in conjunction with Swan-Ganz insertion use
FEE COUR D420 ottt e e e e e e e 54.50
54290 Oxymetry and/or Fick determination ............ooiitoiiie i e e e e e eeaan 57.23




DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
CARDIOVASCULAR (Cont'd)
Hemodynamic/Flow/Metabolic Studies (Cont’d)
54294 Metabolic studies; e.g., coronary sinus lactate and pyruvate determinations ................ 54.50
54296 Exercise studies during catheterization .............cccoviiiiiiiii i e e add 54.50
Angiography
54310 Angiograms (any number Of INJECHIONS) ....c.vi it e e 93.36
54312 By-pass graft angiogram (including internal mammary artery implant)
- Per graft INJECLION ... ... e e e e e 67.32
54314 Selective coronary catheterization ......... ..o e 186.59 5
54316 - with drug interventional StUAIES ...........oii it add 87.44
54318 HISBUNAIE ECG ... .ottt e e e e e e e et et e e 83.93
54320 Specialists assisting at cardiac catheterization ...............ccoooiii i, 72.14
54322 Translumenal coronary angioplasty including angiography with or without pressure
MEASUIEMENES, PO VESSEI ..vnii it i e e e e 445.17 5
54324 Coronary angioplasty Stent, per SteNt ...t add 118.00
Electrophysiologic Pacing, Mapping and Ablation
Includes percutaneous access, insertion of catheters and electrodes,
electrocardiograms, intracardiac echocardiograms and image guidance when
rendered.
54330 - atrial pacing and MaPPING ......oe i e e 380.00
54332 - ventricular pacing and MaPPiNg ... ceuve et e e 460.00
54333 - with the use of an advanced nonfluroscopic computerized mapping and navigation
system (“advanced mapping system”) and/or procedure duration >4 hours ......... 700.25 10
Note:
54333 is only eligible for payment when rendered with 54330 or 54332. See Preamble
for additional terms and conditions.
For complex cardiac ablations requiring two Interventional Cardiologists trained in
electrophysiology and involving 3D mapping:
- The assisting Cardiologist may bill the FP surgical assist Dedicated Time Method
as set out in the General Preamble ($36.60 per quarter hour)
- The specialist assist provision as set out in the General Preamble does not apply
- Documentation of time spent assisting will be provided upon request
54334 - catheter ablation therapy ..........coooii i e 398.05
54336 B (=] 1T= L= PP 135.20
54338 External cardiac pacing (temporary transthoracic) once per 24-hour period
(Note: note to be claimed with CPR) ..........oiiiiii i e e 43.92
54340 Electrophysiologic measurements (includes 1 or all of sinus node recovery times,
conduction times and refractory periods). Includes insertion of electrodes .............. 290.00
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DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
CARDIOVASCULAR (Cont'd)
Electrophysiology/Pacing (Cont'd)
Arrhythmias: Induction of arrhythmias to include programmed electrical stimulation,
drug provocation and termination of arrhythmia if necessary, once per patient per 24
hours.
(Note: CPR not payable with these services)
54342 - induction of atrial arrhythmias .............ccoooiiii e 377.00
54344 - induction of ventricular arrhythmias .............cooo i e, 429.00
54346 Testing of arrhythmia inductability by acute administration of anti-arrhythmia drugs —
to @amaximum Of 2 PEr 24 NOUIS ......vniit e e e e e e e e e e e e 148.50
54350 Insertion of permanent or temporary endocardial electrodes ................coove i iinnns 160.84 5
54352 Repositioning of permanent endocardial electrode (as separate procedure ................. 330.49 5
54353 Repositioning of temporary endocardial electrode (as separate procedure) ............... 64.25 5
54354  Implantation Of PACK ... e 125.93 5
54356 Insertion of endocardial electrode and implantation of pack (includes insertion of
temporary transvenous lead at same surgical procedure by same surgeon) .......... 332.57 5
54358 Replacement of pack (single or multiple leads) ...........cccooviiiii i, 153.19 5
54360 Intracardiac electrocardiography and/or atrial Pacing ...........cccoveviiiiiiiiiie e, 61.24
54362 Atrio-ventricular sequential pacemaker with permanent atrial and ventricular
endocardial €leCtrodes ... i 461.29 5
Trans-catheter Aortic Valve Implantation (TAVI)
Lo 17 Y 1,928.12 28
54365 TAVI - Monitoring Transesophageal Echocardiography ............ccocooiiiiiiiiiiiniinin, 570.36 28
Notes:
1) Fee code 54364 is only payable to an Interventional Cardiologist.
2) Fee code 54364 is a composite fee that pays the billing physician for all
aspects of the TAVI procedure including, but not limited to: patient
assessment prior to the procedure; electrocardiograms; insertion of
catheters and electrodes; cut-down and repair of vessels; pressure
measurements; use of imaging guidance; administration of drugs and
angiography. A maximum of one unit is payable per procedure. No other
fee code is payable in addition.
3) A Cardiologist that assists at the procedure may bill the FP surgical assist
Dedicated Time Method as set out in the General Preamble ($36.60 per
quarter hour).
4) The specialist assistant provision as set out in the General Preamble does
not apply to fee code 54364.
5) When transoesophageal monitoring of TAVI is performed during the
procedure a Level lll Echo Trained Specialist (other than the physician billing
fee code 54364) may bill Fee Code 54365.
6) Visit and procedural premiums are not payable in association with TAVI as it
is a scheduled procedure.
7) An Anaesthesiologist may bill fee code 54364 (28 basic units), plus time and
other fees as normally billed.
Endomyocardial Biopsy
54366 Transvenous endomyocardial DIOPSY .....cc.uuii it e 200.00

Note: Includes insertion of catheter.
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DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
CARDIOVASCULAR (Cont’d)
Vasomotor Syncope Testing
54368 Tilt Table Testing of Vasomotor Syncope to include arterial cannulation,
provocative and blocking drugs (physician must be continually present) ................... 337.48
Cardiography: (includes technical component)
Lo 0 1Y o1 19.62
BABTA  ECNO .ottt e e e e e e e 24.53
54375 Saline study (including VENIPUNCIUE) ... ....iini it e et e e e e e e 17.57
54376 Insertion of oesophageal tranSAUCET ..........o.iii i e e e e e 51.74
54377 Transoesophageal echocardiography by Anaesthesiologist or other qualified
specialist for intraoperative monitoring of cardiac surgery and/or assessment of
unexplained hypotension or hemodynamic instability ................coiiiiiiiiiii i 132.55
Note: Fee code 54377 includes payment for echocardiography and cardiac Doppler
studies
Umbilical arterial catheterization
54378 - (including obtaining of blood SAMPIE) ... 26.16
Electrocardiogram
54380 Office - technical COMPONENT ...t e e e 10.37
54382 - professional COMPONENT ......... i e e e e 10.51
54384 Home - technical COMPONENT ...... ..t e e e et e e e et e e e e 11.84
54386 - professional COMPONENT ......... i e e e e 12.36
54388  BalliStO CArdiOQgIam ... ...ttt et e e et e et e et e et et e e e e 21.80
Before and after exercise
54390 - technical COMPONENT ... . it e e e e e e e ee e 10.90
54392 - professional COMPONENT ... ...i. i e e e e e e e e e 10.90
Maximal stress ECG or submaximal stress ECG
54394 - technical COMPONENT ... it e e e e e e e ee e 19.08
54396 - professional COMPONENT ... e e e e e e eeenes 30.52
54397 - dobutamine stress test — when rendered outside of hospital ......................... add 37.26
54400 Dipyridamole Thalium StreSS TeSE ... i e e e e e 71.49
54402 12 to 23 hour arrhythmia tapings (interpretation) .............ccooeiiii i e 30.52
Interpretation of telephone transmitted ECG rhythm strip
54406 - professional COMPONENT ... e e e e e e e e 9.94
54408 - technical COMPONENT ... . it e e e e e e e e e e 8.34
Single chamber reprogramming including electrocardiography
54410 - professional COMPONENT ... e e e e e 15.24
54412 - technical COMPONENT ... ..o e e e e e e e ee e 15.24
Dual chamber reprogramming including electrocardiography
54414 - professional COMPONENT ... e e e e e e eeenes 23.69
54416 - technical COMPONENT ... . it e e e e e e e e e e 18.04
Pacemaker pulse wave analysis including electrocardiography
54418 - professional COMPONENT ... ..o e e e e e e e eaaas 15.24
54420 - technical COMPONENT ... . it e e e e e e e e e 8.50
Interrogation, Reprogramming of Automatic Implantable Defibrillator
54421 Interrogation of automatic implantable defibrillator ... 34.54
54422 Interrogation and reprogramming of automatic implantable defibrillator ....................... 51.95
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DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Spec.

Anaes.

54425

54426

54427

54428
54429

CARDIOVASCULAR (Cont'd)
Interrogation, Reprogramming of Automatic Implantable Defibrillator (Cont’d)

Notes:

1. The fees for codes 54421 and 54422 include payment for electrocardiography.

2. Fee code 54421 can be billed when a Cardiologist or Internist with appropriate
training situated in a hospital performs remote interrogation of an automatic
implantable defibrillator. It can also be billed when a patient presents to a
hospital and a Cardiologist or Internist with appropriate training interrogates an
automatic implantable defibrillator but does not reprogram the device.

3. Fee codes 54421 and 54422 are not payable for the same patient on the same
date.

Hospital Vascular Laboratory Fees
Ankle pressure determination — not chargeable during surgery or during the patient’s

post-operative stay in hoSpital ..........ooiiiiiii 30.66
Ankle pressure measurements with segmental pressure recordings and/or pulse volume

recordings and/or Doppler reCOrdiNgs ........ccviuieiiriie i e e e 48.16
Ankle pressure measurements with exercise and/or quantitative measurements added to

A0V . e 32.77

Venous Evaluation — Duplex Scan i.e. Simultaneous Real Time B-Mode Imaging for

Suspected DVT, or for Evaluation for Dialysis Grafting, or for Suspected Thrombosed

Dialysis Graft
101114 o] (=3 1o} o T PP 16.75
0] (0Tt =T o L1 PP 28.48
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These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
DERMATOLOGY
Laser Treatment of Insured Vascular Lesions
54430  First %2 hour portion thereof ... ..o e e 135.58
54432  Each additional 15 minutes after the initial Y2 hour ............coooiiiiii i, add 67.79

Laser treatment of specific congenital vascular malformations is billable according to the rules listed below. Laser
treatment of pigmented congenital lesions such as naevi, café-au-lait spots, etc., is not an insured service.

GENERAL RULES
(@) A visit fee is not payable in addition to the listed fees.
(b) All congenital vascular lesions with the exception of spider naevi, in children less than 18 years of age, are
insured.

INSURED VASCULAR SKIN LESIONS

The following outlines, either by diagnosis and/or criteria, eligibility for MCP payment for the laser treatment
of vascular skin lesions:

By diagnosis:
Blue Rubber Bleb Syndrome — Bill using remarks code 28.

By diagnosis, age and site:
Port Wine Stains — Bill using remarks code 26.

Angiofibromas of Tuberous Sclerosis — Bill using remarks code 29.
e Insured if age 18 and under;
e Insured after age 18 only if on the face and/or neck.

By diagnosis, age and medical necessity:
Strawberry haemangiomas — Bill using remarks code 27.

Cherry haemangiomas — Bill using remarks code 30.
Haemangio-lymphangiomas — Bill using remarks code 31.
Arterio-venous malformations — Bill using remarks code 33.

e Insured if age 18 and under;

e Insured after age 18 only if medical necessity, as defined by MCP, is met.

Laser treatment of all other vascular lesions not listed above:
To be eligible for MCP payment, the laser treatment of all other vascular lesions must meet the definition of
medical necessity, as defined by MCP.

MEDICAL NECESSITY — DEFINITION

Medical necessity is defined as significant impairment of function (eye, nose or mouth), chronic skin
ulcerations(s), soft tissue hypertrophy and/or recurrent bleeding, which is refractory to standard medical
treatments.

e This excludes either a single episode of bleeding or episodes of bleeding that are widely spaced in time and
respond to standard medical treatment, such as bandaging or medications (topical or oral).

For each lesion treated with laser, the condition of medical necessity must be met.
PRE-AUTHORIZATION

To be eligible for payment from MCP, all requests related to the laser treatment of vascular lesions must be
preauthorized by either the Director or Assistant Medical Director of Medical Services.
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DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
DIALYSIS: team fees to include listed items. (This does not include preliminary
investigation of the case)
Haemodialysis
54450 Initial acute (to include surgical COMPONENTS) .......iuiuiiieii et 591.62
54452 REPEAL BCULE ... .e et e e e e e e 205.56
54454 Insertion of Cannula or Screibner Shunt (included in the initial fee) .......................... 158.05 6
54456 Medical component (included in the initial fee) ..........ccccoiiiii i, 433.57
54458 L3 0T o] o1 o PP 71.74
Management of cannula, shunt, or by pass-graft
Revision of Cannula or Screibner Shunt
54460 = 1 o= PP 61.04 4
54462 S DOt L 87.20 4
54464 De-clotting of Cannula or Screibner Shunt ....... ... e 53.46
54465 Removal of cannula or AV ShUNt ... e e e 72.00 4
54466 By-pass graft for haemodialysis — complete surgical care ..............cocoiiiiiii i 290.54 7
Peritoneal dialysis
54480 Acute (up to 48 hours) — includes stylette cannula insertion (temporary) .................. 205.56
54482 REPEAL ACULE ..ttt e e e 205.56
54484 Chronic — maximum of 2 Per Week ....... ..o 60.21
Management of peritoneal cannula or catheter
54486 Insertion of peritoneal cannula by laparotomy or laparoscopy — complete surgical care  277.12 6
54487 Removal of peritoneal cannula by laparotomy or laparoscopy — complete surgical
072 = PP 277.12 6
54488 Insertion of Tenchkov type peritoneal catheter — chronic — by trocar ........................ 154.40 4
54490 Removal of Tenchkov type peritoneal catheter ... 63.10 4
Home Dialysis
54492 Monthly retainer for administration and SUPErVISION ............ccccciie i, 188.56
Claim date must be last date of each completed month of supervision.
Satellite Haemodialysis
54494 Weekly fee for administration and supervision of Satellite Haemodialysis patients, per
L1 PP 80.00
Notes:
1. Fee code 54494 is the benefit for managing chronic haemodialysis where
the patient undergoes dialysis at a HCS approved satellite site remote from
the site where the billing physician is located.
2. For the purpose of claiming this code “remote” means patient and physician
are located in different municipalities and the physician does not attend the
patient’s dialysis sessions at the satellite site in person.
3. All claims for fee code 54494 must include the facility number of the satellite
site where the patient is located. See the MCP Physician Information
Manual for a list of numbers.
4. For MCP billing purposes, the claim date must be the last date of each
completed week of supervision where a week begins 12:00 a.m. Monday
and ends 11:59 on Sunday.
5. If the billing physician provides in person dialysis services to the patient at
the satellite site, the amount that can be claimed for code 54494 that week
must be reduced by 50%
54496 Teledialysis assessment with patient, once per week, per patient ........................... 70.00
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DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
ENDOCRINOLOGY AND METABOLISM
54500 Antidiuretic hormone reSPONSE tEST ... . itii it e 14.72
54502 Basal MetaboliC rate ..........ooiiei e 9.81
54504 BeNZOAIOXING TEST ... et et et e e e e e e e e 9.81
54514 HISTAMINE 1O ..o e e e e e e e e e e e 11.99
54518 Implantation of hormone pellets ....... ..o e 26.99
54520 INSULIN SENSILIVILY TESE ... ittt e e e e e e e e 26.16
54526 Pentagastrin Stimulation for calCitonin .............oooii i 37.80
54532 00 1oy 1] Lo (1) PPt 11.99
54538 Water tOlEraNCE tESE ... .. vt ittt ettt ettt ettt 11.99
GASTROENTEROLOGY
54550 Oesophageal tamponade (insertion of Blakemore bag) ..........cccoviiiiiiiiiiiiie i 44.36
54552 Oesophageal MOty TS .....iiit i e e e e e 76.05
Oesophageal pH study for reflux
54560 SAUIL Lo 31.27
54562 R 0= L= L= 4 T PPN 51.74
54563 - with 24-hour pH MONItOIING ....euve e e add 12.24
54564 Oesophageal potential difference test ....... ... 31.27
54566 Oesophageal perfusion tESt ... ..ot e e 21.80
54568 Duodenum aspiration — by intubation for secretion test (after 1 hour, charge
(o2 =T a0 ] g =1 - ) PN 11.99
Gastric lavage:
54570 S IAGNOSTIC 1ottt 6.54
54572 SR BIAPULIC e vttt e e e e e e e e 20.71
Gastric secretion studies (Augmented Histamine or Histalog, or Pentagastrin)
54576 - procedure, supervision and interpretation ... 18.53
54578 Combined pH and MOtility TSt ......... i e 80.32
54580 Combined pH motility and potential difference test ............cooooiiiii i 95.03
54582 Fluorescent string test for gastro intestinal bleeding .............cccoooiiiiii i, 31.27
54584 ANO-TECTAl MANOMETIY ..\ttt et e e e e e e e e e et e e e aans 52.04
54586 (0= 10110 (=1 g o [o1=ToTo] o ) VN 348.84
Notes:
1. Payable for review of imaging done in hospital and report to the referring
physician.
2. Avisit cannot be claimed at the same sitting as the initiation of capsule
endoscopy.

3. Fee code 54586 is only insured for patients who have previously undergone
some or all of the following: esophagogastroduodenoscopy, colonoscopy,
small bowel enteroscopy and/or small bowel series radiography &
fluoroscopy.
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October 1, 2026

DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
FAMILY MEDICINE
Opioid Agonist Maintenance Therapy — Monthly stipend for overseeing patients on
opioid agonist treatment (OAT).

54596 Per patient, 0NCe Per MONTN .. ...t e e e e 70.00
Notes:

1. OAT means the administration of methadone or buprenorphine/ naloxone
(Suboxone) for opioid dependency.

2. For physicians working in a primary care setting who are managing patients
in the induction, stabilization, and/or maintenance phases of OAT.

3. Entitlement to this monthly stipend is limited to physicians who:
(@) prescribe methadone or buprenorphine/naloxone for addiction; and
(b) are actively supervising the patient’s continuing use of methadone or

buprenorphine/naloxone.

4. Only one physician will be paid the monthly stipend.

5. Visits for each patient contact would be paid as at present.

6. Not eligible for premiums or surcharges.

7. This payment stops when the patient stops taking methadone or
buprenorphine/naloxone.

54598 Ear wax removal — uni or bilateral ..............ccooiiiiii 15.00 4
Note: May be billed for services rendered in office, home or hospital settings.
GYNECOLOGY

54600 Artificial INSEMINALION ... ... e e e e e e e 17.20

54606 HUNNEE S 1St . e e e e e e e e e e e e e e 8.18

54607 MediCal ADOITION ......ie ittt e e e e e e e e e e 187.49
Note: Fee code 54607 is a comprehensive fee which is billed one-time only when a
physician prescribes a medication for medical abortion. This fee then includes all
services associated with providing the medical abortion including: the consultation
and/or visit during which the medication is prescribed; counselling; ordering and/or
performing and/or interpreting of laboratory tests and diagnostic imaging; any follow-
up communications or visits.

This fee may be billed for services rendered in office, home, hospital, or other health
care facilities.
54614 Speculum exam (no charge if done as part of the following: consultation, repeat
consultation, general assessment, routine post-natal visit, or surgical procedure
requiring the use of @ SPECUIUM) ... 19.55
54618 PeSSAry ChECK ... .. e e 10.00

Note: May be billed for services rendered in office, home or hospital settings.
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October 1, 2026
DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
INJECTIONS OR INFUSIONS
Lateral discography
54626 - lumbosacral diSC as firSt diSC.........uieiuie e 76.68 4
54628 - any other disC as firSt diSC... . ...t e 40.06 4
54630 - second and subsequent diSCS, aCh ..........ciiiiiiiiit 20.60
Injection of chemonucleolysis
54632 1211 F= T =Tox (o] o T 11.45
54634 - any subsequent injection at other levels, each ................cocoiiiiii i, 5.72
54636 Injection of exXtensIVe KElOIAS ..........cuiiie i e e e 20.50
54638 - under general aNaeStNESIA . ... .ot e 37.50 4
54640 BCG inoculation, including tuberculin tests ......... ..o 5.45
54644 Injection of bursa, joint or tendon sheath (not to be billed in addition to same site
surgical benefits when performed at time of surgery), including preliminary
= ] 01 -0 o PP 24.77
54646 - each additional site or area (maximum 8 injections per Visit) ........................ add 19.90
54648 Adult immunization for target populations as described in Appendix D ..................... 17.16
54649 Adult immunization for target populations as described in Appendix D add-on to office
1T PP add 10.00
Botulinum Toxin Injection for the following conditions: Oromandibular dystonia, limb
dystonia, cervical dystonia or spasticity, hemifacial spasm, blepharospasm
54652 S HIFSEINJECHION ... e e e e e e 46.92
54654 - each additional injection to a maximum of 11, t0 54652 ..............c..ccoieiiiinin. add 10.43
Intradermal, intramuscular or subcutaneous — with visit — first injection ..................... NC
(NC=No Charge)
54656 - each additional iINJECLION .......iiiite i e e e add 1.37
Intradermal, intramuscular or subcutaneous sole reason
54658 S HIFSEINJECHION ... e e e e e e e e 2.62
54656 - each additional INJECION ... ..o add 1.31
54660 Intralesional infiltration (1 or MOre 18SIONS) .......oi e e e 14.92
Intravenous
No fee is payable for injections into an established IV apparatus.
54664 Newborn or infant ... e 11.01
54666 BT 1 A= | o PPN 15.36
54668 N U1 o o 1L PP 20.26
54670 Child, adolescent Or @dUlt ...........oouiiiein e e e e e 4.02
54674 1 1 [0 11 T PP 19.01
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Code

October 1, 2026

DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Spec.

Anaes.

54688
54690

54692

54696

INJECTIONS OR INFUSIONS (Cont’d)

Chemotherapy with each injection supervised by a physician for intravenous infusion
for treatment of malignant or autoimmune disease. Physicians must be physically
present in the clinic in which the injection is administered, at the time of injection
and for the duration of the infusion and must during all of that period be available to
intervene immediately, if required.

Chemotherapy and patient assessment provided by physician in hospital based clinics
or to in-patients. The following benefits include patient assessment for a 24-hour
period, drug administration, venipuncture, and establishment of any vascular
access line.

Note:
1. Fee codes 54688, 54690, 54692 and 54696 are only eligible for payment with
respect to the following classes of biologic agents:
a. monoclonal antibodies; and
b. cytokines
2. Examples that are not considered biologic agents for payment purposes are
blood products, insulin and immunizing agents.

Standard chemotherapy — agents with minor toxicity that require physician monitoring 66.88
- each additional standard chemotherapy agent, other than initial agent .......... add 15.67

Note:
Examples of standard chemotherapy agents include cyclophosphamide, methotrexate,
fluorouracil, leucovorin and zoledronic acid.

Complex single agent or multi-agent therapy — chemotherapy and/or biologic agent(s)
that can cause vesicant damage, infusion reactions, cardiac, neurologic, marrow or
renal toxicities that may require immediate intervention by the physician ..................... 89.70

Note:
Examples of complex single agents include rituxamib, bevacizumab, trastuzumab,
anthracyclines, bortezomib, taxanes, cisplatin and etoposide fludarabine.

Special single agent or multi-agent chemotherapy and/or biologic agent(s) with major
toxicity that require frequent monitoring and prolonged administration periods and may
require immediate intervention by the physician ... 122.87

Note:

Examples of special agent therapy include high-dose methotrexate with folinic acid
rescue, methotrexate given in a dose of greater than 1 g/m2, high dose cisplatin greater
than 75 mg/m2 given concurrently with hydration and osmotic diuresis, high dose
cystosine, arabinoside (greater than 2 g/m2) high dose cyclophosphamide (greater than
1 g/m2), ifosfamide with MENSA protection, combination of biologic agents with
complex chemotherapy.
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October 1, 2026

DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
INJECTIONS OR INFUSIONS (Cont’d)
Management of Special Oral Chemotherapy
This is the service for the supervision of oral chemotherapy treatment for malignant
disease where the agent(s) has a significant risk of toxicity in the period immediately
following initiation. The physician must be available to intervene in a timely fashion
for a 24-hour period following the initiation of the treatment.
In addition to the Common Elements in this Schedule, this service includes the
provision of the following services to the same patient:
(a) evaluation of any relevant laboratory, diagnostic and/or imaging
investigations; and
(b) all discussion or advice, whether by telephone or otherwise, involving the
patient, staff, patient’s relative(s) or patient’s representative related to the
oral chemotherapy for a period of one month following initiation of the
agent(s).
54698 Management of special oral chemotherapy for malignant disease ........................... 45.00
Notes:
1. 54698 is not eligible for payment for the same patient in the same month
where 54700 is payable.
2. 54698 is only eligible for payment once every month.
3. Examples of special oral chemotherapy include fludarabine, imatinib,
dasatanib, nilotinib, erlotinib, capecitabine, sunitinib, sorafenib, thalidomide,
temazolamide and lenalidomide.
54700 Supervision of oral or intramuscular chemotherapy (pharmacologic therapy of
malignancy or autoimmune disease) —monthly ... 21.37
54702 Pneumothorax - INitial ........ ... e 15.82
54704 = SUDSEQUENL ...t e e e e 15.82
54706 Pneumoperitoneum - initial ..........ooiiiiie 15.82
54708 = SUDSEQUENT ...ttt e e e 9.81
Varicose veins (per visit)
54710 = SINGIE INJECHION . .. .. e e e e e 26.47
54712 - two or more injection (unilateral or bilateral).................oooi 28.65
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October 1, 2026

DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
NEUROLOGY
54800  Electrocorticogram — supervision and interpretation ..............cocooiiiiiiiiiii 153.75
Electroencephalography
54802 o0 101 0] (= (= o] foTod=To (U] = R PPN 28.89
54804 0151 o] =1 - V1o o PPt 11.45
54806 - with activating drugs; €.g., megamide ............cccoeveiiiiiiieiiii e add 11.45
54808 - inserting subtemporal needle electrodes ..........c.cocvvii i, add 11.45
54810 - attendance and supervision of ECG during Mmajor SUFgErY .......c.eeeveeireeeinineeannnnns 114.45
54816 S ENSIHON TESHING ...t e e e e e e e e 18.00
54820  Amytal test — bilateral — supervision and coordination of tests ...l 62.95
OPHTHALMOLOGY
54846 Intravitreal injection of anti-VEGF substance (unilateral) 1 unit per eye, 2nd eye to be
DO @t B850 ... e et et et e e s 175.00
54848  Ocular Coherence Tomography in association with intravitreal injection of anti VEGF
substance in office (uni-or bilateral) ...........ccoiiiii i add 30.00
Notes:

1. The above fee codes are insured for treatment and examination of
neovascularization associated with: macular degeneration, diabetic macular
edema, and retinal venous occlusion.

2. A maximum of one unit of IVI is payable per eye regardless of the number of
injections.

3. If both eyes are injected, the second eye should be billed at 85% of the listed
rate.

4. A maximum of one unit of office OCT is payable per patient treatment
session regardless of the number of injections.

5. The office OCT fee code is only payable as an add-on to IVI; it is not payable
as an add-on to any other fee code and is not payable when billed alone.

6. Intravitreal injection of anti-VEGF is not payable when delegated to another
health care professional, physician employee, or assistant when provided in
a clinic outside of the hospital setting.

7. Payment for the use of topical or local anaesthesia will be included in the fee
for IVI.
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DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
OPHTHALMOLOGY (Cont’d)
Contact lens fitting is not an insured service except for the following conditions:
(@) Aphakia, monocular and binocular
(b) high myopia, greater than nine (9) dioptres
(c) irregular astigmatism (post-corneal grafting or corneal scarring resulting from
disease states), and
(d) keratoconus
Note:
Fee codes 54850, 54852 and 54854 must be billed IC indicating the condition for
which the procedure was done.
54850  Contact lens fitting (with follow-up for 3months) ............ccooiiiii i, 198.19
54852  One eye only, when the other eye has been previously fitted by the same physician
(with follow-up for 3 MONthS) ... e 122.09
54854  Hydrophilic “Bandage” lens fithing ...........coouii i e e e 131.59
Note:
Fee code 54000 will not apply for fee code 54860 to 54896
54860 Intravenous fluorescein angiography — professional and technical component ............ 62.94
54864  Glaucoma provocative tests, including water drinking tests ..............cccooeviviiiie e, 17.44
54868  OphthalmodynamOmetry ... e e e e e 46.74
54870  Orthoptics (assessMent Or treatMeNt) ... ..ot e e ee e 47.57
Radioactive phosphorous examination
54872 - anterior apPProaCh ... .. e 28.89
54874 Bl 0T 1S (=T o] gr=To] o] o =Yoo 1SR 57.77
BABTE  SONOGIAPNY ..t uit ittt et e et et e e e e e e e e e 67.70
54877  Fundus photo, technical fee and retinophoto interpretation .............cccccccieiiiciiiee e, 61.29
54878  Static perimetry (Uni or bilateral) ..........coii i 54.22
54880  Tonography (t0 inClude tONOMETIY) ... ouiee it et e e e e e e eeeanes 13.55
54882 11 g IRV L= TP 18.73
54884  Tonometry (uni or bilateral) ....... ... 11.56
(not to be charged if done in conjunction with an ophthalmological consultation or
assessment)
54888  Subconjunctival or sub-Tenons capsule iINJECtioN ..........cocoeviiiiiiiiiii i e e 55.59
54896  Botulinum toxin injection of extra ocular muscle with electro-myographic control, per
LT8O 116.29
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October 1, 2026

DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
OPHTHALMOLOGY (Cont’d)
Ocular Photodynamic Therapy (PDT) —is, subject to the limitations set out below,
an insured service when rendered by an Ophthalmologist. PDT includes retinal
photography, establishment of intravenous access, supervision of drug infusion and
personal application of non-thermal diode laser for activation of verteporfin.
PDT is insured only if the patient’s clinical condition meets all of the following criteria:
0] the patient has predominantly classic subfoveal choroidal
neovascularization (CNV) secondary to either age-related macular
degeneration (AMD) or occult or ‘minimally classic’ AMD less than 4 disc
diameters. ‘Predominantly’ means that the area of classic subfoveal CNV
is equal to or greater than 50% of the total CNV lesion, as determined by
fluorescein angiography and documented by retinal photographs;
(i) treatment is commenced within 12 months after initial diagnosis of
predominantly classic subfoveal CNV secondary to either AMD or occult or
‘minimally classic’ AMD less than 4 disc diameters;
(i) the patient’s visual acuity is equal to or worse than 20/40; and
(iv) for each repeat therapy, recurrent or persistent CNV leakage is detected by
fluorescein angiography and documented by retinal photographs.
Retinal photographs must be made prior to the procedure and permanently retained.
Maximum one PDT (unilateral or bilateral) per patient, per day.
54897 - unilateral PDT per patient, PEF day .......cooeuiuiiiriiiit e e e e e e ee e 341.29
54898 - bilateral PDT per patient, PEer day .......ccouiie i it e e e e 416.29
Notes:
1. Intravenous injection fee codes are not payable for the same patient on the
same date as fee codes 54897 and 54898.
2. Fee codes 54897 and 54898 cannot both be claimed for the same patient on
the same date.
3. Assessments and angiography are payable in addition to PDT. Retinal
photography is insured as a specific element of the assessment and is not
payable separately.
54899 Remote Retinophoto interpretation .......... ... e 9.44

Notes:
1. Forremote use only
2. No visit code is billable in addition to 54899
3. Maximum one unit per patient (unilateral or bilateral) per month
4. Maximum of 25/week per Ophthalmologist

E-20



DIAGNOSTIC AND THERAPEUTIC SERVICES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Spec. Anaes.
OTOLARYNGOLOGY

54900 Particle repositioning manoeuvre for benign paroxysmal positional vertigo .................. 21.15
Audiometric tests
Fee code 54000 will not apply for fee codes 54906 and 54910
Pure tone air and bone conduction

54906 - professional COMPONENT ... . it e e e e e e e rerae e e 4.50

54910 - professional component with speech tests ..., 15.00
Impedance audiometry

54916 - professional COMPONENT ... . it e et e e e e e e reraee e 8.17
Advanced testing (may include recruitment sisi, tone decay, malingering, Bekesy test)

(per test to a maximum of 2 tests)

54924 - professional COMPONENT ... ... e e e e e e e eeeae e 5.00
Hearing aid evaluation, including pure tone air and bone conduction and speech tests

54932 - professional COMPONENT ......... i e e e e e 2.45
Cortical audiometry

54940 - professional COMPONENT ... . it e e e e e e e e rerae e e 15.40
Vestibular function tests
Caloric testing with electronystagmography

54952 - professional COMPONENT ......... i e e e e e eee e 16.80
Minimal caloric

54954 - professional COMPONENT ... . it e e e e e e e rerae e e 458
Fitzgerald-Hallpike method

54956 - professional COMPONENT ... .. it e e e e e e e rerae e e 14.44
Electronystagmography

54960 - professional COMPONENT ......... . e e e e e e eeaa e e 14.10
Electrogustometry

54962 - professional COMPONENT ... e e e e e eea e 9.27
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DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Spec. Anaes.
PHYSICAL MEDICINE
54970  Nerve StMUIALION ... ... e e e e e e e e e e e 22.89
Therapeutic Procedures
54976  Manipulation - Major JOINT ... ..ottt et et et e e e e et e e et e aea e e 7.96
54978 O 1110 To ) T 1o | P 3.92
54980  Miscellaneous therapeutic procedures not exceeding one hour as listed below ............ 5.00
- Intermittent positive pressure breathing treatments (office)
- Heat-diathermy, heat cabinets, heat cradles or bakers, radiant heat, whirlpool
baths, paraffin baths, microtherm, etc.
- Pulsed-diathermy Light-Ultraviolet — general, local, orifical, etc.
- Electrotherapy — Galvanic, Faradic and sinusoidal currents, iontophoresis, etc.
- Ultrasound
- Hydrotherapy — contrast baths — hotpacks; Local (arm and leg, whirlpool baths):
general (Hubbard) for body immersion or Body Tanks; therapeutic pool, under
water exercises, cryotherapy
- Mechano Therapy — massage, mechanical device traction, pulleys and weights,
treadles stationary bicycles, shoulder wheels
- Therapeutic Exercise
- Occupational Therapy — Programme adapted to individual’'s needs
- Activities of daily living (ADL) functional and supportive programme,
woodwork, metal, leather, basketry, looms, etc.
- Inhalation Therapy
Thermography of hand, foot or large joint — 1 or more areas
54982 - technical COMPONENT ... e e e e e e e 13.00
54984 - professional COMPONENT ... .. it e e e e e e e rerae e e 6.50
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DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Spec. Anaes.
PSYCHIATRY

BA990 BT ittt it ettt e e e e e et e e 105.56 4
Charges for hospital visits, home or office fees do not apply on a day when ECT or
individual psychotherapy is charged. (same diagnosis, same physician)
UROLOGY

55024  Cystometrogram and/or voiding pressure studies (micturition studies) ........................ 56.72

55034  ProStatiC MaSSAQ0E ... .uuitiit ittt ettt eet e e et e e et et et e e e e e e e e e et e 5.78

55036  Penile pressure recordings — 2 OF MOIE PrESSUIES ......uueeueuaeeneae et aeaeaeaenaeaenenns 9.64
VENIPUNCTURE

55040  NEWDOIN OF INTANT ..o e e e e e e et et e e e e e e e e e eaeeans 5.45

55042 = SCAIP VBIN e e 10.57

55044  Child, adoleSCent OF AQUIL ........oouiiini i e e e e e e e e e e e e 6.90

55046  TherapeutiC VENISECLION ... . ...t ettt et e e e et e et e e e e e e e eeanaas 6.54

Finger prick blood sampling is not considered to be a “venipuncture”.

Venipuncture fees are not payable for the office collection of blood if the sample is
collected less than 16 kilometers from the nearest hospital or satellite laboratory unless
a patient’s illness or disability does not permit him/her to travel to the normal collection
site.
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CLINICAL PROCEDURE ASSOCIATED WITH DIAGNOSTIC
RADIOLOGICAL EXAMINATIONS

This section is for the use of physicians other than Radiologists and those physicians designated by individual
hospitals to provide imaging services.

These procedural fees are intended to cover compensation for the professional service of placing an instrument and
introducing contrast media (except oral or rectal administration for study of the alimentary tract).

When the following listings involve bilateral procedures, add 50% to the listed fee(s).

Fee code 54000 is not payable in addition to the following procedures:

FP/

Code Spec. Anaes.
LTo1 015 O B Y o o o = 2 17.44 4
55056  BrONCROGram ... ...ttt e et e e et e e e e et e e 11.45 6
55060  Cerebral @angiOgram . ...ttt et e e e e e 52.52 5
55064  DaCIYOCYSIOGIAIM ... v ittt et ettt et et et e e et e et e et r e et ren e e e ete e aaeeaesenaen e eans 11.45 4
LY ST 0L G T B (=Yoo | - 1 o PN 40.33 4
55074  HypotoniC dUOAENOGIAM ... ..ttt ittt et et e e e e e e e ee e e e eea e ret e ees et e e e e e enens 22.89 4
55076  HySteroSalpingOgIam ... . .c. e ittt e et e e et e et e e e e ettt e e e e e e 50.11 4
LYo10 S0 I TV o To To o | =10 | PP 11.45
LToT01S 2 I/ 40T Lo | r= Vo U 26.16
55088  MYEIOGIAM ...ttt et e et e e e e e e e e e e aeaas 26.16 4
LYST0 1 /A \\U=T o] a Vo) o] 1 4o o | = Uy ISP 4
55106  Percutaneous transphepatic cholangiogram .............cocoviiiiiii i e, 28.51 4
55108  Peripheral angiOgram ..........coirii ittt e e e e e e e e e e 24.18 4
55110  Peritoneal PREUMOGIAM . ..u.iu it e iet e ee e et et e e e e e eet e eea e ret e e e e e e e e e e arraees 17.44 4
Yo% B R o]0 ¢ (oo =1 1 o H PP PP 5
LYo 2 O B U1 =1 ] {013 V21 (oo | 7= 10 o PP 28.78
55122  VASO00IAM ...ttt e et e e e e e e e e e e e e e 28.89 5

Thoracic or abdominal angiogram

Introduction by
55140 - translumbar aorto Or VENOGIaM .......ii i e e e e e ee e e e e e e 52.52 5
55142 - percutaneous arterial or venous needle (or cut-down on superficial peripheral vein) 52.44 5

- percutaneous arterial or venous catheter (or cut-down on superficial vein)

55150 S NON SEIBCHIVE ...t e e e e e 64.51 5
55152 = SBIBCHIVE . e 93.94 5

Exposure of major artery
55154 S NON SEIBCHIVE ...t e e e e 87.20 5
55156 = SBIBCHIVE Lottt 114.45 5
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October 1, 2026

IN-HOSPITAL DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
ELECTROCARDIOGRAMS
56000 Electrocardiogram interpretation ... ............oe oo e et et e e e e e 10.51
56010 Stress electrocardiogram (physician present during testing procedure)
Before and after exercise (Masters criteria, Levy Ischemia or Frasher Exercise test) includes
complete resting tracing and multiple leads taken immediately and 3 and 6 minutes post
(2= o 1= PSP 30.91
56020 Maximal stress testing — with treadmill or ergometer and oscilloscopic continuous monitoring,
including ECGs taken during the procedure and resting ECGs before and after the procedure 73.16
Continuous Ambulatory ECG Monitoring
56050 Interpretation of continuous ambulatory ECG SCAN ........coiuiiiieiiiiie et e e 30.91
56060 Partial review of scan and iNterpretation ....... ... ..o e 37.40
56070 Complete review of scan and iNterpretation ..........co.ve i e e e 63.25
Cardiac Loop Monitoring
56080 Implantation or replacement Of I00P FECOIAET ........oviiiiiii i e 181.72
Note:
Fee code 56080 includes payment for removal of loop recorder.
56082 Removal of loop recorder without replacement ... ... ..o 181.72
56084 Loop recorder event interpretation and/or reprogramming ........ccoeeeeveeiieeiiiiee e e iriereaen 30.68
ELECTROMYOGRAPHY AND NERVE CONDUCTION
56500 Complete procedure, e.g. conduction studies on 2 or more nerves and EMG of multiple
muscles; detailed study of neuromuscular tranSMISSION .........covviiiiie i e 189.12
56525 Limited procedure, e.g. conduction studies on a single nerve plus limited needle electrode
examination in 1 area; or conduction studies on 2 nerves without EMG ................ooevvinn . 123.61
56550 Short procedure, e.g. stimulation of a single nerve; or repeat EMG of 1 or 2 muscles without
L= aY7= R oo o [0 Tox o] o U PP 58.06
56575 SINGIE fIDIE EIMG ..o e e e e e e s 141.90
ELECTROENCEPHALOGRAPHY
57000 Electroencephalogram interpretation ....... ... e e e e e e e 42.92
57010 - with use of sleep inducing drugs and/or sleep deprivation ............cc.cccceviiiiiiiiinnn. add 37.31
57020 - inserting subtemporal needle electrodes ...........o.iiiiiiit i add 29.59
57025 - videotape recording of clinical signs in association with EEG .....................coooiiee. add 34.76
Polygraphic recording of parameters in addition to EEG, e.g., respiration, eye movement,
ECG muscle movement
57030 1 (=11 1 R TR add 16.90
57035 72 11 0 PPt add 33.82
57040 =3 OMMOME ILEIMIS ettt add 49.23
SLEEP APNEA STUDIES
57050 Sleep apnea (overnight study) with continuous monitoring of oxygen saturation and ventilation
- to include physician attendance at set up, monitoring and interpretation (extra or special
VISItS NOt Chargeable) ...........coooiiiii i e e e e 229.97
57060 a1 C=T g o1 (=17 i e o [ 0] VTP 89.78




October 1, 2026

IN-HOSPITAL DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
EVOKED POTENTIAL STUDIES
57500 Simple average evoked potential studies with 1 sensory modality of stimulation (interpretation
DY PRYSICIAN) ... e 44.52
57510 Complex evoked potential studies involving several sensory modalities, multiple threshold
determinations of more than 4 simultaneous channels of recording (partial supervision by
physician and INterpretation) ... e 53.82
57520 Complex evoked potential studies performed completely under the direct supervision of a
physician and INterpretation ... ... ...c.oiii i e e e e 107.93
DERMATOLOGY
57600 Hospital Phototherapy Unit Supervision (per patient, per week) ...........cccoveiiiiiiiiiiiiiiinee e, 10.00

Notes:

1. Fee code 57600 is only payable to specialists in Dermatology who have been granted
privileges by their Regional Health Authority (RHA) to assess patients and supervise
phototherapy treatment provided in a unit operated by the RHA. They must attend the
unit regularly to assess phototherapy patients and must respond to inquiries from RHA
staff who administer phototherapy treatment when requested.

2. Such Dermatologists will be deemed ‘approved Dermatologists’ by MCP for payment
purposes upon receipt of written notification from the RHA that the applicable
privileges have been granted.

3. To be eligible to bill fee code 57600 an ‘approved Dermatologist’ must review a
patient’s response to phototherapy treatment in person, or through a direct interactive
video link at approved telemedicine sites, with the unit nurse, or other health care
provider approved by the RHA, and prescribe changes, or order continuation or
termination of the current treatment. Fee code 57600 is not billable before the patient
commences phototherapy treatment and is not billable after the patient has completed
a course of treatment.

4. Fee code 57600 is payable once weekly per patient if the above conditions are met.

5.  When an approved Dermatologist examines a phototherapy patient in the
phototherapy unit the Dermatologist may bill the applicable consultation or visit fee
code, provided Preamble requirements are met. However, fee code 57600 may not be
billed in addition during the same week.

6. Phototherapy unit records will satisfy the documentation requirements for fee code
57600.

7. The institution number for the phototherapy unit must be entered in the ‘Hospital No.’
field on all claims for fee code 57600.
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October 1, 2026

IN-HOSPITAL DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
NEUROLOGY
57650 Titration of Levodopa Carbidopa Intestinal Gel (LCIG) for Parkinson’s Disease, per patient per
day (maximum 3 UNItS PEr WEEK) ...ttt e e e e e e 250.00
Notes:
1. This fee code is currently restricted to Neurologists who 1) possess Royal College of
Physicians and Surgeons of Canada certification in Neurology and 2) have
successfully completed a Duodopa education program facilitated by the manufacturer
(i.e. AbbVie). Neurologists meeting this criteria may contact the Assistant Medical
Director for approval for billing this code.
2. When Titration of LCIG is billed, no other fee codes can be billed for the patient on that
date of service.
57655 Pre-, Intra- and Post-Operative Management of Deep Brain Stimulator Battery during
Operative Battery Replacement. (Includes interrogation of battery, assessing battery level
and settings, checking impedances, transfer of settings to the new battery, visit(s) with the
=11 =T 01 ) PP 278.85
OBSTETRICS AND GYNECOLOGY
57700 Non-stress test — interpretation ONlY ... e e e 9.65
If the non-stress test is done in conjunction with a consultation, the interpretation is considered
to be included in the consultation fee
Maternal Fetal Medicine (MFM)
The fee codes listed in this section can only be billed by MFM Specialists who have been
designated by their hospital to provide imaging services.
Echography — Scan B-mode, per fetus (bill each additional fetus I.C. at 85% of the listed rate)
First trimester scan for viability and dating, transvaginal or transabdominal
57710 01T o] =] c= i o o PP 85.68
57711 R o (0Tt =T o [ = PP 61.84
Nuchal translucency determination by MFM Specialist (once per pregnancy)
57712 01 =1 o] =] = i {0 o PP 46.90
57713 R o] (0Tt [ (- PP 74.15
Note:
Routine screening of Nuchal translucency without biochemical markers in singleton
pregnancies is not an insured service.
Placenta localization
57714 01 (=T o] =] = i o o PP 63.40
57715 R o] (0Tt [ (- PP 46.34
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IN-HOSPITAL DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
OBSTETRICS AND GYNECOLOGY (Cont'd)
Transvaginal assessment of cervical length in pregnancy at increased risk for preterm birth by
MFM Specialist
LA A T {01 =1 g o] 1= = i [0 ] o 63.40
L A A o (o 1o =T [ - PP 46.34
Note:
Routine screening of cervical length of pregnancy is not an insured service.
Fetal anatomy scan by MFM specialist
57718 11T o] =3 r= i o o PP 53.20
57719 B o] (0Tt =Y [ (PPN 75.00
Fetal Doppler evaluation of middle cerebral artery, and/or IVC and/or ductus venosus
57720 1 =1 o] 1= = i o o P 31.60
57721 B o] (0Tt [ (PPN 32.90
Note:
These codes are only eligible for payment when rendered by a MFM Specialist for assessment
of fetal anemia, intrauterine growth retardation measuring below the 10" percentile or twin-twin
transfusion syndrome.
Fetal assessment in—utero for physical condition of the fetus
57730 - interpretation and PrOCEAUIE ... ... it et et e e e e e e e e e e e e ae eenans 45.60
OPHTHALMOLOGY
57780  Ocular Coherence Tomography — interpretation, uni or bilateral ..., 30.00
Note:
This fee code can only be claimed by Ophthalmologists when OCT is performed in the hospital
for the following indications: intravitreal injection of anti-VEGF or for evaluation in hospital of
macular diseases of the retina or patients with previously documented features of glaucoma
such as ocular hypertension, established visual field defects and optic nerve morphology
consistent with a diagnosis of glaucoma. Screening of patients with ocular coherence
tomography is not an insured service.
57782  Corneal Pachymetry, uni or bilateral ....... ... e 3.60
Note:
This fee code can only be claimed in hospital once per calendar year per patient, by a
maximum of one Ophthalmologist for measurement of corneal thickness in glaucoma patients.
Claims by a second Ophthalmologist are not payable unless billed IC with an explanation of the
medical necessity for the second measurement. Screening of patients with corneal pachymetry
is not an insured service.
Electro-retinography
57792  Full field electro-retinography — iNterpretation .........co.viie it e e 30.00

Notes:
1. Fee code 57792 is limited to 2 services per patient per 12 month period.

F-4



October 1, 2026

IN-HOSPITAL DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
ORGANIZED PAIN CLINIC
Notes:
1. These fee codes may only be billed by Anaesthesiologists working in an organized
hospital pain clinic approved by the Regional Health Board.
2. Fees listed for Organized Pain Clinics must be coded as capacity “0” on claims.
3. These codes may not be used when claiming for a procedural anaesthetic.
4. Anaesthetic time units do not apply.
5.  When alcohol or other sclerosing solutions are used, add 50% to the appropriate nerve
block fee as listed.
6. Therapeutic Anaesthesiology services provided in settings other than approved
organized hospital pain clinics must be billed using the applicable fee code listed in the
Diagnostic and Therapeutic Procedures Section of this Payment Schedule.
57800  Percutaneous epidural INJECHIONS ........ .ttt e e e e e e e e e e e 105.15
57801 - Cervical epidural INJECHION ..........i it e e e e e e e ee e e add 88.92
57802 Intercostal nerve block(S) (MaXimum 2 UNItS).......uirie ittt e e e e e e e e e ae e 95.41
57804  Paravertebral nerve block of thoracic and lumbar roots — each (maximum 4 units) .................... 84.12
57806  Peripheral nerve block for chronic pain (maximum 2 UNItS) ..........cooeeiiiiie it i e eean 84.12
57808  Cranial nerve/branch block for chronic pain (maximum 2 UnitS) ..........c.ocvieviiiie i, 105.15
57810  Stellate ganglion DIOCK ... e e e e e e e e e e e e 105.15
57812 Intravenous sympathetic block by injection and infusion of Bretylium, Guanethidine and
RS EIPINE ...t e e e e e e e e e e e 126.18
57814 Intravenous injection and infusion with lidocaine for the treatment of chronic pain ..................... 157.71
57816 Infiltration of tissues for the treatment of chronic pain (one or more sites, uni- or bilateral) 69.30
57818  Sacroiliac Joint Injections with Fluoroscopic Guidance — Unilateral ...........ccccceeeeiiiieeeeeiiiiviee e 87.88
57820 —Bilateral .......c.ccccovviviiiin 142.11
Vertebral Facet Injection: Percutaneous Injection with Fluoroscopic Guidance
57822 - First Site. (Max. of 1 unit per patient per day and 6 units per patient per year.) ................. 70.71
57824 - Each additional site. (Max. of 7 units per patient per day and 42 units per patient per
V=T L PR STOPPRPPRTIN 37.20
Percutaneous Denervation of sensory nerve(s) using Radiofrequency Ablation (RFA) or
Rhizotomy
57830  SINQIE MBIV ..ottt it et e e et et e e e e e e e e e e e 126.18
57832  MUIIPIE NEIVES, SAME SIU ...ttt it et e e e e e e e e et e e e e e et e rea e aeaeas 252.36
57834  Multiple nerves, different SIAES ... ...ttt e e 358.29

Notes:

1) Fee codes 57830, 57832, and 57834 are restricted to Anaesthesiologists with Royal
College certification in Pain Medicine.

2) Services billed using fee codes 57830, 57832, and 57834 must be performed with
medical imaging guidance.

3) Fee codes 57830, 57832, and 57834 include services associated with medical imaging
guidance, anaesthesia, sedation, and blocks (including fees associated with alcohol or
other sclerosing solutions) if performed by the same physician.

F-5



Code

October 1, 2026

IN-HOSPITAL DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Rate

57840

OTOLARYNGOLOGY
Laryngeal Videostroboscopy (procedure and interpretation) ..........c..cocvieieiiiiiiiiiiiee e eenn.

PULMONARY FUNCTION STUDIES

The benefits for simple spirometry and standard lung mechanics represent the best of three recorded test results with
or without bronchodilator.

The benefit for standard lung mechanic includes simple spirometry.

Vital capacity and flow volume loop cannot be claimed at the same time.

58000

58010
58015
58020
58025
58030
58040
58050

58100
58110
58120

58130
58140
58150

58160
58170

58180
58200

58210
58220

58230
58240

Simple spirometry, e.g., vital capacity, without permanent record by transducer equipment FVC,
FEV, MVV (MBGC), BIC. ... it ittt it it et et et et et et et et e et ettt et ettt

Standard lung mechanic (with permanent record)
- Vital capacity, FEV, FEVIFVC ... e e e e e e e
- Repeat of 58010 after bronchodilator .......... ... e
- 58010 plus MMEFR CalCUIAtiON ..ottt e e e e e e et e e e ee e
- Repeat of 58020 after bronchodilator .............ooooii i e
- MVV done together with 58010 0 58020 .......c.oviuitiiiie e e e e e ee e
- Flow volume loop (FVC, FEV, FEV/FVC, V30, V25) ...ciiiiiiiiiiiiiii e
- Repeat of 58040 after bronchodilator .......... ... e

Complex Lung Mechanics
- Functional residual capacity by gas dilution method ................cooo i
- Functional residual capacity by body plethysmography ...
- Airways resistance by plethysmography or estimated using esophageal catheter ...............

Lung Compliance (pressure volume curve of the lung from TLCto FRC) .......cccovviiiiiiiiinn e,
Carbon monoxide diffusing capacity by steady state of rest ..........c.cooviiiiiiiiiiii
Carbon monoxide diffusing capacity by single breath method ...

Pulmonary Function Response to Oz and CO:2
CO2 VENLIALONY FESPONSE ...cviii ittt et e et et e et e e et e e et e en et een e eas
O:2 ventilatory response (physician must be PresSent) .........ocoviiiiiiii i e e

Exercise Assessment — physician must be in attendance at all times
- Exercise diffuSing CapaCity ........ouoeiiiiie it e e e e e e e
- Stage I: Graded exercise to maximum tolerance exercise (must include heart rate,
Ventilation and ECG at rest and at each workload: ECG monitored at least 5 minutes post
123 (= (o 1= P
- Same as 58200 plus 58010, 58020 or 58040 before and after exercise ..............c.ccceeeene.
- Stage |l: Repeated steady state graded exercise (must include heart rate, ventilation, VOz2,
VCOz2, BP, ECG end tidal and mixed venous CO: at rest, 3 levels of exercise and
L= ToT0 1Y/ V) PPN
- Stage lll: Same as 58220 plus arterial blood gases, PH and bicarbonate or lactate .............
Exercise induced asthma assessment (workload sufficient to achieve a heart rate of 85% of
max.; measurement of 58010, 58020 or 58040 before exercise and 5-10 minutes post
Lo ST (o] 1SS

14.59

5.17
2.62
7.99
3.65
1.73
11.64
6.98

19.03
19.33
17.53

54.89
17.99
18.45

14.60
21.80

22.77

57.49
66.84

72.14
95.00

31.24
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IN-HOSPITAL DIAGNOSTIC AND THERAPEUTIC SERVICES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

PULMONARY FUNCTION STUDIES (Cont’d)

Gas Analysis
58270 - Arterial puncture for blood gas analySis .........c.oieiiii i e 16.25
58300 - A-a oxygen gradient (measurement of RQ by sampling mixed expired gas and using

alveolar @ir @QUALION) ... ... .t e e e e e e e e e 22.84

58310 - Estimate of venous admixture (Qs/Qt) breathing pure oXygen ...........ccccoevvuvieeeeeeeinnnnnnn. 26.35
58320 - Mixed venous PCO: by the rebreathing method ..............ccoooiiiiii i 10.75
58330 - Oz saturation by oximeter (at rest and EXErCiSE) ..........cvivveiiririiiire e e 16.85
58340 - Standard Oz consumption and CO2 ProdUCHION .............uieeiee it aee e eee e 12.50
58350 - Histamine or methylcholine threshold test .............coooiiiiii i e 40.75

REMOTE MONITORING
58500 Remote Obstructive Sleep Apnea (Rosa) stipend per patient per day ............coveeveeieviinnnnnn . 36.80

- Fee codes 54170, 54171, 54132, 54134, 54166, and 54167 are payable with the ROSA
stipend.




October 1, 2026

RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
GENERAL RADIOLOGY
Head and Neck
70100  Skull — routine (INCIUAES TOWNE'S VIEWS) ... ..v vt iiee e et eet e set e et e et e e e ee e e e eataeaenens 14.88
40 KO T | = (1] (o o7 R PPN 7.45
TOL10  FACIAI DONES ...t e e e e et e e et e e 11.92
40 I o ] PP 7.45
403 T2 - U o L1 o] 10.35
70113  TemperomandibUIAr JOINTS ...... ..o e e et e e et e et e et e e e e e e e 11.92
0 2 0 S 11 L= U 10.35
40 2 R |V =T (o] (o E - Lo U (= PP 14.25
70122 S CRIONIC et e e 14.25
0 10 I == T W o B (o T =]~ R 3.00
70131 S UP L0 2 S Lttt ittt e e e e e e 6.70
70132 U S e e 13.40
70133 F D B ING et e ——— 4.46
70140  Eye, for foreign DOY ... ... e e e e e e e e e 13.40
70141 - for localization (stereo-optics) additional ............ oo e 26.52
0 @ o ([l (o] =T 41 o - L O 10.45
70150  Salivary gland reOION ... ...t e e et et et et e e et et en e e 8.94
70160  NECK fOr SOt HISSUBS ...t it ittt et et et e e e et e et ettt e e et et e e e et ees 8.94
70170  Internal aUdItory CANAl .........oiuie i e et e e e e e e 11.92
70190 Special additional view of any head and neck item ............ccooii i, 3.18
Spine and Pelvis
4072200 B O7= TV Tor- | =Y o] 1 = PR 14.88
4077 O B B g To] = Tox o] o [ PP 14.88
70220  Lumbar or lumMbBOSACIAl SPINE ... ..o e e et e e 14.88
70225  SACIUM ANA/OT COCTYX .ttninit ettt e et e e e et e o et et e e et et e et e e et e ea e tet e tet e aaeeaeaeennas 7.45
70230  PeIVIS = SINGIE VIBW ...ttt e e et e et et et et e e et e e et e tea e re e e e n et e et ae e 8.94
70235  PelIVIS AN NIPS ..ottt e e e e e e e e e e e e e e e e 11.92
40722 1O IS T Vo | [F= Lo [ | £ 10.35
70245  SPINE - SCONOSIS SEIIES ... uitiiet et et e e et e et e e et e e e e e et e eet e seseaantreeeeesanens 23.80
70250  RIDS = UNIALETAL ...t e e e e e e e e et et e e et e et e e 8.94
70251 - FOr DIIALEIAl ©XITA ... e e e e 7.85
4024510 B S (=11 01 o E PPN 8.94
70270  Special additional view of any spine and pelvis Item ........ ..o 3.18
Extremities

4010 T @ - 1V T = PPN 8.94
70301  SternOCIAVICUIAT JOINT ... ... et e e et e et e et et et et e e eea e tet e re e anreeaaaeaaees 8.94
70303 Acromioclavicular joints — bilateral (with or without weighed distraction) .................cccoov i, 10.35
70310 Shoulder 8.94
70320 Scapula 8.94
70330 Humerus 8.94
401 ¢ 31 T [T 1 8.94
70332 UINA AN FAAIUS ... en e e et et et et e e e e e e et e et et et et et e e e e een e e aas 8.94
401 1 5 TV 1 8.94
0 7 VLY 1 - T To [ F- T o [ PP 8.94
401 16 5 T =g T PP 13.05
0 TG T T 0T 1= PRSP 5.95
70337 Thumb, including MELACAIPAIS .......cuiui it e e e e e e e e e e 7.45
03 1S S To%= o] o To ] o U PR 8.94
4010 T o T 8.94
70351 Hip pinning, interpretation ONIY ... e e e e e e e 8.94
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October 1, 2026

RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

GENERAL RADIOLOGY (Cont’'d)

Extremities (Cont’d)
QA0 15y =T 1 U PO PPPPR PP 8.94
40 1STC B @ 41 To] (1= T a1 (o T=T oo o = Lo o [ PSPPSR 11.92
70360 Knee (INCUdiNg PAtellR) .......coivniie e e e e e et e e e e et e et e e e 11.72
70364  Tibia and fIDUIA ... ... e e e e 8.94
401 2 3 (S 8.94
0TS B O 1 [oF=1 o 1o 11 PP 8.94
401 7 o T | 8.94
Q01O o = PP 5.95
70390 Special additional view of any item in the section headed “extremities” ...............ccccviveviiiiennnnn. 3.18
70395  POSt redUCHioN ChECK ... .o e e et e 8.94

Skeletal Surveys

Skeletal survey for bone age
70430 =1 1 T | = 11 o PSP RTP 7.45
70431 - 20rmOre filMS OF VIBWS ... ettt e e e e e et e e e e e e e e e ae e 11.92

Other surveys
70440 - basic for rheumMatoId SUIVEY ......c.iiiiii ittt e e e e e e e e e e e aaaees 3.30
70450 - basic for MetaboliC SUIVEY ... it e e e e e e e e e e e aeaeas 3.30
70460 - basic for MetastatiC SUNVEY ...... .o e e et e e e e 3.30
70465 - plus per film or view for either of the above ........ ... 3.30

Chest
40550 )RS 1 o | 1= 1 PN 6.40
TOB02 2 VIBWS ...t iit ittt ettt e et et et et e et ettt e et e e et e e et e e n e e et e ee eaaane 10.75
4010 T o ) 1 (o] (=Y o PP 12.45
70520 Mammography - UNIIALEIAl .........ooiiii it e e e e e e e e 19.36
70521 - WIith TOMOSYNTNESIS ...vii i e e e e add 15.81
70522 ShIAtEral ... 30.79
70523 - With tOMOSYNINESIS ... e e add 31.62
70525 Screening mammography PrOgraM ... ... e e e e e e et e 30.79

Note:

Fee code 70525 should be claimed for screening mammograms performed as part of the

screening program established by the Department of Health and Community Services. All other

mammograms should continue to be billed as either fee code 70520 or 70522. Fee codes 70521

and 70523 cannot be added to screening mammograms or other diagnostic tests.

Abdomen
70600 Survey film (not to be billed in addition t0 70601) ........coiuiinie i e e e 8.94
70601 Additional film studies (acute abdomen) ... ..ot 10.45
0L O I @ =T Yo o] g = Vo 11 =N 21.40
70620 Stomach and AUOGENUM ... et et e e et e e e e e e et e en et re e e 38.15
70621 Stomach and duodenum with small intestinal SEries ..........ccooivii i 58.40
70625  SMall DOWEI ONIY ..o e e e e e et et e e e e e e e e 25.53
70626  Upper Gl - dOUDIE CONIAST ... ...t et et e e e e et e e e e e e e e aaaens 46.40
40X {0 I @fe] o] g I oY= T4 W] 4 =T o =0 o - NPT 29.40
70631 711 = V1 = (T | USRS 49.80
P40 X A D 1= {=ToTo o =] )Y/ PSP 28.00
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RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

GENERAL RADIOLOGY ( Cont'd)

Abdomen (Cont’'d)

40157 10 B @1 To) [T o= oo | =0 o HU PP 11.60
70645  T-TUbE ChOlANGIOGIAM ..o vttt e et e et et e e e e et e e et e e e e e e e e et e e ean e eees 23.80
70650 Operative cholangiogram, interpretation ONlY ............ooiiiriiiiie e e e e 11.10
70651 Intravenous cholangio — tOMOGIapiy .......iiiuit i e e e e e 17.89
70652  INtravenous CholanQIOgram ... .. .c it e et et e e e e e e et e et e 17.89
GU Tract
TOT00  SUIVEY FIlM o e e et e e e e et e e e e e e 8.94
70705 Retrograde PYEIOGIAM ... ...ttt et e e e e et e et e et et e e e e e e 11.92
70710  INtraveNOUS PYEIOGIAM ... ettt et e e et e et e et e e et e e e et e eet e ret e e et et e e e e eeaans 25.42
70714 = With NEPNIOIOMOGIAM ... ettt e e et e e e e e e e et e e e e e e e ee 76.22
70721 Diuretic washout or iNfUSION IVP ... e e e e 76.22
70724 - With NEPNIOIOMOGIAM ... et e e et e e e e et e et e e e e e e e ee 35.72
A4S O I (=Y (a1 (o ToyY ] (oo | - 1 1 8.94
70735  SresS UrethrOCYSIOQIAM ... e ettt et e e et e et et e et et e e e et e aet e aee e e e eanas 22.67
70738  Voiding UrethrOCYSIOQIAM ... .ttt e et e et et et et et e e e e e eet e aen et aeeeaans 22.67
TOTAL  VaSOgraPNY ... e et e e e e e e e e e e e 8.94
FAO N2 LS T (=T o] a1 (1S3 1o o | = o I PP 29.55
Obstetrics and Gynaecology
TOBO0  SUIVEY filM Lo e e e e e e e e e e e e e e e 7.36
A0S O ==Y VT 1 4= 1 23.80
4013 o F= o7 =T o) oo = o o PP 9.80
70824  HySteroSalPINGOUIaIM ... .. ittt et e et e e et et et e et e e e et e eet e ten e eeaaaaaaanees 14.88
70830 Intra-uterine foetal transfusion — radiological CONtrol .......... ..o e 30.97

G-3



October 1, 2026
RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

SPECIAL PROCEDURES

Arteriography — General
Flush aortograph — includes aortic root, thoracic, lumbar and retrograde femoral

71100 o] (0Tt L1 (ST 125.17

71101 L1 (=1 o] 1= = i o o PP 42.36
Translumbar aortography

71105 0 (010t o [ 119.98

71106 L0121 o] =3 = i o] o U 46.60

Single selective arteriogram (renal, celiac, mesenteric, carotid, vertebral, splenic, subclavian,
femoral and hepatic, etc.)

71111 o] (0Tt L1 (S 217.44
71112 L1 (=1 o] 1= = i o o T OO 56.29
Bilateral and multiple selective arteriograms
71116 o] (0Tt o [ (SO 391.37
71117 L0121 o] =3 = i o] o U 112.62
Percutaneous femoral
71120 0 (010t =T o [ 43.49
71121 01 =T o] =3 = i o] o U 56.29
Percutaneous brachial
71125 o] (0Tt o [ (SO 43.50
71126 101 (=1 o] 1= = o o OO 56.29
Percutaneous angioplasty
71130 0 (010t =T o [ 434.60
71131 01 =T o] =3 = i o] o U 56.29
71140 Embolization, e.g., for treatment of haemangioma or renal carcinoma (add to angiographic
o] o TodTo (U] = LN {=T= ) PP 108.26
71150 Percutaneous removal of intravascular foreign bodies ...........c.cooviiiiiiiii i 303.73
71160 Intra-arterial infusion of drugs, e.g., for control of gastrointestinal haemorrhage, charge
appropriate angiographic procedural and radiological fees plus a per diem supervision fee of .. 29.55
71190 Percutaneous transhepatic catheter portal venography .........ccooiiii i i, 311.05

Venous Studies
Vena cavagram

71200 0 (010t o [ 144.94

71201 L0121 o] =3 = i o] o U 56.29

71202 Percutaneous insertion of vena cava filter ..o 459.12
Selective venography (spinal, hepatic, axillary, lumbar, renal and thymic, etc.)

71204 N o] (0Tt L1 (S 217.44

71205 L1 (=1 o] 1= = i o o TP 56.29
Selective bilateral and multiple (e.g., renal vein studies)

71210 0 (010t o [ 391.37

71211 L0121 o] =3 = i o] o U 46.60
Single peripheral venogram (lower limb, orbital, etc.)

71216 o] (0Tt =T L1 (T 36.00

71217 L1 (=1 o] 1= = i o o PP 46.60
Bilateral peripheral and pelvic

71220 N o] (0Tt =Y o L (ST 59.98

71221 01 =T o] =3 = i o] o PO 77.63
Splenoportogram

71225 0 (010t =T o [ 59.98

71226 L0121 o] =3 = i o] o U 31.05
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October 1, 2026
RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

SPECIAL PROCEDURES (Cont’d)

Venous Studies (Cont’d)
Lymphangiogram — single

71230 B 0] (0Tt =T o [ = P 59.98

71231 e 101 (=T 0] (=1 7= Vo] o 31.05
Lymphangiogram — bilateral

71232 e 0] (0Tt L1 PPt 119.98

71233 e 101 (=T 0] (=1 7= Vo] o P 62.14

Cardiac Angiography
All cardiac angiography except bilateral coronary studies

71301 1011 o] =3 7= V1o o W PP 53.78
Bilateral coronary angiography

71306 e 101 (=T 0] (=1 7= Vo] o P 110.34
Note:

These codes only apply when cardiac and/or bilateral coronary angiograms are referred to a
Radiologist by a Cardiologist or Cardiac Surgeon for his/her written opinion.

Neuro Angiography

71390 Percutaneous embolization of spinal or cerebral AV malformations ................ccoiiiiiine s 437.30

71394 Carotid or vertebral artery occlusion by detachable balloon — percutaneous ......................... 297.30
Percutaneous carotid angiogram — single (brachial)

71400 e 0] (0Tt =T o L1 PPt 168.56

71401 e 1011 0] (=3 7= V1o o P 56.29
Percutaneous carotid angiogram — bilateral

71402 0] (01T =T o [ = PP 303.40

71403 101 (T o] = 7= V1o o H PP 93.78
For repeat angiograms (oblique vies, stereo magnification, basil, etc.)

71404 o1 (o 1ot =T [0 (T Y 1T | L= PP 202.26

71405 - INTErPretation — SINGIE .....i it e e e e e e e e 56.29

71406 -procedure — bilateral ...... ..o 364.09

71407 - interpretation — bilateral ... .. ..o 93.78
Myelogram (complete) prone

71410 S 0] (0Tt =T o [ = P 89.90

71411 101 CT g o] (=3 7= V1o o PR 37.51
Myelogram — supine (second puncture)

71415 0] (0Tt o L1 PP 37.19
Posterior fossa myelogram

71421 0] (0Tt o L1 PP 37.19
Discography

71425 N 0 (0Tt =T o [ P 55.79

71426 101 (T o] =3 7= Vi o] o TR 31.05
Discography (each additional level)

71427 S 0] (0Tt =T o [ P 27.91
Risagram

71451 e 0101 o] =1 7= Vo] o S 93.23
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October 1, 2026
RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

SPECIAL PROCEDURES (Cont’'d)

Gastro-Intestinal
Sialogram
71500 B o] (0Tt =T [ (PP 23.99
71501 01 =T o] 1= = i o o P 15.52
Insertion of nasogastric tube
71504 B o] (0Tt o [ (PP 8.37
Ba. Swallow H-type fistula
71508 B o] (0Tt o [ = P 37.19
71509 L1 (=T o] = = Ui o] o PP IC
71510 Percutan@ous QastrOSIOMY .........iuie ettt e e et e et e e e e e e e en e e e 230.24
Hypotonic duodenography
71514 B o] (0Tt o [ (PP 23.99
71515 101 (=1 o] 1= = i [0 o PP IC
71518 Biliary duct calculus removal via T-TUDE traCt ............uveiiriieii i e e e e e e 116.20
71519 Percutaneous transhepatic biliary drainage including biliary stenting ..............cccooo i 386.24
Transhepatic cholangiogram
71520 B o] (0Tt o [ = P 72.46
71521 01 (=T o] = = Ui o o U PP 37.51
71522 Change of biliary drainage tube ....... ..o 144.94
71523 Injection of biliary drainage tube for reassesSmMEeNt ..........c.oiiiviiiie i e e 37.51
71524 ERCP - total procedure performed by a Radiologist .............cooeviiiiiiiiii e e 238.01
71525 1 (=1 o] 1= = i o o P 10.62
Small bowel enema
71528 B o] 0Tt o [ = O 70.20
71529 01 (=T o] = = Ui o o P PP 15.52
Reduction of intussusception
71534 - procedure and INterPretation ... ... e e e e 44.25
71536 Oral or percutaneous placement of jejunostomy tube ..o, 70.20
Gastrografin enema
71538 B o] (0Tt L1 (PP 37.18
71539 01 (=1 o] 1= = i {0 o PP IC
Pneumoperitoneal and retroperitoneal air insufflation
71541 B o] (0Tt o [ = O 84.01
71542 01 (=T o] = = Ui o o U PP 46.60
Sinogram
71549 B o] (0Tt o [ (PP 23.99
71550 01 (=1 o] 1= = i {0 o PP 15.52
Dacrocystogram
71560 B o] (0Tt o [ (PP 23.99
71561 01 (=T o] = = Ui o o U PP 15.52
71570 Abscess management (intra-abdominal or deep organ) i.e. localization, placement of tube,
drainage under fluoroscopy, ultrasound and/or CT ........ccoiiiieiiii e e e 136.65

Respiratory System

Laryngogram
71600 B o] (0Tt o [ (PP 23.99
71601 L1 =T o] = = Ui o o N PP 31.23
Single bronchogram
71612 B o (0Tt o [ = O 23.99
71613 L1 =T o] = = Ui o o N PP 31.23
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October 1, 2026
RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

SPECIAL PROCEDURES (Cont’d)

Respiratory System (Cont'd)
Bilateral bronchogram

71614 B o] (0Tt o [ (PP 36.00

71615 01 (=T o] = = Ui o o U PP 46.60
Percutaneous lung biopsy

71618 - procedure and INterPretation ... ... e e e e e 137.85
Injection of air into the anterior mediastinum

71624 B o] (0Tt L1 (PP 59.98

71625 01 =T o] 1= = i o o PP 15.52
Injection of contrast into pleural cavity

71626 B o] (0Tt o [ = P 36.00

71627 L1 (=T o] = = Ui o] o PP 15.52
Genito-Urinary
Hysterosalpingogram

71700 - procedure (fluoroscopy) and interpretation ..........c.oo.viiiriire e e 56.70
Kidney film

71710 B o] (o Tot=To [0 ([ o] foX-Teto] o)) PN 15.52

71711 L1 (=T o] = = Ui o] o PP 15.52

71714 Percutaneous antegrade insertion of ureteric Stent ......... ..o 102.02

71715 Change of Nnephrostomy tUDE ... e e e 144.94
Cyst puncture (renal)

71718 B o] (0Tt o [ =P 121.95
Injection of dye into cystic cavity

71724 B o] (0Tt L1 (PP 36.00

71725 01 (=1 o] 1= = i o o PP 15.52
Loopogram

71728 B o] 0Tt =T o [ = O 12.02

71729 L1 (=T o] = = Ui o] o PP 12.02
Catheterization

71730 - procedure and INterPretation ... .. ..o e e e e e e 8.55
Percutaneous nephrostomy

71740 - performed by @ RadiOlOQIST ... ...vuie ittt e e e e e e 175.70
Arthrogram, Tenogram, or Bursogram

71800 B o] 0Tt =T o [ = O 36.00

71801 01 (=T o] = = Ui o o U PP 34.09
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October 1, 2026
RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

OTHER ITEMS

Other
71840  Mammary AUCIOGIAPNY ..o .vn it ittt et e e e e e et e et e e e e e et 29.35
71850 Intra-mammary needling for localization under mammographic control (procedure and
interpretation)
S UNIALEIAL ... e e e e 70.35

Special Visit Premium

71927  Daytime special visit (Monday t0 Frday) ..........ou oo e e e e 33.12

71928  Evening (6:00 p.m. to midnight), Saturday, Sunday and Statutory Holidays ............................ 110.37

71929  Night (Midnight t0 8:00 @.M.) ..t iuii it e e e e e et e et e et e e e 165.56
Note:

The above special visit premiums are payable in addition to the x-ray examination fees;
however, only one premium per trip is payable regardless of the number of x-rays examined.

IV Injections

TLOAL  AQUIL e 15.00

R R ST o [o 1 o L PP PP TP 10.36

71948  PaediatriC IV iNJECHON ...ttt it e et e ettt et e e e e et e e et e e e e e e e e e e 10.36

71949  SCAIP VEIN OF CUT-OWN L.ttt ittt et e e e e e et e et e e e et e e e e e e e eaa e eet e aan e s 20.68

41T O B OF- 11 1= (=] 421 (o o PP 10.36

71951 Injection — bursae, joints or tendon sheath ............ .o 20.25
Tomography

S L0 T I o] =1 o TP 12.01

L3 R o] =1 o PP 23.95
Fluoroscopy

71980  Fluoroscopy alone, Of @ny PArt ... .......oe oot e et et e et e e e et 20.63

71985  Fluoroscopy control of a procedure done by another physician, per ¥2 hour or part thereof (IC
required indicating the name of the procedure, the physician who did the procedure and the
amount of tiMe INVOIVEA.) ... e e e 27.40
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October 1, 2026

RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
DIAGNOSTIC ULTRASOUND
Procedure codes indicated as IC must be billed IC indicating why the procedure had to be done by
the Radiologist. See item 11.4 of the Preamble.
Notes:
1. A-mode - Implies a one-dimensional ultrasonic measurement procedure.
2.  M-mode - Implies a one-dimensional ultrasonic measurement procedure with movement
of the trace to record amplitude and velocity of moving echo-producing structures.
3. Scan B-mode - Implies a two-dimensional ultrasonic scanning procedure with a two-
dimensional display.
Doppler Studies:
The Doppler fee codes listed in this section may be billed in combination with diagnostic
ultrasound fee codes when a Doppler study is medically necessary and aids in the clinical decision
making process. The written report must include a description of the findings when a Doppler fee
code is billed. The use of Doppler for screening without a specific indication is not billable.
General
72050 Ultrasound control of a procedure, done by another physician, per ¥ hour or part thereof (IC
required indicating the name of the procedure, the physician who did the procedure and the
amount Of tiIME INVOIVE) ... ... e e e e e e et e e e e e e aaaees 27.50
Head and Neck
Echoencephalography — midline, A-mode
72100 101 (T o] (=3 7= V1o o PPN 12.09
72101 B o (e 1ot =To [ N {3 PPN 23.22
Complete (midline and ventricular size)
72104 01T o] (=37 Yo o U PPN 18.18
72105 o] (0Tt L1 N () PPN 23.22
Echography — ophthalmic
Quantitative, A-mode
72110 101 (T o] (=3 7= V1o o U PPN 49.78
72111 B o (e 1ot =To [ N {3 PPN 23.22
B-scan immersion
72112 101 (T o] =3 7= V1o o PPN 66.36
72113 o] (0Tt L1 N () PPN 23.22
B-scan contact
72114 O 0111 o (=317 Y1 o] o U PPN 33.20
72115 o] (0Tt L1 N () PPN 23.22
Biometry (axial length — A-mode)
72116 1011 o] =3 7= V1o o PPN 44.25
72117 B o] (o1t =To [ N {3 PP 23.22
Foreign body localization
72118 11T o] (=317 Y1 o] o U PPN IC
72119 o] (0Tt L1 N () PPN 23.22
Echography — neck (e.g., thyroid, neck mass or other pathology including A and/or B scans)
72130 10T o] (=37 Yo o TN 24.17
72131 B o] (o1t =To [ N {3 PP 23.22
72132 - Doppler evaluation of neck pathology, one or more, uni- or bilateral.................. add to 72130 16.33
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RADIOLOGY

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
DIAGNOSTIC ULTRASOUND (Cont'd)
Neonatal/paediatric cranial scan — complete
72140 01T o] (=37 Yo o U PPN 40.29
72141 o] (0Tt L1 N () PPN 23.22
Neonatal/paediatric spinal scan — complete
72150 1011 o] (=3 7= V1o o PPN 40.29
72151 B o (o1t =To [ N {3 PPN 23.22
Heart/Major Blood Vessel
Echography, pericardial effusion, M-mode
72200 O 0111 o (=317 Y1 o] o U PPN 26.84
72201 N o] (0Tt L1 N () PPN 23.22
Ultrasound pericardiocentesis
72210 - procedure and INtErPretation ... ... ... e e e e 50.51
Echocardiography
Complete study - 1 dimension
72220 101 (T o] =3 7= V1o o PPN 45.06
72221 o] (0Tt L1 N () PPN 17.92
Complete study - 2 dimensions
72222 0111 o] (=317 Y1 o] o TN 83.64
72223 o] (0Tt L1 N () PPN 21.08
1 and 2 dimension study on same patient visit
72224 1011 o] =3 7= V1o o S PPN 92.13
72225 B o] (o1t =To [ N {3 PP 26.00
Limited study 1 or 2 dimensions for follow-up studies
72226 10T o] (=3 7= V1o o PPN 20.71
72227 o] (0Tt L1 N () PPN 15.46
Doppler echocardiography
72228 01T o] (=37 Yo o U PPN 51.05
72229 o] (0Tt L1 N () PPN 20.21
Aorta only
72230 101 (T o] (=3 7= V1o o PPN 57.61
72231 B o (e 1ot =To [ N {3 PP 23.22
Vena cava only
72232 01T o] (=37 Yo o U PPN 57.61
72233 o] (0Tt L1 N () PPN 23.22
Peripheral Vascular System
Extra-cranial vessel assessment above the aortic arch (bilateral, carotid and/or subclavian and/or
vertebral arteries only)
72240 D To] o] o] (=T R Yo T o T gl = JF Yo | o P UPRRPN 25.32
72241 - frequencCy/ SPECLral ANAIYSIS .......cu ittt e e e e e 25.32
72242 - frequency/ spectral analysis with DOPPIEr SCAN ........o.iv it e e e e 34.54
72243 - duplex scan, i.e. simultaneous real time, B-mode imaging and frequency/spectral analysis ..... 62.22
Note:

Only one of fee codes 72240, 72241, 72242 and 72243 can be billed per patient per day.
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October 1, 2026

RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
DIAGNOSTIC ULTRASOUND (Cont’d)
Duplex Doppler assessment of hepatic and portal venous systems
72244 L1 =] o] =3 r= Ui o] o PP 16.33
72245 R o] (0 ToT=T o [ = PP 19.72
Note: Fee code 72244 should only be billed in cases where hepatic and portal vessels are
analyzed and should include a colour study of both systems and duplex study of at least one of
the two systems.
Post-operative organ transplant arterial and/or venous Doppler assessment (assessment of the
vascularity to the organ transplant rather than the ultrasound examination of the organ itself)
72246 L1 =] o] =3 r= Ui o o PP 16.33
72247 O o (0 Lot =T [ (PP 19.72
Transcranial Doppler assessment
72248 L1 (=1 o] =] = i {0 o P PP 21.50
72249 O o] (0Tt =0 [ (PP 26.06
Peripheral artery evaluation distal to inguinal ligament or axilla (not to be billed routinely with
72241, 72242 or 72243)
72250 - DOPPIEr SCAN OF B-SCAN ...ttt e e e e e e e et e e e e 20.95
72252 - frequency/spectral analysis with DOPPIEr SCAN ........coiu i e e e 28.79
72253 - duplex scan, i.e. simultaneous real time, B-mode imaging and frequency/spectral analysis .... 33.60
Notes: The following fee code combinations are not hillable: 72250 with 72252 and 72253 with
either of 72250 or 72252.
Venous evaluation — duplex scan i.e. simultaneous real time, B-mode imaging
72254 L1 =] o] =3 = Ui o] o PP 20.40
72255 B o]0 ToT=T o [ = PP 31.43
Duplex Doppler assessment of post-operative shunts
72256 L1 (=1 o] =] = i {0 o P PP 16.33
72257 R o] (0Tt =T [ (PP 19.72
Doppler assessment of one or more intra-abdominal and pelvic vessels, uni- or bilateral
72258 L1 (=1 o] 1= = i [0 o PP 25.76
72259 B o]0 ToT=T o [ = PP 22.36
Notes:

1. Doppler evaluation of intra-abdominal and pelvic vessels should not be performed
routinely; it should be limited to investigation of problems where the result will influence
management. Examples of acceptable uses for MCP billing purposes include:

a) placement of colour Doppler upon kidneys to assess for twinkle artifact if the
presence of small stones is suspected;

b) assessment for ureteric jets if reduced or obstructed flow is suspected;

c) evaluation of a solid lesion;

d) evaluation of a cyst with one or more walls or septations;

e) evaluation of vessels where stenosis or occlusion is suspected;

2. The use of Doppler to distinguish the common bile duct from a vessel is not billable.

3. Fee code 72258 and 72259 are not to be billed for screening purposes; they should be
billed for problem solving purposes.

4. A maximum of one unit of fee code 72258 is payable per patient session.

5. A maximum of one unit of fee code 72259 is payable per patient session.
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October 1, 2026
RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

DIAGNOSTIC ULTRASOUND (Cont’d)

Thorax
Chest masses, pleural effusion — A and B-mode
72340 B 101 (=1 o] 1= = i [0 o PP 40.29
72341 Bl o] (o Tot =T 0TI () P 23.22
Ultrasonic thoracentesis
72350 - procedure and INtErPretation ... e e e e e e e e e 32.45
Breast masses — scan B-mode (per breast)
72360 01 =T o] =3 = i o o PP 36.04
72361 Bl o] (o Tot =T 0TI (3 PPN 33.96
72362 - Doppler evaluation of breast masses, one or more, uni- or bilateral .................. add to 72360 16.33

Abdomen and Retroperitoneum
Abdominal scan, major (includes multiple organs and/or spaces)

72400 01 =1 o] =3 = i o o PP 57.11

72401 Bl o] (o Tot=T o [0 (N (3 T PP 60.83
Abdominal scan, limited (e.g. single organ or follow-up study)

72403 B 101 (=1 o] 1= = i [0 o P 41.16

72404 Bl o] (o Tot =T 0T (N (3 PN 23.22

Scrotum/ Penis (includes Doppler examination)
Testicular (1 or both) or scrotal scanning

72450 01 =T o] =3 = Ui o o U PP 47.57
72451 Bl o] (o Tot=T o [0 (= (3 PP 23.22
72452  Doppler evaluation of testicular flow when indicated, uni- or bilateral and/or evaluation of

testicular/scrotal masses, one or more, uni- or bilateral ................cooi i add to 72450 16.33

Obstetrics, Gynaecology and Pelvis
Echography — Scan B-mode
Early pregnancy diagnosis

72500 01 =T o] =3 = i o o P PP 46.22

72501 Bl o] (e Tot=T o [0 (N (3 T PPN 33.36
Foetal age determination

72510 01 =T o] =3 = i o o PP 28.43

72511 Bl o] (o Tot =T 0TI (3 PN 21.44
Placenta localization

72520 B 101 (=1 o] 1= = i [0 o PP 28.43

72521 Bl o] (o Tot =T 0T N (3 PN 22.36
IUCD localization

72530 01 =T o] =3 = Ui o o P PP 28.43

72531 Bl o] (e Tot=T o [0 (N (3 T PPN 22.36
Pregnancy, complete

72540 B 101 (=1 o] 1= = i [0 o PP 53.20

72541 Bl o] (o Tot =T 0T (N (3 PN 75.00
Foetal assessment in — utero for physical condition of the fetus (requested by the specialist)

72545 BRI CClgel (=) e=\ioT g IR= TaTe [ o] foTod=Te (U] = R PP 41.31
Pelvic mass

72570 01 =1 o] =3 = i o o PP 46.21

72571 Bl oo Tot=T o [0 (N (3 T PPN 22.36
Endocavitary Scan

72575 B 01 (=1 o] 1= = i {0 o PO 81.61

72576 o] (0Tt =T [ (- POt 22.36

72578  Transvaginal sonohysterography, includes procedure, interpretation and introduction of saline or

other intracavitary CONtrast MEAIA .........ovuii i e e e e e ee ean s 123.65

Ultrasonic amniocentesis

72580 - interpretation and ProCEAUIE ... ... ..t e e e e e e e e et e e e e eeenas 36.85




October 1, 2026
RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

DIAGNOSTIC ULTRASOUND (Cont’d)

Doppler assessment of one or more fetal vessels including umbilical artery and vein
72590 101 (=T o] (== o] o PP 25.76
72591 010 Tt L1 PP 22.36
Extremities, including Doppler examination of soft tissue mass

Extremities, per limb (excluding vascular study)

72610 101 (T o] =3 7= V1o o S PPN 17.37

72611 o] (0Tt =T o L1 N () PPNt 23.22
Scan of popliteal space

72620 e 0111 o] (=3 7= Vo] o S PPN 24.17

72621 N o] (0Tt [ N () PPt 23.22

Soft tissue mass, other than neck or limb (with or without Doppler examination)

72630 - INterpretation - SINGIE MASS ... .. i e e e e e e e e et e et et aen s 17.37
72631 - interpretation - each additional mass (maximum of 2 units payable); ...............ccoeeiiin add 12.08
72632 - procedure - per patient session, any number of masses (IC) ...........cccoiviviiiie i, 23.22

THERAPEUTIC ULTRASOUND

72650  Occlusion of femoral or brachial pseudo-aneurysm under colour Doppler ultrasound guidance........ 136.55
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RADIOLOGY

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
COMPUTED TOMOGRAPHY
Head
73800 14 0T UL A A e )1 = 1 84.30
73801 14 TV oo ] 1 = 1= Y 89.50
73802 - With @and WIthOUL IV CONTFAST ......vnii i e e e e e eeaee 113.65
Complex Head
73805 = WItROUL IV CONETAST ...ttt e e et e e et e e et et e ettt eeenee 84.25
73806 14 TV oo ) 1 = 1= Y 97.21
73807 - With and WIthOUL IV CONraST .......oeii i e e e e e e e e e e e 111.02
Neck
73810 = WItROUL IV CONETAST ...ttt e e e e et e e e et e e et eeenee 86.60
73811 L T Y Aot o] o1 = L] A PPN 97.50
73812 - With @and WIthOUL IV CONTFAST ......ve e e e e e e eeeee 108.30
Thorax
73815 1 0T UL A Voo T )1 = 1 99.42
73816 14 TV oo ) 1 = 1= Y 99.68
73817 - with and WIthOUL IV CONraST .......ooie e e e e e e e e e e e e 119.80
Cardio-thoracic
Cardio-thoracic CT is an imaging service of the cardio-thoracic structures including cardiac gating
and 3D imaging post-processing, cardiac structure and morphology and computed tomographic
angiography of coronary arteries (including native and anomalous coronary arteries, coronary
bypass grafts) and requires imaging without contrast material followed by contrast material(s).
5221 T - 1o [To K i o] = Lo ot 147.50

Notes:
1. The service described by 73818 includes the supervision of oral beta blockers and/or IV
injection where clinically indicated.

2. Fee code 73818 is only eligible for payment when the service is performed using a
minimum of a 64-detector CT scanner.

3. Fee code 73818 is only eligible for payment when a) one or more of the following
indications are present: arterial and venous aneurysms; traumatic injuries of arteries and
veins; arterial dissection and intramural haematoma; arterial thromboembolism;
vascular congenital anomalies and variants; percutaneous and surgical, vascular
interventions; vascular infection, vasculitis and collagen vascular disease; sequelae of
ischemic coronary disease (i.e. myocardial scarring, ventricular aneurysms, thrombi);
cardiac tumors and thrombi; pericardial diseases; cardiac function evaluation, especially
in patients in whom cardiac function may not be assessed by magnetic resonance
imaging or echocardiography OR b) a clinically stable symptomatic patient with low to
intermediate probability of obstructive coronary disease; a clinically stable symptomatic
patient who has planned surgery for valvular or structural heart disease; a patient has
low to intermediate probability of stent stenosis where the stent has a diameter > 3mm;
a patient with suspected clinically relevant congenital coronary artery anomalies.

4. Fee codes 73815, 73816 and 73817 are not eligible for payment with 73818.
5. Fee code 73818 includes all elements required to perform the study, including additional

CT acquisition sequencing and/or post-processing, two or three dimensional
reconstruction(s), and administration of contrast.
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Code Rate
6. Fee code 73818 includes payment for a diagnosis of the entire detailed field of view
including the lymph nodes, pleura, lungs, mediastinum, airways, bony thorax, spine and
heart, veins, arteries and other related anatomical structure.
7. Fee code 73818 includes payment for a documented quantitative evaluation of coronary
calcium for risk stratification when clinically appropriate.
8. CT coronary angiography is not insured:
a. for a patient with a high pre-test probability of obstructive coronary artery disease or
ECG or cardiac enzyme evidence of an acute coronary syndrome
b. for purposes of screening, risk stratification or calcium scoring in asymptomatic
patients.
Abdomen
73820 = WIENOUL IV CONIAST ..ot 111.02
73821 S WIEN IV CONTASE ... 124.83
73823 - With and WIthOUL IV CONTFAST ...t e e e e e e e e 138.80
Extremities (1 or more)
73825 11 [o U1 AV T 1= 1= PPN 94.73
73826 S WIEN IV CONITAST ... 97.37
73827 - With @and WIthOUL IV CONIAST ........ouie e 97.21
Spine(s)
73830 11 (o U1 Y oo 1 = 1= PPN 111.02
73831 L1 g T AV A oo g 1 = ] PPN 124.83
73832 - With and WIthOUL IV CONTFAST ...t e e e e e e e e 138.80
Pelvis
73835 = WITNOUL IV CONTAST ..ot 111.02
73836 S WIEN IV CONTASE ... 124.83
73837 - With and WIthOUL IV CONTFAST ...t e e e e e e e e e e e e 138.80
45152 1S T O B o] o] g oo =1 o] o |V U 235.30
Notes:

1. Fee code 73838 includes all elements required to perform the study, including additional
CT acquisition sequencing and/or post processing, two or three dimensional
reconstruction(s), administration of contrast and faecal tagging, if rendered.

2. Fee codes 70631, 73820, 73821, 73823, 73835, 73836, 73837 are not eligible for
payment with 73838.

3. CT colonography is an insured service only in the following circumstances:

a. individuals who are at moderate risk for colorectal cancer based on family history
and the patient refuses colonoscopy or where the patient has been advised of the
relative risks and benefits of CT colonography and colonoscopy and the patient
refuses colonoscopy;

b. for surveillance examination in patients with a history of previous colonic neoplasm,
where clinically appropriate;

c. when rendered for a patient for whom colonoscopy is technically infeasible, has
been difficult in the past, or contraindicated;

d. for patients who are at increased risk for complications during endoscopy such as
advanced age, sedation or anti-coagulation therapy, prior incomplete or difficult
colonoscopy;
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These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

e. when double contrast barium enema services are unavailable or regarded as
inadequate for clinical or diagnostic reasons.

4. Fee code 73838 includes payment for a diagnosis of the entire detailed field of view
including colonic and extra-colonic structures.

5. CT colonography also refers to and includes “virtual colonoscopy”.
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These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
MAGNETIC RESONANCE IMAGING
Head
73850 -MUltiSlice SE (1 0F 2 €Ch0S) ... .iei i e e e 99.67
73851 S MUISIICE IR o e e e e e e e e e e et 64.91
73852 - repeat (another plane, different pulse sequence — MaxX. 2) .......c.ooiiiiieiiiiiiiii e e 49.73
73853 - when gating is performed, (fee = 30% of applicable imaging fee) ..........cocoviii i IC
Neck
73855 -MUItSICe SE (1 0r 2 8CR0S) ..ottt e e 99.67
73856 S MUILSHICE TR oo e e e e e e et e et e et et et e et e et e et et e 64.91
73857 - repeat (another plane, different pulse sequence — MaX. 2) .......c.ooiiiiieiiiiie i e e 49.73
Thorax
73860 -Multislice SE (1 0r 2 €Ch0S) ....eii e e e e e 116.15
73861 S MUILSHICE TR oo e e e e e e et e et e et et et e et e et e et et e 99.67
73862 - repeat (another plane, different pulse SEqUENCE — MAX. 2) ....oviiiiriiiietiiiie e e e e 58.02
73863 - when gating is performed, (fee = 30% of applicable imagingfee) ..........cocoviiiiiiiiiiiiinnn . IC
Abdomen
73865 -Multislice SE (1 0r 2 €Ch0S) ....eii e e e e e 116.15
73866 S MUISIICE IR o e e e e e e e e e e e 99.67
73867 - repeat (another plane, different pulse sequence — MaxX. 2) .........ooiiiiiiiiiiie i e e 58.02
73868 - when gating is performed, (fee = 30% of applicable imagingfee) ..........cccoviiiiiiiiiiiiinnn . IC
Pelvis
73870 -MUItSICe SE (1 0r 2 BCR0S) ...ttt e e 116.15
73871 S MUISIICE IR o e e e e e e et e e e e e e 99.67
73872 - repeat (another plane, different pulse sequence - Max. 2) .......ccoov i iiie i e 58.02
Extremity
73875 -MUItiSlice SE (1 05 2 8Ch0S) ..ot e 99.67
73876 S MUILSTICE TR oo e e e e e e e et et et et et et et e et e et e et et 64.91
73877 - repeat (another plane, different pulse SEqUENCE — MaAX. 2) ....cvvviiiriiiiiriie e e e 49.73
Spine
Spinal segments recognized are cervical, thoracic, and lumbo-sacral
Limited spine — 1 segment
73880 -multislice SE (1 0r 2 Ch0ES) ... 116.15
73881 S MUISIICE IR o e e e e e e e et e e e e 99.67
73882 - repeat (another plane, different pulse seqUENCE —MAaX 2) .......veiiriiiiiiiiiieie e e 58.02
Intermediate spine — 2 adjoining segments
73886 SMUILSHICE SE ..o 135.37
73887 S MUILSHICE TR oo e e e e e e et e et e et et et e et e et e et et e 153.05
73888 - repeat (another plane, different pulse sequence — MaX. 2) .......ccooiiiiieiiiiie i e 67.62
Complex spine — 2 or more non-adjoining or complete segments
73891 S MUIISIICE SE ..ot e e e e e e e e 201.24
73892 B 118 1L Tt | 153.05
73893 - repeat (another plane, different pulse SEqUENCE — MAX. 2) ....vviiiiriiiieeii e e e e 100.18
73895 When gating of spine is performed, (fee = 30% of applicable imaging fee) .............ccoovviiiiinnnnnn. IC
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Code Rate

INTERVENTIONAL RADIOLOGY

74000 PET/CT ONE REGION ...t et et e e e e e e e et e e e ae e 507.88

74001  PET/CT TWO OF MOre REQIONS ....vuiii it it e eet e e e et e e ee e e ven e neaan 596.32

74100 Endovascular obliteration of cerebral aneurysms by any technique ....................... 1,901.39 I.C.
Notes:

1. Includes all neurological exams done in association with the procedure,
any diagnostic angiography performed at time of the procedure,
fluoroscopy and any other necessary imaging performed at the time of the
procedure;

2. Separate micro catheterization and stenting included if required;

3. Multiple aneurysms paid as follows: 2" at 50%, 3™ at 25% (to a maximum
of three aneurysms);

4. Radiological specialist assists are billable in Capacity “1” at 75% of the
listed rate for code 74100 as per General Preamble;

74300  Percutaneous image guided radiofrequency ablation of solid tumor ....................... 575.00

Notes:

1. Payable only for non-resectable liver, kidney, lung tumors, colorectal
metastases and osteoid osteoma;

2. Payable to a maximum of 3 lesions treated at same session — 100% for first
lesion, 50% for second and third lesion;

3. Includes all imaging guidance by any method necessary to complete the
procedure.

DIAGNOSTIC BIOPSY
74520  Image-guided biopsy, any organ, by any radiographic technique ............................ 103.69 See

biopsy
codes
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Code Rate
Fee code items which read “with computer data manipulation” may be claimed in addition to
preceding fee code item(s) if quantification or data manipulation is carried out in addition to
visual inspection of imaging studies. Such activity must add significant diagnostic information
not available by inspection alone and does not include simple image enhancement techniques
such as smoothing, background subtraction, etc. Recording of images on video tape for replay
and production of images on the video display of a computer do not in themselves justify claims
for “computer data manipulation.
Cardiovascular System
75000  Venography — peripheral and SUPEHOr VENG CAVA .......c.iuuueaenieaetie et e et ae e ae e e eeeenaenns 41.28
75001 - with computer data ManiPUIALION ..............iueeeeeie e e add 12.22
75002  First transit without blood POOl IMAGES ... e e 16.31
75003  First transit with blood POOI IMAGES ... ...t e e e 32.60
75004 - when done in conjuNCtion With @N OFGAN SCAN ............vveeeeiee e e 19.08
75005 - with computer data manipulation ... e add 9.78
75006  Cardioangiography — first pass for shunt detection, cardiac output and transit studies ............... 58.62
Myocardial perfusion scintigraphy
75007 - IMMEAIALE POST SIS .. it ittt ittt e et e e e e et et e et e e e e e 68.18
75008 B 101 5 N 61.42
75010  Myocardial scintigraphy — acute infarcCtion iNjUIy ... e 41.28
75011  Myocardial wall MOtioN STUAIES .........ui e e e e e e e e et e e e e 57.30
75012 - repeat same day (Max. Of 3 rEPEALS) ... et e e 28.69
75013  Myocardial wall motion studies with ejection fraction ..............c..cooooiiii i, 96.35
75014 - repeat same day (Max. Of 3 rEPEALS) ... ittt 43.98
75015 - with computer data manipulation ... add 27.92
75016  Detection of venous thrombosis with radioiodinated fibrogen —up to 10 days ...............ccvvveeen. 43.98
75018 Intravenous Dipyridamole Stress test
- includes monitoring time spent with the patient by the Nuclear Medicine Physician (EKG
interpretation payable in addition) ....... ... 29.63
Endocrine System
75020  Adrenal scintigraphy with i0dOChOIEStErOl ... e 66.15
75021 - with iodocholesterol and dexamenthasone SUPPreSSION ............coeiiieiiiiie e aaaeaa s 66.15
75022 Y10 T 1Y 1= 62.90
Thyroid uptake
75023 101 PP 26.90
75024 B (=] 1= L POt 10.63
Thyroid scintigraphy
75025 1 T T o ot e 42.98
75026 10 T 2 P 43.60
Parathyroid scintigraphy
75027 - dual isotope technique with T1201 and TCO9M i0diNE ........oviiiiiiii i 78.63
75028 - with computer data manipulation ............oooiiiiiii add 25.73
75029  Metastatic SUNVEY WIth 1-13 1 ... ..ot et e e e e e et e e e e e e e e e aeaan 72.08
Gastrointestinal System
75034  C15 breath test for Helicobacter PYIOri ........o.oe it e 24.95
Schilling test
75035 [0 [SI TS o) (o] o= PP 17.96
75036 e (8 F= LT ] (o] o 1= PRSP 16.01
Malabsorption test
75037 11 g O T o 1] 1 = (PPN 17.96
75038 - With Whole Body COUNTING ...t e e e e e e e e e e e e eeeees 22.54
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Code Rate

Gastrointestinal System (Cont’d)

75039  Gastrointestinal Protein 0SS ...... .t e e e e e e 26.88
75040  Gastrointestinal blood 10SS Cr5L ... ..ot e e 12.04
75041  Calcium absorption — Cadh ...ttt e e e 12.04
75042  Calcium47 absorption/EXCIEtiON ... ...ttt e e et e e e e e e 43.98
75043  Esophageal motility StUAIES — 1 OF MOIE ..uuuiiiniie e it e e et e e e e e e ee e eens 123.30
75044  Gastrointestinal traNSIt ... ... ...ov it 59.79
75045  Gastroesophageal reflUX ... e e 49.60
75046  Gastroesophageal aspiration .............ii it et e e e e 59.59
Abdominal scintigraphy for gastrointestinal bleed
75047 - TC99mM sulphur colloid OF TCO4 ... et e et e e e ettt e e ee e 59.59
75048 Slabelled RBCS ..o 65.08
75049 = LeVEEN SHUNE POLENCY ..ttt ittt e e e e e e e et e et e e e e e e eeeananas 43.98
75050  Biliary SCINtGrapiy .....o it e e e e e e e e 74.82
75051  Liver/spleen SCINtGraphy .......ou i ittt e e e e et e e e e e e e 59.59
75053  Salivary gland SCINtIQraphy ... ... e e 54.67
75054  With computer data manipulation .......... ..o s add 17.15
Genitourinary System
75060  Dynamic renal IMaAGING ... ..ouue it et et e e e et et et et e e e e et e e n e e eaaaas 78.63
75061  Computer renal function (includes first transit) ...... ..o 78.63
75062 - repeat after pharmacological INtErVENtION ..........coiiiiiie e e e e 26.31
75063  StatiC renal SCINtIGraPNY ... ..o ittt s e e e e e et e e e e 59.70
75064 ERPF by blood sample Method ..o e e e e e 10.63
75065  GFR by four blood sample method ... 94.18
Note:

GFR by fewer than four blood samples is not payable. GFR by more than four samples is
payable at the listed rate.

75066  Cystography for vesiCOUreteric reflUX ..........oiiriiis i e e e e e e 32.60
75067  Testicular and scrotal scintigraphy (includes first transit) ...........ccocoiiiiiiii i, 55.93
75068  With computer data manipulation .............cooiiir i e e add 25.73
Hematopoietic System
75069  Plasma VOIUME ... s e et e e e e et et e et e et e et e et e e e e 8.99
410 A0 I == To o =1 IR o] U0 T 8.99
75071 Ferrokinetics — clearance, turnover and UtiliZation ...........ccoiiiiiiiir e e e e eas 42.08
75072 Red cell, white cell or platelet SUIVIVAl ... e 26.02
75073  Red cell survival with serial SUIface COUNLS ..........iii it e e 35.95
75074  BONE MarmOW SCINIGIaPNY ... u. ittt et e e e e e e et e et e et e e e e e e eeaeaa 75.65
4104 TS [ To | L= 1 PP 47.88
75076  In-111 leukocyte scintigraphy - Whole bBody .........cooviiiiii i 80.95
75077 - SINGIE SItE e 58.06
75078  INdium-CL SCINtIGrapRY .......iee ettt e e e et et et e et e e e e e e 47.88
75079  With computer data manipulation .......... ..o s add 13.43
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Musculoskeletal System

75080  Bone scintigraphy - GENEIal SUIVEY ........i.ouii e et e et et et et e e e e et e aea e aeeaaes 71.32
75081 S SINGIE SItE e e 47.00
75082  Gallium scintigraphy - ENEral SUIVEY ...... ..ottt et et et e ee e e aeaeaeaas 79.13
75083 = SINGIE SIE e e 56.39
75084  Bone mineral density, by single photon method ..o 10.63
75085  Total bone calcium — NEULroN @CtIVALION ..........c.iuuiiit i e e e 75.18
75086  Bone mineral content by dual photon absorptiometry - single site ............cocooiiii i, 43.45
75087 -20rMOre SIteS ..ovvviveiiiiiiieiee e 59.01
75088  With computer data manipulation .......... ..o e add 16.21

Nervous System
CSF circulation

75090 T o T @R Iy o T o 1 I 1 54.42
75091 L1 T T o 0T 67.66
75092 Y = U] 0o A o 10 o2 U PR 72.08
75093  Brain SCINTIGIaPNY ..ottt et et et e e e e e e e e e e e e e e 54.67
75094 - cerebral blood fIOW STUAY .......oeiii add 57.58
75095 - with computer data manipulation ............ooiiii i add 14.66
75096  HMPAO regional brain perfusion With SPECT ...t et ee e 79.45
Respiratory System
75100  Perfusion lung SCINtGraphy ... e e e e e e 50.07
75101  Ventilation luNg SCINLIGIAPNY ... .o e e e e et et et e e et e e e 46.66
75102  Perfusion and ventilation scintigraphy — Same day ...........c.cooiiiii i 108.69
75103  With computer data manipulation ..o add 11.79
Miscellaneous
75200  Radionuclide lymphangiogram ..........coouie i et e et e e e e s 74.32
75201  Ocular tumoUr [OCALIZALION ... . et et ettt e et et et r e et e e 77.25
75202  Tear dUCt SCINTIGIaPNY ..ottt e et e e e e et e et et e e e e e e 55.95
75203  Total BOAY COUNTING ....unee e e et et et et et e e e e et e ettt e et e e e aeeeenns 62.67
75205  Other scan (approved but not currently listed) .........ocooii i 60.03
75206  With computer data manipulation .......... ..o e add 10.99
SPECT
75210  SPECT - Single Photon Emission Computerized Tomography ...........cccoovviiiii i iiineennn, 36.85
75212  SPECT — with transmission attenuation COrECHION ..........c.ouuiiiuiiit it e e 53.01
Notes:

1. SPECT includes quantification and data manipulation.

2. The specific organ or system imaged can be claimed using the applicable fee code in
addition to 75210 or 75212.

3. Only one of 75210 and 75212 can be claimed for SPECT imaging.

Special Visit Premiums

75227  Daytime special visit (Monday t0 Friday) .......c..oeviuiiiitiiiie e e e 34.41
75228  Evening (6 p.m. to midnight), Saturdays, Sundays, and Statutory Holidays ........................... 123.08
75229  Night (Midnight t0 8 @.mM.) cou i e e e e et e e e er e e 169.37

Note: The above special visit premiums are payable in addition to nuclear medicine fees,
however, only one premium per trip is payable regardless of the number of services provided.
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Therapy using Radioisotopes

The rate listed includes treatment planning, dosage calculation and preparation of materials.

Appropriate visit and procedural benefits (e.g., paracentesis) may be claimed in addition.

Thyroid benefits (75250, 75251 and 75252) include administration(s) within any 3 month period.
£ 10 I 1)/ (o] o I 14 F= T | = U o3 Y AP 102.70
75251  HypPerthyrOIdiSM ...t e e e e e e e e e e e e e 93.35
75252  Induction of hypothyrOidiSM ... ettt e e e e e e 79.81
75255  Prostate MaligNaANCY ... ....c.ue ettt e e e e et e et et e e e e et e aaa e 79.81
75256  POIYCYINAGIMIA ... et e e e e e e e et e e e e e e e e 45.57
75257  Metastatic disSease Of DONE ......... i 84.95
75260  Ascites and/or pleural effusion(s) due to malignancy ...........ccooviiiiiiiiii i 56.86
75261  Arthritis — Single OF MUIIPIE SIte ... i it e e e e e e e ea 37.51
75262  Metastatic disease with radioactive lymphogram ..........c.ooiiiiiiiii 56.86
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FP/
Code Assist  Spec. Anaes.
OBSTETRICAL CARE
80002 Multiple births — each child extra ............ocooiiiiiiiii e 154.84
80004  DEIIVEIY ...ttt et e e e e e e e e e e e aeaas 519.65
80006 Vaginal birth following a Caesarean Section ..............c.ccooeiiiiiininenn. add 53.14
80010 Post-natal care iNn hospital ..........cocoviiiiii i, 57.47
80012 Post-natal care in OffiCe ..........coiiiiiiii 36.16
80014 Attendance at labour by Family Physician ................cocoviiiiiii i 423.10
80016 Attendance at delivery by Obstetrician ............cccociiie i s 220.07
High risk pregnancies

80018 Fetal Doppler arterial flow frequency analysis (IOP) ..........ccocoieiiiiiiieneenn. 23.97
80020 Fetoscopy (may include fetal blood sample, cell harvest or amniocentesis)

(IO e e s 165.40
80024 Double set up examination to rule out placenta previa — patient

subsequently allowed to labour (same physician) ..............ccoeeveninnen. 58.00
80026 Double set up — trial of forceps — failed leading to Caesarean Section

(Same PhySICIAN) ...ov.vie i 60.44
80028 Chorionic villus sampling (IOP) ......oiiiiiiii e 153.00
80030 Application of scalp electrode in high risk pregnancy ................ocooeenee. 23.86
80032 Insertion of intrauterine catheter ............coovve i 22.90
80034 Foetal scalp blood Sampling .........c.oeiiniiiiii 40.80
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OBSTETRICS
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FP/
Assist  Spec.

Anaes.

80040
80042
80044

80046

ANAESTHESIOLOGY

Anaesthesia for deliVEry ..o e
Continuous conduction anaesthesia for labour, introduction of catheter......

Maintenance of continuous conduction anaesthesia (1 unit for each
subsequent injection or ¥ hour of maintenance, maximum of 12 units)
L= 1 PSPPI

If the patient has an operative delivery, a maximum of 12 one-quarter hour
units for epidural prior to delivery, plus the units of time for the delivery,
plus, if necessary, another maximum of 12 one-quarter hour epidural units
post-delivery, are payable for management of pain. (Claim IC when total
epidural/anaesthetic time units in the above combination exceed 12).

Anaesthesiologist called to attend obstetrical delivery without participation
(L) et

Anaesthesiology Notes re delivery following epidural:

1. The subsequent operative delivery or delivery by Caesarean
Section is considered to constitute a separate anaesthetic
procedure.

2. Time units for the subsequent delivery will be considered as
additional to the total number of quarter-hour units of epidural
anaesthetic and payable at triple the time unit rate when in
excess of 2 hours anaesthetic time.

4 units
+ time
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FP/

Code Assist  Spec. Anaes.

OPERATIVE DELIVERY, excluding low or outlet forceps

delivery
81002 - Caesarean Section with or without sterilization, procedure and post-

Operative Care ONlY ...........co..oiiiieiee e 55.54 618.30 6

81004 - Caesarean Section, plus hysSterectomy ...........ccooveiiiieiiiiiieeinieenins 55.54 872.41 8
81006 - Operative delivery — other than Caesarean Section ........................... 55.54 558.10 5
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Code Assist  Spec. Anaes.
SURGICAL OBSTETRICS
Induction
Notes:
1. Only the first induction may be claimed per patient per pregnancy,
regardless of the number of attempts at induction or the number of
physicians involved.
2. Induction is only payable when the physicians who bill for induction
and delivery (other than Caesarean Section) are in different
specialties.
3. Induction cannot be claimed by the physician who bills for delivery
(other than Caesarean Section).
81010  Surgical induction of 1abour ... ... 28.07 3
81012 Medical induction of labour (oxytocin infusion) ............c..coooiiiiiii s 63.09
Abortion
- complete —uNder 20 WEEKS ... cvivieeiiiee et e e e VF
81014 - D&C for incomplete abortion (IOP) ........cooviiiii i e 135.26 4
81016 =1 0 (o o | PPN 195.36 4
81018  AmMNIOCENLESIS (IOP) ..ttt e e e e e 106.28
81020  Hysterotomy — abdominal or vaginal with or without sterilization .................... 55.54 194.10 6
81022  Missed abortion, with or without intra-uterine hypertonic solution ................... 166.63 4
81023 Insertion of laminaria deViCe ...........cooii it e e, add 6.04
Note:
Fee code 81023 can be billed in addition to fee codes 81016 or 81022 when a
laminaria device is used to dilate the cervix prior to these procedures. It
cannot be billed in addition to any other fee code or for medical induction of
labour.
81024  Repair of third degree laceration ..............c..oo i 72.53 4
81026  Repair of vaginal laceration and/or large haematoma ................cocooieiiieen. 49.13 4
81028 Retained placenta removal ..........c.ouiieiiiie e 49.13 4
Fee codes 81024, 81026 and 81028 are not payable to the same physician in
addition to the delivery fee.
81030  ECOPIC PrEONAINCY ... ... ettt et e e e et e e et e e et et e e e e een e aea e aanenns 55.54 353.53 6
81032  Suture of incompetent cervix during Pregnancy ...........ccceeeeeeeeseeininaeannaanns 151.19 4
81034 Emergency removal of sutures (except at delivery) ...........cooooiiiiiiiiiininn . 4
81036  Sterilization — postpartum (same physician), in addition to delivery and
POSTPANTUM fEE ...ttt e e et e e e 55.54 114.50 6
81038  Uterine inversion, manual replacements ............ccoveiiiiie i e e 131.03 4
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ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
For rules applicable to billing for Anaesthesiologists’ services including premiums, please refer
to the Anaesthesiology Services Section of the Preamble
EXTRACTIONS
84040 Removal of erupted tooth, uncomplicated ProCedUre ..........c.oiiiiiiieiiiii e e e 4
84044  Surgical removal of erupted tooth, requires elevation of mucoperiosteal flap, and removal of
bone and/or sectioning of tOOth ......... oo 4
84046 Removal of residual roots - covered by SOft tISSUE ........coeniii i e e 4
84050 -covered by bone ... 4
EXTRACTION OF IMPACTED TEETH
84060 Impaction, requires incision of overlying soft tissue and removal of tooth ...........................c... 4
84062 Impaction, requires incision of overlying soft tissue, elevation of flap, and either removal of
bone or sectioning and removal of tO0th ..., 4
84064 Impaction, requires incision of overlying soft tissue, elevation of flap and removal of
completely bone covered tOOth ....... ... 4
84066 Impaction, requires incision of overlying soft tissue, elevation of flap, removal of bone and/or
sectioning of tooth for removal and/or presents unusual circumstances or difficulties ............. 4
SURGICAL MOVEMENT OF TEETH
84080  RePOSItIONING, SUMGICAI ... ..ttt et e e e e et e e e e et et e e e e e et e et e aen e aanens 4
84082  Transplantation - erupted tOOth .......coiiiii i 4
84084 S UNEIUPLEd T00Th L.t 4
REMODELLING AND RECONTOURING ORAL TISSUES
84100  Alveoloplasty -in conjunction With @XtraCtions .............ooiieiiie i e e 4
84102 - not in conjunction With eXtractions ......... ..o e 4
Remodelling of Bone
84104  Mylohyoid ridge, remOodelling ...... oo 4
84106  Genial tubercles, remMOdelliNg .......c.iiiitii i e e 4
Excision of Bone
84108  NASAl DONE ... e e e 4
84110  TOIUS PAIALINUS ... ..ottt et e et et e et e et e e et e et e et e e e e et e aens 4
84112  Torus MAaNAIDUIAKS ... ... et e e e e e e et et e e e e 4
84114 Removal of Bone, EX0OStOSIS, MUILIPIE ........iieii e e e e e 4
84116  Reduction Of BONE, TUDEIOSITY ....cvittiit it e e et e et et e e e e e e et e e a e eens 4
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October 1, 2026
ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
REMODELLING AND RECONTOURING ORAL TISSUES (Cont’d)
Gingivoplasty and/or Stomatoplasty
84120  GINGIVOPIASTY ... ettt ettt et e e e e e e e e et e e e e e e aeas 4
o 2 © 1T 11 Y/=Tod (o] 1 1)V PP 4
84124  Excision of vestibular hyperplastiC iSSUE ..........c.oiiiii e 4
84126  Surgical shaving of papillary hyperplasia of the palate .............coooo i, 4
84128  Excision of pericoronal gingiva (for retained tooth/implant) ... 4
Remodelling Floor of Mouth
84130  Full arch lowering of the floor of the Mouth ...t 10
Vestibuloplasty
84132  Submucosal, UNCOMPLICALEA ... ..o e et e et e e e ee e e e e 4
84134  Secondary epithelialization, uncomplicated ......... ..o 4
84136 Vestibuloplasty - with labial inverted flap (secondary epithelialization, complicated) .................. 5
84138 = WIth SKIN Graft ... s 5
84140 - With MUCOSAl Graft ... 5
Alveolar Ridge Reconstruction
84142  Alveolar ridge reconstruction, with autogenous bone/arch ... 10
84144  CeramiC grafling .........o.i oottt e e e e e et e s
TESTS, HISTOLOGICAL
84150  Biopsy - soft oral tissue, By INCISION ... e e e 4
84152 - hard oral tissue, by INCISION ...t e e e 4
SURGICAL EXCISIONS
Surgical Excision, Tumours, Benign
84160 Tumours, benign, scar tissue, inflammatory or congenital lesions of soft tissue
S1ESS TNAN 2 CIML L 4
84162 o)< oA o 1 | D PPN 4
84164  Tumours, benign, bone tissue - [eSSthan 2 CM. ... ... 4
84166 o) =] g o | D PP 5
84168  Extra-large lesions over 3 cm. or complicated ........ ..o 5
Surgical Excisions, Tumours, Malignant
84170 Tumours, malignant, soft tissue - lessthan 2 cm. ... e 4
84172 /=1 S v 1 o PP 4
84174  Tumours, malignant, bone tissue -1essthan 3 Cm. ... ..o e 5
84176 = B0 B O ettt it et et et e 5
84178 Large Lesions over 6 cm. or complicated ........ ..o e 10
Cheiloplasty (lip shave)
84180  Cheiloplasty - PArtial .......c.cuiuieiiie it e e e e et e e e e e e 4
84182 (0] 7= | PP TTTTRTRPTIIN 4
84190  Grafts, BoNE, 10 the JAW ... .ot e e e e e 10
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ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

SURGICAL EXCISIONS (Cont’'d)
Augmentations, Prosthetic, of the Jaw

84200 Implantation of intraosseous prosthesis (continuity defect) ......... ..o 10

84202 Removal of INtra0SSEOUS PrOSINESIS ... ... un ittt e e e et e 4

84204 Augmentation of the Chin ... s 4
Surgical Excision of Cysts/Granulomas

84210 LSS AN 2 CM. oot 4

S B © 1= 2 1 o R PPN 4

84214 Cyst, cOMPlICAtEA (OVEF B CIML) vttt i et et ee et e et e et e et et e e e e e e e eaa e eat e aaaenanas 5

84216  MarSUPIALIZALION ... ..e ittt e e et et e e e e e e e e e 4
SURGICAL INCISIONS
Surgical Incision and Drainage and/or Exploration, Intraoral

84220 Intraoral surgical exploration, SOft ISSUE ......... ..o e e e 4

84222 Intraoral @bSCESS - SOft LISSUE ... . i ittt et ettt e e et e et et e e et ea e eenanas 4

84224 - in major anatomical area with drain .............cocooiiiii i 5
Surgical Incision and Drainage and/or Exploration, Extraoral

84230 Extraoral abscess - superficial, SOft ISSUE .........uii i e e e e 4

84232 - deep, soft tissue, With drain ... 5
Surgical Incision for Removal of Foreign Bodies

84240 From skin or subcutaneous alveolar tISSUE .........oi.iii it e e e e e e 4

84242 Of reaction-producing foreign bBoGies ..........iiriii e e 4

84244  Of needle from musculoskeletal SYStEM ... ...t it 4
Sequestrectomy (for Osteomyelitis)

84250 Sequestrectomy - for 0StEOMYENILIS .......c..i i e e e 7

84252 - 1[0 IEST= 1E (od=T 472 i o] o N PRSP 7

84254 Extraoral sequestrectomy (COMPHCAtE) ......ooviveiirii i e e e e e 7
Mandibulectomy

84260 o= L= LI R G 4o 1 P 4

84262 1= T (T 22 o o 1 P 5

84264 - total (MOre than 12 CML) cou e e et e et e e et e et e et e e eanans 7
Maxillectomy

84270 o= L= LI R G740 1 P 4

84272 1= LI (T 22 4o 1 P 5

84274 - total (MOrE thaN 12 CML) coneie e e e et et e e e e e et e e e eaas 7
Apicoectomy

84280 Apicoectomy and/or apical curettage - L FOOL .........ouiie ittt e e et e 4

84282 S 2 FOOS ittt et e e 4

84284 = 3 TOOLS OF IMOTE ...ttt et e e e e 4
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ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
TREATMENT OF FRACTURES
84300 Intermaxillary fiXAtiON ...... oo e e e e e e e 5
84302 Intramaxillary SUSPENSION (WIMINQG) ... vu et ee e et e et et e e e e e et e aet e e e e eans 5
84304  CirCumMZYGOMALIC WIKINQ ... vttt et ee et e e et e e et e e et e et e ae e e et e e et ee eanee eea e sen e reneneaesans 5
84306 Removal of Wire, plate @nd SCrEW ... .....ccuii it e e et et e e e e e 5
84308 Removal of intermaxillary fiXation ....... ... e 5
84310 Occlusal eqUINDIAtiON ... e e e e e e e e e 5
Fractures, Reduction, Mandible
84330 = ClOSEA (SIMIPIE) ettt e e e e e e 5
84332 o) o1 A (10T o] 1) PPN 5
84334 o] o T=T A (L0 1] 1) P 5
Fractures, Reduction, Maxilla
Horizontal, LeFort |
84340 e (o 1=To I 1101 ] () PP 5
84342 o] o 1=T 0 (7110 o] () PPN 6
84344 o) o1 A (L0 10] 1) PP 6
84346 Compound fracture of maxilla (requiring reduction and soft tissue repair) ............cccoevvveviiinennn 8
Pyramidal, LeFort Il
84350 = ClOSEA (SIMPIE) ettt e e e e e e e e 1 5
84352 o] o 1=t ol (T g1 = L= = ) PR 8
84354 o] o L=T o (11 = 1= - | U 8
Fractures, Reduction, Naso-orbital
84360 o (o £T=To I ] 10T o] 1) PP 5
84362 o) o1 A (o | ) PN 5
84364 o] o 1= A (L0 10] 1) P 6
Fractures, Reduction, Malar Bone
84370 = ClOSEA (SIMIPIE) et e e e e e e e 5
84372 o] o 1=T 0 (10T o] () PPN 5
84374 - open, complicated, orbit INVOIVEd .......... ..o 6
Fractures, Reduction, Zygomatic Arch
84380 S ClOSEBA .. e 5
84382 0] 61 P 5
Fractures, Reduction, Craniofacial Dysfunction, LeFort lll Transverse
84390 101 =Y o 5
84392 ] 8 1] o PPN 10
Fractures, Reduction, Alveolar
84400 Fracture, alveolar, debride, teeth removed - NO fiXation ..........co.ooiiii i, 4
84402 Reduction, alveolar - closed, With teeth .......... ..o e 4
84404 -open, With teeth ... o 4
84406 Replantation, avulSed tOOth ... e 4
84410 Repositioning of traumatically displaced teeth .......... ..o 4
84412 Repairs, lacerations - uncomplicated, 5 CmM. Or [€SS .......cooiii i 4
84414 -complicated, UP IO 5 CIM. c.uiiiiie e e e e e 4
84416 - complicated, OVEI 5 CIM. ..oitii i e e e e e e 4
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October 1, 2026

ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
TREATMENT OF MAXILLOFACIAL DEFORMITIES
Osteotomy, Ostectomy, Ramus of Mandible
84426  OSteotoMY - UNIALEIAI ... ittt e e et et e e e e e e e e 8
84428 - SUBCONAYIAr, CIOSEA ... veee it e e 10
84430 - SUBCONAYIAN, OPEN ..ot e 10
84432 - ramus, ObliqUE, ©XEra0Tal ... 10
84434 - ramus, oblique, INTrA0Tal ......... . e 10
84436 Osteotomy/ostectomy body of mandible ............. .. 10
84438  OSteotomy - COrONOIAECIOMIY ... .. inie ittt et e et e et e e et e e e e eea e tea e ren e ae e ea e e eaaans 5
84440 = CONAYIAN NECK L.ttt e e e e 10
84442 = SAgGITAl SPIt ettt 10
Osteotomy, Miscellaneous
84444 - obligque With BONE graft ... ..o e e 10
84446 1 17=T 1 (= e PPN 10
84448 L 10
Osteotomy, Maxilla
84450 Osteotomy - Maxilla, LEFOI | . ... e e e e e e e e e 20
84452 =maXilla, LEFOIT 1 ... et e e e e e e e 20
84454 =maXilla, LEFOIE I ... e e e e e et e e e 20
84464 Closure or cleft fistula - @IVEOIAN ............ i 4
84466 S PAlALAL L. 6
84468  PRaryNQOPIASTY ... ...t ittt et e e e e e e e e e e e e e 8
84470  SUDMUCOUS FESECHION ... it ettt et e e e e et e et e et et et et e e e et e ret e aeneneeeas 4
Osteotomy, Maxilla/Mandible, Segmental
Maxilla
84480 Osteotomy, SEGMENTAl - ANTEIIOT ... .. ittt et e e e et e et e et e e e e e e e eeeen e een s 10
84482 010 1] 1= o1 PP 10
84484  Osteotomy, midpalate Split - @NtErIOr ....... ..o e e 10
84486 S COMPIETE o e 10
Mandible
84488 Osteotomy, segmental - anterior with transfer of mental eminence ..., 10
84490 - anterior without transfer of mental eminence ................coooiiiiie. 10
84492 010 1] 1= o1 PP 10
84494  Osteotomy, lower border, mandible ......... ... 10
84496 Osteotomy, total deNtO-alVEOIAr ... e e e 10
Osteotomy, with “Interpositional Graft”
84500 S USING DONE o e e e e 10
84502 S USING @HOPIASE ... ..ttt e e e e e e e e e 10
84504 V1) o o T 1] = Vo = PSRN 10
Genioplasty
84510  GenIoPIaSty = SHAING ....vuie e e e e e e e e e e 10
84512 S (=1 Lo (o] o I P 10
84514 - augmentation with graft ... e 10
84516 Myotomy, SUPFANYOIM ... . iuiuie it et e e et e et e et e et et e et e e e e e a e et e ea e 10
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ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
TREATMENT OF MAXILLOFACIAL DEFORMITIES (Cont'd)
Miscellaneous Treatment of Maxillofacial Deformities
84520  COrtiCOtOMY, PEI D CULS ... i ittt et e e et e et e et e e et e e et e et e e e en e eet e aen e aenens 10
84522 Interdental SEPLOTOMY ... iuiii et et e et et et e e e e et e n e e e 4
84524  Surgical expansion of the palate ....... ... 8
Palatorraphy
84530 Palatorraphy - anterior (closure of palating fiSSUIe) ..........ooiiiiiiii i i e 8
84532 N 010 1] 1= o1 PPN 8
84534 (0] - | PP 8
84536 - With boNe graft SEPArate ........c.ov it e e s 8
84538 - with bone graft to anterior alveolar ridge separate ...........c.coceeviiiiiiiiiiiieineene, 8
Frenectomy
e oY T I (=T [=Tol (o] 1 ) AP PIPR 4
ST LS (=Y o) = 1] /PN 4
Glossectomy
84550 Glossectomy - partial, anterior WEAGE .......ov vt e e e e e e e e e 8
84552 - full postero-anterior WeAgEe ...........ouii it e e e 8
Cleft Surgery
84560 Primary unilateral Cleft lip rePair ... e e e 8
84562 Secondary unilateral Cleft ip rePar ... ..v. it e e s 8
84564 Primary bilateral Cleft lip rePair ... ...o.ii i e e e 8
84566 Secondary bilateral Cleft lip FEPAIr ... ..c.uiie i e e 8
84568 Reconstruction of cleft lip with lip switch flap ... 8
84570 Complex reconstruction or revision of cleft lip ... ... 8
84572 Closure of @alveolar Cleft ... e e e e 8
Oronasal Fistula
84580 Primary closure at time of initial SUIGEIY .......i i e e e e 4
84582 Secondary closure - with palatal flap ..o 4
84584 -with pharyngeal flap ..o 4
84586 -WIth tONQUE Flap .o 4
84588 - With BUCCal Flap ..o 4
TREATMENT OF TEMPOROMANDIBULAR JOINT DYSFUNCTIONS
TMJ, Dislocation, Management
84600 TMJ, dislocation - open reduction (exposure Of JOINL) ... e 5
84602 - closed reduction, uncomplicated ..........coviiiiiie i s 4
84604 - closed reduction under general anaesthetic .............ccoooviiii i 4
84608 TMJ, luxation reduction, under general anaesthetic .............ccooov i e 4
84610 TMJ, manipulation under general anaesthesia ...........c..oviiiiiiiiiiiiie e 4
84612 TMJ, fixation (Arch DArS) .......c. i e e e 5
TMJ, Capsule, Management of
o LGN G T Y/ [T o IS =Tox (o] 1 Y P 5
BABL8  CaPSUIOITAPNY ..ottt e e e e e e e e e 5
84620 Myotomy, lateral pterygoid MUSCIE .........uii it e e e e e e e ae e 5
84622 Plication, posterior attachment of the disk of the TMJ, in cases of internal derangement ............ 5
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ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
TREATMENT OF TEMPOROMANDIBULAR JOINT DYSFUNCTIONS (Cont’'d)
TMJ, Condylar, Surgical
oLy I o] 0 [0 Y] =T ox (o] 1 1|V PP 5
o LG y2 S B o] 0 1o Y] 0] 101 )Y/ U 5
84630 Osteotomy, oblique, with silastic interposition for ankylosis (graft) ............ccccoiiviiic i, 10
TMJ, Articular Eminence, management of
84634 Reconstruction of the glenoid fossa, zygomatic arch and temporal bone (Obwegeser technique) 5
84636  Articular eminence, arthrOplasty ... e 5
TMJ, Arthrocentesis
84640  PUNCLUIE and @SPITatiON .........euiisieiit et et e e et e e et e et e e et e e e e e e e e aaan 4
TMJ, Management by Injection
84644  Anti-iNflammMatory ArUGS ... ..o ie it e e et e e e e e e e 4
84646  WIith SCIErOSING AQENT ... ...t e e e e e e e et e et e et et e e e e aeaan 4
TMJ Appliance Splints (for use ONLY in post-surgical cases)
BAB50  MaAXIllArY ... ettt e e e e e e e e e e e 5
84652  MaNAIDUIAK ... ..o e e et e e e e e e 5
84654  OCCIUSAl AdJUSTMENT . ..u. ittt et e e et et et et et e e e e et e e e e 5
TREATMENT OF SALIVARY GLANDS
84670  Salivary dUCt - dilation .......c.ouiiie it e e e e 4
84672 - insertion of polyethylene tube ... 4
84674 S T= oo [oTed pTo] o] F= TS AP 4
84676 o (=Tole] 111 {1 o 170 o PP 4
84678 - sialolithotomy anterior 1/3 of canal ....... ..o 4
84680 - sialolithotomy posterior 2/3 of canal ............coii i 4
84682 - external appProach ... e 4
84684  Excision - submandibular gland ... 4
84686  EXCision - sublingual gland ..........c.oiiriii e 4
84688  EXCISION = MUCOCEIE ... ittt et et et e et e e et et et e et ettt et e et e e e e en e 4
84690  EXCISION = FANUIA ... euie et e et e e et et e 4
84692 Marsupialization Of raNUIA ... e e e e 4
84694  Salivary gland removal, Parotid ... ........coouii it e e 4
NEUROLOGICAL DISTURBANCES
Trigeminal Nerve
84700  INJECHION TOr AESIIUCHION . ..u.tit ittt e et e et e e et et et e e e e et e et e r e e e e e e aa e ean 4
84702  AVUISION @t POIIPNEIY ottt e e e e et e e e e e e 4
84704  Alcoholization of @ BranCh ... 4
84706 Infiltration of a branch for diagnosSis .........oouii i 4
Inferior Dental Nerve
84716  COMPIBLE AVUISION ...t e e e e et e e e e e et et et et e et e aaa e 4
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ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate
NEUROLOGICAL DISTURBANCES (Cont'd)
Surgery
84720  INJUred NEIVE rEPAIN = PIIMAIY ..u.t it et et e et e et et e e e e e e e e et e e eat e een e rea e aenaaes IC
84722 =T o] o F= T IC
84724 Neural transposition and deCOMPIESSION .........iu..it ittt e IC
84726 Implantation of electrode for peripheral nerve stimulation ... IC
84728  EXCISION Of tUMOUF OF NEUFOIMA ... ...ttt e et e e et e e et e e et e et e e e e et e e e e e en e aet e aeneneeeas 4
84732 Nerve repair With graft ... IC
ANTRAL SURGERY
Recovering Foreign Bodies
84740 Immediate recovery of dental root or foreign body from the antrum .................oocoiiiiiiiiii i, 4
84742 Immediate closure of antrum by another dental SUrgeON ..........cooiiiiiiiiii e, 4
84744 Delayed recovery of a dental root with oral antroStomy ... e 4
84746 Antral surgery with nasal antroStOMY ... e e 4
Oro-antral Fistula Closure (same session)
84758 Closure - With bucCal flap ..........iiiii i 4
84760 11 g o o] (o I o] = (PP 4
84762 -with palatal flap ... 4
Oro-antral Fistula Closure (subsequent session)
84766 Closure - with buccal flap ....... ... e 4
84768 S WIth QOIA PIALE ..o e e e e e e e 4
84770 -with palatal flap ... 4
HAEMORRHAGE CONTROL
84780 Secondary haemorrhage CONIOL ...... ..ot e e e e e e e e s 4
84782 Haemorrhage control - using compression and haemostatic agent ..............cccooveiiiiieiiiiee e, 4
84784 - using haemostatic substances and sutures (includes removal of bony
HISSUES If NECESSAIY) ... vnie e e e 4
GRAFTS, SURGICAL
Harvesting of Intraoral Tissue for Grafting to Operative Site
S E 00 I = To] o = PPN 4
oS0 @7 5 1] =T [PPSR 4
Harvesting of Extraoral Tissue for Grafting to Operative Site (to include illium, rib, etc.)
BAB20  BONE .ttt it e e e e 4
BAB22  CAIIAgE 1.u vttt e it e e e e e e e e e e e e e e e raaaaaan 4
EMERGENCY PROCEDURES
ST 31 O I - Vo o 1Yo (o 0 1 )Y/ 5
ST F 1Sy A @3 [oTo Bl 14/ o o [o] (o] 1 120N PP 5
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ANAESTHESIA FOR SURGICAL DENTAL PROCEDURES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Code Rate

SPECIAL PROCEDURES

84920 Anaesthetic standby at the request of the attending physician ...............cccooiiiiiici
84922 Monitoring UNAEr IV SEALION ... e e e e e et et e e e et e
84926 Anaesthetic additional fee for adults 70 Or Older ......... oo add
84930 For patients undergoing anaesthesia in the prone or sitting position ... nnes
84934  Controlled NYPOLENSION ... ... e e e e et et et e e et e et e eeea e e e add 1
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October 1, 2026
SURGICAL PROCEDURES

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

SURGICAL PREMIUMS

Special Visit Premiums

Please see Visit Premiums, 18.2 of the Preamble. Anaesthesiologists, please note that visit premium fees do not
apply to maintenance procedural fee codes.

After Hours Surgical Procedure Premiums

Surgical procedures that are non-elective, unscheduled and which either require the services of an Anaesthesiologist,
or are performed using one of the regional nerve blocks specified in fee code 54150 for local anaesthetic purposes,
qualify for premiums when commenced between 6:00 p.m. and 7:00 a.m. or on Saturdays, Sundays or Statutory
Holidays.

Vaginal deliveries, Caesarean sections and other operative deliveries qualify for premiums when commenced
between 6:00 p.m. and 7:00 a.m. or on Saturdays, Sundays or Statutory Holidays.

Prem FP/
Code Assist Spec. Anaes.
01 Procedures that qualify and commence between 6:00 p.m. and midnight or

on Saturdays, Sundays or Statutory Holidays ..................ccvieeveenn. add 30% 30%
02 Procedures that qualify and commence between 6:00 p.m. and midnight or

on Saturdays, Sundays or Statutory Holidays

(Anaesthesiologists ONlY) .......oeiiie e add 46%
03 Procedures that qualify and commence any night between midnight and

7100 .M. et add 50% 50% 50%
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SURGICAL PROCEDURES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Morbidly Obese Patients

Premium code 04 is eligible for payment once per patient per physician in addition to the amount eligible for payment
for specific, approved major surgical procedure(s) listed below where a morbidly obese patient undergoes major

surgery to the neck, hip, peritoneal cavity, pelvis or retroperitoneum and:

a. the patient has a Body Mass Index (BMI) greater than 40 for major surgery on the peritoneal cavity, pelvis,
retroperitoneum and hip or a BMI greater than or equal to 45 for major surgery on the neck;
b. the surgery is rendered in hospital under general anaesthesia using either an open technique for the neck
and hip, or an open or laparoscopic technique for the peritoneal cavity, pelvis, retroperitoneum; and
c. the principal surgical technique is neither aspiration, core or fine needle biopsy, dilation, endoscopy,
mediastinoscopy, thoracoscopy, cautery, ablation nor catheterization.
Prem FP/
Code Assist  Spec. Anaes.
04 Approved procedures on morbidly obese patients ...............coooiieiinnn. add 10% 10%
Note:

Premium code 04 is only payable with the following fee codes:

Obstetrics

81002

81004 81030

Operations on the Musculoskeletal System

92740
92742
92754
92760
92762

92764 92774
92766 92776
92768 92778
92770 92882
92772 92884

Operations on the Respiratory System

94460
94462
94464

94466 94480
94468 94482

92888
92910
92920
92932
92944

94484
94532

92988
92996
92998
93000
93022

94536
94540

93024
93026
93030
93032
93046

94542
94550
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SURGICAL PROCEDURES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Operations on the Cardiovascular System

95136
95138
95142
95144
95146
95150

Operations on the Haemic and Lymphatic System

95370

Operations on the Digestive System

95870
95872
95874
95876
95878
95900
95906
95916
95918
95920
95922
95932
95934
95936
95950
95952
95956
95962
95964
95966
95980
95982
95984

95152
95154
95156
95158
95160
95162

95413

96060
96062
96064
96066
96068
96074
96076
96078
96080
96092
96096
96098
96100
96102
96106
96108
96112
93130
96132
96134
96136
96154
96162

95164
95166
95168
95170
95172
95174

95415

96164
96170
96174
96176
96178
96200
96204
96206
96208
96220
96230
96260
96262
96268
96270
96272
96278
96304
96314
96316
96434
96436
96438

95176
95178
95180
95182
95184
95186

95438

96442
96444
96448
96450
96452
96454
96460
96470
96508
96514
96516
96518
96520
96524
96530
96532
96534
96536
96542
96550
96560
96562
96564

95188
95190
95192
95222
95258
95260

96570
96572
96574
96576
96578
96582
96584
96586
96590
96594
96596
96598
96620
96622
96626
96634
96636
96642
96644
96646
96648
96650
96652

95296
95306
95320
95326

96660
96662
96672
96676
96678
96702
96720
96732
96734
96748
96750
96752
96754
96760
96762
96770
96772
96780
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SURGICAL PROCEDURES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

Operations on the Urogenital System

96820
96822
96824
96826
96828
96832
96836
96838
96840
96842
96844
96850
96852
96854
96860

96865
96868
96872
96874
96876
96880
96884
96886
96888
96910
96912
96940
96944
96948
96970

96972
96974
96976
96978
96980
96982
96990
96992
97000
97002
97004
97006
97008
97010
97012

Operations on the Male Genital System

97600
97606

97610
97611

97612
97624

Operations on the Female Genital System

97784
97794
97798
97820
97822
97830

Operations on the Endocrine System

98020
98022

97832
97834
97838
97844
97850
97852

98023
98024

97854
97856
97858
97860
97862
97864

98027
98028

97018
97020
97024
97026
97028
97030
97040
97042
97044
97046
97130
97132
97136
97138
97140

97630
97632

97866
97930
97932
97934
97938
97940

98040
98042

97142
97144
97150
97152
97154
97156
97160
97162
97164
97166
97168
97174
97228
97230
97232

97634
97636

97942
97948
97950
97952
97954
97982

98044
98046

97234
97236
97238
97240
97260
97262
97264
97266
97330
97332
97334
97370

97984

98048
98050
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SURGICAL PROCEDURES

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SPECIAL PROCEDURES

90008 Examination under general anaesthesia (when not elsewhere specified and

when sole procedure) (IOP) ... e 28.34 4
90010  Insertion Of radilm ... e e e 4
90012  General anaesthetic for CAT Scan/MRI ..o, 5
90014  Anaesthetic Wake-Up tEST .......ouiu i e e add 6
90016  Fibreoptic iNtUbAtioN ........o.oiiiie e e e e e add 10
90018  One-lung an@esthesSia ... ...ovivieiie e e e add 6
90020  Anaesthesiologist or assistant standby at the request of the attending

PhYSICIAN (IC) ..t e e e e 27.77 3
90022  Monitoring under 1V sedation .............oeoiii i e 4
90024  Anaesthesiology additional fee for children under 1 year of age ............... add 3
90026  Anaesthesiology additional fee for adults 70t0 79 .........ccoiiiiiiiiiiiin. add 1
90027 Anaesthesiology additional fee for adults 80 years or older .............. add 3
90028  For patients of any age with an incapacitating systemic disease that is a

constant threat to life (ASA IV) or to a moribund patient who is not

expected to survive for 24 hours, with or without the operation (ASA V)

.............................................................................................. add 6
90030  For patients undergoing anaesthesia in the prone or sitting position ......... add 4
90032  For patients undergoing anaesthesia who weigh less than 5kg .............. add 3
90034  Controlled hypOtENSION .......c.cuiie et e e e e add 10
90036  Malignant hyperthermia set up and management .............ccccooeevieennnn. add 5
90038  Anaesthesiology management for the emergency relief of acute upper airway

OBSITUCTION ..ot e e e e e add 10
90040  Anaesthetic begun and operation cancelled prior to commencement of surgery

.................................................................................................... 27.77 4
90042  Patient with body mass index (BMI) greater than 40 who receives general

ANAESTNESIA ... et add 4
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SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist  Spec. Anaes.

Incision (I10P)

Abscess or Haematoma

Incision under local anaesthetic
90100 = SUDCULANEOUS = 1 coneie it e e e et e e e e e e 28.19
90102 e 30.82
90104 S B OMMOIE e e e e 41.35
90106 S PEHANGAL ...t e 20.39
90108 - ischiorectal or pilonidal ..o 44.98
90110 - palmar or plantar SPACES ........uie it e e 44.98

Incision under general anaesthetic
90112 - SUDCULANEOUS - 1 ... 66.00 4
90114 Ao g 1 1[0] (= PP P PPN 94.75 4
90116 S PEHANAL ...t e 87.02 4
90118 - ischiorectal or pilonidal ..........cocoiiiii 129.02 4
90120 - palmar or plantar SPACES ......ovuuie it e e e 100.79 4

Comedones, Acne Pustules, Millia
90122 S BN OF LB it s 3.97
90124 S BlEVEN OF MOKE ..ot e e e e e e e e 13.82

Foreign body removal — not to be claimed for the routine removal of sutures

within 42 days of surgery

90126 - removal under local anaesthetic ...........c..cooviiiiiiiiiii e 25.25
90128 - removal under general anaesthetic ...............ocooiiiiiii i 27.77 90.07 4
90130 - complicated remOVal ......co.vi i 37.03 IC 4
90132 Intramuscular abscess or haematoma .............ooiiiiiiiiiii i 124.12 4
90134  Aspiration of superficial lump for cytology ..........coooiiiiiiiiiiii e, 28.66

Biopsy(s)
90140 - When SULUMES are USEd * ...t e e e e e e e eee 29.60
90141 - when sutures are not used (maximum of 1 unit) ................coiii . 29.60
90142 - extensive, complicated or requiring general anaesthetic, when sole

o] o Tod=To (U ¢ P IC IC 4
90144 - for malignant hyperthermia, 3 or more (fee code 90036 not payable in
AAAITION) et e 155.11 10

* Fee code 90140 may be allowed more than once on an IC basis if medically
necessary (in order to make a diagnosis or plan treatment), to biopsy more
than one lesion or to obtain a second biopsy from an extensive lesion. If
claimed, may be allowed with chemical treatment of lesion (code 90560).
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October 1, 2026

SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Excision
When excision of benign or malignant lesions are corrected by advancement,
rotation, transposition, “Z” plasty, flap or graft, claim appropriate benefit listed
under Repair Section instead of excision benefits.
Excision of Benign Lesions
The fee codes for excision, electrocoagulation, curetting, cryosurgery and
laser surgery of benign lesions are specific to the lesions identified in the
definition. Payment for treatment of unlisted benign lesions requires prior
approval from MCP.
Single or multiple sites, uni or bilateral (with or without biopsy)
Group 1 — verruca, papilloma, benign keratosis, pyogenic granuloma, spider
naevus, Campbell de Morgan spots (IOP)
Removal by excision and suture
90150 =SINGIE IESION .. 20.00 4
90152 2 2 1BSIONS .ot e 26.50 4
90154 =3 0rMOrE IESIONS ...t e e e et 44.25 4
Paring of warts and corns without complete removal VF
Removal by electrocoagulation and/or curetting and/or cryosurgery and/or
laser surgery
90156 = SINGIE IESION L.t 10.55 4
90158 2 2 LBSIONS et e 15.85 4
90160 =3 0rMOrE IESIONS ...t e e e et 26.20 4
Group 2 — naevus (IOP)
Removal by excision and suture
90162 =SINGIE IESION ...t 18.59 4
90164 = 2 1BSIONS e 25.29 4
90166 =3 0rMOIE IESIONS ...ei ittt e e e et 38.49 4
90168 - congenital (extensive) — state measurement and Site ................occevni IC IC IC
Group 3 — palmar or plantar verruca (IOP)
Paring of warts and corns without complete removal VF
Removal by excision and suture
90170 =SINGIE IESION ...t 26.05 4
90172 2 2 LBSIONS et e 38.90 4
90174 =3 0rMOIE IESIONS ...ei ittt e e e et 64.60 4
Removal by electrocoagulation, and/or curetting and/or cryosurgery and/or
laser surgery
90176 =SINGIE IESION ... 28.89 4
90178 2 2 IBSIONS ..t e 30.30 4
90180 =3 0rMOrE IESIONS ...t e e e e e e e e e 59.95 4
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SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Excision of Benign Lesions (Cont'd)
Group 4 — cyst, haemangioma, lipoma (IOP)
Face or neck
Local anaesthetic
90182 =SINGIE IESION L.t e 59.52
90184 S 21BSIONS et 88.82
90186 = 30rMOrE IESIONS ..viii it 99.02
General anaesthetic
90188 =SINGIE IESION ... 27.77 86.37 4
90190 2 2 0BSIONS e e 27.77 119.57 4
90192 =3 0rMOre lESIONS ..v it e e e e e e 27.77 138.42 4
90194 - EXEENSIVE OF MASSIVE 1..vuie ettt et vt eeens 27.77 IC 5
Other Areas
Local anaesthetic
90196 =SINGIE IESION ...ee e 53.02
90198 2 2 lBSIONS .t e 66.02
90200 =3 0rMOre lESIONS ..viieie e e e e e e e 81.02
General anaesthetic
90202 =SINGIE IESION L.t e 27.77 71.78 4
90204 S 21BSIONS e 27.77 87.59 4
90206 =30rMOre IESIONS ..vuii it 27.77 130.08 4
90208 = EXEENSIVE OF MASSIVE 1..vuie et it et et et eeens 27.77 IC 5
Lipoma
90210 = 0 0T 0o 27.77 80.00 4
90212 0 V7= 0 I o 27.77 160.00 5
Congenital dermoid cyst
90214 SAAUIE e 27.77 126.22 4
90216 Sinfant or Child ..o 27.77 203.94 4
90218 -midling, €.0. NASAl ....cviviie 27.77 276.79 4
90220  Giant Cell tUMOUL ...cv i e e e e e e e 27.77 200.00 4
Excision of Pressure sore or decubitus ulcer (IOP)
90224 - minor, less than 1 cm. average diameter ..............c..coooevian.es 33.93 4
90226 - intermediate, 1-5 cm. average diameter ..............c.covevininnnnn. 72.75 4
90228 = MAJOT OF COMPIEX ..ttt e e e e e e e aaes IC 5
Pilonidal cyst
90234 - simple excision or marsupialization ..............c.cooooiii 27.77 200.95 4
90236 -excisionand skin shift ...........ccooiiiii i 27.77 280.00 4
Inguinal, perineal or axillary skin and sweat glands for
hyperhydrosis and/or hidradenitis
90240 SUNIALETAL ..o 27.77 248.80 5
90242 - with skin graft(s) or rotation flap(s) ..........cccovveiiiiiiiii 27.77 338.60 6
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SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Excision of Malignant and Premalignant Lesions
Single or multiple sites, uni or bilateral
(Includes biopsy of each lesion)
Simple excision
Face or Neck
90246 = SINGIE IESION L.t 27.77 92.15 4
90248 22 1= o1 27.77 139.20 4
90250 =3 0rMOrE IESIONS ... et e e e e e e e e e 27.77 242.80 4
Other areas
90252 = SINGIE IESION L.t 27.77 59.03 4
90253 2 2 LBSIONS e 27.77 97.10 4
90254 =3 0rMOIE IBSIONS ...eiii it e e e et e e 27.77 194.20 4
90256 - in hospital excision tumour for tumour free margins with frozen section
(payable in addition to excision or repair fees) ............coceoiiiiiinen. 56.65
Curettage, electrodesiccation or cryosurgery of malignant and
premalignant lesions
Face or Neck
90258 = SINGIE IESION L.t 27.77 62.61 4
90260 = 2 0BSIONS et e 27.77 101.20 4
90262 =3 0rMOIE IBSIONS ...t e e et e 27.77 202.30 4
Other areas
90264 =SINGIE IESION ... 27.77 49.30 4
90266 2 2 BSIONS et e e e e 27.77 81.20 4
90268 =3 0rMOIE IBSIONS ...ttt e e e et e e 27.77 186.83 4
90270  Chemosurgery (MohS teChNIQUE) ......vve it e e e e e e e IC IC
Repair
90300  Severe contracture release by excision of scar, e.g., joint ...................oenee. 100.00 4
Debridement and Dressing (IOP) (not chargeable in addition to any surgical
procedure unless complications require such care in excess of the usual post-
operative care)
111 PP VF
90304 N 11= 1o ) PP 14.05
90306 - requiring general anaesthetic ...........c.ociiiiiiii i 37.03 50.40 4
90308 S BXEBNSIVE ...t e 37.03 IC 5
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SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Repair (Cont’d)
Suture of Laceration (IOP)
90310 SUP L0 D O e e e e e 20.03 4
90312 - up to 5 cm. if on face and/or requires tying of bleeders and/or closure in
F= 1Y) £ P 41.27 4
90314 S 510 10 CIML ettt e e e e 36.14 4
90316 - 5.1 to 10 cm. if on face and/or requires tying of bleeders and/or closure
1 E= =T £ PP 72.40 4
90318 10 5 (o L 51.21 4
90320 - 10.1 to 15 cm. if on face and/or requires tying of bleeders and/or closure
10 F= Y= £ U 102.88 4
90322 =mMOre than 15 CML ...ei i e IC 4
90324 - if inhalation general anaesthesia (other than 50% N20/02 mixture) is
01 =T o PPNt add 55.83
90326 - when rendered in private office orhome .................ocoiviiiii, add 10.51
Note:
The above benefits include the use of sutures, local anaesthetic and tetanus
toxoid.
Muscle Repair
90330 - simple muscle repair to include repair of involved skin ......................... 27.77 136.75 4
90332 S COMIP X oottt et e e 37.03 IC 6
Scar Revision —any method of closure
Upto 2.5 cm.
90336 S fACE OF NECK ... 27.77 115.60 4
90338 11 (=T = 1T L PP 27.77 77.35 4
2.6to5cm.
90340 SfACE OF NECK ... 27.77 194.85 4
90342 S OB @rEAS .. et e 27.77 130.10 4
5.1to 10 cm.
90344 S fACE OF NECK ... 2777 277.90 5
90346 11 (=T = 1T L PP 27.77 185.60 5
90348  Greater than 10 CIM. ... e e e e e e e e e e 37.03 IC 6
Tissue Expanders
90352  Insertion by separate iNCISION ........c.oouiiiitiiiii e e e e e 27.77 427.57 5
90354 Removal of tissue expander injection port under general anaesthetic (IOP) ..... 55.54 116.45 6
90356 Removal of tissue expander injection port under local anaesthetic (IOP) ......... 58.19 8
90358  Percutaneous inflation of tissue expander, per visit (IOP) ..........c.cccooiiieinns 69.35
90360 Inflation of each additional expander to a maximumof 3 ........................ add 57.85
90362 Replacement of tissue expander by permanent prosthesis (IOP) ................... 319.32 4
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October 1, 2026
SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Repair (Cont’d)
Skin Flaps
Advancement flap fees are intended to include payment for excision of a
lesion if this is the technique of closure
Defect 2.1 to 5 cm.
90370 S fACE Or NECK ... 27.77 89.95 4
90372 SOt ArEAS ...t 27.77 67.40 4
Defect 5.1 to 10 cm.
90374 S fACE OF NBCK ..o 27.77 247.15 5
90376 S OtNBI BIEAS ... et 27.77 161.75 5
90378  Defectlarger than 10 CM. ... e e e e e e 37.03 IC 6
Note: The medical necessity for a single or multiple flap occurs when a defect
cannot be closed by elevating or undermining the edges and suturing
subcutaneous tissue and skin.
An advancement flap does not qualify for the listings above unless the repair
involves at least one level of deep sutures and each edge of the defect is
undermined a distance equal to or greater than:
() e 1 cm - nose, ear, eyelid, lip
(B) 1.5 cm — other face and neck
[(0) I P 2.5 cm — rest of body
The listings are only to be used where the dissection meets the criteria above,
whether the advancement involves one or both sides of the wound. If the
wound can be closed in a straight line, 5 cm or less in length, a tissue
advancement flap should not ordinarily be required.
Rotations, Transpositions, “Z” plasties (includes undermining)
Defect less than 2cm.
90382 S fACE Or NECK ... 27.77 203.70 4
90384 SOt ArEAS ...t 27.77 133.40 4
Defect 2.1 to 5 cm.
90386 S fACE OF NECK ... 27.77 335.15 4
90388 S OtNEI BIEAS ... et 27.77 205.30 4
Defect 5.1 to 10 cm.
90390 S fACE OF NECK ... 37.03 477.45 4
90392 SOt ArEAS ...t 37.03 318.45 4
90394  Defectlargerthan 10 CmM. .....ouii i e e e e e 37.03 IC 5
Pedicle Flaps
90398 Small, €.9., CroSS fINGET ... e 37.03 146.05 4
90400 - eacCh SUDSEQUENT STAJE .....vieie it et 37.03 108.29 4
90402 Intermediate, e.g. cervical fiNger ...... ..o 37.03 293.75 5
90404 - eacCh SUDSEQUENT STAJE .....v ittt 37.03 221.58 5
90406 Large, e.g., cross leg, deltopectoral, forehead ...............cooooviiii i, 37.03 416.30 6
90408 - €aCh SUDSEQUENT STAJE .....iitie ittt e e e 37.03 311.45 6
90410 Preparation of a contracted recipient site, add to 90402 or 90406 .................. 27.77 134.75 4
90412 Delay of tube Or PediCle ......covvni i 27.77 62.65 4
90414  Delay, intermediate flap ...... ..o 27.77 131.35 4
90416  Delay, Major flap ... 37.03 289.58 5

L-6



SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Repair (Cont’d)
Myocutaneous flaps (to include closure by any means)
90420  Sternomastoid, tensor fascia lata, gluteus maximus, gracilis, satorius, rectus
femoris, gastrocnemius, trapeziu ............ooiveiiiiii i 27.77 613.30 5
90422  Pectoralis major, latissimus dorsi, unilateral rectus abdominus...................... 37.03 734.95 6
90424  Lower transverse rectus abdominus flap ...........cocoviiiiiii 55.54 1,005.57 8
90426 - repair of abdominal defect - same surgeon .............cccoeeeviiiiie e, 342.02
90428 - dIfferent SUMGEON ....v.ei i 398.67
90430 Myocutaneous — 0SSE0US flaps ......oouei i 55.54 720.00 8
90432 BT et e e e s IC IC 8
Skin Grafts (includes taking the skin for grafting)
Split Thickness Grafts
90440  Very minor, Very SMall @rEas .......c..oeiirie ittt iee e iee e e v e aaaeaas 113.32 4
90442  Minor, medium sized areas, e.g. small or average varicose ulcer, breast, etc. .  27.77 161.27 4
90444  Intermediate or large areas on the trunk, arms, legs, etc. ............ocooiieinnnne. 37.03 259.10 4
90446  Major or complex areas on the face, neck, hands, etc. ..................ccooiils 37.03 527.27 5
90448  Extensive major, VEry large ar€as ...........ooceeuiuoeieiiie e e aee e ee e 37.03 567.95 6
Full Thickness Grafts
90450  Minor — less than 1 cm. average diameter ..........cocoviiiiiiiiiee i 170.58 4
90452 Intermediate — 1 to 5 cm. average diameter ..........cooeviiiiiiiiiiiie e 27.77 256.07 4
90454  MaOr — OVEI 5 CIML. 1ottt it e e et e et et et et e e e e et e e e aen e 46.29 357.32 6
90456 Complex — eyelid, nose, lip, face ..o 37.03 341.12 6
90460  Appendage or tissue revascularization involving microanastomosis with or
without MIiCro NEeUro-anastOMOSIS ........couiuie it ee e IC IC IC
90462 - reVISION Of @DOVE ... oo IC IC IC
Stasis Ulcer
90464 -with skin graft — Perleg ....oove i 27.77 195.85 5
90466 - multiple ligation and skin graft —perleg .........ccooee i, 46.29 341.55 5
Neurovascular Island Transfer
90470 -minor, e.g., fINQertip ... 27.77 140.25 4
90472 - intermediate finger to thumb ... 37.03 259.20 5
90474 -major foot to heel ... 37.03 430.85 6
Free Island Flaps
Skin and subcutaneous tissue
90490 - elevation and closure of dONOr SIte ..........coiiviiiiiiiiie e, 92.57 874.60 10
90492 - preparation of microvascular Site .............ooiieiiiiiiiiii s 925.85
90494 - transplant with microvascular anastomosis ............cccoovieeiiiiieieienenn. 925.85
Innervated skin and subcutaneous tissue flap
90496 S @IBVATION ... ettt e e e 92.57 900.10 10
90498 - preparation Of SItE ... ..o 900.10
90500 S transplantation ... 841.50
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SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Repair (Cont’d)
Skin Grafts (includes taking the skin for grafting) (Cont’d)
Free Island Flaps (Cont’d)
Skin and muscle flap
90502 S @IBVALION ..t 92.57 874.60 10
90504 - preparation Of SIHE ... .ii. it 925.85
90506 - transplantation ... 874.60
Muscle with tendon and nerve
90508 =117 V0 92.57 1,035.55 10
90510 - preparation Of ST ... e 1,035.55
90512 - transplantation ... 1,035.55
Bone flap
90514 S @IBVALION ..t e 92.57 982.46 10
90516 - preparation Of SIHE ... e 1,026.96
90518 - transplantation ... 1,117.06
Skin and bone flap
90520 =117 Y0 92.57 1,048.60 10
90522 - preparation Of SIHE ... .o 1,048.60
90524 - transplantation ... 1,048.60
Free toe or finger
90526 S @IBVALION ..t 92.57 918.30 10
90528 - preparation Of ST ... e 918.30
90530 - transplantation ... 1,080.10
90532  Revision of free island flaps ..o 92.57 IC 10
90534  Flaps other than above ..........c.oiiie i e e IC IC IC
90540  Digital reimplantation .......... ..o 74.06 1,439.40 10
Destruction
Finger or toenail (I0P)
Simple, partial or complete
90550 N 33.10 4
90552 S MUIIPIE e e 35.70 4
Radical, including destruction of nail bed
90554 R PP 62.75 4
90556 S MUIIPIE e 74.10 4
Chemical and/or cryotherapy treatment of minor skin lesions (IOP)
90560 -1 or more lesions, per treatMent ..........coooiiiiiiiiie i 11.65
Plastic planing, dermabrasion — face for acne. Maximum per session
equivalent to rate for whole face
90576 - forehead or nose or chin or single cheek .............ccccooviiii i, 93.20 4
90578 =DOth ChEEKS ... 189.00 4
90580 SWHOIE FACE .o 288.00 4
90582 - single area, €.9., traUM@A SCAN ........ccveuirinee et et e iee e een e aeeas 51.65 4
90584  Rhinophyma, removal by shaving ..., 357.14 4
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SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Repair (Cont’d)
Webbed Fingers
90590 L WED SPACE ..o 37.03 535.85 5
Webbed Toes
90596 S L WED SPACE v 37.03 385.85 4
Burns
Resuscitation — major burn
90600 - initial 24 hours (IOP) ... e e 183.42
90602 - continuing care (up to 3 days) per day, (IOP) ........coiiiiiiiiiiin 130.27
For burn care requiring Anaesthesiologist’s and/or assistant’s services, the
following fees apply:
90610  MiINOrburnS —UP 0 1590 c.uvuiieiii ettt e e e e e e e 37.03 5
90612 Moderate burns — 16%0 t0 300 ... e iunnieii et et e e 55.54 10
90614  Major burns —more than 3090 .......ccouinie it e e 74.06 15
90620 Debridement and excision, per % of total body treated (other than hand, head
Lo g 1= o3 PP 91.61
Debridement and excision
90622 -hand, each digit ... 106.07
90624 -dorsum palm —each ..o 125.12
90626 - nose, cheek, lip, ear, forehead, scalp, neck, eyelid —each ................... 106.07
90640  Grafting of burn, per % of total body treated (other than hand, head or neck) 136.67
Graft of burn
90644 -hand, each digit ..o 148.55
90646 - palm, dorsum — €aCHh ... e 220.05
90648 - N0SE, lIP(S) — €ACKH ..o 315.36
90650 - cheek(s) —forehead —each .............oooiiiiiiiiii e, 315.36
90652 =X | PP 315.36
90654 LY RIIA 315.36
90656 - SCalP, 1SS than 1090 ..uvuiieie it e 196.30
90658 S UP EO 500 ettt et et e s 374.92
90660 S OVE D00 i e e IC
90662 -NECK, 1€SSthan 1090 ..o e 196.30
90664 S UP EO 5000 ettt e e s 339.03
90666 S OVEI BOYD vttt et e e IC
Subdermal Birth Control Devices (IOP)
90668 S MPIANTALION L.t 40.00
90669 - eXPlantation ... e 60.00
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SURGICAL PROCEDURES

OPERATIONS ON THE INTEGUMENTARY SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.

Plastic Surgery Procedures

The setting of fees covering the various procedures of plastic surgery is very difficult, if not an impossible problem.
The charging of the repair of lacerations by the inch, or of free grafts by the square inch has no legal basis since the
importance of location and function is not considered. Since many procedures are divided into stages which have to
be considered in assessing a fee, it is felt that all such plastic surgical procedures should be classed by the
responsible specialist as very minor, minor, intermediate, major, or extensive major. Fees should be charged
according to procedures set forth in the tariff, except in cases which are difficult to define.

All claims for plastic surgery procedures must be accompanied by an IC form stating the medical indication for the
procedure and giving a description of the procedure as performed. A copy of the operative report may be forwarded
in place of the description.

The fee for each class of plastic surgical procedures is as follows:

90670 Very minor plastic Surgery proCeaUreS ........coevveiiriiieriiiieeeiieeceiee venenns 97.68 4
90672 1Yo PP 27.77 148.40 4
90674 INEEIMEAIALE ... ee e e e e e 37.03 274.25 4
90676 Y=Y 37.03 410.57 5
90678 EXTENSIVE MAJOT ... ettt e ettt e et et et e e e e aree e e e e 37.03 602.04 6
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SURGICAL PROCEDURES

OPERATIONS ON THE BREAST

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
Incision
90680  Needle biopsy —1 ormore (IOP) ... e e e 24.61
90682  Aspiration of cyst — 1 or more (IOP) ..ot iiiiie i e e 22.60
Drainage of intramammary abscess single or multiloculated (IOP)
90684 - drainage under local anaesthetic .............c.cooeciii i, 22.60
90686 - drainage under general anaesthetic ..............oociii i, 61.50 4
Excision
90700  Tumor or tissue for biopsy (single or multiple — same breast) ...................... 27.77 169.95 4
90701 - with wire/needle localization .............ccccoviviiiii e, add 76.38
90702  Partial mastectomy or wedge reSECHON .........cvveviriii it ciiee e e 27.77 269.40 4
90704 - with radical axillary node dissection ...............ccooeiiiiiiii i, add 404.14 2
Mastectomy —male (benign)
90706 -unilateral —SIMPle ... 27.77 262.22 4
90708 - subcutaneous with nipple preservation .............cccoooiiiiiiiin 37.03 294.97 5
Mastectomy —female (with or without biopsy)
90710 C SIMIPIE e 27.77 322.39 5
90712 - subcutaneous with nipple preservation .............c.cooveiiii i 27.77 449.61 5
90714  Mastectomy, radical or modified radical (with or without biopsy) ................... 27.77 562.80 6
Repair
Post-mastectomy breast reconstruction
90720 - breast mound creation by prosthesis and/or soft tissue ...................... 37.03 537.50 5
90724 - breast skin reconstruction by local flaps or grafts ..................ccoeiis 37.03 626.08 5
90726 - with breast mound creation by prosthesis and/or soft tissue........... add 289.28
90728 - revision of breast mound ..., 27.77 440.90 4
Nipple-areolar
90730 - preservation and tissue banking ... 27.77 162.87 4
90732 - re-implantation of banked nipple-areola ................cccoiii i, 27.77 182.29 4
90734 - nipple reconstruction by grafts ..., 27.77 346.30 4
90740 Reduction mammoplasty (female, to include nipple transplantation or
grafting) —unilateral .......... .o 46.29 605.86 7
90744  Augmentation mammoplasty — unilateral ...............coooiii i, 37.03 307.01 4
90748  Removal of breast prosthesis and/or fibrous capsule (IOP) .............c.cooeenee. 27.77 273.47 4
Breast capsulotomy, closed (IOP)
90750 - breast capsulotomy without anaesthetic ................cccoooviiii i, 89.42
90752 - breast capsulotomy under general anaesthetic ..............cccoceeviiii i 27.77 155.85 4
90754  Open capsulectomy with or without replacement of breast prosthesis (IOP) ... 27.77 273.12 4
90756  Myocutaneous flaps, pectoralis major, latissimus dorsi, unilateral rectus ....... 37.03 729.07 6
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
GENERAL FEES
Bone/Fascial/Dermis Grafts
Note:
The benefit for obtaining a bone graft is not to be claimed in cases of
pseudoarthrosis repair, fusions or for listings in which the bone grafting is
included.
90800 AUtOgENOUS - SEPArate INCISION ...u.e vt cit e it e ee e e et e e e e e ae eeneas 111.19
90802 = SAME INCISION .uiitit ittt e e, 83.34
90804 - different surgeon (IOP) ......oiiiiiii e, 217.89
90806 HOMOQGENOUS —DaNK ......ocuiii e e e add 32.40
90808 Allograft - donor - 85% of eXCiSION fee ..........oiiiiii i IC
90810 -cadaver —each long bone ... 140.90
Fixation
90830 Methyl methacrylate (not arthroplasty) ..........ccooviiiiiiiii e, 74.42
90832 Rigid external fixation (excluding casts) for closed reduction .................... add 72.06
90834 Cast — bracing with closed reduction ..............ccoiiii i, add 72.06
90836  Percutan@ous PINNING .......cie e ee e e een e et e aee e aeeaeanes add 91.95
90838 Rigid external fixation — pseudoarthrosis .............ccooiiiiiiiii e, 98.05
Removal of internal fixation device
90840 - removal under general anaesthetic ... 27.77 239.26 4
90842 - removal under local anaesthetic .............coooviii i 184.88
90844 Removal of extensive external fixation device under general anaesthetic .......... 62.17 4
90846 Insertion traction pin — excludes fractures and dislocations (IOP) .................... 42.97
Wound Care
90860  SECONAArY CIOSUIE ... e ittt et e et et et e e et e et e e e e e e e e 125.43
90862 Closed irrigation during a surgical procedure .............coooiiiiiiiiiieiiiiiie e, 79.12
90866 Excision of foreign body ..........coou i 166.22 4
Electrical Stimulation
90870 External orinternal (IOP) ......ccuiii it e e e e e e e 187.84 4
Casts (IOP)
Note:
Corrective splints must be “corrective” to qualify for benefits. The corrective
splint listings are not applicable to simple immobilization such as with a Jones
bandage or a metal finger splint following soft tissue injury.
LS 0100 1o = PP 11.96
90902  HANG ...ttt ettt et et e et e e e 17.95 4
90904  AIM, fOICAIMN OF WIS ..t tie ittt et et e e et e e e et e e et e et e e e e ee e aeaens 37.00 4
1[0 0L T o To | PP PP PPPPPPPPT 17.95 4
90908 Below knee, knee splints (Stove pipe, e1C.) ..oouiuii i e 39.49 4
90910 Whole leg (Mid-thigh t0 t0BS) .....ceuiii it e e e 43.67 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist Spec. Anaes.

GENERAL FEES (Cont'd)

Casts (IOP) (Cont’d)
90912 TOBS ettt e e e e 11.96
90914  Head ANd tOIS0 ... it iet et e et e e et e et e e e e e e e 27.77 116.85 4
90916  SHOUIEE SPICA .. enee it et e e e e e e e e e e 27.77 116.85 4
Lo 0L = T |V o= T PP 69.27 4
90920 Hip SPICa - UNIlAteral ........vie e e e e e s 116.85 4
90922 Shilateral ... 146.23 4
90924 Wedging of casts in other than fracture treatment ...............ccccoeivi i, 11.96
90926 Application of UnNa’s PASTe ........oviiiiiiit e i e e e et e e 17.95
90928 Application of cast brace (must include hinge) ..........coooiiiiiiii i, 104.66
90930 Removal of plaster (not associated with fractures or dislocations within 4

weeks of initial treatment) ........ ... 15.41
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
HAND AND WRIST
Amputation
90950  PREIANX ... vttt e e 211.37 4
90952 -each additional .........c.iviiiii i add 144.52
90954 Metacarpal or metaphalangeal jOINt ..o 267.37 4
90956 -eachadditional ..o add 171.77
90958 Transmetacarpal 2" or BN ray ..........cooiiiiiit i, 402.82 4
90960 Hand — all MetacarPals ...... oot e e e e 27.77 41297 4
90962  WWEISE ettt e et et e et et e e et et e e e e e e e e e 37.03 405.26 5
Arthrodesis
90970  Finger, thumb ... 27.77 330.04 4
90972 WWEISE .ttt ettt ettt e e et e e e e e 27.77 488.78 4
Arthroplasty
90980 WISt - INTEIPOSITION ...ttt e e e e e e et e e e 27.77 497.47 5
90982 10 ) - | 55.54 538.52 6
90984  RemMOVAl ONIY ...viie i 27.77 311.31 6
90986 Hand - iNterposition - SINGIE ... ..ot e 27.77 370.63 5
90988 SNUIPIE e 27.77 570.58 6
90990  SiINGIE JOINT — TOLAl ... ..t it e e e e 27.77 406.18 5
90992 Multiple jOINtS — tOtal MEAX .. .un et e e e e e e e 27.77 898.37 6
90994  RemoVval ONIY ... e 27.77 264.37 4
90996 Carpal replaCement ... .. ...ounie it 27.77 445.52 5
90998 Revision of arthroplasty ... add 263.29
Arthroscopy
91010 Diagnostic arthroscopy (S0le ProCedure) ..........cccvviieviiie i ciiee e 27.77 178.86 4
91011 Wrist arthroscopy setup, includes when rendered debridement, synovectomy,
synovial biopsy, removal of loose body(ies) and/or screw, drilling of defect
or microfracture, and/or wrist ganglion debridement .................cccooeeeeee. 55.54  400.00 7
Notes:
1. A wrist procedure listed in the Hand and Wrist section of the Schedule
performed arthroscopically is eligible for payment in addition to 91011
if that procedure is not described as a component of 91011 or
described by an add-on code to 91011.
2. Arthroscopic add-on codes listed below are not eligible for payment in
addition to 91011 when the service described by the code is a
generally accepted component of a procedure described in Note #1.
91025 Arthroscopy of midcarpal and/or distal radio-ulnar joint, through separate
portals, t0 91011 ....iuii it e add 192.00
91026 Pinning of osteochondral fragment, t0 91011 ..........ccoiiiiiiiiiii v, add 251.55
Note:

Fracture procedures are not eligible for payment with 91026 for the same
fracture.
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
HAND AND WRIST (Cont’d)
Arthroscopy (Cont’d)
91029 Triangular fibrocartilage complex repair, t0 91011 .........ooiiiiiiiiiiiiieeni, add 350.65
91030 Soft tissue capsular release, for contractures, without bone procedure, to 91011
................................................................................................ add 251.55
91032 Synovectomy for inflammatory arthritis requiring a minimum of 90 minutes to
resect, 10 91011 ....oviiiii it add 326.55
Notes:
1. Synovectomy less than 90 minutes in duration is included in 91011.
2. Only one of 91030 or 91032 is eligible for payment same patient same
day.
Arthrotomy
LS 0 L0 T 1o = PSP 291.47 4
91042 WIS vt iitiit ettt ettt e e e e et e e et 27.77 330.73 4
Biopsy
91050 Bones - punch, x-ray control (IOP) ..........oiiiii i 70.45 4
91052 - open biopsy or taking of bone graft by other than operating surgeon
(IO e 37.03 186.57 4
91054  Joint - Via @rthrOSCOPE ... e it e e e e e e e e 10.65
91056 = NEEAIE (IOP) ..ttt it ettt et e e 68.45
91058 S OPEN FINGET L 184.07 4
91060 B0 1= AT ] PPt 27.77 228.22 4
91062  MUSCIE (IOP) ...t e 103.05 4
Decompression — Denervation
91070 Decompression median Nerve at WISt ............ooiiiiiiiie i e e e, 27.77 246.90 4
91072 Exploration and/or decompression and/or transposition and/or neurolysis of
major nerve (excluding median nerve at wrist) .............cocoiiiiiiii i, 37.03 283.13 4
Incision and Drainage (e.g. Osteomyelitis)
Incision and drainage
91080 - phalanx/metacarpal/Carpus ...........cc.veiiiiit i e 27.77 306.37 4
Sequestrectomy
91082 - phalanx/metacarpal/Carpus ...........ouoe oo e 27.77 268.27 4
Saucerization and bone graft
91084 - phalanx/metacarpal/Carpus ...........o.oe it 27.77 359.23 4
91086 Incision and drainage - joint (INGEr) .....c.ov it e 291.47 4
91088 S JOINE (WEISE) e e e e e e e e e e 27.77 335.97 4
91090 Tendon Sheath .........cooiiiiiii i 27.77 348.47 4
Examination/Manipulation
91100 Manipulation — hand/wrist — under general anaesthetic (IOP) ......................... 31.05 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
HAND AND WRIST (Cont’d)
Excision — Bone
91110 Proximal rOW CarPECIOMY .......cciunuit it et et et e et e et e e e e e aaeaeans 27.77 404.28 5
91112  Carpal —BONE (L) oeen ittt e e e e e e 27.77 289.07 4
91114 Dorsal exostosis (LQUETIUM) ... e et et e e e e e 27.77 279.26 4
91116  Radial SYIOI . .vne e 27.77 302.74 4
91118 Phalanx/metacarpal ..........ccoeiiii it e e e 27.77 282.20 4
L 2 T = T o 1= (]2 T U | PP IC IC IC
Excision — Joint
Synovectomy/capsulectomy/debridement
91130 S INGEI JOINT L. e 27.77 226.40 4
91132 Ao ) g 1[0 {3 o £ PN 27.77 339.65 4
91134 Synovectomy — extensor or flexor tendons .............coeiiiiii 224.45 4
91136 Synovectomy/debridement — WISt .......coviuiiiiiiiie e e e 27.77 342.55 4
91138 Radio-ulnar MENISECIOMY .....i.itieiie et e e e e e et e e e e e e eeeanes 27.77 225.60 4
Excision — Muscle and Tendon
91150  MUSCIE - SIMPIE ... et e e e e e e e 27.77 195.80 4
91152 ] 1] ][ PP 37.03 479.48 6
Tendon sheath
91154 S SINGIE 27.77 256.78 4
91156 - each additional (Max of 1) ....c.oviiiiiiiiiii e add 113.62
Excision — Soft Tissue
91158 Excision of fascia for Dupuytren’s (palmar fibromatosis), single ray, with or
WItNOUL flaPS ... e 55.54 322.15 7
91160 - excision of fascia for Dupuytren’s, one or more additional rays, to 91158
....................................................................................... add 273.85
91162 - use of skin grafts, or revision surgery (with or without skin grafts), to
Q1158 ..ot add 30%
Notes:
1. 91158 is not payable for treatment of Dupuytren’s by aponeurotomy.
2. A maximum of one 91158 is eligible for payment per limb, per day.
3. Services listed under “Skin Flaps and Skin Grafts” are not eligible for
payment with 91158.
4. 91158, 91160 and 91162 include the palmar and digital components of
the Dupuytren’s procedure, when rendered.
Excision — Ganglion
91170  SIMPIE OF COMPIEX ... e et e e e e e e e e e e e e eeaeaes 27.77 177.80 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1,

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

2026

FP/

Code Assist Spec. Anaes.

HAND AND WRIST (Cont’d)

Reconstruction — Bone

Osteotomy
91180 - phalanx — terminal ... 327.37 4
91182 - phalanx — middle, proximal or metacarpal ..............cccovviviiiiiiie e, 27.77 347.54 4
91184 -each additional ..o add 312.99
91186 Pseudoarthrosis - phalanx, metacarpal .............coooiii i 27.77 415.09 4
91188 = SCAPNOIA. .. .ot e 27.77 654.34 4

Reconstruction — Ligaments
91200 Simple/single repair — WISt ... c. vt e e e e e e e e 27.77 449.13 4
91202 Extensive/multiple repair — WISt .......coiiriiiii i e 27.77 658.98 4
91204 Metacarpal phalangeal rePair .........ovuir it e 27.77 464.28 4

Reconstruction — Tendon
91210  TENOPIASLY = L ..ottt et et e et e 27.77 288.16 4
91212 -each additional ..........c.oiiii i e add 141.56
91214  Tendon graft — L ... e 27.77 324.86 4
91216 -each additional ... add 259.85
91218 Reconstruction of flexor tendon pulley, per finger ..........cocoeviiiiiiiiiii i, 97.35 4
91220  Silicone rod INSEItION = L ... uuiieie et et 27.77 294.20 4
91222 -each additional ............ccoooiiiiiiii add 245.90
91224  Transplant/transfer - SINGIE .......c.oviiiiii e 27.77 367.15 4
91226 -each additional ...........coooii i add 318.30
91228 Tendon repair - eXtensor - SINGIE ... 211.44 4
91230 - each additional (same incision) ...................... add 118.29
91231 - each additional (separate incision) ................. add 165.91
91232 Tendon repair - flexor - SINGIE .........uie i e e 27.77 350.24 4
91234 - each additional (same incision) ..............c.couveee. add 171.59
91235 - each additional (separate incision) ...................... add 264.88

Mallet finger - ClOSEA .......ov i e e e VF
91238 S 168.38 4
91240 1T 27.77 189.66 4

Boutonniere - ClOSEd ... VF
91242 1T 27.77 156.51 4
91244 - L= PP 27.77 246.65 4

Reconstruction — Extremities
91250  POINCIZALION ...ttt e e e e et 55.54 606.79 6
91252 Digital reimplantation involving microvascular and neuro anastomosis ............. 74.06 1,634.09 8
91254 Revision 0f 91250 08 91252 ... .. it iieiit s et e e e 74.06 IC 8
91258 Reconstruction and plastic repair of traumatically amputated extremities .......... 74.06 IC 8
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1,

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

2026

FP/

Code Assist Spec. Anaes.

HAND AND WRIST (Cont’d)

Release - Tendon
91270 Tenolysis - flexor and/or extensor tendon of 1 digit ..........cocoeiiiiiiii i, 27.77 317.52 4
91272 - each additional digit ...............oooveiiiieiiiiiii add 288.67
91274  Flexor tenolysis with pulley preservation .............cccooviiiiiiiiii i e, 27.77 432.47 4

Tenotomy or fasciotomy (closed) (IOP)
91276 S INGEE = L e 172.67 4
91278 2 e 195.82 4
91280 RS N0l 1 1 [o] (P TRPP 222.62 4
91282 - palmar OF PIANTAT ... e e e 150.87 4

Tendon release (open)
91284 - fiNger, PaIM e 201.93 4
91286 1L S PP 27.77 313.55 4
91288 SMOre thaN 1 .o add 264.37

Reduction — Fractures
91300 Phalanx - no reduction, rigid immobilization ... 172.67
91302 S ClOSEA ot 222.72 4
91304 -each additional ...........ooooiii i add 99.42
91306 1T 37.03 298.45 4
91307 - extensive debridement of compound fracture .......................... add 272.70
91308 Metacarpal - no reduction, 1 or more, rigid immobilization ............................. 172.67
91310 = ClOSEd, 1 OF MOTE ...ttt e e et 115.83 4
91312 0] 0 1= o P 37.03 317.94 4
91314 - each additional (OPen) .......cocoviie i, add 297.24
91315 - extensive debridement of compound fracture ...................... add 254.77
91316 Intra-articular - CIOSEA .........oou i e e e 196.92
91318 o 10T o 37.03 459.27 4
91319 - extensive debridement of compound fracture ................... add 368.85
91320 Bennett's - no reduction, rigid immobilization ................coceiiiiii i 48.51
91322 S ClOSEA o 27.77 196.97 4
91324 0] 01 o 37.03 237.87 4
91325 - extensive debridement of compound fracture ........................ add 118.94
91326 Carpus - no reduction, rigid immobilization ... 49.20
91328 o1 [0 1Y=To I A ] g 4 0] (=T 115.10 4
91330 S OPEN, L OF MOTE L.etieiee et e et e e et e e et et e e et e et renenenenes 37.03 346.15 4
91331 - extensive debridement of compound fracture ...................oce. add 173.08
91332 Scaphoid - no reduction, rigid immobilization ................coceiiiii 49.20
91334 0] 01 o 37.03 480.00 4
91336 B = (o3 £ o] o PPN 37.03 187.90 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1,

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

2026

FP/

Code Assist Spec. Anaes.

HAND AND WRIST (Cont’d)

Reduction - Dislocations
91350  FINGEr - ClOSEA - L ..ottt e e e e e e e e e e e 57.50 4
91352 -each additional ..o add 10.25
91354 ] 1T 27.77 196.50 4
91355 - extensive debridement of compound fracture ............................ add 98.25
91356 Metacarpal/phalangeal - Closed - 1 ..........ooiiiiiiiii e 57.50 4
91358 - each additional ...............cooeiii add 10.25
91360 S0P e 27.77 181.85 4
91361 - extensive debridement of compound fracture ...... add 90.93
91362  Carpal - ClOSEA ...... e e e e 128.05 4
91364 ] 1Y 27.77 241.30 4
91365 - extensive debridement of compound fracture ...................cooe. add 155.45
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October 1, 2026

SURGICAL PROCEDURES
OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ELBOW AND FOREARM
Amputation
91370  Through radius and UINa ..ot e e e e 37.03 306.30 5
91372  EIbow diSartiCUlAtioN ..........ooiitii it e e e e 37.03 289.50 5
Arthrodesis
91380 EIDOW .o ieiie e et et e e e e e e e 27.77 400.00 4
Arthroplasty
91390  Ulna replacement (IOWer €nd) ........c.oeiriiitiiiis e e e e 27.77 296.90 4
91392 Implantradial head ..........ccoiiiiiiii 27.77 388.54 4
91394  Removal of total replacement ..........oooiiiiiii i 27.77 402.75 7
91396  Complete arthroplasty replacement ........ ... e, 55.54 798.72 8
91398  Interposition arthroplasty ..o 55.54 435.20 7
91400  Revision of elbow arthroplasty ..o add 403.19
Arthroscopy
91410 Diagnostic arthroscopy (Sole procedure) ..........coevviieeiiiieieieiee e 27.77 178.86 4
91411  Elbow arthroscopy setup, includes when rendered debridement, synovectomy,
synovial biopsy, removal of loose body(ies) and/or screw, drilling of defect
or microfracture, and/or arthroscopic epicondylar release ...................... 55.54 400.00 7
Notes:
1. An elbow procedure listed in the Elbow section of the Schedule
performed arthroscopically is eligible for payment in addition to 91411
if that procedure is not described as a component of 91411 or
described by an add-on code to 91411.
2. Arthroscopic add-on codes listed below are not eligible for payment in
addition to 91411 when the service described by the code is a
generally accepted component of a procedure described in Note #1.
91426  Pinning of osteochondral fragment, to0 91411 ...........cooiiiiiiiiiiii e, add 251.55
Note: Fracture procedures are not eligible for payment with 91426 for the
same fracture.
91430  Osteochondroplasty (extensive bone and arthrofibrotic tissue removal
requiring a minimum of 2 hours to resect), t0 91411 ...............ccvvee add 500.00
91432  Soft tissue capsular release for contractures without bone procedure, to 91411
............................................................................................... add 251.55
91434  Synovectomy for inflammatory arthritis requiring a minimum of 90 minutes to
FESECE, 10 Q1AL ..ot e e e e e e e add 326.55
Notes:

1. Only one of 91430, 91432 or 91434 is eligible for payment same
patient same day.

2. Synovectomy less than 90 minutes in duration is included in 91411.

3. Osteochondroplasty less than 2 hours in duration is included in
91411.
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October 1, 2026

SURGICAL PROCEDURES
OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ELBOW AND FOREARM (Cont’d)
Arthrotomy
91440 EIbow, 100Se body, €1C. .....i i 27.77 257.11 4
Biopsy
91450  Bone - NEEAIE (IOP) ...ttt e et e e e e e e 72.35
91452 S OPEN (IOP) it s 37.03 144.80 4
91454  JOiNt - Vid @rthrOSCOPE ... .. et it et et et e e e e e e e 10.65
91456 ] 1= o TSP 27.77 171.45 4
91458  MUSCIE/SOft tISSUE (IOP) ...viiitie it et e e e e e e 124.07 4
Decompression/Denervation
91470  Fasciotomy for compartments syndrome (not including secondary closure
10T 1T ) PSP 27.77 320.20 4
91472  SeCONdArY CIOSUIE ... .. et e e et et e e e e aeaane 132.78 4
91474  Catheter - InSertion (IOP) .......iuie i e e e 49.20
B 1210 11 7o 4 13T S PPt VF
91478  Exploration and/or decompression and/or transposition and/or neurolysis of
ulnar nerve (EIB0OW) ... 37.03 277.47 4
91480  Denervation - €lDOW ..........oiuii i 27.77 332.42 4
Incision and Drainage (osteomyelitis)
91490  Acute, inCiSion and draiNage ..........c.euiieeiiiae e e e e e e 27.77 389.82 4
91492  SEQUESIIECIOMY ...ttt ittt ettt e e et e e et e e e et e et en e e eeeneeane 27.77 457.85 4
91494  Saucerization and bone grafting ..........coooviiiii i 27.77 583.54 4
91496  Soft tissue or bursa, incision and drainage .............coeeiieriiiiie i 125.43 4
91498  Elbow, inCision and draiNage ..........ccouiuie ittt 27.77 257.11 4
Examination/Manipulation
91510  Manipulation - elbow and forearm - under general anaesthetic (IOP) .............. 29.66 4
Excision — Bone
91520  RAIAl NEA .. .. et 27.77 280.82 4
91522  Radial Styloid ........eieiii it 27.77 234.75 4
91524  UINATOWET ENQ ... vttt e e e e et e e e e 27.77 248.67 4
91526  OlECTANOM ...etii et ettt et e e e et e et et e e et e e 27.77 267.87 4
91528  Olecranon with fascial rePair ....... ..o e 27.77 309.00 4
Excision — Bursae
LS NS (O B @ =T ol - T Lo o PP 27.77 122.27 4
Excision - Joint Contents
91550  Synovectomy/capsulectomy/debridement, etc. ..........cocoiiiiiiii e, 27.77 401.81 4
Excision — Muscles
91560  MYOSItiS OSSIfICANS ... ...t e e 37.03 289.50 5
91562  Foreign body removal ..........oooiuii i 107.70 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ELBOW AND FOREARM ( Cont'd)
Excision - Soft Tissues Tumours
91570 = SUPEITICIAL 1ottt e e e e e e 196.05 4
91572 B0 1= =T o T TP 46.29 624.07 6
Excision - Bone Tumours
91580  EXOSIOSIS .. uieetiiiieeet ettt et et e et e e e 37.03 165.20 4
91582  SIMPIE EXCISION ...ttt e e e e e e e e e e e e 37.03 289.50 4
91584  Extensive With replacement ..........ccoiiiiiiii i e 37.03 677.50 6
Reconstruction - Bone — Pseudoarthrosis
91590  RAMIUS OF UINA ..o ieitii e et e et et e et et et et e et e e e 27.77 392.21 4
91592  RAMIUS AN UINA ... .iviini e e e e 27.77 499.01 4
Reconstruction - Bone — Osteotomy
91600  RAMIUS OF UINA ..ottt et e et et e et et et et e e e e e 27.77 383.77 4
91602  Radius and/or ulna and reconstruction congenital abnormality, synostosis,
= (o 27.77 484.02 4
Reconstruction - Fascial Defects
91610 S SMANL e e 27.77 144.80 4
91612 - large with or without synthetic graft or rotation flap ............................ 37.03 290.55 5
Reconstruction — Ligaments
91620  SIMPIE/SINGIE FEPAIT ... . et e e e e e e e e e 27.77 388.60 4
91622  Extensive/multiple repair .........coieiii e e 27.77 598.45 4
Reconstruction — Tendons
91630  Suture extensor tendon - SINGIE .......i it 27.77 211.44 4
91632 - each additional.............c.ooiiiii i add 118.29
91634  Suture flexor tendon - SINGIE ..o 27.77 396.33 4
91636 -each additional ... add 217.68
91638  Tenoplasty - SINGIE ... o e e 27.77 280.77 4
91640 -each additional ... add 137.50
91642  TeNOIYSIS - SINGIE v ettt e e e e e e e e e 27.77 253.74 4
91644 - each additional (max. 0f 2) .......ccviiiiiiiii add 141.67
Transposition/transplantation/transfer
91646 S SINGIE i 27.77 278.08 4
91648 - each additional (max. Of 1) .....cooiii i add 89.70
91650  Steindler fleXOPpIasty .........c.ouii i s 27.77 336.49 5
Release
91660  Muscles and tendons - SIMPIE ... 37.03 171.08 4
91662 - radical, e.g., muscle slide ..............ccoovi i, 46.29 344.51 5
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October 1, 2026

SURGICAL PROCEDURES
OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ELBOW AND FOREARM (Cont’d)
Reduction - Dislocations
91670  Elbow joint - closed redUCLiON ....... ..ot e e e 153.19 4
91672 - 0peN reduction, ACULE .........ouiii i e e e e 27.77 316.24 4
91674 - repair Chronic, reCUrreNnt ...........coiit i e e 27.77 440.25 4
91676 Radial head - closed reduction ............coovieiii it e e e 38.50 4
91678 - OPEN reduCtion - ACULE ......cvuiisciee et e et e e e e e 27.77 187.84 4
91680 SFECUITENT Loet it i et e e 27.77 221.24 6
91682 Slate 37.03 347.72 6
Reduction — Fractures
Epicondyle
91690 10T (=0 (103 1T} o 67.75
91692 - Closed redUCHioN ..o 27.77 126.25 4
91694 o) o 1=T T =T 0T (o o P 37.03 214.45 4
91695 - extensive debridement of compound fracture ................ocooiiiiini add 107.23
Transcondylar/condylar
91696 L[0T (=To (8Tt o] o R PRSPPI 67.75
91698 - Closed redUCHioN ..o 27.77 200.91 4
91700 - closed reduction with traction ............ccooiiiiii i, 27.77 312.70 4
91702 o] o 1=T T (=T [0 Tox i o o PP 37.03 497.85 4
91703 - extensive debridement of compound fracture...................ooiieee. add 187.90
Olecranon
91704 - no reduction, rigid immobilization ..o, 162.67 4
91706 = CloSEd FEAUCHION ...t e e e 27.77 165.42 4
91708 o) o 1=T T (=T 01 {0 o PP 37.03 298.70 4
91709 - extensive debridement of compound fracture ................ccoiie add 148.70
Radius and ulnar shaft
91710 - no reduction, rigid immobilization ... 110.59
91712 - ClosSed redUCHION ..o e 27.77 191.34 4
91714 o) o 1=T T (=T 0T {o o P 37.03 536.99 4
91715 - extensive debridement of compound fracture ................ocooiiiiini add 227.04
Radius and ulna-Monteggia
91716 - no reduction, rigid immobilization ...............ccociiiii e, 109.52
91718 - Closed redUCHioN ..o 186.57 4
91720 - open reduction of ulna plus closed reduction radial head ...................... 27.77 384.02 4
91721 - extensive debridement of compound fracture ..................ooiiie add 162.90
Radius or ulna
91722 - no reduction, rigid immobilization ... 81.30
91724 = CloSEd FEAUCHION ... .iie it 27.77 117.85 4
91726 o) o 1=T T =T 01 {0 o P 37.03 446.95 4
91727 - extensive debridement of compound fracture ................ocoeiiiiin add 137.00
Radius-distal, Colles’, Smith’s, Barton's etc.
91728 - no reduction, rigid immobilization ... 112.17
91730 - Closed redUCHioN ..o e 27.77 198.42 4
91732 o] o 1= T (=T 013 i o o PP 37.03 521.70 4
91733 - extensive debridement of compound fracture ... add 271.42
91734  Osteochondral — 0pen reduCtioN ..........ccoiuiieiiriie i e e e e 37.03 315.13 5
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October 1, 2026
SURGICAL PROCEDURES
OPERATIONS ON THE MUSCULOSKELETAL SYSTEM
These Listings Cannot be Correctly Interpreted Without Reference to the Preamble
FP/
Code Assist Spec. Anaes.
SHOULDER/ARM/CHEST
Amputation
91750  FOIrEQUANTET ...ttt ettt e et e e e e e et e e et e et e e e e e e 92.57 490.95 15
91752  Shoulder disartiCulation .............coooiir i e e 83.31 373.10 9
91754  HIigh NUMEIUS ... e e e e e e e e 37.03 475.89 5
Arthrodesis
91760  SNOUIAET ..o 37.03 468.65 6
Arthroplasty
91770  Humeral ProStNESIS ... ot e e 37.03 449.20 6
91772  Total PrOStNESIS ... et e e e e e e e e e e 55.54 695.10 10
91774  Revision total arthroplasty shoulder ......... ... 55.54 942.95 10
91776  Removal prosthesis/no replacement ..........c.ooviiiiiiiii i e 27.77 397.20 8
91778  RevVision Of ProSthesis .......oiiiii add 194.67
Arthroscopy
91790  Diagnostic arthroscopy (Sole procedure) ............oouoeiuieoeiiiieeieiee e 27.77 294.24 4
91791  Shoulder arthroscopy setup, includes when rendered debridement,
synovectomy, removal of loose body(ies) and/or screw, drilling of defect or
microfracture, and/or synovial biopSY ..........oooiiii i 55.54 515.38 10
Notes:
1. A shoulder procedure listed in the Shoulder section of the Schedule
performed arthroscopically is eligible for payment in addition to 91791
if that procedure is not described as a component of 91791 or
described by an add-on code to 91791.
2. Arthroscopic add-on codes listed below are not eligible for payment in
addition to 91791 when the service described by the add-on code is a
generally accepted component of a procedure described in Note #1.
91806  Pinning of osteochondral fragment, t0 91791 ...........ccoiiiiiiiiiii i, add 324.11
Note:
Fracture procedures are not eligible for payment with 91806 for the same
fracture.
91810  Superior labral anterior posterior (SLAP) repair, to0 91791 ...................... add 433.76
91812  Arthroscopic capsular release for frozen shoulder, to 91791 ................... add 309.88
Note:
Fee code 91810 cannot be billed with fee code 92026.
Arthrotomy
91820  SNOUIAET ... 27.77 280.14 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1,

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

2026

FP/
Code Assist Spec. Anaes.
SHOULDER/ARM/CHEST (Cont'd)
Biopsy
91830  Bones - needle/punch, x-ray control (IOP) ..........cocoiii i e, 89.70 4
91832 = OPEN (IOP) ittt et et e et e e e e e 37.03 144.80 4
91834  JOINt - Vi @rthrOSCOPE ... ittt it et e e e e e e e e e e 10.65
91836 S OPEI et 37.03 223.65 4
91838  Softtissue - 0pEN (IOP) ...t 132.78 4
Incision and Drainage
91850  Humerus/clavicle/scapula - incision and drainage .............cocooeveeeiiieiiineaannn. 37.03 262.60 4
91852  SEQUESIIECIOMY ...t ittt ettt e et et e e et e e e et e et e e e e ee e e eeane 37.03 290.55 4
91854  Saucerization with bone graft ... 37.03 387.90 4
91856  BUIrSae/SOft tISSUE ... ..eee e 125.43 4
QL858 JOINE ottt et e 37.03 223.65 4
Examination and Manipulation
91870  Manipulation - shoulder/arm/chest under general anaesthetic (IOP) ................ 61.11 4
Excision - Clavicle or Acromion
91880  Simple (includes ligament) ... e e e 37.03 272.64 4
91882  MaAJOI TUMOU ...etee e e et et et et e e e e e ee e e et e e et e e e e aeeeenas 46.29 351.59 6
91884  Malighant tumour with reCoONStIUCHION ..........ooiiiii i e 46.29 545.39 6
Excision — Humerus
91890  HEAA ...eeii e 37.03 386.22 5
91892 EXOSIOSIS ...vutiii ittt e e s 37.03 212.85 4
91894  BeNIgN tUMOUL ...ttt et et e et et e e et e et e e e e n e eaans 37.03 485.97 4
91896  Malighant tumour with reCONSEIUCTION ..........ooiiuiii i e e, 37.03 877.57 6
Excision — Joint
91900  Synovectomy and debridement ..........c..oiir it 37.03 425.10 5
91902  Excision of subacromial bursae .............coocoeviiiiii i 27.77 272.64 4
Note:
Not to be billed with 91908, 91952 or 91954
91904  Muscle/fascia - SIMPIE ... e e e 27.77 204.75 4
91906 0] 101 0] () U 37.03 484.35 6
91908  Rotator cuff exploration (includes acromioplasty, excision of coraco-acromial
ligament and subacromial bursa but excludes simple excision of clavicle) 37.03 266.58 4
Note:
When 91908 is rendered in association with 91926, 91908 is payable at 85%
and 91926 is payable at 100%.
91910  Acromio/sterno-clavicular MeniSECtOMY ...........cociiiiiiiiie i e e 27.77 263.03 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SHOULDER/ARM/CHEST (Cont’d)
Reconstruction - Pseudoarthrosis and Osteotomy
91920  Pseudoarthrosis - ClaviCle ....... ... 37.03 346.73 4
91922 ShUMEIUS .. 37.03 423.78 4
91924  OSteOtOMY - NUMEIUS ... ..ttt et e et et et e e et e e e e et e aeaeane 37.03 353.39 4
91926 S ClAVICIE ot 37.03 272.64 4
91928 S0IENOI L. 37.03 340.39 4
Reconstruction - Muscles/Soft Tissues
91940  Muscle transplant - pectoraliS Major ...........couiii it 55.54 434.25 6
91942  MuUSCleteNdOn rEIEASE ...t e 46.29 405.35 5
91944  Release - SternOmMastoid ..........ccoouiuie it e e 46.29 296.05 5
91946  Scapulopexy - congenital evaluation ................cooiiiiiii i 55.54 385.15 6
91948  Trapezius/sternomastoid/transplant .............cooiiiiiiiiii s 37.03 338.65 4
91950  Tendon repair - DICEPS ...vuvii it e e e 27.77 293.00 4
91952  Rotator cuff repair - simple, end to end or side to side (includes
acromioplasty, excision of coraco-acromial ligament and subacromial
DUISA) e 37.03 345.35 5
91954  Rotator cuff repair - complex (includes implantation into bone, and as
required, acromioplasty, excision of coraco-acromial ligament,
subacromial bursa and excision of distal clavicle) ..........................oe. 37.03 498.30 5
Reduction — Fractures
91960  Tuberosity - NO redUCHION ... it e e e e e 87.36
91962 - Closed reduCtion ..........ceiiuiii i 27.77 137.41 4
91964 - open reduction (without cufftear) ............ccoeiiiiiiii i, 37.03 360.11 4
91965 - extensive debridement of compound fracture .................... add 164.84
Neck without dislocation of head
91966 4103 £ =To (1 o3 1T o TP 87.36
91968 e (o 1=To [ = To (1T i o] o AU PP 153.16 4
91970 ] o 1= N = To (U1 o o 1P 46.29 397.11 6
91971 - extensive debridement of compound fracture .................cccoee . add 183.34
Neck with dislocation of head
91972 SN0 TEAUCTION «.u it e e e et e 87.36
91974 e (o 1=To [ = To (U1 i o] o AU PP 27.77 203.36 4
91976 o] o 1=T o N =Te (U1 o o PP 46.29 454.71 6
91977 - extensive debridement of compound fracture ...................coee . add 212.14
91978  Shaft - NO FEAUCHION ...t e et aeaeaas 87.36
91980 = ClOSEA FEAUCHION ...v. it e e e 27.77 167.16 4
91982 o] o 1= N = To (U111 o o PP 37.03 442.61 4
91983 - extensive debridement of compound fracture ......................ceeeee add 181.09
Clavicle - NO rEAUCTION ... ..iuii e et e s VF
91984 - closed reduction with anaesthetic ... 27.77 62.20 4
91986 o] o1=] ol =To (VT i o o H PP 37.03 450.00 4
91987 - extensive debridement of compound fracture ........................ add 150.00
91988  Scapula - NO reAUCHION ... ...ttt et et e e et e e e e 87.36
91990 - closed reduction with anaesthetic .............oooveveeiiiiiiiiie e, 27.77 132.44 4
91992 - OPEN TEAUCTION ...ttt et e e e e e e e 37.03 261.81 5
91993 - extensive debridement of compound fracture ....................... add 140.69
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist Spec. Anaes.

SHOULDER/ARM/CHEST (Cont’d)

Reduction - Fractures (Cont’'d)
91994  Sternum - NO FEAUCTION ......ieiie et e e et e e e e e e e e e e e eaens 65.72
91996 - closed reduction ..........oiiiiiii 178.74
91998 - open reduction - pleura OPeN .........coove it 83.31 IC 13
92000 -pleuraclosed ..o 37.03 IC 4
92001 - extensive debridement of compound fracture ....................... add 178.34

RIDS - NO reAUCHION ...vue e e e VF
92004 - complicated - Pleura OPEN ........oiiriiie i 83.31 IC 13
92006 -pleura closed ........ovveiiii i 37.03 IC 4

Reduction — Dislocations

Acromio-clavicular/sterno-clavicular
92010 e 1038 (=To [8 1ot o] o H PP 87.36
92012 - closed With @naeSthetiC .........ocuvvniiii i 37.03 154.11 4
92014 o] o 1= T T =T [0 1o 1o S 37.03 250.66 4
92016 - 0PEeN reduCtion - 1At ........iuirii it e 37.03 306.26 4

Glenohumeral joint
92018 - closed reduction - without anaesthetic ...............cociiiiiiiice . 49.20
92020 - with anaesthetic ... 111.40 4
92022 - open reduction -  arly ... 37.03 417.27 6
92024 - L= 37.03 674.32 7
92026 S FECUITENT L.utt it et et e et e e e aeeee 46.29 472.92 5
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SKULL AND MANDIBLE
Arthroplasty
92040 Temporo-mandibular joint - unilateral ... 46.29 336.49 5
Biopsy (IOP)
92050  Bones - punch, SIMPIE ... e e 153.07 4
92052 = PUNCh, X-TAY CONTION .. v it e e e e e e e e e 214.31 4
92054 0] 611 TP 37.03 316.01 4
Incision and Drainage
92060  Mandibular sequestrectomy (IOP) .......coiiriiiiiiii e e e 64.80 435.59 7
Excision
92070  BONE = TUMOUT ...ttt e et e et e et et et et e e e e e e nen e IC IC IC
92072 Maxilla, with exenteration of orbit and skin graft ..., 37.03 513.04 7
92074  Maxilla advanCement ... ..o 37.03 424.09 8
92076  MaANAIDIE .....e e 37.03 353.10 7
92078  Mandibular CoNdyle ... 37.03 266.63 5
92080 Temporo-mandibular MEeNISECIOMY .........coiiiiiiiie i e 27.77 240.82 5
Reconstruction
92090  Facial paralysis - StatiC SIINGS ....c..oeiiriii i 37.03 295.94 5
92092 -dynamicC SIINGS ..o 37.03 384.40 6
92094  Composite repair for facial paralysis, plication of paralyzed muscles, and
resection for paralysis of over active muscles ..............ccoooiiiiiiiiiinann. 37.03 491.74 7
92096 -With Meloplasty ... add 83.89
Orthognathic Surgery
Anterior dento-alveolar osteotomy, maxilla or mandible
92100 I 1= | 0 1T o PP 55.54 775.15 10
92102 1= To £ 01T o1 PN 55.54 898.84 10
Posterior dento-alveolar osteotomy, maxilla
92104 T 1o 55.54 775.15 10
92106 - both sides, single segment ......... ..o 55.54 898.84 10
92108 - both sides, separate SEegMEeNts ........covii it 55.54 1,143.95 10
Posterior dento-alveolar osteotomy, mandible
92110 Lo PPN 55.54 775.15 10
92112 S DOth SIAES ... 55.54 1,143.95 10
Total U dento-alveolar osteotomy
92114 SMAaNAIDIE .o e 55.54 1,183.10 10
92116 S MNAXIIA - e e 55.54 1,267.43 10
92118  Mandibular or maxillary visor osteotomy for alveolar hypoplasia .................. 55.54 1,104.05 10
Genioplasty
92120 R 1= |0 0T o PPt 55.54 246.62 10
92122 - 2 segments, or for laterognathia ..............cccooveiiiii i, 55.54 369.67 10
92124 RS 1= 10 01T o T PN 55.54 492.76 10
Mandibular osteotomies for prognathism
92126 S SUDCONAYIAY ... e 27.77 404.73 6
92128 S VEITICAl FAIMUS ...t e e e e e e e e e aeaen 55.54 897.98 10
92130 = sagittal SPIIt ... e e 55.54 897.98 10
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SKULL AND MANDIBLE (Cont'd)
Orthognathic Surgery (Cont’d)
Mandible osteotomies for retrognathia, any technique
92140 -advancement - Up t0 10 MM ..ot e e e 55.54 897.98 10
92142 =20 t0 20 MM cetiitiitiit et ettt ettt et e 55.54 1,020.48 10
92144 -greaterthan 20 mm ..., 55.54 1,307.44 10
92146 - for apertognathia or laterognathia ..............cccoov i add 246.62
LeFort | advancement
92148 SN L SEOMENE et 92.57 774.40 20
92150 SN 2 SEOMENES ...t e e e add 285.77
92152 SN B SEOMENES ...t e add 572.51
LeFort | intrusion
92154 SN L SEOMENT ... 92.57 1,020.48 20
92156 SN2 SEOMENES ... e e add 285.77
92158 SN B SEOMENES et add 572.51
LeFort | extrusion
92160 SN L SEOMENE et 92.57 1,267.43 20
92162 SN 2 SEOMENES outt it e e e e add 285.77
92164 SN 3 SEOMENES ...t e add 572.51
LeFort | cleft palate
92166 SN L SEOMENT ... 92.57 1,469.09 20
92168 SN 2 SEOMENES ...t e e s add 246.62
92170 SN B SEOMENES ottt e add 493.25
92172 SWIEN SMR Lo add 197.52
92174 - With pharyngoplasty .........ooeviiiii i e add 295.94
92176 - with closure alveolar fistula with or without bone graft .................. add 369.67
92178 - with closure hard palate fistula with or without bone graft .............. add 493.25
92180  Naso-maxillary osteotomy without LeFort | ..o, 55.54 774.40 10
92182  LeFort Il maxillary osteotomy and advancement .............cccoooeeiiiiiiiineeannn. 92.57 1,390.90 20
92184  Construction glenoid fossa and zygomatic arch ..........c...coooiiiiiiiiiiii i, 92.57 1,350.89 20
92186  Construction absent condyle and ascending ramus .............ccoeevviieeiiinneennn. 55.54 774.40 10
92188 Combined LeFort | and LeFort Il osteotomy in hemifacial microsomia .......... 92.57 1,469.09 20
92200  Mandibular condylotomy ...........ouiriiiiie e 37.03 197.31 5
92202  COrONOIdOIOMY ..uititet et e e e e et e et e e et e e e e e e e aaaaaas 37.03 197.31 5
(S 2 0 ©7e] (o] g To] 1o [T ox (o] 1 1) Y/ PP 37.03 295.94 5
Reconstruction mandible with bone grafts and/or plate or prosthesis
92210 - unilateral - partial ...... ..o e 37.03 409.55 10
92212 S COMPIELE vt 37.03 819.15 10
92214 - bilateral - partial ..o 37.03 819.15 10
92216 = COMPIELE Lot 37.03 1,023.95 10
Oral vestibuloplasty
92218 - with secondary epithelization ..............ccooiii i 37.03 197.31 5
92220 - With SKIN graft ... 37.03 295.94 5
Temporomandibular ankylosis
92222 - excision bone or fibrous block ... 27.77 444 .31 6
92224 - with insertion of prosthetic device or muscle flap ....................coiite 37.03 493.25 8
92226 - with construction of condyle and ascending ramus ..................coovve .. 37.03 641.67 10
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October 1, 2026

SURGICAL PROCEDURES
OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SKULL AND MANDIBLE (Cont'd)
Orthognathic Surgery (Cont’d)
Onlay bone grafts to face when not part of standard osteotomy for
reconstruction
92230 - mandible - unilateral ........ ..o 394.80
92232 Shilateral ..., 507.45
92234 -maxilla - unilateral ... 394.80
92236 Shilateral ... 507.45
92238 -zygoma - UNIlAteral ....coovie i 295.94
92240 mbilateral ... 394.62
92242 -temporal - unilateral ... 394.62
92244 mbilateral ... 493.25
92246 -frontal - unilateral ... 394.62
92248 mbilateral ... 493.25
Application of dental arch bars, or splint, for facial osteotomy (IOP)
92260 S ArCh DA .o 37.03 128.10 4
92262 S2ArCN DArS o 37.03 197.31 4
92264  Interdental wiring for temporomandibular joint disorder ......................oo 27.77 148.00 5
92266  Removal intermaxillary fixation devices under general anaesthesia- as sole
o] fo o =To (1] £ PN 179.52 4
Orbito-cranial Surgery
Bilateral periorbital correction Treacher-Collins Syndrome
92280 - with or without bone grafts (extra-cranial) ..............cocoveviiiiii e, 92.57 1,604.07 20
92282 - with skull and muscle transpositions (includes skull reconstruction)
(iNtracranial) .......oeoior e e 92.57 2,044.08 25
92284  Pericranial flap to orbit or face - unilateral .............cooo i 307.15 4
92286 -bilateral ... 394.62 4
- when in conjunction with coronal approach for main operation
92288 Sunilateral ... e 172.41
92290 Shilateral ... 285.77
92292  LeFort lll total maxillary advanCcement ............ccvviiiiiiiiiiiie e e e 111.08 1,962.02 25
92294  LeFort lll and subcranial hypertelorism correction .............cccooeeiiiiii i, 111.08 2,49495 25
92296  LeFort Il and LeFort | maxillary advancement ..........c.cccvvviiviiiie i e, 111.08 2,24887 25

92298 LeFort I, subcranial hypertelorism correction, LeFort | maxillary advancement 111.08 2,820.84 25
Upper LeFort Ill advancement without occlusal change

92300 SUNIALETAL ..o 55.54 897.98 10
92302 S DIIALEIAL ... et e 111.08 1,390.90 25
Forehead advancement (bone grafts not included)

92304 SUNIlALEraAl .« 111.08 1,143.95 25
92306 S DIALErAl ... 111.08 1,390.90 25
92308  Cranial vault reshaping - anterior or posteriorhalf ....................ocoooi i, 92.57 1,469.09 20
92310  Total cranial vault reshaping ..........ooooii i e e 111.08 2,001.97 25
92320  Medial transnasal canthopexy - unilateral ................cooii i, 27.77 398.71 6
92322 - when done in conjunction with another procedure ...............c...cocoeeee. 148.00

92324  Lateral canthoplasty - unilateral ............. ..o 27.77 197.31 6
92326 - when done in conjunction with another procedure ...................cocenne. 97.66
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist Spec. Anaes.

SKULL AND MANDIBLE ( Cont'd)

Orbito-cranial Surgery (Cont’d)

Hypertelorism correction
92328 - intracranial apProach ...........oie i 111.08 2,24887 25
92330 - subcranial U OStEOIOMIES ......uin ittt et e et e e e aeas 111.08 1,878.55 25
92332 - medial orbital wall 0StEOtOMIES .......ooiviiniiii i 92,57 1,183.10 20
92334 - medial and lateral orbital wall 0Steotomies .............ccoeviiiiiiiiine e iiinns 92.57 1,553.42 20
92336 Orbital dystopia - intracranial approach ...............cooviiiii i, 111.08 1,87855 25
92338 - extracranial approach ..........cocoviiiiii i 92.57 1,430.91 20

Late correction traumatic enophthalmos — total periorbital stripping and bone

grafts

92340 B (011 = Y01 -1 o |- | 111.08 1,923.83 25
92342 =) 41 = (o1 £ = 92.57 1,390.90 20

Harvesting of bone graft when not included
92350 —illac bone graft ... 96.15
92352 i graft - LD o 148.00
92354 -each subsequent rib ..o 74.00
92356 - costochondral or chondral graft- 1 rib ... 221.99
92358 - subsequentrib ... 148.00
92360 -split cranial graft ... 197.31

Surgery for Correction of Down’s Syndrome Facial Stigmata

Augmentation of zygoma (bilateral)
92370 - with prosthetic implant ..., 173.86
92372 - with autogenous bone or cartilage ...........cccoiie i 217.48

Augmentation of chin
92380 - with prosthetic implant ... 144.98
92382 - with autogenous bone or cartilage ............coooii i 178.86
92384 Horizontal resection, red lower lip ... ..o e 173.86

Reduction — Fractures

Orbit

Open reduction rim/wall fracture
92400 - zygomatic fracture dislocation .............covoveiiiiiie i e 37.03 594.70 6
92402 - with miniplate(s) per major fracture line ... ines add 254.19
92406 - blowout fracture or floor ... ... 37.03 821.34 6
92408 - secondary repair by combined or orbital approach ............................ 46.29 613.44 6

Nasal bones (including septum)
92410 = ClOSEA FEAUCHION ...uvi et e et 102.35 4
92412 ] o 1= N = To (U111 o o PP 393.52 5
92414 - with miniplate(s) per major fracture line ................coviviiiiiinceninns add 141.12
92415 - extensive debridement of compound fracture .................cceeei. add 235.35
92426  Middle 1/3 faCial ... ..oeuieie et e e 46.29 582.29 8
92428 Cranial-facial Separation .......... ..o e 46.29 599.89 10
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SKULL AND MANDIBLE (Cont'd)
Reduction - Fractures (Cont’'d)
Mandible
92430 - closed reduction (includes wiring of teeth) ..., 504.34 5
- open reduction (may include wiring of teeth)
92432 2 L SIIE et 37.03 575.00 5
92434 - with miniplate(s) per major fracture line .....................ocoel. add 227.47
92436 - COMPlICALEA ... IC IC IC
92438 - removal of interdental Wire ...........o.oviii i 5
92439 - extensive debridement of compound fracture .................c.oei add 410.97
Maxilla
92440 - closed reduction and dental Wiring ..........c.ooiieeiiiie i, 433.03
92442 - open reduction - SIMPIE ... e 37.03 442 .81 5
92444 - with wiring and local fixation ..............ccoiiii i 46.29 685.20 6
92446 - with miniplate(s) per major fracture line ................cocooveiiiincennnn, add 293.61
92447 - extensive debridement of compound fracture .................c.coeei. add 529.01
Temporo-mandibular joint
92450 e (o= To I =To (1T i o] o H PP 79.72 4
92452 o] o 1=T o =To (U1t 1o o H PP 46.29 284.47 5
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SPINE
Arthrodesis
92470  Anterior or posterior fusion of 1 level ...... ... 64.80 591.40 10
92472 LU (o o T ) 1 74.06 753.56 10
92474 Each additional level (max. of 2) ... add 227.95
Fusion with other procedure(s) — by same surgeon
92476 S LBV add 272.11
92478 -MUIPIE TEVEIS ... add 346.46
92480 - anterior cervical interbody fusion, perlevel .............ccoocooiiiiinnn. add 90.92
Fusion by different surgeon
92482 I 1= 347.99
92484 -multiple [eVEIS ... 409.29
92486 - anterior cervical interbody fusion, perlevel .............c..ooii add 134.51
92488 ReEPEAL fUSION ....v it add 358.14
92490  WIith inStrumMeNntation ..........co.iiiieiitiiie et e e add 154.49
Biopsy
92500  BONE - NEEAIE (IOP) ...iiieii e et e e e e e e 37.03 162.03 4
92502 - OpPEeN - POSLErior APPrOACH ......ue e e 37.03 349.33 7
92504 - anterior apProach ..o 55.54 424.97 8
92506 Soft tissue - 0PeN (IOP) ....e i e e e e 108.73 4
Decompression - Anterior, Anterolateral or Posterolateral
92510 Simple anterior cervical diSCECtOMY .........covii i 74.06 826.20 10
92512 Simple anterior lumbar diSCECIOMY ........c.iviiiiie it e 55.54 1,101.60 10
92514  Anterior cervical spinal cord or nerve root decompression, including removal
of disc or vertebral body, single disc level ..., 74.06 676.21 10
92516 Anterior decompression with instrumentation ..., 83.31 1,618.96 13
92518  Anterolateral or posterolateral decompression, lumbar or thoracic spine,
SiNGle dISC 1BV ... e e 83.31 1,210.41 13
92520 - each additional disc level decompressed — to 92510, 92512, 92514,
025 L8 it e add 291.90
Decompression — Posterior
92540 Cervical hemilaminectomy for disc disease, with or without foraminotomy ...... 55.54 904.23 10
92542 Lumbar hemilaminectomy for disc disease including removal of soft disc or
OStEOPNYLE .o s 55.54 800.70 8
92544 - multiple levels, to0 92540, 92542 ... add 229.50
92546 - bilateral, t0 92540, 92542 ... ..ottt add 230.50
92548 Posterior laminectomy 1 or 2 levels, cervical, thoracic, lumbar ..................... 55.54 776.00 9

M-22



SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SPINE (Cont'd)
Decompression — Posterior (Cont’d)
92550 Repeat posterior exploration or reopening of posterior exploration, more than
six months after original procedure, includes foraminotomy, discectomy
OF NEUIOIYSIS ...ttt et e e et e e e e e e e e e et e e e 74.06 729.27 10
92552 - laminectomy extending over 3 or more laminae, to 92548, 92550
........................................................................................... add 175.02
92554 - foraminotomy, to 92542, 92548 and 92550 per foramen decompressed
.............................................................................................. add 100.00
92556 - opening of dura (associated with any decompressive procedure)
........................................................................................... add 257.69
92558 - spinal duroplasty (applies to any spinal procedure) ..................... add 300.00
Incision and Drainage (Osteomyelitis)
92570 Bone - incision and drainage Only ..........coooiii i e e 37.03 337.55 4
Sequestrectomy
92572 S ANEETION L.t 64.80 70428 10
92574 B 010 1] (=1 o] ST 37.03 401.99 4
Saucerization with bone grafting
92576 =01 £= 1[0 S 55.54 867.43 10
92578 B 010 1] (=1 o S T 37.03 490.30 5
92580 SOt HISSUR ..t e e 118.50
Examination/Manipulation
92590 Manipulation - spine - under sedation/anaesthesia (IOP) ...................cc.... 43.36 4
Excision — Bone
92600 SPINOUS PIOCESS ... euetiie ettt e et e et e eea e e et e tet e ettt e e et eeeaaaeeenaees 37.03 271.37 4
92602 Lamina OF traNSVEISE PrOCESS ... .. iuuuatene et et ee e e e een e een e aeneneaeenas 55.54 433.16 8
92604 Part of body Or PeICle .......cceoni 55.54 649.99 8
92606  Total body (includes replacement) .........ccouviiiiie i e 83.31 1,39496 13
Excision - Muscle/Soft Tissue
92610  TUMOUIS - SIMPIE L.ttt e e e e e e e e e s 55.54 308.68 8
92612 - radical reSECHION .....cet e e 83.31 660.17 13
Reconstruction - Osteotomy (includes fixation/fusion)
92620  ANterior - Via ChesSt ... 83.31 811.28 13
92622 -vi@aabdomen ..o 83.31 867.43 9
92624 -viachestand abdomen .............coooi 83.31 976.52 13
92626  POSIEIION ... euuti it e e e e e e 83.31 767.61 9
92628 - with rib or transverse release .............cooviiiii i 137.92
92630 (@81 (o801 (=1 (=1 1= | 83.31 1,300.22 9
92632 COIVICAI ..t 92.57 1,138.92 12
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SPINE (Cont’d)
Instrumentation - Deformities
Anterior - includes fusion/disectomy
92640 -via chest Or abDAOMEN ... e e 83.31 1,422.79 17
92642 -viachestand abdomen ... s 83.31 1,569.54 17
92644 Posterior (Harrington) — with or without fusion (92648, 92650, 92652 may be
billed as appropriate) ........ouveiiriiiii 74.06 863.22 12
92646 Readjustment of instrumentation ..............ocooiiiiiii i 162.03 4
92648 - Harrington instrumentation to sacrum or pelvis (payable in addition to
92644 0r 92646 ONIY) ..o enei e add 86.71
92650 - Harrington instrumentation, for each level over 6 (payable in addition to
92644 0r 92646 ONIY) ..o eenei e add 21.03
92652 - with posterior osteotomy (payable with 92650 only) ..................... add 164.63
92654 Segmental procedure - with fUSION ... 74.06 1,356.64 12
92656 - segmental instrumentation to pelvis, add t0 92654 ................ccccevenenee. 222.16
92658 - segmental instrumentation, for each levelover6 ........................ add 141.54
92660 Removal of - anterior instrumentation ...............ooviiiiiiin e 74.06 408.55 8
92662 - posterior iNStrumentation ............ocovveviii i 74.06 377.38 8
Revision of entire instrumentation
92664 S WIth FUSION .. e e 74.06 1,354.39 12
92666 S WITNOUE FUSTON L.ttt e e e 74.06 1,082.65 12
92682 Removal of leCtrOodes ..o 74.06 285.11 8
92684 Muscle stripping SPIiNe Prior t0 SUFGEIY ...uvivrieiitiieeet e e v e aaaaeaaaens 55.54 216.02 8
92686 Halo traction prior to surgery (Complete Care) ..........cocvevvveeeiiiiiieiiine e 27.77 325.68 4
Note:
92684 and 92686 allow full benefit if followed by surgery for correction of
scoliosis in same hospitalization.
Anterior release including Halo traction
92690 - via chest or @abdOMEN ......ouiiiiii e 83.31 610.77 13
92692 -viachestand abdOmen .........ooiiiiiii i 83.31 758.34 13
92694 (o Tor= 14T g or- L] PP 148.55 4
Reduction — Fractures or Fracture Dislocations
Fracture of spine without procedure .............cooiiiiiiiiie i e VF
92702 SKUIl calIPErs (IOP) ... e e e e e e 56.04
92704 Halo traction (IOP) ... e e e e e e e 89.80
92706 Reapplication of Halo traction (IOP) ..........cooiviiiiii i i e 56.04
92708 - counter traction PiNS OF VESE ......uiivieiie i e e ee e add 119.98
92710  CloSEd rEUCTION .....i ittt et e e e et e e e e e 46.29 226.48 5
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October 1, 2026

SURGICAL PROCEDURES
OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SPINE (Cont’d)
Reduction — Fractures or Fracture Dislocations (Cont’'d)
Open reduction
92712 - POSEENIOr @PPrOACK ....ee et e e e 46.29 918.00 10
92714 - anterior aPProaCh ... ..o 64.80 918.00 10
92716 - with spinal cord injury (when total care by operating surgeon) ....... add 255.00
92718 - with irrigation, including opening of dura, to fractures when combined
with decompressive procedures ..........ccovveviiiiecviineeeninannnn add 347.99
- fusion by same surgeon
92720 S IBVEI e add 272.11
92722 —20rmorelevels ..o add 346.46
- fusion by different surgeon
92724 S IBVEI e add 347.99
92726 =20rmorelevels ... add 409.29
92728 -With INSTrUMENtation ..........coiieiiiiii e add 154.49
92729 -extensive debridement of compound fracture ...................ccoee e, add 204.65

M-25



SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1,

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

2026

FP/
Code Assist Spec. Anaes.
PELVIS AND HIP
Amputation
92740  Hemipelvectomy - hiNAQUAIET ..........ieiueie it e e e e e 92.57 796.20 15
92742  Hip diSArtiCUIAtioN .........cc.oii e e e e e e e 92.57 614.42 10
Arthrodesis
92750  SACIO-IlIaC JOINT ... vt e e e e 46.29 395.25 5
92752  SYMPhYSIS PUDIS ..ot 46.29 387.00 6
LS 2 4 1o T PSPPIt 46.29 703.45 8
Arthroplasty
LS 22 4 T N 1o To - T 55.54 577.48 8
92762  BIPOIAK ...t e e e en 74.06 875.14 8
92764  Total hip replacement with take down of fusion ... 74.06 972.90 10
92766  Revision total arthroplasty hip ........cooooiiiii i, 74.06  1,833.34 10
92768  Total hip arthroplasty ..........cooiiiiiii e e e 74.06  1,063.74 8
92770 -bone graftto acetabulum ... add 339.40
92772 - acetabular reconstruction (extensive, including bone grafts) ............ add 432.15
92774  Reattachment of greater trochanter (Iate) ..., 374.36 8
92776  Removal only - NON-CEMENTE ...ttt e e e e e e 27.77 447.30 8
92778 =] 1015 1 (=T o PN 27.77 557.75 8
Arthroscopy
92790  Hip joint, sole procedure (IOP) .......oiiiiie i e e s 178.86 4
92792 - preceding surgery, SAme SUIJEON .........eueueriueneririieeeraeaananenanans add 134.26
Arthrotomy
92800  SACIO-IlIAC JOINT ....ue e e e e e e e e 46.29 282.22 6
92802  Hip - with removal of [00Se body ....... ..o 46.29 378.19 6
92810  Hip - infant or child, under general anaesthesia ..............cccoooiiiiiii i 27.77 146.51 4
Biopsy
92820 Bone - punch needle (IOP) ..ot e e e e 131.47
92822 - under general anaesthetic (IOP) .........ccooiiiiiiiii e e, 114.12 5
92824 S OPEN (IOP) it s 37.03 186.57 4
92826  JOINt - Via @rtNIOSCOPE ...ttt et e e e e et e e e e e e eenene 10.65
92828 ] 1Y 46.29 301.60 6
92830 SOt tISSUE = OPEIN ..t ettt et e e et e e e et e e e e e e 97.35 4
Denervation/Decompression
92840  Decompression of lateral femoral cutaneous Nerve ............cocevveviineveninnnn. 37.03 146.33 4
92842  Exploration and/or decompression of sciatic Nerve ............cooeviviiiiineeennnn, 55.54 528.41 6
92844  Exploration and/or decompression and/or transposition and/or neurolysis of
[aF= 1T g 1T 4= PP 37.03 314.29 4
92846  Denervation Of NP ... 37.03 387.00 5
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist Spec. Anaes.
PELVIS AND HIP (Cont'd)
Incision and Drainage

92850 Bone, incision and draiN@ge ..........c.o.iie i e e 27.77 290.55 4

02852  SEQUESIIECIOMY ... . it ie et e et et et e e e e et e e e e e e et e e e e enens 37.03 379.50 4

92854  Saucerization and bone graft ... 37.03 627.30 5

92856  Bursae/soft tiSSUE (IOP) ....ceveiie it e et e e et e e e e 97.35 4

02858 JOINE tut ittt e e e e e e e e e e e 46.29 301.60 6
Examination/Manipulation

92870  Manipulation - pelvis and hip - under general anaesthetic (IOP) ................... 48.58 4
Excision — Bone

92880  SIMPIE CYSE, BIC. .ttt et e e e e e e e 37.03 520.39 4

92882  Ma@jor reSECHON tUMOUL ... ...ttt it et e et e et et e et e e eeen e 37.03 811.29 6

92884  Radical reSECtON tUMOUL ......uitiiie e e et e et e e e e ee eanae s 74.06 1,189.00 8

92886  COCCYX tuertinetitineeet et et e et e e e et e et e et e e e e e e 37.03 269.03 4

92888  Head and neck, femUI ... ..o 37.03 583.54 6
Excision — Muscle

92900  SIMIPIE cen it e e e e e 27.77 332.72 4

LS 2 10 7 O o 411 37.03 624.07 6

92904  MYOSIEIS outen i ieetee et et et e e e e e e e s 37.03 429.22 5
Excision — Joint

92910  Synovectomy/debridement ..........cooiuiiii it 46.29 606.22 5
Excision — Bursae

92920  GT trochanteric/iSChial ..........coiiiii e e e e e e eas 27.77 259.50 4
Reconstruction — Pseudoarthrosis

92030 P IVIS .. ittt e e e 74.06 580.90 10

02032  HIP titiii it 55.54 477.90 6
Reconstruction — Osteotomy

92940 PeIVIS - INfANt ... e 554.52 8

92942 o) {21 N 74.06 736.42 8

LS 2 11 46.29 694.67 7
Reconstruction - Muscle/Tendon

92950  MUSCIE FEIBASE ... vttt it e e e e e e e e s 46.29 405.35 5

92952  Closed adductors - tenotomy (IOP) .......coiviniiiiiiie i e e e 77.28 4

92954  Open adductors - tenotomy (IOP) ......oiuiiiiriiie e e e e e ee s 125.43 4

92956  1liOPS0AS - tENOLOMY ....etiie ittt et et e et e et e e e e et e e 46.29 343.18 5
Reconstruction - Tendon Transfer

LS 2 7 T 10T o1 - T 46.29 520.60 6

LA 7 Y o T [V 1 (o | S PPN 46.29 437.63 6
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
PELVIS AND HIP (Cont'd)
Reduction — Fractures
COCCYX - NO TEAUCTION ..\ vt e e et e et e e et e e e e e e aaneans VF
92982 B =1 (o1 1= o o I PP 37.03 208.80 4
Pelvic ring - NO redUCTION ..ot e e e e e e e e VF
92986 - CloSed redUCHION .....c.ie it e 27.77 570.08 4
92988 - OPEN FEAUCTION ...ttt e e e e e e e 55.54 807.94 8
92989 - extensive debridement of compound fracture .................... add 467.79
Sacrum - NO reAUCHION ...... e et e e e e e VF
Femoral neck trochanteric, subtrochanteric
e 1038 (<o [8 1ot o] o H PSP VF
92994 - closed reduCtion/traCtion ............ouvie it i e 27.77 551.62 4
92996 -open reduction - PINONIY ... 55.54 557.06 8
92998 -pinand plate ..o 55.54 713.80 8
93000 - PriMary ProSthESIS ... e e 55.54 711.58 8
93002 - delayed/staged graft ... s 55.54 414.22 8
93003 - extensive debridement of compound fracture .................coee . add 374.20
Slipped epiphysis
93004 - closed reduCtion/traCtion ............ouvie it it e 55.54 511.72 8
93006 - closed reduction/internal fiXation ..............cooviiiiiiii i 55.54 511.72 8
93008 - open reduction/fiXation ..........ccoiie i 55.54 705.62 8
93009 - extensive debridement of compound fracture ..................ooeei add 415.17
Reduction — Dislocations
Acetabulum - no reduction VF
93022 - 0pPeN reduction = liPS .....ooee e e 64.80 789.12 8
93024 I o {1 37.03 1,144.58 10
93026 S 2 PIIATS e 74.06 1,628.13 12
93028 Hip - closed redUCLioN ........ouiiiie e e e e e 345.63 4
93030 o) o 1= T =T [0 110 o PN 64.80 483.83 7
93032 - L= PPN 64.80 852.28 10
93033 - extensive debridement of compound fracture .................coee. add 280.61
Sacro-iliac
93034 - closed, traction, SPICa, BIC. ......cuuuii i e 552.11 5
93036 o] o 1=T I (=T [0 Tox 1o o RPN 46.29 716.62 5
93037 - extensive debridement of compound fracture ..................ocoeei. add 420.12
Sacro-coccygeal
- CloSEd reAUCHION ...t e e e VF
93040 - open, removal Of COCCYX ...vuuiiiitiit e e e e e e e 46.29 193.00 5
93041 - extensive debridement of compound fracture .................coee. add 96.50
Congenital hip
93042 - closed reduction (includes tenotomy and cast) ............ccooiiiiiiineienen. 190.20 4
93044 - repeat (INCIUAES CASL) .....ooieii e e 131.80 4
93046 - open reduction (includes tenotomy and arthrotomy) ................coeeee. 64.80 472.35 7
93048  Application Pavlik Harness or CDH splint .............oooeiiiiiiiiii e e, 24.10
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
FEMUR
Amputation
93060  Gritti-Stokes or Callander ... e 46.29 477.98 5
93062  Through fEMUN ... e e e e e e e e 46.29 446.64 5
Biopsy (IOP)
93070  BONE - COre, PUNCK ..ottt e e e e e e e e e e e 48.50 4
93072 - x-ray control/general anaesthetic .............ccoceiii i i 120.70 4
93074 0] 1= o T PP 37.03 248.67 4
93076  SOft tISSUE - OPEN ...t e e e e e e 97.35 4
93078  INjection iNt0 DONE CYSES ....uuuii it e e e e 117.00
Incision and Drainage (Osteomyelitis)
93090 Incision and drainage, bone ... 27.77 419.72 4
93092 ST T0 {8 1] (= Tox (o] o 1 Ot 27.77 489.22 4
93094  Saucerization and graft ...........coooi i 46.29 713.87 6
93096 SOt tISSUE ...veiii e 197.02 4
Excision — Bone
93100  SIMPIe CYSH/EXOSIOSIS ... .eete it e et et et e e e e e e e e e 37.03 407.14 4
93102  BONE tumMOUr - SIMPIE ..o e e 37.03 811.29 6
93104 - with reconstruction/graft .............cooo i 74.06 1,189.00 8
Excision — Muscle
93110 SIMPIE ottt e e 27.77 290.13 4
93112  COMIPIEX ittt e e e e e e 37.03 581.48 6
Reconstruction — Pseudoarthrosis
93114  Reconstruction - pSeudoartiroSis ...........ioe i e 55.54 615.76 6
93116 - Intramedullary nail with distal and proximal locking screws - femur, to
93114 05 93208 ....euiiiiii it add 140.12
Reconstruction — Fascial
93120  SIMIPIE ettt e 27.77 248.67 4
93122  Complex with or without synthetic graft or rotation flap ........................oooie. 55.54 458.42 5
Reconstruction — Osteotomy
93130  Femoral Shaft ... e 37.03 686.30 5
93132  SUPIaCONAYIAN ....oete e e e e e e e e 55.54 387.00 6
Reconstruction - Leg Length Operations
93140  Femoral shortening - all tyPeS ..o irii i 37.03 619.36 4
93142  Femoral lengthening - @ll types ... 37.03 680.61 4
93144  Femoral epiphySIOUESIS ... oieii it e e 37.03 301.60 5
93146  Tibial and femoral epiphSIOdeSIS .........covii i 37.03 426.90 5
93148  Femoral Stapling ....c..o i e 37.03 313.65 4
93150  Tibial and femoral Stapling .........vve it 37.03 387.00 5
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
FEMUR (Cont’'d)
Reconstruction - Muscle/Tendons
93160  Quadriceps repair - SIMPIE ... e 27.77 533.04 4
93162 S TECONSIIUCTIVE ... e it ae e 27.77 506.34 4
93164  Quadricepsplasty - all tYPES ....onei i 37.03 491.42 5
93166 HHo-tibial DANG ...ov et e e e 27.77 191.10 4
93168  Closed release of ilio-tibial band (IOP) ........cccoviiiiiiiii e 49.20 4
93170  Tenotomy of hamstrings - SINGIE .......c.oiiiiriii i e, 27.77 168.85 4
93172 SMURIPIE e 27.77 193.00 4
Lengthening of hamstrings
93174 S SINGIE ot e e 27.77 223.65 4
93176 —each additional .......cooovii i s add 77.05
Tendon or muscle transfer
93178 S SINGIE e e e 27.77 395.75 5
93180 - each additional (max. of 1) ....c.oiiiiiiii e add 175.80
93182  EXCISION Of MYOSILIS ..ouitiii ittt e e e e e e e e e e 37.03 289.50 5
Reduction — Fractures
Femoral shaft/supracondylar
O [0 3N (= [V o T o TR 7= ) VF
- closed reduction - traction
93202 -infant or child ... 27.77 375.50 4
93204 -adult Or adOIESCENT ...v.viet it e 27.77 524.85 4
93206 - closed reduCtion, CASE .......vi it e e e e e e e e 27.77 258.90 4
93208 o) o 1=T T =T [0 {o o P 55.54 700.67 8
93209 - extensive debridement of compound fracture, infant or child ........... add 318.12
93210 - extensive debridement of compound fracture, adult or adolescent .... add
318.12
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October 1, 2026

SURGICAL PROCEDURES
OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
KNEE
Amputation
93220  Through knee - disarticulation ................ooiiii i 46.29 305.25 5
Arthrodesis
03230 KB ittt e 27.77 402.75 5
Arthroplasty
93240  Patellar arthroplasty ......o.iuie it e e e e e 27.77 420.42 5
93242  Hemi-arthroplasty - single cOmponNent .............oii i e 55.54 530.52 6
93244 - double component ...... ..ot 55.54 798.72 6
93246  Total replacement/both compartments ............ocooiiiiiiiiiiii e 74.06 798.72 8
93248 Total knee replacement with take down of fusion ...................c.coe. 74.06 1,016.82 8
93250  Revision total arthroplasty Knee ......... ..o 74.06 1,402.36 8
93252  With associated patellar replacement or patelloplasty .............cccoevvvennen. add 273.42
93254  Removal of hemi-arthroplasty - without replacement ................ccoooevviie i, 37.03 421.07 5
93256  Removal of total arthroplasty - without replacement .................cccoeii e, 37.03 547.22 5
93258  Revision of arthroplasty ...........ccooviiiiiiii e e e e add 348.76
Arthroscopy
93270  Diagnostic arthroscopy (sole procedure) ............ocoooiiiiiiiii i, 247.86 4
93272  SYNOVIAl DIOPSY ...e it e e 124.82
93274  Trimming of plica, tiSSUE, MENISCUS .......c.oiiiiriiiiitiii e e e e e 144.28
93276  Removal of [00S€ bOody, SCIrEW .......viiniie i i e e 269.85
93278  RESECHON Of PlICA ..vevie it e e e e 168.43
93280  Lateral rele@se .......ccoiviiiiiiiii i 243.46
93282 Synovectomy - anterior - 1 COMPArtMENt .........oc.oie it eee e 210.00
93284 - anterior - more than 1 compartment ..............cooiiiiiiiieenann. 338.42
93286 - total, anterior and POSLErior ..........ocoviie i 551.59
93288  Drilling of defect, includes removal of loose body ..o, 333.56
93290  Pinning of osteochondral fragment ..........coooo i, 333.56
93292  Debridement - 1 COMPATMENT ......oiuiii it e e e e e 366.30
93294 -more than 1 compartment ..........ccoeeviiiie it e, 462.46
93296  Microfracture and/or abrasion arthroplasty, for osteoarthritic cartilage
deficiency (includes removal of loose body(ies)) ......ccooeeveiiiiiiieiiinanen, 363.80
93298  MENISECIOMY ... ettt ettt et e et e et e et et et e e e e e e e eenenae 419.71
93300  Repair medial or lateral MENISCUS ........coiuiiii i e e e 402.18
93302  Arthroscopy in association with surgery including 93272 to 93300 — same
LS o =T o add 226.41
Arthrotomy
93320  Knee - with or without removal of loose body .............coooiiiiiiiiiiiii i, 27.77 260.67 4
93322  Osteochondritis dissecans with drilling and/or internal fixation ...................... 27.77 344.34 4
Biopsy
93330  Bone/joint - Needle (IOP) ... e e e e 155.52 4
93332 S 0PEN (IOP) L 37.03 193.00 4
93334 S VIR AItNTOSCOPE ... it e e e e 10.65
93336  Soft tissue — 0PEN (IOP) ...viie it e 125.43 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
KNEE (Cont’d)
Denervation/Decompression
93340  Denervation - Of KNEE ...t e 27.77 258.00 4
93342 - 0f gAaStrOCNEMIUS ...t i 37.03 256.15 4
Incision and Drainage
93350  SOft tISSUE (IOP) .uiii it it ettt e e e e e e e 125.43 4
93352 JOIN oot 27.77 221.08 4
Examination/Manipulation
93360  Manipulation - knee - under general anaesthetic (IOP) ............cccviiiiiiin. 29.66 4
Excision
93370  BakKer's Cyst - SIMPIE ..ot e e e e 27.77 224.80 4
93372 S EXEENSIVE L. 37.03 340.80 6
93374  CyStS Of MEMISCUS ...ttt ittt e et e e et e et e e et e ee eanaaan 27.77 162.67 4
93376  MENISECIOMY ..ttt ettt e et et e et e et e e e et e e e e e e eenanas 27.77 241.30 4
93378  Debridement of joint without Ssynovectomy ............cccooviiiiii i, 27.77 290.55 4
93380  SYNOVECIOIMY ...ttt iitiet e et et e e et et e e e e e et e e tea e e e eaeaen e aaeaens 27.77 554.88 5
93382  Pre-patellar Bursae ....... ..o e 27.77 192.56 4
93384  Patella - to include fascial repair ..o 27.77 276.55 4
93386  EXOStoSiS/CySt patella ........o.oe e 27.77 162.67 4
Reconstruction — Meniscus
93390  Suturing of medial or lateral MENISCUS ........c.oeviiiiiiiiii e e 27.77 312.13 5
Reconstruction - Muscles/Tendons
93400  TeNOPIASLY = L ..ttt et et e e e et e 27.77 186.57 4
93402 -each additional ..........coooiii i add 118.82
Suture of patellar or quadriceps tendon
93404 S BANTY et 27.77 227.40 4
93406 S 27.77 387.00 4
Transplant of tendon
93408 S SINGIE e 27.77 395.75 5
93410 - each additional (max. of 1) ... add 175.80
93416  TeNOtOMY - 0PN = L oottt e et e e e et e et e et e e e e e e aaeaens 27.77 232.00 4
93418 SMUIIPIE oo 27.77 253.30 4
93420  Release patellar retinaCulum ......... ..o e 46.29 208.02 5
Reconstruction - Ligaments
93430  SIMPIE - L o 27.77 511.33 4
93432  Extensive/multiple (including synthetics) includes when rendered preparation
of intracondlyar NOtCh ... .. 37.03 667.23 6
93434  Synthetic anterior/poSterior CruCiate .............cooiie i 55.54 629.40 6
93436  Removal of SynthetiCs ..o 37.03 213.45 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
KNEE (Cont’d)
Reduction - Fractures
93450 Patella - N0 redUCTION ...t e e 87.29
93452 - open reduction/excision with/without repair ..................cooeee v, 37.03 295.19 4
93453 - extensive debridement of compound fracture ........................ add 157.37
93454  Osteochondral fracture - open reduction ..........c..cocviiii i e 37.03 411.94 5
Reduction — Dislocations
93460 Knee - Closed redUCTION .......c.ouuiiiie et e e 267.87 4
93462 ] o 1= N = To (0T To o H PP 46.29 368.97 5
Patella
- closed reduction
93464 - without anaesthetic .......c.ooviii e 62.20
93466 -With @anaesthetic .......o.vee i 97.35 4
93468 - 0pEN reduction - @ArlY ........o.ie i e 290.55 5
93470 - (= 37.03 484.35 6
93472 - repair recurrent dislocation, includes inspection of joint  37.03 393.40 5
93474  Congenital dislocation - Knee (OPEN) ......coviiiiiiii i i e 37.03 484.35 6
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
FIBULA AND TIBIA
Amputation
93490  TIDIA/fIDUIA ... .vtveeie e 46.29 448.77 5
Biopsy
93500  Bone - Simple - PUNCH ... 176.37 4
93502 S OPBI 37.03 248.67 4
93504  SOft tISSUE = OPEBN ...ttt it et e et e e et et e e e e e 97.35 4
93506  INJECLiON iNt0 DONE CYSES ..u vttt e e e e e e 117.00
Decompression/Denervation
93510 Decompression of fascial compartments ... 27.77 412.57 4
93512  SeCONAArY CIOSUIE ... ittt et e e e e e et e et e e eeaaas 125.43
93514  Catheter insSertion (IOP) .......ooiiiii e e e e e e e e 49.20
Monitoring of pressure monitoring devViCe .............oviieiiiiiiiiie e e e VF
93518  Decompression of posterior tibial or common peroneal nerve ........................ 37.03 212.85 4
Incision and Drainage (Osteomyelitis)
93530  Incision and drainage, bone ...........ccov it 27.77 396.98 4
93532 Y=o [N (=To1 (o] 1 1) 27.77 418.28 4
93534  Saucerization and bone grafting .............ooi i 27.77 500.08 4
93536 SOt tISSUR ...ttt e et e 186.23 4
Excision
93540  EXOSIOSIS/CYSE ..vivutiteitiet et e et et e e e e e e 27.77 259.50 4
93542  Fibular Nead ..........ouuiii i 27.77 248.67 4
93544  TUMOUL = SIMPIE ottt e e e e e e e e e et e e e et e e e e aes 37.03 373.01 4
93546 - extensive WIth repair ... ..o 46.29 742.71 6
93548  Excision bone ridge to include interpositional materials ...................cooie i 46.29 496.25 6
93550  Muscle/soft iSSUE - SIMPIE .......oeii e e 27.77 193.00 4
93552 = COMPIEX e e e e 37.03 513.96 6
Reconstruction — Pseudoarthrosis
93560  TIDIA/fIDUIA ... .vtieeiee e 37.03 448.38 5
93562 By-pass fibular graft ... 37.03 341.45 6
93564  Congenital pSeudoarthroSis ...........ouie it e 37.03 484.35 6
93566 - Intramedullary nail with distal and proximal locking screws — tibia, to
93560 or 93564 or 93614 or 93616 0r 93618 ..........cuvvnivniiriininninnns add 105.07
Reconstruction — Osteotomy
93570  Tibiaand fibula ... 27.77 485.49 4
93572 Repair recurrent dislocation, includes inspection of the joint ......................... 37.03 393.40 6
Reconstruction - Leg Length Operations
93580  Tibial [eNgtheNING ... ..ou e e 37.03 470.50 4
93582  Tibial SNOMENING ... .o e e e s 37.03 387.00 4
93584  Tibial and femoral epiphySIOdesIS ....... ..o 37.03 426.90 5
93586  Tibial epiphYSIOESIS ....v. ittt e e e 37.03 322.05 5
93588  Tibial Stapling - 1 SIAE ....cuiiie i e 37.03 193.00 4
93590 -DOth SIdES .o 37.03 242.25 4
93592  Tibial and femoral Stapling ..........ooiiit i 37.03 387.00 5
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist Spec. Anaes.

FIBULA AND TIBIA (Cont’d)

Reduction - Fractures

Tibia with or without fibula
93610 - no reduction, rigid immobilization ................coo 247.85
93612 R o] (01T =T N = To [ o 1o o PSPt 27.77 311.95 4
93614 -openreduction - shaft ..ot 37.03 589.15 5
93616 - medial or lateral tibial plateau ...................coceeiinnis 37.03 576.12 5
93618 - both tibial plateaus, same knee ...............cccevennnn. 37.03 773.24 5
93619 - extensive debridement of compound fracture ........................... add 335.53
93620 Fibula - no reduction, rigid immobilization ... 199.65
93622 o] (01T =T N = To [ o 1o o PSS 233.15 4
93624 = OPEN FEAUCTION ...ttt e e e e e e aeaenae 37.03 362.10 4
93625 - extensive debridement of compound fracture ......................... add 247.00
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
FOOT AND ANKLE
Amputation
93640 Metatarsal/phalanx disarticulation ...............cooii i e 37.03 155.90 4
93642 -each additional ..o add 47.30
93644  RAY (SINGIE) 1.nin it iee et et et e e e e e e e e e aaa e 37.03 234.38 4
93646  SYIMIES ettt ettt et e e e e 46.29 302.70 5
93648  Transmetatarsal/transtarsal ............coo.veiiiiii i 37.03 270.22 4
93650  Terminal SYMES ....iuii ittt e e e e e e e e 46.29 200.68 5
Arthrodesis
93660  ANKIE ..ot e e e e 27.77 644.23 4
93662 Interphalangeal ... e 27.77 154.02 4
93664 -each additional ... add 41.55
93666 Metatarsophalangeal .......... ..o e 27.77 337.58 4
93668 Midtarsal/sSubtarsal ...........cooeiiuiiie 27.77 579.81 4
93670 TPl et et e e 27.77 629.19 5
93672 Pan-talar - L STage ....vviviie s e e s 27.77 626.45 6
Arthroplasty
93680 Ankle - total replacement ........ ... s 55,54 1,517.17 6
93682 Revision total arthroplasty ankle ......... ... 55.54  1,589.63 6
93684 Removal of prosthesis without replacement ... anns 27.77 193.00 6
Metatarsophalangeal interposition
93686 S SINGIE e 27.77 155.76 5
93688 - each additional ..........ovve i add 48.96
93690 Metatarsophalangeal ..........ccooeiiiiiiiiii e e 27.77 373.01 5
93700 SMUIIPIE e e 27.77 470.51 6
93702 Removal - prosthesis without replacement ..., 27.77 144.80 4
93704 Revision of arthroplasty ... add 124.76
Arthroscopy
93710 Diagnostic arthroscopy (sole proCedure) ..........ccvevvviiiriiiieiiiiineiiee e 27.77 230.45 4
93711  Ankle arthroscopy setup, includes when rendered debridement,
synovectomy, removal of loose body(ies) and/or screw, drilling of defect
or microfracture and/or synovial biopSy ..........cooiiiiii i 55.54 515.38 7
Notes:

1. An ankle procedure listed in the Foot and Ankle section of the
Schedule performed arthroscopically is eligible for payment in
addition to 93711 if that procedure is not described as a
component of 93711 or described by an add-on code to 93711.

2. Arthroscopic add-on codes listed below are not eligible for payment
in addition to 93711 when the service described by the add-on
code is a generally accepted component of a procedure described
in Note #1.
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
FOOT AND ANKLE (Cont'd)
Arthroscopy (Cont’d)
93725  Arthroscopy of subtalar and/or intratarsal joint(s), through separate portals,
10 937 AL e add 192.00
93726 Pinning of osteochondral fragment, t0 93711 ..........cccooviviiiii e eennn, add 251.55
Note:
Fracture procedures are not eligible for payment with 93726 for the same
fracture.
93730 Osteochondroplasty (extensive bone and arthrofibrotic tissue removal
requiring a minimum of 2 hours to resect), to 93711 ..................... add 500.00
93732 Synovectomy for inflammatory arthritis requiring a minimum of 90 minutes to
reSECE, 10 93711 ..ot add 326.55
93734 Excision of Os Trigonum (SOle ProCedure) ..........coevvieeiiiieeeiiiie e eanananas 55.54 230.00 7
Notes:
1. Only one of 93730 or 93732 is eligible for payment same patient
same day.
2. Fee code 93711 is not eligible for payment in addition to 93734.
Arthrotomy
93740  Ankle - removal of loose body, etC. .......cooviiiiiiiii 27.77 162.09 4
93742 - with osteotomy of malleolus ............ccoiiiviiii i add 164.61
93744  MIA TArSAIS ...t 27.77 191.56 4
93746 Metatarsal/phalangeal ... 27.77 191.56 4
Biopsy
93760 Bone - needle - punch (IOP) ..o e e 83.32 4
93762 - punch - under general anaesthetic .............cccovveiiiiiiiiin e, 155.52 4
93764 L 0] 0 1= o T 37.03 227.82 4
93766  JOINt - Vid @rtNrOSCOPE ... vttt e e e e e e e e e e e e e e e 10.65
93768 0] 01 o PP 168.00 4
93770 Soft tissue - 0pen (IOP) ... e e e 97.35 4
Incision and Drainage
93780 Incision and drainage - bone ... ..o 27.77 278.36 4
93782 Y=o [ (=To1 (o] o )P 37.03 243.96 4
93784 Saucerization and bone graft ..ot 37.03 437.96 4
93786 BUISAE (IOP) .uiit it e e e e e e e 148.31 4
93788 JOUNES ..t 27.77 227.63 4
93790  SOftISSUE (IOP) et i ittt 148.31 4
Examination/Manipulation (IOP)
93800 Manipulation - foot and ankle - under general anaesthetic ........................ 29.66 4
Club foot, etc. - manipulation and cast/strapping
93810 - Without @anaesthetic ..........ovvviiii i 19.45
93812 - With @naeSthetic ..........vuiiii 39.00 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MUSCULOSKELETAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
FOOT AND ANKLE (Cont'd)
Excision — Bone
93820  PRAIANX .ttt e e e e 27.77 127.15 4
93822 Metatarsal head ............coiiiii 27.77 226.06 4
93824 -each additional ..........ccooeiiii i add 41.70
93826  Accessory navicular (SCaphoid) ........ouveiiiie i 27.77 200.87 4
93828  BUNION/DUNIONEIE ...\ttt e e et e et e e 27.77 193.66 4
93830  CalCANEAI SPUI ... vttt et et et e e e e e 27.77 174.61 4
93832 Exostosis (dorsal, subungual) ..........cooveiiiii i 27.77 129.04 4
93834 (@ o= 1 [o T = | L1 = 27.77 365.86 4
93836 Sesamoid, 1 or both ... s 27.77 182.96 4
93838  TaArSal Dar ...vne et e s 27.77 296.60 4
93840  TUMOUE (FOOL) ..eneneie it ettt et e e et e et e e e e e e e eeaes 27.77 310.91 4
Excision — Joint
93850  ANKIE SYNOVECIOMY ...ttt ittt e e e e et e et e e e e e e ee eeneaan 27.77 352.72 4
Metatarsophalangeal synovectomy
93852 PP 27.77 291.71 4
93854 72 o g 13T ) 27.77 404.96 4
Excision - Soft Tissue
93860  Ganglion - SIMpPle OF COMPIEX ....unnie e e e e 27.77 233.47 4
93862 BUISA ittt ettt e 27.77 192.56 4
93864  Fascia (Dupuytrens) - partial or complete .............coveviiiiiiiiiii 27.77 415.74 4
93866  MUSCIE = SIMPIE ...ttt it e e e et e e e 27.77 248.67 4
93868 © COMIPIEX ottt et e e e 37.03 540.02 6
Reconstruction — Pseudoarthrosis
93880  MallEOI ..o ieeee e e e e e 27.77 296.05 4
93882  Tarsals/metatarsals/phalanX ......... ..o e 27.77 335.97 4
Reconstruction — Osteotomy
93890  OS CAUCIS ..t eetiin ittt et e e e e 27.77 383.77 4
93892 Metatarsals and phalanX ............cooii i 27.77 186.57 4
93894 -each additional ..........ccooeiiii i add 83.47
93896 Midtarsal/tarsal ...........oviiri i 27.77 242.25 4
93898  Shortening metatarsal - 1 ........coouii i e 37.03 225.50 4
93900 22 o 1410 R 37.03 272.80 4
Reconstruction — Forefoot
93910  Claw and hammer t0 ........c.vtiieiiii ittt e e e e 27.77 194.88 4
93912 - each additional hammer toe ...........cooiiiiiii i, add 85.33
93914  Hallux Valgus - e.g., Mayo, Keller ...... ..., 27.77 279.79 4
93916 -e.g.,Joplin, MCBIide .......cooiiii 27.77 360.01 4
93918  Major forefoot reconstruction, must include the first MP joint and a minimum
Of 2 0ther MP JOINES ..o e 27.77 591.98 5
93920  OVErapPiNg BN I0E ...vv ittt et e e e e e 27.77  175.68 4
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SURGICAL PROCEDURES
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These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
FOOT AND ANKLE (Cont'd)
Reconstruction - Club Foot
93930  Posterior or medial release ..........ccvvviiriiiiii i 37.03 312.70 4
93932  Posteromedial release, lateral shortening, tendon transfers and fusion .......... 37.03 371.20 4
93936 Plantar fascia release ....... ... 27.77 212.85 4
Reconstruction — Ligaments
93950  ANKIE = L oo e e 27.77 388.60 4
93952 - extensive/MUItPIe ... 27.77 598.45 4
Reconstruction — Tendons
93960  Exploration - tendon sheath ..............ocoiiiiiiiii 27.77 162.67 4
93962  Tenolysis - extensive release - 1 ... e 27.77 260.59 4
93964 - each additional digit (max. 0f 2) ... add 145.54
93966  Tendon transfer foot and ankle - single ... 27.77 326.37 4
93968 - each additional (max. of 1) ..o add 167.67
93970  TENOUESIS ... vttt et et e et e e et e 27.77 333.58 4
93972 Graft et 37.03 326.37 4
93974 -each additional ...........oeoviiiii i add 121.89
93976  Lengthening or shortening - L ... ...ccooiiiiiii e 27.77 288.16 4
93978 - each additional ..., add 141.56
93980 Suture extensor teNAON - 1 ... e 27.77 184.57 4
93982 - each additional ............ccooeiiiii i add 91.42
93984  Suture flexor tendon - 1 ... 27.77 396.33 4
93986 - each additional ............cooooiiii i, add 217.68
93988  Achilles tendon repair - €arly .......ccoiiii it 27.77 293.00 4
93990 - L= P 27.77 452.60 4
93992  TenOtOMY - OPEN = L 108 .iuiiiii ittt et e e et e e e e 112.35 4
93994 -morethan 110 ..o 218.15 4
93996 -closed - 110€ (IOP) ..o e 74.35 4
93998 -morethan 1toe (IOP) ..o 122.50 4
94000  Achilles or tibialis anterior/posterior tenotomy - Open ..........c.ceeeiieeeineannn. 27.77 221.23 4
94002 -closed ..., 182.23 4
Reduction — Fractures
94020  Ankle - no reduction, rigid immobilization ................ccooiii 67.75
94022 - Closed redUCHION ......ouee e e e e 27.77 144.80 4
94024 -0opeN - 1 MaAllEOIUS ....ee e 37.03 237.50 4
94026 - open - multiple malleoli or ligaments ..o, 37.03 467.29 5
94027 - extensive debridement of compound fracture ........................... add 217.00
Ankle fracture with tibial Plafond burst
94028 - CloSEd reAUCHION ......e et e 27.77 312.13 4
94030 o) o 1= T =T [0 1[0 T o N 37.03 601.36 6
94031 - extensive debridement of compound fracture .................coeeeini add 251.36
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October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
FOOT AND ANKLE (Cont'd)
Reduction - Fractures (Cont’'d)
94032 Metatarsus - N0 reduction - 1 OF MOTE ........vuiiiieiitiiiiie et i e 63.39
94034 - with rigid immobilization ..o, 81.94
94036 - closed reduction - 1 OF MO ........uuieiiie e e 27.77 112.54 4
94038 - 0PEN TEAUCHION = 1 Lot e e e e e e e e e 37.03 192.39 4
94040 22 o g 1410 ) 37.03 263.84 4
94041 - extensive debridement of compound fracture ...................coeo. add 139.02
94042 Os calcis - no reduction, rigid immobilization ...................coccoii i, 125.43
94044 - Closed redUCHiON .......coiieiii e e 189.53 4
94046 - open reduction with repair of both the subtalar and
calcaneocuboid JOINES .......oviiie e e 37.03 528.08 4
94047 - extensive debridement of compound fracture ....................... add 278.08
Phalanx
- no reduction, rigid immobilization
94048 e e e e e an 63.39
94050 -each additional ...........oooiiiii i 26.24
94052 - Closed reduCtion = 1 ..o e 86.54 4
94054 -each additional .............c.cooiiii add 29.09
94056 o] o 1=l =To (U T3 o o T PP 37.03 186.49 4
94057 - extensive debridement of compound fracture ...................cooo. add 100.34
Tarsus excluding os calcis
94058 - no reduction - rigid immobilization ... 126.40
94060 e (o= To N = To (1T i o] o B P 27.77 193.50 4
94062 o] o 1=T o N =To (U1 o o H PP 37.03 347.05 4
94063 - extensive debridement of compound fracture .................ccceevei. add 147.05
Intraarticular fracture - IP joint
94064 = ClOSEA FEAUCHION ...u.ie it e e e e e e 100.44
94066 o] o 1=l =To (U111 o ] o TP 27.77 167.29 4
94067 - extensive debridement of compound fracture ...................coeo. add 94.89
Reduction — Dislocations
Ankle
94080 = ClOSEA FEAUCHION ...u.ie it e e e e e e 37.03 111.35 4
94082 o] o 1=T l =To (U111 o ] o T PP 37.03 252.45 4
94084 - recurrent dislocation and/or subuxation ..............ccoooviii i, 37.03 367.45 5
Interphalangeal
94086 e (o 1=To N = To (1T i o] o AP 57.50 4
94088 -each additional ...........oooiii i add 10.25
94090 ] o 1=T o =To (U1 o o H PP 37.03 151.25 4
Metatarsophalangeal
94092 = ClOSEA FEAUCHION ...u.ie it e e e e e e 104.62 4
94094 -each additional ............cooiviiiii add 57.37
94096 o] o 1=l = To (U111 o ] o TP 37.03 210.47 4
Tarsus
94098 e (o 1=To N = To (1T i o] o HU PP 190.18 4
94100 ] o 1=T o =To (U1 o o H PP 37.03 295.03 4
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SURGICAL PROCEDURES

OPERATIONS ON THE RESPIRATORY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
NOSE
94200 EUGA of nasopharynx for malignant disease including biopsies (IOP) ........... 41.25 4
94202 EUGA of nasopharynx, if only procedure performed (IOP) ...........cccoieiininnes 27.54 4
94208 Insertion of prosthesis for nasal septal perforation (IOP) ..., 18.30
94210 Fiber-optic endoscopy of nasal cavity and/or nasopharynx (IOP) ................. 29.87
94212 - with fiber-optic examination of larynx ............ccccooviiii i, add 15.00
94214 - With BIOPSY Of [arynX ..o e add 10.00
Incision (IOP)
94220 Drainage of abscess or haematoma of septum - general anaesthetic ............ 52.90 4
94222  Submucous turbiNECIOMY ... e 52.90 4
Q4224 BIOPSY +tuvtnetntun et ettt e et e e e e e e e e e an e e e an e an e en e 48.45 4
Excision
Nasal polyp (IOP)
Excision under local anaesthetic
94230 S SINGIE e 20.00
94232 - multiple (Unilateral) ..........cooiiir i 52.90
Excision under general anaesthetic
94234 S SINGIE e 52.90 4
94236 - multiple (Unilateral) ....... ... e 56.71 4
94238 - single choanal POIYP .....eoeiinii 52.90 4
Septum
94260 - submucous resection including septoplasty ...........cocoviiiiiiiiii i, 293.65 4
94262 Partial septorhinoplasty (excluding 0Steotomies) ..........coovvvvviieviiiievininennn. 526.00 7
94264 Complete SeptorhinOPlasty .........cceiiie i e 541.65 7
94266 - with autogenous bone graft ... 768.45 7
94268 - bone graft QUtOgENOUS ........oinii i 37.03 360.45 4
94270 - hon-autogenous - prosthetic implant ... 37.03 232.00 4
94276  SeptodermMOPIASTY .......c.irie e e 306.85 4
94278 Closure of septal perforation ..........c.ocviiiiiiiit i e e 358.70 4
94280 Localization of cerebrospinal rhinorrhea (fluorescein injection) .................... 86.10 4
94284 Narrowing operations or implant for atrophic rhinitis - unilateral ................... 241.85 4
94286 Excision of intranasal lesions by lateral rhinotomy approach ....................... 37.03 470.00 7
Excision of choanal atresia
94290 - anterior nasal approach ....... ... 37.03 343.05 4
94292 - puncture and insertion of tube only ... 58.86 4
94296 Biopsy under local anaesthetic (IOP) ..o e 17.94
94298 Biopsy under general anaesthetic (IOP) ..........cocoviiiii i 48.45 4
Repair
94310 Choanal atresia - dilation .............coooiiii i, 70.25 4
Rhinoplasty for Reconstruction of Cleft Lip — Nasal Deformity
94314 Rhinoplasty for reconstruction of cleft lip nasal deformity in adolescence or
AdUINOOM ... 37.03 391.02 7
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October 1, 2026

SURGICAL PROCEDURES

OPERATIONS ON THE RESPIRATORY SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
NOSE (Cont’d)
Removal of Foreign Body (IOP)
C S ML o VF
94330 - complicated, or involving general anaesthesia ................c.co v, 48.45 4
Destruction (IOP)
94340 Cauterization of turbinates - uni or bilateral ..................ooi 52.90 4
94342 Cryosurgery of turbinates - uni or bilateral ... 52.90 4
Treatment of Epistaxis (IOP)
94350 Cauterization of nasal septum chemical or electrocautery ..................coceevenn. 10.95 4
94352  ANErIOr PACKING .. vttt e et e et et e e e e VF 4
94356 Anterior and posterior packing Only ..........cccoiii i 33.75 4
94360 Ligation of external carotid artery ..........c.oeuvieeiiiee i e e reee s 55.54 282.85 6
94366 Endoscopic transnasal ligation of the sphenopalatine artery for posterior
epistaxis —unilateral ......... ..o 123.70
ACCESSORY NASAL SINUSES
Antrum or sinus lavage (IOP)
94370 - Proetz displacement .........covii i 5.45
94372 - Antrum or sinus lavage under local anaesthetic — unilateral ................ 41.10
94374 - Antrum or sinus lavage under general anaesthetic — uni or bilateral ...... 41.10 4
Sinusotomy, sinusostomy, sinusectomy as indicated
Maxillary
94380 -intranasal - unilateral ....... ... e 37.03 119.09 4
94382 - radical, Caldwell-Luc - unilateral ............c.oooiiii i e 37.03 235.40 4
94384 -MAaXIlECIOMY ... e 92.57 971.75 10
Frontal
94388 - trephine and SINUSECIOMY ......cvuii i e e e e e 134.24 4
94390 STAAICAL et 438.00 5
94392 - external fronto - ethmoidal with sphenoid if necessary ....................... 37.03 438.00 6
94394 Coronal and/or osteoplastic procedure for frontal sinusectomy, reconstruction
or obliteration — unilateral or bilateral ... 64.80 681.60 10
Ethmoidal
94398 -intranasal - unilateral ....... ... e 150.60 4
94400 -external - unilateral ... ... 37.03 343.05 4
94406 Sphenoidal - INtranasal ............coiiiiiiii e e 308.46 4
Introduction
94420 Radium application to nasopharynx (IOP) .........cooiiiiiiiiiiii e e, 11.99 4
Suture
Closure of antro-oral fistula
94430 SV BTY SIMIPI et e e e e 28.34 4
94432 - With CaldWell-LUC ... 203.83 5
94434 -with palatal flap ..o 232.17 5
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SURGICAL PROCEDURES

OPERATIONS ON THE RESPIRATORY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
ACCESSORY NASAL SINUSES (Cont’d)
Repair
94436 Trans-nasal endoscopic repair of CSF rhinorrhea (includes harvesting of graft
material) with or without 3D CT/MRI image guided system ...............c....... 822.45 15
LARYNX
Endoscopies (IOP)
Laryngoscopy
Direct (under general anaesthesia)
94440 - With or WithOUE DIOPSY ..vv i e 63.52 6
94442 - with removal of foreign body ... 106.45 6
94444 - with removal Of 18SION(S) ... e 218.60 6
94446 - with dilation of larynx and bronchoSCopY .........ccoviiiiiiiiiiiiiiee e, 202.35 6
Indirect
94448 S WItH DIOPSY ottt s 22.89 6
94450 - with simple remaoval 0f bone ..........coooiiiiii 41.99 6
94452  Using operating microscope — add to charges for laryngoscopy .................... 28.34
94454  When using laser with microlaryngoscopy for benign or malignant disease, to
Q4444 0T QAAAB ... ..ot e et e e e e e add 121.65
Introduction
94456 Teflon augmentation larynNX ........ ..o e e 163.20 6
94458 Botulinum toxin injection(s) for spasmodic dysphonia ...............coccvvvevivinnnn. 120.00
Excision
Laryngectomy
94460 (0] - | PP 55.54 838.90 13
94462 - partial (1aryngo-fiSSUIe) ... 55.54 444.85 8
94464 - With bIOCK dISSECHION ... .. e 55.54 514.48 8
94466 - hemilarynNQeCtomy .........oiie e e 55.54 845.85 9
94468  ArytenOIdECIOMY ... .eie ittt e et e et et et e e e e e e e e 55.54  395.05 8
94470 Excision of benign growth(S) .......ceiiiiiiii 55.54 226.35 8
Repair (including laryngoscopy)
94480 Laryngoplasty — e.g., repair of stenosis and fractures, transections (not to be
billed With 94464 0F 94466) .......ceiee it et e 629.85 6
94482  ArYIENOIAOPEXY .. nentie ittt et et e e e et et e et e et e e e e e e aaas 375.95 8
94484  Creation of tracheo oesophageal fistula ... 27.77 234.60 4
94486 Insertion of voice prosthesis (IOP) ..ot e 24.60

N-3



SURGICAL PROCEDURES

OPERATIONS ON THE RESPIRATORY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
TRACHEA AND BRONCHI
Endoscopy (IOP)
Bronchoscopy
94500 - with or without biopsy, suction or injection of contrast material ............. 150.36 6
94502 - with removal of foreign body ... add 60.24 6
94504 - with dilatation of StriCture ... add 58.51
94506 - with selective endobronchial blocker or catheter insertion ............. add 65.96
94508 - with palliative endobronchial tumour resection including laser or
CIYOtNEIAPY .. iei it e e e e e e add 81.16
94510 - with selective brushings of all 18 segmental bronchi for occult
carcinoma in situ; specimens labelled as to site .................... add 90.41
94512 - with broncho alveolar lavage for obtaining specimens suitable for
differential cellular analysis ... add 146.28 6
94513 - with transbronchial lung biopsy under image intensification only
................................................................................................. add 95.86
94514 - transbronchial needle aspiration (TBNA) of mediastinal and/or hilar
lyMPh NOAES ... add 123.71
94515 - TBNA Of JUNG MASS ...ttt e e e e e e e add 104.00
94516 Endobronchial ultrasound (EBUS), for guided biopsy of hilar and/or
mediastinal lymph nodes ... 235.32
94517 - additional biopsy(s) performed by EBUS, to a maximum of 3, to 94516
.................................................................................... add 83.02
94520 Tracheo-bronchial toilet ........ ..o e 35.08
94522  Transtracheal aspiration ............c.oiiiriie it et e e e e e 11.99
94524  Triendoscopy (where 3 separate instruments are used to examine the larynx,
esophagus and bronchi) ..........cooiiiiiii 321.45
94526  Closure of persistent traCh@OStOMa .........ceivii it e e e 127.45
94528 Change of tracheostomy tube ..........coooi i 10.75
Incision
94532  TracheosStomy (IOP) ... e e e e e e 46.29 731.40 5
94536 Insertion of Montgomery “T” tube or similar laryngeal or tracheal stent ........... 37.03 205.65 8
Excision
94540 Segmental resection cervical trachea .............coooeiiiiii i 83.31 772.95 10
94542 - with resection of CriCOId ...........coveiiniiiii i add 229.00
94546 Resection of mediastinal trachea with either sternotomy or thoracotomy ......... 83.31 684.52 13
Repair
94550 Tracheal rupture, tranSCerVICal ....... ..ot e 83.31 565.00 10

N-4



SURGICAL PROCEDURES

OPERATIONS ON THE RESPIRATORY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
CHEST WALL AND MEDIASTINUM
Incision
94560 Excisional biopsy of rib for tumour (IOP) ..., 27.77 137.67 4
Excision
94570 Chest wall tumour involving ribs or cartilage and reconstruction of chest wall 83.31 500.86 13
94578 Excision of first rib and/or cervical rib to include scalenotomy when required 55.54  395.02 6
94580 Mediastinal tUMOUT ... ..cu e e e e e e e e e e e e e eeens 120.34  640.06 13
94582  Anterior mediastinotomy — sole procedure .............ccooooiiiiii i 27.77 191.84 6
Endoscopies (IOP)
94590  MediaStiNOSCOPY ... .vututeitiieiet et et e e e e et e e e e et e et e et e e e e e e 55.54  181.38 6
94592 = With BrONChOSCOPY . ovtiit i e e e 55.54  240.35 6
94593 - with transbronchial biopsy under image intensification (including
BroNChOSCOPY) cvuvrii it e 55.54  271.15 6
94594 - With mediastinotomy ... e 55.54  344.46 6
94596 - with bronchoscopy and mediastinotomy ...........ccccoveeiiiiiiiiieennnnne. 55.54  338.55 6
Repair
Chest Wall
94600 SPlEUra — ClOSEA ....v it e IC 5
94602 S PlEUMA — OPBN ottt e e e e e IC 13
94610 Pectus excavatum or carinatum repair (by reconstruction, not implant) ......... 55.54  668.31 11
Surgical Collapse
Thoracoplasty
94620 R T - Vo = 92.57 213.64 10
94622 - MUIt-StAgE — €ACKH ..t 83.31 141.70 9
Pneumolysis
94626 Sintra pleural ... 46.29 141.70 5
94628 mextra pleural ... s 46.29 213.64 5
Apicolysis
94630 mextrafascial ... 46.29 213.64 5
94632 S EXIFA PIEUNA ..t e e e e e 46.29 213.64 5
94634  Phrenicotomy (IOP) ... .. e e e 46.29 59.95 5
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SURGICAL PROCEDURES

OPERATIONS ON THE RESPIRATORY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist  Spec. Anaes.
LUNGS AND PLEURA
Introduction — Thoracentesis (IOP)
Thoracic
94660 - aspiration for diagnostic sample ...........cccooii i, 27.00
94662 - therapeutic drainage including sample ..............coocooiii e, 41.36 4
Administration of chemotherapy, including therapeutic drainage and sample
94664 SNIAL e e e 55.14 4
94666 B (=] 01T | PP PIPPP 24.53 4
94668 Lung lavage with or without bronchoscopy for pulmonary alveolar proteinosis 184.94 13
Endoscopy (IOP)
94680 Thoracoscopy or pleuroscopy with or without pleural biopsy, suction, etc. ..... 222.02 5
94682 Transbronchial lung biopsy(s) including bronchoscopy ..........c.ccovvviiiiinn.. 181.02 6
Incision
94690 Biopsy of lung, needle (IOP) ... 68.14 4
94694  Biopsy of pleura, needle (IOP) ... e 35.17 4
Thoracotomy
94700 - insertion of chest tube (IOP) ......ciii i, 27.77 101.42 4
94702 - rib resection for drainage or biopsy (IOP) ..........ooveviiiiiiiiiiie i, 55.54  310.46 6
94704 - exploratory or removal of foreign body .............ccooeeviii i 120.34  399.14 13
94706 - thoracotomy with or without biopSy ..........cooiiiiii 120.34  399.14 13
94708 - thoracotomy for post-operative haemorrhage or empyema ................ 120.34  399.14 13
94710 - thoracotomy with repair of ruptured diaphragm ..................cooiniee 120.34 533.87 13
94712 Insertion of permanent pleural drainage catheter ...t 200.00 6
94714 Removal of permanent pleural drainage catheter ..................cooiiiiinen. 67.39 6
Notes:
i) Not to be billed for simple thoracocentesis or placement of a
temporary pigtail drainage catheter.
i) The fees for codes 94712 & 94714 include payment for local
anaesthesia, thoracocentesis, aspiration, drainage and
ultrasonic guidance by the physician who performs the
procedure.
94716 Decortication of lung with muscle graft and closure of pleural fistula ............. 138.86 574.54 15
94718 Intercostal drainage with sclerosing agent (IOP) ........ccoovviiiiiiiiiieiiiiee e, 55.54  132.97 6
Excision
Biopsy of pleura or lung
94730 - peripheral or parietal — including thoracotomy (IOP) ........................ 120.34  196.53 13
94732 - hilar — including thoracotomy .............cocoiiiiiiii e 120.34  286.49 13
94734  Pneumonectomy — COMPIELE ..ot e e e 120.34 926.17 14
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SURGICAL PROCEDURES

OPERATIONS ON THE RESPIRATORY SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist  Spec. Anaes.

LUNGS AND PLEURA (Cont’d)

Excision (Cont'd)

Lobectomy
94746 70 ) 201 0] =] (=t 120.34 926.17 13
94748 - segmental reSECHION .......oi i e 120.34  926.17 13
94750 - WEAGE FESECLION ...ttt et e et e et e ettt e e e 120.34  482.40 13
94754 - PIUS dECOILICALION ...\ttt e e e e e e e 138.86 IC 15
94770 Excision of broncho-pleural fistula ..............ooooiii i, 92.57 IC 13
94772 Pleurectomy-pleural decortication ..............cccoeviiiiiiiiiii i e 92.57 562.80 15
94774  Sleeve resection with [0bECtOMY ..o, 129.60 993.90 13
94780  Lung transplantation ............iieieiiie e e e IC IC IC
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SURGICAL PROCEDURES

OPERATIONS ON THE CARDIOVASCULAR SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
GENERAL FEES
94800 With hypothermia and without bypass, basic fee for cardiovascular
] oo =0 (U] =P 25
94802 With hypothermia - €Xtra .......oo.oviiiit i e e e e e 209.70
94804 Pump bypass (extra for surgeon/basic for anaesthesiologists) — (bypass
includes cannulating and de-cannulating heart or major vein, major
artery, supervision of pump and pump run) ............cococoiiiiiiiie e 468.04 28
94805 Coronary artery repair commenced on a beating heart (extra for
surgeon/basic for Anaesthesiologist) .........ccoevvviiiiiiiiii i 468.04 28
94806 Circulatory assist device e.g., intra-aortic balloon (includes cannulation,
post-operative care and SUPEINVISION) ......cc.vvveeiiiiieciieeceienennnn (I0P) 252.68 5
94810 Decannulation of circulatory assist device (IOP) .........ccovviiiiiiiiii i, 103.86 5
94814 Repositioning of intra-aortic balloon pump (no claim to be made for
repositioning within 24 hours of original insertion) ............................ 105.56 5
94818 Re-operation for failed vascular grafts — for repair or replacement of existing
prosthesis (more than one month after original operation) in addition to
appropriate benefit ..o 146.99
94820 Removal of failed vascular graft without arterial reconstruction - when sole
ProCcedure (IOP) ... e e ——— 149.43 6
94822 Re-operation involving open heart procedures with pump (more than one
month after initial operation) in addition to appropriate benefit) ........... 146.99
HEART AND PERICARDIUM
94830 Cardiotomy with exXploration .......... ..o 166.63 563.20 20
94832 - with removal of foreign body ... 166.63 694.62 20
94834 - with removal Of tUMOT ... 166.63 553.55 20
Closure atrial septal defect
94836 = SECUNAUIM L.t e 166.63 719.63 20
94838 - endocardial cushion and valve defect ..............cccovviiiiiiiiiiiniiniin, 166.63  1,180.92 20
94840 - with anomalous pulmonary venous drainage ............ccccoveeevevineennn. 166.63 941.04 28
94842 Closure of ventricular septal defect ...........oooviiiiiii e, 166.63 963.19 28
94844  Total repair trilOgy ... .....o.oeie i e 166.63 761.77 28
94846 Total repair Tetralogy Of Fallot+....... ..o 166.63 1,100.34 28
94848 - with previous arterial shunt ......... ..o 166.63  1,303.48 28
94850 Repair total anomalous pulmonary venous drainage ..............cccooeeeeeineennn. 166.63 1,100.34 28
94852 Total correction transposition of great Vessels ..........cccoovvviii i i venenns 166.63 1,100.34 28
94854  Pulmonary ValIVOIOMY .......iiieii e et e e e e e e e e e aaes 166.63 660.20 28
94856 Pulmonary valvotomy and infundibular resection ...............cocoviiiiiiini s 166.63 761.77 28
94858  TricusPid VAIVOTOMY ...ttt e e et e et e e e e e e e e eenaans 166.63 722.84 20
94860  Tricuspid annUIOPIASTY ........cooeiuiie e e e e 166.63 643.27 20
94862 Tricuspid valve replacement ........ .o 166.63 843.25 28
94864  Mitral ValVOTOMY .......ouet ittt et e e e e e e e e e 166.63 722.84 20
94866 Mitral valvotomy - re-StENOSIS ... ....ui it et et et e e e e e e 166.63 812.56 20
94868  Mitral annUIOPIASLY ..ot 166.63 812.56 20
94870  Mitral replaCemMENt .......i e 166.63  1,088.66 28
94872  AOItIC VAIVOIOMY ..eiiiit et e e e e e e e e e e e e 166.63 795.62 20
94874  Aortic infundibular resection (ventriculomyotomy) ..........ccovviiiii i, 166.63 914.13 28
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SURGICAL PROCEDURES

OPERATIONS ON THE CARDIOVASCULAR SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
HEART AND PERICARDIUM (Cont’'d)
94876  Aortic valve replaCement ... .....iiiiiii i 166.63 1,324.85 28
94878 Aortic and mitral valvotomy - CloSed .........coviiiiiie i 166.63 931.05 20
94880 Aortic, mitral and tricuspid valvotomy - closed ..........cccoovviiiiiiiiii . 166.63 1,100.34 20
94900 Coronary - endartereCtOMY ..........ie e ettt et et e e e e e aea e 166.63 880.27 20
94902 - done in conjunction with coronary artery repair ........................ add 184.52
Coronary artery repair (aortic-coronary bypass graft) (includes internal
mammary)
94904 PP 166.63 1,014.86 20
94906 2 166.63 1,568.41 20
94908 RS o] g 1 1[0] (PP PP 166.63 1,780.62 20
Implantation of internal mammary - sole procedure
94910 S SN e s 166.63 675.44 20
94912 S AOUDIE Lo 166.63 829.49 20
94914  Aspiration of pericardium (IOP) ... e e 151.47
94916 Open biopsy of pericardium and drainage (transthoracic or epigastric) ........ 166.63 295.23 13
94918  VentriCular tUMOUT ...ttt et et e e e e e e eaeans 166.63 609.41 28
94920  VeNtriCUlar aNEUIYSIT ... ..ttt iee et e et e et et e e e e e e et e aaaene s 166.63 998.78 28
94922 Aneurysm of sinus of Valsalva .............coooviiiiii i, 166.63 880.27 28
Pericardectomy
94924 I 1o [0 =Y o 120.34 608.90 20
94926 - both sides open or sternal Split ... 120.34  1,199.37 20
94940 Implantation of epicardial electrode(s) - plus implantation of pack ............... 55.54 511.63 20
Pack replacement - see fee code 54358
94942 Replacement or repair of epicardial pacemaker lead (IOP) ........................ 27.77 79.04 5
94943 Implantation of cardioverter-defibrillator by transvenous approach .............. 46.29 712.54 12
94944 Removal and/or replacement of implantable cardiovertor-defibrillator (IOP) 27.77 411.77 5
94946 Implantation of coronary sinus lead for biventricular pacing ....................... 55.54 299.25 8
Ligation or division of patent ductus
94950 o 1 120.34 507.44 20
94952 -adolescentor adult ... ..o 120.34 844.80 20
Resection coarctation
94954 o 1 120.34 660.20 20
94956 Sinfant UNAEr L YEar ....vviei it e 120.34 761.77 20
94958 -adolescent or adult ..o 120.34 931.05 20
Congenital heart shunt procedures
94960 S P OIS e e 120.34 732.15 20
94962 S BIAIOCK ..t 120.34 655.04 20
94964 1T o T 120.34 666.47 20
94968 Creation of ASD - by balloon septostomy ..., 83.31 321.64 9
94970 Orthotopic cardiac transplantation ..............ccooioiiiii i IC IC IC
94972  DONOK CArdi@CIOMY ... utiie it eit e eet e et et et e e e e e e et e et e aanens IC IC IC
94974  Cardiopulmonary transplantation .............ccoiiie i IC IC IC
94976 Donor heart-lung removal ....... ..o IC IC IC
94980 CardiaC MASSAGE - OPEIN ...uirirtiee ittt et ee et e eet e et e et et ae e e e e e e aeeeanas 120.34 217.73 13
94984 Thoracotomy - with or without DIOPSY .......c.oiiieii e 120.34 365.34 13
94986 - for post-operative hemorrhage ............ooooiiiii i 120.34 365.34 13
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SURGICAL PROCEDURES

OPERATIONS ON THE CARDIOVASCULAR SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
HEART AND PERICARDIUM (Cont’'d)
94988 Pulmonary artery banding ..........oooiii i 120.34 502.77 20
94990 - with pressure studies by Anaesthesiologist, extra .................c..oovee. 5
94992  Correction Of COr tratriatum .........ocuiuiiiiie i e e 166.63 702.52 20
94994 VASCUIAE FINQ - et et et e e et e e et e e e e et e et e e e e e e 166.63 719.63 20
Repair
95000 Complete A-V CaNAl .......coiieiiie 166.63 1,184.98 28
95002  SiNGIE VENIIICIE ...vieie e e e 166.63 1,332.26 28
95004 Double outlet - right/left ventricle ...........ocooviiiiiii e, 166.63 1,184.98 28
95006 - ventricle with transSpoSItion ..........cccoeviiie i 166.63 1,332.26 28
95008  TTUNCUS @ILEIIOSUS ... vuttne et eiteit et ree ettt e e eet e e ea et e en e e eeeeneanans 166.63  1,332.26 28
95010 Interrupted @OrtiC arCh ... ..o 166.63 1,184.98 28
95012  Aorto-pulmonary WINAOW ..........ceouiee it e e e e e e e e eeaens 166.63 743.16 28
95014 R-V outflow tract with valve and tubular graft ... 166.63 829.49 28
95016 Debanding arterioplasty of pulmonary artery .............coooeviiiiiiiiiiiiiiin 166.63 744.85 28
ARTERIES
Cannulation for infusion chemotherapy
95050 - superficial temporal artery .........oovi i 27.77 73.65 4
95052 S REPALIC AMEIY ..ttt 55.54 178.17 6
95054 E - 1] [« [ PP 46.29 114.28 5
95056 Regional isolation perfusion, €.g. iliaC ............ooiii i, 92.57 321.19 10
95058 Exploration of Major artery ...........cooceiioe it e e 55.54 349.95 IC
Incision
95070  Arteriotomy (IOP) ...v.iie it e e e e 90.19 4
Note:
95070 is not allowed in addition to other major cardiovascular surgery when
performed at same time.
Repair — traumatic
95080 Suture of lacerated major artery or microscopic repair of digital artery ......... 37.03 316.85 10
95082 Repair of lacerated major artery (including patch angioplasty) ................... 92.57 598.40 10
95084 - by by-pass or interposition graft ..............ooociii i, 92.57 467.08 10
Ligation
95090 Ligation of artery (as sole procedure) ............ccooiiiiiiieiiiie i e 27.77 141.04 8
95092 - internal maxillary artery (Caldwell-Luc approach) ................coooeeie. 64.80 388.40 10
95094 - anterior ethmoid artery ..., 55.54 285.35 6
95096 - internal iliac artery (uni or bilateral) ..o 64.80 269.70 10
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SURGICAL PROCEDURES

OPERATIONS ON THE CARDIOVASCULAR SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ARTERIES (Cont’d)
Excision and/or Repair
Preamble
1. Repair of arteries implies either endarterectomy and/or by-pass
graft.
2. Fee for gas endarterectomy of coronary artery should be the same
fee as for coronary endarterectomy.
3. The fee listed for by-pass grafts include endarterectomy and/or
thrombectomy of the artery being repaired.
(@) Common femoral artery repair (e.g. 95158, 95160) includes
repair to the profunda femoris artery as far as the first major
branch.
(b) If the repair extends beyond the first major branch of the
profunda femoris artery, 95110 may be claimed in addition.
(c) If the repair extends beyond the second major branch of the
profunda femoris artery, 95188 instead of 95110 may be
claimed in addition.
For procedures involving the application of a complete aortic cross clamp,
the anaesthetic basic fee will depend on:
(a) the level of application of the cross clamp,
(b) the surgical exposure and extent of the aortic repair.
Surgical Exposure Aortic Cross Clamp
95100 - Abdominal - SupracoeliaC .......cooeeeiiiiii i, 20
95102 - Infracoeliac ...........ccoceiiiiiiiii 17
95106 - TROTACIC ..o .ee ittt et et et 25
95108 - Thoraco-abdominal ..o e e e 30
95110 Anterioplasty with or without patch graft including microvascular
anastomosis, arterial and/or venous, (other than listed below) ............ 92.57 405.96 10
95112 Carotid - eNdartereCtOMY ......ccuieiitie it ettt et e e e e e e 92.57 666.65 10
95114 - carotid body tUMOUN ... ..o 92.57 715.76 10
95116 - aneurysm - reconstruction or excision with graft ......................... 92.57 763.04 10
Aortic arch reconstruction
95118 INNOMINALE ... e e e e e e e e e e e e 92.57 799.46 10
95120 SUDCIAVIAN ...t e 92.57 785.77 10
95122 VErteBral ... . et e 92.57 720.89 10
95124 - With thoracotomy ..........oooiiiii e e add 27.77 140.54 7
95126 STUPEUREd Lo add 221.62 3
Thoracic aorta aneurysm - repair or excision with graft
95128 S ASCENAING vttt e e 92.57 1,318.53 20
95130 S AICN 92.57 1,637.14 20
95132 - descending with or without temporary shunt ..................cooieiane. 92.57 1,047.18 20
95134 B 0] o] 10 (=T PSP add 221.62 3
95136 Thoraco - abdominal anNEUINYSIM ...t e e e e e e 166.63 2,213.78 30
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SURGICAL PROCEDURES

OPERATIONS ON THE CARDIOVASCULAR SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ARTERIES (Cont’d)
Excision and/or Repair (Cont’d)
95138 Abdominal a0rta - @NEUIYSIM ... ettt e e e e e e e 92.57 1,084.28 17
95140 - plus unilateral common femoral repair .............c.coeiiii i, 92.57 1,181.43 17
95142 - plus bilateral common femoral repair ............ccooooiiiiiiiiii . 92.57 1,275.09 17
95144 - plus implantation of inferior mesenteric artery ......................... add 160.68
95146 R 1810110 (=Y PPN add 287.77 3
95148 Endovascular aneurysm repair using stent grafting ................cocee v, 92.57 1,396.90 17
Mesenteric or celiac artery repair
95150 B = L= 0T 072 o N 92.57 341.33 10
95152 - excision of celiac ganglion or removal of band only ........................ 92.57 341.33 10
95154 - endarterectomy or graft ... 92.57 785.77 10
Aorto-iliac repair
95156 - including common iliac repair (uni or bilateral) ..............c.cooiiiin. 92.57 916.56 17
95158 - plus unilateral common femoral repair .............coooviiiiiiiie i, 92.57 1,075.81 17
95160 - plus bilateral common femoral repair ............coooeiiiiiiiii i, 92.57 1,190.83 17
95162 - plus implantation of inferior mesenteric artery ......................... add 160.68
95164 - embolectomy or thrombectomy of bifurcation (aorta or graft) ............ 92.57 417.94 10
95166 Total removal of infected aortic graft (stem and limbs) (arterial
FECONSIIUCTION EXIIA) ... vttt ettt e e e e et e eanaes 92.57 763.95 17
95168 Closure of duOdeNnUM ... e e e add 105.61
95170 Partial removal of infected aortic graft (one limb only) (arterial reconstruction
11 - ) SO 92.57 311.71 10
95172 Renal artery - aneurysm - reconstruction or excision with graft ................... 92.57 720.89 10
95174  RENAl @rEIY FEPAIN .. vt ittt ettt et e e et e ee e e e e e e e e e e aaes 92.57 720.89 10
95176 Splenic artery aneurysm - reconstruction or excision with graft ................... 92.57 341.33 10
95178 lliac repair to include internal iliac aneurysm ..........c..coooiiiiiiiiii i, 92.57 729.66 10
95180 llio-femoral by-pass graft ...... ..o e 92.57 729.66 10
Per-obturator ilio-femoral graft
95182 - With SAPhEN0OUS VEIN ... e e 92.57 814.65 10
95184 - with prosthetic graft ..o, 92.57 729.51 10
95186 Common femoral/profunda femoris repair (profundoplasty) when sole
procedure PerformMed ........c.ooiiriiiii i 92.57 506.56 10
95188 Extended profundoplasty ........c.oeeeiiie i i 92.57 706.66 10
95190 Axillo-femoral, femoro-femoral or axillo-axillary graft ... 92.57 656.55 10
95192 Aorto-femoral unilateral graft (for bilateral see 95160) ..........ccccvieeiiiennn.n. 92.57 785.77 17
95194 Femoral aneurysm - reconstruction or excision with graft .......................... 92.57 543.70 10
95196 Repair of false aneurysm at groin anastomosis ..........cccoveveviiieieieieninnnn 92.57 809.39 10
95198 Femoral-popliteal endartereCtomy ..........ccoovviiiiiiiiiit e e 92.57 687.99 10
Femoro-popliteal (with or without endarterectomy) ...........cocoeeviiiiiieninnnnn. 92.57
95200 - With SAPhEN0OUS VEIN ...t e e e e 92.57 776.59 10
95204 - with prosthetic graft ..o, 92.57 607.67 10
Femoro-anterior/posterior tibial/peroneal by-pass graft (with or without
endarterectomy)
95206 - With SAPhEN0OUS VEIN ... e 92.57 801.14 10
95210 - with prosthetic graft ... ... 92.57 809.02 10
95212  Popliteal anEUIYSIM ... ...t e e e e e 64.80 729.66 10
95214 Peripheral arteries other than listed - aneurysm .............ccooiiiiiiiine e, 64.80 371.84 10
95216 Embolectomy - artery or graft (as sole procedure) ............cccovvvieiiinevininns 64.80 511.02 10
95218 Thrombectomy - artery or graft (as sole procedure) ...........c.ccoevviiiiiinininn. 64.80 511.02 10
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SURGICAL PROCEDURES

OPERATIONS ON THE CARDIOVASCULAR SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ARTERIES (Cont’d)
Excision and/or Repair (Cont’'d)
95220 Embolectomy and/or thrombectomy when done in conjunction with other
VaSCUIAr PrOCEAUIES ....vivie e it e e e e e e eaans add 133.47
95222 Gastric devascularisation - when sole procedure ............cocvvvie v iiinnnn, 92.57 422.52 10
In-situ saphenous vein arterial by-pass
95224 010 ] 11 LT | PP 92.57 1,164.42 17
95226 SHIDIAL 92.57 1,350.09 17
VEINS
Excision
Resection of AV aneurysm or fistula with or without major graft
95240 (0= 1T =T o T=T0 ] VA o PP 92.57 974.39 17
95242 = MINOT ANEUIYSIM ettt eet e et et e e e e e e eea e tea e rea e teaee e eenens 92.57 497.25 10
Ligation
95250  SaphenoUS (IOP) ..uiii it e e e e e e 62.08 4
95252  FemOral (IOP) ...t et e s 27.77 68.42 4
95254 POPItEAI (IOP) ...t ettt et e e e e e e e 27.77 68.42 4
95256 Internal jugular (IOP) ... e e 46.29 134.61 5
95258  INterNal iliaC ... ..ccoeneie e e s 55.54 357.72 10
95260 IVC - transabdominal ..........o.ouuiiiii i e 55.54 411.70 10
95262 - transvenous (UMbrella) ..o 55.54 330.89 10
95264 High ligation and stripping of long saphenous vein with groin dissection ....... 37.03 229.63 4
95266 Stripping of short saphenous vein with popliteal dissection ........................ 37.03 118.39 4
95268 Multiple ligation and avulSION ............couii i 37.03 213.34 4
95270 Recurrent varicose veins - multiple ligation and/or stripping .............c......... 46.29 333.72 5
95272 Extra fascial and sub-fascial incompetent perforators by full fascial
TECHNIQUE .. e 46.29 348.65 6
95274 = PIUS SHAPPING v et e e e e e e e e add 115.94
Repair
95290 Lacerated major vein, e.g., femoral, popliteal, vena cava, axillary,
subclavian, brachial or microscopic repair of digital vein .................... 37.03 294.16 4
95292 -including patch ... 92.57 450.45 10
95294 by vein graft ... 92.57 793.55 10
95296  SVC DY-PasS Qraft ... ...ouiie it e e 64.80 630.91 17
95298 Pulmonary emboleCIOMY ....ouiuiiii e e 166.63 720.18 20
95300 llio-femoral thrombectomy with or without femoral vein ligation ................... 92.57 404.44 10
95304 Thrombectomy, otherthan above ...........ccoooiiii i 64.80 302.80 10
95306 Distal spleno-renal Shunt ...........ocoiiiiiiii e 92.57 1,047.37 10
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October 1, 2026
SURGICAL PROCEDURES

OPERATIONS ON THE CARDIOVASCULAR SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist Spec. Anaes.

VEINS (Cont’d)

Anastomosis
95320  POMO-CAVAl ..\ttt ittt e e e e e e e e 92.57 763.66 10
95326  MESO-CAVAI ...iviitiit it it ettt e et e e et e e e e e 816.92 10
95328 Creation of AV fiStUIA ......vieii i e 37.03 440.00 6
95330 Obliteration of AV fiStUla .......cooiii e s 103.57 4
95332 Ligation or removal of by-pass graft ... 103.57 4




SURGICAL PROCEDURES

OPERATIONS ON THE HAEMIC AND LYMPHATIC SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec.  Anaes.
SPLEEN AND MARROW
Incision (IOP)
95350 Splenic puncture and aspiration .............ceoe it 50.34 4
Bone marrow
95352 S ASPITALION L.ttt e e 46.75 4
95354 - interpretation of marrow smear, including assessment of peripheral
smear and iroN SEAIN .........oouiiniii e 32.40
95356 - aspiration and interpretation ............ccooiiii i 72.41
95358 Core biopsy (with biopsy needle) ...... ..o 63.35 4
Bone marrow transplantation - team fee
95360 - aspiration from donor ... IC IC IC
95362 - infusion INtO reCIPIENT ... i e IC IC IC
Excision
95370  SPIENECIOMY ..ttt e e e e e e 64.80 565.58 7
95372  B0oNE BULtON (IOP) ...iiit it e e e e e e e e e e e e 35.97 4
LYMPH CHANNELS
Excision
95380  CYSHC NYGrOMA ..o e e e e e e e e e e e e e 55.54 231.68 6
LYMPH NODES
Incision
95400 Drainage of sub-fascial abscess (IOP) ..........cocvi i i 77.23 4
Excision
95413 Neck - limited dissection, must include 2 levels (unilateral) or central
[ofe] 10T oF= T 10 1= o1 AU 74.06 568.70 8
95415 Neck - comprehensive dissection, must include 3 or more levels, unilateral 74.06 1,120.80 8
95418 llioinguinal, radical reSECtioN ...........ouieiiit i e e 55.54 308.91 8
95420 Axillary or inguinal nodes, radical resection ..............c.ccoeeiiiieviiie i, 37.03 371.84 4
Biopsy (IOP)
95426 - cervical, axillary, inguinal ... 37.03 97.57 4
95428 S SCAIBINE .ttt 37.03 157.88 4
95430 - sentinel node biopsy (per draining basin) ..............cocoiiiiiiii 55.54 363.71 6
95438 Staging pelvic lymphadenectomy ..o 64.80 307.22 7
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
MOUTH
Incision
95450 Drainage of Ludwig’'s Angina, complete care ............cocoieviiiiiiieiiiiiiaineen 70.85 5
95452  BiIOPSY (IOP) et iee it et e e e e e 33.75 4
Excision
95460  Simple excision of 18SION (IOP) .......oiiiiiii i e e 37.03 71.00 4
95462  EXCISION Of raNUIA ........ovii i e 37.03 157.80 4
95464  Composite resection of lesion of oral cavity and/or oropharynx with partial
resection of ManNdibIE ..ot 92.57 1,030.70 12
95466  Extended composite resection of lesion of oral cavity and oropharynx with
partial resection of mandible and resection of maxilla ......................... 92.57 1,059.45 12
95468  Excision of intra-oral tumour (greater than 2.0 cm. average diameter) ......... 37.03 354.50 6
Oro-pharyngeal carcinoma
95470 - excision floor of mouth, mandible and glands of neck ....................... 74.06 490.50 12
Cryosurgery or treatment of premalignant or malignant lesion(s) of oral
cavity or sinuses
95474 111 PP 52.32 4
95478 SintermMediate ... e 132.98 4
95482 = MAJor - iNMtal ... e 185.30 6
95484 - repeat Within 30 days .......c.ouiiieiiii s 92.65 6
LIPS
Incision
95490  BiIOPSY (JOP) .t ieiie et et e e 35.40 4
Excision
95500 Wedge resection of lip vermillion ... 27.77 98.45 4
95502  Resection of lip with plastic repair .............oooiii i e e 37.03 275.00 4
95504  EXCiSion of 1€SION (IOP) .....oiei e e e e 37.03 90.47 4
95506  Lip shave (Leukoplakia) ...........coooeiiit i e e e e 37.03 225.00 4
Reconstruction
95510  Cleftlip - unilateral ..........cooiiiiii i e 74.06 392.57 8
95511 - with nasal cartilage realignment, t0 95510 ............ccoveveniniennnnn. add 333.57
95512  Reconstruction with lip switch flap ..o 74.06 473.67 8
95514  Complex reconstruction or revision of previous repair and excision ............. IC IC IC

Note:
Cleft lip reconstruction (95510, 95511, 95512, 95514) is not eligible for
payment with 94314).
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
TONGUE
Incision (IOP)
LSS5 I = 1o o £ Y 33.75 4
Tongue tie
95524 - release under local anaesthetic .............ccoevvii i, 48.45
95526 - release under general anaesthetic ... 48.45 4
Excision
Glossectomy
95530 S PATIAL L. 74.06 187.95 8
95532 S COMIPIEEE Lottt 74.06 268.30 8
95534  Wedge resection of 1eSion (IOP) ... e e e 58.35 4
Repair
95540  GIOSSOPIASLY . ..enee it et 37.03 187.95 4
Suture
95550  EXIENSIVE laCEIAtiON ... ...iuii ittt e e 37.03 IC 4
TEETH AND GUMS
Incision
95560 Drainage of alveolar abscess, general anaesthetic (IOP) ..............cccoveeee. 48.45 4
Excision
Extraction of tooth (complete care)
95564 S SINGIE e 30.00 4
95566 - each additional tooth ...........ccoiiiiiii i add 15.00
PALATE AND UVULA
Incision
95570  Palate abscess (IOP) ...t 21.80 4
95572  Fenestration of palate for radiotherapy .............ccoooiiiii i, 4
95574  Biopsy of palate (IOP) ... .o e e e e 33.75 4
Excision
95580  Uvulectomy or biopsy of local lesion (IOP) .........c.ooviiii i, 33.75 4
Repair
95590  Cleft PAlale ....vueieii et 74.06 410.31 8
95592  RemMOVal Of SUTUIES ....ieiitieie it et 35.40 4
95594  Bone graft to palate ........c..oviiriii i 55.54 412.82 8
Closure of fistula
95600 - anterior aAlVEOIAr ... 37.03 274.62 4
95602 S PAIALE .. e 55.54  359.12 6




SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SALIVARY GLANDS AND DUCTS
Incision
Sialolithotomy
95610 = SIMIPIE e e 37.03 37.06 4
95612 -complicated ... 37.03 98.60 4
95614  BiIOPSY (IOP) euiiii it 37.03 42.70 4
Excision
95620  Submaxillary gland ..., 37.03 391.05 4
Parotid gland
95622 - total - with preservation of facial nerve ...................... 37.03 885.75 8
95624 - without preservation of facialnerve .................ccoooeeee . 37.03 593.00 8
95626 - subtotal - with preservation of facial nerve ...................... 37.03 752.10 7
95630 - without preservation of facial nerve ....................oee . 37.03 395.45 6
95634  EXcision small tUmoOr ...t 37.03 51.23 4
Introduction
95638  Botulinum toxin injection(s) for sialorrhea (unilateral or bilateral) 50.00
Repair
95640  Plastic repair of dUCt ........ccoeiiriii it 37.03 202.25 4
95642  Dilation of duct (IOP) .......ooiiii i 43.15 4
Probing
95650  DUCE (IOP) ..iie it et e et e e e e 7.09
PHARYNX, ADENOIDS AND TONSILS
Incision
95660  Drainage of retropharyngeal, intra-oral or peritonsillar abscess (IOP) 91.10 4
95662  Drainage of lateral pharyngeal abscess ..............ccocvvvviiiinnnnn. 37.03 271.05 4
95668  Biopsy of pharynx (IOP) ..o 35.50 4
Excision
Branchial
95670 3 21 37.03 306.85 4
95672 S SINUS Lt 37.03 292.00 4
95674 SFISTUIA Lo 37.03 292.00 4
95676  Thyroglossal duct, cyst, sinus or fistula ................cocooviiiiin 37.03 340.15 4
95678 = TECUITENE PrOCEAUIE ..\ vt it e ee e ee e e ee e 37.03 410.11 4
Tonsillectomy, includes adenoidectomy
95680 -child under 16 ... 178.35 4
95682 -adolescentoradult .......... ... 178.35 4
95684  Adenoidectomy only - child oradult ....................oo 101.25 4
95686  Secondary suture following Tand A ........ooiiviiiiii i, 121.05 4




SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
PHARYNX, ADENOIDS AND TONSILS (Cont’d)
Excision (Cont’d)
95688  Excision of parapharyngeal space lesions with mobilization of parotid gland 37.03 907.05 8
95690  Pharyngectomy - trans-hyoid or lateral .............cooooiiii i 74.06 1,017.20 11
95692  Pharyngo-laryngeCtomy ..........ooouuii i e 74.06 1,155.45 14
Repair
95696  Pharyngoplasty .......c.o.oieiiie it e e 74.06 360.45 8
OESOPHAGUS
For procedures on the oesophagus the following basic fees for
Anaesthesiologists and Assistants will apply except for endoscopies.
95700 - cervical apProach ........ovi i 55.54 7
95702 - thoraciC @ppProach .......ccooviiit 120.34 13
95704 - abdominal approach ..o, 64.80 8
Endoscopies with or without biopsies (IOP)
95710  OESOPNAGOSCOPY ... -eeenneeaeneeeen e eet e e et et e e et et et een e een e aea e aaaeans 89.10 4
95712 - with removal of foreign body ... add 43.87
95713 - with brushing of oesophagus, stomach and/or duodenum .......... add 46.30
95714 - with injection of varices, initial ................cccoiiii add 38.60
95716 - with injection of varices, subsequent ................cocii i, add 38.60
95718 -With dilation ... add 69.70
95720 - With BronChOSCOPY ..vvvieiii e e, add 59.59 2
95722 - with gastroscopy and gastric photography, same intubation ........ add 41.58
95724 - with gastroscopy and gastric photography, separate intubation ... add 52.32
95726 - with gastroscopy with or without duodenoscopy ..............cccceueee add 50.93 2
95728 - with gastroduodenoscopy with cannulation of pancreatic and/or
common bile duct ... add 242.76 2
95730 - management of uncomplicated upper gastrointestinal bleeding, by
any teChNIQUE ....viei e e e add 61.30 2
95732 - management of complicated upper gastrointestinal bleeding by any
technique in haemodynamically unstable patients with active
bleeding during eNdOSCOPY ......vvuuieieiiie i, add 84.70 2
95734 - with snare polypectomy first polyp (>1¢cm) ......coovvviiiiiiineineninnn, add 59.76
95736 - each additional polyp, by snare polypectomy (>1 cm) (to a maximum
OF ) e add 29.88
Incision
Oesophagostomy
95750 - cervical - other than neonatal ..............ocooiiiiiii i 154.45
95752 S NEONALAL ... e 213.64
95754 S NOTACIC et 213.64




SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
OESOPHAGUS (Cont’d)
Excision
95770  Intrathoracic diVertiCulumM ... .. ..o e 507.00
95772  Crico pharyngeal diverticulum ........... ..o e 390.05
95776  Partial oesophageal resection and reconstruction (including intestinal
TFANSPOSITION) ettt e e e e e e e e 1,081.55 17
95778  Resection 0f 08SOPhagUS .......oviviiiiii e e e 607.14
95780  Total resection of 08SOPhAGUS ......vvivi it e e 1,465.35 17
95781 - WIth r@CONSTIUCTION ... ..ot add 678.85
95782  0esophago-gastreCtOMY ........ it e et e e e e e eeeenes 1,423.05
Repair
95794  OESOPNAGOPIASTY ....iviei ittt e e 330.89
95796  HEller ProCRAUIE ... ...viiis e e e e e e e e e e e e e 638.27
95797 - with oesophageal hiatus hernia repair to 95796 ...................cceee add 238.37
Oesophageal hiatus hernia
95798 abdominal or transthoracic approach with fundoplication ..................... 750.00
95802 (=100 £ (] 0| S PP PTPRPN 967.10
95804 - With 08SOPhAGOPASTY ... .vieie it et add 110.38
95806  Ruptured 0ESOPNAGUS .......iuieie it e e e e e 526.46
95808  Oesophago-gastrOSIOMY ......cuiuieiiiit s e ee e ee et e et et e e e eeeanes 608.30
95810  Oesophageal bypass, Cervical ..........ccooiiiiiiiiii e e 912.60
95812 Oesophageal stricture (Thal) — may include oesophageal hiatus hernia
repair with or without gastroplasty, cervical ................ccoooviiiiiiinnn, 676.05
Suture
95820  Closure of oesophago-tracheal fistula .................coii i, 923.05
Dilation of oesophagus without oesophagoscopy (I0OP)
95830 - (active) with or without guiding String ...........cccoovi i, 42.71
95832 - (passive) using mercury filled tubes ..........ccocoiiii 32.90
95836 - pneumatic dilatator .........cc.iiit i 117.59
95842 - retrograde dilatation ............coiiiiiiiiii s 20.91
STOMACH
Incision
Gastrotomy
95870 - with removal of tumour or foreign body ............cooooiiiiiiiiii 64.80 427.87 7
95872 - with suture of bleeding peptic UICEr ..........ccoviii i e 64.80 674.89 9
95874  Pyloromyotomy (RAMSLEALS) .....vivuiit et e e e e e et e e e 92.57 473.16 10
O5876  GaASIIOSIOMY ..ttt iiiit ittt et e e et e e et et e et e e e et e et e e e ae 64.80 366.87 7
95878  Full thickness revision gastroStOMY ........c.oeoviiieiiriie i et e e 55.54 249.86 6




SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/

Code Assist Spec. Anaes.

STOMACH (Cont’d)

Excision

Biopsy (IOP)
95890 = DY QASIIOSCOPY .uitie it e e 105.64 4
95892 = DY QaSIIOTOMY et e 68.11

if sole procedure claim also 96636

95894 by intubation ... 43.03

Gastrectomy
95900 - wedge resection for UICEr ..o s 64.80 520.00 7
95906 - partial or subtotal, with or without vagotomy ................coooeivvnn . 64.80 840.00 8
95916 - plus repair of hiatus hernia ............cooiiiii 64.80 946.55 8
95918 - after previous gastroenteroStOMY ........co.evvuviereiiie e e iee i 64.80 946.55 8
95920 - after previous partial gastrectomy ..ot 64.80 657.55 8
95922 - total gastreCtOMY ... e e 64.80 1,235.00 9
95932 Excision of gastroduodenal lesion, recurrent ulcer ...............oocviiiiiein.es 64.80 651.33 8
95934  Excision of gastrojejunal lesion, recurrent ulcer .............cccoooiiiiiiinn . 64.80 651.33 8
95936  VAQOIOMY ottt ittt et et e e e e e e e 64.80 387.55 7

Bariatric Surgery
95938  Gastric bypass for morbid 0besity ..........covi i 64.80 1,000.00 10
95940  SleeVve GaStrECIOMY ... ...t e e et et e e e e aen 64.80 1,000.00 10
95942  Adjustable gastric banding ...........coooii i 64.80 1,000.00 10
95944 - with oesophageal hiatus hernia repair to 95938 or 95940 or 95942

................................................................................. add 238.37

Repair
95950  PYIOrOPIASTY ..vitine it et et e e e e 64.80 427.87 7
95952  Pyloroplasty and Vagotomy ..........ceiiuiriiriiiiee e e e e e 64.80 528.85 7
95956  Gastroduodenostomy or gastrojejunoStOMY .........cevveverineneeiiiieecieeeenan, 64.80 427.87 7
95962  Either of above plus vagotomy ..........cooieiiiiiiii i e 64.80 554.15 7
95964  Pyloroplasty and vagotomy plus repair of oesophageal hiatus hernia ......... 64.80 483.64 7
95966  Pyloroplasty or gastroenterostomy with vagotomy and cholecystectomy ..... 64.80 492.07 8

Suture
95980  Closure of gastrostomy or other external fistula of stomach ..................... 46.29 366.87 6
95982  Gastrorrhapy (for perforated ulcer or wound) ..........cccoeviiiiiiiiiiieniiiienn, 64.80 524.17 7
95984  Closure of gastrocolic fistula .............coooviiiii i, 64.80 595.42 7




SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
INTESTINES (EXCEPT RECTUM)
Endoscopy, includes dilation for access (IOP)
96000 Duodenoscopy, with or without DIOPSY ..........coiiiiiiii e 109.00 4
96006  Small bowel push eNteroSCOPY ....vuviiiiiie it e e e e e 191.88 4
Endoscopic retrograde cholangiopancreatography (ERCP)
96010 - with cannulation of pancreatic and/or common bile duct .................... 219.89 4
96020 - with intraductal cytology brushing or intraductal biopsy................ add 70.77
Colonoscopy using flexible scope
96030 - of sigmoid to descending COlON ...........c.coiiiii i 63.09 4
96032 -tospleniCflexure ...... ..o add 62.59
96034 -to hepatic flexXure ... .. ..o add 44.88
96036 (o I ox= 1= T ol 1 {3 U add 35.91
96038 -into terminal ileum ... ... add 32.95
96040 - if biopsy(s) and/or coagulation of angio-dysplastic lesion(s) ......... add 28.16
96041 - management of uncomplicated lower gastrointestinal bleeding, by any
TECNNIQUE .. —— add 53.04
96042 - multiple screening biopsies (> 34 sites) for malignant changes in
ulcerative colitis, t0 96030 ONlY ......cceiiiiiiii i add 60.99
96044 - hydrostatic - pneumatic dilatation of colon stricture(s) through
[o]0] (] g T2 oo o] PPN add 128.52
96046  Fulguration or snaring of polyp through colonscope ...........ccccoevvviiii i, 49.80
96048 - each additional polyp, (max. of 4) ..o e add 24.25
96050  Excision of polyp through colonSCope .........couiiiiiii i, 150.15 4
96052 - each additional polyp, (Max of 2) .......ccooeiiiiiiii e, add 77.50
96054  Total excision of very large sessile polyp (>3cm) through colonoscope, and
may include fulguration, each ..............cooiii i add 248.67
Incision
Enterotomy
96060  HEOSIOMY ... vttt et e e e e e e e e e e e e e e 55.54  431.87 7
Small intestine
96062 - including excision of polyps or DIOPSY .......c.eiivieiiiiii i, 55.54 431.87 7
96064 Insertion of feeding enterostomy (as sole procedure) ............cccvevvevevinnnn.n. 55.54 401.79 7
96066 - when done with another intraabdominal procedure ..................... add 107.37
Large intestine
96068 - including excision of POIYPS .....oviv i 55.54 431.87 7
96074 COIOSIOMY ..ottt e 55.54  478.45 6
96076  CABCOSIOMY ...ttt ittt ettt e ettt e e et e et en e e e ea et e easnen e eaenes 55.54 412.42 6




SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
INTESTINES (EXCEPT RECTUM) (Cont'd)
Incision (Cont’d)
96078  Revision of stenosis or obstruction more than 4 weeks after original
[0 01T = 1o o SN 55.54 107.75 6
96080  ENtEro-€NtErOSTOMY .....cou ittt it e et et et e e e e e e et e e ae e e eens 55.54 431.87 7
Excision
96090  Biopsy by intubation (IOP) ...t e e e 105.70 4
96092  Local excision of lesion of INteStine ............ooviiiiiii i, 55.54 549.87 7
96094  Resection of exteriorized INtESHNE ..........coovveiiiiiiie i 55.54 186.46 6
Enterectomy with anastomosis
Small intestine
96096 e [8 oo (=1 010 o o [PPSR 55.54 746.10 7
96098 N {3 LY 55.54 687.55 7
Small and large intestine
96100 - terminal ileum, caecum and ascending colon ...............ccoceeiiininnen. 55.54 799.55 7
96102  Large intesting - any POrtiON .........uiteieiie e et et e ree e e e eanes 55.54 799.55 7
96106  lleostomy, subtotal COlECIOMY .......coiviiii i, 55.54 1,057.70 7
96108  Total colectomy with ileorectal anastomosis ...........cooveviveviiiiieiiiiieeennen. 74.06 1,242.90 9
96112 lleostomy plus total colectomy plus abdomino-perineal resection .............. 74.06 1,587.60 10
96114 - 2 stage procedure - (13! StAgE) . .vuvvrereeeieieie e 74.06 899.88 10
96116 o A= F: T 1) T 6
96122 - repair of entero-cutaneous fistula in conjunction with bowel resection
................................................................................. add 368.65
Intestinal Obstruction (Mechanical)
96130  Without resection - adult ...........o.oiii i 55.54 559.28 6
96132 SChIld e 55.54 497.17 6
96134  With entero-enteroStOMY .......c.ouiiririee et et e e e e e e e aaaaas 55.54 559.28 7
96136  WIth FE@SECHON ....eee e e e e e e 55.54 645.91 7
96140 Intestinal atresia (NEWDOIN) ... e 55.54 682.90 7
96142  MECONIUM HIEUS ...t et et et et e e e e e e e e e e 55.54 682.90 7
Repair
Revision of ileostomy or colostomy
96152 SSKINTBVEL ..ot 46.29 156.77 5
96154 S U ENICKNESS Lot 55.54 375.67 6
96162  Caecopexy or sigmoidopexy (as sole procedure) ..........c.coceeeiieeiiieeinnnnn. 55.54 339.82 6
96164  Formation of an ileal pouch and primary anastomosis following total
[o70] [=Tox (o] o 1) /U 1,549.49 7
Suture
96170  SUtUre Of INEESHINE ....oeiit ettt 55.54 426.57 6
Closure of colostomy or enterostomy
96174 S WIth TESECHION L.uvi it e e 55.54 406.85 7
96176 - WItNOUL FESECHION ...t et e e 46.29 406.85 7
96178  Plication of small intestine for adhesions ..., 55.54 433.55 7
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
INTESTINES (EXCEPT RECTUM) (Cont’d)
Manipulation (IOP)
96190  Reduction Of ProlapSe .....covuiuiie e e e 46.27 4
96192  Dilation of enterostomy, ColoStomy, €tC. .......cccviviiiiiiie i 46.27 4
96196 Intubation of small intestine (with or without fluoroscopy) ........................ 100.82 4
MECKEL’S DIVERTICULUM AND THE MESENTERY
Excision
96200  MecKel's diVErtiCUIUM ... e e e e e e 46.29 376.78 6
96204  Local excision Of I8SION .......oiuii i 46.29 305.05 6
96206  RESECtiON Of MESENIEIY ...vuiiitii it e e e e e e e 46.29 325.40 6
96208  Biopsy through laparotomy .........coiiiiiiiii i e e e e 46.29 165.44 6
APPENDIX
Incision
96220 Drainage of abscess, complete Care ..........oooviiiiiiiiii i 46.29 260.22 6
Excision
96230  APPENAECIOMY ....ntiie et it et e e e et e et e e e e e 46.29 441.90 6
96232 - with gross perforation and peritonitis .............coovviiiii i 46.29 455.50 6
RECTUM
Endoscopy, includes dilation for access (IOP)
96240  SigmoidOSCOPY - Mgid SCOPE ...vvniriii ettt et e e e e e e 57.82 4
96242 = WIth DIOPS(IES) cvvvie ittt e e e 65.57 4
96244 - with anoscopy (separate instrumentation) ............c...ccooiiieiiine s 50.72 4
Incision
Proctotomy
96250 - With @XPIOration ... ...ce i 37.03 98.08 4
96252 - with decompression (imperforate anus) ............ccoeeeviiiiiieiiiinnanns 37.03 98.08 4
96254 - with drainage (perirectal abSCeSS) .......c.ovviviiiiiiiiiiiiii i, 37.03 92.96 4
Excision
Proctectomy
96260 - Anterior resection or proctosigmoidectomy (anastomosis below
peritoneal reflection) ... 55.54 1,100.00 8
96262  Abdomino-perineal resection or pull through ..................cooi . 74.06 1,300.00 10
96268  Hartmann ProCeAUIE .........uii it it sttt e e e e et e aaaeans 55.54 890.00 9
96270  Reversal of Hartmann procedure ..........c.ooeiiiiiiiiiiie i i e e 74.06 1,030.00 9
96272  Proctosigmoidectomy for prolapse ..........ccooveiiiiiiii i 55.54 626.63 9
96274  Biopsy of rectosigmoid for Hirschsprung's disease (IOP) ....................... 27.77 103.37 4




SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
RECTUM (Cont’'d)
Excision (Cont'd)
96278  Presacral or transsacral proctotomy and excision of lesion ........................ 37.03 371.67 6
Polyps or tumours of rectum or sigmoid (max. 2 polyps any size or
technique) (IOP)
96280 - electrocoagulation - base under 2 cm. ..........ooiiii i 45.27 4
96282 - eXCision - base uNder 2 CM. ... ..o e e 27.77 103.37 4
96284 - electrocoagulation or excision - base over 2 cm. ..........ccoiieeiiieann. 27.77 170.05 4
96286  Transanal ENAOSCOPIC MICIOSUIGEIY ......ueeiviieeiiiecetiee et e ee e eeeaees 55.54 814.02 7
Notes:
1. Restricted to fellowship trained colorectal surgeons
2. Paid only if a sealed and insufflating operating proctoscope is
employed with visualization via an endoscopic camera.
3. Sigmoidoscopy/colonoscopy not billable with this procedure
4. Limited for use in the following conditions (one or more):
a. Lesions not amenable to colonscopic resection
b. Select low grade malignancies
c. Complex anorectal fistulas
Repair
96290  Anastomosis Of FECIUM ... e e 37.03 509.22 6
96292  PrOCIOSIOMY ...ttt ettt aa et e e et e e e et e e e et ee ee e e e eaenen e eanes 37.03 211.26 4
Rectal prolapse
96300  EXCision of MUCOUS MEMDBIANES ........viiii it e e 27.77 239.20 4
96302  Perineal rePair, MaJOr ....iitie ettt e ee e e e e e e e e e e e e aaaas 37.03 408.57 4
96304  Abdominal approach ..........couiiiiiit i 55.54 575.12 8
96306  Insertion Of TRIErSh WIre ..........vuii i e e 27.77 190.85 4
Suture
Suture of rectum, trauma
96310 - external @pProach ... e 37.03 260.22 4
96312 - intraperitoneal approach ..........ccooeiiiii i, 55.54 405.02 6
Closure of fistula
96314 - recto vaginal (anY rEPAIT) ......ueiieiie et et e 37.03 451.63 6
96316 STECIO VESICAl ..t 37.03 467.92 6
Manipulation (IOP)
96320 Dilation and/or disimpaction under general anaesthesia (sole procedure) ..... 79.17 4
96322  Fecal disimpaction - N0 anaesthetic ..........c.ooeiiii i 36.80
96324 Removal of foreign body ........co.oviiiii i IC IC IC
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
OPERATIONS ON THE ANUS
Endoscopy, includes dilation for access
96330  ProctoSCOPY (IOP) ....in it 28.11
Incision
96340  BiOPSY (IOP) ettt e 55.92 4
96342  Thrombosed haemorrhoid (IOP) .......iiiiiiie e e e 25.25 4
96344  SPhINCIEIOIOMY L..vtit it e e e e e e e 27.77 191.86 4
96346 - with repair of fiISSUIe ... 27.77 330.65 4
Excision
96350 Local excision of lesion, e.g., fiSSure ... 27.77 99.43 4
96352 Haemorrhoidectomy, with or without sigmoidoscopy or repair of fissure ....... 27.77 309.63 4
96354  Complete haemorrhoidectomy using cryotherapy and/or Barron ligation(s)
including rectal dilation (IOP) ........oiiiiiiie i e 99.60
96356  Barron non-operative haemorrhoidectomy (IOP) ..........cocoviiiiiiiiie i, 34.60
96360  Local excision for malignancy ..........co.oooiiii i e 27.77 174.07 4
96364  Anal polyp, haemorrhoidal tags ..........ccouiiiiiii e 27.77 68.17 4
96366  FiStUIA-IN-GN0 ...\t e e e e e 27.77 330.65 4
96368  Perineal pull through for imperforate anus ..............cccoii i, 27.77 145.74 4
Introduction
96380 Haemorrhoid injections, max. of 4 inany oneyear .............ccoeviieviinnennnn. 27.05
96382 Injections (including botulinum toxin) for pruritus ani or fissure ................... 56.92 6
Repair
96396  Excision of scar for StENOSIS .......ocvieii i 27.77 163.42 4
96398  Anoplasty, fOr SLENOSIS ... ...ouiie s 37.03 296.07 4
96400  Repair of anal SPhinCter .......... ..o e e 37.03 275.05 4
96402  Repair of anal sphincter and ano-rectal ring .............ccooivviii i, 37.03 377.52 4
Destruction (IOP)
96410  Curettage of fissure or fistula ..........coiv i 54.11 4
96412  Cauterization Of fISSUI ... e e 55.92 4
96416  Fulguration of condylomata ......... ..o e 63.66 4
Manipulation
96420  Dilation of anal sphincter (IOP) ..........coiiiii e 12.05 4
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
LIVER
Incision
96430  Biopsy - incisional (IOP) ... e 123.12
96432 =needle (IOP) ...iiii e 93.82 4
(S A o (=T 0 T= 0] (01 )Y/ PP 64.80 249.44 7
Excision
Hepatectomy
96436 - local excision Of 1€SION ..........coii i 64.80 450.56 7
96438 - lobectomy (includes cholecystectomy) ............cooiiviiiii i 111.08 1,022.69 8
Formal Anatomical Resection
96442 - 0NE OF tWO lIVEr SEGMENTS ...vvi ittt ettt e e e e 1,205.62 12
96444 - three or four liver SEgments ..........cooviiir i e 1,673.17 12
96448 - five or more [iver SEgmeNts .......ccooviii i 1,805.62 12
Note:
Cholecystectomy is not eligible for payment in conjunction with liver
lobectomy involving liver segments #4 and/or #5, or formal anatomic
resection involving liver segments #4 and/or #5.
96450 Laparotomy, cholangiogram and biopsy (neonatal jaundice) ...................... 55.54 228.52 6
Liver transplant
96452 S OO e IC IC 16
96454 e (<1011 01T o | PPN IC IC IC
Repair
96460  Marsupialization of CySt OF @bSCESS .....covuuiiiiiii i 64.80 270.46 7
Suture
96470  RUPLUIE OF WOUND ...ouite ittt e e e e e eet e ve e e e e et e e eeeanas 74.06 270.46 8
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
BILIARY TRACT
Endoscopy, to include examination of stomach and duodenum (IOP)
96480  Manipulation and/or removal of common bile duct stones with or without
SPINCIEIOIOMY L.t e e e e e e e 518.88 5
96482  Subsequent procedure (within 3 months of previous endoscopic procedure) 112.78 5
Incision
96504  Biliary duct calculus manipulation and/or removal via T-tube tract — when
sole procedure performed (IOP) ..o e 152.68 7
96508  ChOleCYSIOSIOMY ...ttt e e e e e e e e e e e e e aaaan 64.80 444.53 7
96510  CholedoChOtOmY ... e 64.80 369.91 7
96514  Transduodenal sphincterotomy and choledochotomy (previous
(ol g o] (=T AS (=11 (0] 1 1)) I PPN 64.80 881.13 9
96516  CholedochoduodenoStOmMY ........ccoiuiiiiriii e e e e e e e 64.80 758.18 9
96518  CholecystogastrOSIOMY .......ccciuiiiiitie it et et e e e e e 64.80 483.93 7
96520  CholeCyStOeNtErOSIOMY ... c.cu ettt et et e e e e e e eeaeans 64.80 483.93 7
96524  Hepatic choledochoenteroStomy .............oviiii i e 64.80 951.78 9
Excision
96530  Cholecystectomy with or without cholangiogram ...............cccooiiiiiiienne. 64.80 518.65 7
96532  Cholecystectomy and choledochotomy ..........ccccovviiiiiii i, 64.80 628.56 8
96534  Cholecystectomy, choledochotomy and transduodenal sphincterotomy ....... 64.80 748.42 9
96536  Cholecystectomy and hiatus herniorraphy ............cccocoiii i, 64.80 693.94 7
96542  CholedoCheCtomMY ... e e e e e 64.80 451.36 8
Repair
96550  ComMMON dUCE SEFICTUIE ... ...eeee e et e e e et e e e e e e aeaeans 64.80 535.37 10
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
PANCREAS
Incision
96560  BiopSy - NEEAIE (IOP) ...v.iiie it e e e e e e 123.12
96562 =iNCISIONAl (IOP) L.uie it e e e 143.07 7
96564  PanCreatOlOMY ...ttt e e e e e e e e e 64.80 427.87 7
Excision
Pancreatectomy
96570 S COMIPIEEE Lot 64.80 1,291.22 11
96572 - partial resection of head ..........cooo it 64.80 1,026.02 11
96574 - “Whipple Type” Operation ............ccovieeiiiie it i e e 64.80 1,806.47 15
96576 - local excision Of [€SI0N ..........coviiiiiii i 64.80 529.57 8
96578 Sdslet Cell tUMOTK ... e 64.80 411.00 8
96582  Resection of entire body and tail of pancreas, spleen ................c.ccoiiiiniiee 83.31 1,007.07 11
96584  EXCISION PANCIEAtIC CYSE ... vutii it et et e e e e e e e 64.80 358.97 7
96586  Biopsy of other retroperitoneal lesion (IOP) ..o 76.36 7
Repair
96590  Pancreatic - CyStogastrOStOMY ......c.vuieiiiiit et e e e e e 64.80 610.97 8
96594 = CYSEOJEJUNOSIOMY ...ttt e et e et e e e e ee e e aaanes 64.80 610.97 8
96596  Marsupialization Of CYST ... e 64.80 249.44 8
96598  Anastomosis of body and tail of pancreas to intestine (Puestow operation) 83.31 834.62 10
LINEAR OR RADIAL ECHO-ENDOSCOPE (ENDOSCOPIC
ULTRASOUND)
Upper gastrointestinal tract linear or radial echo-endoscopy
96601 - excluding biliary or pancreatic examination (scope also used for
therapeutiC PUIMPOSES) ... e it et et e e e e 218.75 4
96602 - including biliary and/or pancreatic examination (scope also used for
therapeutiC PUIMPOSES) ... .. ettt ettt e e e e e eeeea e 267.52 4
96603 Lower gastrointestinal tract linear or radial echo-endoscopy (scope also
used for therapeutic PUrPOSES) .......iiiriiiiiiie e e 151.02 4
Add-ons for both upper and lower gastrointestinal tract linear or radial echo-
endoscopy
96604 - biopsy or fine needle aspiration, to a maximum of 3, per lesion ..... add
71.77
96605 - dilation of StrCtUre. ... add 51.67
96606 - injection of one or more of any of the following:
metastases, nodes, masses or celiac plexus...............ccceeeeeenn. add 166.07
96607 - drainage of pseudocyst (including stent insertion if performed) ..... add
224.07
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ABDOMEN, PERITONEUM AND OMENTUM
General
96610  Surgeon called to assist at an intra-procedural emergency, e.g., acute
bleed during an abdominal procedure already in progress (claim IC) ... 199.24
Paracentesis (IOP)
96620  Aspiration for diagnostic SAMPIE .......coivniiiiiii 38.04
96622  Aspiration with therapeutic drainage with or without diagnostic sample ....... 64.39 4
96626  Paracentesis with lavage for diagnosis ..........cccocviiii it e, 57.45 4
Incision
96630  Biopsy of omentum (single or multiple) (IOP) ........cccoiiiiiiiiiiiiiee e, 69.02
96632  Needle biopsy of peritoneum (IOP) ..o 22.18
96634  Open lavage of peritoneal cavity for diagnosis without manual exploration
of peritoneal cavity (IOP) .......ooiiii i e, 69.38 4
96636  Laparotomy (DIOPSY ©XEra) .....eovuvie it it cet e et e e e e e 55.54 383.74 6
96642  Laparotomy for aCute trauma ........o.veviuieiitie e e e e ee e 55.54 460.95 6
96644 - with repair of intestine, single .............cocoiiiiii add 206.20 3
96646 - multiple or with reSection ............oviiiiii i e add 348.55 3
96648 - With SPIENECIOMY ..ot e add 18.51 348.55 3
96650 - with repair of lacerated liver ... add 18.51 251.70 3
96652 - with repair of diaphragm ... add 18.51 185.85 2
Peritoneal abscess
96660 S SUDPRNIENIC ... 64.80 391.97 7
96662 = @bdOMINAL ... v 55.54  285.47 6
96664  Pelvic abscess, incision drainage - rectal or vaginal approach (IOP) .......... 143.07 4
96670 Removal of infected sutures from abdominal wall - general anaesthetic
(0 115.87 4
96672  Umbilical vein intraabdominal dissection and catheterization .................... 55.54 232.50 6
Insertion of peritoneo - jugular shunt for ascites
96676 B o 1210 = oY PR 64.80 281.85 7
96678 - revision WIithin 30 days ....c.vviie it e e e 64.80 208.15 7
Excision
96690  Desmoid tumour, depending on eXteNnt ..........cccoiiiiiiie i 37.03 IC 6
96694  Umbilectomy - plastiC ..........ooiinii i 37.03 99.43 4
96700  PanniCUIECIOMY ... ...ttt et et e e e e et e e eenae s 37.03 500.00 6
96701 - with repair of umbilical hernia ................coo add 143.07
96702  MESENLEIIC CYSt ..ttt i et et e et et e et e et e et e e e e e 55.54 356.17 6
Endoscopy
Peritoneoscopy or laparoscopy (IOP)
96710 = WItROUL DIOPSY ..t 146.12 6
96712 - with biopsy and/or lysis of adhesions and/or removal of foreign body
and/or cautery of endometrial implants ................cocoo 161.16 6
96714  Laser treatment of extensive pelvic disease (includes laparoscopy) ........... 211.55 6
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SURGICAL PROCEDURES

OPERATIONS ON THE DIGESTIVE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
ABDOMEN, PERITONEUM AND OMENTUM (Cont’d)
Repair
96720 Omentopexy, as sole operative procedure ............ocouveviriiiieeiiiieecineennnn 55.54 326.07 6
Herniotomy
96722 - Inguinal or femoral - Single ...t 37.03 356.68 4
96728 - with hydrocele ....... ..o 37.03 417.29 4
96730 - Unilateral with exploration of other side - infants and children ............. 37.03 350.32 4
- Strangulated or incarcerated
96732 - without resection of bowel ... 55.54 559.64 4
96734 - with resection of bowel ............cooooiiiiiiiii 55.54  681.52 7
96736 - Inguinal and femoral - same Side ..........c.ccoiiiiiiiii 37.03 435.78 4
- Umbilical
96738 -adolescentoradult ... 37.03  375.02 4
96740 - Child (OPErative) .......oe i 37.03 186.46 4
96742 - umbilical hernia repair when done in conjunction with other abdominal
surgery, t0 Other SUFQEIY ........coeuie i e e add 117.87
Omphalocoele and gastrochisis
96748 ) = (o [T =] o = 1 PP 64.80 396.82 7
- multiple staged repair
96750 - gross method of silonmesh ... 64.80 396.82 7
96752 - second stage repair (completion of abdominal wall closure) ........ 64.80 403.37 7
Diaphragmatic, other than oesophageal hernia - 1 stage procedure
96754 - trans-abdominal ... e 83.31 597.92 9
96756 S HrANS-tNOTACIC ... ie e e 120.34 597.92 13
96760  VENMTAL ....ieie it e 55.54  482.67 6
96762  Massive incisional hernia ...........o.oooiiiiiiii 55.54  502.69 6
LS LA O N = oo = T 1 4 [P 37.03 305.99 4
96772 -recurrent - all tYPES ..ovivnie i add 151.02
Note:
Fee code 96772 can only be billed as an add-on to fee codes 96722 — 40,
and 96754 — 96770.
Suture
96780  Secondary closure for evisceration (sole operative procedure in abdomen) 55.54 371.02 6
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SURGICAL PROCEDURES

OPERATIONS ON THE UROGENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
KIDNEYS AND PERINEPHRUM
1. No additional claim should be made for nephroscopy when done at the
time of pyelolithotomy or nephrolithotomy.
2. In aroutine surgical approach to the kidney and related procedures, no
additional claim should be made for rib resection carried out for access
purposes.
3. When an adrenalectomy is performed in conjunction with a nephrectomy
and is incidental to the removal of the kidney, there should be no additional
claim for the adrenalectomy.
Percutaneous Procedures (IOP)
96802  Percutaneous NEePhrOSIOMY ........couuie it it e e e 153.35
96804  INSErtion Of STENE ......vuniii it e 131.22
96806  Dilation Of traCt .........iveiitiitiit it 129.26
96808  Selective catheterization of calyCes ...........cocoviiiii i, 70.99
96810  NEPNIOSCOPY . .nente ittt et et et e e et e et e e e e e e 129.26
96812 Removal of renal calculi ....... ..o e 46.29 256.16 6
96814 - if disintegrated by any method, t0 96812 .............c..cciiiieennn. add 129.26
96816 - percutaneous removal of staghorn calculus filling renal pelvis and
extending into calyces, t0 96812 ............c.coiiiiiiii i, add 175.50
Incision
96820  Renal biopsy, needle (IOP) .......i it e 143.55 4
96822  Drainage of KidNeY @bSCESS ......oviiiiiiit e e e e e e e 64.80 475.00 7
96824  Drainage of perinephric abSCess ..........oo i 64.80 475.00 7
96826  Exploration of renal and perirenal tissues with or without biopsy or
UNroofing Of CYSt ... 64.80 207.10 7
Nephrotomy
96828 - with drainage - NephrosStomMY .........covieiiiiir i e e e e 64.80 366.62 7
96832 - with removal of CalCulUuS .............ovuiiiiiii e 64.80 482.40 7
96836  Transection of aberrant renal Vessels .............cooviiiiiii 64.80 226.72 7
96838  Pyelotomy - With drainage ..........cooviii i e e 64.80 300.00 7
96840 - with removal of calculus ... 64.80 437.20 7
96842 - with diversion of Urine ... 64.80 442.78 7
96844  Removal of staghorn calculus filling renal pelvis and calyces- open, with or
without x-ray control and/or anatrophic nephrolithotomy .................... 64.80 657.75 9
Excision
96850  Calycectomy with diversion of Urine ............ccoii i e e 64.80 512.00 7
96852  HEMI-NEPNIECIOMY ...\t e e e e e e e e 64.80 875.00 7
96854  Partial or hemi-nephrectomy with total ureterectomy .................ccoove e, 64.80 757.85 7
Nephrectomy
96860 e 1101] o 2 PP PT T PTPIN 64.80 650.00 7
96865 - thoraco-abdominal or radical nephrectomy with or without gland
[0 [E3Y =111 0] o I 120.34 1,029.70 13
- with repair of vena cava for thrombus
96866 -above hepatic VeIN .......c.coiiiii i add 236.70
96867 - below hepatic vein ... add 138.15
96868 - partial nephrectomy for malignancy .............cocooveiiiiiiiii i, 120.34 1,150.00 13
96872  Nephro-ureterectomy, total ......... ..o 64.80 834.44 10
96874  Nephro-ureterectomy, total, with resection of ureterovesical junction ......... 64.80 900.00 10
96876  Excision of stenosed renal artery with reimplantation or homograft ............ 64.80 414.20 15
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SURGICAL PROCEDURES

OPERATIONS ON THE UROGENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
KIDNEYS AND PERINEPHRUM (Cont’'d)
Repair
96880 PYEIOPIASTY . .viie it 64.80 879.25 7
96884 [N T=T o] a1 (0] 0= |V 64.80 226.72 7
96886 Renal sympathectomy .........ccoiiiii 64.80 257.24 7
96888 Symphysiotomy, for horseshoe kidney with or without nephropexy and
associated ProCEAUIES ... .. iu ettt e e e e e e ee e 64.80 437.20 7
96890  When 96860 or 96865 or 96868 or 96872 or 96880 is performed
laparoscopically ..........oieiiii i add 25%
Note:
Fee code 96890 cannot be billed with any code not listed in the definition.
Suture
96894 Ruptured or lacerated kidney - repair or removal .............cccooieiiiiieiinnn, 64.80 650.00 7
Extra Renal Procedures
96910 Excision of retroperitoneal tumouUr .............c.ooiiii i e 64.80 381.60 7
96912 Exploration of retroperitoneal tUmour ...........c.coovi i i, 64.80 260.85 7
96914 Sacro-coCCygeal teratOMA ... ..vee it iet et et e e e e e ae s 55.54 437.20 6
96916 Renal hypothermia - eXtra ..........coovi it e 32.70
Extracorporeal Shock Wave Lithotripsy (IOP)
96918 - unilateral, any mode, per session, per patient .............c.cccoeeeiiieennin. 386.33 6
96920 - bilateral, any mode, per session, per patient ...............cccoeiiiieeannn. 672.68 6
Kidney Transplants
96940 Kidney transplant (team fees, these fees do not include
immunosuppressive therapy, which is on a fee-for service basis ......... 1,553.15 13
96944 Donor nephrectomy (extra) team fee, uni or bilateral .............................. 64.80 1,050.00 16
96948 Renal autotransplantation .......... ..o 1,161.60 10
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SURGICAL PROCEDURES

OPERATIONS ON THE UROGENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
URETER
Incision
96970  Peri-ureteral @DSCESS ... c.ouiiieiiit e e e e e 55.54 130.80 6
Ureterotomy, abdominal or vaginal exploratory or for drainage
96972 S UPPET 23 e e 55.54 282.60 6
96974 SHOWET L/3 o 55.54 391.87 6
with removal of calculus
96976 S UPPET 23 et e 55.54 376.80 6
96978 S JOWET L 3 e e 55.54 482.40 6
where ureter has been previously opened
96980 LT o] o1 22 55.54 437.20 6
96982 S JOWET L 3 o e 55.54 522.50 6
Excision
Ureterectomy
96990 - including ureterovesical jUNCLION ..........ccooiiiiiiiie i e, 64.80 437.20 7
96992 1101 64.80 331.70 7
Repair
97000  Trimming Of UFEter ... it e e e e e e e 55.54 257.24 6
97002  Uretero-vesical anastomosis or reimplantation - unilateral ........................ 55.54 575.43 8
97004  Re-implantation of bifid Ureter ..o 55.54 482.40 8
97006  Uretero-ileal CONAUIL ... .. ..ottt e e 55.54 788.15 9
97008  Uretero-ileal conduit with total cystectomy ..........c.oooviiii i, 55.54 788.15 15
97010  Uretero-ileal conduit with ureterectomy and ileal replacement .................... 55.54 893.50 7
97012  Uretero-intestinal anastomosis or transplant - unilateral ........................... 55.54 331.70 6
97018  Uretero-UreterOSTOMIY ........uue i ettt aee et e e et et et reaen e eeenaaeenes 55.54 552.30 8
97020 Ureterostomy, cutaneous, unilateral ......... ... 55.54 260.85 6
97024  Uretero-vaginal fistula ........ ... 55.54 557.85 6
97026  Ureterolysis for periureteral fibrosis - unilateral ...................cccoiiiiinnn 55.54 437.20 6
Note: Fee code 97026 is not payable for identifying and protecting the
ureter during abdominal, pelvic or retroperitoneal surgery.
97028  Ureteroplasty (Hutch), unilateral .......... ..o, 55.54 331.70 6
97030  Bladder flap (Boari), includes re-implantation of ureter ..................ccceiiiie 55.54 502.45 6
Suture
Spontaneous/traumatic rupture or transection
97040 -immediate - UPPET 2/3 ..ot 55.54 381.60 6
97042 SHOWEE 173 o 55.54 437.20 6
97044 - late repair - UPPer 2/3 ... 55.54 437.20 6
97046 SHOWET 173 o 55.54 482.40 7
Endoscopic Procedures
97050  Calibration and/or dilation - 1 or both sides (IOP) ..........cccoeoeiiiiiiiiiiineen, 207.26 4
97052  Manipulation and/or removal of calculus including ureteral meatotomy if
LYo 1811 =T PP 296.90 4
Cystoscopy and diagnostic ureteroscopy above
97054  Intramural ureter (IOP) .......oi it e e e 169.32 4
97056 - with removal of calCulus ... add 226.16
97058 - if disintegrated by ultrasound ... add 129.26
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SURGICAL PROCEDURES

OPERATIONS ON THE UROGENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
BLADDER
Endoscopy-Cystoscopy
Diagnostic Procedures, includes dilation for access (IOP)
Note: Includes catheterization of ureters with or without collection or
ureteral specimens, intravenous function test and retrograde
injection of opaque media and/or manometry and/or meatotomy.
97070  Cystoscopy with or without urethroSCopy .........coooveiiiii i, 124.17 4
97072  Repeat Within 30 AYS ... .c.cuie it e e e 57.83 4
97078  With transurethral biopsy, brush biopsy of renal pelvis and/or ureter
........................................................................................ add 33.54
97079  With insertion of ureteral Stent .............oooiiiiiii add 144.35 4
97080  With retrograde pyelogram .........cc.viiiiiiiie e e e e add 28.00
97088  With needle biopsy Of Prostate ..........c.ccvvveviiie i add 43.91
Therapeutic Procedures
(payable with, add-on to code 97070)
97090  With electrocoagulation of tumour ...........ccooiiiiiiii i e, add 67.21
97092  With electrocoagulation of ulcer ...........oooiiiiiii i add 67.21
With excision of tumour or tumours including base and adjacent muscles
and electrocoagulation if necessary
97096 - single tumour up to 2 cm. diameter .........cocvvviii it add 231.00
97098 - single tumour over 2 cm. diameter ..........cooovviiiiii i add 325.00
97100 - MUItIPIE TUMOUIS ..o e e e e add 450.00
97102  With resection bladder neck - female ..., add 134.35
97104 SMAIE Lt add 350.88 1
97105  With laser photovaporization of bladder neck - male .............c.cccceee. add 350.88
97106  With electro-surgical ureteral meatotomy .............ccooooiiiiiiiiiineniinanns add 134.35
97108  With removal of foreign body or calculus ..............cccooviiiiiiiiiineen, add 154.35
97110  With intra-detrusor botulinum toxin injection(s) - one or more ................ add 95.00
Introduction (IOP)
Catheterization
97120 = OFICR et 8.55
97122 S OIMIE L 16.25
S hOSPItAL ... VF
97126 Intravesicular chemotherapy includes catheterization .............................. 25.65
Incision
97130  ASPIration (IOP) ... ettt e e e 13.08
97132  Cystotomy with trochar or cannula and insertion of tube .......................... 85.30 5
97136  Incisional cystotomy Or CYStOSIOMY .......oiiiuiie i i ee e 46.29 215.80 5
97138 Incisional cystotomy or cystostomy and electrocoagulation of tumour ......... 46.29 194.02 5
97140  CysStolitNOtOMY ... et e e e e e e e 46.29 275.00 5
97142  CUutan@oUS VESICOSIOMY ..ouiuiniiitie it iet et e e e e e et e aa e aaneaas 46.29 231.08 5
97144  Reduction cystoplasty (bladder plication) ...........c..ccvviiiiiiiiiii i e 46.29 215.80 5
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SURGICAL PROCEDURES

OPERATIONS ON THE UROGENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
BLADDER (Cont'd)
Excision
Cystectomy
97150  Partial for tumour or diverticulum (single or multiple) ..............ccooviiinnn. 55.54 381.60 6
97152 - with reimplantation of Ureter ..........cc.ooviiiiiii 55.54 552.30 7
97154 - with reimplantation of ureters .......... ..o 55.54 733.50 7
97156  Complete cystectomy, without transplant ..., 55.54 657.75 10
97160  Cystectomy with uretero-ileal conduit ... 74.06  1,800.00 15
97162  Cystectomy with continent diversion .............cocoooiiiiii i 83.31  2,000.00 15
97164  Excision of urachal cyst or sinus with or without umbilical hernia repair ...... 55.54 296.30 6
97166  Excision of urachus, repair of bladder and diversion of urine .................... 55.54 161.32 6
Extrophy
97168 - excision of bladder and repair of abdominal wall, inclusive of graft ..... 55.54 215.80 6
97174 - plastic repair of extrophy using bladder and including skin flaps ........ 55.54 657.75 6
Repair
97228  Urinary diversion procedure using intestine, without cystectomy ............... 83.31 1,013.45 15
97230  Repair of ruptured bladder ....... ... 46.29 330.90 6
97232  Cystoplasty, USING INtESHNEG ...t e e e e e 46.29 657.75 9
97234  Suprapubic sphincterectomy for Marion’'s disease ............cccooviviiiineiininns 46.29 194.02 5
Plastic repair of bladder neck
97236 S ORIl e 46.29 331.70 5
97238 -adult Or adoleSCeNt ... e 46.29 437.20 5
97240 - With diverticuleCtomy ... 46.29 493.88 7
Destruction
97250 Litholapaxy, visual or tactile and removal of fragments ..................cc.ceunis 46.29 215.80 4
Suture
Closure of fistula
97260  External, SUPrapUDIC .......cuiui et e e e e e e e e 37.03 260.85 4
97262  Vesico-vaginal - vaginal approach .............cccoiiiiiiiiiii e 37.03 772.40 6
97264 - trans-vesical approach .............coooiiiii i 46.29 467.00 6
97266  Vesico-rectal or vesiCoSIgMOId .......c.ouuieiiiiie it e e e e 46.29 446.90 6
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SURGICAL PROCEDURES

OPERATIONS ON THE UROGENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
URETHRA
Incision
97280  Biopsy of urethra without endoscopy (IOP) ........cccoviiiii i, 23.55 4
97282  Urethrotomy, eXterNal ..........oeiirii it e e e e e e 27.77 215.80 4
97288  UrethroStOMY ....cooviii it e e e e e e e e e 27.77 215.80 4
97290  Meatotomy and plastiC FePAIN ........coeuuii i e 51.60 4
97296  Peri-urethral abscess- COMPpIEte Care ..........coeoi it iiiiiiie e e e 32.70 4
Excision
97300  CANUNCIE «..ee et e e e e et e 27.77 85.30 4
97302  Urethral papilloma, single or multiple ..., 85.30 4
Stricture, including diversion
97304 R = - T = e 27.77 226.72 4
97306 -2 stage - fiIrSt StAge ..vvvi i 27.77 128.62 4
97308 = SECONA STAQE ... neieie et et e e 27.77 194.02 4
97310  DIVEertiCUIBCIOMY ... ..ot e e et e e et et e e e e 300.00 4
97312  Posterior urethral Valve ......... ..o 37.03 331.70 4
97314 Prolapse urethra, @XCISION ..........oooeii i e 85.30 4
97316  Urethrectomy - radical ..........c.oiiiiiii i e e e e e 37.03 215.80 4
Endoscopy
97320  Urethroscopy - diagnostic (IOP) .......c.iiiiiiiiiie e e e e 35.50 4
97322 = With BIOPSY (IOP) ..t e e 77.70 4
97324  Internal UrethrotOmY .........oiiinii i e e e e e 186.05 4
97326  Removal of foreign body or calculus ... 170.65 4
Repair
97330  Urethral SliNg ....c.oviii i e 27.77 300.00 4
97331 Male SIINQG .ot 27.77 381.60 4
97332  Marshall MarChetti ..........oooouiie i e e e 46.29 293.82 5
97334  Insertion of artificial urinary sphincter ... 37.03 854.37 6
Urethroplasty - 15t stage
97336 = POSTEIION .ot e e e e e e e 37.03 419.76 6
97338 S ANTEIIOL L.t 37.03 293.35 4
97340 A v=o [ PP 37.03 235.35 4
97342  One stage repair (to include skin graft if necessary) ............ccooviviiiieiinnns 37.03 681.60 6
97344  Kauffman type procedures for urinary incontinence ..............c.ccoovevevine e, 27.77 200.56 5
97346 - where perineum has been previously operated on for incontinence ... 27.77 231.08 5
97348 - removal of perineal incontinence prosthesis ...............ocoveii i, 27.77 239.75 5
Suture
97360  Rupture, anterior urethra (diversion of urine, extra) ............cococeieveiineiennn. 37.03 170.65 4
97362  Posterior urethra - immediate repair ..........oooeeviiiieiiiie e, 37.03 437.20 4
97364 S LAt TEPAIN ..ottt 37.03 552.30 5
Fistula
97366 - penile urethra (diversion of urine, extra) ............coceviiiviiiiiieiinenn, 92.10 4
97368 - perineal Urethra ... s 37.03 325.95 4
97370 - recto-urethral with diversion, colostomy and closure of colostomy ..... 55.54 552.30 7
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SURGICAL PROCEDURES

OPERATIONS ON THE UROGENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
URETHRA (Cont'd)
Destruction
97380  Urethro-VeSICOIYSIS ...ovunitiiiie et e e e e e e e e e e e 27.77 245.80 4
97382  Transurethral incision or resection of external sphincter (when sole
Operative ProCeAUIE) ... .uuui it et e e et e e e e 325.95 4
Manipulation (IOP)
Dilation of stricture, male
97390 - dilation under local anaesthetiC ............cccooiviiici i 24.17
97392 - dilation under general anaesthetic .............cocovviiiiiiiiiiii i 52.70 4
97394  Dilation of urethra, female ... 6.54
97396 - dilation under general anaesthetic .............cocooviiiiiiiiiiii i 41.65 4
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October 1, 2026

SURGICAL PROCEDURES
OPERATIONS ON THE MALE GENITAL SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
PENIS
Incision
Slit of prepuce
97410 S NEWDIOIM o 14.35
97412 -child orinfant ... 21.50 4
97414 S AU e e e 55.25 4
Excision
Circumcision - for physical symptomatology only
97422 SANFANT L 90.05 4
97424 adult Or Child ..o.oee 199.40 4
Notes:
1. Circumcision is an insured service only when medically
necessary. As such, circumcision performed for ritual, cultural,
religious or cosmetic reasons at any age is not an insured
service.
2. Circumcision for neonatal phimosis is not an insured service.
97426 BIOPSY (JOP) .ttt e 45.00 4
Amputation
97428 S PAMTIAL 37.03 300.00 4
97432 - 1o 1o | 55.54 750.00 7
Condylomata (IOP)
97434 - excision under local anaesthetic ..o, 32.60
97436 - excision under general anaesthetic .............ccovveiiiiiiiie e, 78.60 4
97438 Excision plaque for Peyronies disease or Nesbitt or modified Nesbitt (graft
121 - ) PP 37.03 420.00 4
Repair
Hypospadias or Epispadias
One Stage Repair
97441 - with meatus to, but notinto glans ...........cccoov i 55.54 287.75 6
97443 - with advancement of meatusinto glans ..............coovviieviiiiiieeennnn, 55.54 383.50 6
97444 - into glans using island flap pedicle (penoscrotal) ................ccceeene. 55.54 662.45 6
97446 - ChOrdeE rEPAIN . ..eee e e e 37.03 215.80 4
97448 Plastic reconstruction, Ur€thra ..........covieiiit i e 37.03 456.70 4
97450 Closure urethro-cutaneous fistula ..., 92.10 4
97452 Insertion of penile Prosthesis ... ..o 37.03 440.00 4
97454 - with inflatable prosthesis ...... ... 100.00
97456 Surgical removal of Prosthesis .........cccovi i 37.03 110.15 4
97460 Intracorporeal injection for impotence (IOP) .......coooiiiiiiiiiiii e, 27.80
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SURGICAL PROCEDURES

OPERATIONS ON THE MALE GENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
TESTIS
Incision
97470  ADSCESS (IOP) 1ottt et e e e e e e 55.15 4
97472 Biopsy (IOP) - SINGIE ....ceieie i e e e 55.15 4
97474 Sbilateral ... 83.35 4
97476 - With vasography .......oooiii i e 120.80 4
97478 Orchidectomy - unilateral ......... ..o e 27.77 170.65 4
97480 Radical removal lymph nodes for testicular tumour ... 55.54 775.00 8
97481 Retroperitoneal lymph node dissection post-chemotherapy ...................... 74.06  1,384.00 11
97482 Radical orchidectomy for malignancy - unilateral ..................ccooiieeiinn, 27.77 315.35 4
Repair
97490 Orchidopexy, any type, any Stage ..........ocoieeriieiiniae it e ie e 37.03 364.80 4
97494 Exploration for undescended testicle, without orchidopexy ...................... 37.03 260.85 4
97496 Reduction of torsion of testis or appendix testis and repair ...................... 27.77 235.35 4
97498 RUPLUrEd tESHICIE ...t e 27.77 170.65 4
97500 Insertion of testicular prosthesis ..........ooviiiii i, 55.54 170.65 6
Note:
Insertion of testicular prosthesis at the time of orchidectomy is not eligible
for payment.
EPIDIDYMIS
Incision
97510  ABSCESS (IOP) ..ttt e e e e 55.15 4
Excision
97520 Spermatocoele or spermatic granuloma excision .............cccocvvviii v, 27.77 205.35 4
97522 Epididymectomy - unilateral ............coooiiii i e 27.77 170.65 4
97524  Anastomosis epididymovasoStOMY ........oovuiieeiiiiie e e e 27.77 205.35 4
TUNICA VAGINALIS
Incision
97530 Hydocoele aspiration (IOP) ..o e e e e 16.25
Excision
97536 Hydrocoele - unilateral .............ooiiin i e 37.03 205.35 4

Note:
Hydrocele excision with hernia repair is claimed as 96728.
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SURGICAL PROCEDURES

OPERATIONS ON THE MALE GENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
SCROTUM
Incision
97540  Abscess or haematocoele (IOP) .........uie i e 60.00 4
97544 - and exploration - unilateral .............ccoooiiiiiii 27.77 85.30 4
Excision
97550 Minor lesions, e.g., sebaceous cysts, fibromata, etc. ..................oooianie. 47.95 4
97552 Resection Of SCrOtUM ... e e e 27.77 136.34 4
Suture
Note:
For suture of lacerations, refer to the listings under Operations on the
Integumentary System — Suture of Laceration.
VAS DEFERENS
Incision
97560  Vasography (IOP) ... e e e 55.15 4
Repair
97564  Anastomosis, UNIlateral ............cooviiiiiiiiiiii 27.77 215.80 4
97566 - including biopsy and vasography .............coooeviii i 27.77 260.85 4
Note:
Reconstruction following previous sterilization procedures is not an insured
service.
Suture
97580 Ligation - bilateral (IOP) .......coiiii it e e e e e e 27.77 126.05 4
SPERMATIC CORD
Excision
97590 Hydrocoele - SINGIE ... s 27.77 235.35 4
97592  VaricoCoele - SINGIE ... ...t e 27.77 205.35 4
SEMINAL VESICLES
Incision
97600  ADSCESS (IOP) .uuiit ittt e e 120.80 4
Excision
97606  VESICUIBCIOMY ..ut ittt et e e e e et e e e e e e 27.77 552.30 4
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SURGICAL PROCEDURES

OPERATIONS ON THE MALE GENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
PROSTATE
Incision
97610 Biopsy - Needle (IOP) ....cvii e e e 71.68 4
97611 - with ultrasound guIdanCe ............cccoiiie i, add 118.80
97612 - with drainage abscess (IOP) ..ot e 37.03 73.94 4
97613 - With MRI-US fUSION .o add 200.00
97618 Biopsy, perineal, OPEN ...... ..o 37.03 215.80 4
Excision
97620 PEINEAI ... et 55.54 650.00 6
97622 Perineal with vESICUIECIOMY .......oviii e 55.54  1,100.00 11
97624 SUPrapubiC - 1 OF 2 SEAGES ...uviiie et e et e e e e e 46.29 600.75 5
97630 RetropubiC - SIMPIE ... ... 46.29 600.75 5
97632 N - 1o 1o | 46.29 1,100.00 5
97634  Transpubic total prostatovesiculectomy with pelvic lymph node dissection .. 74.06 496.82 11
Notes:
1. Prostatectomy fees (97620-97634) do not include payment for
investigative cystoscopy but do include payment for vasectomy
when rendered.
2. The radical prostatectomy fee (97632) includes payment for
plastic repair of bladder neck and/or vesiculectomy when
rendered.
97636 Staging pelvic lymphadenectomy for prostatic cancer ............................ 64.80 431.20 7
Notes:
1. Mustinclude at a minimum bilateral obturator nodes.
2. A sampling of nodes does not constitute a complete staging
lymphadenectomy. When only a sampling of nodes is performed
as the sole procedures either 95438 or 96712 may be eligible for
payment depending on the procedure performed.
Endoscopy (Cystoscopy included)
97640  Transurethral eleCtrOSECHION ..........cuiuiiiiii i 539.02 5
97641 Laser photovaporization of prostate .............ccoeeiiiiii i e 539.02 5
97642 Transurethral drainage of abscess, complete care .............ccevveviiennnnn. 85.30 5
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SURGICAL PROCEDURES

OPERATIONS ON THE FEMALE GENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
In composite operations such as repair of cystocoele and rectocoele and D
& C, or cystocoele and rectocoele and cauterization of cervix and biopsy,
the fee shall, unless otherwise mentioned below, be that of the major
procedure.
VULVA
Incision
97660 [ Y20 T=T 1] (0] 0PN 32.56 4
Abscess of vulva, Bartholin or Skene’s gland (IOP)
97662 -local @anaesthetic ..o 17.30
97664 - general @naesthetic ...... ... 50.90 4
97668 Perineotomy (IOP) ... e e e e e 22.45
Excision
97674 Hymenectomy (with or without perineotomy) ..........c.cooviiiiii i, 92.30 4
Vulvectomy
97676 - simple - partial or total ..........ooviriiii 37.03 257.05 4
97678 STAAICAL coe e
- without gland dissection - partial or complete resection ........... 55.54 431.45 6
97680 - with complete dissection of glands - uni or bilateral ................ 55.54 546.75 7
97682 Cyst of Bartholin's gland .......... ..o e 27.77 112.00 4
97684 Marsupialization of Cyst (IOP) .......oeiuiie e, 164.00 4
Condylomata - single or multiple (IOP)
97686 ChemiCal -1 ..o 5.61
97688 e 8.43
97690 3O MOIE Lot e 11.23
Surgical excision or electrodesiccation (ED)
97692 - excision or ED under local anaesthetic .............ccccooeiiiiiinnnn. 26.85
97694 - excision or ED under general anaesthetic ............................. 115.10 4
97696 Cryosurgery - initial or subsequent treatment 15.00
Laser destruction of vulval lesions
97698 - laser destruction under local anaesthetic ..................cccceevneen. 22.40
97700 - laser destruction under general anaesthetic .......................... 94.50 4
Repair
97710 Non-obstetrical injury to vulva and/or vagina, and/or perineum ................. IC IC IC
97712 Ligation of varicose vein of labia - uni or bilateral ........................o. 44.91 4
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October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
VAGINA
Incision
97720 Colpotomy, posterior, drainage or needle puncture ...............ccooeeveiie . 41.54 4
97722 Culdotomy, incision and exploration ...............ocoiiiiiie i 27.77 81.96 4
97724 Culdoscopy including biopsy (IOP) ......ouiie i e e 61.75 4
97726 Incision and drainage of cyst, abscess or haematoma ............................ 92.30 4
Excision
Biopsy(s) - when sole procedure (IOP)
97730 - biopsy under local anaesthetic ............coviiiiiiii i, 26.85
97732 - biopsy under general anaesthetic ..o 92.30 4
97734 Local eXCISION OF CYSE ... e e e e e 27.77 123.70 4
97736 Excision of congenital vaginal Septum ..o 27.77 281.85 4
97738 Colpectomy, partial or complete, for non-malignant lesions (not to be used
to claim for DIOPSY) ... vnnee it e e 37.03 255.98 6
97740 Colpectomy, radical for malignancy ...........c..cooveiiiiiiiiiiie e, 74.06 480.00 8
97742 Laser treatment of vagina under general anaesthesia ............................ 150.00 4
Repair
97750 Cystocoele OF reCtOCORIE ... ...t 27.77 222.37 5
97752 Cystocoele and reCtoCOEIE ...........oieieiie i e 27.77 361.77 5
97754 Cystocoele, rectocoele and enterocoele .............ooooiiiiiiii i, 27.77 361.77 5
97756 Rectocoele and enteroCoele ...t 27.77 341.54 5
97758 Cystocoele, rectocoele and prolapse (Fothergill) .............ccooviiiiiiiiiiiinn. 27.77 222.29 5
97760 Cystocoele, rectocoele and excision cervical stump ..........c.oooeivviinniininns 27.77 349.00 6
97762  Vaginal vault prolapse (post hysterectomy) or enterocoele ...................... 27.77 407.37 6
97768 Rectocoele and repair of anal sphincter .............ccooviiii i 27.77 272.40 5
97770 Perineorrhaphy ... e 27.77 122.75 4
97772 COIPOCIBISIS ...t e e e e e e e 46.29 257.05 5
97774 Operation for artificial vagina ......... ..o 37.03 235.77 6
Closure of fistula
- vesico-vaginal
97776 =0 £ 7T o o PN 37.03 322.20 6
97778 -2 surgeons - vaginal SUFgEON ...........iueriiiueriiiee e cvieeaanann 37.03 196.47 6
97780 - abdominal SUrgeon ..........ccooeviiiiiiiiiiie e e 196.47
97782 - recto-vaginal (aNny FePAIr) ........iee et 37.03 366.07 6
97784 - uretero-vaginal ..... ... 55.54 280.68 6
97786 - urethro-vaginal ....... ... 37.03 129.11 4
97788 Urethral caruncle or prolapse of mucosa ...........ccooviiiiiiiiiii i 59.50 4
97790 Retropubic urethropexy for stress inContinence .............ccccvviiiiiieviiinnns 37.03 301.35 5
Combined abdominal - vaginal procedure for stress incontinence
97794 B 1] {01 o I PP 55.54 725.32 7
97796 - 2.surgeons - vaginal SUFgEON ..........oeiiririieeie et e iee e e ee e 55.54 123.50 7
97798 - abdominal SUrgeoN ..........ccoiuiiiiiiiiiiii i 215.56
Manipulation
97808 Examination and/or dilation - vagina - general anaesthetic (IOP) .............. 28.07 4
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FP/
Code Assist Spec. Anaes.
FALLOPIAN TUBE
Excision (unilateral or bilateral)
97820 Salpingectomy and salpingo - oophorectomy .............cocoeviiiiiiiiiiinecenn. 55.54 365.22 6
97822 Partial salpingectomy for sterilization .............c.oooiiii i, 55.54 189.66 6
Repair
Tubal plastic operation
97830 - fimbriolysis - unilateral ... 55.54 213.29 6
97832 - salpingostomy - unilateral ............cccoiii i 55.54 278.93 6
97834 - resection With reanastomOoSIS ..........vveiieiiiiiiie e e 55.54 288.83 6
97838 Repair of extensive tubal and peritubal disease using operating
microscope (not to be charged for reconstruction following previous
sterilization procedures) uni or bilateral) ..., 74.06 567.97 8
Suture
97844 Ligation of tubes, all methods, all approaches .............c.cooviiiiiii . 55.54 235.95 6
OVARY
Excision (uni or bilateral)
97850 Biopsy of ovaries by laparotomy ...........cccooviii i 46.29 315.42 6
97852  Wedge resection of ovaries (e.g. Stein-Leventhal) ................coociiiiiinn 46.29 257.05 6
97854 (O 0] o] T ] (=Te1 (o] 1 1) VPPN 55.54 364.27 6
97856 Oophorectomy with omentectomy for malignant disease ........................ 55.54 468.77 6
97858 O0PhOrOCYSIECIOMY ....eui et e e e e e e e s 55.54 364.27 6
97860 Para OVarian CYSE ... e 55.54 364.27 6
97862 Oophorectomy with or without omentectomy for malignant disease and
with pelvic and/or perioaortic Lymphadenectomy .............cccoevevinnnnn. 55.54 943.22 6
97864 Second look exploratory laparotomy including biopsies, when done as part
of chemotherapy protocol for ovarian carcinoma with or without total
OMENTECIOMY ..ttt e e e e e et e e et e e e e e e e e e e 55.54 431.45 6
97866 Culdectomy (extensive removal of pelvic peritoneum required for
evacuation of malignancy extension of secondaries) ........................ 55.54 200.00 6
UTERUS AND CERVIX UTERI
Endoscopy (IOP)
97870 Colpomicroscopy (iNClUdes Vaging) ..........coviuiiiiieiiieiiiiee e e eeaeans 49.12 4
97872 - with biopsy and/or endocervical curettage .............ccecevveviniineninnnn. 65.50 4
97874 L 1A (] (0 1o ] o) 138.04
97876 S WIth DIOPSY vt 155.29
97878 - with cannulization of tubes ... 163.57

T-3



SURGICAL PROCEDURES

OPERATIONS ON THE FEMALE GENITAL SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
UTERUS AND CERVIX UTERI (Cont’d)
Incision
97890 Endometrial biopsy (IOP) ....cuiviie i e e e e 34.05
97892 BiopPSY, CEIVIX (IOP) ..ottt et e e e e e e e e e 20.00 4
97910 [ 120 (0] (0] 10 PP 55.54 185.25 6
97914 Cryoconization, electroconization with or without endocervical curettage
(0 59.51 4
97916 CO: laser therapy with or without curettage for CIN (Cervical Intra-epithelial
Neoplasia) (IOP) ..o e e 79.22 4
Excision
NOTE: D & Cs are not billable in addition to code 97926 or 97928.
Diagnostic curettage
97920 - (with or without cauterization biopsy of cervix, removal of polypi or
RUbIN'S teSt) (IOP) ... e 92.30 4
97922 - and hystero-salpingography (IOP) .........c.oiiiiiiiiiii e 92.30 4
97924 - with knife conization of cervix (includes additional biopsies) ............. 27.77 200.73 4
Therapeutic hysteroscopy/endometrial ablation
97926 SNIHAL Lo e 234.58 6
97928 - repeat procedure Within L Year .........cc.viiiiiiiiie i e e e 145.00 6
Hysterectomy (with or without adnexa or enterocoele)
97930 Total, abdominal or vaginal .......... ..o 55.54 521.37 6
97932 - with cystocoele and rectocoele .........oovii i 55.54 581.92 6
97934 - with cystocoele or rectocoele ...........ooiieiiiii i 55.54 551.65 6
97938 Partial or subtotal ....... ... 55.54 361.70 6
97940 - with cystocoele and rectoCoele .........oovviiiiiii i 55.54 407.72 6
97942 - with cystocoele or rectocoele .........ccvviiiiii i 55.54 377.45 6
97948 Radical (total hysterectomy plus lymphadenectomy) ............cccooviviiiininns 74.06 797.04 8
97950 Y70 0 T=Tod (o] o £ 2 55.54 442.27 6
97952  AmPULAtioN OF CEIVIX ....uui it e e e e e e e 37.03 173.55 4
97954 Cervical stump - abdominal ......... .o 55.54 321.90 6
97956 SVAGINAL L.t 37.03 321.90 4
Introduction (IOP)
97960  Insufflation - RUDIN'S TESE .......oiiii i 26.94 4
97962 Insufflation and endometrial BIOPSY ......ovvvve it 43.19 4
97964  INSertion Of IUCD .......cuivtiiiiieiit it 35.00
Repair
97970 Hysteropexy (Uterine SUSPENSION) ... ...ttt et e eeains 55.54 204.32 6
97972 - with anterior and POSErior FePAIN .........c.uie et e 55.54 294.14 6
97974 - with anterior or POStErior FEPAIN .........veviieiitiie it e eee e ee e 55.54 267.19 6
97976 CerviX, INCOMPELENT ....i ittt e et e e e e et e e e 27.77 80.83 4
97978  Trachelorrhaphy (plastic repair of cervix) — not immediately following
HEIIVEIY et 27.77 61.75 4
97982 Hysteroplasty - excision of septum (Strassman) ..........cccccoeoviiiiiiiiiennnnn. 55.54 196.47 6
97984 Unification of double Uteri ......... ..o 37.03 255.98 4
97986 Uterine inversion - manual ...... ..o e 95.43 4
97988 S OPEIALIVE et e e e 37.03 196.47 6
97990 Presacral NEUrECIOMY ......couiei ittt e et e e e e e e naaenas 55.54 196.47 6

T-4



October 1, 2026
SURGICAL PROCEDURES

OPERATIONS ON THE FEMALE GENITAL SYSTEM

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
UTERUS AND CERVIX UTERI (Cont’d)
Cautery of Cervix (IOP)
Office
-chemical CaULErY ... VF
97994 - electro-cautery Or CryOCAULEIY ........coiuiuieeie et e e aee e 4.49
97996 Hospital, general anaesthetic, dilation and cauterization or conization,
SINGIE PrOCEAUIE ...ttt it e e e e e e e 26.94 4




SURGICAL PROCEDURES

OPERATIONS ON THE ENDOCRINE SYSTEM

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
THYROID GLAND
Incision
98010  Aspiration, thyroid Cyst (IOP) .......oiiiiiie i e e 38.00
98012  Biopsy, NEEAIE (IOP) ....ui it e e e e e 71.30 6
98014  ADSCESS, COMPIELE CAIE ....vvitiie et et e e e e e e e e ee e 70.85 4
Excision
Biopsy
98020 =10 o[ [o- | PP 55.54 213.15 6
Thyroidectomy
98022 S (0] - | PP 55.54 777.30 8
98023 - Completion thyroidectomy following previous subtotal or hemi-
thyroideCtOmMY oo 650.00
98024 =11 ) (0] = 55.54 618.25 7
98027 - parathyroid(s) re-implantation ..............coooi i add 184.60
Note:
Fee code 98027 can be billed in addition to fee codes 98022, 98023 or
98024.
98028  Excision of solitary NOdule ..........c.oiiiiiii e 55.54 289.10 6
PARATHYROID, THYMUS AND ADRENAL GLANDS
Excision
98040  Exploration and/or removal, parathyroids or parathyroid tumour ................ 55.54 605.45 8
98042 - if requiring splitting of sternum ... 120.34 632.46 13
98044  ThYMECIOMY ...t ie et ettt et et e e et e e e e te e e e aee eenean e 120.34 689.38 13
98046  Adrenalectomy or exploration, unilateral ................cccooiiiii i, 92.57 667.32 10
98048 - bilateral, with or without cophorectomy ..............cccovvi i, 92.57 1,053.72 11
98050  PheoChromMOCYIOMA ......vie ittt e e e e e e e e aeaen 111.08 892.82 13
98052  Thymus transplant (IOP) ..ot e 44.69 4

U-1



SURGICAL PROCEDURES
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FP/
Code Assist Spec. Anaes.
98100 Hypothermia - when employed, basic fee for any procedure on nervous
£ 2] (=] 0 Pt 25
BRAIN
Astrocytoma, oligodendroglioma, glioblastoma or metastatic tumour
Craniotomy plus excision
98130 - SUPFALENTOTIAl .. e et e 101.83 1,562.90 15
98132 SANFrateNIONAl ... e 101.83 1,726.80 15
98134 Craniotomy plus 10DECIOMY ......ou i e e 101.83 1,575.80 15
98136 Microsurgical reMOVAl ..........iiiriiii e e add 237.36
Meningioma and other tumourous lesions
Craniotomy plus excision
98138 - SUPFALENTOTIAl .. e e e 101.83 2,072.16 15
98140 - infratentorial plus basal ......... ..o 101.83 2,305.62 15
98142 - microsurgical removal ....... ..o add 237.36
98144 - lesion greater than 4 cm. diameter ............oooiiiiiiiii i add 454.15
98146 - team fee for acouStiC NEUrOMA ........c..oovi i add 627.65
Intracranial aneurysm repair
98150 - carotid CIrCUIAtioN ....... ..o 101.83 2,568.18 15
98152 - vertebrobasilar circulation (including aneurysm of vein of Galen) ...... 101.83  2,140.15 15
98154 - microsurgical approach ... add 237.36
Cerebral arteriovenous malformation
Craniotomy for obliteration and/or excision
98156 = SUPTALENTONIAl L. ettt e e e 101.83 1,953.14 15
98158 Sinfratentorial ... 101.83 1,532.10 15
98160 - microsurgical approach .............covi i add 237.36
98164 Extracranial approach to include balloon catheter or embolization
TECHNIQUES ..o 101.83 873.53 15
Extracranial-intracranial microvascular anastomosis
98168 - superficial temporal artery .........ooviiiiiiii 101.83  1,203.09 15
98170 = OCCIPItAl @MTEIY ..ot e e 101.83  1,255.30 15
98174 - use of graft (autogenous vessel or synthetic) ...............coceevnnee. add 246.00
Carotid-cavernous fistula
98178 - intracranial obliteration (to include combined cervical and intracranial
o] foTolTo (U] 1) PPN 101.83 1,254.85 15
98180 - extracranial @pProach ... 101.83 763.30 15
Spontaneous Intracerebral Haemorrhage
Craniotomy plus removal
98182 = SUPTALENLONIAl .. ettt e e e 101.83 1,262.13 15
98184 SNfratentorial ... 101.83  1,385.05 15
98186 Burr hole plus draiNage ........cooeiiii i e 101.83 531.37 15
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FP/
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BRAIN (Cont’'d)
Intracranial Cyst
Craniotomy plus evacuation, to include interventriculostomy
98188 = SUPTALENLOTIAl ..t ettt e e e e 101.83 899.87 15
98190 SINFrateNIONAl .. .o 101.83 1,065.05 15
98192 Burr hole plus @aspiration ............ooiie it e e e 101.83 426.95 15
Brain Abscess
98194 - crainiotomy and EXCISION ........iciiie i e e 101.83  1,416.50 15
98196 - burr hole and aspiration .............oooiiiiiiii i e 64.80 587.87 7
98198 - subsequent aspiration through existing burr hole within 30 days ....... 64.80 237.36 7
Miscellaneous Procedures
98200 Craniotomy for brain biopsy (other than for tumour) ...t 101.83 774.90 11
98202 HEeMISPNEIECIOMY ... .. e e 101.83 1,878.35 15
98204  Temporal lobectomy and/or excision of cortical scar for epilepsy ............... 101.83 2,184.20 15
98210 Craniotomy plus midline CoOMmMISSUIrOtOMY .......cooeviviieriiiie e ciiiieeanenns 101.83 1,035.40 15
98212 Repair of encephaloCoele ..........oooiviiiiii 101.83 798.80 15
98216 Posterior fossa decompression for Arnold Chiari malformation ................. 101.83  1,500.00 15
98222 Stereotaxis - intracranial, to include ventriculography ..............cccoovevininn. 101.83 1,377.58 11
98224 Replacement of deep brain stimulation (DBS) system — Neurostimulator
L0070 o L1 ][RP RPRT 510.00 5
98232 Burr hole plus needling of brain for biopsy (IOP) ..o 64.80 453.60 7
98234  Ventriculogram, includes burr holes, air or positive contrast (IOP) ............. 192.06 7
98236  Ventricular puncture through previous burr hole or fontanelle, or puncture
and/or aspiration of cisternamagna (IOP) ..............ccooviiiiiii i, 90.49 7
98238  Ventriculoscopy, to include burr hole (IOP) ..., 408.95 7
98242 - with interventriculostomy .........coovi i, add 301.70
98244 External ventricular drainage (IOP) .......couiviiiii i i e 46.29 237.36 5
98250 Insertion of intracranial catheter or transducer for purposes of monitoring
(0 46.29 350.45 5
98252 Subsequent revisions or replacements within 30 days (IOP) - each ........... 46.29 279.55 5
98254 Re-opening of craniotomy for post-operative haematoma or infection, or for
removal of bone flap .......ooiiiii 101.83 496.89 11
98256 Intracranial duraplasty (greater than 2 cm. diameter) to any intracranial
] foTed=Te (U] ¢ R ORI add 265.67
98260 Intra-operative electrophysiological monitoring and/or stimulation ....... add 222.64
98262 Repeat craniotomy (excluding 98254), add to benefit for above surgery
INVOIVING CraniotOMY ........uieite i et et e ee e e 252.20
98264 Stereotactic radiosurgery - per patient, per course of treatment ................. 1,522.60 11

Note:
The fee for code 98264 represents payment to a neurosurgeon for the
following services provided in hospital to a patient for whom stereotactic
radiosurgery has been prescribed:

i participation in multidisciplinary clinics;

ii. mapping and merging the patient care plan with the health

professionals involved in the procedure;
iii. attendance during the administration of the radiosurgery;
iv. application of halo frame if required.
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FP/
Code Assist Spec. Anaes.
BRAIN (Cont’'d)
Cranio-Cerebral Injuries
Reduction of skull fracture
98272 - Simple, depreSSed ..o 64.80 634.90 7
98274 0] 131 Lo 18 [ T S PP 101.83 773.15 11
98276 - with repair of dural laceration ................cooiiiiiiii i add 233.30 4
Extracerebral haematoma
98278 - drainage of burr hole(s) - unilateral ... 64.80 595.70 7
98280 - drainage and/or removal by craniotomy ..............cococieiiiiiie 101.83 933.78 11
Cerebral Injury
98290 Removal of intracerebral haematoma and/or debridement of traumatized
brain (includes management of any skull fracture) ........................... 101.83  1,040.65 15
98292 Removal of foreign body from brain ..., 101.83 971.86 15
98294 CSF leak - intracranial repair .........cc.oie i e e 101.83 1,069.90 15
98296 Decompressive craniectomy (frontal, sub-temporal) ..., 101.83 638.05 11
98298 Subdural tap(s) - unilateral (IOP) .........ccoit i e 58.60
98300 Diagnostic burr hole(s), uni or bilateral (IOP) ..........ccooiiiiiiiiiiii i, 272.10 7
SKULL
Repair of skull defect:
98310 - acrylic or metal cranioplasty ........cc.cooviie i 101.83 677.12 11
98314 - replacement of bone flap ... 101.83 484.25 11
98316 SKUIl tUMOUL, EXCISION ..t it i e et e e e e e e e eae e aeneas 101.83 412.18 11
Craniosynostosis
Linear Craniectomy
98318 S L SUIUIE ettt et e et e e s 101.83 474.97 11
98320 - MUIIPIE SULUMES ...t e e e e e e 101.83 621.36 15
Morcellation procedure
98322 S L SUIUIE et e et et e et et e et s 101.83 476.40 11
98324 - MUILIPIE SULUMES ... e et 101.83 750.64 15
Lateral canthal advancement
- unilateral
98326 O U 0= ) o 101.83 767.86 15
98328 - 2 sUrgeons - major portion of SUrgery ..........coovevvviieviriinnennn. 101.83 439.79 15
98330 - lesser portion of surgery .........ooocvivi i, 355.43
- bilateral
98332 O =1 £ 7T o 101.83 972.48 15
98334 - 2 surgeons - major portion of surgery ..........coooiiiiiiiiiineeann. 101.83 627.65 15
98336 - lesser portion of surgery ...........cocoiii i, 470.79
98338 Craniotomy for craniofacial repair ..............cooii i e 101.83  1,087.27 15
98340 - with repair of frontonasal encephalocoele .....................cooo. add 219.79
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FP/
Code Assist Spec. Anaes.
ORBIT
Craniotomy
98350 - plus removal of orbital tumour ... 101.83 1,139.94 15
98352 - plus orbital decompression (roof of orbit with or without lateral wall) ...  101.83  1,066.53 15
98354 - for decompression of OptiC NEIVE(S) ....ovvvvvii it i, 101.83  1,139.94 15
PITUITARY
98360 Hypophysectomy or excision of tumour, any technique except
transphenoidal ... 101.83 2,000.00 15
98362 Hypophysectomy, transphenoidal, team fee ... 101.83  2,000.00 15
CAROTID AND VERTEBRAL ARTERIES
98372 Temporal artery - biopsy, ligation or crysurgery (IOP) .......c.coeieiiiiiinann. 221.02 4
98374 Carotid endarterectomy - with or without bypass ............cccoiii i 92.57 465.50 10
98378 -with patch orgraft ... 92.57 471.21 10
98380 Progressive carotid occlusion by Selverstone clamp (IOP) ...................... 92.57 284.65 10
CSF SHUNTING PROCEDURES
98409 CSF shunting procedures - all types .......c.vviieiiiiei i e 101.83 737.00 11
Revision of CSF Shunt
98411 -operative - all tYPES ... n i e 101.83 420.70 7
98413 = NON-OPEIALIVE ... ettt e e e e e e e ee e 51.50
Conversion of shunt (e.g. ventriculoperitoneal to ventriculoatrial)
98415 - includes removal of existing shunt .............coooviii i 101.83 420.30 7
98416 Removal of shunt - any type .......oooiiii i 101.83 289.70 7
98420 Insertion CSF reservoir (Ommaya including burr holes) .......................... 101.83 370.50 11
98422 Third VentriCUIOStOMY ..ot e e et e e e e aaaeaas 101.83 777.80 11
CRANIAL NERVES
98430 Percutaneous coagulation of gasserian (trigeminal) ganglion or root -
UNIALEIAL ... e e e 101.83 504.95 11
98432 Decompression gasserian ganglion .............c..ooiii i 101.83 481.90 11
Rhizotomy or differential section trigeminal nerve
98434 - temporal @PProach ........oie i 101.83 473.70 11
98436 - posterior fossa approach ..........coooviii i 101.83 1,021.89 11
98438 - avulsion supraorbital NerVe ........c.cccviii i, 37.03 168.20 4
98440 - avulsion infraorbital Nerve ... 37.03 168.20 4
98442 - avulsion mandibular Nerve ........ ..o 37.03 195.34 4
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FP/
Code Assist Spec. Anaes.
CRANIAL NERVES (Cont’'d)
98446  Anastomosis hypoglossal to facial nerve .............cocooviiiiiiiii i, 55.54 727.80 6
98450 Occipital and/or suboccipital craniectomy for compression, decompression
or section oOf cranial NEIVES ..........oocvi i e 101.83 1,478.82 11
98452 Division of vestibular Nnerve ... 101.83 946.19 11
98454 Division of glossopharyngeal Nerve ......... ..o e 55.54 946.19 6
98456 Division of nerves to sternomastoid in Neck .............c.ooiiiiiiiiiiii i ienee. 55.54 305.60 6
PERIPHERAL NERVES
98470 Biopsy and/or avulsion of peripheral nerve (IOP) ..........cccoiiiiiiiiiiiiiinnn. 27.77 109.95 4
Brachial plexus exploration
98472 - iN POSEENOr tHANGIE ... e.v et e e 55.54 617.89 6
98474 SN AXIA e e 55.54 624.48 6
98476 - in posterior triangle and axilla ..............ccooviiii 55.54 760.06 6
98478 Decompression by SCalenotomy ..........ooviiiiiit i e 55.54 235.60 6
98480 - excision of Cervical rib ... e 92.57 428.01 6
98482 Exploration of major nerve (median, ulna, radial, sciatic, etc.) with or
WItNOUL NEUIOIYSIS ...ee et e e e e e 37.03 191.62 6
98484 Removal of tumour major peripheral nNerve .............ccooooviiii i, 37.03 317.85 4
Suture of major peripheral nerve
98486 =T o1 La TN = I (=] o - || PP 37.03 500.00 4
98488 - fascicular technique, first fascicle ...........cocoovi i 37.03 325.56 4
98490 - each additional fascicle repaired ............cococeiii i add 54.98
Graft of major peripheral nerve
98492 - epineural grafting ..o 37.03 445.50 4
98494 - fascicular grafting, first fascicle ... 37.03 927.55 4
98496 - each additional fascicle grafted ..............cccoooiii add 222.24
Suture or decompression of small peripheral nerve (e.g., digital)
98498 - epineural teChNIQUE ... e 27.77 250.00 4
98500 - fascicular repair, first fascicle. Use fee code 98490 to claim for
additional fascicles repaired .............coveiiiiiiiii e 71.40
Graft of small peripheral nerve
98502 - epineural teChNIQUE ... e 27.77 99.95 4
98504 - fascicular technique, including first fascicle. Use fee code 98496 to
claim additional fascicles grafted .............c.oooiiii i 222.24
98506 Delayed repair or graft (more than 4 weeks from date of injury) .......... add 105.66
98508 Microsurgical technique USEd .........c.ovvi i e e, add 254.00
98510 Decompression of median nerve at Wrist ............cccoveviiiiiiiiiii e e, 27.77 191.62 4
98512 Decompression of ulnar nerve at elbow ............coeiiii i, 27.77 215.35 4
98514  Transposition of ulnar nerve at elbow ... 27.77 235.60 4
98516 Decompression lateral femoral cutaneous nerve ..............ccoovoiieeiineann. 37.03 139.93 4
98518 DiViSiON ODLUIAtOr NEIVE ... ..ot e e e e e e e e aeaeans 55.54 235.60 6
98520 MOrton’s NEUrOMa = EXCISION ... ...t it et et et e e e eaeaeans 37.03 181.50 4
98522 Excision of glomus tumour (IOP) ... 181.50 4
98524 Neuroma - single, subcutaneous (IOP) ..........ccoiviiiiiiiiiii e e, 181.50 4
Implantation or Replacement of Peripheral Neurostimulator
98528 Implantation of electrode for peripheral nerve stimulation (IOP) ................ 27.77 104.24 4
98530  Vagal nerve stimulator implantation ... 55.54 460.00 7
98531  Vagal nerve stimulator battery change .............cocooiiiiiiiii i 55.54 230.00 7
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FP/
Code Assist Spec. Anaes.
AUTONOMIC NERVOUS SYSTEM
Sympathectomy
98540 CRIVICA ...t e 55.54 314.14 6
98542 Cervicodorsal - unilateral ......... ..o 92.57 314.14 10
98546 - thoracic approach ...... ... 120.34 314.14 13
98548 Lumbar - unilateral ... 55.54 279.87 6
98550 Shilateral ... 55.54 414.09 6
SPINAL CORD AND NERVE ROOTS
For operations on the spinal cord and nerve roots, the basic Assistants’
and Anaesthesiologists’ fees will depend on the surgical approach
98570 S CBIVICAD L.ttt e e 74.06 10
98572 - dorsal Or IJUMDAK ..o 64.80 8
Tumours - partial or total
98580 S eXIradUIAl ... e 980.43
98582 - intradural (extramedullary) ..........ccooiii i 1,530.00
98584 - 3SEQMENTS OF MOIE .. ie it et e et e e e e et et e e e e eenenee add 175.74
Intramedullary
98590 - biopsy and/or decompression ..........cooeevviveviiiie e e 451.48 9
98592 STEIMOVAL ot 1,765.75 12
98594 - 3SEgMENLS OF MOKE ..vviiitii et it ee e e e e aanens add 192.88
98596 - with operating microscope (applies to intradural or intramedullary
TUMOUIS) ot et e e e e e e e e e e add 262.81
AV malformation of cord
98604 Excision or operative obliteration with or without evacuation of haematoma 1,563.52
98606 - 3SEQMENES OF MOIE .. ueiee it e et e e e e et et e e e e eenenae add 192.88
98608 - With operating MICrOSCOPE ... ..uiiirie it et et e e e add 262.81
98612 Insertion/revision of implantable infusion pump ............cooooi 510.00
98616 Implantation of permanent subcutaneous reservoir including laminectomy 510.00
Note:
98616 is not eligible for payment when rendered with any decompressive
codes.
98626 Laminectomy for intradural neurolysis or unusual lesions, e.g.,
diastematomyelia, tethered conus, intramedullary haematoma etc. —
UNi Or Dlateral .......ooiue i 976.41
98628 - laminectomy extending over 3 segments or more (applies to tethered
conus, diastematomyelia extradural, intradural or
tointramedullary tumour, AVM, or other decompressive
[aminectomMYy) ... add 192.88
98630 - With operating MICrOSCOPE ... c.uueiinine ittt e add 262.81
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FP/
Code Assist Spec. Anaes.
SPINAL CORD AND NERVE ROOTS (Cont’d)
Laminectomy and decompression of spinal cord
98632 = N0 OPENING Of AUIA ....ieii i e e e e e e e e e 432.55
98634 - with opening of dura (with or without dentate ligament section) no
TUMOUL e e e 594.75
With fusion by same surgeon
98638 - 1 level (payable in addition to fee codes above) .............ccoceiiieninne 264.93
98640 - 2 levels or more (payable in addition to fee codes above) ................ 333.41
Fusion by separate surgeon
98644 S L IBVRL e e 353.24
98646 S20rmMOre leVEIS ... 410.91
98648 Refusion of any of above ..o, 219.87
98650 Re-opening of laminectomy for post-op haematoma, infection or CSF leak 201.85
98656 Medullary spinal trigeminal tractotomy ............ccceiiieiiiii i, 1,146.55
98658 - With operating MICrOSCOPE ... c.uueiirine ittt e e add 243.35
98664 Percutaneous cordotomy or tractotomy ...........c..cooeiiiiiiiiiiieiiiee e e, 594.75
98668 Open myelotomy for lesion (e.g., tractotomy, midline commissurotomy,
Bischoff’s longitudinal myelotomy, etc.) — uni or bilateral ................... 1,175.17
98676 Spinal intradural anterior and/or posterior rhizotomy — uni or bilateral, any
NUMBDET Of FOOLS .. vttt 787.62
98678 - 3 SEQMENES OF MOTE 1.\ vttt cit e eet e et e e e e e e e e eenanns add 192.88
98679 - With operating MICrOSCOPE ... ..ueiirie ittt e ee e e add 262.81
98680 Repair of meningocCoele ... 583.93
Repair of meningomyelocoele
98682 N U] ([T o] o E PP PIPPP 700.70
- 2 surgeons
98684 = NEUFOSUINTEON .eee ittt ettt et e e et ee ee et e e e e e eenaenas 460.19
98686 - TECONSIIUCTIVE SUIJEON ..\vitt ittt et ee e e eet e eet e ver e aenaaaas 309.84
98688 Lumbar puncture (IOP) ... vt e e e 75.00
98690 - with instillation of medication (IOP) ..........ocoiiiiiiiii e 88.03
Radiofrequency ablation/Rhizotomy (IOP)
98700 - vertebral facet or sacral lateral branch neurotomy, first site .............. 128.37 4
98702 - each additional site (to a max. of 4 additional sites) ................... add 83.96
98704 Interpretation of CSF smear in malignancy (IOP) .........ccoooiiii i, 25.18
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FP/
Code Assist Spec. Anaes.
98800 Examination and unlisted minor procedures under general anaesthetic,
when sole procedure (IOP) ..ot e e 142.41 4
EYEBALL
Excision
98810 Enucleation, donor eye, post-mortem (1 or both) ..............ccooiiiiiin 172.54
Repair
98820 Removal of intraocular foreign body ......... ..o 37.03 1145.08 6
98822 - non-magnetic-posterior SEgMENT .........ouiie it e 37.03 1157.19 6
Penetrating wound
98824 - with prolapse of intraocular tiSSUE ..........ccoovviiiiiiiiiiiie e e, 37.03 121254 6
98826 - without prolapse of intraocular tisSsue .............coveviiiiiiiiiiii e, 37.03 1068.54 6
CORNEA
Incision
98830 Paracentesis (IOP) ..o e 128.79 4
Removal embedded foreign body (IOP)
Note:
Not to be claimed for the routine removal of sutures within 42 days of
procedure.
98832 - removal under local anaesthetic - 1 foreign body ................ccooiiiiie 57.97
98834 - 2 or more foreign bodies .............. 65.04
98836 - removal under general anaesthetic ... 89.24 4
Chelation of band keratopathy with EDTA (IOP)
98838 - chelation under local anaesthetic ...............ooii i, 87.64
98840 - chelation under general anaesthetic .............cccovviiiiiiiiiin e, 123.38 4
Excision
98850 Pterygium - simple (unilateral) ............ooii i 175.00 4
98852 - with partial KerateCtomy ..........ooviuiiiiriiiie e e e e e 37.03 505.41 4
98854 -with lamellar graft ...... oo 37.03 585.91 8
98856 - with autogenous conjunctival transplant ...................cocooeee e, add 232.91
98858 - with mucous membrane graft ... add 246.11
98860 [N = LT (0] 11|V TP PRRPN 37.03 436.59 4
98861 Phototherapeutic KerateCtomy ..........ccviuiieiiriie i e e 439.84
Note:
Prior approval from MCP is required.
Excision of dermoid
98862 - with partial KerateCtomy ..........cooiuiiiieii e e e 436.59 4
98864 -with lamellar graft ... 37.03 674.91 8
Cauterization of ulcer (IOP)
98866 -local @anaesthetic ......coovvviieiiiii 67.04
98868 - general anaesthetiC ..ot 114.11 4
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CORNEA (Cont’d)
Replacement
Corneal transplant
98880 S PENEITALING ..t et et e e e e e 37.03 872.91 8
98882 - with artificial prosthesis ... add 185.31
98884 SlamElIAr .. 37.03 722.91 8
98886 DivisSion Of iMiS t0 COMBA ......vnie e e 294.66 4
SCLERA
Incision
98890 SClErotOMY, POSTEIION ...ttt e e et e et e e et e e e een s 207.74 4
98892  Anterior chamber - open evacuation of Clot ...............cooviiiiiiii i 37.03 404.69 6
IRIS AND CILIARY BODY
98900 [ 11T g o (o] (o] o 1Y/ U 37.03 287.95 4
98902 LaSer angle SUIQEIY ... ... et et et et e et e e et e e et e e eenens 521.33 4
98903 Cyclophotocoagulation ..o e 267.92 4
98904 Iridectomy - surgical - when sole procedure ............cccooiiiiiiiiiiiiine e, 37.03 344.49 4
98906 Glaucoma filtering proCedures ..........oooiuiii i e e 37.03 1,170.08 6
98908 - with intraocular implant of seton .............coooiiii i, add 192.35
98910 Extraocular glaucoma proCedures ...........co.vveuiiieviine e e ee e 37.03 218.94 4
98912 Ciliary body reattachment ..o e 37.03 546.74 8
CRYSTALLINE LENS
Incision
98920 Needling (discission) - primary or subsequent ...............ccoooiiii i 203.04 5
98922 Capsulotomy (any method) ..........oooii i 37.03 299.13 4
Excision
Cataract
98930 - all types of, by any procedure ..........ccooviiiiiiiii i e 37.03 473.09 8
98932 - dislocated lens extraction ..............cooeiiiiii i 37.03 639.27 6
98934 - insertion of intraocular lens ... add 101.38
98936 Fixation of intraocular lens (McCannell suture procedure) ........................ 37.03 305.05 6
98938 Excision of secondary membrane with corneal section following cataract
123 4= o1 o] o TP 37.03 300.34 6
98940 Removal of intraocular IeNS ..o 37.03 350.60 6
98942 Repositioning, surgical of dislocated intraocularlens ...................cceeeee. 200.22 4
98946 Insertion of secondary intraocular lens .............cocooviiiiiii i 37.03 344.97 8
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VITREOUS
98950  Vitrectomy by infusion suction cutter technique ...............coooei i, 37.03 1,264.79 8
98952 - with transscleral retinal SUturing ............ooceovii i, add 213.20
98954  Vitreous aspiration, posterior with needle for culture and/or injection of
medication, with or Without CryOpPeXY .........ccovviiiiii i, 37.03 284.19 5
98956  Anterior vitrectomy (planned) when done in conjunction with another
iNtraocular ProCeAUIE ..........oeiuiuie it e e e add 156.29
98958 Preretinal membrane peeling or segmentation to include posterior
vitrectomy and coagulation .............ooii i 37.03 1,724.39 8
98960  Vitreous exchange (air, gas or artificial vitreous substance) - add to
AT =To1 (0] 1 )Y/t 120.31
RETINA
98970 Reattachment of retina and choroid by diathermy, photocoagulation or
cryopexy as initial Procedure .............ooove i, 55.54 459.55 6
98972 Scleral resection or buckling procedure with or without diathermy,
photocoagulation or cryopexy, primary or subsequent procedure ........ 55.54  1,554.70 6
98974 Secondary operation following unsuccessful operation or fresh detachment
in the same eye by a different surgeon with or without diathermy,
photocoagulation Or CrYOPEXY ......cvuvie e e 55.54  1,123.80 6
98976 Removal of scleral implant ..o 255.07 4
98978 Photocoagulation - 1 8YE ......cvvii i e e e 297.20 6
98980 Cryopexy - extraocular or subconjunctival -1 eye ............cooeevviiiiiiiiineen. 267.32 6
98982 PNeumatic retiNOPEXY ... it e e e e e e e e e 523.79 6
98984 Laser retinopexy for Retinopathy of Prematurity - one eye ....................... 750.00 6
98986 Laser retinopexy for Retinopathy of Prematurity - both eyes ..................... 1,245.00 6
Note: Fee codes 98984 and 98986 cannot be billed for procedures
performed on the same day as the Premature Infants Ophthalmology
Clinic.
EXTRAOCULAR MUSCLES
Repair
Strabismus procedures
98990 -1 muscle, 1 0rboth @Yes ... 27.77 491.13 5
98992 -2muscles, 1 orboth 8Yes ...t 27.77 582.13 5
98994 -3 ormore muscles, 1 orboth eyes ... 27.77 664.13 5
98996 - for adjustable SUtUre ....... ... add 100.00
98998 Repeat strabismus procedure (more than 2 previous repairs by different
L0 1o [=To)] 1 ) P PP add 297.13
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ORBIT

Incision
99010 Drainage of abSCESS ....vuiiiii e 478.79 6

Excision
99020 Enucleation, with or without primary implant ..., 37.03 888.17 4
99022 Evisceration, with or without primary implant ..., 37.03 752.67 4
99024 EXENEEIAtION ... oie ittt et e e e et e e 37.03 1,005.00 6
99026 - With major plastic repair .........cooviviiiiin i e add 296.90
99028 Secondary orbital Implant ... 37.03 681.29 4
99030  Tumour or foreign body - anterior roUte ..........c.ovvieviriiiiiiiiiee e e 37.03 491.29 6
99032 - POSLEriOr EXPOSUIE .....uiieieiieeeee e e ee e 37.03 681.29 6
99034 BIOPSY - @NEEIIOT ...t e e e 291.29 4
99036 - POSEEIION EXPOSUIE ...ttt et ee eee e eet e et e ae e e e e eeeenaees 399.59 4
99038 Lateral orbitotomy (Kronlein) ...... ..o e 27.77 631.29 6
99040 Decompression - 2 WallS ......o.iuir i e e e 37.03 583.29 6
99042 SBWANS e 37.03 617.14 6

Reconstruction
99050 Dermis fat graft - immediately following enucleation ............................... 279.17
99052 Sdelayed .. 37.03 603.67 6
99054 FOrNiX reCONSLIUCTION ... ittt e e e e e e e e 366.29 4
99056 - with mucous membrane graft ... 362.89 4
99058 - with autogenous conjunctival transplant ....................cccoeee e, add 141.29

Free mucous membrane graft
99060 S U ENICKNESS oo 263.94 4
99062 = SPHEthICKNESS ..t 338.19 4
99064  Alloplastic volume replacement ..........coovuiie i e e e 452.49 4

EYELIDS

Incision

Drainage of abscess (I0OP)
99070 - drainage under local anaesthetic ... 157.54
99072 - drainage under general anaesthetic ..............cccovviviiiiiiiii v, 322.54 4

Excision

Verrucae, papilloma, keratosis, etc. (IOP) - see Skin and

Subcutaneous Tissue-Integumentary System also Lid Tumours or
Unlisted Plastic Procedures

Chalazion - single or multiple (I0P)
99080 - excision under local anaesthetic .............ccccoviii i, 128.79
99082 - excision under general anaesthetic ............ccovevivi it i 208.79 4

Epilation
99084 - by hyfrecator, electrolysis (IOP) ........cc.veviiie i 84.12 4
99086 = Y CIY 0P XY et 122.43 4
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EYELIDS (Cont'd)
Suture
99090  TarsOIrhaphy ..o 247.90 4
99092 Double adN@SION ... ..vue e 259.65 4
Repair
LS00 (0T 37.03 391.44 4
99102 - repeat Or SECONA FEPAIT ... eeneie it et e e e e eae s 37.03 471.29 6
99104 Distichiasis - unilateral ......... ... 37.03 402.54 4
99106  Trichiasis, repair by tarsal transplantation ... 37.03 343.42 4
99108 Entropion, other than Zeigler punCture .............ccoooiie i e e, 37.03 315.99 4
99110 - repeat by SECONd SUIgEON ... .ovvine it ee e add 67.18
99112 - with mucous membrane graft .............cocooiiiiii i add 127.98
99114 Ectropion, other than Zeigler puncture .............cocoiiiiiiii i 37.03 315.96 4
99116 - repeat by SecoNd SUIgEON ..........iiieini i e eenen add 67.18
- with skin graft, see Plastic Surgery Procedures -Integumentary
System
99120  Zeigler punctures (for entropion/ectropion) (IOP) .........ccoiiiiiiieiiiiiiinaenn. 67.89 4
99122 Laceration - full thiCKNESS .........oouiiii e 341.29 4
99124 —including lid Margin ... 416.29 4
99126 Laceration of eyelid including levator palpebrae superioris with ptosis ........ 37.03 452.92 4
Blepharoplasty
99128 - excision of skin, with/without partial excision of the orbicularis oculi
MUSCIE = L Iid oo e 175.51 4
99130 - plus removal of orbital fat and/or lid fold reconstruction - 1 1id ........... 37.03 391.14 4
99132 Lid lengthening proCeauUre ...........ccoueie i e e e e 37.03 288.35 4
99134 -with scleral graft .........ooviii add 80.90
99136 Primary closure of full thickness lid defect .............coooe i, 37.03 403.79 4
99138 - With cantholySis .......ooiieiii add 166.99
99140 - with releasing rotation flap including cantholysis ...................... add 201.42
99142 Transconjunctival flap and skin graft (Hughes) ..., 37.03 605.44 6
99144 = L=Tote] o To K] = Vo = PP 229.54 4
99146 Lower or upper eyelid bridge flap ........oooii i 37.03 605.44 6
99148 S L=Toto] T K] = Vo = PP 229.54 4
99150  Temporal rotation flap .......oooie i 37.03 684.79 6
99152 - with free posterior lamellar graft ..............ccooii i add 345.14
99154 Free tarsal, scleral or cartilage graft with local skin mobilization ................ 55.54 669.75 8
99156 Free composite eyelid graft ..........coooiii i, 55.54 669.75 8
99158 Medial canthoplasty (skin and muscle) ............cccociiii i, 37.03 294.78 4
Medial canthal tendon
99160 - tendon repair ONIY ... 37.03 308.64 4
99162 -fiXating to DONE ..o 37.03 446.89 6
99164 - when done in conjunction with another procedure .................. 194.54
Lateral canthal surgery
99166 Canthotomy - not to be claimed with 98930, 98932 ...........ccccoveviiiiieiiinn, 92.74 4
99168 Cantholysis - when primary procedure .............coooiiiiiiiieiiiie e 146.99 4
99170 Lateral CanthOPEXY ... .ot e e e 250.18 4
99172 - when done in conjunction with another procedure .................... add 152.39
Introduction
99188 Insertion of gold weight(s) for facial nerve paralysis ...............ccoevi v, 81.58 4
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CONJUNCTIVA
Removal of foreign body .........oovii i, VF
Excision
99190 Peritomy (Gunderson conjunctival flap) ... 197.26 4
99192 BIOPSY (IOP) ettt e e e e e 74.54 4
Repair
99200 Excision of conjunctival 18Sion ..........cccoiiiiii i, 166.29 4
99202 - with mucous membrane graft .............cocooiiiiiii i add 179.49
99204 - with autogenous conjunctival transplant ...................cccoeee e, add 166.29
LACRIMAL TRACT
Incision
99210 Dacryocystotomy - general anaesthetic (IOP) ..........cccociiiiiiiiiiiiiiiinen. 92.84 4
99212 Three “Snip” punctum procedure (IOP) ..........oiiiiii i 123.42 4
Excision
99220 (D= Tod 40103V (=Tt (o] 1 )Y A PP 37.03 250.89 4
Repair
99230 Lacerated canaliculus - immediate repair ............coooiiieiiiii i 37.03 494.09 4
99232 -delayed repair .......ccooiiiiii 37.03 555.29 5
99234 DacryoCystorNiNOStOMY .......c.ou it e e e e e 46.29 678.60 5
99236 - repeat procedure by second SUrgeOoN ..........ccceeiuieiiiineiiniinnennn add 130.58
99238 - with lacrimal by-pass procedure (e.g., Lester Jones) or canalicular
FECONSITUCTION .. itiet it v e e e e e e add 124.20
99240 Lacrimal by-pass procedure (e.g., Lester Jones)
- When Sole ProCeduUre ........c.iviiie e e e e 223.41 4
Manipulation (IOP)
99250 Irrigation of nasolacrimal system - uni or bilateral ........................o . 75.04
Probing and dilation of duct - initial or repeat
99252 - probing and dilation under local anaesthetic - unilateral .................. 75.04
99254 - probing and dilation under general anaesthetic - uni or bilateral ........ 127.56 4
99256 - with insertion of inlying tube or filament .....................co 206.10 4
99258 Reinsertion of Lester Jones tube ..........coiviiiii i 99.59 4
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EXTERNAL EAR
Endoscopy
Removal of foreign body
S SIMIPIE Lo VF
99302 - complicated - general anaesthetic, when sole procedure (IOP) ......... 50.90 4
99304 - post auricular @approach ..........cooooieiiii i 125.35 4
99306 - from middle ear SPACEe .......cooieiii i 125.35 4
99308 Removal of drainage tubes under general anaesthesia (IOP) ................... 66.50 4
99310 Debridement of ear(s) under microscopy (IOP) .......cooioiiiiiiiiiii i, 25.55
99312 - under general anaesthesia (IOP) ..........coveiiiiiii it e e 48.45 4
Note: “Debridement of ears” may only be claimed for removal of
impacted cerumen by means other than syringing, or suction, or
for the therapeutic removal of debris resulting from infection.
Incision
99320 Biopsy, ear canal (IOP) ... 24.60 4
99326 Limited incision for perichondritis, removal of cartilage and drainage ......... 155.30 4
99328 Radical surgery for perichondritis ............c.oooii i 167.86 5
Excision
99330 Local excision polyp - office (IOP) ......coviiiiiiii i e e 24.60
99332 - hospital (IOP) ....oviiii e, 48.45 4
99338  Amputation - partial ...........oooi i e 104.95 4
99340 S COMPIELE Lo 127.84 4
99342 Exostosis, simple endomeatal surgery and removal and drilling out of
EXOSEOSIS ... ettt et et e e e e 243.35 4
99344 - with multiple removal, with necessary grafting ................cocovvevinnnn. 235.40 4
99346 - posterior auricular approach ...........oooviii i 171.13 5
99348 Pre-auricular SinUS (IOP) ... vt e e 59.60
99350 - requiring general anaesthetic ..........cc.coooviiiiiii i 208.05 5
Repair
Microtia
99360 10110 To T =T o = T S PPN 46.29 393.73 5
99362 - major repair or first stage of a major repair ............cocociiiiiiiii i 46.29 470.77 5
99364 - subsequent stages of a major repair (maximum of 2 subsequent
LS = (o (1) PP 46.29 394.73 5
99366 Congenital atresia of canal, includes necessary mastoid surgery .............. 46.29 474.42 5
99368 Otoplasty for correction of outstanding ears - unilateral ........................... 46.29 372.97 5
Note: Otoplasty for correction of outstanding ears is insured for patients
0-17 years of age. Itis not an insured service for patients 18
years of age and older.
99372 Meatoplasty or canalplasty for congenital malformation ........................... 46.29 290.16 5
99374 -with grafting of canal ............ccoii i add 197.54 1
99376 - with tympanoplasty and/or ossiculoplasty and/or mastoidectomy ..add 390.31 2




October 1, 2026

SURGICAL PROCEDURES

OPERATIONS ON ORGANS OF SPECIAL SENSES
OPERATIONS ON THE EAR

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
MIDDLE EAR
Introduction (IOP)
Eustachian Catheterization
99380 - catheterization under local anaesthetic - unilateral ......................... 5.45
99382 - catheterization under general anaesthetic - uni or bilateral ............... 21.80 4
Insufflation of eustachian tube ........ ... VF
99383 IntratympaniC iNJECLIONS ........ .ot e 150.00
Incision (IOP)
Myringotomy, to include aspiration when indicated
99390 - myringotomy under local anaesthetic .............occcoivi i, 42.15
99392 - with insertion of ventilation tube using operating microscope .... 78.60
99394 - myringotomy under general anaesthetic — with/without operating
microscope, unilateral ... 42.15 4
99396 - with insertion of drainage tube using operating microscope,
unilateral ... 78.60 4
99398  Aspiration 0f SEroUS OLitiS ......vieiriie it 11.45 4
Excision
Mastoidectomy
- simple
99410 S Child e 37.03 328.50 6
99412 -adult or adolescent ....... ..ot 37.03 328.50 6
99414 - radical or modified radical ..............coooeiiiiii 37.03 627.10 7
99416 - revision mastoidectomy with revision of middle ear and regrafting ..... 37.03 526.45 7
99420 - with meatoplasty and/or canalplasty ................cocoeiv. add 103.86
99422 - With 0SSICUIOPIASLY ....ovve i, add 83.28
Repair
99430 1Y g aTeToTo] F= ] P 37.03 209.05 5
99432 Tympanoplasty including necessary mastoid or middle ear surgery ........... 55.54 651.23 7
99440 OSSICUIOPIASLY ...t e 37.03 415.49 7
99442 Facial nerve deComMPreSSION ..ot it 55.54 611.35 9
99444 Facial Nerve graft ........cc.oo i 55.54 939.90 9
99446  Closure of mastoid fistula ............ccoooiiiiiiiiii 37.03 239.95 4
99448 Exploratory tympanotomy .........ouiuitoiniis e e e e e 288.50 4
99450 Section tympaniC PIEXUS ......ou et e et e e e e 352.20 6
99452 Tympanotomy with round or oval window fistula repair (IOP) ................... 375.95 6




SURGICAL PROCEDURES

OPERATIONS ON ORGANS OF SPECIAL SENSES

OPERATIONS ON THE EAR

October 1, 2026

These Listings Cannot be Correctly Interpreted Without Reference to the Preamble

FP/
Code Assist Spec. Anaes.
INNER EAR
Incision
Labyrinthotomy or labyrinthectomy
99470 Surgical including Tack or Fick procedures or ultrasound .................... 55.54 521.95 7
Repair
99482 Fenestration of semicircular canals ... 348.80 6
99484 Stapes mobilization - unilateral ..o 233.26 6
99486 Stapedectomy with prosthesis ..........c.coooiiiiii 644.54 6
99488 Posterior/Superior semicircular canal occlusion ..............c.ccoovevviine e, 55.54 612.70 8
99490 Endolymphatic shunt or sac decompression ..........cc.cccvvvieeviiiieiininennns 37.03 629.60 9
99492 Temporal bone reSeCtion .........oc.oii it e 37.03 1,379.10 9
Permanent Cochlear Prosthesis Insertion
99500 Extra-cochlear (round window, middle ear) .............ccooiiiiiiiiii e, 64.80 509.00 9
99502 INEra-COCRIBAN ... et e 64.80 737.30 9
Bone conduction hearing aid insertion
99504 - implantable, including necessary mastoidectomy ....................... 37.03 345.15 6
ACOUSTIC NERVE
99520  Translabyrinthine resection of acoustic neuroma (includes surgical
approach and closure, any method) ..............cooiiiiiiiiiiiin e, 101.83 2,673.21 15




Table |

October 1, 2026

ANAESTHESIA BASIC FEE CODE RATES

Anaesthesia basic fees must be claimed as dollar amounts and not as unit values

Listed Unit
Value Rate

1 $18.80
2 $37.60
3 $56.40
4 $75.20
5 $94.00
6 $112.80
7 $131.60
8 $150.40
9 $169.20
10 $188.00
11 $206.80
12 $225.60
13 $244.40
14 $263.20
15 $282.00
16 $300.80
17 $319.60
18 $338.40
19 $357.20
20 $376.00
21 $394.80
22 $413.60
23 $432.40
24 $451.20
25 $470.00
26 $488.80
27 $507.60
28 $526.40
29 $545.20
30 $564.00

X-1




Table Il

October 1, 2026

ANAESTHETIC TIME UNITS - SURGICAL PROCEDURES

TIME Units Rate
From To
1 minute 15 minutes 1 $18.80
16 minutes 30 minutes 2 $37.60
31 minutes 45 minutes 3 $56.40
46 minutes 60 minutes 4 $75.20
1 hour 1 minute 1 hour 15 minutes 5 $112.80
1 hour 16 minutes | 1 hour 30 minutes 6 $150.40
1 hour 31 minutes | 1 hour 45 minutes 7 $188.00
1 hour 46 minutes | 2 hours 8 $225.60
2 hours 1 minute 2 hours 15 minutes 9 $282.00
2 hours 16 minutes 2 hours 30 minutes 10 $338.40
2 hours 31 minutes 2 hours 45 minutes 11 $394.80
2 hours 46 minutes | 3 hours 12 $451.20
3 hours 1 minute 3 hours 15 minutes 13 $507.60
3 hours 16 minutes 3 hours 30 minutes 14 $564.00
3 hours 31 minutes 3 hours 45 minutes 15 $620.40
3 hours 46 minutes | 4 hours 16 $676.80
4 hours 1 minute 4 hours 15 minutes 17 $733.20
4 hours 16 minutes 4 hours 30 minutes 18 $789.60
4 hours 31 minutes 4 hours 45 minutes 19 $846.00
4 hours 46 minutes | 5 hours 20 $902.40
5 hours 1 minute 5 hours 15 minutes 21 $958.80
5 hours 16 minutes 5 hours 30 minutes 22 $1,015.20
5 hours 31 minutes 5 hours 45 minutes 23 $1,071.60
5 hours 46 minutes | 6 hours 24 $1,128.00
6 hours 1 minute 6 hours 15 minutes 25 $1,184.40
6 hours 16 minutes 6 hours 30 minutes 26 $1,240.80
6 hours 31 minutes 6 hours 45 minutes 27 $1,297.20
6 hours 46 minutes | 7 hours 28 $1,353.60
7 hours 1 minute 7 hours 15 minutes 29 $1,410.00
7 hours 16 minutes 7 hours 30 minutes 30 $1,466.40

X-2




Table Il

October 1, 2026

EPIDURAL ANAESTHESIA FOR PAIN CONTROL
(Fee Codes 54134 and 80044)

TIME Units Rate
From To
1 minute 15 minutes 1 $18.80
16 minutes 30 minutes 2 $37.60
31 minutes 45 minutes 3 $56.40
46 minutes 60 minutes 4 $75.20
61 minutes 1 hour 15 minutes 5 $94.00
1 hour 16 minutes | 1 hour 30 minutes 6 $112.80
1 hour 31 minutes | 1 hour 45 minutes 7 $131.60
1 hour 46 minutes | 2 hours 8 $150.40
2 hours 1 minute 2 hours 15 minutes 9 $169.20
2 hours 16 minutes 2 hours 30 minutes 10 $188.00
2 hours 31 minutes 2 hours 45 minutes 11 $206.80
2 hours 46 minutes 3 hours 12 $225.60
Maximum of 12 units payable per day

X-3




Table IV October 1, 2026
NOTES:

A. For the day of admission to hospital, or of transfer from another specialty, claim for the admission
exam — consult, assessment, reassessment as appropriate. Claim for day 2 as the first SHV
date. Continue SHV billing as per the attached chart.

B. From the day of transfer within the same specialty, claim for SHV’s only, claiming the type as a
continuation from the first physician.

C. Separate claim items are required for each type SHV. That is, two types may not be combined

and billed as one item. SHV'’s should be billed at least at the conclusion of type 2’s and at the
conclusion of type 3's, and, monthly thereafter.

X-4



Type

(7))

Units

O©oOoO~NOOOSsWNPRP

Family
Medicine

$46.02
$92.04
$138.06
$184.08
$230.10
$276.12
$322.14
$368.16
$414.18
$460.20
$506.22
$552.24
$598.26
$644.28
$690.30
$736.32
$782.34
$828.36
$874.38
$920.40
$966.42
$1,012.44
$1,058.46
$1,104.48
$1,150.50
$1,196.52
$1,242.54
$1,288.56
$1,334.58
$1,380.60
$1,426.62
$1,472.64
$1,518.66
$1,564.68
$1,610.70

Dermatology

$34.56
$69.12
$103.68
$138.24
$172.80
$207.36
$241.92
$276.48
$311.04
$345.60
$380.16
$414.72
$449.28
$483.84
$518.40
$552.96
$587.52
$622.08
$656.64
$691.20
$725.76
$760.32
$794.88
$829.44
$864.00
$898.56
$933.12
$967.68
$1,002.24
$1,036.80
$1,071.36
$1,105.92
$1,140.48
$1,175.04
$1,209.60

General/
Cardiac/
Vascular/
Thoracic
Surgery
$41.85
$83.70
$125.55
$167.40
$209.25
$251.10
$292.95
$334.80
$376.65
$418.50
$460.35
$502.20
$544.05
$585.90
$627.75
$669.60
$711.45
$753.30
$795.15
$837.00
$878.85
$920.70
$962.55
$1,004.40
$1,046.25
$1,088.10
$1,129.95
$1,171.80
$1,213.65
$1,255.50
$1,297.35
$1,339.20
$1,381.05
$1,422.90
$1,464.75

Internal
Medicine

$49.12
$98.24
$147.36
$196.48
$245.60
$294.72
$343.84
$392.96
$442.08
$491.20
$540.32
$589.44
$638.56
$687.68
$736.80
$785.92
$835.04
$884.16
$933.28
$982.40
$1,031.52
$1,080.64
$1,129.76
$1,178.88
$1,228.00
$1,277.12
$1,326.24
$1,375.36
$1,424.48
$1,473.60
$1,522.72
$1,571.84
$1,620.96
$1,670.08
$1,719.20

Developmental
Neurology/
Neurology

$42.99
$85.98
$128.97
$171.96
$214.95
$257.94
$300.93
$343.92
$386.91
$429.90
$472.89
$515.88
$558.87
$601.86
$644.85
$687.84
$730.83
$773.82
$816.81
$859.80
$902.79
$945.78
$988.77
$1,031.76
$1,074.75
$1,117.74
$1,160.73
$1,203.72
$1,246.71
$1,289.70
$1,332.69
$1,375.68
$1,418.67
$1,461.66
$1,504.65

SHV - SUBSEQUENT HOSPITAL VISIT - Type 2

Neurosurgery

$38.19
$76.38
$114.57
$152.76
$190.95
$229.14
$267.33
$305.52
$343.71
$381.90
$420.09
$458.28
$496.47
$534.66
$572.85
$611.04
$649.23
$687.42
$725.61
$763.80
$801.99
$840.18
$878.37
$916.56
$954.75
$992.94
$1,031.13
$1,069.32
$1,107.51
$1,145.70
$1,183.89
$1,222.08
$1,260.27
$1,298.46
$1,336.65

Obstetrics/
Gynecology

$38.14
$76.28
$114.42
$152.56
$190.70
$228.84
$266.98
$305.12
$343.26
$381.40
$419.54
$457.68
$495.82
$533.96
$572.10
$610.24
$648.38
$686.52
$724.66
$762.80
$800.94
$839.08
$877.22
$915.36
$953.50
$991.64
$1,029.78
$1,067.92
$1,106.06
$1,144.20
$1,182.34
$1,220.48
$1,258.62
$1,296.76
$1,334.90

X-5

Ophthalmology

$31.00
$62.00
$93.00
$124.00
$155.00
$186.00
$217.00
$248.00
$279.00
$310.00
$341.00
$372.00
$403.00
$434.00
$465.00
$496.00
$527.00
$558.00
$589.00
$620.00
$651.00
$682.00
$713.00
$744.00
$775.00
$806.00
$837.00
$868.00
$899.00
$930.00
$961.00
$992.00
$1,023.00
$1,054.00
$1,085.00

Orthopedic
Surgery

$43.73
$87.46
$131.19
$174.92
$218.65
$262.38
$306.11
$349.84
$393.57
$437.30
$481.03
$524.76
$568.49
$612.22
$655.95
$699.68
$743.41
$787.14
$830.87
$874.60
$918.33
$962.06
$1,005.79
$1,049.52
$1,093.25
$1,136.98
$1,180.71
$1,224.44
$1,268.17
$1,311.90
$1,355.63
$1,399.36
$1,443.09
$1,486.82
$1,530.55

Otolaryngology

$32.47
$64.94
$97.41
$129.88
$162.35
$194.82
$227.29
$259.76
$292.23
$324.70
$357.17
$389.64
$422.11
$454.58
$487.05
$519.52
$551.99
$584.46
$616.93
$649.40
$681.87
$714.34
$746.81
$779.28
$811.75
$844.22
$876.69
$909.16
$941.63
$974.10
$1,006.57
$1,039.04
$1,071.51
$1,103.98
$1,136.45

Paediatrics/
Developmental
Paediatrics

$35.34
$70.68
$106.02
$141.36
$176.70
$212.04
$247.38
$282.72
$318.06
$353.40
$388.74
$424.08
$459.42
$494.76
$530.10
$565.44
$600.78
$636.12
$671.46
$706.80
$742.14
$777.48
$812.82
$848.16
$883.50
$918.84
$954.18
$989.52
$1,024.86
$1,060.20
$1,095.54
$1,130.88
$1,166.22
$1,201.56
$1,236.90

Physical
Medicine

$31.00
$62.00
$93.00
$124.00
$155.00
$186.00
$217.00
$248.00
$279.00
$310.00
$341.00
$372.00
$403.00
$434.00
$465.00
$496.00
$527.00
$558.00
$589.00
$620.00
$651.00
$682.00
$713.00
$744.00
$775.00
$806.00
$837.00
$868.00
$899.00
$930.00
$961.00
$992.00
$1,023.00
$1,054.00
$1,085.00

Plastic
Surgery

$42.09
$84.18
$126.27
$168.36
$210.45
$252.54
$294.63
$336.72
$378.81
$420.90
$462.99
$505.08
$547.17
$589.26
$631.35
$673.44
$715.53
$757.62
$799.71
$841.80
$883.89
$925.98
$968.07
$1,010.16
$1,052.25
$1,094.34
$1,136.43
$1,178.52
$1,220.61
$1,262.70
$1,304.79
$1,346.88
$1,388.97
$1,431.06
$1,473.15

Psychiatry

$41.98
$83.96
$125.94
$167.92
$209.90
$251.88
$293.86
$335.84
$377.82
$419.80
$461.78
$503.76
$545.74
$587.72
$629.70
$671.68
$713.66
$755.64
$797.62
$839.60
$881.58
$923.56
$965.54
$1,007.52
$1,049.50
$1,091.48
$1,133.46
$1,175.44
$1,217.42
$1,259.40
$1,301.38
$1,343.36
$1,385.34
$1,427.32
$1,469.30

Urology

$34.91
$69.82
$104.73
$139.64
$174.55
$209.46
$244.37
$279.28
$314.19
$349.10
$384.01
$418.92
$453.83
$488.74
$523.65
$558.56
$593.47
$628.38
$663.29
$698.20
$733.11
$768.02
$802.93
$837.84
$872.75
$907.66
$942.57
$977.48
$1,012.39
$1,047.30
$1,082.21
$1,117.12
$1,152.03
$1,186.94
$1,221.85



Table V October 1, 2026
NOTES:

A. From the day of transfer within the same specialty, claim for SHV’s only, claiming the type as a continuation from the first
physician.

B. Type 4 SHV’s do not have a limitation. The rate listed is the rate per day after type 3 SHV’s have concluded.

C. Separate claim items are required for each type SHV. That is, two types may not be combined and billed as one item.
SHV'’s should be billed at least at the conclusion of type 2's and at the conclusion of type 3's, and, monthly thereafter.
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Type
SHV

Units

O©oOO~NOOOrWNPRP

Family
Medicine

$28.94
$57.88
$86.82
$115.76
$144.70
$173.64
$202.58
$231.52
$260.46
$289.40
$318.34
$347.28
$376.22
$405.16
$434.10
$463.04
$491.98
$520.92
$549.86
$578.80
$607.74
$636.68
$665.62
$694.56
$723.50
$752.44
$781.38
$810.32
$839.26
$868.20
$897.14
$926.08
$955.02
$983.96
$1,012.90
$1,041.84
$1,070.78
$1,099.72
$1,128.66
$1,157.60
$1,186.54
$1,215.48
$1,244.42
$1,273.36
$1,302.30

Dermatology

$23.52
$47.04
$70.56
$94.08
$117.60
$141.12
$164.64
$188.16
$211.68
$235.20
$258.72
$282.24
$305.76
$329.28
$352.80
$376.32
$399.84
$423.36
$446.88
$470.40
$493.92
$517.44
$540.96
$564.48
$588.00
$611.52
$635.04
$658.56
$682.08
$705.60
$729.12
$752.64
$776.16
$799.68
$823.20
$846.72
$870.24
$893.76
$917.28
$940.80
$964.32
$987.84
$1,011.36
$1,034.88
$1,058.40

General/
Cardiac/
Vascular/
Thoracic
Surgery
$30.40
$60.80
$91.20
$121.60
$152.00
$182.40
$212.80
$243.20
$273.60
$304.00
$334.40
$364.80
$395.20
$425.60
$456.00
$486.40
$516.80
$547.20
$577.60
$608.00
$638.40
$668.80
$699.20
$729.60
$760.00
$790.40
$820.80
$851.20
$881.60
$912.00
$942.40
$972.80
$1,003.20
$1,033.60
$1,064.00
$1,094.40
$1,124.80
$1,155.20
$1,185.60
$1,216.00
$1,246.40
$1,276.80
$1,307.20
$1,337.60
$1,368.00

Internal
Medicine

$35.95
$71.90
$107.85
$143.80
$179.75
$215.70
$251.65
$287.60
$323.55
$359.50
$395.45
$431.40
$467.35
$503.30
$539.25
$575.20
$611.15
$647.10
$683.05
$719.00
$754.95
$790.90
$826.85
$862.80
$898.75
$934.70
$970.65
$1,006.60
$1,042.55
$1,078.50
$1,114.45
$1,150.40
$1,186.35
$1,222.30
$1,258.25
$1,294.20
$1,330.15
$1,366.10
$1,402.05
$1,438.00
$1,473.95
$1,509.90
$1,545.85
$1,581.80
$1,617.75

Developmental
Neurology/
Neurology

$28.60
$57.20
$85.80
$114.40
$143.00
$171.60
$200.20
$228.80
$257.40
$286.00
$314.60
$343.20
$371.80
$400.40
$429.00
$457.60
$486.20
$514.80
$543.40
$572.00
$600.60
$629.20
$657.80
$686.40
$715.00
$743.60
$772.20
$800.80
$829.40
$858.00
$886.60
$915.20
$943.80
$972.40
$1,001.00
$1,029.60
$1,058.20
$1,086.80
$1,115.40
$1,144.00
$1,172.60
$1,201.20
$1,229.80
$1,258.40
$1,287.00

SHV - SUBSEQUENT HOSPITAL VISIT - Type 3

Neurosurgery

$25.99
$51.98
$77.97
$103.96
$129.95
$155.94
$181.93
$207.92
$233.91
$259.90
$285.89
$311.88
$337.87
$363.86
$389.85
$415.84
$441.83
$467.82
$493.81
$519.80
$545.79
$571.78
$597.77
$623.76
$649.75
$675.74
$701.73
$727.72
$753.71
$779.70
$805.69
$831.68
$857.67
$883.66
$909.65
$935.64
$961.63
$987.62
$1,013.61
$1,039.60
$1,065.59
$1,091.58
$1,117.57
$1,143.56
$1,169.55

Obstetrics/
Gynecology

$25.01
$50.02
$75.03
$100.04
$125.05
$150.06
$175.07
$200.08
$225.09
$250.10
$275.11
$300.12
$325.13
$350.14
$375.15
$400.16
$425.17
$450.18
$475.19
$500.20
$525.21
$550.22
$575.23
$600.24
$625.25
$650.26
$675.27
$700.28
$725.29
$750.30
$775.31
$800.32
$825.33
$850.34
$875.35
$900.36
$925.37
$950.38
$975.39
$1,000.40
$1,025.41
$1,050.42
$1,075.43
$1,100.44
$1,125.45

X-7

Ophthalmology

$21.10

$42.20

$63.30

$84.40
$105.50
$126.60
$147.70
$168.80
$189.90
$211.00
$232.10
$253.20
$274.30
$295.40
$316.50
$337.60
$358.70
$379.80
$400.90
$422.00
$443.10
$464.20
$485.30
$506.40
$527.50
$548.60
$569.70
$590.80
$611.90
$633.00
$654.10
$675.20
$696.30
$717.40
$738.50
$759.60
$780.70
$801.80
$822.90
$844.00
$865.10
$886.20
$907.30
$928.40
$949.50

Orthopedic
Surgery

$32.90
$65.80
$98.70
$131.60
$164.50
$197.40
$230.30
$263.20
$296.10
$329.00
$361.90
$394.80
$427.70
$460.60
$493.50
$526.40
$559.30
$592.20
$625.10
$658.00
$690.90
$723.80
$756.70
$789.60
$822.50
$855.40
$888.30
$921.20
$954.10
$987.00
$1,019.90
$1,052.80
$1,085.70
$1,118.60
$1,151.50
$1,184.40
$1,217.30
$1,250.20
$1,283.10
$1,316.00
$1,348.90
$1,381.80
$1,414.70
$1,447.60
$1,480.50

Otolaryngology

$22.10

$44.20

$66.30

$88.40
$110.50
$132.60
$154.70
$176.80
$198.90
$221.00
$243.10
$265.20
$287.30
$309.40
$331.50
$353.60
$375.70
$397.80
$419.90
$442.00
$464.10
$486.20
$508.30
$530.40
$552.50
$574.60
$596.70
$618.80
$640.90
$663.00
$685.10
$707.20
$729.30
$751.40
$773.50
$795.60
$817.70
$839.80
$861.90
$884.00
$906.10
$928.20
$950.30
$972.40
$994.50

Paediatrics/
Developmental
Paediatrics

$22.38
$44.76
$67.14
$89.52
$111.90
$134.28
$156.66
$179.04
$201.42
$223.80
$246.18
$268.56
$290.94
$313.32
$335.70
$358.08
$380.46
$402.84
$425.22
$447.60
$469.98
$492.36
$514.74
$537.12
$559.50
$581.88
$604.26
$626.64
$649.02
$671.40
$693.78
$716.16
$738.54
$760.92
$783.30
$805.68
$828.06
$850.44
$872.82
$895.20
$917.58
$939.96
$962.34
$984.72
$1,007.10

Physical
Medicine

$20.35

$40.70

$61.05

$81.40
$101.75
$122.10
$142.45
$162.80
$183.15
$203.50
$223.85
$244.20
$264.55
$284.90
$305.25
$325.60
$345.95
$366.30
$386.65
$407.00
$427.35
$447.70
$468.05
$488.40
$508.75
$529.10
$549.45
$569.80
$590.15
$610.50
$630.85
$651.20
$671.55
$691.90
$712.25
$732.60
$752.95
$773.30
$793.65
$814.00
$834.35
$854.70
$875.05
$895.40
$915.75

Plastic
Surgery

$30.79
$61.58
$92.37
$123.16
$153.95
$184.74
$215.53
$246.32
$277.11
$307.90
$338.69
$369.48
$400.27
$431.06
$461.85
$492.64
$523.43
$554.22
$585.01
$615.80
$646.59
$677.38
$708.17
$738.96
$769.75
$800.54
$831.33
$862.12
$892.91
$923.70
$954.49
$985.28
$1,016.07
$1,046.86
$1,077.65
$1,108.44
$1,139.23
$1,170.02
$1,200.81
$1,231.60
$1,262.39
$1,293.18
$1,323.97
$1,354.76
$1,385.55

Psychiatry

$31.49
$62.98
$94.47
$125.96
$157.45
$188.94
$220.43
$251.92
$283.41
$314.90
$346.39
$377.88
$409.37
$440.86
$472.35
$503.84
$535.33
$566.82
$598.31
$629.80
$661.29
$692.78
$724.27
$755.76
$787.25
$818.74
$850.23
$881.72
$913.21
$944.70
$976.19
$1,007.68
$1,039.17
$1,070.66
$1,102.15
$1,133.64
$1,165.13
$1,196.62
$1,228.11
$1,259.60
$1,291.09
$1,322.58
$1,354.07
$1,385.56
$1,417.05

Urology

$23.76
$47.52
$71.28
$95.04
$118.80
$142.56
$166.32
$190.08
$213.84
$237.60
$261.36
$285.12
$308.88
$332.64
$356.40
$380.16
$403.92
$427.68
$451.44
$475.20
$498.96
$522.72
$546.48
$570.24
$594.00
$617.76
$641.52
$665.28
$689.04
$712.80
$736.56
$760.32
$784.08
$807.84
$831.60
$855.36
$879.12
$902.88
$926.64
$950.40
$974.16
$997.92
$1,021.68
$1,045.44
$1,069.20



SHV - SUBSEQUENT HOSPITAL VISIT - Type 3 (Cont’d

Type ML Family Dermatology General/ Internal Developmental Neurosurgery Obstetrics/  Ophthalmology Orthopedic  Otolaryngology Paediatrics/ Physical Plastic Psychiatry Urology
Medicine Cardiac/ Medicine Neurology/ Gynecology Surgery Developmental Medicine Surgery
Vascular/ Neurology Paediatrics
Thoracic
Surgery
46 $1,331.24 $1,081.92  $1,398.40  $1,653.70 $1,315.60 $1,195.54 $1,150.46 $970.60 $1,513.40 $1,016.60 $1,029.48 $936.10  $1,416.34 $1,448.54  $1,092.96
47 $1,360.18 $1,105.44 $1,428.80 $1,689.65 $1,344.20 $1,221.53 $1,175.47 $991.70 $1,546.30 $1,038.70 $1,051.86 $956.45  $1,447.13 $1,480.03  $1,116.72
48 $1,389.12 $1,128.96  $1,459.20  $1,725.60 $1,372.80 $1,247.52 $1,200.48 $1,012.80 $1,579.20 $1,060.80 $1,074.24 $976.80  $1,477.92 $1,511.52  $1,140.48
49 $1,418.06 $1,152.48  $1,489.60 $1,761.55 $1,401.40 $1,273.51 $1,225.49 $1,033.90 $1,612.10 $1,082.90 $1,096.62 $997.15  $1,508.71 $1,543.01  $1,164.24
50 $1,447.00 $1,176.00  $1,520.00 $1,797.50 $1,430.00 $1,299.50 $1,250.50 $1,055.00 $1,645.00 $1,105.00 $1,119.00  $1,017.50  $1,539.50 $1,57450  $1,188.00
51 $1,475.94 $1,199.52  $1,550.40 $1,833.45 $1,458.60 $1,325.49 $1,275.51 $1,076.10 $1,677.90 $1,127.10 $1,141.38 $1,037.85 $1,570.29 $1,605.99  $1,211.76
52 $1,504.88 $1,223.04 $1,580.80 $1,869.40 $1,487.20 $1,351.48 $1,300.52 $1,097.20 $1,710.80 $1,149.20 $1,163.76 ~ $1,058.20  $1,601.08 $1,637.48  $1,235.52
53 $1,533.82 $1,246.56  $1,611.20 $1,905.35 $1,515.80 $1,377.47 $1,325.53 $1,118.30 $1,743.70 $1,171.30 $1,186.14 $1,078.55 $1,631.87 $1,668.97  $1,259.28
54 $1,562.76 $1,270.08  $1,641.60 $1,941.30 $1,544.40 $1,403.46 $1,350.54 $1,139.40 $1,776.60 $1,193.40 $1,208.52  $1,098.90 $1,662.66 $1,700.46  $1,283.04
55 $1,591.70 $1,293.60 $1,672.00 $1,977.25 $1,573.00 $1,429.45 $1,375.55 $1,160.50 $1,809.50 $1,215.50 $1,230.90 $1,119.25  $1,693.45 $1,731.95  $1,306.80
56 $1,620.64 $1,317.12  $1,702.40  $2,013.20 $1,601.60 $1,455.44 $1,400.56 $1,181.60 $1,842.40 $1,237.60 $1,253.28  $1,139.60 $1,724.24 $1,763.44  $1,330.56
SHV - SUBSEQUENT HOSPITAL VISIT - Type 4
Type ML Family = Dermatology General/ Internal Developmental Neurosurgery Obstetrics/  Ophthalmology Orthopedic  Otolaryngology Paediatrics/ Physical Plastic ~ Psychiatry Urology
Medicine Cardiac/ Medicine Neurology/ Gynecology Surgery Developmental Medicine Surgery
Vascular/ Neurology Paediatrics
Thoracic
Surgery
1 $13.14 $22.65 $29.50 $34.92 $26.91 $25.03 $24.09 $20.32 $32.05 $21.28 $21.55 $19.60 $29.90 $30.52 $22.88
2 $26.28 $45.30 $59.00 $69.84 $53.82 $50.06 $48.18 $40.64 $64.10 $42.56 $43.10 $39.20 $59.50 $61.04 $45.76
3 $39.42 $67.95 $88.50 $104.76 $80.73 $75.09 $72.27 $60.96 $96.15 $63.84 $64.65 $58.80 $89.76 $91.56 $68.64
4 $52.56 $90.60 $118.00 $139.68 $107.64 $100.12 $96.36 $81.28 $128.20 $85.12 $86.20 $78.40 $119.60 $122.08 $91.52
5 $65.70 $113.25 $147.50 $174.60 $134.55 $125.15 $120.45 $101.60 $160.25 $106.40 $107.75 $98.00 $149.50 $152.60 $114.40

X-8



Table VI

October 1, 2026

UNITS TABLE FOR SURGICAL ASSISTANTS BILLING

ACCORDING TO STANDARD TIME METHOD

Units Rate Units Rate

1 $39.92 14 $558.88
2 $79.84 15 $598.80
3 $1190.76 16 $638.72
4 $150.68 17 $678.64
5 $199.60 18 $718.56
6 $239.52 19 $758.48
7 $279.44 20 $798.40
8 $319.36 21 $838.32
9 $350.28 22 $878.24
10 $399.20 23 $918.16
11 $439.12 24 $958.08
12 $479.04 25 $998.00
13 $518.96

X-9




Table VII

October 1, 2026

UNITS TABLE FOR SURGICAL ASSISTANTS BILLING
ACCORDING TO DEDICATED TIME METHOD

Units Rate Units Rate
1 $36.60 14 $512.40
2 $73.20 15 $549.00
3 $109.80 16 $585.60
4 $146.40 17 $622.20
5 $183.00 18 $658.80
6 $219.60

19 $695.40
7 $256.20

20 $732.00
8 $292.80

21 $768.60
9 $329.40

22 $805.20
10 $366.00

23 $841.80
11 $402.60

24 $878.40
12 $439.20

25 $915.00
13 $475.80

X-10




