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Thank you for your purchase! We are pleased to offer you our unique resource for coding procedures and services, which 
is based on the AMA’s Current Procedural Terminology (CPT®) coding system� The code set in this book is compliant with 
the Health Information Portability and Accountability Act (HIPAA) for coding procedures and services�
This book goes above and beyond to help you to better understand how providers perform services and procedures 
so that you can choose the most accurate code� You’ll find our easy-to-read descriptions of procedures and 
services, including step-by-step explanations. In addition to including the lay term descriptions for Category I and 
Category III codes, we’ve crafted a select set of bonus features based on requests from coders in the field as well as the 
recommendations from our core group of veteran coding educators�
Our goal was to apply our unique approach to focusing on the practical understanding of the codes to this lay term guide� 
That’s why you’ll find a glossary of hundreds of medical terms in this book that provide you with definitions of terms to 
enhance your understanding of a lay term description of a code� 
This code book is also packed with a set of bonus features that you’ll benefit from page after page, including the 
following:

	• G code crosswalks listed under relevant CPT® codes

	• Detailed anatomical illustrations

	• 60 tabs bound in the book to mark each section of the book

	• Evaluation and Management survival guide to help you code all types of E/M services, including the 2021 
updates

	• Modifier lay terms and explanations to clear up the confusion of when and how to apply CPT® modifiers

	• Introduction to surgical coding and surgical terms to have a solid understanding of coding surgical 
procedures and common terminology

	• Procedure eponyms for procedures named after a person

	• Basic types of anesthesia walk-through explanations

	• Normal lab values and vital signs so you know what is considered to be the normal or abnormal result

	• Billing, coding, and reimbursement terms help you to become familiar with the current terms and regulatory 
organizations

	• Common abbreviations you’ll find in medical charts

	• Illustrations of various body systems to guide you as you read lay term descriptions for services and 
procedures

Introduction and Features
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chapter 1 
E/M Guidelines

Evaluation and management (E/M) services refer to patient 
visits and consultations provided by physicians or residents 
under their supervision, as well as nonphysician providers both 
under a physician’s supervision in an incident-to situation and 
operating without supervision when billing under their own provider 
identification. The AMA has assigned each of these services a 
CPT® code, the Health Care Financing Administration (HCFA) — 
now the Centers for Medicare and Medicaid Services (CMS) — 
implemented them in 1992 as part of the resource-based Medicare 
fee schedule payment system.

Like all CPT® codes, E/M codes are universal payers for 
processing claims and used by Medicare, Medicaid, and most 
other physician’s professional services. You should also use E/M 
service codes for billing facility services on an outpatient basis.

Because evaluation and management services are high-
volume provider activities, the E/M codes are the most frequently 
used by physicians and nonphysician providers in daily practice.

Know Your Guidelines
The following guidance applies to E/M codes except 99202-

99215. The new 2021 guidelines will be explained in Chapter 34 of 
this guide. To help providers distinguish between the various E/M 
service levels, CMS issued E/M documentation guidelines in 1995 
and again in 1997, with the section on examinations being the 
main difference between the two sets.

The 1995 guidelines allow physicians to conduct either a 
general multisystem or single-system exam and defined the levels 
of examination based on body areas and organ systems. The 
guidelines neglect, however, to specifically define what constitutes 
a single-system comprehensive exam.

In addition, the 1995 guidelines created confusion by describing 
both an expanded problem-focused exam and a detailed exam 
as encompassing two to seven body areas or organ systems — 
although the guidelines state that an expanded problem-focused 
exam includes a limited exam of the areas, while a detailed exam 
includes an expanded exam of at least one area.

The CMS-issued 1997 guidelines create more specific audit 
criteria by including the number of examination elements that a 
provider must perform and document at each level and by outlining 
the elements of the multisystem general exam and 10 single-organ 
system exams: cardiovascular, ear/nose/throat, eye, genitourinary, 
hematologic/lymphatic/immunologic, musculoskeletal, neurological, 
psychiatric, respiratory, and skin.

Important: Providers can use either the 1995 or the 1997 
guidelines.

Commonly Used E/M Terms
When you’re reviewing E/M rules and regulations, there are 

certain terms that you’ll see frequently, including the following:

Provider — A provider is a physician or licensed nonphysician 
provider who may provide services incident to the physician or 
independently under his or her own provider number (PIN or NPI).

Professional Services — Professional services are those 
face-to-face services rendered by physicians and other qualified 
healthcare professionals reported by a specific CPT® code(s).

New Patient — A new patient is one who has not received 
any professional services from the physician/qualified healthcare 

professional or another physician/qualified healthcare professional 
of the exact same specialty and subspecialty who belongs to the 
same group practice, within the past three years.

Established Patient — An established patient is one who 
has received professional services from the physician/qualified 
healthcare professional or another physician/qualified healthcare 
professional of the exact same specialty and subspecialty who 
belongs to the same group practice, within the past three years.

For example, when a physician/qualified healthcare 
professional is on call or covering for another physician/qualified 
healthcare professional, the patient’s encounter/visit will be 
classified as that of an established patient because it would have 
been by the physician or qualified healthcare professional who 
is unavailable. When Advanced Practice Nurses (APNs) and 
Physician Assistants (PAs) are working with physicians, PAs and 
APNs are considered to be working in both exact specialty and 
subspecialties as the physicians.

CPT® Note: If a provider is on-call or covering for another 
provider, you should classify the services as if the regular provider 
were available; also, there is no distinction between new and 
established patients for emergency department visits.

Chief Complaint — the symptom, problem, condition, 
diagnosis or other factor that is the reason for the patient’s visit 
(Important: Every E/M visit must have a chief complaint.)

Concurrent Care — the provision of similar services to the same 
patient by more than one physician or other qualified healthcare 
professional on the same day (primarily during hospital visits)

Transfer of Care — a process through which a physician 
or other qualified healthcare professional who gives up this 
responsibility to another physician or other qualified health 
professional who agrees to take on this responsibility and who, 
from the initial visit, is not providing consultative services.

Remember: Consultation codes (99241-99255) should not be 
reported by the provider who has already agreed to accept transfer 
of care before an initial visit, but it can be appropriate to report if 
the decision to accept transfer of care can’t be made until after the 
initial consultation evaluation, in spite of the type of service.

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

 • Diagnostic results, impressions, and/or recommended 
diagnostic studies

 • Prognosis
 • Risks and benefits of treatment options
 • Instructions for treatment and/or follow-up
 • Importance of compliance with chosen treatment options
 • Risk factor reduction
 • Patient and family education
 • Patient or family questions

Family History — a review of medical events in the patient’s 
family that includes significant information about the following:

 • The health status or cause of death of parents, siblings, 
and children

 • Specific diseases related to problems identified in the 
chief complaint or history of present illness and/or 
system review

 • Diseases of family members that may be hereditary or 
place the patient at risk
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basic types of anesthesia
Anesthesia is a medical specialty where providers 
administer anesthesia to patients during procedures so 
that they remain free of any pain. Anesthesia also keeps 
the patient still during the procedure and can be used in 
combination with other drugs to minimize the patient’s 
anxiety. Anesthesia care includes meeting with the patient 
prior to anesthesia administration, monitoring the patient’s 
condition, including vital signs, and safety during the 
procedure, and postoperative care after the procedure.
Depending on the type of anesthesia given and the type 
of procedure performed, the patient may be conscious, 
semi-conscious, or unconscious during the procedure. 
You can find anesthesia codes in the second section of 
the CPT® code book under the anesthesia code range of 
00100-01999.
There are many different methods that anesthesia 
providers use to administer anesthesia. 
The anesthesia provider determines the method of 
anesthesia that will be required by considering the 
procedure to be performed and the level of consciousness 
that is required. 

Types of anesthesia include: 

 • Local and regional 

 • Nerve blocks

 • Patient-controlled analgesia

 • Moderate or conscious sedation

 • General anesthesia

 • Monitored anesthesia care (MAC)

Local and Regional Anesthesia
Local and regional anesthesia keeps patients from feeling 
pain in a specific area of the body, with local anesthesia 
affecting a smaller area than regional anesthesia. The 
patient is awake during procedures using local and regional 
anesthesia, giving the patient the ability to remember the 
procedure and communicate with the provider if needed. 
Local anesthesia is also known as conduction anesthesia 
and can be administered via an ointment, spray, or 
solution. 

Nerve Blocks
A nerve block, also called block anesthesia, is used to 
block pain by injecting an anesthetic around or into a 
nerve. Analgesia blocks pain receptors in the central and/
or peripheral nervous system without the patient losing 
consciousness. 

Types of nerve blocks include:
 • Axillary block for procedures on the arm and 

hand – anesthesia is injected into the armpit.

 • Bier block for pain management or for 
procedures on the extremities – anesthesia is 

injected into a vein in the extremity, numbing 
peripheral nerves and nerve endings. A tourniquet 
inflated around the extremity prevents the 
anesthesia from spreading farther. 

 • Epidural block for procedures of the lower half 
of the body such as the pelvis and legs. It is also 
used to numb labor pain for pregnant women – 
anesthesia is delivered into the epidural space 
into the patient’s back, numbing the nerves in 
the spinal cord, via a catheter (small tube) that is 
inserted by the anesthesia provider. The catheter 
is left in place to deliver more anesthetic as 
needed for the duration of the procedure. 

 • Epidural blood patch for relieving headaches 
caused by epidural anesthesia or a lumbar 
puncture (spinal tap). 

 • Epidural nerve block to decrease pain from 
spinal stenosis, a herniated disk, or other 
disorders – the provider injects a corticosteroid 
into the epidural space in the spinal cord.

 • Field block for additional anesthesia around the 
procedure site – the provider injects anesthesia 
into the surrounding area.

 • Infraclavicular block for procedures on the elbow, 
forearm, and wrist – the provider injects anesthesia 
below the clavicle toward the brachial plexus.

 • Interscalene block for procedures on the arm or 
shoulder – the provider injects anesthesia into the 
neck.

 • Intrapleural block for biopsy of the pleura or a 
thoracotomy – the provider injects anesthesia 
between the visceral pleura and the parietal 
pleura.

 • Intraarticular block for procedures on a joint – 
the provider injects anesthesia directly into the 
joint.

 • Peripheral nerve block for procedures on arms 
and legs – the provider injects anesthesia into the 
peripheral nerves of the arm or leg.

 • Plexus block for procedures near a network of 
nerves (nerve plexus) such as the pelvic plexus 
– the provider injects anesthesia into the nerve 
plexus.

 • Rescue block for the patient’s postsurgical 
comfort – the provider injects anesthesia after 
surgery to help the patient remain without pain.

 • Saddle block (caudal block) for procedures 
on the buttocks or legs – the provider injects 
anesthesia into the lower spine. 

 • Spinal block for procedures on the lower body, 
urinary systems, and genitals – the provider injects 
anesthesia into the cerebrospinal fluid (CSF).

CPT® is a registered trademark of the American Medical Association. All rights reserved.

04_2021_PDR_IntroToSurgery.indd   11204_2021_PDR_IntroToSurgery.indd   112 09/11/20   1:24 PM09/11/20   1:24 PM



  117CPT® is a registered trademark of the American Medical Association. All rights reserved.

B
illin

g
, Co

d
in

g
, a

n
d

 Reim
B

u
Rsem

en
t teRm

s (a
 “tieR” - a

C
tu

a
Ria

l statu
s)

Billing, Coding, and 
Reimbursement terms

Billing/Coding/Reimbursement Term Definition
A “TIER” A specific list of drugs. Your plan may have several tiers, and your copayment amount 

depends upon which tier your drug is listed. Plans can choose their own tiers, so members 
should refer to their benefit booklet or contact the plan for more information.

ABSTRACT The collection of information from the medical record via hard copy or electronic instrument.

ABUSE A range of the following improper behaviors or billing practices including, but not limited to: 
Billing for a non-covered service; Misusing codes on the claim (i.e., the way the service is 
coded on the claim does not comply with national or local coding guidelines or is not billed as 
rendered); or Inappropriately allocating costs on a cost report.

ABUSE (PERSONAL) When another person does something on purpose that causes you mental or physical harm 
or pain.

ACCESS Your ability to get needed medical care and services.

ACCESSIBILITY OF SERVICES Your ability to get medical care and services when you need them.

ACCESSORY DWELLING UNIT 
(ADU)

A separate housing arrangement within a single-family home. The ADU is a complete living 
unit and includes a private kitchen and bath.

ACCREDITATION An evaluative process in which a healthcare organization undergoes an examination of 
its policies, procedures and performance by an external organization (“accrediting body”) 
to ensure that it is meeting predetermined criteria. It usually involves both on- and off-site 
surveys.

ACCREDITATION CYCLE FOR M+C 
DEEMING

The duration of CMS’s recognition of the validity of an accrediting organization’s 
determination that a Medicare + Choice organization (M+CO) is “fully accredited.”

ACCREDITATION FOR DEEMING Some states use the findings of private accreditation organizations, in part or in whole, 
to supplement or substitute for State oversight of some quality related standards. This is 
referred to as “deemed compliance” with a standard.

ACCREDITATION FOR 
PARTICIPATION

State requirement that plans must be accredited to participate in the Medicaid managed care 
program.

ACCREDITED (ACCREDITATION) Means having a seal of approval. Being accredited means that a facility or healthcare 
organization has met certain quality standards. These standards are set by private, nationally 
recognized groups that check on the quality of care at healthcare facilities and organizations. 
Organizations that accredit Medicare Managed Care Plans include the National Committee 
for Quality Assurance, The Joint Commission, and the American Accreditation HealthCare 
Commission/URAC.

ACCREDITED STANDARDS 
COMMITTEE

An organization that has been accredited by ANSI for the development of American National 
Standards.

ACT/LAW/STATUTE Term for legislation that passed through Congress and was signed by the President or 
passed over his veto.

ACTIVITIES OF DAILY LIVING (ADL) Activities you usually do during a normal day such as getting in and out of bed, dressing, 
bathing, eating, and using the bathroom.

ACTUAL CHARGE The amount of money a doctor or supplier charges for a certain medical service or supply. 
This amount is often more than the amount Medicare approves. (See “Approved Amount”; 
“Assignment.”)

ACTUARIAL BALANCE The difference between the summarized income rate and the summarized cost rate over a 
given valuation period.

ACTUARIAL DEFICIT A negative actuarial balance.

ACTUARIAL RATES One half of the expected monthly cost of the SMI program for each aged enrollee (for the aged 
actuarial rate) and one half of the expected monthly cost for each disabled enrollee (for the 
disabled actuarial rate) for the duration the rate is in effect.

ACTUARIAL SOUNDNESS A measure of the adequacy of Hospital Insurance and Supplementary Medical Insurance 
financing as determined by the difference between trust fund assets and liabilities for 
specified periods.

ACTUARIAL STATUS A measure of the adequacy of the financing as determined by the difference between assets 
and liabilities at the end of the periods for which financing was established.
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Billing/Coding/Reimbursement Term Definition
ADDITIONAL BENEFITS Healthcare services not covered by Medicare and reductions in premiums or cost sharing for 

Medicare-covered services. Additional benefits are specified by the MA Organization and are 
offered to Medicare beneficiaries at no additional premium. Those benefits must be at least 
equal in value to the adjusted excess amount calculated in the ACR. An excess amount is 
created when the average payment rate exceeds the adjusted community rate (as reduced 
by the actuarial value of coinsurance, copayments, and deductibles under Parts A and B of 
Medicare). The excess amount is then adjusted for any contributions to a stabilization fund. 
The remainder is the adjusted excess, which will be used to pay for services not covered 
by Medicare and/or will be used to reduce charges otherwise allowed for Medicare-covered 
services. Additional benefits can be subject to cost sharing by plan enrollees. Additional 
benefits can also be different for each MA plan offered to Medicare beneficiaries.

ADJUSTED AVERAGE PER CAPITA 
COST (AAPCC)

An estimate of how much Medicare will spend in a year for an average beneficiary. 
(See “Risk Adjustment.”)

ADJUSTED COMMUNITY RATING 
(ACR)

How premium rates are decided based on members’ use of benefits and not their individual 
use of benefits.

ADMINISTRATIVE CODE SETS Code sets that characterize a general business situation, rather than a medical condition or 
service. Under HIPAA, these are sometimes referred to as nonclinical or nonmedical code 
sets. Compare to medical code sets.

ADMINISTRATIVE COSTS A general term that refers to Medicare and Medicaid administrative costs, as well as CMS 
administrative costs. Medicare administrative costs are comprised of the Medicare related 
outlays and non-CMS administrative outlays. Medicaid administrative costs refer to the 
federal share of the states’ expenditures for administration of the Medicaid program. CMS 
administrative costs are the costs of operating CMS (e.g., salaries and expenses, facilities, 
equipment, rent and utilities, etc.). These costs are reflected in the Program Management 
account.

ADMINISTRATIVE DATA This refers to information that is collected, processed, and stored in automated information 
systems. Administrative data include enrollment or eligibility information, claims information, 
and managed care encounters. The claims and encounters may be for hospital and other 
facility services, professional services, prescription drug services, laboratory services, and so 
on.

ADMINISTRATIVE EXPENSES Expenses incurred by the Department of HHS and the Department of the Treasury in 
administering the SMI program and the provisions of the Internal Revenue Code relating to 
the collection of contributions. Such administrative expenses, which are paid from the SMI 
trust fund, include expenditures for contractors to determine costs of, and make payments to, 
providers, as well as salaries and expenses of CMS.

ADMINISTRATIVE LAW JUDGE 
(ALJ)

A hearings officer who presides over appeal conflicts between providers of services, 
beneficiaries, and Medicare contractors.

ADMINISTRATIVE SERVICES ONLY An arrangement whereby a self-insured entity contracts with a Third-Party Administrator 
(TPA) to administer a health plan.

ADMINISTRATIVE SIMPLIFICATION Title II, Subtitle F, of HIPAA which authorizes HHS to: (1) adopt standards for transactions 
and code sets that are used to exchange health data; (2) adopt standard identifiers for health 
plans, healthcare providers, employers, and individuals for use on standard transactions; 
and (3) adopt standards to protect the security and privacy of personally identifiable health 
information.

ADMINISTRATIVE SIMPLIFICATION 
COMPLIANCE ACT

Signed into law on December 27, 2001 as Public Law 107-105, this Act provides a one-year 
extension to HIPAA covered entities (except small health plans, which already have until 
October 16, 2003) to meet HIPAA electronic and code set transaction requirements. Also, 
allows the Secretary of HHS to exclude providers from Medicare if they are not compliant 
with the HIPAA electronic and code set transaction requirements and to prohibit Medicare 
payment of paper claims received after October 16, 2003, except under certain situations.

ADMINISTRATOR The Administrator of the Centers for Medicare and Medicaid Services.

ADMISSION DATE The date the patient was admitted for inpatient care, outpatient service, or start of care. For 
an admission notice for hospice care, enter the effective date of election of hospice benefits.

ADMITTING DIAGNOSIS CODE Code indicating patient’s diagnosis at admission.

ADMITTING PHYSICIAN The doctor responsible for admitting a patient to a hospital or other inpatient health facility.

ADULT LIVING CARE FACILITY To be used when billing services rendered at a residential care facility that houses 
beneficiaries who cannot live alone but who do not need around-the-clock skilled medical 
services. The facility services do not include a medical component (Program Memo B-98-28).
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Evaluation and Management Services (99091-99499)

99091
The provider receives an electronic 
communication containing 
physiologic data (e.g., ECG result, 
blood pressures, or blood glucose 
test results) from a patient and/or 
the caregiver. He reviews the data 
and interprets the results, spending 
at least 30 minutes doing so each 
30-day period.
note: Code 99091 is a resequenced 
code from the Medicine Services 
and Procedures section that is 
resequenced to the Evaluation and 
Management Services section of 
CPT®.

99202
The provider performs an evaluation 
and management (E/M) service for a 
new patient in the provider’s office 
or in another outpatient setting. The 
total time spent on the date of the 
encounter is 15-29 minutes and/or 
the level of medical decision-making 
(MDM) involved is straightforward. 
Total time includes both face-to-
face and non-face-to-face activities 
on the encounter date. Examples 
include, but are not limited to, 
reviewing tests and otherwise 
preparing for the patient visit, 
performing the exam or evaluation, 
counseling and educating the 
patient or caregiver, ordering 
tests, communicating with other 
healthcare providers, documenting 
the encounter, interpreting and 
communicating results, and 
coordinating care. Elements of 
MDM include the number and 
complexity of problems addressed; 
the amount and/or complexity of 
data to review and analyze; and the 
risk of complications, morbidity, 
and mortality related to patient 
management.
The visit also may include taking a 
patient history and performing a 
physical examination. The provider 
determines the nature and extent of 
the history and/or exam appropriate 
for the encounter.

99203
The provider performs an evaluation 
and management (E/M) service for a 
new patient in the provider’s office 
or in another outpatient setting. The 
total time spent on the date of the 
encounter is 30-44 minutes and/
or the level of medical decision-
making (MDM) involved is low. Total 
time includes both face-to-face 
and non-face-to-face activities 
on the encounter date. Examples 
include, but are not limited to, 

reviewing tests and otherwise 
preparing for the patient visit, 
performing the exam or evaluation, 
counseling and educating the 
patient or caregiver, ordering 
tests, communicating with other 
healthcare providers, documenting 
the encounter, interpreting and 
communicating results, and 
coordinating care. Elements of 
MDM include the number and 
complexity of problems addressed; 
the amount and/or complexity of 
data to review and analyze; and the 
risk of complications, morbidity, 
and mortality related to patient 
management.
The visit also may include taking a 
patient history and performing a 
physical examination. The provider 
determines the nature and extent of 
the history and/or exam appropriate 
for the encounter.

99204
The provider performs an evaluation 
and management (E/M) service for a 
new patient in the provider’s office 
or in another outpatient setting. The 
total time spent on the date of the 
encounter is 45-59 minutes and/or 
the level of medical decision-making 
(MDM) involved is moderate. Total 
time includes both face-to-face 
and non-face-to-face activities 
on the encounter date. Examples 
include, but are not limited to, 
reviewing tests and otherwise 
preparing for the patient visit, 
performing the exam or evaluation, 
counseling and educating the 
patient or caregiver, ordering 
tests, communicating with other 
healthcare providers, documenting 
the encounter, interpreting and 
communicating results, and 
coordinating care. Elements of 
MDM include the number and 
complexity of problems addressed; 
the amount and/or complexity of 
data to review and analyze; and the 
risk of complications, morbidity, 
and mortality related to patient 
management.
The visit also may include taking a 
patient history and performing a 
physical examination. The provider 
determines the nature and extent of 
the history and/or exam appropriate 
for the encounter.

99205
The provider performs an evaluation 
and management (E/M) service for a 
new patient in the provider’s office 
or in another outpatient setting. The 
total time spent on the date of the 
encounter is 60-74 minutes and/

or the level of medical decision-
making (MDM) involved is high. 
Total time includes both face-to-
face and non-face-to-face activities 
on the encounter date. Examples 
include, but are not limited to, 
reviewing tests and otherwise 
preparing for the patient visit, 
performing the exam or evaluation, 
counseling and educating the 
patient or caregiver, ordering 
tests, communicating with other 
healthcare providers, documenting 
the encounter, interpreting and 
communicating results, and 
coordinating care. Elements of 
MDM include the number and 
complexity of problems addressed; 
the amount and/or complexity of 
data to review and analyze; and the 
risk of complications, morbidity, 
and mortality related to patient 
management.
The visit also may include taking a 
patient history and performing a 
physical examination. The provider 
determines the nature and extent of 
the history and/or exam appropriate 
for the encounter.

99211
The provider, often a nurse, provides 
a service to an established patient. 
The presenting problem is typically 
minimal. This service does not 
require a physician or other qualified 
healthcare professional to see 
the patient. A physician or “other 
qualified healthcare professional” 
is someone qualified by education, 
training, applicable licensing rules 
and regulations, and applicable 
facility privileging rules who 
performs a professional service in 
her scope of practice. Physicians and 
qualified healthcare professionals 
can independently report 
professional services. In contrast, a 
clinical staff member works under 
the supervision of a physician 
or other qualified healthcare 
professional. Law, regulation, and 
facility policy allow clinical staff to 
perform or assist in the performance 
of a specific professional service. 
But a clinical staff member cannot 
report that professional service.

99212
The provider performs an evaluation 
and management (E/M) service 
for an established patient in the 
provider’s office or in another 
outpatient setting. The total time 
spent on the date of the encounter 
is 10-19 minutes and/or the level 
of medical decision-making (MDM) 
involved is straightforward. Total 

time includes both face-to-face 
and non-face-to-face activities 
on the encounter date. Examples 
include, but are not limited to, 
reviewing tests and otherwise 
preparing for the patient visit, 
performing the exam or evaluation, 
counseling and educating the 
patient or caregiver, ordering 
tests, communicating with other 
healthcare providers, documenting 
the encounter, interpreting and 
communicating results, and 
coordinating care. Elements of 
MDM include the number and 
complexity of problems addressed; 
the amount and/or complexity of 
data to review and analyze; and the 
risk of complications, morbidity, 
and mortality related to patient 
management.
The visit also may include taking a 
patient history and performing a 
physical examination. The provider 
determines the nature and extent of 
the history and/or exam appropriate 
for the encounter.

99213
The provider performs an evaluation 
and management (E/M) service 
for an established patient in the 
provider’s office or in another 
outpatient setting. The total time 
spent on the date of the encounter 
is 20-29 minutes and/or the level 
of medical decision-making (MDM) 
involved is low. Total time includes 
both face-to-face and non-face-
to-face activities on the encounter 
date. Examples include, but are 
not limited to, reviewing tests 
and otherwise preparing for the 
patient visit, performing the exam 
or evaluation, counseling and 
educating the patient or caregiver, 
ordering tests, communicating 
with other healthcare providers, 
documenting the encounter, 
interpreting and communicating 
results, and coordinating care. 
Elements of MDM include the 
number and complexity of 
problems addressed; the amount 
and/or complexity of data to 
review and analyze; and the risk 
of complications, morbidity, 
and mortality related to patient 
management.
The visit also may include taking a 
patient history and performing a 
physical examination. The provider 
determines the nature and extent of 
the history and/or exam appropriate 
for the encounter.
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99349 - 99374 Evaluation and Management Services (99091-99499)

There must be at least two of three 
key components met to support the 
service level. 

99349
The provider spends an average of 
40 minutes face–to–face with an 
established patient.
A patient is considered to be 
established if the same physician or 
qualified healthcare practitioner, or 
any physician or qualified healthcare 
practitioner in the group practice 
(or any physician or practitioner of 
the same specialty who is billing 
under the same group number), has 
seen the patient for a face–to–face 
service within the past 36 months.
There must be at least two of three 
key components met to support the 
service level. 

99350
For CPT® code 99350, the provider 
spends an average of 60 minutes 
face–to–face with an established 
patient.
A patient is considered to be 
established if the same physician or 
qualified healthcare practitioner, or 
any physician or qualified healthcare 
practitioner in the group practice 
(or any physician or practitioner of 
the same specialty who is billing 
under the same group number), has 
seen the patient for a face–to–face 
service within the past 36 months.
There must be at least two of three 
key components met to support the 
service level. 

99354
g code crosswalk G0513
In addition to the published 
specified time for a primary 
psychotherapy or outpatient 
evaluation and management 
(E/M) service, the provider spends 
additional time on that outpatient 
service. The service requires direct 
contact with a patient. This code 
applies to the first hour of additional 
time. Because you must meet the 
halfway mark for the time listed in 
this code to report it, use this code 
for the first 30 to 74 minutes of 
additional time.

99355
g code crosswalk G0514
In addition to the published 
specified time for a primary 
psychotherapy or outpatient 
evaluation and management 
(E/M) service, the provider spends 
additional time on that outpatient 
service. The service requires 
direct contact with a patient. This 
code applies to each additional 
30 minutes after the first hour of 
additional time. Because you must 

meet the halfway mark for the time 
listed in this code to report it, you 
may use this code once the service 
reaches 15 minutes beyond the first 
hour of additional time.

99356
In addition to the published 
specified time for a primary 
psychotherapy or evaluation and 
management (E/M) service, the 
provider spends additional time 
on that inpatient or observation 
service. The service requires direct 
contact with a patient but also 
includes non-face-to-face services 
on the unit or floor. Because you 
must meet the halfway mark for the 
time listed in this code to report it, 
you should use this code for the first 
30 to 74 minutes of additional time.

99357
In addition to the published 
specified time for a primary 
psychotherapy or evaluation and 
management (E/M) service, the 
provider spends additional time 
on that inpatient or observation 
service. The service requires direct 
contact with a patient but also 
includes non-face-to-face services 
on the unit or floor. This code is 
appropriate for each additional 
30 minutes after the first hour of 
additional time. Because you must 
meet the halfway mark for the time 
listed in this code to report it, you 
may use this code once the service 
reaches 15 minutes beyond the first 
hour of additional time.

99358
For first-hour code 99358, the 
provider should spend a minimum 
of 30 minutes on the patient’s 
indirect care. For this service, the 
provider puts extra effort and time 
into the treatment of the patient. For 
example, the provider evaluates the 
patient’s previous records in cases 
where the patient opted to change 
his provider and the new provider 
performs extra work to understand 
and plan the treatment of the 
patient. The provider can also invest 
extra time to review the reports 
and progress after the patient has 
undergone treatment.

99359
For additional 30-minute code 
+99359, the provider should spend 
a minimum of 15 additional minutes 
after the first hour on the patient’s 
indirect care. For this service, the 
provider puts extra effort and time 
into the treatment of the patient. For 
example, the provider evaluates the 
patient’s previous records in cases 
where the patient opted to change 
his provider and the new provider 
performs extra work to understand 

and plan the treatment of the 
patient. The provider can also invest 
extra time to review the reports 
and progress after the patient has 
undergone treatment.

99360
The provider spends 30 minutes 
standing by at the request of 
another provider. She does not 
provide care to the patient during 
standby, but the provider is at the 
location where the patient is or is 
expected to be shortly. The provider 
does not perform care or services for 
other patients during the standby 
time.

99366
For 99366, a team of physician 
and nonphysician qualified 
healthcare professionals spend 
an average of 30 minutes or more 
face–to–face with the patient and/
or family or caretaker. Participating 
nonphysician qualified health care 
providers report this code.
This service is required when a 
patient needs care from different 
medical specialties. For example, a 
person who suffers from paralysis 
with multiple organ disorders 
with diabetes could require 
attention from a neurologist, 
physical therapist, hepatologist, 
and cardiologist. In such cases, the 
healthcare professionals of different 
specialties must sit together and 
come up with the optimized 
treatment plan that works best 
from all aspects. In the presence of 
the patient and/or family or direct 
care taker of the patient, the team 
discusses and comes up with a 
documented plan for treatment, 
which the team shares with the 
patient, family, or caretaker. This file 
includes information such as all the 
do’s and don’ts for the patient with 
restricted activities or exercises. 

99367
For 99367, a team of physicians and 
possibly nonphysician practitioners 
spends an average of 30 minutes or 
more discussing treatment options. 
The patient is not present in the 
meeting. Participating physicians 
report this code.
This service is required when a 
patient needs care from different 
medical specialties. For example, a 
person who suffers from paralysis 
with multiple organ disorders 
with diabetes could require 
attention from a neurologist, 
physical therapist, hepatologist, 
and cardiologist. In such cases, 
the physicians and other qualified 
providers of different specialties 
sit together and come up with the 
optimized treatment plan that works 

best from all aspects. The patient is 
not included in the meeting, nor is 
the family. The team discusses the 
treatment options and submits their 
individual findings and instructions 
in the form of a collective report. 
This report includes information 
such as all the do’s and don’ts for the 
patient with restricted activities or 
exercises and diet instructions.

99368
For 99368, a team of physicians and 
nonphysician qualified healthcare 
professionals spend an average of 
30 minutes or more discussing the 
treatment plan. The patient is not 
present in the meeting. Participating 
nonphysician qualified healthcare 
professionals report this code.
This service is required when a 
patient needs care from different 
medical specialties. For example, a 
person who suffers from paralysis 
with multiple organ disorders with 
diabetes could require attention 
from a neurologist, physical therapy, 
hepatologist, and cardiologist. In 
such cases, the physicians and other 
qualified providers of different 
specialties sit together and come 
up with the optimized treatment 
plan that works best from all 
aspects. The patient is not included 
in the meeting, nor is the family. 
The team discusses the treatment 
options and submits their individual 
findings and instructions in the form 
of a collective report. This report 
includes information such as all the 
do’s and don’ts for the patient with 
restricted activities or exercises and 
diet instructions.

99374
Bill this service for a physician or 
qualified nonphysician provider 
supervising care for a home health 
patient who requires medical 
attention from more than one 
medical specialty. The patient 
receives care indirectly from the 
provider while the patient is at 
home or in a facility where he 
can receive long-term care. For 
example, a patient undergoing 
chemotherapy for liver cancer 
may require this medical care. 
The physician discusses the 
frequency of chemotherapy and 
pain management options with 
the oncologist, coordinates with 
the nutritionists to make sure that 
diet plan is in accordance with 
the treatment and interacts with 
the home health agency staff to 
give them instructions regarding 
the tests to be performed. In this 
service the provider supervises 
the development of the patient’s 
care plan. The provider can also 
make changes in care plans as 
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20100
When the patient is appropriately 
prepped and the area anesthetized 
the provider assesses the extent of 
damage to internal organs or tissues 
from the penetrating wound. He 
cleanses the wound and debrides, 
or removes, damaged tissues. He 
looks for and removes any foreign 
material, such as fragments of glass, 
metal, or cloth. He ties off or repairs 
small blood vessels. The provider 
then irrigates the area, checks for 
bleeding, removes any instruments, 
and closes the wound. 

20101
When the patient is appropriately 
prepped and anesthetized the 
provider assesses the extent of 
damage to internal organs or tissues 
of the chest by thoroughly exploring 
the penetrating wound. Treatment 
may follow to include cleansing, 
debridement, removal and repair of 
damaged tissue, removal of foreign 
bodies, if any, ligation and repair of 
small blood vessels in subcutaneous 
tissues and fascia, and finally, 
closure of the wound.

20102
When the patient is appropriately 
prepped and anesthetized the 
provider assesses the extent of 
damage to internal organs or tissues 
of the abdomen, flank, or back by 
exploring the penetrating wound. 
Treatment may follow to include 
cleansing, debridement, removal 
and repair of damaged tissue, 
removal of foreign bodies, if any, 
ligation and repair of small blood 
vessels in subcutaneous tissues and 
fascia, and finally, closure of the 
wound.

20103
When the patient is appropriately 
prepped and anesthetized the 
provider assesses the extent of 
damage to the tissues and structures 
in the extremity by exploring the 
penetrating wound. Treatment 
may follow to include cleansing, 
debridement, removal and repair of 
damaged tissue, removal of foreign 
bodies, if any, ligation and repair of 
small blood vessels in subcutaneous 
tissues and fascia, and finally, closure 
of the wound.

20150
When the patient is appropriately 
prepped and anesthetized and 
placed in the supine position, the 
provider places a tourniquet on 
the patient's leg, and the provider 

makes a drill hole through the 
metaphysis into the epiphyseal 
bar. He removes a wedge-shaped 
piece of metaphysis and uses a 
high-speed bur drill to resect the 
epiphyseal bar completely. He uses 
an image intensifier to identify the 
exact location and depth of the bar. 
After resecting the epiphyseal bar, 
he uses a curette to remove the 
cancellous bone from physis until 
he reaches normal cartilage. He fills 
the defect with a fat graft harvested 
from the nearby tissues. He returns 
the wedge-shaped metaphyseal 
piece and screws it into position. He 
then closes the wound with sutures 
and applies a cast to immobilize the 
extremity for faster healing.

20200
When the patient is appropriately 
prepped and anesthetized the 
provider examines the area to be 
biopsied. Using a scalpel, he makes 
a small incision in the targeted area. 
He further expands the incision 
to visualize the muscle. Once he 
visualizes the upper surface of 
muscle, the provider removes a 
small sample of muscle tissue, which 
he preserves and processes for 
further laboratory examination. The 
provider then closes the incision.

20205
When the patient is appropriately 
prepped and anesthetized the 
provider examines the area to be 
biopsied. Using a scalpel, he makes 
a small incision in the targeted area. 
He further extends the incision and 
dissects the tissues in the area to 
visualize the targeted muscle. Once 
he visualizes the upper surface of 
muscle, the provider removes a 
small sample of muscle tissue, which 
he preserves and processes for 
further laboratory examination. The 
provider then closes the incision in a 
layered fashion.

20206
When the patient is appropriately 
prepped and anesthetized the 
provider examines the area to be 
biopsied. Using a scalpel, he makes a 
small percutaneous incision over the 
targeted area. He advances a large 
diameter biopsy needle through 
this percutaneous stab incision. 
After proper localization of the 
biopsy needle at the muscular level, 
he pulls up soft muscular tissue 
using the needle. He preserves and 
processes the muscle sample for 
further laboratory examination. The 
provider then closes the incision.

20220
When the patient is appropriately 
prepped and anesthetized the 
provider examines the area to be 
biopsied. Using a scalpel, he makes a 
small skin incision over the targeted 
area. He advances a large diameter 
biopsy needle or bone trocar 
through the percutaneous stab 
incision. After proper localization of 
the biopsy tool at the bone level, he 
debrides the tissue and pulls up soft 
bone tissue in the needle or trocar. 
He preserves and processes the 
bone sample for further laboratory 
examination. The provider then 
closes the incision.

20225
When the patient is appropriately 
prepped and anesthetized the 
provider examines the area to be 
biopsied. He makes a small stab 
incision in the skin over the targeted 
area. He inserts a large diameter 
biopsy needle or trocar through 
the stab incision and advances it 
down into the bone. He confirms 
the correct position of the biopsy 
tool and extracts a sample of 
tissue and submits it for laboratory 
examination. He closes the incision.

20240
When the patient is appropriately 
prepped and anesthetized the 
provider examines the area to be 
biopsied. Using a scalpel, he makes 
a small percutaneous incision in the 
targeted area and carries out sharp 
dissection with a blade, through 
fascia and muscle to approach the 
targeted bone. Once he identifies 
the bony process, he uses a rongeur 
or bone shaver to minimally debride 
the bone or bony process. He 
removes the debrided bone tissue 
as a biopsy sample. Once he obtains 
a satisfactory bone sample, he 
closes the incision by suturing it in a 
layered fashion.

20245
The provider examines the area to 
be biopsied. Using a scalpel, she 
incises the skin through a small 
percutaneous incision over the 
targeted area of the humerus, 
ischium, or femur. She performs 
sharp dissection through fascia and 
muscle to approach the targeted 
bone. Once she identifies the bony 
process, she uses a rongeur or 
bone shaver to access the deep 
bone cavity. She debrides the deep 
internal layer of bone and excises 
it as a biopsy specimen. Once she 
obtains a satisfactory bone sample, 

she sutures the incision in a layered 
fashion.

20250
When the patient is appropriately 
prepped and anesthetized and 
in a prone position, the provider 
incises the skin of the thoracic spine 
over the suspected lesion site. She 
accesses the tumor or abnormal 
tissue of the vertebral body by 
parting the soft tissue and muscle 
layers. If necessary, she refers to 
radiological studies to aid in locating 
the lesion. Using a precision cutting 
tool, the provider obtains a small 
sample of the diseased tissue from 
the vertebra. She repositions the 
soft tissues and muscles and then 
closes the surgical incision with 
layered sutures.

20251
When the patient is appropriately 
prepped and anesthetized and 
in a prone position, the provider 
incises the skin of the lumbar or 
cervical spine over the suspected 
lesion site. She accesses the tumor 
or abnormal tissue of the vertebral 
body by parting the soft tissue and 
muscle layers. If necessary, she refers 
to radiological studies to aid in 
locating the lesion. Using a precision 
cutting tool, the provider obtains a 
small sample of the diseased tissue 
from the vertebra. She repositions 
the soft tissues and muscles and 
then closes the surgical incision with 
layered sutures.

20500
When the patient is appropriately 
prepped and the area anesthetized 
the provider identifies the opening 
of the sinus tract. She injects the 
appropriate amount of a therapeutic 
agent directly into the sinus tract. 
She may use imaging guidance as 
an aid in the injection process.

20501
When the patient is appropriately 
prepped and the area anesthetized 
the provider identifies the 
opening of the sinus tract. She 
injects a diagnostic agent, such 
as fluoroscopic dye or contrast 
material, directly into the sinus 
tract. She may make use of imaging 
guidance as an aid in the injection 
process.

20520
When the patient is appropriately 
prepped and the area anesthetized 
the provider incises the skin over 
the targeted area and separates 
the tissues. When she reaches 
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30300 - 30468 Surgery/respiratory System (30000-32999)

marking pen inserted through the 
other nostril. He trims the rims or 
flanges of the silastic button so that 
it will lie an equal distance between 
the perforation and the upper and 
lower limits of the septum and 
smooths the edges of the flanges. 
He lubricates the button and uses 
sutures to collapse the button like 
an accordion. He then inserts the 
prosthesis into the desired location 
and cuts the sutures holding it in a 
collapsed form. The button expands, 
and he confirms the fit and that 
all tissue margins are covered to 
prevent crusting and bleeding.

30300
When the patient is appropriately 
prepped, the provider administers 
a nasal decongestant into the 
patient’s nose to open the blocked 
nose. He locates the foreign body 
and then depending upon the 
shape and size of the foreign body; 
he removes it with a blunt hook, 
nasal forceps, or a suction apparatus.

30310
When the patient is appropriately 
prepped and anesthetized the 
provider incises the nasal mucosa to 
access an intranasal foreign body, or 
an object deep in the nasal cavity. 
Using forceps, the provider grasps 
the foreign body and removes it 
through blunt dissection. Finally, she 
closes the small wound by suturing 
the mucosa in a single layer. Use this 
code to report an intranasal foreign 
body removal that a provider 
performs with the patient under a 
general anesthetic.

30320
When the patient is appropriately 
prepped and anesthetized the 
provider performs a lateral 
rhinotomy, which is an incision 
into the nose.  The incision extends 
from the inner end of the eyebrow, 
moving down along the outer wall 
of the nose, over to the nasolabial 
fold, and passing along the nasal 
alar base to the philtrum, or groove 
of the upper lip.  The provider then 
dissects the nasal soft tissue down 
to the level of bone, providing good 
nasal cavity access. He identifies the 
foreign body and dissects it from 
the underlying tissue using forceps. 
Finally, he closes the wound by 
suturing the soft tissue in layers. 

30400
The skin of the nose is raised, and 
the necessary changes are made to 
the cartilage and soft tissue.  A nasal 
tip plasty is also done and this is 
performed by working on the lower 
lateral cartilage and narrowing it in 
the region of the dome by removing 
an equal portion of lateral and 

medial crura leaving the cartilage 
at the dome. To make the nasal tip 
narrower in a closed rhinoplasty, 
cartilage can be removed from 
within the nose.

30410
The skin of the nose is raised and 
the necessary changes are made to 
the bone, cartilage, and soft tissue 
as desired. The physician performs 
lateral and transverse osteotomies in 
case the nasal bones are infractured. 
The nasal cartilaginous areas are 
then smoothed to straighten the 
nose and a graft may also be placed. 
A nasal tip plasty is also done 
and this is performed by working 
on the lower lateral cartilage 
and narrowing it in the region of 
the dome by removing an equal 
portion of lateral and medial crura 
leaving the cartilage at the dome.  
Finally, the wound is closed with 
transmucosal sutures, adhesive 
tapes, and splints. To make the nasal 
tip narrower in a closed rhinoplasty, 
cartilage can be removed from 
within the nose.

30420
The skin of the nose is raised, and 
the necessary changes are made to 
the bone, cartilage, and soft tissue 
as desired. The physician performs 
lateral and transverse osteotomies 
in the case that the nasal bones are 
infractured.  The nasal cartilaginous 
areas are then smoothed to 
straighten the nose and a graft may 
also be placed. A nasal tip plasty 
is also done and this is performed 
by working on the lower lateral 
cartilage and narrowing it in the 
region of the dome by removing an 
equal portion of lateral and medial 
crura leaving the cartilage at the 
domal area. Finally, the wound is 
closed with transmucosal sutures, 
adhesive tapes, and splints. To 
make the nasal tip narrower in a 
closed rhinoplasty, cartilage can be 
removed from within the nose.

30430
When the patient is appropriately 
prepped and anesthetized the 
provider performs a rhinoplasty 
through either an open or closed 
approach. In an open approach, 
the skin of the nose is incised 
and lifted up through transfixion 
and infracartilaginous, or rim, 
incisions. In a closed approach, 
small intercartilaginous or 
infracartilaginous incisions are 
made. In either approach, the 
necessary changes are made to 
the cartilage and soft tissue as 
desired. The nasal cartilage is then 
smoothed to straighten the nose. 
A graft may also be placed. A 
small nasal tip plasty may also be 

performed. Finally, the wound is 
closed with transmucosal sutures.  
To make the nasal tip narrower in a 
closed rhinoplasty, cartilage can be 
removed from within the nose.

30435
The skin of the nose is raised, and 
the necessary changes are made to 
the bone, cartilage, and soft tissue 
as desired.  The physician performs 
lateral and transverse osteotomies 
if the nasal bones are infractured.  
The nasal cartilaginous areas are 
then smoothed to straighten the 
nose and a graft may also be placed. 
Finally, the wound is closed with 
transmucosal sutures, adhesive 
tapes, and splints.

30450
When the patient is appropriately 
prepped and anesthetized the 
provider performs a rhinoplasty 
either through an open or closed 
approach. In an open approach, 
the skin of the nose is opened 
and raised. In a closed approach, 
small incisions such as an inter- or 
infracartilaginous incisions are 
made. In either approach, the 
necessary changes are made to 
the bone, cartilage, and soft tissue 
as desired.  The provider performs 
lateral and transverse osteotomies 
and the nasal bones are infractured.  
The nasal cartilaginous areas are 
then smoothed to straighten the 
nose and a graft may also be placed.  
A major nasal tip plasty is also done 
and this is performed by working 
on the lower lateral cartilage and 
narrowing it in the region of the 
dome by removing an equal portion 
of lateral and medial crura leaving 
the cartilage at the domal area.  
Finally, the wound is closed with 
transmucosal sutures, adhesive 
tapes, and splints. To make the nasal 
tip narrower in a closed rhinoplasty, 
cartilage can be removed from 
within the nose.

30460
The skin of the nose is raised, and 
the necessary changes are made 
to the cartilage and soft tissue as 
desired. The nasal cartilaginous are 
then smoothed to straighten the 
nose and a graft may also be placed.  
A nasal tip plasty is also done and 
this is performed by working on 
the lower lateral cartilage and 
narrowing it in the region of the 
dome by removing an equal portion 
of lateral and medial crura leaving 
the cartilage at the domal area.
A septoplasty is also performed 
to reposition the bony and 
cartilaginous septum. The 
physician also performs a repair 
of a cleft lip/palate (harelip) via a 

columellar lengthening-such as 
basal Y-Y technique, the forked flap 
technique, or a reverse columella-
lobule V-Y plasty. Finally, the wound 
is closed with transmucosal sutures, 
adhesive tapes, and the splints.

30462
The skin of the nose is raised, and 
the necessary changes are made 
to the cartilage and soft tissue as 
desired.  The physician performs 
lateral and transverse osteotomies 
if the nasal bones are infractured.  
The nasal cartilaginous areas are 
then smoothed to straighten the 
nose and a graft may also be placed.  
A nasal tip plasty is also done and 
this is performed by working on 
the lower lateral cartilage and 
narrowing it in the region of the 
dome by removing an equal portion 
of lateral and medial crura leaving 
the cartilage at the domal area.
A septoplasty is also performed 
to reposition the bony and 
cartilaginous septum.  The physician 
also performs a repair of a cleft lip/
palate via a columellar lengthening, 
such as a basal Y-Y technique, 
the forked flap technique, or a 
reverse columella-lobule V-Y plasty.  
Finally, the wound is closed with 
transmucosal sutures, adhesive 
tapes, and the splints.

30465
The physician incises the skin and 
the upper lateral cartilage of the 
nose. Then the physician performs 
an excision of the scar tissue and 
an osteotomy of the medial aspect 
of the nasal bone is performed. 
A composite graft is harvested 
from the auricle and fitted into 
the area of defect and then the 
incision is closed for healing. 
Several other surgical techniques 
can be used depending upon the 
condition. Techniques that are 
used are relocation and excision of 
reductant tissue (e.g., nasal caudal 
deviation, enlarge columella, and 
projected lateral alar crus), resection 
of scar tissue and replacement 
by a full thickness skin graft (e.g., 
cartilaginous malformation), 
replacement by local flaps, or by 
transplant of free cartilage, skin, or 
a graft (due to a shortage of skin/
cartilage).

30468
When the patient is appropriately 
prepped and anesthetized the 
provider introduces an implant 
at the nasal valve area, a complex 
construct of several structures 
that is also known as the flow 
limiting segment. This implant is 
subcutaneous (beneath the skin) or 
submucosal (beneath the mucous 
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90281
The site is inspected and, an 
intramuscular immunoglobulin 
injection is administered slowly 
using an appropriately sized needle.

90283
The site is inspected, and an 
intravenous immunoglobulin 
injection is administered slowly 
using an appropriately sized needle.

90284
In this procedure, the provider 
administers a human immune 
globulin, or SCIg, via subcutaneous 
infusions. Each of the 100 mg 
injections are administered slowly 
into the subcutaneous skin of the 
thigh, abdomen, upper arm, or 
hip using an appropriately sized 
needle. The infusion is done to 
produce a short-term immunity as 
the antibodies from the injection 
of this complex protein circulate 
through the body and help the body 
protect itself from various types of 
infections. 

90287
In this procedure, the provider 
administers a purified form of 
botulinum antitoxin derived from 
horses to a patient. The provider 
administers the patient injection 
slowly via any route to the desired 
site using an appropriately sized 
needle to obtain the desired 
pharmacological action. The 
injection is done to produce a short-
term immunity as the antibodies 
from the injection circulate through 
the patient and treat different 
strains of the botulinum bacteria.

90288
In this procedure, the provider 
administers a botulism immune 
globulin intravenously. The injection 
is administered slowly into the 
patient's vein using an appropriately 
sized needle to provide the desired 
pharmacological action. The 
intravenous infusion is done to 
produce a short-term immunity 
as the complex protein from the 
immune globulin injection circulates 
through the body and helps protect 
the body against Botulism. 

90291
In this procedure, the provider 
administers a cytomegalovirus 
immune globulin, or CMV-
IgIV, intravenously. The provider 
slowly administers the injection 
into the patient's vein using an 
appropriately sized needle to 

provide the desired pharmacological 
action. The intravenous infusion 
is done to produce a short-term 
immunity as the antibodies from 
this complex protein injection 
circulates through the body and 
helps protect the body against the 
cytomegalovirus, a common virus. 

90296
In this procedure, the provider 
administers a diphtheria 
antitoxin. The provider slowly 
administers the injection via any 
route to a desired site using an 
appropriately sized needle to 
provide a desired pharmacological 
action. The administration of this 
diphtheriae antiserum is done as a 
short-term agent to neutralize toxins 
in the body and help the body 
protect itself from corynebacterium 
diphtheriae.

90371
The administration site is 
inspected. Then the physician 
slowly administers the injection 
(HBIg) into the patient's deltoid 
or buttock muscle using an 
appropriately sized needle to 
provide a desired pharmacological 
action.

90375
In this procedure, the 
provider administers a rabies 
immunoglobulin (RIg).  The provider 
slowly administers an injection 
into the patient's muscle or under 
the skin using an appropriately 
sized needle to provide a desired 
pharmacological action. The 
injection is done to produce short-
term immunity as the antibodies 
from the injection of this gamma 
globulin circulate through the body 
and help the body prevent or treat 
category III rabies.

90376
In this procedure, the provider 
administers a heat-treated rabies 
immunoglobulin (RIg-HT). The 
provider slowly administers the 
injection into the gluteal patient's 
muscle or under the skin using 
an appropriately sized needle to 
provide a desired pharmacological 
action. The injection is done to 
produce short-term immunity as the 
antibodies from the injection of this 
gammaglobulin circulate through 
the body and help the body prevent 
or treat category III rabies.

90377
In this procedure, the provider 
administers a heat- and solvent/

detergent-treated rabies 
immunoglobulin (RIg-HT S/D). The 
provider slowly administers the 
injection into the patient's gluteal 
muscle or under the skin using 
an appropriately sized needle to 
provide a desired pharmacological 
action. The injection is done to 
produce short-term immunity as the 
antibodies from the injection of this 
gammaglobulin circulate through 
the body and help the body prevent 
or treat category III rabies.

90378
In this procedure, the provider 
administers a respiratory syncytial 
virus immune globulin (RSV-Ig). 
The provider slowly administers 
50 mg injections into the patient's 
muscle using an appropriately 
sized needle to provide a desired 
pharmacological action. The 
injection is done once a month to 
produce a short-term immunity 
during the peak infective period of 
the virus, as the antibodies from the 
injection of this complex protein 
circulate through the body and 
help the body protect itself from 
the respiratory syncytial virus.

90384
In this procedure, the provider 
administers a full dose of human 
rhesus D immunoglobulin to the 
patient. The provider first inspects 
the injection site. Then she slowly 
administers the injection into 
the patient's muscle using an 
appropriately sized needle to 
provide the desired pharmacological 
action. The injection is done to 
produce a short-term immunity as 
the antibodies from the injection 
help the body to prevent rhesus 
disease or hemolytic disease of a 
newborn.

90385
In this procedure, the provider 
administers a mini dose of human 
rhesus D immunoglobulin to the 
patient. The provider first inspects 
the injection site. Then she slowly 
administers the injection into 
the patient's muscle using an 
appropriately sized needle to 
provide the desired pharmacological 
action. The injection is done to 
produce a short-term immunity as 
the antibodies from the injection 
help the body to prevent rhesus 
disease or hemolytic disease of a 
newborn.

90386
In this procedure, the provider 
administers an intravenous dose of 

human rhesus D immunoglobulin, 
or RhIgIV, to the patient. The 
provider first inspects the injection 
site. Then she slowly administers 
the injection into the patient's 
vein using an appropriately sized 
needle to provide the desired 
pharmacological action. The 
infusion is done to produce a short-
term immunity as the antibodies 
from the injection help the body to 
prevent rhesus disease or hemolytic 
disease of a newborn.

90389
In this procedure, the provider 
administers a tetanus 
immunoglobulin, or TIg. The 
provider slowly administers 
the injection into the patient's 
muscle, e.g., arm or back, using 
an appropriately sized needle to 
provide a desired pharmacological 
action. The infusion is done to 
produce a short-term immunity as 
the antibodies from the injection 
of this complex protein circulate 
through the body and help the body 
protect itself against tetanus. 

90393
In this procedure, the provider 
administers a dose of vaccine 
immune globulin, or VIg, to the 
patient. The provider first inspects 
the injection site. Then she slowly 
administers the injection into 
the patient's muscle, e.g., arm or 
back, using an appropriately sized 
needle to provide the desired 
pharmacological action. The 
injection is done to produce a short-
term immunity as the antibodies 
from the injection help the body to 
prevent and boost the immunity 
against the vaccinia virus that 
causes smallpox.

90396
Immunoglobulin is a very 
complex protein that is produced 
by certain cells in the body to 
protect itself from various types of 
infections and develop a passive 
immunity. Varicella-zoster immune 
globulin (VZIg) is a derivative of the 
pooled plasma of adult humans that 
contain a high titer of antibodies to 
the varicella-zoster virus, also known 
as human herpesvirus 3. 
Report this code for the supply of 
human varicella-zoster immune 
globulin (IVIg) for intramuscular 
administration.
VZIg produces short-term immunity 
as the antibodies from the injection 
help the body boost immunity 
against chickenpox.

Medicine Services and Procedures (90281-99607)
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70330 - 70490 Radiology (70010-79999)

70330
The provider performs dual 
projection images, in both open 
and closed mouth positions, of both 
TMJs. The study is performed to 
diagnose TMJ disorders.

70332
Arthrography is a radiographic 
contrast joint study performed 
for diagnostic purposes. This 
procedure is an arthrography of 
the temporomandibular joint (also 
known as TMJ), bilateral, both open 
and closed mouth. The physician 
injects a radiopaque substance 
into the temporomandibular 
joint to view the clear structure 
and position of the joints. He 
supervises the performance of the 
entire radiological procedure and 
interprets the findings.

70336
The physician places the patient on 
a sliding table and a radio antenna 
device called a surface coil is 
positioned around the upper part 
of the head. After positioning the 
patient with the head inside the MRI 
gantry, the physician/technologist 
leaves the room and the individual 
MRI sequences are performed. 
Depending on how many images 
are needed, the exam will generally 
take 15 to 45 minutes, although a 
very detailed study takes longer. 
The patient is asked not to move 
during the actual imaging process, 
but between sequences some 
movement is allowed. Patient is 
required to remain still for only a few 
seconds at a time. Some patients 
are given an injection of a contrast 
material to enhance the visibility 
of certain tissues or blood vessels. 
A small needle connected to an 
intravenous line is placed in an arm 
or hand vein. A saline solution drips 
through the intravenous line to 
prevent clotting until the contrast 
material is injected about two-
thirds of the way through the exam. 
When the exam is over the patient 
is asked to wait until the images 
are examined to determine if more 
images are needed. Report this code 
if MRI of temporomandibular joint(s) 
(TMJ) is performed.

70350
The provider performs radiographic 
study of the skull and jaw, or 
cephalometric radiograph, by 
obtaining X-ray images in frontal 
and or lateral projections to 
provide treatment for dentofacial 
irregularities.

70355
The provider takes a single 
panoramic image of a patient's 

maxilla and mandible regions, or 
upper and lower jaws.

70360
This procedure is performed to 
view obstructions within the throat 
or neck or to visualize suspected 
foreign bodies. The physician 
obtains soft tissue images of the 
patient's neck by using X-rays. The 
two views obtained may be AP and 
lateral.

70370
The provider examines the pharynx 
and larynx with a fluoroscope or 
magnification technique to identify 
any abnormalities in the food or 
air passages or in the voice box. 
For magnification technique, the 
provider uses increased radiation 
dose compared to conventional 
imaging techniques. High quality 
images of areas of interest 
sometimes require an additional 
radiation dose.

70371
This procedure is a radiologic 
study using cineradiography or 
video recording for pharyngeal 
and speech evaluation. Typically, a 
speech pathologist is present, and 
the patient repeats sounds to allow 
for evaluation of the mouth and 
tongue during speech. Fluoroscopy 
is used to record how the tongue, 
palate, and other soft tissues in the 
mouth function. As the words and 
sounds are repeated, the speech 
pathologist and physician are able 
to see where problems may lie.

70380
The provider injects a small amount 
of contrast agent directly into 
the salivary ducts to enhance the 
structure of the salivary gland. The 
provider identifies any obstructions 
or infections within the gland. 
Report this code if the provider 
performs radiological examination 
of the salivary glands for calculus.

70390
This code represents the technical 
and professional components of a 
service in which the provider X-rays 
the salivary ducts after injecting 
contrast material into the duct via 
a small flexible catheter, which 
he inserts into the salivary duct 
through the oral cavity. The provider 
supervises the performance of the 
entire radiological procedure and 
interprets the findings of the salivary 
duct imaging. Report this code if 
sialography is performed with a 
contrast agent with radiological 
supervision and interpretation. The 
provider who performs imaging 
supervision and interpretation for 
this procedure reports this code.

70450
The provider uses a CT scanner for 
the evaluation and radiographic 
imaging of the head or brain 
without the administration of 
contrast material. With the patient 
lying still on the examination table, 
X-rays are focused on the body 
structure. A computer creates 
cross sectional images of the body 
structure to be studied. Report this 
code if the provider performs a CT of 
the head or brain without a contrast 
agent.

70460
The provider uses a CT scanner for 
the evaluation and radiographic 
imaging of the head or brain with 
the administration of contrast 
material. With the patient lying still 
on the examination table, X-rays 
are focused on the body structure. 
A computer creates cross sectional 
images of the body structure to 
be studied. Report this code if the 
provider performs a CT of the head 
or brain with a contrast agent.

70470
The provider uses CT scanner for 
the evaluation and radiographic 
imaging of head or brain initially 
without contrast and then with the 
administration of contrast material 
for image enhancement. X-rays are 
focused on the body structure, and 
a computer creates cross sectional 
images of the body structure to be 
studied. Report this code if CT of 
head or brain is performed without 
the administration of contrast 
material followed by administration 
of contrast material and additional 
sections.

70480
The provider positions the patient 
on the table that slides into the CT 
scanner. The patient remains still 
while the provider uses the scanner 
to take X-ray images of the target 
anatomy of the orbit, sella, posterior 
fossa, or ear structures. From these 
scans, a computer creates images 
called slices. The images help the 
provider identify tumors and other 
anatomic abnormalities as well as 
foreign bodies.

70481
The provider performs an injection 
of contrast material. The provider 
positions the patient on the table 
that slides into the CT scanner. 
The patient remains still while the 
provider uses the scanner to take 
X-ray images of the target anatomy 
of the orbit, sella, posterior fossa, 
or ear structures. From these scans, 
a computer creates images called 
slices. The images help the provider 

identify tumors and other anatomic 
abnormalities as well as foreign 
bodies.

70482
The provider positions the patient 
on the table that slides into the 
CT scanner. The patient remains 
still while the provider uses the 
scanner to take X-ray images of the 
target anatomy of the orbit, sella, 
posterior fossa, or ear structures. 
The provider then performs an 
injection of contrast material. She 
takes additional images. From these 
scans, a computer creates images 
called slices. The images help the 
provider identify tumors and other 
anatomic abnormalities as well as 
foreign bodies.

70486
The provider positions the patient 
on the table that slides into the CT 
scanner to examine the maxillofacial 
area without contrast. The patient 
remains still while the provider 
uses the scanner to take X-ray 
images of the target anatomy of 
the upper jaw and face structures 
such as sinuses. From these scans, 
a computer creates images called 
slices. The images help the provider 
identify tumors and other anatomic 
abnormalities as well as foreign 
bodies.

70487
The provider performs an injection 
of contrast material. The provider 
positions the patient on the table 
that slides into the CT scanner. 
The patient remains still while the 
provider uses the scanner to take 
X-ray images of the target anatomy 
of the upper jaw and face structures 
such as sinuses. From these scans, 
a computer creates images called 
slices. The images help the provider 
identify tumors and other anatomic 
abnormalities as well as foreign 
bodies.

70488
The provider positions the patient 
on the table that slides into the CT 
scanner. The patient remains still 
while the provider uses the scanner 
to take X-ray images of the target 
anatomy of the upper jaw and face 
structures such as sinuses. The 
provider then performs an injection 
of contrast material. She takes 
additional images. From these scans, 
a computer creates images called 
slices. The images help the provider 
identify tumors and other anatomic 
abnormalities as well as foreign 
bodies.

70490
The provider positions the patient 
on the table that slides into the 

29_2021_PDR_CH_21_Radiology.indd   76029_2021_PDR_CH_21_Radiology.indd   760 05/11/20   8:43 PM05/11/20   8:43 PM



  1119

M
ed

ic
a

l TerM
s G

lo
ssa

ry (11 d
eo

x
yco

rTiso
l - a

ccesso
ry N

erV
e)

Medical Terms Glossary
Medical Term Description
11 deoxycortisol A precursor of cortisol; a steroid hormone, also known as compound S.

23 valent A vaccine that contains 23 of the most common types of pneumococcal bacteria to help prevent infection.

Ab externo Outside the eye; indicates a surgical procedure starting from the eye’s exterior and proceeding to the 
anterior chamber.

Abbe-Estlander 
operation

Transfer of a full-thickness section of one lip to the other lip to correct a defect.

Abdominal aorta Largest artery supplying the abdominal cavity, part of the aorta and continuation of the descending aorta 
from the thorax; it divides further into the iliac arteries.

Abdominal aortic 
aneurysm, or AAA

Widening of the abdominal aorta due to weakening in the wall of the aorta.

Abdominal approach Surgical incision in the abdomen to perform an abdominal operation.

Abdominal paracentesis Surgical puncture of the abdominal cavity for the removal of fluid for diagnosis or treatment.

Abdominal pregnancy Implantation of a fertilized egg in the peritoneal cavity, including on the omentum, the abdominal wall, or 
on the outside of the uterus.

Abdominal wall Refers to the muscles covering the abdomen or to the skin, fascia, muscle, and membranes marking the 
boundaries of the abdominal cavity.

Abdominoperineal Refers to the abdomen and the perineum.

Abdominoperineal pull-
through procedure

A surgical procedure that involves two approaches, one through the abdomen and a second through the 
perineum.

Abdominoperineal 
resection, or APR

The surgical removal of the anus, rectum, and part of the sigmoid colon, along with regional lymph nodes, 
through incisions made in the abdomen and perineum.

Abduction Movement of a body part away from the medial line of the body.

Abduction pillow A medical device used to immobilize an extremity after a surgical procedure to help decrease the risk of a 
dislocation; also known as an abduction splint.

Abductor Muscle that draws a body part away from the midline of the body.

Abductor hallucis 
muscle

Muscle running along the inside of the foot.

Aberrant Unusual or abnormal.

Aberrant vessel Blood vessel having an unusual origin or course.

Ablation Removal of tissue, a body part, or an organ or destruction of its function; to ablate.

ABO incompatibility An abnormal transfusion reaction between blood cells of incompatible blood types A, B, AB or O, resulting 
in destruction of blood cells and the formation of clumps.

Abortion Clinical term for the termination of a pregnancy before the age of viability, usually before 20 completed 
weeks of gestation; an induced abortion is also known as a therapeutic abortion, or TAB; a spontaneous 
abortion is commonly known as a miscarriage.

Above knee amputation, 
or AKA

Surgical removal of the lower leg above the level of the knee joint.

Abrasion Removal of superficial layers of skin.

Abrasion arthroplasty Refinishing the surfaces of a joint through a grinding process.

Abscess A collection of pus in a walled off sac or pocket, the result of infection.

Abscess cavity Pocket formed due to the accumulation of purulent material, or pus.

Absorption Taking in of substances by tissues.

Acceleration and 
deceleration forces

Excessive strain put on the muscles, tendons, and joints, primarily of the spine, due to a body moving at 
high speed and coming to a sudden, rapid stop.

Accelerometer Device to measure motion of a body.

Accessory navicular 
bone

An extra bone on the inner side of the foot that can cause irritation and require removal.

Accessory nerve One of a pair of motor nerves that primarily supply the pharynx and muscles of the upper chest, back, 
and shoulders.
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