CAUTION: Read the ICD-9 Policy Holding Library page
about policy in this document.

Audiological Services Billing Example: audio exc
CMS-1500 1

The example in this section is to assist providers in billing for audiological services on the CMS-1500
claim form. Refer to the Audiological Services section of this manual for detailed policy information.
Refer to the CMS-1500 Completion section of this manual for instructions to complete claim fields not
explained in the following example. For additional claim preparation information, refer to the Forms:
Legibility and Completion Standards section of this manual.

Billing Tips: When completing claims, do not enter the decimal points in ICD-9-CM codes or dollar
amounts. If requested information does not fit neatly in the Reserved for Local Use field
(Box 19) of the claim, type it on an 8% x 11-inch sheet of paper and attach it to the claim.
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Audiological Services

Figure 1. Audiological Services.
This is a sample only. Please adapt to your billing situation.

In this example, an audiologist is billing for audiological services.
HCPCS codes X4500 (diagnostic audiological evaluation, including
pure tone audiometry, speech reception threshold and discrimination),
X4526 (hearing therapy, individual, one hour) and X4530 (impedance
audiometry — bilateral) are entered in the Procedures, Services or
Supplies field (Box 24D). Only one Medi-Service reservation is
required since all three services were rendered on the same date of
service.

The referring physician’s name and NPI number are entered in the
Name of Referring Provider or Other Source field (Box 17) and NPI
field (Box 17B) because a written referral from a licensed practitioner
is required for audiological services.

Because the procedures being billed are part of a hearing aid
evaluation, the statement “hearing aid evaluation” must be entered in
the Reserved for Local Use field (Box 19).

In this example, ICD-9-CM code 389.1 (sensorineural hearing loss) is
entered in the Diagnosis or Nature of lliness or Injury field (Box 21),
and the usual and customary charges are entered in the Charges field
(Box 24F).
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