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The Outreach and Education services is made up of Provider Field Representatives located 
throughout California and includes the Small Provider Billing Assistance and Training 
Program staff, who are available to train and assist providers to efficiently submit their Medi-
Cal claims for payment. See the below additional tools and free services available to your 
provider community. 

Medi-Cal Learning Portal (MLP) 

Explore the Medi-Cal Learning Portal (MLP) that offers Medi-Cal providers and billers self-
paced online training about billing basics, related policies and procedures; new initiatives 
and any significant changes to the Medi-Cal program. 

How can you get started using the MLP? 

• First time users must complete a one-time registration at www.learn.medi-cal.ca.gov. 

• After logging in, you will be able to RSVP for training events or view eLearning courses 

• Refer to the Medi-Cal Learning Portal (MLP) Job Aid or the Medi-Cal Learning Portal 
(MLP) User Guide for detailed instructions 

How can you benefit from using the MLP? 

• Significantly reduce billing errors by learning billing best practices 

• Quizzes that test your knowledge 

• Practice your skills using interactive activities 

Free Services for Providers 

Provider Seminars and Webinars 

Provider Training Seminars and Webinars offer basic and advanced billing courses for all 
provider types. Seminars also offer a free billing assistance called the Claims Assistance 
Room (CAR). Providers are encouraged to bring their more complex billing issues and 
receive individual assistance from a Provider Field Representative. The dates and locations 
for the annual provider training seminars and webinars can be found on the events calendar 
in the MLP tool and in the News area on www.medi-cal.ca.gov. 

Provider Field Representatives 

Receive one-on-one assistance from Provider Field Representatives who live and work in 
cities throughout California. Provider Field Representatives are available to visit providers at 
their office to assist with billing needs and/or provide custom billing training to office staff. 

Small Provider Billing Assistance and Training Program 

The Small Provider Billing Assistance and Training Program is one-on-one billing assistance 
for one year to providers who submit fewer than 100 claim lines per month and would like 
some extra help. For more information about how to enroll in the Small Provider Billing 
Assistance and Training Program, call (916) 636-1275 or 1-800-541-5555. 

All of the aforementioned services are available to providers at no cost! 
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Presumptive Eligibility for 
Pregnant Women (PE4PW) 
Program 

Introduction 

Purpose 

The purpose of this module is to provide participants with an overview of the Presumptive 
Eligibility for Pregnant Women (PE4PW) program. 

Module Objectives 

• Review how to become a PE4PW Qualified Provider (QP)  

• Provide step-by-step guidance for the PE4PW online enrollment process  

• Highlight the PE4PW eligibility criteria  

• Review the PE4PW program benefits 

Acronyms 

A list of current acronyms is in the Appendix section of each complete workbook. 
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Description 

The PE4PW program allows Qualified Providers (QPs) to grant immediate, temporary  
Medi-Cal coverage for ambulatory prenatal care and prescription drugs to low-income 
pregnant individuals for conditions related to pregnancy. Coverage is granted pending their 
submission of a Single Streamlined Application (SSApp). The PE4PW program is designed 
for California residents who believe they are pregnant and do not have Medi-Cal coverage 
for prenatal care.
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Provider Qualifications 

Providers interested in applying to participate in the Department of Health Care Services 
(DHCS) automated PE4PW program must: 

• Be an enrolled Medi-Cal provider in good standing 

• Be authorized to render prenatal services 

• Have a National Provider Identifier (NPI)  

• Provide a Federal Employer ID number (EIN) or Taxpayer Identification Number (TIN) 

• Possess a Medi-Cal Provider Identification Number (PIN) 

• Have a Medi-Cal Point of Service (POS) Network/Internet Agreement form on file 

Note: Assembly Bill (AB) 2307 allows Primary Care Clinics to apply for PE4PW program 
participation while waiting to be approved as a Medi-Cal provider. 

QP Application Submission Process 

Form Requirements 

Providers must complete and sign the Qualified Provider Application and Agreement for 
Participation in the Presumptive Eligibility for Pregnant Women (PE4PW) Program (MC 311) 
form.  

QP form is available for download from the Providers tab on the Medi-Cal Provider website 
(www.medi-cal.ca.gov).
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Follow the steps below: 

Open an internet browser, type www.medi-cal.ca.gov in the address bar and press enter. 

1. From the Providers drop-down menu, select Publications 

 

Figure 1: Medi-Cal Home Page – Publications Tab. 
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2. Next, scroll down to Specialty Programs and select the Presumptive Eligibility for 
Pregnant Women program link. 

 

Figure 2: Specialty Programs Section. 
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3. Scroll down to the Qualified Provider Enrollment Form heading and select the 
Qualified Provider Application for Presumptive Eligibility Participation  
(MC 311). 

 

Figure 3: Qualified Provider Application Enrollment Form Link. 
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4. Once selected, the MC 311 form will open in a new tab. 

 

Figure 4: Qualified Provider Application for Presumptive Eligibility Participation. 
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Form Processing 

Mail the completed PE4PW Provider Application and Agreement form to: 

DHCS PE4PW Program 
Attn: California MMIS Fiscal Intermediary 
P.O. Box 15508 
Sacramento, CA  95852-1508 

QP Approval Notification 

Applying providers will be notified regarding the status of the application by phone and in 
writing, within 15 business days of the receipt of the Qualified Provider Application and 
Agreement for Participation in the Presumptive Eligibility for Pregnant Women (PE4PW) 
Program (MC 311) form. 

• Providers who meet the requirements will receive a Notice of Contingent Approval 
letter. 

• Providers are required to complete and pass the PE4PW Provider Computer-Based 
Training (CBT). 

Upon successful completion of the training, the contingent approval letter will provide 
instructions on how to complete the training in addition to logging into the Medi-Cal Provider 
website to access the PE4PW portal.  

Current PE4PW providers are required to ensure that all employees have completed the 
required self-guided PE4PW Provider CBT before assisting PE4PW applicants and 
submitting PE4PW Application Web Portal eligibility transactions. 



A Presumptive Eligibility for Pregnant Women (PE4PW) Program 

9 

Page updated: May 2022 

PE4PW Online Application Preparation 

Confirming System Requirements 

In order to download PE4PW applications and perform PE4PW online application 
transactions, PE4PW providers need to confirm their systems meet the equipment and 
software requirements below: 

• Computer: Windows 98 operating system or higher; Pentium 1 processor (1.33 MHz) 
or higher; minimum 32 MB RAM 

• Modem speed: Minimum 28 Kbps 

• Equipment: Printer 

• Web Browser: Latest versions of Google Chrome, Microsoft Edge and Mozilla Firefox 

Note: Internet Explorer is no longer supported on the Medi-Cal Providers website. 
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Web Tool Box 

The Web Tool Box contains links to free software downloads. The software programs 
available are the most current versions offered by the vendor. 

The Web Tool Box can be located through the following steps: 

1. From the Medi-Cal Provider website, scroll to the bottom of the page and select Site 
Map. 

 

Figure 5: Medi-Cal Provider website Site Map link. 
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2. On the following page, navigate to Site Information and select the Web Tool Box link. 

 

Figure 6: Site Information page with Web Tool Box link. 

 

3. The following Web Tool Box page will open. 

 

Figure 7: Web Tool Box. 
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Providers must complete the Medi-Cal Point of Service (POS) Network/Internet Agreement 
form and have it on file with Medi-Cal to be able to access Transaction Services. To 
complete the POS Network/Internet Agreement form: 

1. Under Medi-Cal Internet Transactions, select the Enrollment Requirements link 

 

Figure 8: Medi-Cal Home Page. 
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2. From here either select the link for Electronic POS/Internet form or the link to download 
a Paper POS/Internet form which would need to be mailed. 

 

Figure 9: Transaction Enrollment Requirements page. 

Medi-Cal Learning Portal – Multiple NPIs PE Provider Process 
Changes 

Effective December 17, 2021, Medi-Cal Learning Portal Users (MLP) users registering for 
the first time will have the option to add up to five affiliated National Provider Identifiers 
(NPIs) to one user’s profile. The NPIs will be numbered as follows: NPI1, NPI2, NPI3, NPI4 
and NPI5. 

In addition, there exists a total of five Presumptive Eligibility (PE) sub-catalogs that 
numerically align with each NPI. Each PE sub-catalog contains two PE certificate  
trainings – one for Hospital Presumptive Eligibility (HPE) and one for PE4PW as shown 
below: 

Presumptive Eligibility (PE) Sub-Catalog Table 

NPI PE Course Sub-Catalog Name HPE Code PE4PW Code 

NPI-1 Presumptive Eligibility Certification – 1 PE101-1 HAPE100-1 

NPI-2 Presumptive Eligibility Certification – 2 PE101-2 HAPE100-2 

NPI-3 Presumptive Eligibility Certification – 3 PE101-3 HAPE100-3 

NPI-4 Presumptive Eligibility Certification – 4 PE101-4 HAPE100-4 

NPI-5 Presumptive Eligibility Certification – 5 PE101-5 HAPE100-5 
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In addition, providers will have limited ability to edit the NPI(s) on their MLP My 
Account/Profile page. When an NPI is added to a user’s Profile page, the user can still edit 
or delete the NPI, if the correlated PE training has not been accessed yet. However, once 
the training has been started and is considered “In Progress”, the user can still edit the NPI, 
but will not be able to delete it. Once the training is “Completed” and passed, the user will 
not be able to make any changes to the NPI. At that point, the user will need to contact the 
MLP Administrator for assistance at CAMMISAccountTraining@gainwelltechnologies.com or 
call the Telephone Service Center (TSC) at 1 800-541-5555. 

Whenever an MLP user enters an NPI in one of the five NPI fields on the Registration or 
My Account/Profile page, the system will check the validity of the NPI and prevent invalid 
data from being transferred to the Medi-Cal website. When an NPI is entered in the MLP that 
does not meet the below criteria, the MLP user will receive an “NPI Invalid” error message. 
Valid NPIs: 

• Must be 10 digits 

• Must contain numeric only (no letters or special characters) 

• Must begin with a one (1) or two (2) 

 

Figure 10: NPI Numbers on the Create an Account Web Page. 
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Presumptive Eligibility for Pregnant Women Program 
Application (MC 263-P) 

The MC 263-P Application download is an option to assist applicants with individual 
information and for records purposes only. Application submission via mail is not permitted 
and will not be accepted. 

To begin the PE4PW Application Web Portal transaction, the provider must assist the 
individual in completing the Presumptive Eligibility for Pregnant Women Program Application 
(MC 263). 

 

QP’s have two options to complete the application process: 

1. Access the application through the PE4PW Application Portal and complete it field by 
field based on the applicant’s verbal answers, or 

2. Download and print the hardcopy Presumptive Eligibility for Pregnant Women Program 
Application (MC 263 P) in English or Spanish for the applicant to fill out and then enters 
the applicant’s answers in the online application 
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PE4PW Enrollment Reminders 

• Presumptive eligibility determinations occur in real time 

• Program benefits are limited to one PE Enrollment Period per pregnancy 

• PE eligibility cannot be backdated regardless of the reason 

• PE4PW providers must print the eligibility response message screen twice. Both 
copies must be signed by the individual. Provide one printout to the individual and 
retain the other copy for the individual’s file 

Online PE4PW Enrollment Application Screens 

The Online Enrollment Form Application is only available in English; however, the 
downloadable forms are available in English and Spanish. To access the PE4PW online 
enrollment application follow these steps: 

1. From the Medi-Cal Providers homepage, select Transactions from the Provider  
drop-down menu. 

 

Figure 11: Accessing the Transactions Services Screen options. 
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2. Enter your User ID and Password and select Login. 

 

Figure 12: Presumptive Eligibility for Pregnant Women Program Application. 
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3. Under Enrollment, select Presumptive Eligibility for Pregnant Women. 

 

Figure 13: Link to Presumptive Eligibility for Pregnant Women under Enrollment. 

Note: The Transaction Services webpage will time out if idle on any screen for more than 
twenty minutes. Any information entered will not be saved and will require the user 
to login again. 
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4. Enter your MLP User ID (email address), from the drop-down menu highlight the correct 
Service Location and select Continue. 

 

Figure 14: PE4PW Application Portal Access. 

Note: The MLP User ID is the MLP email address that was created on the MLP to take the 
PE4PW training. 
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5. Enter the Applicant Information and select Next. All fields with an asterisk (*) are required 
fields. 

 

Figure 15: Applicant Information page on the PE4PW Enrollment Application. 
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6. Complete the Medi-Cal Info section and select Next. 

 

Figure 16: Medi-Cal Info page on the PE4PW Enrollment Application. 
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7. Checking the box is declaring that the information was provided is true and correct. 

 

Figure 17: Signature and Declaration page on the PE4PW Enrollment Application. 
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8. The next screen is for Provider Use Only; complete all of the required fields and select 
Continue. 

 

Figure 18: Provider Use Only page on the PE4PW Enrollment Application. 
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9. Review the Application Summary then select Submit. 

 

Figure 19: PE4PW Application Summary with the Submit button indicated. 
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PE4PW Application Response 

• The MC 263-P Application is not complete without a valid signature  

• Once the PE4PW QP confirms the application data is complete, the provider prints two 
(2) copies of the Presumptive Eligibility for Pregnant Women Medi-Cal Application  
(MC 263). The applicant signs both copies. 

• The QP must ensure the application is complete and that the applicant has signed both 
of the printed applications prior to completing the online the online submission 

• The QP submits the application and receives an eligibility determination message in 
real time, which indicates one of the following responses: 

– Application is approved and the pregnant recipient will receive temporary PE4PW 
services with no-cost Medi-Cal eligibility through a specific end date. 

– Application is approved and the individual is granted PE4PW coverage for that day’s 
doctor visit and pregnancy test only. 

– Application is denied for PE4PW and the denial reason is provided. Refer to the 
Presumptive Eligibility for Pregnant Women (PE4PW) Application Web Portal User 
Guide for denial reasons and messages.
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Below is an example of an approved eligibility determination printout. This document is an 
Immediate Need Eligibility Document, also known as a temporary Benefit Identification Card 
(BIC). The pregnant woman must sign the document to receive temporary Medi-Cal 
services. 

 

Figure 20: Example of an Immediate Need Eligibility Document.
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Hardcopy PE4PW Enrollment Application Sample 

 

Sample: Presumptive Eligibility for Pregnant Women Program Application 

(MC 263-P). 
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PE4PW Application Form Downloads 

Downloads can now be viewed and downloaded. PE4PW downloads include the PE4PW 
Application (MC 263-P), available in English and Spanish versions, and the Insurance 
Affordability Application. Individuals can receive more information about insurance 
affordability programs by calling Covered California toll-free at 1-800-300-1508  
(TTY: 1-888-889-4500). Information can also be found on the Covered California website. 

 

Figure 21: PE for Pregnant Women – Form Documents. 

http://www.coveredca.com/
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Enrollment Period 

The enrollment period begins on the day in which the individual is determined eligible for the 
PE4PW program. 

The enrollment period ends when the individual: 

Does not submit an insurance affordability application prior to the PE4PW end date. PE4PW 
benefits will end on the last day of the following month in which the individual was 
determined eligible for PE4PW. 

Example: Eligibility is determined on January 2, 2022, PE4PW coverage ends on 
February 28, 2022. 

Or 

Submits an insurance affordability application prior to the PE4PW end date, PE4PW 
coverage ends on the day in which the eligibility determination is made based on the 
insurance affordability application (approved or denied). 

Example 1: Eligibility was determined on January 3, 2022 and submitted an insurance 
affordability application prior to the PE4PW end date of  
February 28, 2022, the determination was made on February 21, 2022, 
PE4PW coverage ends on February 21, 2022 

Example 2:  Eligibility was determined on January 3, 2022 and submitted an insurance 
affordability application prior to the PE4PW end date of 
February 28, 2022, the determination was made on March 16, 2022, 
PE4PW coverage ends March 16, 2022. 
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Transitioning to Medi-Cal or Other Health Insurance Affordability 
Programs 

For continued coverage beyond the PE4PW end date, QPs are required to provide and 
assist applicants in completing the Single Streamlined Application (SSApp) in English or 
Spanish if requested by: 

• Providing the toll-free telephone number where the individual can apply over the 
phone. 

• Assisting the individual with filling out the online or printed application. 

• Providing website information (www.CoveredCA.com) where the individual can apply 
online or obtain a list of places where they can apply in person. 

QPs can order a supply of SSApps online at no cost using the Medi-Cal Order Form  
(MC 0026) (English and Spanish only) or the SSApps can be downloaded and printed by 
accessing “Forms” within any Provider Community under Featured Links. 
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Reasons for PE4PW Program Denial 

A pregnant applicant can be denied PE4PW enrollment if they: 

• Have income above the monthly limit for household size; 

• Are not a California resident; 

• Are currently receiving coverage through Medi-Cal; or 

• Have already received the maximum PE enrollment period benefits from a Medi-Cal 
PE Program for the current pregnancy 

Below is an example of a denied application response: 

 

Figure 22: PE4PW Medi-Cal Application Response. 
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Knowledge Review 1 

4. Assisting the applicant in completing the Presumptive Eligibility for Pregnant Women 
Medi-Cal Application (MC 263) is optional for providers. 

True  False  

The PE4PW Application Web Portal transaction is the only means to submit Presumptive 
Eligibility for Pregnant Women Medi-Cal Applications (MC 263). 

True  False  

The recipient is eligible for PE4PW services until a full eligibility determination is made. 

True  False  

If the applicant is deemed not eligible for PE4PW, are they required to sign the Immediate 
Need Eligibility Document? 

Yes  No  

See the Appendix for the Answer Key 
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Recipient Enrollment 

PE4PW Eligibility Qualifications 

The individual believes they are pregnant and does not have Medi-Cal coverage for prenatal 
care. There is one PE period per pregnancy and can also be HPE, CHDP and does not have 
to be PE4PW. 

The individual meets the self-attestation of income, household size and California residency 
provided on the Presumptive Eligibility for Pregnant Women Medi-Cal Application (MC 263) 
form. An individual may qualify for enrollment if they meet the following eligibility 
requirements: 

1. “Family Income” includes recipients over 21 years of age. 

• Unmarried 

– Living on their own, only their income is counted. 

– Living with parents, individual’s income and the parent’s income is counted. 

• Married 

– Individual and the spouse’s income. 

– Married and living with parents, individual, spouse’s and the parents’ income is 
counted. 
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2. “Family Members” counted in an individual’s household are limited to: 

• Spouse of the individual. 

• The natural, adopted, stepchildren or unborn child are counted as members of the 
family; and/or 

• Parents of the individual if the individual is under 21 years of age, unmarried and living 
with parents. 

Note: A minor who is younger than 21 years of age, unmarried and does not know the 
parent’s income, or cannot obtain their income because the individual does not want 
them to know about the PE4PW application, should not be enrolled in the program. 
Refer the individual to the Minor Consent Program. The Minor Consent Program 
provides basic benefits, including pregnancy-related services. The minor’s parents 
are not contacted or included in the determination of services. 
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PE4PW Eligibility Case Scenario 

Amy is divorced and pregnant expecting twins. Amy has a six-year-old child, Julia, from her 
previous marriage. Julia is currently living with her dad for the summer on the day Amy 
applies for the PE4PW program. Amy’s fiancé Robert, and nine-year-old son, Jack, lives 
with Amy. 

Amy’s gross monthly income of $2,500 includes child support and alimony. Amy’s fiancé, 
Robert, receives $1,200 in disability every month. Amy’s elderly grandmother has 
temporarily moved in with Amy while she is recuperating from knee surgery and receives 
$1,000 a month in SSI. 

2022 Income Eligibility Guidelines for PE4PW 

Effective January 1, 2022, through December 31, 2022, PE4PW program providers must 
use the following income guidelines to make PE4PW eligibility determinations. Providers 
should disregard all previous PE4PW income eligibility guidelines charts. 

Federal Poverty Level Chart 
213 Percent of the 2022 Federal Poverty Guidelines  

Effective January 1, 2022, through December 31, 2022 

Number of Persons in the Family Monthly Gross Family 
Income (in dollars) 

Annual Gross 
Family Income (in 
dollars) 

2 3,251 39,001 

3 4,090 49,054 

4 4,927 59,108 

5 5,764 69,162 

6 6,603 79,215 

7 7,441 89,269 

8 8,278 99,322 

9 9,117 109,376 

10 9,954 119,430 

11 10,791 129,483 

12 11,630 139,537 

For family units of more than  
12 members, for each additional 
member, add: 

840 10,054 

Note: The Federal Poverty Level Chart is adjusted on an annual basis. 
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Knowledge Review 2 

5. Since Julia is living with her dad on the day Amy applies for PE4PW, will Amy need to 
include Julia in Amy’s family household size? 

_______________________________________________________________________
_______________________________________________________________________ 

How many people would be counted in Amy’s household? 

_______________________________________________________________________
_______________________________________________________________________ 

Will Amy need to count her grandmother’s $1,000 SSI and Robert’s $1,200 disability in her 
monthly household income? 

_______________________________________________________________________
_______________________________________________________________________ 

According to PE4PW eligibility guidelines, is Amy eligible for PE? 

Yes  No  

See the Appendix for the Answer Key 
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Pregnancy Testing 

If the individual meets the income criteria for PE4PW, the QP may conduct a pregnancy test 
only if the individual requests one. 

Note: If a pregnancy test is conducted and is negative, use CPT code 99202 (new patient) 
or 99211 (established patient) for the office visit and code 81025 for the pregnancy 
test. These are the only reimbursable codes when the pregnancy test is negative. 

Medical Verification of Pregnancy is not Necessary 

The MC 263 – PE4PW Provider instructions does not require the provider to ask for medical 
verification of pregnancy for purposes of enrollment into the PE4PW program. 

Individuals applying for Medi-Cal must either self-attest to pregnancy or submit written 
statement as part of their application. 

Pregnancy verification is not required for individuals applying for the Minor Consent 
Program. 

If the individual does not meet the income criteria, or if the pregnancy test requested is 
negative, the individual is ineligible for PE4PW, but the office visit and pregnancy test are 
still reimbursable. 

Eligibility Limitations 

The PE4PW enrollment period is one PE enrollment period, per pregnancy. If PE4PW 
services are granted to an individual and the individual is deemed not eligible for Medi-Cal, 
the individual should not be re-evaluated for any PE program for that pregnancy. The 
individual would be able to apply for other health insurance affordability programs. 

However, if the pregnant individual has a new pregnancy, they may qualify for PE4PW or 
other PE programs within the same 12-month period. 

Gender is Not a Barrier to Pregnancy Services 

All persons, regardless of gender identity, may request eligibility for pregnancy services 
when applying for Medi-Cal or other health insurance affordability programs. 

A doctor must submit a Treatment Authorization Request (TAR) explaining that the services 
requested are medically necessary. The TAR overrides gender limitations on procedure 
codes and allows a person with a gender other than female, who is reporting a pregnancy, to 
receive pregnancy services. 
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Scope of Coverage 

The tables below list the scope of coverage for PE4PW. PE4PW services follow Medi-Cal 
policy. Prescription drugs for conditions related to pregnancy are also reimbursable. In 
addition, Pharmacy services for prenatal care are not listed, but are covered and some 
dental services are also covered. 

Note: Medication to treat the H1N1 virus is a benefit of PE4PW. 

Effective April 1, 2022 if a beneficiary applies for and is found eligible for Medi-Cal or the 
Medi-Cal Access Program (MCAP) after their PE4PW period ends, they may also be eligible 
for a full year (365 days) of coverage after the pregnancy ends. The postpartum coverage is 
available regardless of immigration status or how the pregnancy ends. For more information 
see the Pregnancy web page on the Medi-Cal Provider website. 

Effective retroactively for dates of service on or after the respective dates for each approved 
COVID-19 vaccine, providers working with individuals in the PE4PW program may receive 
reimbursement for administration of the coronavirus disease 2019 (COVID-19) vaccines. 
Refer to the individual vaccine webpages for billing guidance and effective dates. 
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Reimbursable CPT® Codes 

Refer to the Presumptive Eligibility for Pregnant Women: Billing Codes (presum bill) section 
in the Part 2 provider manual 

Table of Reimbursable CPT Codes 

CPT Codes Description 

01965 *, 01966 * Anesthesia for abortion procedures 

57465 Computer-aided mapping of cervix uteri during colposcopy, 
including optical dynamic spectral imaging and algorithmic 
quantification of the acetowhitening effect (List separately in addition 
to code for primary procedure) 

58301 Removal of intrauterine device (IUD) 

59000 * Amniocentesis 

59012 Cordocentesis 

59020 Fetal contraction stress test 

59025 Fetal non-stress test 

59812 Treatment of spontaneous abortion 

59820, 59821 Treatment of missed abortion 

59830 Treatment of septic abortion 

59840 thru 59857 † Induced abortion 

74712 Magnetic resonance (e.g., proton) imaging, fetal, including placental 
and maternal pelvic imaging when performed; single or first 
gestation 

74713 Magnetic resonance (e.g., proton) imaging, fetal, including placental 
and maternal pelvic imaging when performed each additional 
gestation 
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Table of Reimbursable CPT Codes (continued) 

CPT Codes Description 

76801 *, 76802 *, 
76805 *, 76810 *, 
76811 *, 76812 *, 
76813 *, 76814 *, 
76815 *, 76816 *, 
76817 * 

Ultrasound 

76819 Fetal biophysical profile; without non-stress testing 

76825 *  Fetal echocardiography 

80055 Obstetric panel 

80081 Obstetric panel (includes HIV testing) 

80143 Acetaminophen 

80151 Amiodarone 

80161 Carbamazepine; -10,11-epoxide 

80163 Digoxin; free 

80165 Valproic acid; free 

80167 Felbamate 

80179 Salicylate 

80181 Flecainide 

80189 Itraconazole 

80193 Leflunomide 

80204 Methotrexate 

80210 Rufinamide 

80305 Drug test(s), presumptive, any number of drug classes, any number 
of devices or procedures; capable of being read by direct optical 
observation only includes sample validation when performed, per 
date of service 

80306 Drug test(s), presumptive, any number of drug classes, any number 
of devices or procedures; read by instrument assisted direct optical 
observation, includes sample validation when performed, per date of 
service 
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Table of Reimbursable CPT Codes (continued) 

CPT-4 Code Description  

80307 Drug test(s), presumptive, any number of drug classes, any number of 
devices or procedures, by instrument chemistry analyzers, 
chromatography, and mass spectrometry either with or without 
chromatography, includes sample validation when performed, per date of 
service 

81025 Pregnancy test (urine) 

81220 Error! 
Reference 
source not 
found. 

CFTR (cystic fibrosis transmembrane conductance regulator) gene 
analysis; common variants (e.g., ACMG/ACOG guidelines) 

81221 § CFTR (cystic fibrosis transmembrane conductance regulator)  
(eg, cystic fibrosis) gene analysis; known familial variants 

81222 § CFTR (cystic fibrosis transmembrane conductance regulator)  
(eg, cystic fibrosis) gene analysis; duplication/deletion variants 

81223 § CFTR (cystic fibrosis transmembrane conductance regulator)  
(eg, cystic fibrosis) gene analysis; full gene sequence 

81225 § CYP2C19 (cytochrome P450, family 2, subfamily C, polypeptide 19)  
(eg, drug metabolism), gene analysis, common variants 
(eg, *2, *3, *4, *8, *17) 

81329 § SMN1 (survival of motor neuron 1, telomeric) gene analysis; 
dosage/deletion analysis, includes SMN2 (survival of motor neuron 2, 
centromeric) analysis, if performed 

81508 µ Fetal congenital abnormalities, biochemical assays of two proteins  
(PAPP-a, hCG [any form]), utilizing maternal serum, algorithm reported as 
a risk score 

81511 µ Fetal congenital abnormalities, biochemical assays of four analytes  
(AFP, uE3, hCG [any form], DIA) utilizing maternal serum, algorithm 
reported as a risk score 

82077 Alcohol (ethanol); any specimen except urine and breath, immunoassay 
(eg, IA, EIA, ELISA, RIA, EMIT, FPIA) and enzymatic methods  
(eg, alcohol dehydrogenase) 

82681 Estradiol; free, direct measurement (eg, equilibrium dialysis) 

82731 ‡ Fetal fibronectin, cervicovaginal secretions, semi-quantitative 

82950 Glucose; quantitative post glucose dose 

82951 Glucose tolerance test (GTT), three specimens (includes glucose) 

82952 Glucose tolerance test, each additional beyond three specimens 

83020 Hemoglobin fractionation and quantitation; electrophoresis  
(e.g., A2, S, C, and/or F) 

83021 Hemoglobin fractionation and quantitation; chromatography 
(e.g., A2, S, C, and/or F) 

84702 µ Quantitative chorionic gonadotropin 

84703 µ Qualitative chorionic gonadotropin 

85004 Blood count; automated differential WBC count 



 

 

85007 Blood count; blood smear, microscopic examination with manual 
differential WBC count 
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Table of Reimbursable CPT Codes (continued) 

CPT-4 Code Description  

86328 ∞ Immunoassay for infectious agent antibody(ies), qualitative or 
semiquantitative, single step method (e. g, reagent strip); severe acute 
respiratory syndrome coronavirus 2  
(SARS-CoV-2) (Coronavirus disease [COVID-19]) 

86408  Neutralizing antibody, severe acute respiratory syndrome coronavirus 2 
[SARS-CoV-2] [Coronavirus disease (COVID-19)]; screen 

86409 ∞ Neutralizing antibody, severe acute respiratory syndrome coronavirus 2 
[SARS-CoV-2] [Coronavirus disease (COVID-19)]; titer 

86413 ∞ Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) 
(Coronavirus disease [COVID-19]) antibody, quantitative 

86592 Syphilis test; qualitative (e.g., VRDL, RPR, ART) 

86689 HTLV or HIV antibody, confirmatory test 

86701 HIV-1 

86702 HIV-2 

86703 Antibody, HIV-1 and HIV-2, single assay 

86762 Antibody; rubella 

86769 ∞ Antibody; severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) 
(Coronavirus disease [COVID-19]) 

86780 µ Antibody; treponema pallidum 

86794 µ Antibody; Zika virus, IgM 

86803 Hepatitis C antibody 

86804 Hepatitis C antibody, confirmatory test (eg, immunoblot) 

86850 Antibody screen, RBC, each serum technique 

86900 Blood typing, serologic; ABO 

86901 Blood typing, serologic; Rh (D) 

87077 Blood typing, serologic; aerobic isolate, additional methods required for 
definitive identification, each isolate 

87081 Culture, presumptive, pathogenic organisms, screening only 

87086 Culture, bacterial; quantitative colony count, urine 

87088 Culture, bacterial; with isolation and presumptive identification of each 
isolate, urine 

87147 Culture typing; immunologic method, other than immunofluorescence  
(e.g., agglutination grouping), per antiserum 

87154 Culture, typing; identification of blood pathogen and resistance typing, 
when performed, by nucleic acid (DNA or RNA) probe, multiplexed 
amplified probe technique including multiplex reverse transcription, when 
performed, per culture or isolate, 6 or more targets 



A Presumptive Eligibility for Pregnant Women (PE4PW) Program 

44 

Page updated: May 2022 

Table of Reimbursable CPT Codes (continued) 

CPT-4 Code Description  

87184 Susceptibility studies, antimicrobial agent; disk method, per plate (12 or 
fewer agents) 

87186 Susceptibility studies, antimicrobial agent; microdilution or agar dilution 

87340 Infectious agent antigen detection by immunoassay technique, qualitative 
or semi-quantitative, multiple-step method; hepatitis B surface antigen 
(HBsAg) 

87389 Infectious agent antigen detection by immunoassay technique, qualitative 
or semi-quantitative, multiple-step method; HIV-1 antigen(s), with HIV-1 
and HIV-2 antibodies, single result 

87426 ∞ Infectious agent antigen detection by immunoassay technique, (e.g., 
enzyme immunoassay [EIA], enzyme-linked immunosorbent assay 
[ELISA], immunochemiluminometric assay [IMCA]) qualitative or 
semiquantitative, multiple-step method; severe acute respiratory syndrome 
coronavirus (e.g., SARS-CoV, SARS-CoV-2 [COVID-19]) 

87428 ∞ Infectious agent antigen detection by immunoassay technique, (eg, 
enzyme immunoassay [EIA], enzyme-linked immunosorbent assay 
[ELISA], fluorescence immunoassay [FIA], immunochemiluminometric 
assay [IMCA]) qualitative or semiquantitative; severe acute respiratory 
syndrome coronavirus (eg, SARS-CoV, SARS-CoV-2 [COVID-19]) and 
influenza virus types A and B 

87490 Infectious agent detection by nucleic acid (DNA or RNA); Chlamydia 
trachomatis, direct probe technique 

87491 Chlamydia trachomatis, amplified probe technique 

87535 HIV-1, amplified probe technique, includes reverse transcription when 
performed 

87590 Neisseria gonorrhoeae, direct probe technique 

87591 Neisseria gonorrhoeae, amplified probe technique 

87624 ∞ Human papillomavirus, high-risk types 

87625 ∞ Human papillomavirus, types 16 and 18 only, includes type 45, if 
performed 

87634 ∞ Infectious agent detection by nucleic acid (DNA or RNA); respiratory 
syncytial virus, amplified probe technique 

87635 ∞ Infectious agent detection by nucleic acid (DNA or RNA); severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease 
[COVID-19]), amplified probe technique 

87636 ∞ Infectious agent detection by nucleic acid (DNA or RNA); severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease 
[COVID-19]) and influenza virus types A and B, multiplex amplified probe 
technique 

87637 ∞ Infectious agent detection by nucleic acid (DNA or RNA); severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease 
[COVID-19]), influenza virus types A and B, and respiratory syncytial virus, 
multiplex amplified probe technique 
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Table of Reimbursable CPT Codes (continued) 

CPT-4 Code Description  

87661 Trichomonas vaginalis, amplified probe technique 

87662 ∞ Infectious agent detection by nucleic acid (DNA or RNA); Zika virus, 
amplified probe technique 

87800 Infectious agent detection by nucleic acid (DNA or RNA), multiple 
organisms; direct probe(s) technique 

87806 HIV-1 antigen(s), with HIV-1 and HIV-2 antibodies 

87811 ∞ Infectious agent antigen detection by immunoassay with direct optical (ie, 
visual) observation; severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2) (Coronavirus disease [COVID-19]) 

88141 Cytopathology, cervical or vaginal, requiring interpretation by physician 

88142 Cytopathology, cervical or vaginal (any reporting system), collected in 
preservative fluid, automated thin layer preparation; manual screening 
under physician supervision (Thinprep) 

88147 Cytopathology smears, cervical or vaginal, screening by automated 
system under physician supervision 

88148 Cytopathology smears, screening by automated system with manual 
rescreening under physician supervision 

88164 Cytopathology, slides, cervical or vaginal (the Bethesda System); manual 
screening under physician supervision 

88174 Cytopathology, cervical or vaginal, collected in preservation fluid, 
automated thin layer preparation; screening by automated system, under 
physician supervision 

88175 Cytopathology, cervical or vaginal, collected in preservation fluid, 
automated thin layer preparation; screening by automated system, and 
manual rescreening or review, under physician supervision 

88235 Tissue culture for non-neoplastic disorders; amniotic fluid or chorionic 
villus cells 

88267 Chromosome analysis, amniotic fluid or chorionic villus, count 15 cells, 
one karyotype, with banding 

88269 Chromosome analysis, in situ for amniotic fluid cells, count cells from 6 to 
12 colonies, one karyotype, with banding 

88300 µ Level I – Surgical pathology, gross examination only 

88304 µ Level III – Surgical pathology, gross, and microscopic examination 

88305 µ Level IV – Surgical pathology, gross, and microscopic examination 

90630 Influenza virus vaccine, quadrivalent, split virus, preservative free, for 
intradermal use 

90632 + Hepatitis A vaccine (HepA), adult dosage, for intramuscular use 

90636 + Hepatitis A and hepatitis B vaccine (HepA-HepB), adult dosage, 
intramuscular use 

90654 Influenza virus vaccine, split virus, preservative-free, for intradermal use 
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Table of Reimbursable CPT Codes (continued) 

CPT-4 Code Description  

90656 Influenza virus vaccine, trivalent, split virus, preservative free, 0.5 ml 
dosage, for intramuscular use 

90658 Influenza virus vaccine, trivalent, split virus, 0.5 ml dosage, for 
intramuscular use 

90661 + Influenza virus vaccine, trivalent, derived from cell cultures, subunit, 
preservative and antibiotic free, 0.5 ml dosage, for intramuscular use 

90673 Influenza virus vaccine, trivalent, derived from recombinant DNA, 
hemagglutinin protein only, preservative and antibiotic free, for 
intramuscular use 

90674 Influenza virus vaccine, quadrivalent (ccIIV4), derived from cell cultures, 
subunit, preservative and antibiotic free, 0.5 ml dosage, for intramuscular 
use 

90682 + Influenza virus vaccine, quadrivalent (RIV4), derived from recombinant 
DNA, hemagglutinin (HA) protein only, preservative and antibiotic free, for 
intramuscular use 

90686 Influenza virus vaccine, quadrivalent, split virus, preservative free, when 
administered to individuals 3 years of age and older, 0.5 ml dosage, for 
intramuscular use 

90688 Influenza virus vaccine, quadrivalent, split virus, when administered to 
individuals 3 years of age and older, 0.5 ml dosage, for intramuscular use 

90689 Influenza virus vaccine quadrivalent (IIV4), inactivated adjuvanted, 
preservative free, 0.25 ml dosage, for intramuscular use 

90694 Influenza virus vaccine, quadrivalent (aIIV4), inactivated, adjuvanted, 
preservative free, 0.5 ml dosage, for intramuscular use 

90715 Tetanus, diphtheria toxoids and acellular pertussis vaccine (Tdap), when 
administered to individuals 7 years or older, for intramuscular use 

90746 ¥ Hepatitis B vaccine (HepB), adult dosage; 3 dose schedule, for 
intramuscular use 

90756 + Influenza virus vaccine quadrivalent (ccIIV4), derived from cell cultures, 
subunit, antibiotic free, 0.5 ml dosage, for intramuscular use 

92227 Remote imaging for detection of retinal disease (eg, retinopathy in a 
patient with diabetes) with analysis and report under physician 
supervision, unilateral or bilateral 

92228 Remote imaging for monitoring and management of active retinal disease 
(e.g., diabetic retinopathy) with physician review, interpretation and report, 
unilateral or bilateral 

92229 Imaging of retina for detection or monitoring of disease; point-of-care 
automated analysis and report, unilateral or bilateral 

95965 Magnetoencephalography (MEG), recording and analysis; for spontaneous 
brain magnetic activity (e.g., epileptic cerebral cortex localization)  
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Table of Reimbursable CPT Codes (continued) 

CPT-4 Code Description  

95966 Magnetoencephalography (MEG), recording and analysis; for evoked 
magnetic fields, single modality (e.g., sensory, motor, language, or visual 
cortex localization) 

95967 Magnetoencephalography (MEG), recording and analysis; for evoked 
magnetic fields, each additional modality (e.g., sensory, motor, language, 
or visual cortex localization) 

96360 Intravenous infusion, hydration; initial, 31 minutes to 1 hour 

96361 Intravenous infusion, hydration; each additional hour 

96374 Therapeutic, prophylactic or diagnostic injection (specify substance or 
drug); intravenous push, single or initial substance/drug 

96375 Therapeutic, prophylactic or diagnostic injection (specify substance or 
drug); each additional sequential intravenous push of a new 
substance/drug 

99000 Handling and/or conveyance of specimen 

99202 Office visit – new patient (for confirmation of pregnancy; see the 
Pregnancy: Early Care and Diagnostic Services section in the appropriate 
Part 2 manual) 

99211 Office or other outpatient visit for the evaluation and management of an 
established patient that may not require the presence of a physician or 
other qualified health care professional.  

99281 Emergency department visit; self-limited or minor 

99282 Emergency department visit; low to moderate severity 

99283 Emergency department visit; moderate severity 

99284 Emergency department visit; high severity 

99285 Emergency department visit; high severity with immediate threat to life or 
physiologic function 

Note: When the patient’s pregnancy test is negative, use CPT code 99202 or 99211 for the 
office visit and code 81025 for the pregnancy test. These are the only reimbursable 
codes when the pregnancy test is negative. 
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Reimbursable HCPCS Codes 

Refer to the Presumptive Eligibility for Pregnant Women: Billing Codes (presum bill) section 
in the Part 2 provider manual 

Table of Reimbursable HCPCS Codes 

HCPCS Code Description  

A0120 Non-emergency transportation: mini-bus mountain area transports, or 
other transportation systems 

A0390 ALS mileage (per mile) 

A4224 Supplies for maintenance of insulin infusion catheter, per week 

A4225 Supplies for external insulin infusion pump, syringe type cartridge, 
sterile, each 

A4226 Supplies for maintenance of insulin infusion pump with dosage rate 
adjustment using therapeutic continuous glucose sensing, per week 

A4649 † Surgical supply; miscellaneous 

C9507 COVID-19 convalescent plasma (emergency use authorization) 

C9803 ∞ Hospital outpatient clinic visit specimen collection for Severe Acute 
Respiratory Syndrome Coronavirus 2 (SARS-COV-2) (Coronavirus 
disease [COVID-19]) any specimen 

E0787 External ambulatory infusion pump, insulin, dosage rate adjustment 
using therapeutic continuous glucose sensing 

E2102 Adjunctive continuous glucose monitor or receiver 

G0432 Infectious agent antibody detection by enzyme immunoassay (EIA) 
technique, HIV-1 and/or HIV-2, screening 

G0433 Infectious agent antibody detection by enzyme-linked immunosorbent 
assay (ELISA) technique, HIV-1 and/or HIV-2, screening 

G0435 Infectious agent antibody detection by rapid antibody test, HIV-1 and/or 
HIV-2, screening 

G0472 Hepatitis C antibody screening for individual at high risk and other 
covered indication(s) 

G0475 ± HIV antigen/antibody, combination assay, screening 

G0480 Drug test(s), definitive, utilizing drug identification methods able to 
identify individual drugs and distinguish between structural isomers (but 
not necessarily stereoisomers), including, but not limited to GC/MS (any 
type, single or tandem) and LC/MS (any type, single or tandem and 
excluding immunoassays and enzymatic methods), (2) stable isotope or 
other universally recognized internal standards in all samples, and  
(3) method or drug-specific calibration and matrix-matched quality 
control material; qualitative or quantitative, all sources(s), includes 
specimen validity testing, per day, 1-7 drug class(es), including 
metabolite(s) if performed 
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Table of Reimbursable HCPCS Codes (continued) 

HCPCS Code Description  

G0481 Drug test(s), definitive, utilizing drug identification methods able to 
identify individual drugs and distinguish between structural isomers (but 
not necessarily stereoisomers), including, but not limited to GC/MS (any 
type, single or tandem) and LC/MS (any type, single or tandem and 
excluding immunoassays and enzymatic methods), (2) stable isotope or 
other universally recognized internal standards in all samples, and  
(3) method or drug-specific calibration and matrix-matched quality 
control material; qualitative or quantitative, all sources(s), includes 
specimen validity testing, per day, 8-14 drug class(es), including 
metabolite(s) if performed 

G0482 Drug test(s), definitive, utilizing drug identification methods able to 
identify individual drugs and distinguish between structural isomers (but 
not necessarily stereoisomers), including, but not limited to GC/MS (any 
type, single or tandem) and LC/MS (any type, single or tandem and 
excluding immunoassays and enzymatic methods), (2) stable isotope or 
other universally recognized internal standards in all samples, and  
(3) method or drug-specific calibration and matrix-matched quality 
control material; qualitative or quantitative, all sources(s), includes 
specimen validity testing, per day, 15-21 drug class(es), including 
metabolite(s) if performed 

G0483 Drug test(s), definitive, utilizing drug identification methods able to 
identify individual drugs and distinguish between structural isomers (but 
not necessarily stereoisomers), including, but not limited to GC/MS (any 
type, single or tandem) and LC/MS (any type, single or tandem and 
excluding immunoassays and enzymatic methods), (2) stable isotope or 
other universally recognized internal standards in all samples, and  
(3) method or drug-specific calibration and matrix-matched quality 
control material; qualitative or quantitative, all sources(s), includes 
specimen validity testing, per day, 22 or more drug class(es), including 
metabolite(s) if performed 

G0659 Drug test(s), definitive, utilizing drug identification methods able to 
identify individual drugs and distinguish between structural isomers (but 
not necessarily stereoisomers), including but not limited to GC/MS (any 
type, single or tandem) and LC/MS (any type, single or tandem), 
excluding immunoassays and enzymatic methods, performed without 
method or drug-specific calibration, without matrix-matched quality 
control material, or without use of stable isotope or other universally 
recognized internal standard(s) for each drug, drug metabolite or drug 
class per specimen; qualitative or quantitative, all sources, includes 
specimen validity testing, per day, any number of drug classes 

G1020 Clinical decision support mechanism curbside clinical augmented 
workflow, as defined by the Medicare appropriate use criteria program 
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Table of Reimbursable HCPCS Codes (continued) 

HCPCS Code Description  

G1021 Clinical decision support mechanism ehealthline clinical decision 
support mechanism, as defined by the Medicare appropriate use criteria 
program 

G1022 Clinical decision support mechanism intermountain clinical decision 
support mechanism, as defined by the Medicare appropriate use criteria 
program 

G1023 Clinical decision support mechanism persivia clinical decision support, 
as defined by the Medicare appropriate use criteria program 

G2023 ∞ Specimen collection for Severe Acute Respiratory Syndrome 
Coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-19]), any 
specimen source 

G2024 ∞ Specimen collection for Severe Acute Respiratory Syndrome 
Coronavirus 2 (SARS-CoV-2) (Coronavirus disease [COVID-19]) from 
an individual in a SNF or by a laboratory on behalf of a HHA, any 
specimen source 

G8431 ^ Screening for depression is documented as being positive and a follow 
up plan is documented 

G8510 ^ Screening for depression is documented as negative, a follow up plan is 
not required 

J0248 Injection, remdesivir, 1 mg 

J0696 µ Injection, ceftriaxone sodium, per 250 mg 

J1201 Injection, cetirizine hydrochloride, 0.5 mg 

J1558 Injection, immune globulin (xembify), 100 mg 

J1726 Injection, hydroxyprogesterone caproate (Makena), 10 mg 

J1729 Injection, hydroxyprogesterone caproate, not otherwise specified, 10 mg 

J2788 Injection, rho(d) immune globulin, human, minidose, 50 micrograms 
(250 i.u)  

J2790 Injection, rho(d) immune globulin, human, full dose, 300 micrograms 
(1500 Ini.u)  

J2791 Injection, rho(d) immune globulin (human), (rhophylac), intramuscular or 
intravenous, 100 iu 

J2792 Injection, rho(d) immune globulin, intravenous human, solvent detergent, 
100 iu 

J7342 £ Installation, ciprofloxacin otic suspension, 6 mg 

K1031 Non-pneumatic compression controller without calibrated gradient 
pressure 

K1032 Non-pneumatic sequential compression garment, full leg 

K1033 Non-pneumatic sequential compression garment, half leg 
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Table of Reimbursable HCPCS Codes (continued) 

HCPCS Code Description  

M0222 + Intravenous injection, bebtelovimab, includes injection and post 
administration monitoring 

M0223 + Intravenous injection, bebtelovimab, includes injection and post 
administration monitoring in the home or residence; this includes a 
beneficiary’s home that has been made provider-based to the hospital 
during the COVID-19 public health emergency 

P9025 Plasma, cryoprecipitate reduced, pathogen reduced, each unit 

Q0138 Injection, ferumoxytol, for treatment of iron deficiency anemia, 1 mg 
(non-ESRD use) 

Q0139 Injection, ferumoxytol, for treatment of iron deficiency anemia, 1 mg  
(for ESRD on dialysis) 

Q0144 £ Azithromycin dihydrate, oral, capsules/powder, 1 gram 

Q9001 Assessment by department of veterans affairs chaplain services 

Q9002 Counseling, individual, by department of veterans affairs chaplain 
services 

Q9003 Counseling, group, by department of veterans affairs chaplain services 

Q9991 µ Injection, buprenorphine extended-release, (Sublocade), less than or 
equal to 100 mg 

Q9992 µ Injection, buprenorphine extended-release, (Sublocade), greater than 
100 mg 

S0190 † Mifepristone, oral, 200 mg (RU-486) 

S0191 † Misoprostol, buccal, 200 mcg 

S0197 Prenatal vitamins, 30-day supply 

S0199 † Medically induced abortion by oral ingestion of medication including all 
associated services and supplies except drugs 
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Table of Reimbursable HCPCS Codes (continued) 

HCPCS Code Description  

S8035 Magnetic source imaging 

T2047 Habilitation, prevocational, waiver; per 15 minutes 

U0001 ∞ CDC 2019 Novel Coronavirus (2019-nCoV) Real-Time RT-PCR 
Diagnostic Panel 

U0002 ∞ 2019-nCoV Coronavirus, SARS-CoV-2/2019-nCoV (COVID-19), any 
technique, multiple types or subtypes (includes all targets), non-CDC 

U0003 ∞ Infectious agent detection by nucleic acid (DNA or RNA); Severe Acute 
Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) (Coronavirus 
disease [COVID-19]), amplified probe technique, making use of high 
throughput technologies as described by CMS-2020-01-R 

U0004 ∞ 2019-nCoV Coronavirus, SARS-CoV-2/2019-nCoV (COVID-19), any 
technique, multiple types or subtypes (includes all targets), non-CDC, 
making use of high throughput technologies as described by  
CMS-2020-01-R 

Z1032 Initial antepartum office visit 

Z1034 Antepartum follow-up office visit 

Z6200 thru 
Z6500 
(excluding 
Z6208, Z6308 
and Z6414) 

CPSP services (CPSP providers only) 

Z7500 Treatment room 

Z7502 Use of emergency room 
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Reimbursable Proprietary Laboratory Analyses (PLA) Codes 

Refer to the Presumptive Eligibility for Pregnant Women: Billing Codes (presum bill) section 
in the Part 2 provider manual 

Table of Reimbursable PLA Codes 

PLA Code Description  

0001U Red blood cell antigen typing, DNA, human erythrocyte antigen gene 
analysis of 35 antigens from 11 blood groups, utilizing whole blood, 
common RBC alleles reported 

0007U Drug test(s), presumptive, with definitive confirmation of positive results, 
any number of drug classes, urine, includes specimen verification 
including DNA authentication in comparison to buccal DNA, per date of 
service 

0054U Prescription drug monitoring, 14 or more classes of drugs and 
substances, definitive tandem mass spectrometry with chromatography, 
capillary blood, quantitative report with therapeutic and toxic ranges, 
including steady-state range for the prescribed dose when detected, per 
date of service 

0084U Red blood cell antigen typing, DNA, genotyping of 10 blood groups with 
phenotype prediction of 37 red blood cell antigens 

0202U Infectious disease (bacterial or viral respiratory tract infection), 
pathogen-specific nucleic acid (DNA or RNA), 22 targets including 
severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), 
qualitative RT-PCR, nasopharyngeal swab, each pathogen reported as 
detected or not detected 

0210U Syphilis test, non-treponemal antibody, immunoassay, quantitative 
(RPR) 

0221U Red cell antigen (ABO blood group) genotyping (ABO), gene analysis, 
next-generation sequencing, ABO  
(ABO, alpha 1-3-N-acetylgalactosaminyltransferase and alpha  
1-3-galactosyltransferase) gene 

0222U Red cell antigen (RH blood group) genotyping (RHD and RHCE), gene 
analysis, next-generation sequencing, RH proximal promoter,  
exons 1-10, portions of introns 2-3 

0223U Infectious disease (bacterial or viral respiratory tract infection), 
pathogen-specific nucleic acid (DNA or RNA), 22 targets including 
severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), 
qualitative RT-PCR, nasopharyngeal swab, each pathogen reported as 
detected or not detected 

0224U Antibody, severe acute respiratory syndrome coronavirus 2  
(SARS-CoV-2) (Coronavirus disease [COVID-19]), includes titer(s), 
when performed 
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Table of Reimbursable PLA Codes (continued) 

PLA Code Description  

0225U Infectious disease (bacterial or viral respiratory tract infection)  
pathogen-specific DNA and RNA, 21 targets, including severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2), amplified probe 
technique, including multiplex reverse transcription for RNA targets, 
each analyte reported as detected or not detected 

0226U Surrogate viral neutralization test (sVNT), severe acute respiratory 
syndrome coronavirus 2 (SARS-CoV-2) (Coronavirus disease  
[COVID-19]), ELISA, plasma, serum 

0227U Drug assay, presumptive, 30 or more drugs or metabolites, urine, liquid 
chromatography with tandem mass spectrometry (LC-MS/MS) using 
multiple reaction monitoring (MRM), with drug or metabolite description, 
includes sample validation 

0236U SMN1 (survival of motor neuron 1, telomeric) and SMN2 (survival of 
motor neuron 2, centromeric) (eg, spinal muscular atrophy) full gene 
analysis, including small sequence changes in exonic and intronic 
regions, duplications and deletions, and mobile element insertions 

0240U Infectious disease (viral respiratory tract infection), pathogen-specific 
RNA, 3 targets (severe acute respiratory syndrome coronavirus 2 
[SARS-CoV-2], influenza A, influenza B), upper respiratory specimen, 
each pathogen reported as detected or not detected 

0241U Infectious disease (viral respiratory tract infection), pathogen-specific 
RNA, 4 targets (severe acute respiratory syndrome coronavirus 2 
[SARS-CoV-2], influenza A, influenza B, respiratory syncytial virus 
[RSV]), upper respiratory specimen, each pathogen reported as 
detected or not detected 

0246U Red blood cell antigen typing, DNA, genotyping of at least 16 blood 
groups with phenotype prediction of at least 51 red blood cell antigens 

0311U Infectious disease (bacterial), quantitative antimicrobial susceptibility 
reported as phenotypic minimum inhibitory concentration (mic)-based 
antimicrobial susceptibility for each organisms identified 

0321U Infectious agent detection by nucleic acid (dna or rna), genitourinary 
pathogens, identification of 20 bacterial and fungal organisms and 
identification of 16 associated antibiotic-resistance genes, multiplex 
amplified probe technique 
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PE4PW Non-Benefits 

PE4PW does not cover services such as sterilization, family planning, hospitalization (for 
example, in-patient services, labor and delivery), as well as some laboratory services and 
medical and dental services that are not pregnancy related. 

Note: If an individual needs services not covered by the PE4PW program, Medi-Cal may 
reimburse. The individual will need to apply for retroactive Medi-Cal within three 
months of the date of service (DOS), not the date of the bill. Individuals should 
answer “Yes” to the question on the Single Streamlined Application (SSApp) about 
medical expenses in the last three months, even if they have not received any bills 
yet. 

 

Example: Partial Single Streamlined Application (SSApp) Form. 
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Supplemental Information 

PE4PW and Family PACT Program Benefits Comparison 

Table of PE4PW and Family PACT Program Benefits Comparison 

PE4PW Family PACT Program  

No charge No charge 

Eligibility self-declared – no proof Eligibility self-declared – no proof 

Income: 213 percent of Federal Poverty 
Guidelines (FPG) – family of two 

Income: 200 percent of Federal Poverty 
Guidelines (FPG) – family of one 

Electronic enrollment – temporary PE4PW 
services no-cost Medi-Cal Immediate need 
paper ID card  

Electronic enrollment – plastic card 

Individual is eligible: If a Medi-Cal 
application is submitted, until a 
determination is made on the Medi-Cal 
application, approved or denied. 
or 
If no Medi-Cal application is submitted, until 
the end of the month following the month of 
application. 

12-month eligibility with annual renewal 

No confidentiality for minors Confidentiality 

Pregnancy test upon request and visit Pregnancy test and visit; as clinically 
needed 

Sexually transmitted infection (STI) testing 
and treatment 

STI testing and treatment 

HIV testing HIV testing; as clinically indicated when 
provided in conjunction with a family 
planning visit 

PAP testing PAP testing and treatment of cervical 
abnormalities 

OB prenatal care No OB care 

Pregnancy termination benefits No termination benefits 

Psychosocial, health education and nutrition 
counseling (CPSP only) 

Family planning counseling 

No delivery, hospitalization or postpartum 
services 

Family planning supplies 

Electronic pharmacy billing Refer to the Medi-Cal Rx website  

https://medi-calrx.dhcs.ca.gov/home/
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Resource Information 

References 

The following reference provides Medi-Cal program and eligibility information.  

Provider Manual Reference 

Part 2 

Presumptive Eligibility for Pregnant Women (presum) 

Presumptive Eligibility for Pregnant Women Process (presum proc) 

Presumptive Eligibility for Pregnant Women Provider Enrollment Checklist  
(presum prov enroll frm) 

Presumptive Eligibility for Pregnant Women Provider Fact Sheet (presum bprv fact) 

Presumptive Eligibility for Pregnant Women Provider Enrollment Instruction (presum prov) 

Presumptive Eligibility for Pregnant Women: Billing Codes (presum bill) 

Other References 

Medi-Cal Providers website: 

Within Transactions Services under Enrollment, select Presumptive Eligibility for Pregnant 
Women Program to access the PE4PW downloads. 

PE4PW Landing page on the Medi-Cal Providers website: 

QPs are encouraged to check the PE4PW page periodically for the latest program 
information, such as the following: 

• User Guides 

• Articles 

• Frequently Asked Questions (FAQs) 

• Qualified Provider Enrollment Forms 

PE4PW Eligibility page on the DHCS website.

http://www.medi-cal.ca.gov/
https://files.medi-cal.ca.gov/pubsdoco/presumptive_eligibility/PE_for_PW_landing.aspx
https://www.dhcs.ca.gov/services/medi-cal/eligibility/Pages/PE.aspx
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Obstetrics 

Introduction 

Purpose 

The purpose of this module is to provide an overview of basic Medi-Cal Obstetrics (OB) 
billing. General billing and claim form documentation requirements will be discussed. 

Module Objectives 

• Clarify Medi-Cal OB benefits and limitations 

• Identify when and how to bill the initial comprehensive office visit 

• Define both per-visit and global services 

• Review claim form billing completion requirements 

• Discuss ultrasound benefits and billing documentation 

• Explain OB ancillary services 

• Highlight commonly used modifiers for OB services 

Acronyms 

A list of current acronyms is located in the Appendix section of each complete workbook. 
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Description 

This training module outlines the CPT, ICD-10-CM and HCPCS codes used to bill for 
services for providers who render obstetrical care. 

Confirmation of Pregnancy 

Evaluation and Management Codes 

When a patient is first seen and the pregnancy has not yet been confirmed, an appropriate 
Evaluation and Management (E&M) code (CPT codes 99201 thru 99215) and 99417 should 
be billed with ICD-10-CM diagnosis reflecting the actual reason the patient was seen (for 
example, amenorrhea, ICD-10-CM diagnosis code N91.0 thru N91.2). 

Office visits are not reimbursable with a pregnancy-related diagnosis. Claims submitted with 
an office visit and a pregnancy-related diagnosis will cause the claim to deny. 

Verification of Pregnancy 

County welfare departments will accept as verification of pregnancy, either self-attestation of 
pregnancy or a written statement from the physician, physician’s assistant, certified nurse 
midwife, nurse practitioner or designated medical or clinic personnel with access to the 
patient’s medical records. The statement must give the estimated date of confinement and 
provide sufficient information to substantiate the diagnosis. Pregnant patients applying for 
Medi-Cal must either self-attest to pregnancy or submit the written statement as part of their 
application. 

Note: Pregnancy verification is not required for patient’s applying for the Minor Consent 
Program. 

A signature stamp, photocopy, or carbon copy is acceptable if initialed or counter-signed by 
the designated medical or clinic personnel providing the verification.
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Refer to the Pregnancy: Early Care and Diagnostic Services section (preg early) in the 
appropriate Part 2 provider manual regarding these topics. 

Pregnancy Care Office Visit: Antepartum Initial (Z1032) 

Initial pregnancy-related office visit HCPCS code (Z1032) is considered to be the first 
prenatal visit and is billed after the pregnancy has been confirmed. This code is comparable 
to a high-complexity Evaluation and Management (E&M) code and must include a 
comprehensive history, physical examination, and medical decision-making of high 
complexity. If these components are not performed and documented in the medical record, 
HCPCS code Z1034 (antepartum follow-up office visit) should be billed. 

When billing Z1032, one of the following pregnancy-associated diagnosis codes must be 
used: O09.00 thru O26.93, O29.011 thru O48.1, O98.011 thru O9A.519, Z34.00 thru Z34.93. 

The following billing guidelines apply: 

• Z1032 may be billed separately in conjunction with per-visit or global care. 

• Limit to once in six months per provider, unless care is transferred to another physician 
during the same pregnancy or the provider certifies in the Remarks field (Box 
80)/Additional Claim Information field (Box 19) that pregnancy has recurred within a 
six-month period. 

• Indicate date of transfer or date of fetal demise and document in the Additional Claim 
Information field (Box 19) on the CMS-1500 claim form, or in the Remarks field (Box 
80) on the UB-04 claim form. 

Pregnancy Co-management (Z1032) 

Consultants who co-manage a pregnancy without complete transfer of care should not bill 
with HCPCS code Z1032. Instead, E&M consultation codes 99242 thru 99245 should be 
used. 

Only primary obstetrical providers are to bill codes Z1032 and Z1034. All other providers 
must bill with E&M consultation codes 99242 thru 99245. 
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Per-Visit Billing 

Refer to the Pregnancy: Per-Visit Billing section (preg per) in the appropriate Part 2 provider 
manual regarding this topic. 

Per-Visit Policy 

A provider who does not render total obstetrical care during the recipient’s entire pregnancy 
or who renders fewer than 13 antepartum visits must bill each visit or procedure separately. 
The initial pregnancy-related office visit (Z1032) may not be counted as one of the 13 visits. 
Each visit is subject to the six-month billing limit, and recipient eligibility must be verified for 
each month of service. 

Antepartum Visits 

HCPCS code Z1034 is used for billing antepartum visits and is reimbursable only when 
obstetrical care is billed on a per-visit basis. Reimbursement for antepartum visits is limited 
to 13 visits in a nine-month period for the total of all primary obstetrical providers. The 
exception to billing more than 13 antepartum visits in nine months is if the provider 
documents a second pregnancy within those nine months. 

Delivery 

Providers billing a vaginal delivery on a per-visit basis must use CPT code 59409 (vaginal 
delivery only) or 59612 (vaginal delivery only, after previous cesarean delivery). Providers 
billing a cesarean delivery on a per-visit basis must use CPT code 59514 (cesarean delivery 
only) or 59620 (cesarean delivery only, following attempted vaginal delivery, after previous 
cesarean delivery).  

Reimbursement for a per-visit delivery includes: 

• Hospital admission 

• Patient history 

• Physical examination 

• Management of labor, vaginal or cesarean section delivery 

• Hospital discharge 

• All applicable postoperative care
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Assistant at Surgery 

Certified Nurse Midwife (CNMs) may be reimbursed as an “assistant at surgery” during 
cesarean section deliveries performed by a licensed physician or surgeon. Reimbursement 
is determined by the following:  

• For “assistant at surgery” services performed by a CNM during a cesarean section, 
modifier AS is used to distinguish the CNMs services. 

• The licensed physician and surgeon performing the cesarean section must state on the 
operative report that the CNM performed the function of an “assistant at surgery.” 

• Only non-global cesarean section CPT codes 59514 (cesarean delivery only) or 59620 
(cesarean delivery only, following attempted vaginal delivery after previous cesarean 
delivery) are reimbursable when submitted with an appropriate assistant surgeon 
modifier (80). 

Postpartum Visit 

HCPCS Code Z1038 is used for billing the postpartum visit and can be reimbursed when 
billed in conjunction with one of the following per-visit delivery CPT codes: 59409, 59514, 
59614, 59612, or 59620. 

Code Z1038 may be billed either by the primary maternity care provider or by a provider who 
saw the patient for only the postpartum visit. Reimbursement is limited to one visit in a six-
month period unless the individual has a medical or mental health postpartum complication 
or risk factor for postpartum complication. 

An additional postpartum visit may be billed more than once in six months by documenting 
the postpartum complication or risk factor for postpartum complication in the Remarks field 
(Box 80)/Attachment Claim Information field (Box 19) of the claim for or in the attachment for 
reimbursement. 

Postpartum Care Reminder 

As part of the American Rescue Plan Act (ARPA) effective April 1, 2022, an individual 
eligible for pregnancy and postpartum care services under Medi-Cal or the Medi-Cal Access 
Program (MCAP) is entitled to a total 12 months of postpartum coverage.  

Coverage shall include the full breadth of medically necessary services through the 
pregnancy and postpartum period, regardless of immigration status or how the pregnancy 
ends. These include but are not limited to prenatal care, delivery, postpartum care, and 
family planning services (including contraception). 
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Referrals for Specialty Care or Medically Necessary Care 

When referring any pregnant or postpartum individual for specialty care or other medically 
necessary care, providers should advise the specialist or other provider that the referral is 
for a medically necessary service and remind the specialist to include a pregnancy diagnosis 
code on the claim form to ensure reimbursement. 

• Claims should be billed with either CPT E&M consultation codes 99242 thru 99245 or 
the most appropriate billing code for the service provided. 

• Visits must not be billed with HCPC code Z1034 or E&M procedure codes 99202 thru 
99215 (new or established outpatient visits) or 99417. This may cause the claim to be 
denied. 
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Per-Visit Billing Codes 

Per-Visit Obstetrical Codes 

HCPCS/CPT 
Code 

Definition Frequency Limit 

Z1032 Initial comprehensive pregnancy-related 
office visit 

1 in 6 months 

Z1034 Antepartum office visit 13 in 9 months 

Z1038 Postpartum office visit 1 in 6 months: 
Note: More than 1 in 6 
months if documentation of 
complication is indicated in the 
Remarks field  
(Box 80)/Additional Claim 
Information field (Box 19) of 
the claim. 

59409 Vaginal delivery only 1 in 6 months 

59514 Cesarean delivery only 1 in 6 months 

59525 Subtotal or total hysterectomy after 
cesarean delivery 

1 in 6 months (subtotal) or 
once in a lifetime (total) 

59612 Vaginal delivery only, after previous 
cesarean with/without episiotomy, and/or 
forceps 

1 in 6 months 

59620 Cesarean delivery only, following 
attempted vaginal delivery after previous 
cesarean delivery 

1 in 6 months 
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Knowledge Review 1 

1. Office visits (E&M) codes are payable with a pregnancy-related diagnosis code. 

True  False  

2. Pregnancy verification is not required for patient’s applying for the Minor Consent 
Program. 

  True  False  

3. Consultants who co-manage a pregnancy can bill for HCPCS Z1032 without complete 
transfer of care 

  True  False  

4. More than 13 antepartum visits are allowed in 9 months if there is documentation of a 
second pregnancy. 

  True  False  

5. Postpartum visits (HCPCS code Z1038) can be billed by the primary maternity care 
provider or the provider who saw the patient for only the postpartum office visit. 

  True  False  

See the Appendix for the Answer Key. 
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Pasteurized Donor Human Breast Milk 
Effective for dates of service on or after January 1, 2023, Medi-Cal covers medically 
necessary pasteurized donor human milk (PDHM) when obtained from a licensed and 
approved facility. There are two human milk banks in California: 

San Jose 

• Address: Mother’s Milk Bank 1887 Monterey Road, Suite 110 San Jose, CA 95112 

• Phone: 408 998-4550 

• Email: recipient.coordinator@mothersmilk.org 

• Website: https://mothersmilk.org/ 

San Diego 

• Address: University of California Health Milk Bank 3636 Gateway Center Ave, Suite 
102 San Diego, CA 92102 

• Phone: 858 249-MILK (6455) 

• Email: ucmilkbank@health.ucsd.edu 

• Website: https://health.universityofcalifornia.edu/patient-care/milk-bank 

Eligibility Criteria 

Medi-Cal providers can arrange for the provision of PDHM for newborns if at least one of the 
following situations is true:  

• A mother is unable to breast feed due to medical conditions; 

• The infant cannot tolerate formula or has medical contra-indications to using formulas, 
including elemental formulas; 

• The infant is born at a very low birthweight (less than1500 g) and very premature (less 
than 32 weeks gestation); 

• The infant has a gastrointestinal anomaly, a metabolic/digestive disorder, or is in 
recovery from an intestinal surgery when digestive needs require additional support; 

• The infant is diagnosed with failure to thrive (not appropriately gaining weight/growing); 

• The infant has formula intolerance with documented feeding difficulty or weight loss; 

• The infant has been diagnosed with hypoglycemia (low blood sugar), congenital heart 
disease, pre or post organ transplant, or another serious health condition when the use 
of banked donor human milk is medically necessary and supports the treatment and 
recovery of the infant; or 

• The mother’s milk must be contraindicated, unavailable (due to medical or 
psychological condition), or available but lacking in quantity or quality to meet the 
infant’s needs.

mailto:recipient.coordinator@mothersmilk.org
https://mothersmilk.org/
mailto:ucmilkbank@health.ucsd.edu
https://health.universityofcalifornia.edu/patient-care/milk-bank
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Authorized Providers 

Authorized providers who can prescribe PDHM are physicians and advanced practice 
nurses (Nurse Practitioners, Clinical Nurse Specialists, Certified Nurse Midwives and 
Physician Assistants). 

Prescription  

3 ounces per unit, 35 ounces per day only good for 30 days. 

Age of Infant 

Coverage may be up to 12 months of age if it is medically necessary and appropriate. 

Billing Codes 

HCPCS Code Description 

T2101 Human breast milk processing, storage and distribution only, 
to be billed per ounce. 

K1005 Disposable collection and storage bag for breast milk, any 
size, any type, each. 
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Depression Screening 

Pregnant or Postpartum Individuals 

Providers of prenatal care and postpartum care may submit claims twice a year per pregnant 
or postpartum individual: once when the individual is pregnant and once when they are 
postpartum. The combined total claims for screening pregnant or postpartum recipients 
using HCPCS codes G8431 and/or G8510 may not exceed two per year per recipient by any 
provider of prenatal or postpartum care. Providers must include a pregnancy or postpartum 
diagnosis code on all claims. Claims submitted without a pregnancy or postpartum diagnosis 
code may be denied. 

Depression Screening Billing Codes 

Modifier HD is used with G8431 and G8510 when billing for either a positive or negative 
depression screening for pregnant or postpartum recipients. 

Depression Screening Codes 

HCPCS Code Description 

G8431 Screening for depression is documented as being positive, 
and a follow-up plan is documented. 

G8510 Screening for depression is documented as negative. A 
follow-up plan is not required. 

For additional claim submission instructions, providers should refer to the “Pregnancy: Early 
Care and Diagnostic Services” and “Pregnancy: Postpartum and Newborn Referral 
Services” sections in the appropriate Part 2 manual. 



B Obstetrics 

12 

Page updated: May 2023 

CMS-1500 Claim Billing Example 

Per-Visit Vaginal Delivery and Antepartum Office Visit 

When billing for any medically necessary service during pregnancy or the postpartum period, 
providers should include a pregnancy diagnosis code on all claims. Claims submitted without 
a pregnancy diagnosis code may be denied. 

 

Sample: Per-Visit Billing – CMS 1500 claim form. Adapt to your billing situation.
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UB-04 Claim Billing Example 

Per-Visit Initial OB visit and Antepartum Office Visit  

When billing for any medically necessary service during pregnancy or the postpartum period, 
providers should include a pregnancy diagnosis code on all claims. Claims submitted without 
a pregnancy diagnosis code may be denied. 

Per-Visit Billing Initial OB visit and Antepartum Office Visit 

 

Sample: Per-Visit Billing – UB-04 claim form. Adapt to your billing situation.
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Global Billing for Pregnancy 

Refer to the Pregnancy: Global Billing (preg glo) section in the appropriate Part 2 provider 
manual regarding this topic. 

Policy 

The intent of global billing (CPT codes 59400, 59610, and 59618) is to offer a convenient 
means of billing for providers who render total obstetrical care to an individual throughout 
their pregnancy. Global obstetrical (OB) billing consists of antepartum care, delivery, and 
post-partum care. Global billing also includes the following: hospital admission, patient 
history, physical examination, labor management, postpartum office visit, vaginal or 
cesarean delivery, vaginal or cesarean section delivery after previous cesarean delivery, 
hospital discharge and all applicable postoperative care. 

Global Billing Requires 13 OB Visits 

A provider who bills for global obstetrical care must render at least 13 antepartum OB visits 
and must document the visits in the Remarks field (Box 80)/Additional Claim Information 
field (Box 19) of the claim or on an attachment for reimbursement. The initial comprehensive 
pregnancy-related office visit may not be counted as one of the 13 visits. If fewer than 13 
visits are rendered, the provider must bill services on a per-visit basis. Global OB billing is 
never to be used for recipients who have transferred care and have already received OB 
care and billing by another Medi-Cal provider. 

Non-Reimbursable Global OB Services 

Providers choosing the global billing method cannot separately bill per-visit antepartum visit 
Z1034 or postpartum office code Z1038 with the exception for the Medi-Cal initial 
antepartum visit code Z1032. Services not separately reimbursable on a global basis 
include: 

• Antepartum visits (Z1034) paid to the same provider, for dates of service within the 
from-through period of the global billing or within 270 days prior to the global OB 
delivery date 

• Hospital visits 

• Postpartum visits (Z1038) for routine postpartum care, paid to the same provider and 
within the 45-day follow-up period of the global OB delivery date 
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Global Obstetrical Codes 

HCPCS/CPT 
Code 

Definition Frequency Limit 

59400 Global antepartum care, vaginal delivery 
and postpartum care.  

1 in 6 months 

59510 Global antepartum care, cesarean delivery 
and postpartum care.  

1 in 6 months 

59525 Subtotal or total hysterectomy after 
cesarean delivery.  

1 in 6 months (subtotal) or 
once in a lifetime (total) 

59610 Routine OB care vaginal delivery w/without 
episiotomy and/or forceps and postpartum 
care after previous cesarean delivery.  

1 in 6 months 

59618 Routine OB care cesarean delivery and 
postpartum care following attempted 
vaginal delivery after cesarean delivery.  

1 in 6 months 

Note: Refer to the CPT code book for complete procedure descriptions. 

“From-Through” Billing  

Global OB claims (CPT codes 59400, 59510, 59525, 59610, and 59618) must be billed in 
the “from-through” billing format on the CMS-1500 with modifier AG (primary surgeon). The 
“from” date of service is the first date the recipient was seen for this pregnancy, and the 
“through” or “to” date of service is the date of delivery. 

Verifying Eligibility 

To be reimbursed for global claims, providers must verify the recipient’s eligibility for 
services during the month of delivery. 
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Transfer of Care 

Providers who accept a Medi-Cal transfer patient must bill each antepartum visit separately, 
regardless of the number of times the provider sees the patient prior to delivery. 

Providers who accept Medi-Cal transfer patients are not restricted to the number of visits for 
which they may be reimbursed (up to the Medi-Cal limit of one initial comprehensive and 13 
antepartum visits for all primary obstetrical providers within nine months).  
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Global Billing: Cesarean with Tubal Ligation 

CMS-1500 Documentation Requirements 

• Date of Last Menstrual Period (LMP) (Box 14) 

• Hospitalization dates (Box 16) 

• Dates of 13 antepartum visits must be documented in the Additional Claim Information 
field (Box 19) 

• Primary and secondary diagnosis codes to support pregnancy and tubal ligation 
services fields (21A and B) 

• Bill in “From-Through” format for cesarean delivery CPT code 59510 field (24A) 

• Global delivery CPT code 59510 modifier AG field (24D)  

• Intraoperative Tubal Ligation CPT code 58611 modifier 51 field (24D) 

• Enter Usual and Customary Charges field (24F)  

• Submission of sterilization Consent Form (PM 330) 

Note: Delivery services performed in an inpatient setting must be billed on a CMS-1500 
claim form. The physician’s billing information is entered in the Billing Provider 
Information & PH# field (Box 33). Physician’s NPI is entered in Box 33a.
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Sample: CMS-1500 claim form. Adapt to your billing situation. 
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Ultrasound During Pregnancy 

Policy 

An ultrasound performed for routine screening during pregnancy is considered an integral 
part of the patient’s care during pregnancy and its reimbursement is included in the 
obstetrical fee. Ultrasound during pregnancy is separately reimbursable only when used for 
the diagnosis or treatment of specific medical conditions. 

Diagnosis, Frequency and Documentation Guidelines 

Ultrasound services are reimbursable as defined below: 

• Diagnosis on the claim must be appropriate for the CPT code being billed 

• Frequency must meet the restrictions listed 

• Some claims must have documentation in the Remarks field (Box 80)/Additional Claim 
Information field (Box 19) on the claim to justify medical necessity. 

Note: See the Pregnancy: Early Care and Diagnostic Services (preg early) section of the 
Part 2 provider manual for the most current list of codes, frequency limits and 
documentation.
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Reimbursable Ultrasound Codes 

Diagnosis, Frequency and Documentation Guidelines 

CPT 
Code 

Diagnosis Restriction Frequency 
Restrictions/Documentation 
Requirements 

76801, 76805, 
76811 

O00.0 thru O02.9: Ectopic, hydatidiform 
mole and other abnormal products of 
conception 

O03.0 thru O03.9: Spontaneous abortion 

O09.511 thru O09.513: Elderly 
primigravida 

O09.521 thru O09.523: Elderly 
multigravida 

O10.011 thru O16.9: Edema, proteinuria 
and hypertensive disorders 

O20.0 thru O21.9 and O23.00 thru 029.93: 
Other maternal disorders 

O30.001 thru O48.1: Maternal care related 
to fetus and amniotic cavity 

O60.00 thru O60.03: Preterm labor without 
delivery 

O98.011 thru O98.919: Maternal infectious 
and parasitic diseases 

O99.011 thru O99.419 and O99.511 thru 
O99.89: Other maternal disease 
classifiable elsewhere 

O9A.111 thru O9A.519: Maternal 
malignant neoplasms, traumatic injuries 
and abuse  

Z33.2: Encounter for elective termination 
of pregnancy 

Z36.0 thru Z36.9: Encounter for antenatal 
screening of mother 

Once in 180 days, same 
provider. 

Additional claims are cut back 
to the rate for code 76816 
even if billed with 
documentation to justify 
medical necessity unless 
documentation states that 
another pregnancy had 
occurred. 
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Diagnosis, Frequency and Documentation Guidelines (continued) 

CPT 
Code 

Diagnosis Restriction Frequency 
Restrictions/Documentation 
Requirements 

76802, 76810, 
76812 

O00.0 thru O02.9: Ectopic, hydatidiform 
mole and other abnormal products of 
conception 

O03.0 thru O03.9: Spontaneous abortion 

O04.5 thru O04.89: Complications 
following (induced) termination of 
pregnancy 

O09.511 thru O09.513: Elderly 
primigravida 

O30.001 thru O48.1: Maternal care related 
to fetus and amniotic cavity 

O60.00 thru O60.03: Preterm labor without 
delivery 

O98.011 thru O98.919: Maternal infectious 
and parasitic diseases 

O99.011 thru O99.419 and O99.511 thru 
O99.89: Other maternal disease 
classifiable elsewhere 

O9A.111 thru O9A.519: Maternal 
malignant neoplasms, traumatic injuries 
and abuse  

Z33.2: Encounter for elective termination 
of pregnancy 

Z36.0 thru Z36.9: Encounter for antenatal 
screening of mother 

Four in 180 days, same 
provider. 

Additional claims are cut back 
to the rate for code 76816 
even if billed with 
documentation to justify 
medical necessity unless 
documentation states that 
another pregnancy had 
occurred. 

Four per day maximum when 
billing for a pregnancy with 
multiple gestation. Provider 
must document the number of 
fetuses in the Remarks field 
(Box 80/Additional Claim 
Information field (Box 19) of 
the claim. 
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Diagnosis, Frequency and Documentation Guidelines (continued) 

CPT 
Code 

Diagnosis Restriction Frequency 
Restrictions/Documentation 
Requirements 

76813 Z36.82 Encounter for antenatal screening 
for nuchal translucency 

One per day.  

Requires documentation with 
the claim that states: The 
physician performing or 
supervising the ultrasound is 
credentialed by either the 
Nuchal Translucency Quality 
Review program or the Fetal 
Medicine Foundation.  

76814 Z36.82 Encounter for antenatal screening 
for nuchal translucency  

Four per day maximum when 
billing for a pregnancy with 
multiple gestation. Providers 
must document the number of 
fetuses in the Remarks field 
(Box 80)/Additional Claim 
Information field (Box 19) of 
the claim. 

Requires documentation with 
the claim that states: The 
physician performing or 
supervising the ultrasound is 
credentialed by either the 
Nuchal Translucency Quality 
Review program or the Fetal 
Medicine Foundation. 
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Diagnosis, Frequency and Documentation Guidelines (continued) 

CPT 
Code 

Diagnosis Restriction Frequency 
Restrictions/Documentation 
Requirements 

76815 O00.0 thru O02.9: Ectopic, hydatidiform 
mole and other abnormal products of 
conception 

O03.0 thru O03.9: Spontaneous abortion 

O04.5 thru O04.89: Complications 
following (induced) termination of 
pregnancy 

O09.511 thru O09.513: Elderly 
primigravida 

O09.521 thru O09.523: Elderly 
multigravida 

O10.011 thru O16.9: Edema, proteinuria 
and hypertensive disorders 

O20.0 thru O21.9 and O23.00 thru O29.93: 
Other maternal disorders 

O30.001 thru O48.1: Maternal care related 
to fetus and amniotic cavity 

O60.00 thru O60.03: Preterm labor without 
delivery 

O98.011 thru O98.919: Maternal infectious 
and parasitic diseases 

O99.011 thru O99.419 and O99.511 thru 
O99.89: Other maternal disease 
classifiable elsewhere 

O9A.111 thru O9A.519: Maternal 
malignant neoplasms, traumatic injuries 
and abuse 

Z33.2: Encounter for elective termination 
of pregnancy 

Z36.0 thru Z36.9: Encounter for antenatal 
screening of mother 

Once in 180 days, same 
provider. 

Additional claims may be 
reimbursed if documentation 
justifies medical necessity. 
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Diagnosis, Frequency and Documentation Guidelines (continued) 

CPT 
Code 

Diagnosis Restriction Frequency 
Restrictions/Documentation 
Requirements 

76816 O00.0 thru O02.9 Ectopic, hydatidiform mole 
and other abnormal products of conception 

O03.0 thru O03.9 Spontaneous abortion 

O04.5 thru O04.89 Complications following 
(induced) termination of pregnancy 

O09.511 thru O09.513 Elderly primigravida 

O09.521 thru O09.523 Elderly multigravida 

O10.011 thru O16.9 Edema, proteinuria and 
hypertensive disorders 

O20.0 thruO21.9 and O23.00 thru O29.93  

Other maternal disorders 

O30.001 thru O48.1 Maternal care related to 
fetus and amniotic cavity 

O60.00 thru O60.03 Preterm labor without 
delivery 

O98.011 thru O98.919 Maternal infectious and 
parasitic diseases 

O99.011 thru O99.419 and O99.511 thru 
O99.89  

Other maternal disease classifiable elsewhere 

O9A.111 thru O9A.519 Maternal malignant 
neoplasms, traumatic injuries and abuse 

Z33.2 Encounter for elective termination of 
pregnancy 

Z36.0 thru Z36.9 Encounter for antenatal 
screening of mother 

Once in 180 days (when 
billed without modifier 59), 
same provider. 

Additional claims may be 
reimbursed if documentation 
justifies medical necessity. 

For multiple gestations, bill 
procedure code 76816 in 
conjunction with modifier 59 
(any modifier position 1-4). 
Code 76816 thru 59 is 
payable for multiple 
gestations, even when a 
claim has been paid in history 
on the same date of service. 

Four per day maximum when 
billing for a pregnancy with 
multiple gestation. Providers 
must document the number of 
fetuses in the Remarks field 
(Box 80)/Additional Claim 
Information field (Box 19) of 
claim. 
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Diagnosis, Frequency and Documentation Guidelines (continued) 

CPT 
Code 

Diagnosis Restriction Frequency 
Restrictions/Documentation 
Requirements 

76817 O00.0 thru O02.9: Ectopic, hydatidiform 
mole and other abnormal products of 
conception 

O03.0 thru O03.9: Spontaneous abortion 

O04.5 thru O04.89: Complications 
following (induced) termination of 
pregnancy 

O09.511 thru O09.513: Elderly 
primigravida 

O09.521 thru O09.523: Elderly 
multigravida 

O10.011 thru O16.9: Edema, proteinuria 
and hypertensive disorders 

O20.0 thru O21.9 and O23.00 thru O29.93: 
Other maternal disorders 

O30.001 thru O48.1: Maternal care related 
to fetus and amniotic cavity 

O60.00 thru O60.03: Preterm labor without 
delivery 

O98.011 thru O98.919: Maternal infectious 
and parasitic diseases 

O99.011 thru O99.419 and O99.511 thru 
O99.89 : Other maternal disease 
classifiable elsewhere 

O9A.111 thru O9A.519: Maternal 
malignant neoplasms, traumatic injuries 
and abuse 

Z33.2: Encounter for elective termination 
of pregnancy 

Z36.0 thru Z36.9: Encounter for antenatal 
screening of mother 

Once in 180 days, same 
provider. 

Additional claims may be 
reimbursed if documentation 
justifies medical necessity. 
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Diagnosis, Frequency and Documentation Guidelines (continued) 

CPT 
Code 

Diagnosis Restriction Frequency 
Restrictions/Documentation 
Requirements 

76820 O36.5110 thru O36.5999: Maternal care 
for known or suspected poor fetal growth 

O41.00X0 thru O41.03X9: 
Oligohydramnios 

O43.021 thru O43.029: Fetus-to-fetus 
placental transfusion syndrome 

Once in 180 days, same 
provider. 

Additional claims may be 
reimbursed if documentation 
justifies medical necessity. 

Five per day maximum when 
billing for a pregnancy with 
multiple gestation. Providers 
must document the number of 
fetuses in the Remarks field 
(Box 80)/Additional Claim 
Information field (Box 19). 

76821 O36.0110 thru O36.0999: Maternal care 
for rhesus isoimmunization 

O36.1110 thru O36.1999: Care for other 
isoimmunization  

O36.20X0 thru O36.23X9: Maternal care 
for hydrops fetalis 

O43.021 thru O43.029: Fetus-to-fetus 
placental transfusion syndrome 

O98.511 thru O98.519: Other viral 
diseases complicating pregnancy 

Once in 180 days. 

Additional claims may be 
reimbursed with 
documentation justifying 
medical necessity. 

Five per day maximum when 
billing for a pregnancy with 
multiple gestation. Providers 
must document the number of 
fetuses in the Remarks field 
(Box 80)/Additional Claim 
Information field (Box 19). 

76825,  
76827 

O24.011 thru O24.02, O24.111 thru 
O24.12, O24.311 thru O24.32, O24.410 
thru O24.429, O24.811 thru O24.82, 
O24.911 thru O24.919: Pre-existing 
diabetes mellitus and gestational diabetes 

O35.0XX0 thru O35.9XX9: Maternal care 
for known or suspected fetal abnormality 
and damage 

O36.8310 thru O36.8399: Maternal care 
for abnormalities of the fetal heart rate or 
rhythm 

Once in 180 days, same 
provider. 

Five per day maximum when 
billing for a pregnancy with 
multiple gestation. Providers 
must document the number of 
fetuses in the Remarks field 
(Box 80)/Additional Claim 
Information field (Box 19). 
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Diagnosis, Frequency and Documentation Guidelines (continued) 

CPT 
Code 

Diagnosis Restriction Frequency 
Restrictions/Documentation 
Requirements 

76826, 76828 O24.011 thru O24.02, O24.111 thru 
O24.12, O24.311 thru O24.32, O24.410 
thru O24.429, O24.811 thru O24.82, 
O24.911 thru O24.919: Pre-existing 
diabetes mellitus and gestational diabetes 

O35.0XX0 thru O35.9XX9: Maternal care 
for known or suspected fetal abnormality 
and damage 

O36.8310 thru O36.8399: Maternal care 
for abnormalities of the fetal heart rate or 
rhythm 

Once in 180 days, same 
provider. 

Additional claims may be 
reimbursed if documentation 
justifies medical necessity. 

Five per day maximum when 
billing for a pregnancy with 
multiple gestation. Providers 
must document the number of 
fetuses in the Remarks field 
(Box 80)/Additional Claim 
Information field (Box 19). 

Ultrasound Common Billing Denial 

Remittance Advice Details (RAD) code 9109: This service is not payable for the diagnosis 
billed. 

Billing Tip: Verify the diagnosis code is valid for the procedure being billed. 

Note: See the Remittance Advice Details (RAD) and Medi-Cal Financial Summary (remit) 
section of the Part 1 provider manual. Select the link at the bottom of the page 
Remittance Advice Details (RAD) Codes, Messages and Electronic Correlations. 

mailto:https://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part1/RAD_Repository.xlsx
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Per-Visit Billing Antepartum Office Visit and Ultrasound 

 

Sample: CMS-1500 claim form. Antepartum visit rendered by a Nurse Midwife (SB). Please 
adapt to your billing situation.
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Per-Visit Billing Antepartum Office Visit, Ultrasound and Amniocentesis 

 

Sample: UB-04 claim form. Per-visit billing of antepartum visit, ultrasound, and 
amniocentesis. Please adapt to your billing situation.
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Obstetrical Ancillary Services 

Routine Urinalysis 

Reimbursement for individual antepartum visits and global OB service includes routine 
urinalysis. Claims for routine urinalysis with a diagnosis related to pregnancy will be denied. 

Claims for urinalysis, when billed with an ICD-10-CM diagnosis code for pregnancy, may be 
reimbursed if billed in conjunction with another diagnosis code other than Z00.00, Z00.8, 
Z01.00 thru Z01.01, Z01.10, Z01.110, Z01.118, Z01.89, Z02.1 or Z02.89. A pregnancy 
diagnosis code must be present on the claim form for reimbursement. A diagnosis code that 
establishes medical necessity of the urinalysis must also be present on the claim form to 
allow reimbursement, as outlined above. 

Office Visits 

Office visits for conditions not related to pregnancy must be billed using the appropriate 
office visit code (CPT codes 99202 thru 99215 or 99417) and a non-pregnancy-related 
diagnosis. 

 

Non-Physician Medical Practitioners Supervision Changes 

Refer to the Non-Physician Medical Practitioners section (non ph) in the appropriate Part 2 
provider manual. 

To comply with new legislative requirements, the Department of Health Care Services 
(DHCS) is making the following supervision changes for non-physician medical practitioners 
(NMPs): 

• Supervision requirements are no longer required for Certified Nurse Midwives (CNM) 
and Licensed Midwives (LM). 

• Nurse Practitioners (NPs) are confirmed to practice to the full extent of their education 
and training and authorities two newly created types of NPs 

• Physician Assistant (PA) are authorized to perform medical services authorized by the 
Act if certain requirements are met, including that the medical services are rendered 
pursuant to a practice agreement, and the PA is competent to perform medical 
services. 
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Fetal Stress, Non-Stress Testing 

Fetal Non-Stress Testing Benefit Guidelines 

Reimbursement for CPT codes 59025 (fetal contraction stress test), 59025 (fetal non-stress 
test) and 76819 (fetal biophysical profile; without non-stress testing) is limited to high-risk 
pregnancies. 

Billing 

CPT code 59025 or 76819 is reimbursable when billed in conjunction with the appropriate 
antepartum high-risk ICD-10-CM diagnosis code within the range of O09.211 thru O9A.513. 

Frequency Limit and ICD-10-CM Codes 

Reimbursement for CPT code 76819 is limited to once per week. This code may be billed 
more than five times in nine months, and CPT code 59025 may be billed more than ten 
times in nine months when billed in conjunction with one of the ICD-10 diagnosis codes in 
the following table: 

ICD-10-CM Diagnosis Description 

O09.212 – O09.293 Pregnancy with other poor reproductive history 

O09.892, O09.893 Supervision of other high-risk pregnancy 

O24.011 – O24.919 Diabetes mellitus of pregnancy 

O36.5120 – O36.5939 Maternal care known or suspected poor fetal growth 

O036.8920 – O36.8999 Maternal care for other specified fetal problems 

O42.112, O42.113 Preterm premature rupture of membranes 

Supplies used during fetal stress or non-stress testing are not separately reimbursable 
because they are considered an integral part of reimbursement rate for the procedure. 
Claims billed with modifier UA or UB will be denied. 

CPT codes 59020, 59025 and 76819 may be split billed with modifier 26 or TC. When billing 
for both the professional and technical components, a modifier is not required nor allowed. 
These codes may not be billed with modifier 51 (multiple procedures).
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Pregnancy Share of Cost (SOC) 

Refer to the Pregnancy: Share of Cost section (preg share) in the appropriate Part 2 
provider manual. 

Global Billing 

Providers who bill on a global basis for obstetrical services must plan to make arrangements 
with the patient to collect or obligate the SOC for the month of delivery only. 

• However, arrangements must also be made to collect or obligate the SOC for the initial 
antepartum office visit (HCPCS code Z1032) and for non-global OB services (for 
example, sonogram or amniocentesis). 

• When the intent to bill globally is prevented because the patient moves or leaves care, 
providers must bill on a fee-for-services basis and collect SOC for each month of 
service. 

Per-Visit Billing 

Providers who bill on a fee-for-service basis for obstetrical care, must collect the SOC for 
each month in which services were rendered. 

SOC Common Billing Denial 

Remittance Advice Details (RAD) code 0314: Recipient is not eligible for the month of 
service billed. 

Billing Tip: Verify the recipient has a Share of Cost (SOC) and is eligible for the month of 
service.
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Early Care and Diagnostic Services 

Fetal Fibronectin Testing 

Fetal fibronectin assay tests identify a subgroup of pregnant women who may require 
aggressive treatment with tocolytics, antibiotics, corticosteroids and other treatment 
measures to prevent pre-term delivery or to minimize complications during delivery. These 
tests are only recommended once every two weeks between the 24th and 35th weeks of 
gestation. 

Fetal fibronectin testing is reimbursable when billed with the following: 

• CPT code 82731 (fetal fibronectin, cervicovaginal secretions, semi-quantitative) 

• ICD-10-CM diagnosis codes O60.02 and O60.03 (premature labor after 22 weeks, but 
before 37 completed weeks of gestation without delivery) 

Preventing Preterm Births 

Hydroxyprogesterone caproate injections are administered to prolong pregnancy for 
pregnant patients with documented histories of spontaneous preterm births (less than 37 
weeks gestation) and a current singleton pregnancy. Both HCPCS codes J1726 10 mg and 
J1729 250 mg injections are limited to one injection every seven days between 16 and 36 
weeks of gestation. 

Claims must include ICD-10 diagnosis code from the range of O09.211 thru O09.219 
(supervision of pregnancy with history of pre-term labor). Modifiers SA and UD are allowed. 
Modifier UD is used by Section 340B providers to denote drugs purchased under this 
program. 

Refer to the Pregnancy: Early Care and Diagnostic Services (preg early) section of the Part 
2 provider manual for more information. 

Obstetric Panel Frequency Restriction 

CPT codes 80055 (obstetric panel) and 80081 (obstetrical panel [includes HIV testing]) are 
restricted to once in nine months for the same provider. 

Providers may only be reimbursed for either code 80055 or 80081 in a nine-month period. 
The provider may be reimbursed for second or subsequent obstetric panel within the  
nine-month period if there is documentation to justify medical necessity or documentation of 
a different pregnancy.
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Gender Is Not Barrier to Pregnancy Services 

All persons, regardless of gender identity, may request eligibility for pregnancy services 
when applying for Medi-Cal or other health insurance affordability programs. 

A doctor must submit a Treatment Authorization Request (TAR) explaining that the services 
requested are medically necessary. The TAR overrides gender differences on procedure 
codes and allows a person with a gender other than female who is reporting a pregnancy to 
receive pregnancy services. 

Non-Physician Medical Practitioners Supervision Changes  

Refer to the Non-Physician Medical Practitioners section (non ph) in the appropriate Part 2 
provider manual. 

To comply with new legislative requirements, the Department of Health Care Services 
(DHCS) is making the following supervision changes for non-physician medical practitioners 
(NMPs): 

• Supervision requirements are no longer required for Certified Nurse Midwives (CNM) 
and Licensed Midwives (LM). 

• Nurse Practitioners (NPs) are confirmed to practice to the full extent of their education 
and training and authorities two newly created types of NPs 

• Physician Assistant (PA) are authorized to perform medical services authorized by the 
Act if certain requirements are met, including that the medical services are rendered 
pursuant to a practice agreement, and the PA is competent to perform medical 
services. 
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Knowledge Review 2 

1. Providers have the option when billing globally to choose either the UB-04 or CMS-1500 
claim form to bill for services. 

True  False  

2. When billing for per-visit services, eligibility should be verified each time services are 
rendered. 

True  False  

3. For Depression Screening services, providers of prenatal care and postpartum care may 
submit claims twice a year per pregnant or postpartum individual: once when the 
individual is pregnant and once when they are postpartum. 

True  False  

4. Ultrasounds performed for routine screening during pregnancy are considered an integral 
part of patient care, and its reimbursement is included in the obstetrical fee. 

True  False  

5. Supplies used during fetal stress or non-stress testing can be billed separately. 

True  False  

See the Appendix for the Answer Key. 
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Tobacco Cessation Counseling 

Providers must offer one face-to-face smoking/tobacco cessation counseling session and a 
referral to tobacco cessation quit line to pregnant and postpartum recipients. 

Counseling and referral services must be offered without cost sharing. These services are 
required during the prenatal and postpartum period (the end of the month in which the  
60-day period following termination of the pregnancy ends).
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Commonly Used Modifiers 

Modifier Description 

26 Professional component 

50 Bilateral procedure 

51 Multiple procedures 

52 Reduced services 

59 Distinct procedural service (use only with CPT-4 code 76816, 
transabdominal ultrasound) 

80 Assistant surgeon 

99 Multiple modifiers 

AG Primary physician 

AS Certified nurse midwives may be reimbursed as an “assistant at 
surgery” during cesarean section deliveries performed by licensed 
physician or surgeon. 

FP Family planning services 

SA Nurse practitioner rendering service in collaboration with a 
physician 

SB Certified nurse midwife service (when not billing as an independent 
provider) 

TC Technical component 

TH Obstetrical treatment/services, prenatal or postpartum 

U7 Services rendered by Physician Assistant (PA) 
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Resource Information 

References 

Provider Manual References 

Part 1 
Remittance Advice Details (RAD) and Medi-Cal Financial Summary (remit) and Select Link: 
Remittance Advice Details (RAD) Codes, Messages and Electronic Correlations. 
 

Part 2 
Modifiers: Approved List (modif app) 
Non-Physician Medi-Cal Practitioners (non-ph) 
Pregnancy Determination (preg determ) 
Pregnancy: Early Care and Diagnostic Services (preg early) 
Pregnancy Examples: CMS-1500 (preg ex cms) 
Pregnancy Examples: UB-04 (preg ex ub) 
Pregnancy: Fetal Monitoring, Labor and Delivery Services (preg fetal) 
Pregnancy: Global Billing (preg glo) 
Pregnancy: Global Billing Codes (preg glo cd) 
Pregnancy: Per-Visit Billing (preg per) 
Pregnancy: Per-Visit Billing Codes (preg per cd) 
Pregnancy: Postpartum and Newborn Referral Services (preg post) 
Pregnancy: Share of Cost (preg share) 
Remittance Advice Details (RAD) (remit adv)

mailto:https://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part1/RAD_Repository.xlsx
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Knowledge Review 1: Answer Key 

Question 1: Office visits (E&M) codes are payable with a pregnancy-related diagnosis code. 

Answer 1: False 

Question 2: Pregnancy verification is not required for patient’s applying for the Minor 
Consent Program. 

Answer 2: True 

Question 3: Consultants who co-manage a pregnancy can bill for HCPCS Z1032 without 
complete transfer of care. 

Answer 3: False 

Question 4: More than 13 antepartum visits are allowed in 9 months if there is 
documentation of a second pregnancy. 

Answer 4: True 

Question 5: Postpartum visits (HCPCS code Z1038) can be billed by the primary maternity 
care provider or the provider who saw the patient for only the postpartum office visit.  

Answer 5: True 
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Knowledge Review 2: Answer Key 

Question 1: Providers have the option when billing globally to choose either the UB-04 or 
CMS-1500 claim form to bill for services. 

Answer 1: False 

Question 2: When billing for per-visit services, eligibility should be verified each time 
services are rendered. 

Answer 2: True 

Question 3: Depression Screening services, providers of prenatal care and postpartum care 
may submit claims twice a year per pregnant or postpartum individual: once when the 
individual is pregnant and once when they are postpartum. 

Answer 3: True 

Question 4: Ultrasounds performed for routine screening during pregnancy are considered 
an integral part of patient care, and its reimbursement is included in the obstetrical fee.  

Answer 4: True 

Question 5: Supplies used during fetal stress or non-stress testing can be billed separately. 

Answer 5: False 
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Comprehensive Perinatal 
Services Program 

Introduction 

Purpose 

The Comprehensive Perinatal Services Program (CPSP) is a benefit of the Medi-Cal 
program. This module will familiarize participants with the wide range of services available to 
pregnant Medi-Cal recipients enrolled in CPSP from pregnancy through 60 days after the 
month of delivery. Recipient and provider participation is voluntary. 

Module Objectives 

• Determine who can offer CPSP services 

• Identify CPSP reimbursement bonuses 

• Recognize CPSP services and billing codes 

• Demonstrate claim forms billing requirements 

• Clarify the Treatment Authorization Request (TAR) process 

• Review the CPSP summary billing form 

• Provide the link for a current listing of Perinatal Services Coordinators (PSCs) 

Acronyms 

A list of current acronyms is located in the Appendix section of each complete workbook. 
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Description 

The CPSP provides a wide range of services to pregnant women, from pregnancy through 
60 days after the month of delivery. Medi-Cal fee-for-service providers may apply to enroll as 
a CPSP provider. In addition to standard obstetric services, women receive enhanced 
services in the areas of nutrition, psychosocial and health education. This approach has 
shown a reduction in both low-birth weight prevalence and health care costs for women and 
infants. 
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CPSP Provider Participation 

Eligibility 

A CPSP provider must be in one of the categories listed below: 

• Physician in general practice, family practice, obstetrics (OB)/gynecology, or pediatrics 

• Group medical practice, if at least one member is one of the physician types identified 
above 

• Certified Nurse Midwife (CNM) 

• Clinic (FQHC, hospital, community or county) 

• Alternative Birthing Center 

Participation Requirements 

Providers must meet the following prerequisites: 

• Possess a current provider number/National Provider Identifier (NPI). 

• Complete an application to participate as a CPSP provider. 

Suggested provider and/or staff: 

• Complete the “Provider Overview” and “Steps to Take” training courses. 

Note: Refer to the CPSP website (www.cdph.ca.gov/programs/cpsp) for information about 
training for new CPSP providers and new staff of existing CPSP providers. 
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Enrollment Process 

To receive information regarding CPSP services, providers should contact their local PSC at 
the local health jurisdiction (county health department). Refer to the CPSP website 
(www.cdph.ca.gov/programs/cpsp) for more information. 

CPSP Administration 

Perinatal Services Coordinator (PSC) 

CPSP services are rendered by enrolled fee-for-service providers and Medi-Cal managed 
care providers. PSCs play a major role in administrating CPSP within their local health 
jurisdictions (LHJs). PSCs are employed by 61 LHJs and perform the following: 

• Inform potential providers regarding the CPSP program and provider training 

• Distribute, review and make recommendations to complete CPSP provider applications 

• Make recommendations to the California Department of Public Health, Maternal 
Children and Adolescent Health Division regarding provider enrollment approval 

• Conduct outreach services to eligible women regarding CPSP 

• Provide technical assistance regarding CPSP implementation to providers 

• Monitor the implementation of CPSP through quality assurance activities 
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Update to CPSP Practitioner Definition 

The definition of a Comprehensive Perinatal Services Program (CPSP) practitioner has been 
updated. It is now defined in Welfare and Institutions Code (W&I Code), Section 14134.5 
and California Code of Regulations (CCR), Title 22, Section 51179.7. 

W&I Code Section 14134.5 states a comprehensive perinatal provider means any general 
practice physician, family practice physician, obstetrician-gynecologist, pediatrician, certified 
nurse midwife, a group, any of whose members is one of the above named providers, or any 
preferred provider organization or clinic enrolled in the Medi-Cal program and certified 
pursuant to the standards of this section. Section 14134.5 also states that, except where 
existing law prohibits the employment of physicians, a health care provider may employ or 
contract with all of the following medical and other practitioners for the purpose of providing 
comprehensive services delineated in this section; 

• Physicians, including a general practitioner, a family practice physician, a pediatrician, 
or an obstetrician-gynecologist 

• Certified nurse-midwives 

• Licensed midwives 

• Nurses 

• Nurse practitioners 

• Physician assistants 

• Social workers 

• Health and childbirth educators 

• Registered dietitians 
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CCR, Title 22, Section 51179.7 states a comprehensive perinatal practitioner means any 
one of the following: 

• A physician who is either: 

– A general practice physician, or 

– A family practice physician, or 

– A pediatrician, or 

– An obstetrician-gynecologist. 

• A Certified Nurse Midwife as defined in Section 51170.2. 

• A Registered Nurse who is licensed as such by the Board of Registered Nursing and 
who has one year experience in the field of Maternal and Child Health. 

• A Nurse Practitioner as defined in Section 51170.3. 

• A Physician’s Assistant as defined in Section 51170.1. 

• A social worker who either: 

– Holds a Master’s Degree or higher in social work or social welfare from a college or 
university with a Social Work Degree program accredited by the Council on Social 
Work Education and who has one year of experience in the field of Maternal and 
Child Health, or 

– Holds a Master’s Degree in psychology or Marriage, Family and Child counseling 
and has one year of experience in the field of Maternal and Child Health, or 

– Holds a Baccalaureate Degree in social work or social welfare from a college or 
university with a Social Work Degree program accredited by the Council on Social 
Work Education and who has one year experience in the field of Maternal and Child 
Health. 

• A health educator who either has: 

– A Master’s Degree (or higher) in Community or Public Health Education from a 
program accredited by the Council on Education for Public Health and who has one 
year of experience in the field of Maternal and Child Health, or 

– A Baccalaureate Degree with a major in Community or Public Health Education and 
who has one year of experience in the field of Maternal and Child Health. 
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• A childbirth educator who is: 

– Licensed as a Registered Nurse by the Board of Registered Nursing and has one 
year experience in a program which complies with the “Guidelines for Childbirth 
Education” (last published in 1981), herein incorporated by reference in its entirety 
and available from the American College of Obstetricians and Gynecologists,  
600 Maryland Avenue, South West, Suite 300 East, Washington, D.C., 20024-2588 
or 

– A Certified Childbirth Educator who has completed a training program and is 
currently certified to teach that method of childbirth education by the American 
Society for Psychoprophylaxis in Obstetrics, or Bradley, or the International 
Childbirth Education Association. 

• A dietitian who is registered, or is eligible to be registered by the Commission on 
Dietetic Registration, the credentialing agency of the American Dietetic Association, 
with one year of experience in the field of perinatal nutrition. 

• A comprehensive perinatal health worker who: 

– Is at least 18 years of age, is a high school graduate or equivalent, and has at least 
one year of full-time paid practical experience in providing perinatal care. 

– Provides services in a clinic that is either licensed or exempt from licensure under 
Section 1200 et. seq. and 1250 et seq. of the Health and Safety Code, under the 
direct supervision of a comprehensive perinatal practitioner as defined in  
Section 51179.7 (a) (1). 

• A licensed vocational nurse who is licensed under Section 2516 of the Business and 
Professions Code and who has one year of experience in the field of Maternal and 
Child Health. 

• A licensed midwife as defined in Section 51191. 

Case Coordinator 

The case coordinator must be a trained CPSP practitioner who can ensure that the client 
receives optimal prenatal care by promoting ongoing communication with all of the health 
care team members. Case coordination includes the following: 

• Coordination and development of an Individualized Care Plan (ICP) for the client 

• Modification of care plan as needed 

• Assisting the client with practical arrangements such as transportation, referrals and 
special appointments when necessary 

Verifying all of the client’s documentation in the chart is complete, up-to-date and available 
to all team members 
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CPSP Policies 

Supervision Requirements for CPSP Services Delivery 

CPSP services must be provided by or under the personal supervision of a physician. The 
CCR, Title 22, Section 51179.5, defines personal supervision as “evaluation in accordance 
with protocols, by a licensed physician, of services performed by others through direct 
communication, either in person or through electronic means.” 

Note: Each provider’s protocols must define how personal supervision by a physician 
occurs and is documented. 

Tobacco Cessation Counseling for Pregnant and Postpartum Women 

Providers must offer one, face-to-face smoking/tobacco cessation counseling session and a 
referral to a tobacco cessation quitline to pregnant and postpartum recipients, as 
recommended in Treating Tobacco Use and Dependence: 2008 Update, a U.S. Public 
Health Service Clinical Practice Guideline. 

Such counseling and referral services must be provided to pregnant and postpartum 
recipients without cost sharing. These services are required during the prenatal period 
through the postpartum period (on the last day of the month in which the 60th day following 
delivery occurs). 
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General Guidelines 

The following policies apply to CPSP: 

• CPSP services are not intended to be provided to inpatients. 

• CPSP services are in addition to, not a replacement for, the services that are part of 
the American College of Obstetrics and Gynecology (ACOG) visit standards. 

• Only the Medi-Cal provider enrolled in CPSP may bill for services. 

• Reimbursement is made directly to the CPSP provider only. 

• Reimbursement for nutritional, psychosocial and health education services is made on 
an itemized basis (per visit) and must not be billed globally. 

• An approved TAR is required to bill for nutritional, psychosocial and health education 
services in excess of the maximum units of service allowable. 

• Medi-Cal may recoup payment if a recipient’s records lack documentation to establish 
that services were provided as billed. 

• CPSP participation is voluntary for the recipient and the provider. 

Reimbursement of Services  

Only Medi-Cal providers enrolled in CPSP can be reimbursed for the following CPSP 
services: 

• Nutritional, psychosocial and health education services 

• Vitamin and mineral supplements 

• Client orientation 

• Case coordination 
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Program Benefits Comparison  
(Obstetrics Services vs. CPSP Services) 

Obstetrical Services Maximum Allowable Reimbursement Table 

Obstetrical Services Rendered Maximum Allowable Reimbursement 

Z1032 (initial comprehensive antepartum 
office visit) 

$126.31 

Z1034 (antepartum office visit) – $60.48 per 
visit x 13 visits 

$786.24 

59409 (vaginal delivery) $544.28 

Z1038 (postpartum office visit) $60.48 

Allowable Reimbursement: $1,517.31 

CPSP Reimbursement Bonus Services Maximum Allowable Reimbursement Table 

CPSP Reimbursement Bonus Services 
Rendered 

Maximum Allowable Reimbursement 

Early entry into care “ZL” Modifier  
(within 16 weeks of LMP) 

$56.63 

Total Available Bonuses: $56.63 

CPSP Support Services Rendered Maximum Allowable Reimbursement Table 

CPSP Support Services Rendered Maximum Allowable Reimbursement 

Initial support services: Z6200, Z6300, 
Z6402 ($16.83 each x 3) 

$50.49 

Individual support services: $33.64 per hour 
(up to 21.5 hours) 

$723.26 

Group classes: $11.24 per patient per hour 
(up to 27 hours) 

$303.48 

Coordination fee: $85.34  $85.34 

Vitamin/mineral supplements: 30-day 
supply. Restricted to 10 in 9 months.  

$30.00 

Allowable Reimbursement: $1,192.57 

Note: Maximum reimbursement for routine OB and CPSP services  
(before TAR) = $2,766.51 

Note: The coordination fee is only reimbursable if all three initial assessments and the 
initial pregnancy-related office visit are provided within four weeks of entry into care. 

Note: Maximum allowable reimbursement without authorization if all support services are 
provided and billed. In high-risk circumstances, additional support services may be 
requested through the TAR process.
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CPSP Billing 

Reimbursement Bonus Services 

Modifier ZL (Early entry into care) 

1. Modifier ZL must be billed with HCPCS code Z1032 and certifies that the recipient was 
seen within 16 weeks of her Last Menstrual Period (LMP). 
True  False  

2. Enter the LMP date in ____________ on the CMS-1500 claim form or in _______ 
___________________ on the UB-04 claim form. 

3. To be reimbursed for modifier ZL, providers must add $56.63 to their usual and 
customary fee for Z1032. 
True  False  

4. Modifier ZL is restricted to CPSP providers and will only be reimbursed _______ per 
recipient, per pregnancy. 

See the Appendix for the Answer Key 

Billing Example: Reimbursement Bonuses (Modifier ZL) 

 

Sample: CMS-1500 claim form 
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Non-Physician Medical Practitioners 

Non-Physician Medical Practitioners are identified with specific modifiers: 

Practitioner Modifier Multiple Modifier 

Physician assistant U7 99 

Nurse Practitioner SA 99 

Certified Nurse Midwife SB 99 

When billing Z1032 and the bonus modifier ZL, use the modifier 99 (multiple modifiers) for 
non-medical practitioners. 

Example: 

99 = U7 + ZL – Physician Assistant 

99 = SA + ZL – Nurse Practitioner 

99 = SB + ZL – Certified Nurse Midwife 
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Billing Example: Non-Physician Medical Practitioner (Modifier 99) 

 

Sample: UB-04 Claim Form
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Combined Assessment Billing (HCPCS Code Z6500) 

1. This code can only be billed if all _________ initial assessments and the initial 
pregnancy-related office visit code _________ are rendered within a ______-______ 
________. 

2. The date of the last assessment must be shown as the date of service. 
True  False  

3. Z6500 is reimbursable once in ____ _________ unless the provider certifies on the claim 
that the recipient has become pregnant again within the _____-_________ period. 

4. If fewer than three initial assessments are performed, or the initial assessments are not 
performed within four weeks of entry into care, you must bill the initial assessments 
separately. 
True  False  

See the Appendix for the Answer Key 

Billing Example: Combined Assessments (HCPCS Code Z6500) 

 

Sample: CMS-1500 Claim Form 
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Individual Assessment Billing  
(Z6200, Z6300 and/or Z6402) 

1. If fewer than three initial assessments are performed, or the initial assessments are not 
performed within four weeks of entry into care, the provider must bill for the actual 
assessments performed using the individual assessment codes. 

True  False  

Sequence of Services 

The sequence for providing the initial assessments (nutrition, health education and 
psychosocial) and the initial pregnancy-related office visit code (Z1032) may be rendered in 
_____ _______ and at ____ ______ during the patient’s care. 

Intervention Services 

The provider must complete the initial assessment within the discipline area (nutrition, health 
education or psychosocial) __________ rendering any intervention services within that 
discipline. 

Exception: Client orientation (Z6400) and/or group perinatal education (Z6412) may be 
rendered before the initial health education assessment is completed. 

See the Appendix for the Answer Key 

Breastfeeding-Related Services 

Nutrition, psychosocial and health education counseling services related to breastfeeding 
are reimbursable using the following codes: 

• Nutrition services: HCPCS codes Z6200 thru Z6208 

• Psychosocial services: HCPCS codes Z6300 thru Z6308 

• Health education services: HCPCS codes Z6400 thru Z6414 
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Reimbursable conditions include, but are not limited to, the following: 

• Breastfeeding education following the CPSP “Steps to Take” guidelines 

• Persistent discomfort to the woman while breastfeeding 

• Infant weight-gain concerns 

• Milk extraction 

• Suck dysfunction of the infant 

Billing Tip: When billing these services to CPSP, the appropriate HCPCS code should be 
entered in the Procedures, Services or Supplies field (Box 24D) of the  
CMS-1500 claim form or the HCPCS/Rate field (Box 44) of the UB-04 claim 
form. 

Treatment Authorization Requests (TAR) 

Additional CPSP Services 

Providers may submit TARs for nutrition, psychosocial or health education services in 
excess of the basic allowances if the provider documents that additional services are 
medically necessary. 

TARs for additional services must be completely filled out and include the following 
information: 

• Amount of time/number of services being requested 

• Anticipated benefit or outcome of additional services 

• Clinical findings of the high-risk factors involved in the pregnancy 

• Description of the services being requested 

• Expected Date of Delivery (EDD) 

• Explanation of why the basic CPSP services will not be sufficient 
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TAR Example for Reimbursement of Excess Services 

 

Sample: Treatment Authorization Request Form
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TARs for FQHCs, RHCs and IHS/MOAs 

TARs are not required for FQHCs, RHCs and IHS/MOAs. Claims for CPSP services 
provided that exceed the basic allowances will not be denied for the absence of a TAR. 
However, FQHCs, RHCs and IHS/MOAs must meet the same documentation requirements 
that would otherwise be necessary to obtain a TAR. This information must be maintained in 
the client’s medical record and be available for review by the Department of Health Care 
Services (DHCS). Required documentation should include: 

• EDD 

• Clinical findings of the high-risk factors 

• Explanation as to why the basic CPSP services are not sufficient 

• Description of services being requested 

• Anticipated benefit or outcome for the additional services, etc. 

Share of Cost (SOC) 

Recipients who choose to participate in the CPSP program and receive CPSP services are 
required to _______ or __________________ their SOC ________ _________ even if the 
obstetrical services are billed globally. 

See the Appendix for the Answer Key 

CPSP Support Services 

Calculating Billing Units 

• CPSP support services are billed in units. One unit equals ____ _________. 

• Fractions of units are calculated as shown below: 

– 00 thru 07 minutes equals 0 units, not billable 

– 08 thru 22 minutes equals 1 unit 

– 23 thru 37 minutes equals 2 units 

– 38 thru 51 minutes equals 3 units, etc. 

• Exceptions: Z6200, Z6300 and Z6402 are billed in 30-minute units. 
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CPSP Billing Codes 

Initial assessments must be rendered prior to billing any follow-up assessments. 

CPSP Billing Codes Table 

Service HCPCS 
Code 

Description Maximum 
Units of 
Service 

Office Visits Z1032 ZL Initial comprehensive pregnancy-related 
office visit performed within 16 weeks of LMP  

1 

Initial 
Comprehensiv
e Services 

Z6500 Initial comprehensive nutrition, psychosocial 
and health education assessments and 
development of care plan; first 30 minutes 
each assessment (total 90 minutes), 
(includes ongoing coordination of care); the 
three assessments must be completed within 
four weeks of the “initial visit” (either the 
pregnancy-related visit or any one of the 
three initial assessments) 

1 

Nutrition 
Services 

Z6200 Initial nutrition assessment and development 
of care plan; first 30 minutes 

1 

Nutrition 
Services 

Z6202 Each subsequent 15 minutes  
(max. 1½ hours) 

6 

Nutrition 
Services 

Z6204 Follow-up antepartum nutrition assessment, 
treatment and/or intervention; individual, 
each 15 minutes (max. 2 hours) 

8 

Nutrition 
Services 

Z6206 Group, per patient, each 15 minutes  
(max. of 3 hours) 

12 

Nutrition 
Services 

Z6208 Postpartum nutritional assessment, 
treatment and/or intervention, including 
development of care plan, individual, each 15 
minutes (max. 1 hour) 

4 

Nutrition 
Services 

S0197 Prenatal vitamin-mineral supplement,  
30-day supply. Restricted to 10 in 9 months.  

10 
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CPSP Billing Codes Table (continued) 

Service HCPCS 
Code 

Description Maximum 
Units of 
Service 

Comprehensive 
Psychosocial 
Services 

Z6300 Initial psychosocial assessment and 
development of care plan; first 30 minutes 

1 

Comprehensive 
Psychosocial 
Services 

Z6302 Each subsequent 15 minutes  
(max. 1½ hours) 

6 

Comprehensive 
Psychosocial 
Services 

Z6304 Follow-up antepartum psychosocial 
assessment, treatment, and/or intervention; 
individual, each 15 minutes (max. 3 hours) 

12 

Comprehensive 
Psychosocial 
Services 

Z6306 Follow-up antepartum psychosocial 
assessment, treatment and/or intervention, 
group, per patient, each 15 minutes  
(max. 4 hours) 

16 

Comprehensive 
Psychosocial 
Services 

Z6308 Postpartum psychosocial assessment, 
treatment, and/or intervention, including 
development of care plan, individual, each 
15 minutes (max. 1½ hours) 

6 
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CPSP Billing Codes Table (continued) 

Service HCPCS 
Code 

Description Maximum 
Units of 
Service 

Comprehensive 
Health Education 
Services 

Z6400 Client orientation (health education) each  
15 minutes (max. 2 hours) 

8 

Comprehensive 
Health Education 
Services 

Z6402 Initial health education assessment and 
development of care plan, first 30 minutes 

1 

Comprehensive 
Health Education 
Services 

Z6404 Initial health education assessment and 
development of care plan, each subsequent 
15 minutes (max. 2 hours) 

8 

Comprehensive 
Health Education 
Services 

Z6406 Follow-up antepartum health education 
assessment, treatment, and/or intervention, 
individual, each 15 minutes (max. 2 hours) 

8 

Comprehensive 
Health Education 
Services 

Z6408 Follow-up antepartum health education 
assessment, treatment, and/or intervention, 
group, per patient, each 15 minutes  
(max. 2 hours) 

8 

Comprehensive 
Health Education 
Services 

Z6410 Perinatal education, individual, each  
15 minutes (max. 4 hours) 

16 

Comprehensive 
Health Education 
Services 

Z6412 Perinatal education group per patient, each 
15 minutes (max. 16 units per day) 72 units 
per pregnancy 

16 per 
day 

Comprehensive 
Health Education 
Services 

Z6414 Postpartum health education assessment, 
treatment and/or intervention, including 
development of care plan, individual, each 
15 minutes (max. 1 hour) 

4 
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Billing Code Summary 

Patient Billing 
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FQHC/RHC/IHS-MOA Billing Code Summary 

RHC/FQHC billing codes: 

Straight Medi-Cal and Emergency/Pregnancy only –  Revenue Code: 0521 and HCPCS 
Code T1015 

Medi-Cal Managed Care billing codes: 

Revenue Code 0521 and HCPCS Code T1015 SE 

IHS-MOA billing codes: 

Straight Medi-Cal and Emergency/Pregnancy only –  Revenue Code: 0520 and HCPCS 
Code T1015 

Note: IHS-MOA provider type does not bill for the managed care wrap as of August 2018 
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Special Appendix 

HIPAA-Compliant CPSP Billing Code Conversions 

DHCS will discontinue the use of current Medi-Cal interim codes Z1032, Z6200, Z6202, 
Z6204, Z6206, Z6208, Z6210, Z6300, Z6302, Z6304, Z6308, Z6400, Z6402, Z6404, Z6408, 
Z6410, Z6412, Z6414 and Z6500 for CPSP services. These interim codes will be replaced 
by HIPAA-compliant codes and HCPCS code modifiers to comply with the provisions of 
HIPAA of 1996, Public Law 104-91, Code of Federal Regulations, Title 45, Part 162.1000. 
Watch for these code and effective date changes in the monthly Medi-Cal provider bulletins 
and NewsFlash articles. 
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Resource Information 

References 

The following reference materials provide Medi-Cal billing and policy information. 

Provider Manual Reference 

Part 2 

Indian Health Services (IHS), Memorandum of Agreement (MOA) 638, Clinics (ind health) 

Indian Health Services (IHS), Memorandum of Agreement (MOA) 638, Clinics: Billing Codes 
(ind health cd) 

Pregnancy: Comprehensive Perinatal Services Program (CPSP) (preg com) 

Pregnancy: Comprehensive Perinatal Services Program (CPSP) Billing  
Examples – CMS-1500 (preg com exc) 

Pregnancy: Comprehensive Perinatal Services Program (CPSP) Billing  
Examples – UB-04 (preg com exu) 

Comprehensive Perinatal Services Programs (CPSP) List of Billing Codes (preg com lis) 

Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs) (rural) 

Other References 

CPSP website: (www.cdph.ca.gov/Programs/CFH/DMCAH/Pages/default) 

Note: For a list of CPSP Perinatal Services Coordinators (PSCs), click “Contact your Local 
Coordinator” under “Providers.” 
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Family Planning, Access, Care 
& Treatment (Family PACT) 
Program Eligibility 

Introduction 

Purpose 

The purpose of this module is to provide participants with an overview of the administrative 
functions of the Family Planning, Access, Care and Treatment (Family PACT) Program. 

Module Objectives 

• Identify eligible Family PACT provider types 

• Clarify Family PACT Program policies 

• Review client eligibility criteria 

• Explain the importance of the Health Access Programs Family PACT Program Client 
Eligibility Certification (CEC) form (DHCS 4461) 

• Discuss the Health Access Programs Family PACT Program Retroactive Eligibility 
Certification (REC) form (DHCS 4001) 

• Highlight Health Access Program (HAP) cards and activation options 

Acronyms 

A list of current acronyms is in the Appendix section of each complete workbook. 
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Family PACT Overview 

The Family PACT Program is designed to assist individuals who have a medical necessity 
for family planning services. The overall goal of the Family PACT Program is to ensure that 
low-income women and men have access to health information, counseling and family 
planning services to reduce the likelihood of unintended pregnancies and to allow clients to 
establish the number and spacing of their children, as well as maintain optimal reproductive 
health. 

The Office of Family Planning (OFP) administers the Family PACT Program. Family PACT is 
a comprehensive program because it includes family planning and family planning-related 
services together with client-centered health education and counseling. Family PACT serves 
approximately 1 million eligible women and men through both public and private providers. 

Family PACT Program 

Provider Enrollment 

Eligible providers are licensed/certified medical personnel with family planning skills, 
competency and knowledge who provide the full range of services covered by the program, 
as long as these services are within the provider’s scope of licensure and practice. Clinical 
providers electing to participate in the Family PACT Program must be enrolled Medi-Cal 
providers in good standing. Eligible providers applying for enrollment must provide the scope 
of comprehensive family planning services, either directly or by referral, consistent with 
Family PACT Standards. In addition, providers agree to abide by program policies and 
administrative practices. 
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Solo providers, group providers or primary care clinics are eligible to apply for enrollment in 
the Family PACT Program if they currently have a National Provider Identifier (NPI) and are 
enrolled in Medi-Cal in good standing. An Affiliate Primary Care Clinic’s (APCC) enrollment 
in the Family PACT Program is dictated by Welfare and Institutions Code (W&I Code), 
Section 24005(t) (1) and (2). Intermittent clinics and mobile clinics must apply for enrollment 
in the Family PACT Program using their organization NPI. The organizational NPI must be 
enrolled in Medi-Cal in good standing. 

Anesthesiologists, laboratories, pharmacies and radiologists who are enrolled as Medi-Cal 
providers are not required to enroll in the Family PACT Program. 

Providers electing to enroll into the Family PACT Program must submit a completed Family 
PACT Provider Application (DHCS 4468) application to the Office of Family Planning. This is 
the first form in the application process. Providers will receive additional forms after approval 
of the DHCS 4468. The complete Family PACT program application packet contains the 
following forms: 

• Family PACT Provider Application (DHCS 4468) 

• Family PACT Program Provider Agreement (DHCS 4469) 

• Family PACT Program Practitioner Participation Agreement (DHCS 4470) 

The DHCS 4468 is available for download on the Family PACT website or the DHCS Forms, 
Laws & Publications web page. 

Non-Physician Medical Practitioners (NMPs) employed by a Medi-Cal provider who are 
applying to enroll in the Family PACT Program and who will be delivering Family PACT 
services, must be identified on the DHCS 4468 form and complete a DHCS 4470 form. The 
DHCS 4470 is not required to be completed by an APCC, nonprofit community clinic or 
Primary Care Clinics (PCC), Federally Qualified Health Center (FQHC), Rural Health Clinic 
(RHC), or Indian Health Services Memorandum of Agreement (IHS-MOA) 638, Clinics. 
NMPs eligible to participate in the Family PACT Program include Nurse Practitioners (NPs), 
Physician Assistants (PAs) and Certified Nurse Midwives (CNMs). 

All forms must be completed, signed and returned to the program before enrollment is 
approved. 

http://www.familypact.org/
http://www.dhcs.ca.gov/formsandpubs/Pages/default.aspx
http://www.dhcs.ca.gov/formsandpubs/Pages/default.aspx
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Provisional Enrollment 

Family PACT provider applicants, new provider locations and/or Family PACT provider 
applicants recertifying their enrollment, will be provisionally certified for enrollment in the 
Family PACT Program after the provider is enrolled in the Family PACT Program and until 
an eligible representative completes a legislatively mandated Provider Orientation as 
determined by DHCS. The Provider Orientation must be completed within six months of the 
date of initial Family PACT enrollment for the provisional certification to be lifted. Failure to 
complete the orientation within six months will result in disenrollment. A provider who has 
been previously disenrolled for this reason may re-enroll in the Family PACT Program but 
will not be granted provisional enrollment. 

Each provider location is required to be certified for enrollment in the Family PACT Program. 
Each provider location must designate one eligible representative to be the site certifier. The 
site certifier cannot certify multiple sites. The Medical Director (MD), Certified Nurse 
Practitioner (CNP) or CNM responsible for overseeing the family planning services rendered 
at the location to be enrolled is eligible to certify the site. 

The site certifier must complete all required Provider Orientation trainings as determined by 
DHCS. The site certifier must ensure that all clinical personnel rendering services on behalf 
of the Family PACT program have completed OFP required trainings. 

Provider Orientation 

Medi-Cal providers applying to become a Family PACT provider are required to attend a 
Provider Orientation per W&I Code, section 24005(k). The Provider Orientation training is 
delivered online and in person. The training includes information on comprehensive family 
planning, family planning-related services, program benefits and services, client eligibility, 
provider responsibilities and compliance. 

New site certifiers and/or rendering providers administering the Family PACT Program must 
complete the Provider Orientation trainings within 60 days of hire. 

Provider Orientation details and registration information is posted on the Family PACT 
Learning Management System (LMS) at www.ofpregistration.org or contact Family PACT at 
(916) 650-0414. 

Please contact the OFP by phone at (916) 650-0414 or by email at 
ProviderServices@dhcs.ca.gov if you have any questions regarding the orientation process. 
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Provider Responsibility for Client Eligibility Determination 

Through the Family PACT provider enrollment process, the Family PACT provider accepts 
the responsibility for appropriate onsite determination of eligible clients according to program 
guidelines and administrative practices. Only enrolled Family PACT Program providers may 
determine client eligibility and enroll Family PACT clients. Medi-Cal pharmacies and 
laboratories may not perform eligibility determination or enroll clients. 

Automated Eligibility System Guidelines 

Providers with automated systems for determining eligibility for multiple recipient programs 
must obtain approval from the Office of Family Planning (OFP) to ensure that all required 
information is obtained to verify eligibility for Family PACT, including confirmation that the 
client has been provided all of the information and notices that are included on the CEC form 
(DHCS 4461) and REC form (DHCS 4001) if applicable. Requests must be made on 
provider or clinic letterhead and must include the NPI, the service site address and the 
provider owner’s signature. Mail to: 

Department of Health Care Services 
Office of Family Planning 
MS 8400 
P.O. Box 997413 
Sacramento, CA  95899-7413 

Eligibility Period 

Family PACT Program eligibility begins the date the client is certified by the Family PACT 
provider as meeting the eligibility requirements and the Health Access Programs (HAP) card 
is activated. Family PACT clients are certified for the program for a maximum of 12 months 
or until the client’s eligibility status changes. Certification for 12 months represents 365 days. 
A new Health Access Programs Client Eligibility Certification (CEC) form (DHCS 4461) must 
be completed in person on an annual basis for the client to continue to be enrolled if the 
client continues to meet all eligibility criteria. Family PACT must not be billed for services 
provided prior to the date of a client’s certification. 

Affirming Eligibility Each Visit 

A provider or designee must affirm client eligibility at each visit. A client’s income, family size 
and health insurance status must be reaffirmed. If there is a change in any information listed 
on the CEC form (DHCS 4461), the provider must make the updates in the HAP system. 
Whenever a client is determined to be no longer eligible for Family PACT, providers must 
deactivate the HAP card and advise the client of ineligibility. 
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Eligibility Requirements for BCCTP Applicants 

Breast and Cervical Cancer Treatment Program (BCCTP) applicants must be denied  
full-scope Medi-Cal prior to the final BCCTP eligibility determination. Applying for Medi-Cal is 
a BCCTP eligibility requirement. Every Woman Counts (EWC) and Family PACT 
beneficiaries found to have a qualifying diagnosis, who have not applied to Medi-Cal within 
the last 30 days, should be instructed to apply for Medi-Cal. 

Applicants eligible for Medi-Cal will not be enrolled into BCCTP. This requirement includes 
applicants who may not otherwise be eligible for full-scope Medi-Cal, such as undocumented 
individuals. Providers can continue to enroll qualified beneficiaries into BCCTP; they will 
remain in the BCCTP initial aid code until the Medi-Cal eligibility decision is completed by 
the county. 

Note: Family PACT clients found to have a qualifying diagnosis, who have not applied to 
Medi-Cal within the last 30 days, should be instructed to apply for Medi-Cal. Family 
PACT Providers are required per Welfare and Institutions Code (W&I Code), Section 
24005(u), providers or the enrolling entity shall make available to all applicants, prior 
to or concurrent with enrollment, information on the manner in which to apply for 
insurance affordability programs. The CEC form has been updated to include an 
acknowledgement line for the applicant to confirm that they received information 
about insurance affordability programs. 
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Client Eligibility Determination 

To be eligible for Family PACT benefits, clients must meet all of the following criteria: 

1. Be a Resident of California 

The client must be a resident of California. 

2. Have a Total Taxable Family Income at or Below 200 Percent of the Federal Poverty 
Guidelines 

• The client must have a total taxable family income at or below 200 percent of the 
federal poverty guidelines. The client’s self-declaration must be accepted without 
further verification. 

• The “basic family unit” must be taken into account when determining family size. The 
“basic family unit” consists of the applicant, spouse (including common-law) and minor 
children, if any, related by blood, marriage, or adoption, and residing in the same 
household. 

• Adults 18 years of age or older, other than spouses, residing together are considered a 
separate family. This applies to the parents of an adult client, adults living with their 
parents, unless the parents claim the adult child as a tax dependent. If this is the case 
and the client, an applicant is claimed as a tax dependent by the client’s applicant’s 
spouse or parents, the client’s applicant’s basic family unit includes the client, 
applicant’s spouse if living together, the tax filer and the tax filer’s other tax 
dependents. 

• The federal poverty guidelines are updated annually by the federal government. 
Providers are notified of annual changes in the Family PACT Update Bulletin. 

More information regarding the determination of family size can be found in the Client 
Eligibility section of the Family PACT Policies, Procedures and Billing Instructions (PPBI) 
provider manual. 

Note: The state of California recognizes “common-law” marriages established in other 
states (where common-law marriages are legally recognized) but does not recognize 
common-law marriages occurring in California for the purposes of eligibility 
determination. 
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3. No Other Health Coverage 

The client must have no other source of health care coverage for family planning 
services, or meet the criteria specified below for eligibility with Other Health Coverage 
(OHC). 

• OHC does not cover any family planning contraceptive methods. 

• Client is a student who has no health care coverage for any contraceptive methods. 
Seeking a specific method or brand of birth control not offered by OHC is not a 
criterion for Family PACT eligibility. 

• OHC requires an annual deductible that the client is unable to meet on the date of 
service. 

• Clients with barrier to access. A barrier to access is when a client’s OHC does not 
ensure provision of family planning services to a client without his or her spouse, 
partner or parents being notified or informed. 

• Client has a Medi-Cal unmet Share of Cost (SOC) on the date of service. 

• Client has limited scope Medi-Cal that does not cover family planning 

4. Have a Medical Necessity for Family Planning Services 

• The client must have a medical necessity for family planning services 

Clients Enrolled in Medi-Cal Managed Care 

For members who are enrolled in Medi-Cal Managed Care and who are seeking family 
planning care outside of a designated health plan, the health plans are required to reimburse 
out-of-plan providers for covered clinical, laboratory and pharmacy services. Family PACT 
providers should serve Medi-Cal Managed Care clients and then bill the Managed Care 
health plan rather than enrolling clients into Family PACT. 
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Income Eligibility Guidelines 

The federal poverty guidelines are published annually by the federal government. Providers 
are to use the following income eligibility guidelines when determining client eligibility. 
Providers are notified of annual changes in the Family PACT Update Bulletin. Providers 
should disregard all previous income eligibility guideline charts. 

Family PACT Income Eligibility Guidelines 
200 Percent of the 2021 Federal Poverty Guidelines 

Effective April 1, 2022 

Number of Persons in 
Family/Household 

Monthly Income Annual Income 

1 $2,265 $27,180 

2 $3,052 $36,620 

3 $3,838 $46,060 

4 $4,625 $55,500 

5 $5,412 $64,940 

6 $6,198 $74,380 

7 $6,985 $83,820 

8 $7,772 $93,260 

For each additional member, add: $787 $9,440 
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Clients with Benefits Identification Cards (BICs) 

If a client has a Benefits Identification Card (BIC), the provider must determine if the client is 
eligible for Medi-Cal family planning benefits on the date of service and if the client has met 
any required Share of Cost (SOC). Clients who have met their SOC and have no barrier to 
access, should not be enrolled into Family PACT. 

Note: These BIC cards are valid. 

  

  

Sample: BIC cards 
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Client Eligibility Guide 

The following table assists providers in determining client eligibility. For more information, 
refer to the Client Eligibility (client elig) section in the PPBI. 

Client Information Family 
PACT 

Eligibility 

Action Taken 

Client has full-scope Medi-Cal with no 
Share of Cost (SOC). 

No No activation – Bill to  
Medi-Cal 

Client has Medi-Cal with an unmet SOC. Yes Issue and activate HAP card 

Client has Medi-Cal with an unmet SOC 
and requests confidentiality because a 
barrier to access exists. 

Yes Issue and activate HAP card 

Client has restricted services Medi-Cal (no 
coverage of contraceptive methods). 

Yes Issue and activate HAP card  

Client has OHC (covers contraceptive 
methods) with no deductible. 

No No activation – Bill 
insurance 

Client has OHC, including Medi-Cal  
fee-for-service and Medi-Cal managed care 
(covers contraceptive methods), without 
deductible, but a barrier to access exists. 

Yes Issue and activate HAP card  

Client has OHC (covers contraceptive 
methods) with an unmet deductible.  

Yes Issue and activate HAP card  

Client has no health care coverage. Yes Issue and activate HAP card 

Client is enrolled in Medi-Cal managed care 
but requests out-of-plan family planning 
services. 

No No activation – provide 
services, bill fee-for-service 
to plan  

Note: See “Eligible Clients with Other Health Coverage (OHC)” section for more 
information. 
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Family PACT Program Standards 

Program Standards are the program framework and parameters for expected provider 
performance, service delivery and quality improvement. The standards are subdivided by the 
following service areas of the program including: 

Informed Consent 

Informed consent shall include client participation in the process of eligibility determination 
as well as onsite enrollment in the Family PACT program. Notwithstanding any other 
provision of law, the provision of family planning services does not require the consent of 
anyone other than the person who is to receive services. In determining eligibility for minors, 
the State will exclude parental income. Minors may apply for family planning services based 
on their need for these services, without parental consent, according to California Family 
Code, Section 6925(a) and W&I Code, Section 24003(b). 

If a client is 17 years of age or younger, the client is considered a minor. A minor who is  
12 years of age or older may consent to medical care related to the diagnosis and/or 
treatment of sexually transmitted infections (STIs) according to California Family Code, 
Section 6926. 

Confidentiality 

All information about personal facts obtained by the provider shall be treated as privileged 
communications, shall be held confidential, and shall not be disclosed without the client’s 
written consent, except as required by law or if necessary to provide emergency services to 
the client or by the Department of Health Care Services (DHCS) to administer the Family 
PACT program. 

Cultural and Linguistic Competency 

All services shall be provided in a culturally sensitive manner and communicated in a 
language understood by the client. 

Access to Care 

All services shall be provided to eligible clients without bias based upon gender, sexual 
orientation, age (except for sterilization), race, marital status, parity or disability. 

A barrier to access is when a client’s OHC does not ensure provision of services to a client 
without his or her parent, partner or spouse being notified or informed. For clients who 
indicate on the CEC form (DHCS 4461) that their concern of a partner, spouse or parent 
learning about their family planning appointment may keep them from using their OHC, there 
is a barrier to access, and the clients are eligible for Family PACT benefits if they meet all 
other eligibility criteria.
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Availability of Covered Services 

Only licensed personnel with family planning skills, knowledge and competency may provide 
the full range of family planning medical services covered under Family PACT in accordance 
with W&I Code, Section 24005(b). Clinical providers electing to participate in the Family 
PACT program shall provide the full scope of family planning, education, counseling and 
medical services specified by Family PACT, either directly or by referral. 

Clinical and Preventive Services 

Clinicians providing care to Family PACT clients shall practice evidence-based medicine 
using nationally recognized clinical practice guidelines. The Family PACT program provides 
family planning and family planning-related services to eligible women and men when the 
care is provided coincident to a visit for the management of a family planning method. 

Family Planning Services: 

• Contraceptive services for women and men 

• Limited fertility services 

• Specified reproductive health screening tests 

Family Planning-Related Services: 

• Cervical Cancer Screening 

• Management of STIs 

• Management of Urinary Tract Infections (UTI) 

• Management of Cervical Abnormalities and Pre-invasive Cervical Lesions 
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Education and Counseling Services 

Client-centered health education and counseling is considered integral to Family PACT and 
must be incorporated throughout the family planning visit. Regardless of the type of visit, 
provision of reproductive health education and counseling is required for all Family PACT 
clients including: 

• A practice setting that is appropriate for discussion of sensitive topics 

• Ongoing individualized client assessment and focused communication 

• Topics and behaviors that promote personal choice, risk reduction and optimal 
reproductive health practices 

For additional information on Program Standards, refer to the Program Standards  
(prog stand) section of the PPBI. 

Eligibility Certification Process 

Client Eligibility Form 

Effective May 3, 2021, the Health Access Programs client enrollment system for the Family 
PACT Program has been updated. As a result, the CEC form (DHCS 4461) and REC form 
(DHCS 4001) have also been updated. Previous versions of the Family PACT eligibility 
forms should not be used on or after May 3, 2021. 

Effective May 3, 2021, the Health Access Programs client enrollment system for the Family 
PACT Program has been updated. As a result, the CEC form (DHCS 4461) and REC form 
(DHCS 4001) have also been updated. Previous versions of the Family PACT eligibility 
forms should not be used on or after May 3, 2021. 

Links to the forms can be found on the Medi-Cal Provider Forms web page under the Family 
PACT drop-down menu and on the Family PACT Forms web page. 

The CEC form (DHCS 4461) is a legal document that is used to certify a client as eligible for 
Family PACT. 

The CEC form is available in both English and Spanish and can be downloaded from the 
Forms page on the Family PACT Forms web page or the DHCS Forms web page. 

These are official DHCS forms and must be reproduced without alteration and must not be 
pre-populated. The signed hard copy CEC form must be kept on file for three years. 

These forms can be stored either electronically or by hard copy. 

If a client was previously determined ineligible and returns to a Family PACT provider for an 
enrollment, new CEC form (DHCS 4461) must be completed to determine eligibility. If the 
client is eligible, the provider must update any changes in the HAP system using the prior 
HAP card number, if applicable. 

https://files.medi-cal.ca.gov/pubsdoco/forms.aspx
https://familypact.org/providers/forms/
https://familypact.org/providers/forms/
https://www.dhcs.ca.gov/formsandpubs/forms/Pages/Index-DHCS4000.aspx
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The HAP client enrollment system has added the following data elements: 

• Address, Apartment, City, State and Address Type. 

• Marital Status. 

• Race/Ethnicity Codes Expanded. 

• Updated Language Codes. 

• Contact information. 

Family PACT will also begin to collect sexual orientation and gender identity (SOGI) data 
pursuant to Assembly Bill (AB) 959: Lesbian, Gay, Bisexual, and Transgender Disparities 
Reduction Act (Chiu,) 2015). AB 959 requires DHCS to collect voluntary self-identification 
information pertaining to SOGI in the regular course of collecting other types of demographic 
data. 

The HAP client enrollment system has removed the following data elements: 

• Number of Live Births. 

• Place of Birth. 

• State of Birth Codes. 

• Country of Birth Codes. 

• First Name, Middle Name and Last Name at Birth. 

• Mother’s First Name at Birth. 

• Current Name Same as Name at Birth. 
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Client Eligibility Certification (CEC) Form (DHCS 4461) 

 

Figure 1: CEC form (DHCS 4461) page 1 of 7. 
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Figure 2: CEC form (DHCS 4461) form page 2 of 7. 
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Figure 3: CEC form (DHCS 4461) form page 3 of 7. 
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Figure 4: CEC form (DHCS 4461) form page 4 of 7. 
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Figure 5: CEC form (DHCS 4461) form page 5 of 7. 
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Figure 6: CEC form (DHCS 4461) form page 6 of 7. 
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Figure 7: CEC form (DHCS 4461) form page 7 of 7. 
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Client Eligibility Certification Codes 

The Family PACT Program Client Eligibility Certification Codes table is used to complete 
specific items on the CEC form (DHCS 4461). Accurately entering the corresponding code is 
necessary when activating eligibility, updating HAP records or recertifying client eligibility. 

 

Figure 8: Client Eligibility Certification Codes Table. 
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Retroactive Eligibility 

Once a client is certified as eligible for the Family PACT program, the provider should ask 
the client if she or he has received Family PACT covered family planning and/or 
reproductive health services during the three-month period prior to the month the client 
enrolled in the Family PACT program. If the client indicates yes, the provider will give the 
client retroactive eligibility information and the REC form (DHCS 4001) for completion. The 
Family PACT provider determines if the client was eligible for services during the prior  
three-month period. 

Retroactive eligibility is determined separately for each of the three calendar months 
preceding the month of certification. Eligibility is for the entire month. For example, if 
retroactive eligibility is determined for a client on April 15, 2021, the client may be eligible 
back to January 1, 2021. 

Note: Only the client is responsible for claim submission. 

For more information or to file a claim, the client may call the Beneficiary Service  
Center – Family PACT at (916) 403-2007 TDD: (916) 635-6491. 
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Accessing Family PACT Forms 

Open an internet browser, type www.medi-cal.ca.gov in the address bar and press enter. 

Note: New tabs have been added to the Medi-Cal Providers website for the visually 
impaired. Click on Settings in the top right corner for the options to appear. 

1. From the Providers tab on the Medi-Cal Providers home page, select Publications. 

 

Figure 9: Medi-Cal Providers drop-down menu. 
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2. From within Featured Links, select Forms to view and download. 

 

Figure 10: The Forms link can be found under Featured Links. 
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3. Select Family PACT to view and download the available Family PACT forms. 

• Family PACT Provider enrollment forms. 

• Application to participate in the Family PACT Program (DHCS 4468). 

• CEC form (DHCS 4461) and REC form (DHCS 4001) forms. 

 

Figure 11: Family PACT forms can be found on the Forms page. 

Note: Family PACT forms are also available for download from the Family PACT website 
and the DHCS website. 

 

https://familypact.org/providers/forms/
https://www.dhcs.ca.gov/formsandpubs/forms/Pages/Index-DHCS4000.aspx
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HAP Card 

  

Sample: HAP Initial Teal Card 

Replacement Card 

  

Sample: HAP Replacement Teal Card 

HAP Card Terms and Conditions 

The HAP card must be issued and activated at the time a client is enrolled. Activation must 
be on the date of service for new clients. Eligibility extends for 365 days and must be 
recertified annually. Clients who possess a HAP card may present their HAP card to any 
Family PACT provider in California. 

HAP card issuance and activation must occur exclusively at the service site (enrolled 
address) represented by the enrolled Family PACT provider’s NPI to whom the sequential 
cards were distributed. HAP cards may not be provided or activated at health fairs, outreach 
events or anywhere other than the assigned site in which the cards were requested and 
distributed. Failure to adhere to this policy will result in disenrollment from Family PACT. 
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Replacement Card 

If the client loses their HAP card, attempt to contact the previous Family PACT provider for 
the HAP card number. Family PACT providers must maintain a record of the original HAP 
card number issued to each client. Do not issue another pre-numbered HAP card. Providers 
must write the client’s name and original HAP number from the client’s CEC form onto a 
blank replacement card. Family PACT tracks blank cards issued to a provider. 

HAP Card Distribution 

All new providers are issued 200 pre-numbered, sequential HAP cards and 50 blank 
replacement cards. HAP cards shall be distributed only to provider locations enrolled in the 
Family PACT program. 

Additional HAP Cards 

The Office of Family Planning (OFP) reviews all requests for additional HAP cards, and the 
number of additional cards approved will be on a case-by-case basis. Additional HAP cards 
may be requested by calling the Telephone Service Center (TSC) at 1-800-541-5555. 

Lost or Stolen Card 

Providers are responsible for the safekeeping of the HAP cards and must store them 
securely. OFP tracks sequential cards by activation and date of service. Cards issued and 
activated are traced and will determine the ability of a provider to receive additional cards 
when requested. Lost or stolen HAP cards must be reported immediately to the TSC at  
1-800-541-5555. 

Unused HAP Cards 

Unused HAP cards must be returned to the Fiscal Intermediary (FI) at the time of voluntary 
or involuntary disenrollment from Family PACT. Unused cards must be packaged with a 
cover letter, including the provider number or National Provider Identifier (NPI) used to order 
the cards, and returned by UPS to the FI at: 

California MMIS Fiscal Intermediary 
Attn: Print and Distribution Center 
830 Stillwater Road 
West Sacramento, CA  95605
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Accessing Medi-Cal’s HAP Eligibility System 

1. From the Providers drop-down menu, select Transactions. 

 

Figure 12: Medi-Cal Providers tab drop-down menu. 

2. Enter your credentials and select Login. 

 

Figure 13: Medi-Cal Transactions Login Page. 
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3. Once logged into Transaction Services, navigate to the Enrollment section and select 
Family PACT. 

 

Figure 14: Medi-Cal Transaction Services. 

4. Select a Family PACT transaction from the available option buttons. Enter a valid HAP ID 
and the Date of Birth for all transactions. Select the Submit button. 

 

Figure 15: Family PACT transactions menu. 
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HAP Client Eligibility System  

Providers use the HAP onsite client enrollment system for certifying clients as eligible and 
for activating the clients’ s HAP card. Effective March 1, 2021, Family PACT Program 
providers will no longer be able to use the telephone Automated Eligibility Verification 
System (AEVS) to verify client eligibility. AEVS is an interactive voice (IVR) response system 
accessed through a touch-tone telephone. 

Providers with a valid provider number (NPI) and Provider Identification Number (PIN) will 
continue to perform eligibility transactions through Transaction Services on the Medi-Cal 
Provider website: www.medi-cal.ca.gov. 

The HAP system allows providers and/or designees to perform the following functions: 

Activate, Inquire, Update, Recertify and Deactivate. 

HAP Card Activation 

The HAP card must be issued and activated immediately upon certification of eligibility using 
the internet transaction screen. Failure to activate the card will result in denial of payments 
to providers, laboratories and pharmacies. Providers who neglect to activate a card upon 
certification of a client are responsible for covered services rendered or ordered by a 
pharmacy, laboratory, or clinical providers to whom the client is referred. Providers will not 
receive reimbursement until the HAP card is activated. Clients must not be charged for 
Family PACT services after certification is complete. 
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HAP Card Deactivation 

When it is determined that a client is no longer eligible for Family PACT services, the 
provider must deactivate the HAP card and advise the client of ineligibility. Providers should 
select the appropriate “deactivation” option using the internet transaction screen, indicate the 
reason for deactivation using the deactivation code, and refrain from billing Family PACT for 
services. 

Deactivation Codes Table 

Code Description 

01 Not a resident of California 

02 Over 200 percent of the poverty level guidelines 

03 Sterilized, no longer contracepting 

04 Health insurance coverage for Family Planning Services 

05 Full-scope Medi-Cal (does not have an unmet SOC) 

06 Permanent deactivation of HAP card (lost/stolen) 

Additional Information for Sterilization and Pregnancy Deactivation 
Codes 

Permanent Sterilization (Code 03) 

Clients who undergo permanent sterilization are no longer eligible for Family PACT services 
and the HAP card must be deactivated using deactivation code 03. 

Pregnancy (Code 05) 

If the client is determined to be pregnant, the client is no longer eligible for Family PACT 
services. The HAP card should be deactivated using deactivation code 05 on the day 
following the visit at which the diagnosis of pregnancy was determined. The HAP card may 
be retained in the client’s file for future use by the client. 

Note: Do not deactivate the client’s HAP card until the end of the designated  
post-operative period; earlier deactivation can occur if the clinician determines that 
the client is no longer at risk for pregnancy or causing pregnancy. 
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Knowledge Review 

1. Retroactive eligibility may be offered to all Family PACT clients. ____________ 

a. True 

b. False 

2. Clients must be recertified how often? __________________________ 

a. Every time they choose a new provider 

b. Every year 

c. Every six months 

3. Clients must report any changes pertinent to their eligibility status such as? 
____________________ 

a. Family size/income 

b. California residency 

c. Health insurance coverage changes 

d. All of the above 

4. Can providers obtain signatures and store CEC/RECs electronically. ____________ 

a. True 

b. False 

5. Providers must maintain the completed CEC form in the client’s medical record for a 
period of: ___________________ 

a. One year 

b. At least four years 

c. Three years 

6. The provider determines the total family size and total taxable monthly income based on 
information provided by the client. _____________ 

a. True 

b. False 
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7. Clients who have been determined ineligible for Family PACT services must be offered a 
copy of the completed CEC form, which includes a “Fair Hearing Rights” notification. 
_____________ 

a. True 

b. False 

8. Failure to adequately certify the client or to sign and date the CEC form may result in the 
provider being disenrolled. _____________ 

a. True 

b. False 

9. A client may have more than one HAP card activated at any given time. ___________ 

a. True 

b. False 

10. Providers must remember to clarify accessing services for reasons of “barrier to access” 
with all clients prior to completing the CEC form. _____________ 

a. True 

b. False 

See the Appendix for the Answer Key 
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Resource Information 

References 

The following reference materials provide Family PACT Program and eligibility information. 

Provider Manual References 

Family PACT Policies, Procedures and Billing Instructions (PPBI) Manual Sections 
and Forms 

Client Eligibility (client elig) 

Family PACT Program Overview (fam) 

Health Access Programs (HAP) Cards (hap cards) 

Health Access Programs Family PACT Program Client Eligibility Certification (CEC) form 
(DHCS 4461) 

Health Access Programs Family PACT Program Retroactive Eligibility Certification (REC) 
form (DHCS 4001) 

Program Standards (prog stand) 

Provider Enrollment (prov enroll) 

Provider Responsibilities (prov res) 

Bulletins 

Family PACT Update 

Medi-Cal Update 

Other References 

Family PACT website 

Medi-Cal Providers website 

https://familypact.org/
https://www.medi-cal.ca.gov/
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Family Planning, Access, Care 
& Treatment (Family PACT) 
Billing 

Introduction 

Purpose 

The purpose of this module is to provide participants with an overview of Family Planning, 
Access, Care and Treatment (Family PACT) Program. Family PACT is California’s 
innovative approach to providing comprehensive family planning to low-income women and 
men. 

Module Objectives 

• Identify Family PACT categories of services 

• Review Family PACT approved contraceptive methods 

• Provide list of family planning and family planning-related ICD-10-CM diagnosis codes 

• Detail the requirements for Family PACT complications services and Treatment 
Authorization Requests (TARs) 

• Clarify Family PACT excluded services 

• Discuss evaluation and management/education and counseling services 

• Review sterilization policy and the Sterilization Consent Form (PM 330) 

• Detail claim documentation requirements for dispensing drugs and supplies 

• Feature a case study and claim example 

Acronyms 

A list of current acronyms is located in the Appendix section of each complete workbook. 
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Family PACT Overview 

The Family PACT Program is designed to assist individuals who have a medical necessity 
for family planning services. The overall goal of the Family PACT Program is to ensure that 
low-income women and men have access to health information, counseling and family 
planning services to reduce the likelihood of unintended pregnancy and to allow clients to 
establish the number and spacing of their children, as well as maintain optimal reproductive 
health. 

The Office of Family Planning (OFP) administers the Family PACT Program. Family PACT is 
a comprehensive program because it includes family planning and family planning-related 
services together with client-centered health education and counseling. Family PACT serves 
approximately 1 million eligible women and men through both public and private providers. 

Family PACT Program Standards 

The Family PACT Standards are designed as minimum quality improvement requirements 
for providers and provider organizations, serving as the basic framework of the program. 
The seven standards address: 

• Informed consent 

• Confidentiality 

• Cultural and linguistic competency 

• Access to care 

• Availability of covered services 

• Clinical and preventive services 

• Education and counseling services 

Federal Regulation and Program Services 

Section 2303 (a)(3) of the Patient Protection and Affordable Care Act (ACA), specifies that 
benefits of the federally supported state family planning programs are limited to “family 
planning services and supplies” as well as family planning-related services such as “medical 
diagnosis and treatment services that are provided pursuant to family planning service in a 
family planning setting.” 
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Family Planning Services 

Family planning services are those relevant to the use of contraceptive methods and include 
specified reproductive health screening tests. These include the U.S. Food and Drug 
Administration (FDA) approved contraceptive methods, emergency contraceptives, office 
visits and interventions for the management of complications that arise from the use of 
covered contraceptive methods. 

Family Planning-Related Services 

Family planning-related services include diagnosis and treatment of specified sexually 
transmitted infections (STIs) when provided pursuant or coincident to a family planning 
service. 

The Family PACT Program covers testing, diagnosis and treatment of specified STIs during 
the initial family planning visit as long as family planning services are provided. STI services 
are also available at subsequent visits, regardless of the initial purpose of the visit. 

Family PACT Program covers urinary tract infections (UTIs) and screening for cervical 
cancer and pre-invasive cervical lesions for women when the care is provided coincident to 
a visit for the management of a family planning method. 

Telehealth Policy 

For dates of service on or after July 1, 2019, telehealth services policy was updated 
pursuant to Assembly Bill 415 (Logue, Chapter 547, Statutes of 2011), known as the 
Telehealth Advancement Act of 2011. Services may be provided via a telehealth modality if 
all the following are satisfied: 

• The treating health care provider at the distant site believes the services provided are 
clinically appropriate being delivered via telehealth. 

• Services delivered via telehealth meet the procedural definition of the CPT/HCPCS 
code(s) covered under Family PACT. 

• Services provided via telehealth meet all laws regarding confidentiality of health care 
information and patients’ right to his or her medical information. 

Note: To use the telehealth modality and applicable billing codes for covered Family PACT 
services, providers may refer to the Medicine: Telehealth section in the appropriate 
Part 2 Medi-Cal manual. Family PACT services rendered by the use of telehealth 
modality must follow ICD-10-CM diagnosis code billing policy as noted in the 
Policies, Procedures and Billing Instructions (PPBI), section Benefits: Clinical 
Services Overview (ben clinic). 
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Family Planning Services 

Availability of Covered Services for Family PACT Clients 

All Family PACT-covered FDA-approved contraceptive methods, fertility awareness 
methods, sterilization procedures and limited fertility services shall be made available to 
clients as follows: 

Contraceptive Methods Availability Table 

Availability Contraceptive Methods 

Onsite or by 
Prescription 

Contraceptive Injection, Contraceptive Vaginal Ring, Contraceptive 
Implant, Spermicides, Intrauterine Contraceptives, Cervical Barrier 
Methods, Oral Contraceptives, Male and Internal Condoms, Oral 
Emergency Contraceptives, Lactation Amenorrhea Method (LAM), 
Contraceptive Transdermal Patch 

Onsite or by 
Referral 

Fertility Awareness Methods (FAM), Female/Male Sterilization 

Note: If the practitioner lacks the skills to provide specialized contraceptive procedures or 
sterilization, or there is insufficient volume to ensure and maintain a high skill level, 
clients shall be referred to another qualified practitioner for these 
methods/procedures. The Family PACT provider shall have an established referral 
arrangement with other provider(s) when making referrals for these procedures. 

Family planning services are categorized according to contraceptive methods. 

ICD-10-CM Codes for Family Planning Services 

ICD-10-CM Code Description Table: Family Planning Services 

ICD-10-CM Code Description 

Z30.011 Encounter for initial prescription of contraceptive pills 

Z30.012 Encounter for prescription of emergency contraception 

Z30.013 Encounter for initial prescription of injectable contraceptive 

Z30.015 Encounter for initial prescription of vaginal ring hormonal 
contraceptive 

Z30.016 Encounter for initial prescription of transdermal patch hormonal 
contraceptive device 

Z30.017 Encounter for initial prescription of implantable subdermal 
contraceptive 

Z30.018 Encounter for initial prescription of other contraceptives 
Encounter for initial prescription of barrier contraception 
Encounter for initial prescription of diaphragm 
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ICD-10-CM Code Description Table: Family Planning Services (continued) 

ICD-10-CM Code Description 

Z30.02 Counseling and instruction in natural family planning to avoid 
pregnancy 

Z30.09 Encounter for other general counseling and advice on 
contraception 

Z30.2 Encounter for sterilization 

Z30.41 Encounter for surveillance of contraceptive pills 

Z30.42 Encounter for surveillance of injectable contraceptive 

Z30.430 Encounter for insertion of intrauterine contraceptive device 

Z30.431 Encounter for routine checking of intrauterine contraceptive 
device 

Z30.432 Encounter for removal of intrauterine contraceptive device 

Z30.433 Encounter for removal and reinsertion of intrauterine 
contraceptive device 

Z30.44 Encounter for surveillance of vaginal ring hormonal 
contraceptive device 

Z30.45 Encounter for surveillance of transdermal patch hormonal 
contraceptive device 

Z30.46 Encounter for surveillance of implantable subdermal 
contraceptive 
Encounter for checking, reinsertion or removal of implantable 
subdermal contraceptive 

Z30.49 Encounter for surveillance of other contraceptives 
Encounter for surveillance of barrier contraception 
Encounter for surveillance of diaphragm 

Z31.61 Procreative counseling and advice using natural family 
planning 

Z98.51 Tubal ligation status 

Z98.52 Vasectomy status 
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Reproductive Health Screening Tests 

Reproductive Health Screening Tests may be provided as clinically indicated. Services are 
not reimbursable for ICD-10-CM diagnosis codes Z30.012, Z30.09 and Z31.61. Reflex 
testing is available for positive results for most of the screening tests for male and female 
clients: 

Reproductive Health Screening Tests Table 

CPT 
Code 

Description Reflex Testing (based on a positive 
screening test result) 

Restrictions 

86592 VDRL, RPR 86780 – TP-confirmatory test; if positive, 
86593 is required 
86593 – Syphilis test,  
non-treponemal antibody; quantitative 

Not applicable 

86701 HIV-1 
antibody 

86689 – HIV confirmatory test  
(e.g., Western Blot) or; 
86701 and 86702 differentiation assay and; 
87535 HIV – NAAT (if differentiation assay 
results are negative or indeterminate) 

86689  
limited to HIV 
antibody 

86702 HIV-2 
antibody 

86689 – HIV confirmatory test  
(e.g., Western Blot) or; 
86701 and 86702 differentiation assay and; 
87535 HIV – NAAT (if differentiation assay 
results are negative or indeterminate) 

86689  
limited to HIV 
antibody 

86703 HIV-1 and 
HIV-2 
antibodies, 
single result 

86689 – HIV confirmatory test  
(e.g., Western Blot) or; 
86701 and 86702 differentiation assay and; 
87535 HIV – NAAT (if differentiation assay 
results are negative or indeterminate) 

86689  
limited to HIV 
antibody 
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Reproductive Health Screening Tests Table (continued) 

CPT 
Code 

Description Reflex Testing (based on a positive 
screening test result) 

Restrictions 

87389 HIV-1 
antigen(s), 
with HIV-1 
and HIV-2 
antibodies, 
single result 

86689 – HIV confirmatory test  
(e.g., Western Blot) or; 
86701 and 86702 differentiation assay and; 
87535 HIV – NAAT (if differentiation assay 
results are negative or indeterminate) 

86689  
limited to HIV 
antibody 

87806 HIV-1 
antigen(s), 
with HIV-1 
and HIV-2 
antibodies 

86689 – HIV confirmatory test  
(e.g., Western Blot) or; 
86701 and 86702 differentiation assay and; 
87535 HIV – NAAT (if differentiation assay 
results are negative or indeterminate) 

86689  
limited to HIV 
antibody 

87491 NAAT – 
Chlamydia 

None Refer to the CT 
GC screening 
guidelines  

87591 NAAT – 
Gonorrhea 

None Refer to the CT 
GC screening 
guidelines 
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The Centers for Disease Control and Prevention (CDC) Sexually Transmitted Infections 
Treatment Guidelines, 2021 recommends annual Chlamydia Trachomatis (CT) and 
Neisseria gonorrhoeae (GC) screening for all sexually active women under 25 years of age 
and targeted CT and GC screening only for women 25 years of age and older with risk 
factors. 

Table of STI Risk Factors and Related ICD-10-CM Codes 

ICD-10-CM 
Code Definition Indications 

Z11.8 Encounter for screening for 
other infectious and parasitic 
diseases 

High prevalence at practice site  
(CT greater than 3%) 

Z11.3 Encounter for screening for 
infections with a predominantly 
sexual mode of transmission 

High prevalence at practice site  
(GC greater than 1%) 

Z20.2 Contact with and (suspected) 
exposure to infections with a 
predominantly sexual mode of 
transmission 

Recent contact (exposure) to an STD, 
specifically chlamydia, gonorrhea, 
non-gonococcal urethritis, 
epididymitis, trichomoniasis, syphilis 
or HIV 

Z22.4 Carrier of infections with a 
predominantly sexual mode of 
transmission 

Diagnosed with trichomoniasis 
(women), syphilis, or HIV, either 
confirmed or presumptively treated, 
who may be co-infected with 
chlamydia or gonorrhea 

Z72.51 High risk heterosexual behavior Targeted STD screening: 

• Infection with chlamydia or 
gonorrhea in the past 2 years; 

• More than one sex partner in 
the previous 12 months; 

• A new sex partner in the 
previous 3 months; 

• Belief that a partner from the 
previous 12 months may have 
had other sex partners at the 
same time 
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Table of STI Risk Factors and Related ICD-10-CM Codes (continued) 

ICD-10-CM 
Code Definition Indications 

Z72.52 High risk homosexual behavior Targeted STD screening: 

• Infection with chlamydia or 
gonorrhea in the past 2 years; 

• More than one sex partner in 
the previous 12 months; 

• A new sex partner in the 
previous 3 months; 

• Belief that a partner from the 
previous 12 months may have 
had other sex partners at the 
same time 

Z72.53 High risk bisexual behavior Targeted STD screening: 

• Infection with chlamydia or 
gonorrhea in the past 2 years; 

• More than one sex partner in 
the previous 12 months; 

• A new sex partner in the 
previous 3 months; 

• Belief that a partner from the 
previous 12 months may have 
had other sex partners at the 
same time 

Z86.19 Personal history of certain 
other infectious and parasitic 
diseases 

Retesting in 3 months after treatment 
of CT or GC 
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Family Planning-Related Services 

Family planning-related services include the diagnosis and treatment of specified STIs in 
addition, the program covers urinary tract infections (UTIs), and screening for cervical 
cancer and treatment of pre-invasive cervical lesions for women when the care is provided 
coincident to a family planning visit for the management of a family planning method. 

Claim Form Billing Requirements 

Services for the diagnosis and treatment of specified STIs, management of UTIs and  
pre-invasive cervical lesions must be billed with the diagnosis code for these conditions, 
together with the ICD-10-CM diagnosis code that identifies the contraceptive method for 
which the client is being seen on the appropriate CMS-1500 or UB-04 claim form. 

Sexually Transmitted Infections (STIs) 

Chlamydia 

Diagnosis Codes 

ICD-10-CM Description 

A56.01 Chlamydial cystitis and urethritis (M and F) 

A56.09 Other chlamydial infection of lower genitourinary tract (F) 

A56.3 Chlamydial infection of anus and rectum (M and F) 

A56.4 Chlamydial infection of pharynx (M and F) 

N34.2 Other urethritis 
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Presumptive Diagnosis Codes 

ICD-10-CM Description 

N45.3 Epididymo-orchitis (M) 

N72 Inflammatory disease of cervix uteri (F) 

N89.8 Other specified noninflammatory disorders of vagina Indication: 
Leukorrhea NOS (F) 

N94.10 Unspecified dyspareunia (F) 

N94.11 Superficial (introital) dyspareunia (F) 

N94.12 Deep dyspareunia (F) 

N94.19 Other specified dyspareunia (F) 

N94.89 Other specified conditions associated with female genital organs and 
menstrual cycle (F) 

R30.0 Dysuria (M and F) 

R30.9 Painful micturition, unspecified 

Z20.2 Contact with and (suspected) exposure to infections with a 
predominantly sexual mode of transmission (M and F) 
Indication: Use for an asymptomatic partner exposed to chlamydia 

Genital Herpes 

Diagnosis Codes 

ICD-10-CM Code Description 

A60.01 Herpesviral infection of penis 

A60.04 Herpesviral vulvovaginitis 

Presumptive Diagnosis Codes 

ICD-10-CM Description 

N48.5 Ulcer of penis 

N76.6 Ulceration of vulva 
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Pelvic Inflammatory Disease (PID) 

Limited to outpatient services only; intravenous therapies are not covered. 

ICD-10-CM Code Description 

N70.03 Acute salpingitis and oophoritis (F) 

N70.93 Salpingitis and oophoritis, unspecified (F) 

N94.10 Unspecified dyspareunia (F) 

N94.11 Superficial (introital) dyspareunia (F) 

N94.12 Deep dyspareunia (F) 

N04.19 Other specified dyspareunia (F) 

N94.89 Other specified conditions associated with female genital organs and 
menstrual cycle (F) 

Syphilis 

Diagnosis Codes 

ICD-10-CM Code Description 

A51.0 Primary genital syphilis (M and F) 

A51.31 Condyloma latum 

A51.39 Other secondary syphilis of skin (M and F) 

A51.5 Early syphilis, latent unspecified (M and F) 

A52.8 Late syphilis, latent (M and F) 

A53.0 Latent syphilis, unspecified as early or late (M and F) 

Presumptive Diagnosis Codes 

ICD-10-CM Description 

N48.5 Ulcer of penis 

N76.6 Ulceration of vulva 

Z20.2 Contact with and (suspected) exposure to infections with a 
predominantly sexual mode of transmission (M and F) 
Indications: Use for an asymptomatic partner exposed to syphilis 

Trichomoniasis 

Diagnosis Codes 

ICD-10-CM Code Description 

A59.01 Trichomonal vulvovaginitis (F) 

A59.03 Trichomonal cystitis and urethritis (M and F) 

N76.0 Acute vaginitis (F) 
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Presumptive Diagnosis Codes 

ICD-10-CM Description 

N34.2 Other urethritis (M) 

Z20.2 Contact with and (suspected) exposure to infections with a 
predominantly sexual mode of transmission (M and F) 
Indications: Use for an asymptomatic partner exposed to 
trichomoniasis 

Vulvovaginitis 

Condition ICD-10-CM Code Description 

Vaginal Candidiasis B73.3 Candidiasis of vulva and vagina 

Bacterial Vaginosis N76.0 Acute vaginitis 

Genital Warts 

ICD-10-CM Code Description 

A63.0 Anogenital (venereal) warts (M and F) 

B07.9 Viral warts, unspecified (M and F) 

B08.1 Molluscom contagiosum (M and F) 

Gonorrhea 

Diagnosis Codes 

ICD-10-CM Code Description 

A54.01 Gonococcal cystitis and urethritis, unspecified (M and F) 

A54.03 Gonococcal cervicitis, unspecified (F) 

A54.22 Gonococcal prostatitis (M) 

A54.5 Gonococcal pharyngitis (M and F) 

A54.6 Gonococcal infection of anus and rectum (M and F) 
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Presumptive Diagnosis Codes 

ICD-10-CM Code Description 

N45.3 Epididymo-orchitis (M) 

N34.2 Other urethritis (M) 

N72 Inflammatory disease of cervix uteri (F) 

N89.8 Other specified noninflammatory disorders of vagina Indication: 
Leukorrhea NOS (F) 

N94.10 Unspecified dyspareunia (F) 

N94.11 Superficial (introital) dyspareunia (F) 

N94.12 Deep dyspareunia (F) 

N94.19 Other specified dyspareunia (F) 

N94.89 Other specified conditions associated with female genital organs and 
menstrual cycle (F) 

R30.0 Dysuria (M and F) 

R30.9 Painful micturition, unspecified 

Z20.2 Contact with and (suspected) exposure to infections with a 
predominantly sexual mode of transmission (M and F) 
Indication: Use for an asymptomatic partner exposed to chlamydia 

Nongonococcal Urethritis (NGU) 

ICD-10-CM Code Description 

N34.1 Nonspecific urethritis 
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Recurrent or Persistent Nongonococcal Urethritis or Cervicitis 

For recurrent or persistent nongonococcal urethritis or cervicitis: either test for Mycoplasma 
genitalium or presumptively treat with oral doxycycline followed by oral moxifloxacin. 
Moxifloxacin is for pharmacy dispensing only and requires a TAR. 

Mycoplasma genitalium 

CPT code 87563 (infectious agent detection by nucleic acid [DNA or RNA]; Mycoplasma 
genitalium, amplified probe technique)  must be billed with one of the following ICD-10-CM 
diagnosis codes: N34.1, N34.2, N34.3, N70.03, N70.93, and N72. 

CPT code 87563 is not split-billable and cannot be billed with modifier 26, TC or 99. This 
test is intended for use as a diagnostic test for recurrent urethritis, cervicitis, and in some 
cases of pelvic inflammatory disease (PID). This benefit is not covered when used and billed 
as a screening test in asymptomatic individuals. 

Expedited Partner Therapy for the Prevention of STI Reinfections 

Expedited Partner Therapy (EPT) is the clinical practice of treating sex partners of patients 
diagnosed with a treatable STI without the health care provider first examining the partner. 
Since repeat infections are often due to untreated partners, ensuring that all recent partners 
have been treated is a core aspect of the clinical management of patients diagnosed with 
chlamydia, gonorrhea and/or trichomoniasis. 

If the Family PACT provider has diagnosed a Family PACT client with gonorrhea, chlamydia 
and/or trichomoniasis and determines that offering the client EPT is necessary to prevent 
reinfection of the client, the provider may either, dispense medication directly to the client to 
provide to his/her partner or provide the client with a prescription, written in the name of the 
client, for medications with a quantity and duration of therapy sufficient to treat the acute 
infection in the client and to prevent reinfection of the client by treating the client’s partner(s). 

For additional prescribing and clinical guidelines providers may review guidance from the 
Centers for Disease Control and Prevention (CDC) and the California Department of Public 
Health (CDPH). 
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Urinary Tract Infection (UTI) 

Services are restricted to female clients only who present with symptoms of infection. 

UTI Female Only Codes Table 

ICD-10-CM Code Description 

N30.00 Acute cystitis without hematuria 

N30.01 Acute cystitis with hematuria 

R10.30 Lower abdominal pain, unspecified 

R30.0 Dysuria 

R30.9 Painful micturition, unspecified 

R31.0 Gross hematuria 

R35.0 Frequency of micturition 

The treatment regimens reimbursed by Family PACT for STIs and UTIs can be found under 
the “Treatment and Dispensing Guidelines for Clinicians” heading in the Benefits Grid  
(ben grid) section in the PPBI manual. 
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Cervical Cancer Screening 

Cervical cancer screenings are covered when clinically indicated and provided as part of a 
family planning visit. It is not a stand-alone service. These tests are billed with the 
appropriate family planning ICD-10-CM code and do not require an additional diagnosis 
code. Follow-up visits and services related to abnormal results from screening can be found 
under the “Management of Cervical Abnormalities and Preinvasive Cervical Lesions” 
heading in the Benefits: Family Planning-Related Services (ben fam rel) section of the PPBI 
manual. 

The CPT codes for cervical cancer screening listed below are restricted to women 21 to 65 
years of age, regardless of sexual history. Services may be provided to women younger 
than 21 years or over the age of 65 who have, or do not have, a cervix. However, the 
ordering provider must document on the laboratory order, and the laboratory provider must 
document in the Remarks field (Box 80) Additional Claim Information field (Box 19) of the 
claim ( or attached to the claim) that the woman meets one or more conditions, as listed in 
the Benefits: Family Planning-Related Services section of the PPBI manual. 
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Table of Cervical Cancer Screening CPT Codes 

CPT Codes Description 

88142 Cytopathology, cervical or vaginal (any reporting system), collected 
in preservative fluid, automated thin layer preparation; manual 
screening under physician supervision 

88143 Cytopathology, cervical or vaginal (any reporting system), collected 
in preservative fluid, automated thin layer preparation; with manual 
screening and rescreening under physician supervision 

88147 Cytopathology smears, cervical or vaginal; screening by automated 
system under physician supervision 

88148 Cytopathology smears, cervical or vaginal; screening by automated 
system with manual rescreening under physician supervision 

88164 Cytopathology, slides, cervical or vaginal (the Bethesda System); 
manual screening under physician supervision 

88165 Cytopathology, slides, cervical or vaginal (the Bethesda System); 
with manual screening and rescreening under physician supervision 

88167 Cytopathology, slides, cervical or vaginal (the Bethesda System); 
with manual screening and computer-assisted rescreening using cell 
selection and review under physician supervision 

88174 Cytopathology, cervical or vaginal (any reporting system), collected 
in preservative fluid, automated thin layer preparation; screening by 
automated system, under physician supervision 

88175 Cytopathology, cervical or vaginal (any reporting system), collected 
in preservative fluid, automated thin layer preparation; with screening 
by automated system and manual rescreening or review under 
physician supervision 

Screening Intervals 

The USPSTF recommends screening for cervical cancer every three years with cervical 
cytology alone in women 21 to 29 years of age. For women 30 to 65 years of age, USPSTF 
recommends screening every three years with cervical cytology alone, every five years with 
high-risk human papillomavirus (hrHPV) testing alone or every five years with hrHPV testing 
in combination with cytology (co-testing). 
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Primary Cervical Cancer Screening with High-Risk Human 
Papillomavirus (HPV) Testing 

CPT code 87624 (infectious agent detection by nucleic acid [DNA or RNA]; Human 
Papillomavirus [HPV], high-risk types [for example, 16, 18, 31, 33, 35, 39, 45, 51, 52, 56, 58, 
59, 68]) is reimbursable for female clients aged 21 years and older with modifier 33. Use of 
modifier 33 indicates the service was provided in accordance with a U.S. Preventive 
Services Task Force (USPSTF) A or B recommendation. The service must be billed with the 
ICD-10-CM diagnosis code that identifies the contraceptive method for which the client is 
being seen. 

CPT code 87625 (infectious agent detection by nucleic acid [DNA or RNA]; Human 
Papillomavirus [HPV], types 16 and 18 only, includes type 45, if performed) is reimbursable 
for female clients 30 to 65 years of age with modifier 33. Use of modifier 33 indicates the 
service was provided in accordance with a U.S. Preventive Services Task Force (USPSTF) 
A or B recommendation. This service must be billed with the ICD-10-CM diagnosis code that 
identifies the contraceptive method for which the client is being seen. Additional ICD-10-CM 
diagnosis code R87.810 is required. 

Management of Cervical Abnormalities and Pre-invasive Cervical 
Lesions 

Services and supplies are reimbursable when performed on an outpatient basis for the 
diagnosis and treatment of cervical abnormalities found on cervical cancer screening 
physical exam, and management of preinvasive cervical lesions. An ICD-10-CM code for the 
cervical abnormalities being treated is required on the claim form. This code must be billed 
with the ICD-10-CM code that identifies the contraceptive method for which the client is 
being seen. Additional age and frequency restrictions apply to some procedures. 

For claim documentation requirements and additional information, refer to the Benefits: 
Family Planning-Related Services (ben fam rel) section in the PPBI manual. 
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Cervical Abnormalities 

Cervical Abnormalities Codes Table 

ICD-10-CM Code Description 

D06.0 Carcinoma in situ of endocervix (CIN 3) 

D06.1 Carcinoma in situ of exocervix (CIN 3) 

D06.9 Carcinoma in situ of cervix, unspecified (CIN 3) 

N87.0 Mild cervical dysplasia (CIN 1) 

N87.1 Moderate cervical dysplasia (CIN 2) 

R87.610 Atypical squamous cells of undetermined significance on cytologic 
smear of cervix [ASC-US] 

R87.611 Atypical squamous cells cannot exclude high grade squamous 
intraepithelial lesion on cytologic smear [ASC-H] 

R87.612 Low grade squamous intraepithelial lesion on cytologic smear of 
cervix [LGSIL] 

R87.613 High grade squamous intraepithelial lesion on cytologic smear of 
cervix [HGSIL] 

R87.614 Cytologic evidence of malignancy on smear of cervix 

R87.615 Unsatisfactory cytologic smear of cervix 

R87.616 Satisfactory cervical smear but lacking transformation zone 

R87.618 Other abnormal cytological findings on specimens from cervix uteri 
Note: This includes benign endometrial cells 

R87.619 Unspecified abnormal cytological findings in specimen from cervix 
uteri 
Note: This includes atypical glandular cells (AGC), atypical 

endocervical cells, or atypical endometrial cells on cytology. 

R87.810 Cervical high-risk HPV DNA test positive 
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Other Conditions 

Cervical Abnormalities Other Conditions Codes Table 

ICD-10-CM Code Description 

Z01.42 Encounter for cervical smear to confirm findings of recent normal 
smear following initial abnormal smear 

Z87.410 Personal history of cervical dysplasia 

Presumptive Diagnosis 

The following code is used for a presumptive diagnosis made prior to the result of a 
screening Pap test. 

Cervical Abnormalities Presumptive Diagnosis Codes Table 

ICD-10-CM Code Description 

N88.0 Leukoplakia of cervix uteri 

For more information regarding cervical abnormalities procedure codes and supplies, refer 
to the Benefits: Family Planning-Related Services section in the PBBI manual. 

Complication Services 

Services for management of complications that arise from the use of a contraceptive 
method, or the treatment of a family planning-related condition that can be reasonably 
managed on an outpatient basis, are reimbursable for each condition. 

Management of a complication resulting from a contraceptive method or treatment of a 
family planning-related service requires an ICD-10-CM diagnosis code for the complication 
and must be billed with the diagnosis code that identifies the contraceptive method for which 
the client is being seen. A Treatment Authorization Request (TAR) is required for 
complications services, unless stated otherwise in the PPBI manual. 

Services for management of complications from the treatment of family planning-related 
services are pre-selected and identified in the PPBI manual. 
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Management of Complications 

ICD-10-CM Code Description Table: Management of Complications Example 

ICD-10-CM National Code 
Description 

Code Must be Billed with: 

I26.99 Other pulmonary 
embolism without 
acute cor pulmonale 

Contraceptive method in which the complication 
arose. For additional information, refer to the 
Benefits: Family Planning (ben fam) section of the 
PPBI manual. 

N92.0 Excessive and 
frequent menstruation 
with regular cycle 

Contraceptive method in which the complication 
arose. For additional information, refer to the 
Benefits: Family Planning (ben fam) section of the 
PPBI manual. 

T83.39XA Initial encounter, other 
mechanical 
complication of IUC 

Contraceptive method in which the complication 
arose. For additional information, refer to the 
Benefits: Family Planning (ben fam) section of the 
PPBI manual. 
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Treatment Authorization Request (TAR) 

A TAR is required for services needed to evaluate and manage a complication, including 
office visits, procedures, facility use, and laboratory, pharmacy and radiology services, 
unless stated otherwise in the PPBI manual. 

Treatment authorization must be obtained by enrolled Family PACT providers and all  
Medi-Cal providers who render Family PACT services by referral, including clinicians, 
radiologists, laboratories, pharmacies, facilities and hospitals. Providers generally should 
request authorization before rendering a service. 

Medi-Cal Point of Service (POS) Network/Internet Agreement Form 

The TAR processing system will accept electronic treatment authorization transactions via 
the current electronic TAR (eTAR) system for Family PACT. Using eTAR eliminates mail and 
paper processing time. Providers must complete the Medi-Cal Point of Service (POS) 
Network/Internet Agreement form. 

1. From the Medi-Cal Providers website home page, navigate to mid-page and under the 
Medi-Cal Internet Transaction section, select the Enrollment Requirements link to 
complete the POS Network/Internet Agreement form. 

 

Figure 1: The Medi-Cal Point of Service (POS) Network/Internet Agreement can be found 
on the transactions Enrollment Requirement page. 
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2. Under the section called Enrollment Requirements for Medi-Cal Internet Transactions, 
there are two links you can select. You can choose either the link for Electronic 
POS/Internet form or the link to download a Paper POS/Internet form. 

 

Figure 2: The Medi-Cal Point of Service (POS) Network/Internet Agreement form can either 
be downloaded or filed electronically. 

Electronic Treatment Authorization Request 
(eTAR) 

The web-based treatment authorization transaction is available on the Medi-Cal Providers 
website. 

1. From the Navigation Bar, from the Providers drop-down menu, select Transactions. 

 

Figure 3: The suite of services under Transactions is available on the Providers 
drop-down menu. 
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2. Once Transactions is selected from the Providers drop-down menu, the Login page for 
Transaction Services is displayed. 

Follow the steps below: 

1. Enter 10-digit NPI in the User ID field. 

2. Enter 7-digit PIN in the Password field. 

3. Select Login. 

 

Figure 4: To login to Medi-Cal Transactions, a 10-digit NPI and password are required.
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4. The available options are displayed under Electronic Treatment Authorization 
Request (eTAR). 

 

Figure 5: The Electronic Treatment Authorization Request link can be found on the 
Medi-Cal Transaction Services page. 
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TAR Requirements 

Outpatient Complication Services 

A TAR is required for outpatient services when: 

• Complications are suspected or diagnosed which exceed the scope of the family 
planning and/or family planning-related services 

• A Family PACT provider refers a client to a non-Family PACT provider 
specialist/consultant for evaluation and management of complications 

• Laboratory services are needed for the evaluation and management of pre-selected 
complications 

• Radiology services are needed for the evaluation and management of pre-selected 
complications 

• Drugs and supplies listed in the Family PACT Pharmacy Formulary on the Medi-Cal Rx 
website and Clinic Formulary section are needed for treatment of pre-selected 
complications arising from a family planning or family planning-related visit 

Additional TAR Reminders 

• Procedure code(s) and modifier(s) on the claim must match the code(s) and 
modifier(s) authorized on the TAR. Failure to do so may result in denial of the claim 

• An ICD-10-CM code is required on all Family PACT TARs. A second ICD-10-CM code 
may also be required. 

For additional information about coding for services to manage complication services, refer 
to the Benefits: Family Planning (ben fam) and Benefits: Family Planning-Related Services 
(ben fam rel) sections in the PPBI. 

 

https://medi-calrx.dhcs.ca.gov/home/
https://medi-calrx.dhcs.ca.gov/home/
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Inpatient Complication Services 

A TAR is required for inpatient services for the following: 

• Emergency and inpatient care for hospital days and medical services 

• Services for complications of contraceptive methods and/or complications of 
secondary-related reproductive health conditions, as defined by the Family PACT 
Program. 

For more information about referring clients to Medi-Cal providers for services, refer to the 
Provider Responsibilities (prov res) section in the PPBI manual. 

For more information on TAR requirements for Family PACT services, refer to the following 
sections in the PPBI manual: 

• Treatment Authorization Request (tar) 

• Benefits: Family Planning (ben fam) 

• Benefits: Family Planning-Related Services (ben fam rel) 

Note: The specialist/consultant must be a Medi-Cal provider. Claims and TARs by a  
non-Family PACT provider must include the referring provider’s National Provider 
Identifier (NPI) to confirm the referring provider is enrolled in Family PACT. 
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CMS-1500 TAR Documentation 

 

Partial Sample: CMS-1500 Claim Form Prior Authorization Number (Box 23) 

UB-04 Claim Form TAR Documentation 

 

Partial Sample: UB-04 Claim Form Prior Authorization Number (Box 63) 



E Family Planning, Access, Care & Treatment (Family PACT) Billing 

Notes: 

_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________ 

30 

Page updated: July 2022 

Transgender and Gender Diverse Services 

In all sections of the Medi-Cal and specialty programs provider manuals, regardless of the 
gender stated, the transgender diverse benefits and policy in Part 2 – Transgender and 
Gender Diverse Services section apply to recipients of all gender identities as long as the 
procedure/benefit is medically necessary and meets all other requirements. 

Gender Override 

When the gender on the claim conflicts with the billed procedure code due to a variation of 
sexual development or gender dysphoria, the gender difference is overridden by either: 

• Attaching an approved Treatment Authorization Request (TAR) or Service 
Authorization Request (SAR) 

• Adding modifier KX (requirements specified in the medical policy have been met) to 
the billed procedure code 

Note: The patient’s medical record must support the medical necessity for the procedure, 
due to a medical condition that led to the gender difference. 

The claim does not require documentation. Use of modifier KX does not override other policy 
requirements for an approved TAR or SAR. For additional information, refer to the 
Transgender Services section in the appropriate  Part 2 Medi-Cal manual. 
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Family PACT Excluded Services 

Family PACT has a limited scope of benefits and is not a primary care program. If a  
non-covered service is recommended for a Family PACT client, the client must be informed 
of the medical necessity of the service and that it is not reimbursed by the program. If a  
non-covered service is recommended for the Family PACT client, the client must be 
informed of the medical necessity of the service and it may be an out-of-pocket expense. 

Family PACT does not cover the following services: 

• Prenatal, perinatal care, or any services for pregnant clients other than the diagnosis of 
pregnancy and required counseling about options 

• Infertility diagnosis and treatment, except fertility awareness 

• HIV or hepatitis treatment 

• Hepatitis B immunization and Hepatitis B laboratory testing 

• Screening mammograms 

• Services beyond the scope of Family PACT 

Abortion services, or services ancillary to abortion. The global postoperative period for 
abortions has been defined as 21 days for Medi-Cal. For more information, refer to 
“Scope of Services” in Family PACT Program Overview section in the appropriate  
Medi-Cal provider manual. 
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Evaluation and Management  

Office Visits 

Evaluation and Management (E&M) office visits are rendered in an enrolled Family PACT 
provider’s office, clinic or other ambulatory facility, and in offices of non-Family PACT  
Medi-Cal providers who deliver services upon referral from a Family PACT provider. 

E&M services must be performed by a clinician. Consistent with American Medical 
Association (AMA), CPT 2021, selection of the appropriate E&M CPT code level is 
determined either by: 

Medical Decision Making (MDA) 

• This includes establishing diagnoses, assessing the status of a condition, and/or 
selecting a management option. MDM is defined by three elements: 

– the number and complexity of problem(s) that are addressed during the encounter 

– the amount and/or complexity of data to be reviewed and analyzed 

– the risk of complications, morbidity, and/or mortality of patient management 
decisions made at the visit, associated with the patient’s problem(s), the diagnostic 
procedure(s), treatment(s), or 

Time 

• Time for services is the total time on the date of encounter. It includes both  
face-to-face and non-face-to-face time personally spent by the physician and/or other 
qualified health care professional. 

• The total time must be documented in the medical record. For more information, refer 
to Office Visits: Evaluation and Management and Education Counseling Services 
section in PBBI manual. 
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Billing Office Visits  

Medical record and chart documentation must reflect the clinical rationale for providing, 
ordering or deferring services for clients, including, but not limited to, client assessment, 
diagnosis, treatment and follow-up. 

New Patients 

Table of CPT Codes for New Patient Office Visits 

CPT Code New Patients 

99202 Females/Males 

99203 Females/Males 

99204 Females/Males for complications only 

Established Patients 

Table of CPT Codes for Established Patient Office Visits 

CPT Code Established Patients 

99211 Females/Males 

99212 Females/Males 

99213 Females/Males 

99214 Females/Males for complications only 
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Updated Policy for E&M and E&C Office Visits Billed on the Same 
Date of Service 

Effective January 1, 2021 the Family PACT Program updated its policy to allow E&M and 
E&C office visits to be billed on the same date of service in limited circumstances. Post-
Implementation, the Department of Health Care Services (DHCS) was made aware that the 
policy conflicted with the National Correct Coding Initiative (NCCI) Procedure to Procedure 
(PTP) edits. 

Effective for dates of service on or after March 28, 2022, DHCS will allow a PTP edit to 
bypass the NCCI audit if an appropriate modifier is appended to the E&M code and will not 
require medical record documentation for Family PACT claims. 

The Family PACT Program is updating its policy to reflect the following: 

• Family PACT providers are required to add modifier 25 (significant, separately 
identifiable E&M service by the same physician or other qualified health care 
professional on the same day of the procedure or other service) to the E&M code 
when billed with an E&C visit on the same DOS 

• Medical record documentation is not required to be submitted with the claim 

E&M and CPT Procedure Codes Billed on Same Date of Service 

The CPT codes for surgical procedures include performance of relevant history and physical 
examination, administration of local anesthesia (if necessary), performance of the 
procedure, immediate postoperative care and preoperative and postoperative counseling 
applicable to the procedure. However, if a “significant, separately identifiable E&M service is 
provided by the same clinician on the same day of the procedure,” then an E&M claim for 
the evaluation of the separate condition may be billed using modifier 25. 

The following CPT procedure codes will accommodate an E&M code with modifier 25 when 
a significant, separately identifiable E&M service is provided by the same clinician on the 
same date of the procedure. 

Note: For dates of service on or after March 1, 2019, billing E&M codes with modifiers 24, 
25 and 57 overrides the requirement of documenting the medical justification when 
billed in conjunction with surgical procedures as follows below: 
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Table of E&M and Procedure Codes for Same Day Service 

CPT Code Description 

11976 Removal, implantable contraceptive capsules 

11981 Insertion, drug-delivery implant (ie, bioresorbable, biodegradable, non-
biodegradable) 

54050 Destruction of lesion(s), penis (eg, condyloma, papilloma, molluscum 
contagiosum, herpetic vesicle), simple; chemical 

54056 Destruction of lesion(s), penis (eg, condyloma, papilloma, molluscum 
contagiosum, herpetic vesicle), simple; cryosurgery 

54100 Biopsy of penis; (separate procedure) 

56501 Destruction of lesion(s), vulva; simple (eg, laser surgery, 
electrosurgery, cryosurgery, chemosurgery) 

56605 Biopsy of vulva or perineum (separate procedure); one lesion 

57061 Destruction of vaginal lesion(s); simple (eg, laser surgery, 
electrosurgery, cryosurgery, chemosurgery) 

57452 Colposcopy of the cervix including upper/adjacent vagina; 

57454 Colposcopy of the cervix including upper/adjacent vagina; with 
biopsy(s) of the cervix and endocervical curettage 

57455 Colposcopy of the cervix including upper/adjacent vagina; with 
biopsy(s) of the cervix 

57456 Colposcopy of the cervix including upper/adjacent vagina; with 
endocervical curettage 

57460 Colposcopy of the cervix including upper/adjacent vagina; with loop 
electrode biopsy(s) of the cervix 

57511 Cautery of cervix; cryocautery, initial or repeat 

58100 Endometrial sampling (biopsy) with or without endocervical sampling 
(biopsy), without cervical dilation, any method (separate procedure) 

58110 Endometrial sampling (biopsy) performed in conjunction with 
colposcopy (List separately in addition to code for primary procedure.) 

58300 Insertion of intrauterine device (IUD) 

58301 Removal of intrauterine device (IUD) 

Note: These CPT codes will require an appropriate modifier. Please refer to the Modifiers: 
Approved List (modif app) section in the appropriate Part 2 Medi-Cal provider 
manual. 
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Registered Nurses Billing with CPT E&M Codes 

Registered nurses (RNs) can administer or dispense hormonal contraceptives (OCs, 
contraceptive patch, vaginal ring, injectable contraceptive and emergency contraceptive 
pills) pursuant to the California Business and Professions code (B&P Code), Section 2725.2. 
If performed by an RN, who has completed the required training, E&M CPT codes 99202, 
99211 or 99212 (office or other outpatient visit for the evaluation and management of an 
established patient, which requires a medically appropriate history and/or examination and 
straightforward medical decision making) must be billed with modifier TD. 

Education and Counseling 

Office Visits 

HCPCS and CPT codes are used to bill for health Education and Counseling (E&C) office 
visits. Health education and counseling may be provided by either clinicians or non-clinician 
counselors. To be reimbursed by the program, education and counseling services must be 
conducted at the site of the clinical service delivery. 

Medical record documentation must reflect the scope of education and counseling services 
provided to clients according to Family PACT standards, including, but not limited to, 
individual client assessment, topics discussed and name and title of counselor. 
Documentation must support services billed for reimbursement. The total time must be 
documented in the client’s medical record. 
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Billing for E&C Visits 

Clients may be oriented to the Family PACT program by a clinician or by a non-clinician 
counselor either in a group session of two or more clients or in an individual session. 
Providers may select only one of the codes: 

Table of HCPCS Counseling Codes 

HCPCS Code HCPCS Description 

S9445 Individual orientation to Family PACT, only once by the same 
provider for the same client. 

S9446 Family planning group education (including orientation to Family 
PACT), only once by the same provider for the same client. 

E&C HCPCS code S9445 or S9446 may be billed alone, or with E&M CPT code (99202 thru 
99204, 99211 thru 99214), or with a higher-level E&C service code (99401U6, 99402U6, or 
99403U6), one time per client by the same provider on the same date of service. 

The following E&C visits use CPT E&M counseling codes (up to two per provider, per 30 
days, per client). 

The provider shall take into consideration the cumulative time spent counseling the client by 
all staff when selecting a preventative medicine service counseling code for billing. 

Table of Billing Codes for Counseling Services 

CPT Codes Description 

99401U6 Preventative medicine counseling and/or risk factor reduction 
intervention, individual, approximately 15 minutes 

99402U6 Preventative medicine counseling and/or risk factor reduction 
intervention, individual, approximately 30 minutes 

99403U6 Preventative medicine counseling and/or risk factor reduction 
intervention, individual, approximately 45 minutes 

E&C visits billed with CPT code 99401, 99402, or 99403 must be billed with a U6 modifier to 
indicate individual family planning counseling provided during the office visit. 
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Summary of Differences Between E&M and E&C Services 

Office Visit Provided By Level Computed By 

E&M Clinician Based on MDM or clinician time 

E&C Non-Clinician Counselor time 

Non-Clinician Counselors 

Providers must ensure that: non-clinician counselors have been trained in all family planning 
methods; are knowledgeable about the Family PACT Standards and program benefits; and 
have the essential core competence to deliver education and counseling services, including 
individual client history and assessment of health education and counseling needs. 
Providers must maintain documentation of education and counseling training and 
performance. Non-clinician counselors shall work under the direction of the enrolled Family 
PACT provider. 

Services provided by non-clinician counselors must be accompanied by onsite direct 
supervision. Acceptable supervisors of non-clinician counselors include physicians; non 
physician medical practitioners (NMPs); register nurses (RNs); public health nurses; 
counseling professionals, including the categories of Marriage, Family and Child Counselor 
(MFCC) or Marriage and Family Therapist (MFT); Licensed Clinical Social Worker (LCSW); 
clinical psychologist; or masters-degree prepared health educator. 
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Summary of E&C Visit Codes 

The following codes may be used to bill for family planning education and counseling for 
males and females. The services must be delivered in a manner consistent with the Family 
PACT Standards. 

Table of E&C Visit Codes 

Family PACT Education 
and Counseling 
Services 

HCPCS and 
CPT Codes 

Restrictions 

Individual orientation to 
Family PACT: 

• Scope of Family 
PACT services 

• Information about 
family planning 
methods and 
select related 
conditions 

• Provided by a 
clinician and/or 
counselor 

• Up to 10 minutes 

S9445: 

May be billed 
with E&M 
codes 99202 
thru 99204, 
99211 thru 
99214, or with 
E&C codes 
99401U6, 
99402 U6 or 
99403U6. 

This code may be reported only once per 
client, per provider. 

Each client may receive either individual 
orientation or group orientation (S9446), but 
not both. 

Group family planning 
education (including 
orientation to Family 
PACT): 

• Scope of Family 
PACT services 

• Information about 
family planning 
methods and select 
related conditions 

• A group setting of 
two or more clients 

• Provided by a 
clinician and/or 
counselor 

S9446: 

May be billed 
with E&M 
codes 99202 
thru 99204, 
99211 thru 
99214, or with 
E&C codes 
99401U6, 
99402U6 or 
99403U6. 

This code may be reported only once per 
client, per provider. 

Each client may receive either group 
orientation or individual orientation (S9445), 
but not both. 
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Family PACT Education 
and Counseling 
Services 

HCPCS and 
CPT Codes 

Restrictions 

Individual family planning 
counseling: 

• Lasting up to 15 
minutes 

• Provided by a  
non-clinician 

99401U6: 

May be billed 
with E&M 
codes for 
services 
rendered by 
clinician, but 
not with 
99402U6 or 
99403U6. 

Limited to two CPT E&C code office visits 
(99401U6 thru 99403U6) per client, per  
30 days, per provider. 

Codes may be billed with Family PACT 
laboratory, surgical, medication and supply 
codes. 

These codes may be used to report 
counseling issues, including lifestyle and 
relationship issues, risk reduction 
interventions, method use and adherence, 
infertility, preconception counseling, 
pregnancy options and sexually transmitted 
infection (STI) prevention. 

Documentation Requirements: Medical 
record documentation must support 
services claimed for reimbursement. 

Individual family planning 
counseling: 

• Lasting up to 16 
thru 30 minutes 

• Provided by a  
non-clinician 
counselor 

99402U6: 

May be billed 
with E&M 
codes for 
services 
rendered by 
clinician, but 
not with 
99401U6 or 
99403U6. 

Limited to two CPT E&C code office visits 
(99401U6 thru 99403U6) per client, per  
30 days, per provider. 

Codes may be billed with Family PACT 
laboratory, surgical, medication and supply 
codes. 

These codes may be used to report 
counseling issues, including lifestyle and 
relationship issues, risk reduction 
interventions, method use and adherence, 
infertility, preconception counseling, 
pregnancy options and sexually transmitted 
infection (STI) prevention. 

Documentation Requirements: Medical 
record documentation must support 
services claimed for reimbursement. 

.
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Family PACT Education 
and Counseling 
Services 

HCPCS and 
CPT Codes 

Restrictions 

Individual family planning 
counseling: 

• Lasting up to 31 
thru 45 minutes 

• Provided by a  
non-clinician 
counselor 

99403U6: 

May not be 
billed with E&M 
codes for 
services 
rendered by 
clinician, but 
not with 
99401U6 or 
99402U6. 

Limited to two CPT E&C code office visits 
(99401U6 thru 99403U6) per client, per  
30 days, per provider. 

Codes may be billed with Family PACT 
laboratory, surgical, medication and supply 
codes. 

These codes may be used to report 
counseling issues, including lifestyle and 
relationship issues, risk reduction 
interventions, method use and adherence, 
infertility, preconception counseling, 
pregnancy options and sexually transmitted 
infection (STI) prevention. 

Documentation Requirements: Medical 
record documentation must support 
services claimed for reimbursement. 

. 
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Family PACT Sterilization 

Sterilization Consent Form (PM 330) 

The following CPT and HCPCS codes require a sterilization Consent Form (PM 330) when 
the procedure will render the recipient sterile and unable to conceive. Claims submitted by 
Family PACT providers for elective sterilizations must adhere to all Medi-Cal policies 
regarding the sterilization Consent Form (PM 330) outlined in the Sterilization (ster) section 
of the Part 2 Medi-Cal provider manual. 

Table of CPT Codes Requiring Consent Forms 

CPT Code Description 

55250 Vasectomy, unilateral or bilateral, including postoperative semen 
examination(s) 

58565 Hysteroscopy, surgical; with bilateral fallopian tube cannulation to 
induce occlusion by placement of permanent implants 

58600 Ligation or transection of fallopian tube(s), abdominal or vaginal 
approach, unilateral or bilateral 

58605 Ligation or transection of fallopian tube(s), abdominal or vaginal 
approach, postpartum, unilateral or bilateral, during same 
hospitalization 

58611 Ligation or transection of fallopian tube(s) when done at the time of 
cesarean delivery or intra-abdominal surgery 

58615 Occlusion of fallopian tube(s) by device (e.g., band, clip, Falope ring) 
vaginal or suprapubic approach 

58661 Laparoscopy, surgical; with removal of adnexal structures (partial or 
total oophorectomy and/or salpingectomy) 

58670 Laparoscopy, surgical; with fulguration of oviducts (with or without 
transection) 

58671 Laparoscopy, surgical; with occlusion of oviducts by device (e.g., 
band, clip, or Falope ring) 

58700 Salpingectomy, complete or partial, unilateral or bilateral 

58720 Salpingo-oophorectomy, complete or partial, unilateral or bilateral 

Table of HCPCS Code Requiring Consent Forms 

HCPCS Code Description 

A4264 Permanent implantable contraceptive intratubal occlusion device(s) 
and delivery system 
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Consent Policy 

The informed consent process should include, but is not limited to, an assessment of the 
client’s comprehension of the following: 

• Alternative family planning methods that are available and temporary 

• The permanence and irreversibility of the procedure 

• The discomforts, risks and benefits associated with the procedure 

Coverage Conditions 

1. The individual is at least 21 years of age at the time of written consent. 

2. The individual is not mentally incompetent. A mentally incompetent individual is a person 
who has been declared mentally incompetent by the federal, state or local court of 
competent jurisdiction for any purposes which include the ability to consent to sterilization 

3. The individual is able to understand the content and nature of the informed consent 
process. 

4. The individual is not institutionalized. 

• Involuntarily confined or detained under civil or criminal statue in a correctional or 
rehabilitative facility, including a mental hospital or other facility for the care of mental 
illness 

• Confined under a voluntary commitment in a mental hospital or other facility for the 
care and treatment of mental illness 

5. At least 30 days, but no more than 180 days, have passed between the date of written 
and signed consent and date of sterilization, except in the following instances: 

• Sterilization may be performed at time of emergency abdominal surgery if: 

– Patient consented to the sterilization at least 30 days before the intended date of 
sterilization, and 

– At least 72 hours have passes after written informed consent was given and the 
performance of emergency surgery. 

• Sterilization may be performed at time of premature delivery if following requirements 
are met: 

– The written consent was given at least 30 days before the expected date of delivery, 
and 

– At least 72 hours passed after written informed consent to be sterilized was given. 

6. The age limit is an absolute requirement. There are no exceptions for marital status, 
number of children or for a therapeutic sterilization. 

7. A completed consent form must accompany all claims for sterilization services. 
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Sterilization Consent Form Completion Tips 

• Name of procedure must be exactly the same in all four places on the PM 330.  
Fields: 2, 6, 13 and 20. 

Abbreviations for procedures are accepted and must be consistent throughout the 
form. The full name of the procedure must be written out and asterisked (*) at the 
bottom of the consent form. 

• Cross out the paragraph that does not apply. Fields: 21 or 22: 

– (21) Paragraph one. Do not cross off paragraph one if the minimum waiting period of 
30 days has been met. 

– (22) Paragraph two. Do not cross off paragraph two if the minimum waiting period of 
30 days has not been met. 

• Client’s name must appear exactly the same in all four places on the PM 330. If a 
middle initial is used, it must be consistent throughout the consent form. Fields: 4, 7, 
12 and 18. 

• To avoid “Physician’s signature not legible” denials, type the name of the physician 
under the signature line and also include their professional title, such as “M.D.”  
Field: 27. 

• Top right section of the PM 330 is the statement of the person obtaining consent. 
Fields: 12-17. 

• Lower right quarter of the PM 330 must be signed and dated on or after the day of the 
surgery, not before. Field: 28. 

Important Note: If the physician whose name appears on the PM 330 is not available on 
the date of surgery, enter, for example, “Dr. Joe Smith, M.D., and 
Associates” when filling in the physician’s name. This addition allows a 
different doctor’s name to be accepted if the physician is not available. 
However, the client must be notified of the change in physician prior to the 
procedure. 
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Accessing Sterilization Consent Form PM 330 

To locate and download the Sterilization Consent Form PM 330, go to the Medi-Cal 
Providers website at (www.medi-cal.ca.gov). 

1. From the Providers tab of the Medi-Cal Providers Home Page, select Publications. 

 

Figure 6: Access to Publications is accessible from the Providers drop-down menu on the 
home page of the Medi-Cal Providers website. 
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2. From the Featured Links, select Forms to view and download. 

 

Figure 7: Forms is located under the Featured Links menu.
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3. Using the drop-down, select Consent Forms. The forms are available for download in 
both English and Spanish versions. To assist providers in completing the Consent form 
they can review the Tips and Reminders document along with an example of a 
completed consent form. 

 

Figure 8: Consent Form documents are located under the Forms drop-down menu.
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Sample: Sterilization Consent Form – (PM 330) (English Version)
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Sample: Sterilization Consent Form – (PM 330) (Spanish Version)
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Sterilization Consent Form Ordering 

The Sterilization Consent Form (PM 330) can be downloaded (in English and Spanish) from 
the Forms page of the Medi-Cal Providers website or ordered by calling the Telephone 
Service Center (TSC) at 1-800-541-5555. Providers must supply their NPI number when 
ordering the form(s). The following information also may be requested: 

• Date 

• Name of document (sterilization Consent Form, PM 330) 

• Name of provider/facility (registered provider name associated with NPI) 

• Complete shipping address: Street, city, state, ZIP (P.O. Box not accepted) 

• Quantity of forms requested 

• Contact person and telephone number

http://www.medi-cal.ca.gov/
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Onsite Dispensed Contraceptives Billed with 
National Drug Code (NDC) 

Table of Onsite Dispensed Contraceptives 

HCPCS Code National Code Description Additional 
Information 

J3490U5 Emergency Contraception: Ulipristal Acetate  
30 mg 

1 pack (1 tablet) 

J3490U6 Emergency Contraception: Levonorgestrel 1.5 mg 1 pack (1 tablet) 

J3490U8 Medroxyprogesterone Acetate 150 mg 1 injection 

J7294 Segesterone acetate and ethinyl estradiol 0.15 mg, 
0.12 mg per 24 hours, yearly vaginal system, each 

1 ring 

J7295 Ethinyl estradiol and etonogestrel  
0.015 mg, 0.12 mg per 24 hours; monthly vaginal 
ring, each 

1 ring 

J7296 Levonorgestrel IUC, (kyleena), 19.5 mg 1 IUC 

J7297 Levonorgestrel IUC, (liletta) 52 mg 1 IUC 

J7298 Levonorgestrel IUC, (mirena) 52 mg 1 IUC 

J7300 Intrauterine copper contraceptive 1 IUC 

J7301 Levonorgestrel IUC (Skyla) 13.5 mg 1 IUC 

J7304U1 Contraceptive patch (norelgestromin and ethinyl 
estradiol transdermal system) 

1 patch 

J7304U2 Contraceptive patch levonorgestrel and ethinyl 
estradiol transdermal system) 

1 patch 

J7307 Etonogestrel contraceptive implant (Implanon) 1 implant 

S4993 Oral Contraceptives 1 cycle 
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Onsite Dispensing Billing Instructions 

The maximum reimbursement rates for many of the items dispensed onsite are set by the 
Medi-Cal program and are contained in the Medi-Cal rates table. However, when a Medi-Cal 
maximum reimbursement rate is not specified, Family PACT sets the reimbursement rates 
for the drugs and contraceptive supplies in Drugs: Onsite Dispensing Price Guide (drug 
onsite) section of the PPBI manual. 

Onsite Dispensing Price Guide 

The Drugs: Onsite Dispensing Price Guide (drug onsite) section contains information for 
calculating the Family PACT reimbursement rates for each HCPCS codes A4261, A4266, 
A4267, A4268, A4269 (U1-U5), S5199, S5000 or S5001 dispensed onsite. 

Partial Table of Reimbursement Rates for Drugs Dispensed Onsite 

Medication Size 
and/or 
strength 

Condition Max 
Billing 
Units 
Per 
Claim 

Rate 
Per 
Unit 

Max 
Drug 
Cost 

Clinic 
Disp. 
Fee 

Upper 
Payment 
Limit 

Fill 
Frequency 
(Days) 

Acyclovir 400 mg 
tabs 

Genital 
Herpes 

30 $0.23 $6.90 $3.00 $9.90 Not 
Applicable 

Acyclovir 400 mg 
tabs 

Genital 
Herpes 

60 $0.23 $13.80 $3.00 $6.80 22 

Note: A clinic dispensing fee is not reimbursable for antibiotic injections
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HCPCS Codes for Drugs and Supplies 
Dispensed Onsite 

Claims for HCPCS codes A4267, A4269U1, A4269U2, A2469U3, A4269U4, A4269U5 and 
S5199 must document the following in the Remarks field (Box 80) or Additional Claim 
Information field (Box 19): 

• Description of items 

• Actual quantity 

• “At cost” expense 

• Clinic dispensing fee, If applicable 

If any of the following codes: A4267, A4269U1, A4269U2, A4269U3, A4269U4 or S5199, or 
any combination of the codes is present on a claim, the total maximum allowable amount for 
any or all is $14.99. When billing for contraceptive supplies (A4267, A4269U1, A4269U2, 
A4269U3, A4269U4 or S5199) dispensed for the same patient by the same provider, the 
minimum interval between dispensing events is 15 days. 

Table of Drugs and Supplies Dispensed Onsite 

HCPCS Code National Code Description Additional Information 

A4261 Cervical cap Limited to 2 cervical caps per year 

A4266 Diaphragm Limited to 1 diaphragm per year 

A4267 Condom, male, each Up to 36 units per 27 days 

A4268 Condom, internal, each Up to 12 units per claim. No more 
than two claims and no more than  
24 units in a 90-day period. 

A4269U1 Spermicide: Gel, jelly, cream or 
foam 

Limited to three refills in any  
75-day period 

A4269U2 Spermicide: Suppository Limited to three refills in any  
75-day period 

A4269U3 Spermicide: Vaginal film Limited to three refills in any  
75-day period 

A4269U4 Spermicide: Contraceptive 
sponge 

Limited to three refills in any  
75-day period 

A4269U5 Vaginal gel Limited to 3 dispensing per any  
75-day period 

S5000 Prescription drug, generic Miscellaneous drugs 

S5001 Prescription drug, brand name Miscellaneous drugs 

S5199 Personal care item, NOS each Lubricant 
Limited to three refills in any  
75-day period 

None Basal Body Thermometer (each) Pharmacy dispensed only (1 per year) 
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Treatment and Dispensing Guidelines for 
Clinicians 

“Treatment and Dispensing Guidelines for Clinicians” in the Benefits Grid (ben grid 33-38) 
section in the PPBI manual assists clinicians in determining covered medications, dosage 
size, regimens and clinic billing codes along with any notes or limitations for family  
planning-related reproductive health conditions, contraceptives and contraceptive supplies. 
See examples below. 

Family Planning-Related Conditions Drug Regimens 

Family Planning Related Conditions Drug Regimens Table 

Condition Medication Dosage 
Size 

Regimens Fill 
Freq 
Days 

Notes Clinic 
Code 

Bacterial 
Vaginosis 

Metronidazole 250 mg/ 
500 mg 
tabs 

500 mg PO 
BID X 7 
days 

15 Recommended 
regimen 

S5000/
S5001 

Bacterial 
Vaginosis 

Metronidazole 0.75% 
vaginal 
gel 

5 g PV QHS 
X 5 days 

30 Recommended 
regimen 

S5000/
S5001 

Bacterial 
Vaginosis 

Clindamycin 2% 
cream 

5 g PV X 7 
days 

30 Recommended 
regimen 

S5000/
S5001 

Bacterial 
Vaginosis 

Clindamycin 150 mg 
capsules 

300 mg PO 
BID X 7 
days 

15 Alternative 
regimen 

S5000/
S5001 

Bacterial 
Vaginosis 

Clindamycin 100 mg 
ovules 

100 mg PV 
QHS X 3 
days 

30 Alternative 
regimen 

S5000/
S5001 

Sample: Treatment and Dispensing Guidelines for Clinicians 
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Updated Policy for Clinic Dispensing for 
Certain Family-Related Drugs 

Effective for dates of service on or after August 1, 2022, the dispensing frequency is updated 
from “one dispensing in 15 days” to “two dispensing’s in rolling 30 days” for the following 
drugs reimbursable under HCPCS codes S5000 and S5001. 

Clinic Dispensed Drugs 

• Cefixime 

• Cephalexin 

• Ciprofloxacin 

• Metronidazole 

• Sulfamethoxale and Trimethoprim (SMX/TMP) 

• Tinidazola 

Claim Form Documentation 

Claim form documentation for contraceptive supplies and miscellaneous drugs dispensed 
onsite must be entered in the Additional Claim Information field (Box 19) on the  
CMS-1500 claim form or the REMARKS field (Box 80) on the UB-04 claim form, or an 
attachment. Refer to the Drugs: Onsite Dispensing Billing Instructions (drug) section of the 
PPBI manual for examples. Below is an example claim documentation for contraceptive 
supplies dispensed onsite (20 male condoms at $0.28 each and foam [40 gm] at $0.20). 

Documentation must include: 

• Name of drug/supply (e.g., male condoms at $0.28 [20 condoms] and foam at $0.20 
[40 gm]) 

• Size and/or strength, if applicable 

• Number of units (e.g., 20 condoms; 40 gm foam) 

• Clinic dispensing fee, if applicable (e.g., 10% total cost; each contraceptive item) 

• Total cost (e.g., Line 1: 20 male condoms @ 0.28 = $5.60 plus 10% = $6.16;  
Line 2: 40 gm foam @ 0.20 = $8.00 plus 10% = $8.80. Total contraceptive supplies 
dispensed in-house charges for date of service is $14.96)
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Partial Sample: CMS-1500 Claim Form Additional Claim Information field (Box 19) 

 

Partial Sample: UB-04 Claim Form REMARKS field (Box 80) 

Note: There is a $14.99 claim limit for all contraceptive supplies dispensed on a single 
date of service. For additional information and the Family PACT rate per unit, refer to 
the Drugs: Onsite Dispensing Price Guide (drug onsite) section of the PPBI manual. 
For claim completion for contraceptive supplies and miscellaneous drugs, refer to 
the Claim Completion: CMS-1500 (claim cms) section and Claim Completion: UB-04 
(claim ub) section in the PPBI manual..
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Family PACT Case Study 

Amanda is a new Family PACT client enrolled on October 1, 2021 and comes in for family 
planning services. She thinks her period is late and is also experiencing UTI symptoms. 
Amanda has a new client family planning office visit, including counseling on all 
contraceptive methods. 

After being counseled on all FDA-approved contraceptive methods, Amanda decides she 
would like to try oral contraceptives. 

Amanda provides her verbal consent to pregnancy test. The pregnancy test is negative. 

A dipstick urine test is performed in house for symptoms of a UTI, and it is confirmed she 
has a UTI. Amanda is given a written prescription for oral contraceptives and an antibiotic to 
treat the UTI. The provider dispenses (20) male condoms at $0.28 each [HCPCS code 
A4267]) and dispenses 40 gm of foam at $0.20 [HCPCS code A4269U1]) for a quick start. 

Services performed at Amanda’s visit: 

• Evaluation and Management Office visit (new client). 

• Education and Counseling (Individual orientation). 

• Prescription Oral contraceptives and antibiotic. 

• Pregnancy Test. 

• Male condoms and foam (dispensed as back up with OC’s). 

• Urine dip-stick test performed on-site. 

The provider is eligible for the clinic dispensing fee (CDF). The CDF is 10 percent of the total 
amount of contraceptive supplies dispensed onsite. If any of the following three codes 
(A4267, A4269 or S5199) or any combination of the codes is present on a claim, the total 
maximum allowable amount for any or all cannot exceed $14.99. 

Note: Clients must sign an acknowledgement form or similar document when they provide a 
specimen per Welfare and Institutions Code (W&I Code), Section 14043.341. Providers are 
required to obtain and keep a record of Family PACT client signatures acknowledging the 
dispensing of a drug, device or supplies, or when obtaining a laboratory specimen



E Family Planning, Access, Care & Treatment (Family PACT) Billing 

58 

Page updated: June 2022 

CPT, HCPCS and ICD-10-CM Codes 

Items & Services CPT/HCPCS Code ICD-10-CM Code 

Contraceptive Supplies A4267 (male condoms) 
A4269U1 (foam) 

D1D1D1D 
D2D2D2D 

Drugs None D1D1D1D 
D2D2D2D 

Lab 81025 (pregnancy test) 
81002 (UA dipstick) 

D1D1D1D 
D2D2D2D 

Evaluation & Management 99203 30-44 minutes (Individual 
counseling time) 

D1D1D1D 
D2D2D2D 

Education & Counseling S9445 (Individual orientation to Family 
PACT, only once by the same provider 
for the same client) 

D1D1D1D 
D2D2D2D 

Amanda’s Case Study Claim Form 

Complete the partial CMS-1500 claim form below based on Amanda’s case study 
information 

 

Figure 9: Image of a blank CMS-1500 form with boxes 14 through 30. 

See the Appendix for the Answer Key.
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Resource Information 

References 

The following reference materials provide Family PACT Program billing and policy 
information. 

Family PACT Policies, Procedures and Billing Instructions (PPBI) manual 

Family PACT Update bulletin 

Medi-Cal Update bulletin 

Medi-Cal Rx website 

Family PACT website 

Family PACT website: Forms 

Medi-Cal Providers website 

Family PACT email address: familypact@dhcs.ca.gov

https://files.medi-cal.ca.gov/pubsdoco/bulletin_archives.aspx?Type=fpact
https://files.medi-cal.ca.gov/pubsdoco/Bulletins_menu.aspx
https://medi-calrx.dhcs.ca.gov/home/
http://www.familypact.org/
https://familypact.org/providers/forms/
http://www.medi-cal.ca.gov/
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Appendix 

Acronyms 

Acronym Description 

AEVS Automated Eligibility Verification System 

AGOG American Congress of Obstetricians and Gynecologists 

APCC Affiliate Primary Care Clinics 

B&P California Business and Professions code 

BCCTP Breast and Cervical Cancer Treatment Program 

BIC Benefits Identification Card 

CDC Centers for Disease Control and Prevention 

CE Childbirth Educator 

CEC Client Eligibility Certification 

CDF Clinic Dispensing Fee 

CDPH California Department of Public Health 

CHDP Child Health and Disability Prevention 

CNM Certified Nurse Midwife 

CNP Certified Nurse Practitioner 

COS Category of Service 

CPHW Comprehensive Perinatal Health Worker 

CPSP Comprehensive Perinatal Services Program 

DHCS Department of Health Care Services 

DOS Date of Service 

E&C Education & Counseling 

E&M Evaluation and Management 

EDD Expected Date of Delivery 

EIN Employer Identification Number 

EPT Expedited Partner Therapy 

ETAR Electronic Treatment Authorization Request 
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Acronym Description 

FAM Fertility Awareness Method 

FDA Food and Drug Administration 

FI Fiscal Intermediary; contractor for DHCS responsible for claims 
processing, provider services, and other fiscal operations of the  
Medi-Cal program 

FIG Federal Income Guidelines 

FPACT Family Planning, Access, Care and Treatment 

FPG Federal Poverty Guidelines 

FPL Federal Poverty Limit 

FQHC Federally Qualified Health Centers 

HAP Health Access Program 

HCPCS Healthcare Procedure Coding System 

HE Health Educator 

HIPAA Health Insurance Portability and Accountability Act 

HIV Human Immunodeficiency Virus 

HMO Health Maintenance Organization 

HPV Human Papilloma Virus 

ICP Individualized Care Plan 

IHS-MOA Indian Health Services Memorandum of Agreement 

IUC Intrauterine Contraceptive 

LAM Lactational Amenorrhea Method 

LCSW Licensed Clinical Social Worker 

LMP Last Menstrual Period 

LMS Learning Management System 

LVN Licensed Vocational Nurse 

MFCC Marriage, Family and Child Counselor 

MFT Marriage Family Therapist 

NDC National Drug Code 

NFP Natural Family Planning 

NMP Non-Physician Medical Practitioner 

NP Nurse Practitioner 
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Acronym Description 

NPI National Provider Identifier 

OB Obstetrics 

OC Oral Contraceptives 

OFP Office of Family Planning 

OHC Other Health Coverage 

PA Physician Assistant 

PACT Planning, Access, Care and Treatment 

PCC Primary Care Clinics 

PE4PW Presumptive Eligibility for Pregnant Women 

PE Presumptive Eligibility 

PID Pelvic Inflammatory Disease 

POS Point of Service 

PPBI Policies, Procedures and Billing Instructions 

PSC Perinatal Services Coordinator 

QP Qualified Provider 

RAD Remittance Advice Details 

RD Registered Dietician 

REC Retroactive Eligibility Certification 

RHC Rural Health Clinics 

RN Registered Nurse 

SOC Share of Cost 

SOGI Sexual Orientation Gender Identity 

SSApp Single Streamlined Application 

SSI Social Security Insurance 

SSN Social Security Number 

STI Sexually Transmitted Infection 

TAR Treatment Authorization Request 

TCN TAR Control Number 

TIN Taxpayer Identification Number 
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Acronym Description 

TSC Telephone Service Center 

UTI Urinary Tract Infection 

W&I Code Welfare and Institutions Code 
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Module A Answer Key 

Knowledge Review 1 

Question 1: Assisting the applicant in completing the Presumptive Eligibility for Pregnant 
Women Medi-Cal Application (MC 263) is optional for providers. True or False. 

Answer 1: False 

Question 2: The PE4PW Application Web Portal transaction is the only means to submit 
Presumptive Eligibility for Pregnant Women Medi-Cal Applications (MC 263). True or False. 

Answer 2: True 

Question 3: The recipient is eligible for PE4PW services until a full eligibility determination  

is made. 

Answer 3: True 

Question 4: If the applicant is deemed not eligible for PE4PW, are they required to sign the 
Immediate Need Eligibility Document? 

Answer 4: No 

Knowledge Review 2 Case Scenario 

Question 1: Julia is spending the summer with her dad and is not currently in Amy’s 
household on the day Amy applies for PE4PW. Would Julia be counted in Amy’s family 
size? 

Answer 1: No 

Question 2: How many people would be counted in Amy’s household? 

Answer 2: Three: Amy and each twin would be counted individually for the total eligible 
family members of 3 and because Julia was not living in Amy’s household at the time Amy 
applied for PE, Julia would not be counted in the total family size. 

Question 3: Does Amy need to count her grandmother’s $1,000 SSI and Robert’s $1,200 
disability in her monthly household income? 

Answer 3: No, they are not eligible members according to the eligibility criteria. 

Question 4: According to PE4PW eligibility guidelines, is Amy eligible for PE? Yes or no. 

Answer 4: Yes



 

6 

Page updated: March 2021 

Module B Answer Key 

Knowledge Review 1 

Question 1: Reimbursement for antepartum visit (HCPCS code Z1034) is limited to 
__________ visits in a nine-month period. 

Answer 1: B 

Question 2: More than 13 antepartum visits are allowed in nine months if there is 
documentation of a second pregnancy. 

Answer 2: True 

Question 3: If providers bill one antepartum (HCPCS code Z1034), they ___________ bill 
globally. 

Answer 3: B cannot 

Question 4: If a provider bills per-visit CPT code 59409, 59612 (vaginal delivery only), 59514 
or 59620 (cesarean delivery only), the provider must bill all antepartum visits separately. 

Answer 4: True 

Question 5: Postpartum visits (HCPCS code Z1038) may be billed by the primary maternity 
care provider or provider who saw the patient for only the postpartum office visit. 

Answer 5: True 

Knowledge Review 2 

Question 1: The postpartum office visit (HCPCS code Z1038) is restricted to once in six 
months. True or False. 

Answer 1: False 

Question 2: Providers who accept Medi-Cal transfer-of-care patients are restricted to the one 
initial visit (HCPCS code Z1032) and a total of 13 antepartum visits (HCPCS code Z1034) in 
nine months by all primary obstetrics providers 

Answer 2: False 

Question 3: Which claim form allows providers to choose to bill per-visit or bill globally? 

Answer 3: B 

Question 4: Can the initial pregnancy office visit (HCPCS code Z1032) count as one of the 
13 visits when billing globally? 

Answer 4: No
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Module C Answer Key 

Knowledge Review 1: 

Question 1: Modifier ZL must be billed with HCPCS code Z1032 and certifies that the 
recipient was seen within 16 weeks of her Last Menstrual Period (LMP). True or false? 

Answer 1: True 

Question 2: Enter the LMP date in _______ _____ on the CMS-1500 claim form or in 
_______ ___________________ on the UB-04 claim form. 

Answer 2: Box 14, Box 80 Remarks 

Question 3: To be reimbursed for modifier ZL, providers must add $56.63 to their usual and 
customary fee for Z1032. True or false? 

Answer 3: True 

Question 4: Modifier ZL is restricted to CPSP providers and will only be reimbursed _______ 
per recipient, per pregnancy. 

Answer 4: Once 

Knowledge Review 2 

Question 1: This code can only be billed if all ______ initial assessments and the initial 
pregnancy-related office visit code ________ are rendered within a ______-______ 
________. 

Answer 1: Three, Z1032, four-week period 

Question 2: The date of the last assessment must be shown as the date of service. True or 
false? 

Answer 2: True 

Question 3: Z6500 is reimbursable once in ____ _________ unless the provider certifies on 
the claim that the recipient has become pregnant again within the _____-_________ period. 

Answer 3: Six months, six-month 

Question 4: If fewer than three initial assessments are performed, or the initial assessments 
are not performed within four weeks of entry into care, you must bill the initial assessments 
separately. True or false? 

Answer 4: True
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Knowledge Review 3 

Question 1: If fewer than three initial assessments are performed, or the initial assessments 
are not performed within four weeks of entry into care, the provider must bill for the actual 
assessments performed using the individual assessment codes. True or false? 

Answer 1: True 

Question 2: The sequence for providing the initial assessments (nutrition, health education 
and psychosocial) and the initial pregnancy-related office visit code (Z1032) may be 
rendered in _____ _______ and at ____ ______ during the patient’s care. 

Answer 2: Any order; any time 

Question 3: The provider must complete the initial assessment within the discipline area 
(nutrition, health education or psychosocial) ________ rendering any intervention services 
within that discipline. 

Answer 3: Before 

Knowledge Review 4 

Question 1: Recipients who choose to participate in the CPSP program and receive CPSP 
services are required to _______ or __________________ their SOC ________ _________ 
even if the obstetrical services are billed globally. 

Answer 1: pay, obligate; each month; 15 minutes 
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Module D Answer Key 

Knowledge Review 1 

Question 1: Retroactive eligibility may be offered to all Family PACT clients. 

Answer 1: b 

Question 2: Clients must be recertified how often? 

Answer 2: b 

Question 3: Clients must report any changes pertinent to their eligibility status such as? 

Answer 3: d 

Question 4: Can providers obtain signatures and store CEC/RECs electronically? 

Answer 4: a 

Question 5: Providers must maintain the completed CEC form in the client’s medical record 
for a period of: 

Answer 5: c 

Question 6: The provider determines the total family size and total taxable monthly income 
based on information provided by the client. 

Answer 6: a 

Question 7: Clients who have been determined ineligible for Family PACT services must be 
offered a copy of the completed CEC form, which includes a “Fair Hearing Rights” 
notification. 

Answer 7: a 

Question 8: Failure to adequately certify the client or to sign and date the CEC form may 
result in the provider being disenrolled. 

Answer 8: a 

Question 9: A client may have more than one HAP card activated at any given time. 

Answer 9: b 

Question 10: Providers must remember to clarify accessing services for reasons of “barrier 
to access” with all clients prior to completing the CEC form. 

Answer 10: a 
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Module E Answer Key 

Knowledge Review 1 

Amanda’s Case Study Claim Form 

  

Figure 10: Image of a filled-out CMS-1500 form with boxes 14 through 30. 

. 
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Legend 
Symbols used in the document above are explained in the following table. 

Symbol Description 

* Medical justification is required for these codes. See the Pregnancy: Early 
Care and Diagnostic Services (preg early) section in the appropriate Part 2 
manual for applicable policy and billing information. 

† Refer to the Abortions (abort) section in the appropriate Part 2 manual for 
specific billing information 

‖ Refer to the Genetic Counseling and Screening (gene coun) section in the 
Part 2 manual for applicable policy and billing information. 

§ Refer to the Pathology: Molecular Pathology (path molec) section in the Part 2 
manual for applicable billing with an appropriate diagnosis code. 

µ Refer to the pathology sections in the appropriate Part 2 manual for specific 
billing information 

∞ Refer to the Pathology: Microbiology section in the appropriate Part 2 manual 
for specific billing information 

‡ Refer to the Pregnancy: Early Care and Diagnostic Services (preg early) 
section in the appropriate Part 2 manual for applicable diagnosis and 
frequency billing restrictions. 

+ Refer to the Immunizations (immun) section in the appropriate Part 2 manual 
for specific billing information. 

± For use only in high-risk situations while pregnant. 

¦ Frequency limited to once per month. 

£ Refer to the Non-Injectable Drugs (non inject) section in the appropriate Part 
2 provider manual for specific billing information. 

¥ Refer to the Injections: Drugs A-D Policy section in the appropriate Part 2 
manual for specific billing information. 

^ Refer to the Evaluation and Management (E&M) section of the appropriate 
Part 2 manual for specific billing information. 
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