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The Code on Dental Procedures and Nomenclature
(Code) is published in Current Dental Terminology
(CDT). Copyright © American Dental Association. All
rights reserved. CDT and CDT-2010 are trademarks of
the American Dental Association.

UB-04 Manual. OFFICIAL UB-04 DATA SPECIFICATIONS
MANUAL, 2014, is copyrighted by American Hospital
Association (“AHA”), Chicago, Illinois. No portion of
OFFICIAL UB-04 MANUAL may be reproduced, sorted in
a retrieval system, or transmitted, in any form or by
any means, electronic, mechanical, photocopying,
recording or otherwise, without prior express, written
consent of AHA.” Health Forum reserves the right to
change the copyright notice from time to time upon
written notice to Company.

• Medicare Benefit Policy Manual – Pub. 100-02, Chapters 1 and 15.
• Medicare National Coverage Determinations Manual – Pub. 100-03.
• Correct Coding Initiative – Medicare Contractor Beneficiary and Provider Communications Manual – Pub.

100-09, Chapter 5.
• Social Security Act (Title XVIII) Standard References, Sections:

◦ Title XVIII of the Social Security Act, Section 1862(a)(1)(A) states that no Medicare payment shall
be made for items or services which are not reasonable and necessary for the diagnosis or
treatment of illness or injury.

◦ Title XVIII of the Social Security Act, Section 1862(a)(7). This section excludes routine physical
examinations

◦ Title XVIII of the Social Security Act, Section 1862(a)(1)(D) states that no payment shall be made
for any services that are considered investigational or experimental.

◦ Title XVIII of the Social Security Act, Section 1833(e) states that no payment shall be made to any
provider for any claim that lacks the necessary information to process the claim.

CMS National Coverage Policy This LCD supplements but does not replace, modify or supersede existing Medicare
applicable National Coverage Determinations (NCDs) or payment policy rules and regulations for facet joint
injection services. Federal statute and subsequent Medicare regulations regarding provision and payment for
medical services are lengthy. They are not repeated in this LCD. Neither Medicare payment policy rules nor this
LCD replace, modify or supersede applicable state statutes regarding medical practice or other health practice
professions acts, definitions and/or scopes of practice. All providers who report services for Medicare payment
must fully understand and follow all existing laws, regulations and rules for Medicare payment for facet joint
injection services and must properly submit only valid claims for them. Please review and understand them and
apply the medical necessity provisions in the policy within the context of the manual rules. Relevant CMS manual
instructions and policies regarding facet joint injection services are found in the following Internet-Only Manuals
(IOMs) published on the CMS Web site:

Coverage Guidance
Coverage Indications, Limitations, and/or Medical Necessity

Notice: It is not appropriate to bill Medicare for services that are not covered (as described by this entire LCD) as
if they are covered. When billing for non-covered services, use the appropriate modifier.

Compliance with the provisions in this policy may be monitored and addressed through post payment data
analysis and subsequent medical review audits.

This policy does not address sacral conditions or injections or neurotomies. Sacral injections are not subject to
the requirements of this LCD.

The paravertebral facet joint, known as the zygapophysial joint is made up of two superior processes, extensions
of spine projecting upward, interconnecting with two inferior processes, which project downward from the
vertebra directly above.
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• A zygapophyseal (aka facet) joint “level” refers to the zygapophyseal joint or the two medial branch (MB)
nerves that innervate that zygapophyseal joint.

• A “session” is defined as all injections/blocks/RF procedures performed on one day and includes medial
branch blocks (MBB), intraarticular injections (IA), facet cyst ruptures, and RF ablations.

• A “region” is all injections performed in cervical/thoracic or all injections performed in lumbar (not sacral)
spinal areas.

• "Diagnosis” of facet-mediated pain requires the establishment of pain relief following dual medial branch
blocks (MBBs) performed at different sessions. Neither physical exam nor imaging has adequate diagnostic
power to confidently distinguish the facet joint as the pain source.

• Patient must have a history of at least 3 months of moderate to severe pain with functional impairment
and pain is inadequately responsive to conservative care such as NSAIDS, acetaminophen, physical
therapy (as tolerated).

• Pain is predominantly axial and, with the possible exception of facet joint cysts, not associated with
radiculopathy or neurogenic claudication.

• There is no non-facet pathology that could explain the source of the patient’s pain, such as fracture,
tumor, infection or significant deformity.

• Clinical assessment implicates the facet joint as the putative source of pain.

For the purpose of this LCD an anatomical region is defined as cervical/thoracic (64490, 64491, 64492) or
lumbar/sacral (64493, 64494, 64495). A facet joint level refers to the facet joint or the nerves (e.g., medial
branch nerves) innervating that joint.

”Diagnosis” of facet-mediated pain requires the establishment of pain relief following dual medial branch blocks
(MBBs) performed at different sessions. Neither physical exam nor imaging has adequate power to confidently
distinguish the facet joint as the pain source.

Facet Joints are paired diarthrodial articulations of the superior and inferior articular processes of adjacent
vertebrae. The medial branches (MB) of the dorsal rami of the segmental nerves innervate facet joints and the
MB nerves from the two adjacent dorsal rami innervate each joint. (Exceptions to this rule are the C2-3 facet
joint, which is innervated by the third occipital nerve; and the L5-S1 facet joint, which is innervated by the L4 MB
and the L5 dorsal ramus) There are two (2) facet joints, right and left, at each level.

Facet joint block is one of the methods used to document/confirm suspicions of posterior elemental biomechanical
pain of the back. The patient with this condition usually has back pain that does not have a strong radicular
component, no associated neurologic deficit and the pain is aggravated by hyperextension, rotation or lateral
bending of the spine.

Facet joint injections are considered medically necessary for the diagnosis or treatment of chronic pain that has
failed conservative therapy.

During a paravertebral facet joint block procedure, a needle is placed in the facet joint or along the medial
branches that innervate the joints, under fluoroscopic guidance. Local anesthetic and/or steroid is injected into
the facet joint or around or into the nerve supplying the joint, temporarily anesthetizing the facet joint. After
satisfactory blockage of the pain has been achieved, the patient is asked to perform the activities that aggravate
the pain and to record the perceived affect 4-8 hours after the procedure. Temporary or prolonged abolition of
the pain suggests that the facet joints are the source of the symptoms and appropriate treatment may be
prescribed in the future.

It may be medically necessary to repeat blocks done for diagnosis, at a minimal of 1 month interval to establish
consistency of results, particularly if diagnostic blocks are to be followed by facet joint denervation. Some
patients will have long-lasting relief with local anesthetic and steroid; others will require a denervation procedure
for more permanent relief. Before proceeding to a denervation treatment, the patient should experience at least a
50 percent reduction in symptoms for the duration of the local anesthetic effect.

Multiple nerve blocks may be necessary for proper evaluation and management of chronic pain in a given patient.
It is reasonable to use the modality most likely to establish the diagnosis or treat the presumptive diagnosis. If
the first procedure fails to produce the desired effect or rules out the diagnosis, the provider may proceed to the
next logical test or treatment if desired.

Definitions

Indications
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• A complete initial evaluation including history and an appropriately focused musculoskeletal and
neurological physical examination.

• Diagnostic test results or procedures justifying the possible presence of facet joint pain.
• Facet joint interventions (diagnostic and/or therapeutic) must be performed under fluoroscopic or

computed tomographic (CT) guidance.
• A hard (plain radiograph with conventional film or specialized paper) or digital copy image or images which

adequately document the needle position and contrast medium flow (excluding RF ablations and those
cases in which using contrast is contra-indicated, such as patients with documented contrast allergies),
must be retained and submitted if requested.

• The medical necessity reasoning for the use of CT guided imaging rather than fluoroscopy must be
documented in the medical record.

• In order to maintain target specificity, total intra articular (IA) injection volume must not exceed 1.0 ml
per cervical joint or 2.0 ml per lumbar joint, including contrast. Larger volumes may be used only when
performing a purposeful facet cyst rupture in the lumbar spine.

• Total MBB anesthetic volume shall be limited to a maximum of 0.5 ml per MB nerve for diagnostic
purposes and 2.0 ml for therapeutic. For a third occipital nerve block, up to 1.0 ml is allowed for
diagnostic and 2.0 ml for therapeutic purposes.

• In total, no more than 100 mg of triamcinolone or methylprednisolone or 15 mg of betamethasone or
dexamethasone or equivalents shall be injected during any single injection session.

• Both diagnostic and therapeutic IA facet joint injections and medial branch blocks (see criteria below) may
be acceptably performed without steroids.

General Procedure Requirements

Provider Qualifications

Provider Qualifications’ requirements must be met. Patient safety and quality of care mandate that healthcare
professionals who perform Facet Joint Injections, Medial Branch Blocks, and Facet Joint Radiofrequency
Neurotomy are appropriately experienced and/or trained to provide and manage the services. The CMS Manual
System, Pub. 100-8, Program Integrity Manual, Chapter 13, Section 5.1

(http://www.cms.hhs.gov/manuals/downloads/pim83c13.pdf) underscores this point and states that "reasonable
and necessary" services must be "ordered and/or furnished by qualified personnel." Services will be considered
medically reasonable and necessary only if performed by appropriately experienced and/or formally trained
providers.

Training and expertise must have been acquired within the framework of an Accreditation Council for Graduate
Medical Education (ACGME) accredited residency and/or fellowship program in the applicable
specialty/subspecialty. If this skill has been acquired as continuing medical education, the courses must be
comprehensive, offered or sponsored or endorsed by an academic institution in the United States and/or by the
applicable specialty/subspecialty society in the United States, and designated by the American Medical
Association (AMA) as Category 1 Credit. Documentation of training must be available upon request.

The following training requirement applies only to those providers who have not provided these specific
interventional pain management services on a regular basis (at least two times per month) during the five years
prior to the effective date of this LCD as may be established by claims history.

A basic requirement of payment is training and/or credentialing by a formal residency/fellowship program and/or
other training program that is accredited by a nationally-recognized body and whose core curriculum includes the
performance and management of the procedures addressed in this policy.

Recognized accrediting bodies include only those whose program accreditation gains the trainee eligibility to sit
for a healthcare-related licensing exam or licensing itself, which in turn allows the licensee to perform these
procedures. At a minimum, training must cover and develop an understanding of anatomy and drug
pharmacodynamics and kinetics, the technical performance of the procedure(s) and utilization of the required
associated imaging modalities, and the diagnosis and management of potential complications from the
intervention.

Non-Physician Practitioners (PA, NP, CRNA) may only perform procedures requiring radiologic imaging if their
respective state allows such in their practice act and formally license or certify the practitioner to use radiation,
magnetic resonance imaging, ultrasound and associated contrast material.

The following credentialing requirement applies to all providers of the services addressed in this policy. If the
practitioner works in a hospital facility at any time and/or is credentialed by a hospital for any procedure, the
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• Dual MBBs (a series of two MBBs) are necessary to diagnose facet pain due to the unacceptably high false
positive rate of single MBB injections.

• A second confirmatory MBB is allowed if documentation indicates the first MBB produced &#8805 80%
relief of primary (index) pain and duration of relief is consistent with the agent employed.

• Intraarticular facet block will not be reimbursed as a diagnostic test unless medial branch blocks cannot be
performed due to specific documented anatomic restrictions.

• Either intraarticular injections or medial branch blocks may provide temporary or long-lasting or
permanent relief of facet-mediated pain. Injections may be repeated if the first injection results in
significant pain relief (> 50%) for at least 3 months. (See Limitations section for total number of injections
that may be performed in one year.)

• Recurrent pain at the site of a previously treated facet joint may be treated without additional diagnostic
blocks if > 50% pain relief from the previous block(s) lasted at least 3 months.

• Appropriate consideration is given to the adverse effects (e.g., adrenal suppression, immunologic,
endocrine and musculoskeletal direct effects of corticosteroid injections.)

• Only when dual MBBs provide &#8805 80% relief of the primary or index pain, and duration of relief is
consistent with the agent employed, may facet joint denervation with RF medial branch neurotomy be
considered.

• The effects of denervation should last from six (6) months to one year or longer. In some instances the
effects may be permanent.

• Repeat denervation procedures involving the same joint/nerve level will only be considered medically
necessary if the patient experienced &#8805 50% improvement of pain and improvement in patient
specific ADLs after the initial facet joint nerve destruction lasting at least 6 months.

1. It would not be considered appropriate to report acupuncture or variations of those techniques with any of
the CPT codes in this policy.

2. It is not considered reasonable and necessary for intraarticular facet joint injections or medial branch
blocks to routinely require conscious sedation or Monitored Anesthesia Care (MAC). Frequent use of MAC
or conscious sedation with intraarticular facet joint injections or medial branch blocks may result in pre-
payment or post payment medical review.

3. Facet joint interventions performed under ultrasound guidance are not considered reasonable and
necessary and will not be covered.

4. Radiculopathy should be ruled out by physical or electrophysical examination.

practitioner must be credentialed to perform the same procedure in the outpatient setting.

Diagnostic Facet Joint Injections

Therapeutic Injections

Facet Joint Denervation; Thermal Medial Branch Radiofrequency Neurotomy (includes RF and microwave
technologies):

If the patient receives sufficient relief of pain from a facet joint block for a 4-6 week period of time but the pain
recurs, one of the options is to denervate the facet joint. This procedure requires placement of a needle into the
facet joint under fluoroscopic or CT guidance, injection of a local anesthetic agent, and if the pain is relieved
(confirming that the needle is in the area desired to be denervated), injection of a neurolytic agent to destroy the
facet joint nerve. This denervation can also be achieved by passing an electric current through a similarly placed
electrode, by applying heat or by using radiofrequency.

When facet joint block has been effective in managing the back pain under consideration, then a permanent
denervation may be considered, but should be restricted only to the level or levels that, from the results of the
blocks, can be reasonably considered the source of the pain. This may not include all the levels that were
blocked.

Limitations of Coverage:
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5. Non-thermal RF modalities for facet joint denervation including chemical, low grade thermal energy (<80
degrees Celsius), as well as pulsed RF are not covered.

6. Intraarticular and/or extraarticular facet joint Prolotherapy is not covered.
7. Medicare does not expect that an epidural block or sympathetic block would be provided to a patient on

the same day as facet joint injections. Multiple blocks on the same day could lead to improper or lack of
diagnosis. Coverage will be extended for only one type of procedure during one day/session of treatment
unless the patient has recently discontinued anticoagulant therapy for the purpose of interventional pain
management.

8. Fluoroscopic or Computed Tomography (CT) image guidance and localization are required for the
performance of paravertebral facet joint injections described by CPT codes 64490, 64491, 64492, 64493,
64494, and 64495. For paravertebral spinal nerves and branches – image guidance (fluoroscopy or CT)
and any injection of contrast are inclusive components of CPT codes 64490, 64491, 64492, 64493, 64494,
and 64495.

9. The medical effectiveness of Prolotherapy, Joint Sclerotherapy, and Ligamentous Injections with Sclerosing
Agents has not been verified by scientifically controlled studies. Accordingly, these modalities are not
considered reasonable and necessary and are not covered services . (Please refer to CMS publication 100-
03, Medicare National Coverage Determination Manual, Chapter 1: Section 150.7)

10. The services included in this policy include CT or fluoroscopic guidance. Therefore, it is not considered
reasonable and necessary to report any of the services in this policy if CT or fluoroscopic guidance was not
performed. Services performed with Magnetic Resonance Imaging (MRI) or services performed without
any guidance will be considered not reasonable and necessary and therefore will be non-covered.

• Safe and effective.
• Not experimental or investigational (exception: routine costs of qualifying clinical trial services with dates

of service on or after September 19, 2000, that meet the requirements of the Clinical Trials NCD are
considered reasonable and necessary).

• Appropriate, including the duration and frequency that is considered appropriate for the service, in terms
of whether it is:

◦ Furnished in accordance with accepted standards of medical practice for the diagnosis or treatment
of the patient’s condition or to improve the function of a malformed body member.

◦ Furnished in a setting appropriate to the patient’s medical needs and condition.
◦ Ordered and furnished by qualified personnel.
◦ One that meets, but does not exceed, the patient’s medical needs.
◦ At least as beneficial as an existing and available medically appropriate alternative.

Notice: This LCD imposes diagnosis limitations that support diagnosis to procedure code automated denials.
However, services performed for any given diagnosis must meet all of the indications and limitations stated in
this policy, the general requirements for medical necessity as stated in CMS payment policy manuals, any and all
existing CMS national coverage determinations, and all Medicare payment rules.

As published in CMS IOM 100-08, Section 13.5.1, in order to be covered under Medicare, a service shall be
reasonable and necessary. When appropriate, contractors shall describe the circumstances under which the
proposed LCD for the service is considered reasonable and necessary under Section 1862(a)(1)(A). Contractors
shall consider a service to be reasonable and necessary if the contractor determines that the service is:

Note: Italicized and/or quoted material is excerpted from the American Medical Association, Current Procedural
Terminology (CPT) codes.

Back to Top 
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General Documentation Requirements:
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1. All documentation must be maintained in the patient’s medical record and made available to the
contractor upon request.

2. Every page of the record must be legible and include appropriate patient identification information (e.g.,
complete name, dates of service(s)). The documentation must include the legible signature of the
physician or non-physician practitioner responsible for and providing the care to the patient.

3. The submitted medical record must support the use of the selected ICD-10-CM code(s). The submitted
CPT/HCPCS code must describe the service performed.

4. The medical record documentation must support the medical necessity of the services as directed in this
policy.

1. Pre-procedural documentation must include:
a. A complete evaluation including examination.
b. A summary of pertinent diagnostic test or procedures leading to suspicion of the presence of facet

joint pathology.
2. A legible procedure note must be in the medical record and must include sufficient detail to allow

reconstruction of the procedure. Required elements of the note include:
a. A description of the techniques employed, nerves injected and sites of injections, drugs and doses

with volumes and concentrations.
b. Pre and post-procedural pain assessments.
c. RF neurotomy documentation must include electrode position, cannula size, lesion parameters, and

electrical stimulation parameters. The findings must be specified and documented.
3. Post procedural conclusions must be clearly documented in the medical record.

Documentation Requirements Specific to Facet Joint Injections:

Utilization Guidelines

In accordance with CMS Ruling 95-1 (V), utilization of these services should be consistent with locally acceptable
standards of practice.

Medicare does not consider it reasonable and necessary for services represented by CPT codes 64490 and 64493
(with or without the 50 modifier) inclusive of medial branch blocks, intraarticular injections, facet cyst rupture
and RF ablations to be rendered more than five (5) times in a year in the cervical/thoracic spine and five (5) in
the lumbar spine.

Diagnostic Phase

A diagnostic block can be repeated once, at any given level, at least one week (preferably 2 weeks) after the first
block. If repeated, strong consideration should be given to utilizing administration of an anesthetic of different
duration of action. (This helps confirm the validity of the diagnostic facet block, and may reduce the incidence of
false positive responses due to placebo effect).

Once a structure is proven to be negative as a pain generator, no repeat interventions should be directed at that
structure unless there is a new clinical presentation with symptoms, signs, and diagnostic studies of known
reliability and validity that implicate the structure.

Given that a facet joint receives nerves from their levels, it may be appropriate to block up to three levels when
one level of facet joint involvement is suspected.

Therapeutic Phase

Procedures performed will be limited to three (3) levels (whether unilateral or bilateral) for each anatomical
region as defined in this LCD

For each covered spinal region (cervical/thoracic or lumbar), no more than two (2) thermal RF sessions (64633-
64636) will be considered reasonable and necessary in any calendar year, involving no more than four (4) joints
per session, e.g., two (2) bilateral levels or four (4) unilateral levels.

Therapeutic facet joint injections (64490-64495) should not exceed a frequency parameter of more than once
every three (3) months for a specific region (cervical/thoracic, lumbosacral).

Medicare does not expect all patients in a provider's practice to present with pain in both anatomical regions
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Meeting
Date

Meeting
Type Meeting State(s) Meeting Information

10/01/2015 Open
Meeting

• Arkansas
• Colorado
• Delaware
• District of

Columbia
• Louisiana
• Maryland
• Mississippi
• New Jersey
• New Mexico
• Oklahoma
• Pennsylvania
• Texas

The open meeting is a joint meeting for both JL and JH. The
meeting will be held at the PA Medical Society in Harrisburg, PA.

(cervicothoracic and lumbosacral). Therefore the routine performance of facet joint/medial branch block (both
diagnostic and therapeutic) to both regions may prompt a pre-payment or post payment medical review.

Routinely exceeding the above parameters, by utilizing the procedure codes on the same beneficiary in unusual
patterns may result in pre-payment or post payment medical review.

Other interventional pain management procedures done on the same day as paravertebral facet joint blocks
should be rare. In certain circumstances a patient may present with both facet and sacroiliac problems. In this
case, it is appropriate to perform both facet injections and SI injection at the same session assuming that these
are therapeutic injections and that prior diagnostic injections (blocks) have demonstrated that both structures
contribute to pain generation. The medical record must clearly support both procedures. Medicare recognizes that
this is not common and will monitor the frequency with which these services are combined.

Notice: This LCD imposes utilization guideline limitations. Despite Medicare's allowing up to these maximums,
each patient’s condition and response to treatment must medically warrant the number of services reported for
payment. Medicare requires the medical necessity for each service reported to be clearly demonstrated in the
patient’s medical record. Medicare expects that patients will not routinely require the maximum allowable number
of services.

Sources of Information and Basis for Decision
Contractor is not responsible for the continued viability of websites listed.

OIG Reports and Instructions:

OIG Report OEI-05-07-00200, Medicare Payments for Facet Joint Injection Services; Published September 2008.

CR 6317, Facet Joints, Implementation March 9, 2009.

Other Contractor Policies

L34131 “Facet Joint injections, medial Branch blocks, and Facet Joint Radiofrequency Neurotomy” Noridian
Healthcare Solutions, LLC, for services performed on or after 5/1/2015

L30483 “Paravertebral Facet Joint Block and Facet Joint Denervation”Wisconsin Physicians Service Insurance
Corporation, for services performed on or after 1/1/2015

L29292, “Paravertebral Facet Joint Injections,” First Coast.

L26743, “Pain Management,” TrailBlazer.

Contractor Medical Directors 

Open Meetings/Part B MAC Contractor Advisory Committee (CAC) Meetings

Comment Period Start Date
09/17/2015
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• Creation of Uniform LCDs With Other MAC Jurisdiction

012x Hospital Inpatient (Medicare Part B only)
013x Hospital Outpatient
018x Hospital - Swing Beds
021x Skilled Nursing - Inpatient (Including Medicare Part A)
022x Skilled Nursing - Inpatient (Medicare Part B only)
023x Skilled Nursing - Outpatient
071x Clinic - Rural Health
073x Clinic - Freestanding
075x Clinic - Comprehensive Outpatient Rehabilitation Facility (CORF)
077x Clinic - Federally Qualified Health Center (FQHC)
083x Ambulatory Surgery Center
085x Critical Access Hospital

032X Radiology - Diagnostic - General Classification
036X Operating Room Services - General Classification

Comment Period End Date
11/05/2015

Released to Final LCD Date
N/A

Reason for Proposed LCD

Proposed Contact
Jackie Dunn
UNION TRUST BUILDING SUITE 600
501 GRANT ST
PITTSBURGH, PA 15219-
jackie.dunn@novitas-solutions.com Back to Top

Coding Information

Bill Type Codes:

Contractors may specify Bill Types to help providers identify those Bill Types typically used to report this service.
Absence of a Bill Type does not guarantee that the policy does not apply to that Bill Type. Complete absence of all
Bill Types indicates that coverage is not influenced by Bill Type and the policy should be assumed to apply equally
to all claims.

Revenue Codes:

Contractors may specify Revenue Codes to help providers identify those Revenue Codes typically used to report
this service. In most instances Revenue Codes are purely advisory; unless specified in the policy services
reported under other Revenue Codes are equally subject to this coverage determination. Complete absence of all
Revenue Codes indicates that coverage is not influenced by Revenue Code and the policy should be assumed to
apply equally to all Revenue Codes.

Note: The Contractor has identified the Bill Type and Revenue Codes applicable for use with the CPT/HCPCS
codes included in this LCD. Providers are reminded that not all CPT/HCPCS codes listed can be billed with all Bill
Type and/or Revenue Codes listed. CPT/HCPCS codes are required to be billed with specific Bill Type and Revenue
Codes. Providers are encouraged to refer to the CMS Internet-Only Manual Publication 100-04, Claims Processing
Manual, for further guidance.
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045X Emergency Room - General Classification
049X Ambulatory Surgical Care - General Classification
051X Clinic - General Classification
052X Freestanding Clinic - General Classification
076X Specialty Services - General Classification
096X Professional Fees - General Classification
0981 Professional Fees - Emergency Room Services
0982 Professional Fees - Outpatient Services
0983 Professional Fees - Clinic

64490 Inj paravert f jnt c/t 1 lev
64491 Inj paravert f jnt c/t 2 lev
64492 Inj paravert f jnt c/t 3 lev
64493 Inj paravert f jnt l/s 1 lev
64494 Inj paravert f jnt l/s 2 lev
64495 Inj paravert f jnt l/s 3 lev
64633 Destroy cerv/thor facet jnt
64634 Destroy c/th facet jnt addl
64635 Destroy lumb/sac facet jnt
64636 Destroy l/s facet jnt addl

ICD-10 Codes Description
M47.811 Spondylosis without myelopathy or radiculopathy, occipito-atlanto-axial region
M47.812 Spondylosis without myelopathy or radiculopathy, cervical region
M47.813 Spondylosis without myelopathy or radiculopathy, cervicothoracic region
M47.814 Spondylosis without myelopathy or radiculopathy, thoracic region
M47.815 Spondylosis without myelopathy or radiculopathy, thoracolumbar region
M47.816 Spondylosis without myelopathy or radiculopathy, lumbar region
M47.817 Spondylosis without myelopathy or radiculopathy, lumbosacral region
M47.818 Spondylosis without myelopathy or radiculopathy, sacral and sacrococcygeal region
M62.830 Muscle spasm of back
M71.30 Other bursal cyst, unspecified site

CPT/HCPCS Codes
Group 1 Paragraph: Note: Providers are reminded to refer to the long descriptors of the CPT codes in their CPT
book.

Group 1 Codes:

ICD-10 Codes that Support Medical Necessity
Group 1 Paragraph: Note: Providers should continue to submit ICD-10-CM diagnosis codes without decimals on
their claim forms and electronic claims.

It is the provider’s responsibility to select codes carried out to the highest level of specificity and selected from
the ICD-10-CM code book appropriate to the year in which the service is rendered for the claims(s) submitted.

The CPT/HCPCS codes included in this LCD will be subjected to “procedure to diagnosis” editing. The following
lists include only those diagnoses for which the identified CPT/HCPCS procedures are covered. If a covered
diagnosis is not on the claim, the edit will automatically deny the service as not medically necessary.

Medicare is establishing the following limited coverage for CPT/HCPCS codes 64490, 64491, 64492, 64493,
64494, 64495, 64633, 64634, 64635 and 64636:

Covered for:

Group 1 Codes:
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ICD-10 Codes Description
XX000 Not Applicable

ICD-10 Codes that DO NOT Support Medical Necessity
Group 1 Paragraph: N/A

Group 1 Codes:

ICD-10 Additional Information

Back to Top

Associated Documents
Attachments N/A 

Related Local Coverage Documents N/A 

Related National Coverage Documents N/A Back to Top

Keywords
N/A Back to Top Read the LCD Disclaimer
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