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IMPORTANT NOTE ABOUT THIS REIMBURSEMENT POLICY 
This policy is applicable to UnitedHealthcare Medicare Advantage Plans offered by UnitedHealthcare and its 
affiliates.  
You are responsible for submission of accurate claims. This reimbursement policy is intended to ensure that 
you are reimbursed based on the code or codes that correctly describe the health care services provided. 
UnitedHealthcare reimbursement policies use Current Procedural Terminology (CPT®*), Centers for Medicare 
and Medicaid Services (CMS), or other coding guidelines. References to CPT or other sources are for 
definitional purposes only and do not imply any right to reimbursement. 
This reimbursement policy applies to all health care services billed on CMS 1500 forms and, when specified, to 
those billed on UB04 forms (CMS 1450). Coding methodology, industry-standard reimbursement logic, 
regulatory requirements, benefits design and other factors are considered in developing reimbursement policy. 
This information is intended to serve only as a general resource regarding UnitedHealthcare’s reimbursement 
policy for the services described and is not intended to address every aspect of a reimbursement situation. 
Accordingly, UnitedHealthcare may use reasonable discretion in interpreting and applying this policy to health 
care services provided in a particular case. Further, the policy does not address all issues related to 
reimbursement for health care services provided to UnitedHealthcare enrollees. Other factors affecting 
reimbursement may supplement, modify or, in some cases, supersede this policy. These factors may include, 
but are not limited to: legislative mandates, the physician or other provider contracts, and/or the enrollee’s 
benefit coverage documents. Finally, this policy may not be implemented exactly the same way on the 
different electronic claims processing systems used by UnitedHealthcare due to programming or other 
constraints; however, UnitedHealthcare strives to minimize these variations. 
UnitedHealthcare may modify this reimbursement policy at any time by publishing a new version of the policy 
on this Website. However, the information presented in this policy is accurate and current as of the date of 
publication. 
*CPT copyright 2010 (or such other date of publication of CPT) American Medical Association. All rights 
reserved. CPT is a registered trademark of the American Medical Association. 
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Application 
This reimbursement policy applies to services reported using the Health Insurance Claim Form CMS-1500 or its 
electronic equivalent or its successor form, and services reported using facility claim form CMS-1450 or its 
electronic equivalent or its successor form. This policy applies to all products, all network and non-network 
physicians, and other health care professionals. 
The HCPCS/CPT code(s) may be subject to Correct Coding Initiative (CCI) edits. This policy does not take 
precedence over CCI edits. Please refer to the CCI for correct coding guidelines and specific applicable code 
combinations prior to billing UnitedHealthcare. It is not enough to link the procedure code to a correct, payable 
ICD-9-CM diagnosis code. The diagnosis must be present for the procedure to be paid. Compliance with the 
provisions in this policy is subject to monitoring by pre-payment review and/or post-payment data analysis 
and subsequent medical review. The effective date of changes/additions/deletions to this policy is the 
committee meeting date unless otherwise indicated. CPT codes and descriptions are copyright 2010 American 
Medical Association (or such other date of publication of CPT). All rights reserved. CPT is a registered 
trademark of the American Medical Association. Applicable FARS/DFARS restrictions apply to Government use. 
Fee schedules, relative value units, conversion factors, and/or related components are not assigned by the 
AMA, are not part of CPT, and the AMA is not recommending their use. The AMA does not directly or indirectly 
practice medicine or dispense medical services. The AMA assumes no liability for data contained or not 
contained herein. Current Dental Terminology (CDT), including procedure codes, nomenclature, descriptors, 
and other data contained therein, is copyright by the American Dental Association, 2002, 2004. All rights 
reserved. CDT is a registered trademark of the American Dental Association. Applicable FARS/DFARS apply. 
Summary 
Overview 
Supplier usage of the KX modifier identifies that the requirements identified in the medical policy have been 
met. Documentation is essential to support that the item is reasonable and necessary and that the specific 
coverage criteria specified in each policy have been met.  
The KX modifier has differing requirements for usage depending on the specific Local Coverage Determination 
(LCD); suppliers should review the LCDs carefully to understand the documentation requirements and the 
proper use of the KX modifier for each policy.  
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Below is a list of LCDs which include a KX modifier requirement for some or all items within that specific LCD. 
Use of the KX modifier with any other DMEPOS is inappropriate usage.  
• Ankle-Foot/Knee-Ankle-Foot Orthosis  
• Automatic External Defibrillators  
• Cervical Traction Devices  
• Commodes  
• External Infusion Pumps  
• Glucose Monitors  
• High Frequency Chest Wall Oscillation Devices  
• Hospital Beds  
• Immunosuppressive Drugs  
• Knee Orthoses  
• Manual Wheelchair Bases  
• Nebulizers  
• Negative Pressure Wound Therapy Devices  
• Oral Antiemetic Drugs (Replacement for Intravenous Antiemetics)  
• Oral Appliances for Obstructive Sleep Apnea  
• Orthopedic Footwear  
• Patient Lifts  
• Pneumatic Compression Devices (Still in Draft stage as of 07/25/2012) 
• Positive Airway Pressure Devices  
• Power Mobility Devices  
• Pressure Reducing Support Surfaces  
• Refractive Lenses  
• Respiratory Assist Devices  
• Speech Generating Devices  
• Therapeutic Shoes for Persons with Diabetes  
• Transcutaneous Electrical Nerve Stimulators (TENS)  
• Urological Supplies  
• Walkers  
• Wheelchair Options and Accessories  
• Wheelchair Seating 
It is important to remember, if the requirements specified in the LCD are not met the KX modifier must not be 
used.  
Most LCDs include a modifier which indicates the documentation requirements are not met by appending 
either a GA, GY, or GZ modifier if a claim is denied for missing one of these modifiers it must be resubmitted. 
Reimbursement Guidelines 
Ankle-Foot/Knee-Ankle-Foot Orthosis 
Suppliers must add a KX modifier to the AFO/KAFO base and addition codes only if all of the coverage criteria 
in the “Indications and Limitations of Coverage and or Medical Necessity” section of the LCDs have been met 
and evidence of such is retained in the supplier’s files and available to the DME MAC upon request.  
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claims lines billed with codes without a KX, GA or GZ modifier will be rejected as missing information. 
Automatic External Defibrillators 
Suppliers must add a KX modifier to a code only if all of the criteria in the “Indications and Limitations of 
Coverage and/or Medical Necessity” section of the LCDs have been met.  
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
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Claim lines billed without a GA, GZ, or KX modifier will be rejected as missing information. 
Cervical Traction Devices 
Suppliers must add a KX modifier to code E0849 or E0855 only if all of the criteria in the "Indications and 
Limitations of Coverage and/or Medical Necessity" section of the LCDs have been met and evidence of such is 
maintained in the supplier's files. This information must be available upon request.  
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claims lines billed without a KX, GA, or GZ modifier will be rejected as missing information. 
Commodes 
For all commodes (E0163-E0171), if it is used as a raised toilet seat by positioning it over the toilet, the GY 
modifier must be added to the code and the KX, GA, or GZ modifier must not be used.  
For all commodes (E0163-E0171), if it is not used as a raised toilet seat, the modifier KX modifier must be 
added to the code only if all of the coverage criteria as described in the Indication and Limitations of Coverage 
and/or Medical Necessity section of the LCDs have been met. 
In addition, for a commode chair with seat lift mechanism (E0170 and E0171); the KX modifier must only be 
used if the patient meets all of the criteria for a seat lift mechanism. 
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section of the LCD 
have not been met, the GA or GZ modifier must be added to the code.  
Claim lines billed without a GA, GZ or KX modifier will be rejected as missing information. 
External Infusion Pumps 
For all claims for external insulin infusion pumps (E0784) and insulin (J1817), if the results of the patient's C-
peptide level or beta cell autoantibody test meet the requirements outlined in section IV of the Coverage and 
Payment Rules, a KX modifier should be added to the HCPCS code. 
In the situation above describing use of the KX modifier, if all of the coverage criteria have not been met, the 
GA or GZ modifier must be added to the code.  
Claims lines billed for the above services without a KX, GA, or GZ modifier will be rejected as missing 
information. 
An infusion drug not administered using a durable infusion pump must be billed using the appropriate HCPCS 
code plus the GY modifier.  
Glucose Monitors (These codes are being excluded from edit criteria at this time) 
If the patient is being treated with insulin injections, the KX modifier must be added to the code for the 
monitor and each related supply on every claim submitted. The KX modifier must not be used for a patient 
who is not treated with insulin injections. 
If the patient is not being treated with insulin injections, the KS modifier must be added to the code for the 
monitor and each related supply on every claim submitted. 
Additional documentation requirements apply to: 1) a diabetic patient who is not insulin-treated (KS modifier 
present) and whose prescribed frequency of testing is more often than once per day, or 2) a diabetic patient 
who is insulin-treated (KX modifier present) and whose prescribed frequency of testing is more often than 
three times per day. When refills for quantities of supplies that exceed the utilization guidelines are dispensed, 
the documentation as described in criteria (d)-(f) in the Indications and Limitations of Coverage and/or Medical 
Necessity section must be available upon request. 
High Frequency Chest Wall Oscillation Devices 
Suppliers must add a KX modifier to codes for an HFCWO device and accessories only if all of the criteria in the 
Indications and Limitations of Coverage and/or Medical Necessity section of the LCDs have been met. 
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claim lines billed without a KX, GA, or GZ modifier will be rejected as missing information. 
Hospital Beds And Accessories 
Suppliers must add a KX modifier to a hospital bed code only if all of the criteria in the “Indications and 
Limitations of Coverage and/or Medical Necessity” section of the LCDs have been met.  
The KX modifier should also be added for an accessory when the applicable accessory criteria are met. If the 
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requirements for the KX modifier are not met, the KX modifier must not be used.  
If all of the coverage criteria have not been met, the GA or GZ modifier must be added to a claim line for a 
hospital bed and accessories.  
Claim lines billed without a KX, GA or GZ modifier will be rejected as missing information. 
Immunosuppressive Drugs (These codes are being excluded from edit criteria at this time) 
The KX modifier must be added to the claim line(s) for the immunosuppressive drug(s) only if: 
• The supplier obtains from the ordering physician the date of the organ transplant, and 
• The beneficiary was enrolled in Medicare Part A, at the time of the organ transplant (whether or not 

Medicare paid for the transplant), and 
• The transplant date precedes the date of service on the claim.  
If these three requirements are not met, the KX modifier may not be added to the claim.  
Knee Orthoses 
Suppliers must add a KX modifier to knee orthoses base and addition codes only if all of the coverage criteria 
in the “Indications and Limitations of Coverage and or Medical Necessity” section of the LCDs have been met 
and evidence of such is retained in the supplier’s files and available to the DME MAC upon request. 
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claims lines billed with codes without a KX, GA or GZ modifier will be rejected as missing information. 
Manual Wheelchair Bases 
Suppliers must add a KX modifier to the code for the manual wheelchair base only if all of the coverage criteria 
in the Indications and Limitations of Coverage section of the Mobility Device (Non-Ambulatory) and Accessories 
reimbursement policy have been met. If the coverage criteria are not met, the KX modifier must not be used. 
If all of the coverage criteria have not been met, the GA or GZ modifier must be added to the code.  
If the wheelchair is only to be used for mobility outside the home, the GY modifier must be added to the code. 
Claim lines billed without a KX, GA, GY, or GZ modifier will be rejected as missing information. 
Nebulizers 
Suppliers must add a KX modifier to codes for E0574, J7686, K0730 and Q4074 only if all of the criteria in the 
Indications and Limitations of Coverage and/or Medical Necessity section of the LCDs have been met. 
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claim lines billed without a KX, GA, or GZ modifier will be rejected as missing information. 
Negative Pressure Wound Therapy Pumps 
Suppliers must add a KX modifier to a code only if all of the criteria in the "Indications and Limitations of 
Coverage and/or Medical Necessity" section of the LCDs have been met.  
The KX modifier must not be used with an NPWT pump and supplies for wounds if: 
1. The pump has been used to treat a single wound and the claim is for the fifth or subsequent month's 

rental, or 
2. The pump has been used to treat more than one wound and the claim is for the fifth or subsequent 

month's rental after therapy has begun on the most recently treated wound. In this situation, the KX 
modifier may be billed for more than four total months of rental. 

In all of the situations above describing use of the KX modifier, if all of the coverage criteria have not been 
met, the GA or GZ modifier must be added to a claim line for the NPWT pump and supplies.  
Claim lines billed without a KX, GA or GZ modifier will be rejected as missing information. 
Oral Antiemetic Drugs (Replacement for Intravenous Antiemetics) 
If aprepitant (J8501) and dexamethasone (J8540) are used in conjunction with one of the anticancer 
chemotherapeutic agents listed in the Indications and Limitations of Coverage section of the LCDs have been 
met , a KX modifier must be added to each code. 
If aprepitant and dexamethasone are not used in conjunction with one of the anticancer chemotherapeutic 
agents listed in the Indications and Limitations of Coverage section of the LCDs, the GA or GZ modifier must 
be added to a claim line for aprepitant or dexamethasone.  
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Claim lines billed without a KX, GA, or GZ modifier will be rejected as missing information. 
Oral Appliances for Obstructive Sleep Apnea 
Suppliers must add a KX modifier to a code only if all of the criteria in the "Indications and Limitations of 
Coverage and/or Medical Necessity" section of this policy have been met. If the requirements for the KX 
modifier are not met, the KX modifier must not be used. 
If all of the coverage criteria have not been met, the GA or GZ modifier must be added to a claim line for the 
oral appliance.  
Claim lines billed without a GA, GZ, or KX modifier will be rejected as missing information. 
Orthopedic Footwear 
When billing for a shoe that is an integral part of a leg brace or for related modifications, inserts, heel/sole 
replacements or shoe transfer, a KX modifier must be added to the code. If the shoe or related item is not an 
integral part of a leg brace, the KX modifier must not be used.  
If the shoe and related modifications, inserts, and heel/sole replacements are not an integral part of a brace, 
the GY modifier must be added to each code. 
If a KX or GY modifier is not included on the claim line, it will be rejected as missing information. 
When billing for prosthetic shoes (L3250) and related items, an ICD-9 diagnosis code (specific to the 5th 
digit), describing the condition which necessitates the prosthetic shoes, must be included on each on each 
claim for the prosthetic shoes and related items.  
When code L3649 with a KX modifier is billed, the claim must include a narrative description of the item 
provided as well as a brief statement of the medical necessity for the item. This must be entered in the 
narrative field of an electronic claim. 
Patient Lifts 
Suppliers must add a KX modifier to codes E0636, E1035 and E1036 only if all of the coverage criteria in the 
“Indications and Limitations of Coverage and or Medical Necessity” section of this policy have been met and 
evidence of such is retained in the supplier’s files and available to the DME MAC upon request. 
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claims lines billed with codes without a KX, GA or GZ modifier will be rejected as missing information. 
Pneumatic Compression Devices 
On claims for E0650, E0651, E0652 and accessories, the supplier must add a KX modifier only if all of the 
criteria in the “Indications and Limitations of Coverage and/or Medical Necessity” section of this policy have 
been met. 
On claims for E0675, the supplier must add a KX modifier only if all of the criteria in the “Indications and 
Limitations of Coverage and/or Medical Necessity” section of this policy have been met. 
GA and GZ modifier. 
In the situations above describing use of the KX modifier, if all of the coverage criteria have not been met, the 
GA or GZ modifier must be added to a claim line for the PCD equipment and accessories.  
Claim lines billed without a GA, GZ or KX modifier will be rejected as missing information. 
Positive Airway Pressure (PAP) Devices for the Treatment of Obstructive Sleep Apnea 
Initial Coverage (First Three Months): 
On claims for the first through third months, suppliers must add a KX modifier to codes for PAP equipment 
(E0470 or E0601) and accessories only if all of the criteria in the “Indications and Limitations of Coverage 
and/or Medical Necessity” section of this policy "Initial Coverage" have been met. 
Continued Coverage Beyond The First Three Months Of Therapy: 
On the fourth month’s claim (and any month thereafter), the supplier must add a KX modifier to codes for PAP 
equipment (E0470 or E0601) and accessories only if both the "Initial Coverage" criteria and the "Continued 
Coverage" criteria in the “Indications and Limitations of Coverage and/or Medical Necessity” section of this 
policy have been met. 
If the supplier does not obtain information from the physician that the beneficiary has demonstrated 
improvement in their OSA symptoms and is adhering to PAP therapy in time for submission of the fourth or 
succeeding months’ claims, the supplier may still submit the claims, but a KX modifier must not be added. 
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If the supplier chooses to hold claims for the fourth and succeeding months pending receipt of information 
from the treating physician that the beneficiary received a clinical re-evaluation between the 31st and 91st 
day, had documented improvement in OSA symptoms and is adhering to PAP therapy, those claims may then 
be submitted with the KX modifier. 
If the supplier chooses to hold claims for the fourth and succeeding month pending receipt of information from 
the treating physician but learns that the beneficiary did not receive a clinical re-evaluation between the 31st 
and 91st day but rather was re-evaluated at a later date and had documented improvement in OSA symptoms 
and is adhering to PAP therapy, those claims may then be submitted with the KX modifier but only for dates of 
service following the date of the clinical re-evaluation. 
For a PAP device dispensed prior to November 1, 2008, if the initial coverage criteria in effect at the time were 
met and the criteria for coverage after the first 3 months that were in effect at the time were met, the KX 
modifier may be added to claim with dates of service on or after November 1, 2008 as long as the patient 
continues to use the device 
Beneficiaries Entering Medicare: 
For beneficiaries who received a PAP device prior to enrollment in fee for service (FFS) Medicare and are 
seeking Medicare coverage of either rental of the device, a replacement device or accessories, the supplier 
may add the KX modifier only if both of the criteria listed in the "Indications and Limitations of Coverage 
and/or Medical Necessity" for "Beneficiaries Entering Medicare" section have been met.  
The supplier may hold claims, pending confirmation that the above requirements are met, and then submit 
claims with the KX modifier beginning with the date of FFS Medicare enrollment. 
GA and GZ modifier 
In all of the situations above describing use of the KX modifier, if all of the coverage criteria have not been 
met, the GA or GZ modifier must be added to a claim line for the PAP equipment and accessories.  
Claim lines billed without a GA, GZ or KX modifier will be rejected as missing information. 
Power Mobility Devices 
If the requirements related to a face-to-face examination (see the Mobility Device (Non-Ambulatory) and 
Accessories reimbursement policy) have not been met, the GY modifier must be added to the codes for the 
power mobility device and all accessories. 
If the power mobility device or push-rim activated power assist device that is provided is only needed for 
mobility outside the home, the GY modifier must be added to the codes for the item and all accessories.  
A KX modifier may be added to the code for a power mobility device and all accessories only if one of the 
following conditions is met: 
If all of the coverage criteria specified in the Mobility Device (Non-Ambulatory) and Accessories reimbursement 
policy have been met for the product that is provided; or 
If there is an affirmative Advance Determination of Medicare Coverage (ADMC) for the product that is 
provided.  
If the requirements for use of the KX modifier or GY modifier are not met, the GA or GZ modifier must be 
added to the code.  
Claim lines billed without a KX, GA, GY, or GZ modifier will be rejected as missing information. 
Pressure Reducing Support Surfaces - Group 1 
Suppliers must add a KX modifier to a code only if all of the criteria in the “Indications and Limitations of 
Coverage and/or Medical Necessity” section of the Pressure Reducing Support Surfaces reimbursement policy 
have been met and evidence of such is maintained in the supplier's files. This information must be available 
upon request.  
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claim lines billed without a KX, GA, or GZ modifier will be rejected as missing information. 
Pressure Reducing Support Surfaces - Group 2 
Suppliers must add a KX modifier to a code only if all of the criteria in the “Indications and Limitations of 
Coverage and/or Medical Necessity” section of the Pressure Reducing Support Surfaces reimbursement policy 
have been met and evidence of such is maintained in the supplier's files. This information must be available 
upon request.  

http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/pressure%20reducing%20support%20surfaces.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/pressure%20reducing%20support%20surfaces.doc
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If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claim lines billed without a KX, GA, or GZ modifier will be rejected as missing information. 
Pressure Reducing Support Surfaces - Group 3 
Suppliers must add a KX modifier to E0194 on the initial claim only if all of the criteria in the “Indications and 
Limitations of Coverage and/or Medical Necessity” section of the Pressure Reducing Support Surfaces 
reimbursement policy have been met and evidence of such is retained in the supplier’s files and available to 
the DME MAC upon request.  
For each subsequent month’s claim use a KX modifier only if the physician’s monthly certification indicates that 
continued use is necessary. Discontinue use of the KX modifier if the coverage criteria are not met or use is 
discontinued. 
In all of the situations above describing use of the KX modifier, if all of the specific coverage criteria have not 
been met, the GA or GZ modifier must be added to the code.  
Claims lines billed with codes without a KX, GA or GZ modifier will be rejected as missing information. 
Refractive Lenses 
For anti-reflective coating (V2750), tints (V2744, V2745) or oversized lenses (V2780), if medical necessity is 
documented by the treating physician, the KX modifier must be added to the code. For polycarbonate or Trivex 
TM lenses (V2784), if they are for a patient with monocular vision, the KX modifier must be added to the code. 
The KX modifier may only be used when these requirements are met. When the KX modifier is billed, 
documentation to support the medical necessity of the lens feature must be available upon request. 
For anti-reflective coating (V2750), polycarbonate or Trivex TM lenses (V2784), tints (V2744, V2745) or 
oversized lenses (V2780), if the coverage criteria have not been met, the GA or GZ modifier must be added to 
the code.  
Claims lines for anti-reflective coating (V2750), tints (V2744, V2745), oversized lenses (V2780) or 
polycarbonate or Trivex TM lenses (V2784) billed without a KX, GA, or GZ modifier will be rejected as missing 
information. 
Respiratory Assist Devices 
Proper use of modifiers is discussed below. Specific modifiers must be used and differ depending on whether 
or not the requirements outlined in the documentation section have been met.  
Where permitted, KX must be added to codes E0470 and E0471 and codes for accessories used with E0470 
and E0471. The KX modifier must not be used until the required documentation has actually been obtained 
and entered into the supplier’s files. 
On claims for the first through third months, suppliers must add a KX modifier if all of the criteria for patients 
in Groups I-IV in the Indications and Limitations and/or Medical Necessity section of this policy have been met. 
If the requirements for the KX modifier are not met, the KX modifier must not be used.  
On the fourth month’s claim (and any month thereafter), the supplier must add a KX modifier if all the "Initial 
Coverage" criteria in the Indications and Limitations and/or Medical Necessity section of this policy have been 
met and the treating physician’s signed and dated statement described in the Indications and Limitations 
and/or Medical Necessity above, has been obtained for the supplier's files.  
If the completed and signed Physician statement is not in the supplier’s files in time for submission of the 
fourth or succeeding months’ claims, the supplier may still submit the claims, but a KX modifier must not be 
added. However, if the supplier chooses to hold claims for the fourth and succeeding months until the 
completed and signed forms are obtained, those claims may then be submitted with the KX modifier, so long 
as their answers indicate continued compliant use of and benefit from the therapy, according to the Indications 
and Limitations of Coverage and/or Medical Necessity section. 
GA and GZ Modifiers: 
In all of the situations above describing use of the KX modifier, if all of the coverage criteria have not been 
met, the GA or GZ modifier must be added to a claim line for the RAD equipment (E0470 or E0471) and 
accessories.  
Claim lines billed without a GA, GZ or KX modifier will be rejected as missing information. 
Speech Generating Devices 
Suppliers must add a KX modifier to codes E2500 - E2512, and only if all of the coverage criteria in the 

http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/pressure%20reducing%20support%20surfaces.doc
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“Indications and Limitations of Coverage and or Medical Necessity” section of this policy have been met.  
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claims lines billed without a KX, GA, or GZ modifier will be rejected as missing information. 
Therapeutic Shoes for Persons with Diabetes 
Suppliers must add a KX modifier to codes for shoes, inserts, and modification only if the following criteria 
have been met:  
1. The patient has diabetes mellitus (ICD-9 diagnosis codes 249.00-250.93); and 
2. The certifying physician has documented in the patient’s medical record one or more of the following 

conditions:  
a. Previous amputation of the other foot, or part of either foot, or  
b. History of previous foot ulceration of either foot, or  
c. History of pre-ulcerative calluses of either foot, or  
d. Peripheral neuropathy with evidence of callus formation of either foot, or 
e. Foot deformity of either foot, or 
f. Poor circulation in either foot; and 

3. The certifying physician has certified that indications (1) and (2) are met and that he/she is treating the 
patient under a comprehensive plan of care for his/her diabetes and that the patient needs diabetic shoes. 
For claims with dates of service on or after 1/1/2011, the certifying physician must: 
a. Have an in-person visit with the patient during which diabetes management is addressed within 6 

months prior to delivery of the shoes/inserts; and 
b. Sign the certification statement (refer to the Documentation Requirements section of the related Local 

Coverage Determination) on or after the date of the in-person visit and within 3 months prior to 
delivery of the shoes/inserts. 

4. Prior to selecting the specific items that will be provided; the supplier must conduct and document an in-
person evaluation of the patient. (Refer to the related Local Coverage Determination, Documentation 
Requirements section, for additional information.) 

5. At the time of delivery of the items selected, the supplier must conduct and document an in-person visit 
with the patient.  

This documentation must be available upon request. The Statement of Certifying Physician form is not 
sufficient to meet this requirement. 
If criteria 1-5 in the Non-Medical Necessity Coverage and Payment Rules section of the related Policy Article 
have not been met, the GY modifier must be added to each code. 
If a KX or GY modifier is not included on the claim line, it will be rejected as missing information. 
Transcutaneous Electrical Nerve Stimulators 
Suppliers must add a KX modifier to code E0731 only if all of the criteria in the Indications and Limitations of 
Coverage and/or Medical Necessity section of this policy have been met. 
If all of the criteria in the Indications and Limitations of Coverage and/or Medical Necessity section have not 
been met, the GA or GZ modifier must be added to the code.  
Claim lines billed for E0731 without a GA, GZ or KX modifier will be rejected as missing information. 
Urological Supplies 
Suppliers must add a KX modifier to a code only if the order indicates the patient has permanent urinary 
incontinence or urinary retention, and if the item is a catheter, an external urinary collection device, or a 
supply used with one of these items.  
If all the criteria in the related Policy Article are not met, the GY modifier must be added to the code. 
Claims lines billed without a KX or GY modifier will be rejected as missing information. 
Walkers 
If a heavy duty walker (E0148, E0149) is provided and if the supplier has documentation in their records that 
the patient’s weight (within one month of providing the walker) is greater than 300 pounds, the KX modifier 
should be added to the code.  
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If the above criterion has not been met, the GA or GZ modifier must be added to the code.  
Claims lines billed with codes E0148 - E0149 without a KX, GA, or GZ modifier will be rejected as missing 
information. 
See the Mobility Devices (Ambulatory) reimbursement policy for additional information. 
Wheelchair Options/Accessories 
For accessories for a power mobility device, if the requirements related to a 7-element order and face-to-face 
examination in the Mobility Device Reimbursement Policy has not been met, the GY modifier must be added to 
the codes for all accessories. 
For accessories provided with a manual wheelchair or power mobility device, if it is only needed for mobility 
outside the home, the GY modifier must be added to the codes for all accessories.  
If the conditions for use of the GY modifier are not met, the KX modifier must be added to the code for the 
accessory only if (a) the coverage criteria that are specified in the Mobility Device (Non-Ambulatory) and 
Accessories reimbursement policy have been met and (b) any specific coverage criteria for the accessory in 
the Mobility Device (Non-Ambulatory) and Accessories reimbursement policy have been met. If the coverage 
criteria are not met, the KX modifier must not be used. 
If the conditions for use of the GY modifier are not met and if the requirements for use of the KX modifier are 
not met, the GA or GZ modifier must be added to a claim line for the accessory.  
If the GY modifier is used, the KX, GA, and GZ modifiers should not be used. 
Claim lines billed without a GA, GY, GZ, or KX modifier will be rejected as missing information. 
Wheelchair Seating 
For a skin protection seat cushion (E2603, E2604, E2622, E2623), a KX modifier must be added to the code 
only if either criterion (a), (b), or (c) is met: 
a. If there is a past history of or current pressure ulcer in the area of contact with the seating surface; or  
b. If there is absent or impaired sensation in the area of contact with the seating surface due to one of the 

diagnoses listed as a covered diagnosis; or  
c. If there is an inability to carry out a functional weight shift due to one of the diagnoses listed as a covered 

diagnosis. 
For a positioning seat cushion (E2605, E2606), positioning back cushion (E2613-E2616), or positioning 
accessory (E0956-E0957, E0960), a KX modifier must be added to the code only if the patient has significant 
postural asymmetries due to one of the diagnoses listed as a covered diagnosis.  
For a headrest (E0955), a KX modifier must be added to the code only if one of the coverage criteria specified 
in the Indications and Limitations of Coverage section has been met. 
For a combination skin protection and positioning seat cushion (E2607, E2608, E2624, E2625), a KX modifier 
must be added to the code only if criterion (a) or (b) or (c) is met and criterion (d) is met: 
a. If there is a past history or current pressure ulcer in the area of contact with the seating surface; or  
b. If there is absent or impaired sensation in the area of contact with the seating surface due one of the 

diagnoses listed as a covered diagnosis for skin protection cushions (except 707.03, 707.04, 707.05); or 
c. If there is an inability to carry out a functional weight shift due one of the diagnoses listed as a covered 

diagnosis for skin protection cushions (except 707.03, 707.04, 707.05); and 
d. If the patient has significant postural asymmetries due to one of the diagnoses listed as a covered 

diagnosis for positioning cushions. 
For a custom fabricated seat or back cushion (E2609, E2617), a KX modifier must be added to the code only if 
criterion (a) is met and criterion (b), (c), or (d) is met: 
a. For E2609 or E2617, there is a comprehensive written evaluation by a licensed/certified medical 

professional, such as a PT or OT (who has no financial relationship with the supplier) which explains why a 
prefabricated seating system is not sufficient to meet the patient’s seating and positioning needs; and 

b. For E2609, there is a past history of or current pressure ulcer in the area of contact with the seating 
surface; or  

c. For E2609, there is absent or impaired sensation in the area of contact with the seating surface or an 
inability to carry out a functional weight shift due to one of the diagnoses listed as a covered diagnosis for 
skin protection cushions; or 

http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility%20devices%20%28ambulatory%29.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
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d. For E2609 or E2617, the patient has significant postural asymmetries due to one of the diagnoses listed as 
a covered diagnosis for positioning cushions. 

In addition to meeting the specific requirements listed above, for all seat and back cushions and positioning 
accessories, the KX modifier must be added to the code only if the item is being used with a wheelchair that 
meets coverage criteria specified in the Mobility Device Reimbursement Policy.  
GA, GY, AND GZ Modifiers: 
For a cushion or positioning accessory that is used with a power mobility device, if the requirements related to 
a 7-element order and face-to-face examination in the Mobility Device (Non-Ambulatory) and Accessories 
reimbursement policy have not been met, the GY modifier must be added to the codes for all items. 
For items provided with a manual wheelchair or power mobility device, if it is only needed for mobility outside 
the home, the GY modifier must be added to the codes for all items.  
In all of the situations above describing use of the KX modifier, if all of the specific coverage criteria have not 
been met or if the wheelchair that it is being used with does not meet the coverage criteria in the Mobility 
Device (Non-Ambulatory) and Accessories reimbursement policy, the GA or GZ modifier must be added to a 
claim line for the seat or back cushion or positioning accessory.  
If the GY modifier is used, the KX, GA, and GZ modifiers should not be used. 
Claim lines billed without a GA, GY, GZ, or KX modifier will be rejected as missing information. 
CPT/HCPCS Codes: Ankle-Foot/Knee-Ankle-Foot Orthosis 
Code Description 
A9283 Foot pressure off loading/supportive device, any type, each 
L1900 Ankle-foot orthotic (AFO), spring wire, dorsiflexion assist calf band, custom fabricated 
L1902 Ankle-foot orthotic (AFO), ankle gauntlet, prefabricated, includes fitting and adjustment 
L1904 Ankle-foot orthotic (AFO), molded ankle gauntlet, custom fabricated 
L1906 Ankle-foot orthotic (AFO), multiligamentus ankle support, prefabricated, includes fitting and 

adjustment 
L1907 Ankle-foot orthotic (AFO), supramalleolar with straps, with or without interface/pads, custom 

fabricated 
L1910 Ankle-foot orthotic (AFO), posterior, single bar, clasp attachment to shoe counter, 

prefabricated, includes fitting and adjustment 
L1920 Ankle-foot orthotic (AFO), single upright with static or adjustable stop (Phelps or Perlstein 

type), custom fabricated 
L1930 Ankle-foot orthotic (AFO), plastic or other material, prefabricated, includes fitting and 

adjustment 
L1932 Ankle-foot orthotic (AFO), rigid anterior tibial section, total carbon fiber or equal material, 

prefabricated, includes fitting and adjustment 
L1940 Ankle-foot orthotic (AFO), plastic or other material, custom fabricated 
L1945 Ankle-foot orthotic (AFO), plastic, rigid anterior tibial section (floor reaction), custom fabricated 
L1950 Ankle-foot orthotic (AFO), spiral, (Institute of Rehabilitative Medicine type), plastic, custom 

fabricated 
L1951 Ankle-foot orthotic (AFO), spiral, (Institute of rehabilitative Medicine type), plastic or other 

material, prefabricated, includes fitting and adjustment 
L1960 Ankle-foot orthotic (AFO), posterior solid ankle, plastic, custom fabricated 
L1970 Ankle-foot orthotic (AFO), plastic with ankle joint, custom fabricated 
L1971 Ankle-foot orthotic (AFO), plastic or other material with ankle joint, prefabricated, includes 

fitting and adjustment 
L1980 Ankle-foot orthotic (AFO), single upright free plantar dorsiflexion, solid stirrup, calf band/cuff 

(single bar 'BK' orthotic), custom fabricated 

http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
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L1990 Ankle-foot orthotic (AFO), double upright free plantar dorsiflexion, solid stirrup, calf band/cuff 
(double bar 'BK' orthotic), custom fabricated 

L2000 Knee-ankle-foot orthotic (KAFO), single upright, free knee, free ankle, solid stirrup, thigh and 
calf bands/cuffs (single bar 'AK' orthotic), custom fabricated 

L2005 Knee-ankle-foot orthotic (KAFO), any material, single or double upright, stance control, 
automatic lock and swing phase release, any type activation, includes ankle joint, any type, 
custom fabricated 

L2010 Knee-ankle-foot orthotic (KAFO), single upright, free ankle, solid stirrup, thigh and calf 
bands/cuffs (single bar 'AK' orthotic), without knee joint, custom fabricated 

L2020 Knee-ankle-foot orthotic (KAFO), double upright, free ankle, solid stirrup, thigh and calf 
bands/cuffs (double bar 'AK' orthotic), custom fabricated 

L2030 Knee-ankle-foot orthotic (KAFO), double upright, free ankle, solid stirrup, thigh and calf 
bands/cuffs, (double bar 'AK' orthotic), without knee joint, custom fabricated 

L2034 Knee-ankle-foot orthotic (KAFO), full plastic, single upright, with or without free motion knee, 
medial-lateral rotation control, with or without free motion ankle, custom fabricated 

L2035 Knee-ankle-foot orthotic (KAFO), full plastic, static (pediatric size), without free motion ankle, 
prefabricated, includes fitting and adjustment 

L2036 Knee-ankle-foot orthotic (KAFO), full plastic, double upright, with or without free motion knee, 
with or without free motion ankle, custom fabricated 

L2037 Knee-ankle-foot orthotic (KAFO), full plastic, single upright, with or without free motion knee, 
with or without free motion ankle, custom fabricated 

L2038 Knee-ankle-foot orthotic (KAFO), full plastic, with or without free motion knee, multi-axis 
ankle, custom fabricated 

L2106 Ankle-foot orthotic (AFO), fracture orthotic, tibial fracture cast orthotic, thermoplastic type 
casting material, custom fabricated 

L2108 Ankle-foot orthotic (AFO), fracture orthotic, tibial fracture cast orthotic, custom fabricated 
L2112 Ankle-foot orthotic (AFO), fracture orthotic, tibial fracture orthotic, soft, prefabricated, includes 

fitting and adjustment 
L2114 Ankle-foot orthotic (AFO), fracture orthotic, tibial fracture orthotic, semi-rigid, prefabricated, 

includes fitting and adjustment 
L2116 Ankle-foot orthotic (AFO), fracture orthotic, tibial fracture orthotic, rigid, prefabricated, includes 

fitting and adjustment 
L2126 Knee-ankle-foot orthotic (KAFO), fracture orthotic, femoral fracture cast orthotic, thermoplastic 

type casting material, custom fabricated 
L2128 Knee-ankle-foot orthotic (KAFO), fracture orthotic, femoral fracture cast orthotic, custom 

fabricated 
L2132 Knee-ankle-foot orthotic (KAFO), fracture orthotic, femoral fracture cast orthotic, soft, 

prefabricated, includes fitting and adjustment 
L2134 Knee-ankle-foot orthotic (KAFO), fracture orthotic, femoral fracture cast orthotic, semi-rigid, 

prefabricated, includes fitting and adjustment 
L2136 Knee-ankle-foot orthotic (KAFO), fracture orthotic, femoral fracture cast orthotic, rigid, 

prefabricated, includes fitting and adjustment 
L2180 Addition to lower extremity fracture orthotic, plastic shoe insert with ankle joints 
L2182 Addition to lower extremity fracture orthotic, drop lock knee joint 
L2184 Addition to lower extremity fracture orthotic, limited motion knee joint 
L2186 Addition to lower extremity fracture orthotic, adjustable motion knee joint, Lerman type 
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L2188 Addition to lower extremity fracture orthotic, quadrilateral brim 
L2190 Addition to lower extremity fracture orthotic, waist belt 
L2192 Addition to lower extremity fracture orthotic, hip joint, pelvic band, thigh flange, and pelvic belt 
L2200 Addition to lower extremity, limited ankle motion, each joint 
L2210 Addition to lower extremity, dorsiflexion assist (plantar flexion resist), each joint 
L2220 Addition to lower extremity, dorsiflexion and plantar flexion assist/resist, each joint 
L2230 Addition to lower extremity, split flat caliper stirrups and plate attachment 
L2232 Addition to lower extremity orthotic, rocker bottom for total contact ankle-foot orthotic (AFO), 

for custom fabricated orthotic only 
L2240 Addition to lower extremity, round caliper and plate attachment 
L2250 Addition to lower extremity, foot plate, molded to patient model, stirrup attachment 
L2260 Addition to lower extremity, reinforced solid stirrup (Scott-Craig type) 
L2265 Addition to lower extremity, long tongue stirrup 
L2270 Addition to lower extremity, varus/valgus correction (T) strap, padded/lined or malleolus pad 
L2275 Addition to lower extremity, varus/valgus correction, plastic modification, padded/lined 
L2280 Addition to lower extremity, molded inner boot 
L2300 Addition to lower extremity, abduction bar (bilateral hip involvement), jointed, adjustable 
L2310 Addition to lower extremity, abduction bar, straight 
L2320 Addition to lower extremity, nonmolded lacer, for custom fabricated orthotic only 
L2330 Addition to lower extremity, lacer molded to patient model, for custom fabricated orthotic only 
L2335 Addition to lower extremity, anterior swing band 
L2340 Addition to lower extremity, pretibial shell, molded to patient model 
L2350 Addition to lower extremity, prosthetic type, (BK) socket, molded to patient model, (used for 

PTB, AFO orthoses) 
L2360 Addition to lower extremity, extended steel shank 
L2370 Addition to lower extremity, Patten bottom 
L2375 Addition to lower extremity, torsion control, ankle joint and half solid stirrup 
L2380 Addition to lower extremity, torsion control, straight knee joint, each joint 
L2385 Addition to lower extremity, straight knee joint, heavy-duty, each joint 
L2387 Addition to lower extremity, polycentric knee joint, for custom fabricated knee-ankle-foot 

orthotic (KAFO), each joint 
L2390 Addition to lower extremity, offset knee joint, each joint 
L2395 Addition to lower extremity, offset knee joint, heavy-duty, each joint 
L2397 Addition to lower extremity orthotic, suspension sleeve 
L2405 Addition to knee joint, drop lock, each 
L2415 Addition to knee lock with integrated release mechanism (bail, cable, or equal), any material, 

each joint 
L2425 Addition to knee joint, disc or dial lock for adjustable knee flexion, each joint 
L2430 Addition to knee joint, ratchet lock for active and progressive knee extension, each joint 
L2492 Addition to knee joint, lift loop for drop lock ring 
L2500 Addition to lower extremity, thigh/weight bearing, gluteal/ischial weight bearing, ring 
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L2510 Addition to lower extremity, thigh/weight bearing, quadri-lateral brim, molded to patient model 
L2520 Addition to lower extremity, thigh/weight bearing, quadri-lateral brim, custom fitted 
L2525 Addition to lower extremity, thigh/weight bearing, ischial containment/narrow M-L brim molded 

to patient model 
L2526 Addition to lower extremity, thigh/weight bearing, ischial containment/narrow M-L brim, 

custom fitted 
L2530 Addition to lower extremity, thigh/weight bearing, lacer, nonmolded 
L2540 Addition to lower extremity, thigh/weight bearing, lacer, molded to patient model 
L2550 Addition to lower extremity, thigh/weight bearing, high roll cuff 
L2750 Addition to lower extremity orthosis, plating chrome or nickel, per bar 
L2755 Addition to lower extremity orthosis, high strength, lightweight material, all hybrid 

lamination/prepreg composite, per segment, for custom fabricated orthosis only 
L2760 Addition to lower extremity orthosis, extension, per extension, per bar (for lineal adjustment 

for growth) 
L2768 Orthotic side bar disconnect device, per bar 
L2780 Addition to lower extremity orthosis, non-corrosive finish, per bar 
L2785 Addition to lower extremity orthosis, drop lock retainer, each 
L2795 Addition to lower extremity orthosis, knee control, full kneecap 
L2800 Addition to lower extremity orthosis, knee control, knee cap, medial or lateral pull, for use with 

custom fabricated orthosis only 
L2810 Addition to lower extremity orthosis, knee control, condylar pad 
L2820 Addition to lower extremity orthosis, soft interface for molded plastic, below knee section 
L2830 Addition to lower extremity orthosis, soft interface for molded plastic, above knee section 
L2840 Addition to lower extremity orthosis, tibial length sock, fracture or equal, each 
L2850 Addition to lower extremity orthosis, femoral length sock, fracture or equal, each 
L4002 Replacement strap, any orthosis, includes all components, any length, any type 
L4010 Replace trilateral socket brim 
L4020 Replace quadrilateral socket brim, molded to patient model 
L4030 Replace quadrilateral socket brim, custom fitted 
L4040 Replace molded thigh lacer, for custom fabricated orthosis only 
L4045 Replace non-molded thigh lacer, for custom fabricated orthosis only 
L4050 Replace molded calf lacer, for custom fabricated orthosis only 
L4055 Replace non-molded calf lacer, for custom fabricated orthosis only 
L4060 Replace high roll cuff 
L4070 Replace proximal and distal upright for kafo 
L4080 Replace metal bands kafo, proximal thigh 
L4090 Replace metal bands kafo-afo, calf or distal thigh 
L4100 Replace leather cuff kafo, proximal thigh 
L4110 Replace leather cuff kafo-afo, calf or distal thigh 
L4130 Replace pretibial shell 
L4205 Repair of orthotic device, labor component, per 15 minutes 
L4210 Repair of orthotic device, repair or replace minor parts 
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L4350 Ankle control orthosis, stirrup style, rigid, includes any type interface (e.g., pneumatic, gel), 
prefabricated, includes fitting and adjustment 

L4360 Walking boot, pneumatic and/or vacuum, with or without joints, with or without interface 
material, prefabricated, includes fitting and adjustment 

L4370 Pneumatic full leg splint, prefabricated, includes fitting and adjustment 
L4386 Walking boot, non-pneumatic, with or without joints, with or without interface material, 

prefabricated, includes fitting and adjustment 
L4392 Replacement, soft interface material, static afo 
L4394 Replace soft interface material, foot drop splint 
L4396 Static or dynamic ankle foot orthosis, including soft interface material, adjustable for fit, for 

positioning, may be used for minimal ambulation, prefabricated, includes fitting and adjustment 
L4398 Foot drop splint, recumbent positioning device, prefabricated, includes fitting and adjustment 
L4631 Ankle foot orthosis, walking boot type, varus/valgus correction, rocker bottom, anterior tibial 

shell, soft interface, custom arch support, plastic or other material, includes straps and 
closures, custom fabricated 

CPT/HCPCS Codes: Automatic External Defibrillators 
Code Description 
A9999 Miscellaneous dme supply or accessory, not otherwise specified 
E0617 External defibrillator with integrated electrocardiogram analysis 
K0606 Automatic external defibrillator, with integrated electrocardiogram analysis, garment type 
K0607 Replacement battery for automated external defibrillator, garment type only, each 
K0608 Replacement garment for use with automated external defibrillator, each 
K0609 Replacement electrodes for use with automated external defibrillator, garment type only, each 
CPT/HCPCS Codes: Cervical Traction Devices 
Code Description 
E0849 Traction equipment, cervical, free-standing stand/frame, pneumatic, applying traction force to 

other than mandible 
E0855 Cervical traction equipment not requiring additional stand or frame 
CPT/HCPCS Codes: Commodes 
Code Description 
E0163 Commode chair, mobile or stationary, with fixed arms 
E0165 Commode chair, mobile or stationary, with detachable arms 
E0167 Pail or pan for use with commode chair, replacement only 
E0168 Commode chair, extra wide and/or heavy duty, stationary or mobile, with or without arms, any 

type, each 
E0170 Commode chair with integrated seat lift mechanism, electric, any type 
E0171 Commode chair with integrated seat lift mechanism, non-electric, any type 
CPT/HCPCS Codes: External Infusion Pumps 
Code Description 
E0784 External ambulatory infusion pump, insulin 
E1399 Durable medical equipment, miscellaneous 
A9270 Non-covered item or service 
J1817 Insulin for administration through DME (i.e., insulin pump) per 50 units  
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CPT/HCPCS Codes: High Frequency Chest Wall Oscillation Devices 
Code Description 
A7025 High frequency chest wall oscillation system vest, replacement for use with patient-owned 

equipment, each 
A7026 High frequency chest wall oscillation system hose, replacement for use with patient-owned 

equipment, each 
E0483 High frequency chest wall oscillation air-pulse generator system, (includes hoses and vest), 

each 
CPT/HCPCS Codes: Hospital Beds and Accessories 
Code Description 
E0250 Hospital bed, fixed height, with any type side rails, with mattress 
E0251 Hospital bed, fixed height, with any type side rails, without mattress 
E0255 Hospital bed, variable height, hi-lo, with any type side rails, with mattress 
E0256 Hospital bed, variable height, hi-lo, with any type side rails, without mattress 
E0260 Hospital bed, semi-electric (head and foot adjustment), with any type side rails, with mattress 
E0261 Hospital bed, semi-electric (head and foot adjustment), with any type side rails, without 

mattress 
E0265 Hospital bed, total electric (head, foot and height adjustments), with any type side rails, with 

mattress (Non-covered) (NCD 280.7 Hospital Beds) 
E0266 Hospital bed, total electric (head, foot and height adjustments), with any type side rails, 

without mattress (Non-covered) (NCD 280.7 Hospital Beds) 
E0271 Mattress, innerspring 
E0272 Mattress, foam rubber 
E0273 Bed board (Non-covered) (NCD 280.7 Hospital Beds) 
E0274 Over-bed table (Non-covered) (NCD 280.7 Hospital Beds) 
E0280 Bed cradle, any type 
E0290 Hospital bed, fixed height, without side rails, with mattress 
E0291 Hospital bed, fixed height, without side rails, without mattress 
E0292 Hospital bed, variable height, hi-lo, without side rails, with mattress 
E0293 Hospital bed, variable height, hi-lo, without side rails, without mattress 
E0294 Hospital bed, semi-electric (head and foot adjustment), without side rails, with mattress 
E0295 Hospital bed, semi-electric (head and foot adjustment), without side rails, without mattress 
E0296 Hospital bed, total electric (head, foot and height adjustments). Without side rails, with 

mattress (Non-covered) (NCD 280.7 Hospital Beds) 
E0297 Hospital bed, total electric (head, foot and height adjustments), without side rails, without 

mattress (Non-covered) (NCD 280.7 Hospital Beds) 
E0301 Hospital bed, heavy duty, extra wide, with weight capacity greater than 350 pounds, but less 

than or equal to 600 pounds, with any type side rails, without mattress 
E0302 Hospital bed, extra heavy duty, extra wide, with weight capacity greater than 600 pounds, with 

any type side rails, without mattress 
E0303 Hospital bed, heavy duty, extra wide, with weight capacity greater than 350 pounds, but less 

than or equal to 600 pounds, with any type side rails, with mattress 
E0304 Hospital bed, extra heavy duty, extra wide, with weight capacity greater than 600 pounds, with 

any type side rails, with mattress 
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E0305 Bed side rails, half length 
E0310 Bed side rails, full length 
E0315 Bed accessory: board, table, or support device, any type (Non-covered) (NCD 280.7 Hospital 

Beds) 
E0316 Safety enclosure frame/canopy for use with hospital bed, any type 
E0328 Hospital bed, pediatric, manual, 360 degree side enclosures, top of headboard, footboard and 

side rails up to 24 inches above the spring, includes mattress 
E0329 Hospital bed, pediatric, electric or semi-electric, 360 degree side enclosures, top of headboard, 

footboard and side rails up to 24 inches above the spring, includes mattress 
E0910 Trapeze bars, a/k/a patient helper, attached to bed, with grab bar 
E0911 Trapeze bar, heavy duty, for patient weight capacity greater than 250 pounds, attached to bed, 

with grab bar 
E0912 Trapeze bar, heavy duty, for patient weight capacity greater than 250 pounds, free standing, 

complete with grab bar 
E0940 Trapeze bar, free standing, complete with grab bar 
E1399 Durable medical equipment, miscellaneous 
CPT/HCPCS Codes: Immunosuppressive Drugs  
These codes are being excluded from edit criteria at this time. 
Code Description 
J2920 Injection, methylprednisolone sodium succinate, up to 40 mg 
J2930 Injection, methylprednisolone sodium succinate, up to 125 mg 
J7500 Azathioprine, oral, 50 mg 
J7501 Azathioprine, parenteral, 100 mg 
J7502 Cyclosporine, oral, 100 mg 
J7504 Lymphocyte immune globulin, antithymocyte globulin, equine, parenteral, 250 mg 
J7505 Muromonab-cd3, parenteral, 5 mg 
J7506 Prednisone, Oral, Per 5mg 
J7507 Tacrolimus, oral, per 1 mg 
J7509 Methylprednisolone oral, per 4 mg 
J7510 Prednisolone oral, per 5 mg 
J7511 Lymphocyte Immune Globulin, Antithymocyte Globulin, Rabbit, Parenteral, 25mg 
J7513 Daclizumab, parenteral, 25 mg 
J7515 Cyclosporine, oral, 25 mg 
J7516 Cyclosporin, parenteral, 250 mg 
J7517 Mycophenolate mofetil, oral, 250 mg 
J7518 Mycophenolic acid, oral, 180 mg 
J7520 Sirolimus, oral, 1 mg 
J7525 Tacrolimus, parenteral, 5 mg 
J7599 Immunosuppressive drug, not otherwise classified 
J8530 Cyclophosphamide; oral, 25 mg 
J8561 Everolimus, oral, 0.25 mg 
J8610 Methotrexate; oral, 2.5 mg 
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Q0510 Pharmacy supply fee for initial immunosuppressive drug(s), first month following transplant 
Q0511 Pharmacy supply fee for oral anti-cancer, oral anti-emetic or immunosuppressive drug(s); for 

the first prescription in a 30-day period 
Q0512 Pharmacy supply fee for oral anti-cancer, oral anti-emetic or immunosuppressive drug(s); for a 

subsequent prescription in a 30-day period 
CPT/HCPCS Codes: Knee Orthoses 
Code Description 
A9270 Non-covered item or service 
K0672 Addition to lower extremity orthosis, removable soft interface, all components, replacement 

only, each 
L1810 Knee orthosis, elastic with joints, prefabricated, includes fitting and adjustment 
L1820 Knee orthosis, elastic with condylar pads and joints, with or without patellar control, 

prefabricated, includes fitting and adjustment 
L1830 Knee orthosis, immobilizer, canvas longitudinal, prefabricated, includes fitting and adjustment 
L1831 Knee orthosis, locking knee joint(s), positional orthosis, prefabricated, includes fitting and 

adjustment 
L1832 Knee orthosis, adjustable knee joints (unicentric or polycentric), positional orthosis, rigid 

support, prefabricated, includes fitting and adjustment 
L1834 Knee orthosis, without knee joint, rigid, custom-fabricated 
L1836 Knee orthosis, rigid, without joint(s), includes soft interface material, prefabricated, includes 

fitting and adjustment 
L1840 Knee orthosis, derotation, medial-lateral, anterior cruciate ligament, custom fabricated 
L1843 Knee orthosis, single upright, thigh and calf, with adjustable flexion and extension joint 

(unicentric or polycentric), medial-lateral and rotation control, with or without varus/valgus 
adjustment, prefabricated, includes fitting and adjustment 

L1844 Knee orthosis, single upright, thigh and calf, with adjustable flexion and extension joint 
(unicentric or polycentric), medial-lateral and rotation control, with or without varus/valgus 
adjustment, custom fabricated 

L1845 Knee orthosis, double upright, thigh and calf, with adjustable flexion and extension joint 
(unicentric or polycentric), medial-lateral and rotation control, with or without varus/valgus 
adjustment, prefabricated, includes fitting and adjustment 

L1846 Knee orthosis, double upright, thigh and calf, with adjustable flexion and extension joint 
(unicentric or polycentric), medial-lateral and rotation control, with or without varus/valgus 
adjustment, custom fabricated 

L1847 Knee orthosis, double upright with adjustable joint, with inflatable air support chamber(s), 
prefabricated, includes fitting and adjustment 

L1850 Knee orthosis, elcro type, prefabricated, includes fitting and adjustment 
L1860 Knee orthosis, modification of supracondylar prosthetic socket, custom-fabricated (sk) 
L2275 Addition to lower extremity, varus/valgus correction, plastic modification, padded/lined 
L2320 Addition to lower extremity, non-molded lacer, for custom fabricated orthosis only 
L2330 Addition to lower extremity, lacer molded to patient model, for custom fabricated orthosis only 
L2385 Addition to lower extremity, straight knee joint, heavy duty, each joint 
L2390 Addition to lower extremity, offset knee joint, each joint 
L2395 Addition to lower extremity, offset knee joint, heavy duty, each joint 
L2397 Addition to lower extremity orthosis, suspension sleeve 
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L2405 Addition to knee joint, drop lock, each 
L2415 Addition to knee lock with integrated release mechanism ( bail, cable, or equal), any material, 

each joint 
L2425 Addition to knee joint, disc or dial lock for adjustable knee flexion, each joint 
L2430 Addition to knee joint, ratchet lock for active and progressive knee extension, each joint 
L2492 Addition to knee joint, lift loop for drop lock ring 
L2750 Addition to lower extremity orthosis, plating chrome or nickel, per bar 
L2755 Addition to lower extremity orthosis, high strength, lightweight material, all hybrid 

lamination/prepreg composite, per segment, for custom fabricated orthosis only 
L2780 Addition to lower extremity orthosis, non-corrosive finish, per bar 
L2785 Addition to lower extremity orthosis, drop lock retainer, each 
L2795 Addition to lower extremity orthosis, knee control, full kneecap 
L2800 Addition to lower extremity orthosis, knee control, knee cap, medial or lateral pull, for use with 

custom fabricated orthosis only 
L2810 Addition to lower extremity orthosis, knee control, condylar pad 
L2820 Addition to lower extremity orthosis, soft interface for molded plastic, below knee section 
L2830 Addition to lower extremity orthosis, soft interface for molded plastic, above knee section 
L4002 Replacement strap, any orthosis, includes all components, any length, any type 
L4205 Repair of orthotic device, labor component, per 15 minutes 
L4210 Repair of orthotic device, repair or replace minor parts 
L9900 Orthotic and prosthetic supply, accessory, and/or service component of another hcpcs “l” code 
CPT/HCPCS Codes: Manual Wheelchair Bases 
Code Description 
E1161 Manual adult size wheelchair, includes tilt in space 
E1229 Wheelchair, pediatric size, not otherwise specified 
E1231 Wheelchair, pediatric size, tilt-in-space, rigid, adjustable, with seating system 
E1232 Wheelchair, pediatric size, tilt-in-space, folding, adjustable, with seating system 
E1233 Wheelchair, pediatric size, tilt-in-space, rigid, adjustable, without seating system 
E1234 Wheelchair, pediatric size, tilt-in-space, folding, adjustable, without seating system 
E1235 Wheelchair, pediatric size, rigid, adjustable, with seating system 
E1236 Wheelchair, pediatric size, folding, adjustable, with seating system 
E1237 Wheelchair, pediatric size, rigid, adjustable, without seating system 
E1238 Wheelchair, pediatric size, folding, adjustable, without seating system 
K0001 Standard wheelchair 
K0002 Standard hemi (low seat) wheelchair 
K0003 Lightweight wheelchair 
K0004 High strength, lightweight wheelchair 
K0005 Ultralightweight wheelchair 
K0006 Heavy duty wheelchair 
K0007 Extra heavy duty wheelchair 
K0009 Other manual wheelchair/base 
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CPT/HCPCS Codes: Nebulizers 
Code Description 
E0574 Ultrasonic/electronic aerosol generator with small volume nebulizer 
K0730 Controlled dose inhalation drug delivery system 

J7686 Treprostinil, inhalation solution, fda-approved final product, non-compounded, administered 
through dme, unit dose form, 1.74 mg 

Q4074 Iloprost, inhalation solution, fda-approved final product, non-compounded, administered 
through dme, unit dose form, up to 20 micrograms 

CPT/HCPCS Codes: Negative Pressure Wound Therapy Pumps 
Code Description 
E2402 Negative pressure wound therapy electrical pump, stationary or portable 
A6550 Wound care set, for negative pressure wound therapy electrical pump, includes all supplies and 

accessories 
A7000 Canister, disposable, used with suction pump, each 
CPT/HCPCS Codes: Oral Antiemetic Drugs (Replacement for Intravenous Antiemetics) 
Code Description 
J8501 Aprepitant, oral, 5 mg 
J8540 Dexamethasone, oral, 0.25 mg 
CPT/HCPCS Codes: Oral Appliances for Obstructive Sleep Apnea 
Code Description 
A9270 Non-covered item or service 
E0485 Oral device/appliance used to reduce upper airway collapsibility, adjustable or non-adjustable, 

prefabricated, includes fitting and adjustment 
E0486 Oral device/appliance used to reduce upper airway collapsibility, adjustable or non-adjustable, 

custom fabricated, includes fitting and adjustment 
E1399 Durable medical equipment, miscellaneous 
CPT/HCPCS Codes: Orthopedic Footwear 
Code Description 
A9283 Foot pressure off loading/supportive device, any type, each 
L3000 Foot, insert, removable, molded to patient model, ‘ucb’ type, elcroy shell, each 
L3001 Foot, insert, removable, molded to patient model, spenco, each 
L3002 Foot, insert, removable, molded to patient model, plastazote or equal, each 
L3003 Foot, insert, removable, molded to patient model, silicone gel, each 
L3010 Foot, insert, removable, molded to patient model, longitudinal arch support, each 
L3020 Foot, insert, removable, molded to patient model, longitudinal/ metatarsal support, each 
L3030 Foot, insert, removable, formed to patient foot, each 
L3031 Foot, insert/plate, removable, addition to lower extremity orthosis, high strength, lightweight 

material, all hybrid lamination/prepreg composite, each 
L3040 Foot, arch support, removable, premolded, longitudinal, each 
L3050 Foot, arch support, removable, premolded, metatarsal, each 
L3060 Foot, arch support, removable, premolded, longitudinal/ metatarsal, each 
L3070 Foot, arch support, non-removable attached to shoe, longitudinal, each 
L3080 Foot, arch support, non-removable attached to shoe, metatarsal, each 
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L3090 Foot, arch support, non-removable attached to shoe, longitudinal/metatarsal, each 
L3100 Hallus-valgus night dynamic splint 
L3140 Foot, abduction rotation bar, including shoes 
L3150 Foot, abduction rotatation bar, without shoes 
L3160 Foot, adjustable shoe-styled positioning device 
L3170 Foot, plastic, silicone or equal, heel stabilizer, each 
L3201 Orthopedic shoe, oxford with supinator or pronator, infant 
L3202 Orthopedic shoe, oxford with supinator or pronator, child 
L3203 Orthopedic shoe, oxford with supinator or pronator, junior 
L3204 Orthopedic shoe, hightop with supinator or pronator, infant 
L3206 Orthopedic shoe, hightop with supinator or pronator, child 
L3207 Orthopedic shoe, hightop with supinator or pronator, junior 
L3208 Surgical boot, each, infant 
L3209 Surgical boot, each, child 
L3211 Surgical boot, each, junior 
L3212 Benesch boot, pair, infant 
L3213 Benesch boot, pair, child 
L3214 Benesch boot, pair, junior 
L3215 Orthopedic footwear, ladies shoe, oxford, each 
L3216 Orthopedic footwear, ladies shoe, depth inlay, each 
L3217 Orthopedic footwear, ladies shoe, hightop, depth inlay, each 
L3219 Orthopedic footwear, mens shoe, oxford, each 
L3221 Orthopedic footwear, mens shoe, depth inlay, each 
L3222 Orthopedic footwear, mens shoe, hightop, depth inlay, each 
L3224 Orthopedic footwear, woman’s shoe, oxford, used as an integral part of a brace (orthosis) 
L3225 Orthopedic footwear, man’s shoe, oxford, used as an integral part of a brace (orthosis) 
L3230 Orthopedic footwear, custom shoe, depth inlay, each 
L3250 Orthopedic footwear, custom molded shoe, removable inner mold, prosthetic shoe, each 
L3251 Foot, shoe molded to patient model, silicone shoe, each 
L3252 Foot, shoe molded to patient model, plastazote (or similar), custom fabricated, each 
L3253 Foot, molded shoe plastazote (or similar) custom fitted, each 
L3254 Non-standard size or width 
L3255 Non-standard size or length 
L3257 Orthopedic footwear, additional charge for split size 
L3260 Surgical boot/shoe, each 
L3265 Plastazote sandal, each 
L3300 Lift, elevation, heel, tapered to metatarsals, per inch 
L3310 Lift, elevation, heel and sole, neoprene, per inch 
L3320 Lift, elevation, heel and sole, cork, per inch 
L3330 Lift, elevation, metal extension (skate) 
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L3332 Lift, elevation, inside shoe, tapered, up to one-half inch 
L3334 Lift, elevation, heel, per inch 
L3340 Heel wedge, sach 
L3350 Heel wedge 
L3360 Sole wedge, outside sole 
L3370 Sole wedge, between sole 
L3380 Clubfoot wedge 
L3390 Outflare wedge 
L3400 Metatarsal bar wedge, rocker 
L3410 Metatarsal bar wedge, between sole 
L3420 Full sole and heel wedge, between sole 
L3430 Heel, counter, plastic reinforced 
L3440 Heel, counter, leather reinforced 
L3450 Heel, sach cushion type 
L3455 Heel, new leather, standard 
L3460 Heel, new rubber, standard 
L3465 Heel, elcro with wedge 
L3470 Heel, elcro extended to ball 
L3480 Heel, pad and depression for spur 
L3485 Heel, pad, removable for spur 
L3500 Orthopedic shoe addition, insole, leather 
L3510 Orthopedic shoe addition, insole, rubber 
L3520 Orthopedic shoe addition, insole, felt covered with leather 
L3530 Orthopedic shoe addition, sole, half 
L3540 Orthopedic shoe addition, sole, full 
L3550 Orthopedic shoe addition, toe tap standard 
L3560 Orthopedic shoe addition, toe tap, horseshoe 
L3570 Orthopedic shoe addition, special extension to instep (leather with eyelets) 
L3580 Orthopedic shoe addition, convert instep to elcro closure 
L3590 Orthopedic shoe addition, convert firm shoe counter to soft counter 
L3595 Orthopedic shoe addition, march bar 
L3600 Transfer of an orthosis from one shoe to another, caliper plate, existing 
L3610 Transfer of an orthosis from one shoe to another, caliper plate, new 
L3620 Transfer of an orthosis from one shoe to another, solid stirrup, existing 
L3630 Transfer of an orthosis from one shoe to another, solid stirrup, new 
L3640 Transfer of an orthosis from one shoe to another, dennis browne splint (riveton), both shoes 
L3649 Orthopedic shoe, modification, addition or transfer, not otherwise specified 
CPT/HCPCS Codes: Patient Lifts 
Code Description 
E0636 Multipositional patient support system, with integrated lift, patient accessible controls 
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E1035 Multi-positional patient transfer system, with integrated seat, operated by care giver, patient 
weight capacity up to and including 300 lbs 

E1036 Multi-positional patient transfer system, extra-wide, with integrated seat, operated by 
caregiver, patient weight capacity greater than 300 lbs 

CPT/HCPCS Codes: Positive Airway Pressure (PAP) Devices for the Treatment of Obstructive  
Sleep Apnea 
Code Description 
A4604 Tubing with integrated heating element for use with positive airway pressure device 
A7027 Combination oral/nasal mask, used with continuous positive airway pressure device, each 
A7028 Oral cushion for combination oral/nasal mask, replacement only, each 
A7029 Nasal pillows for combination oral/nasal mask, replacement only, pair 
A7030 Full face mask used with positive airway pressure device, each 
A7031 Face mask interface, replacement for full face mask, each 
A7032 Cushion for use on nasal mask interface, replacement only, each 
A7033 Pillow for use on nasal cannula type interface, replacement only, pair 
A7034 Nasal interface (mask or cannula type) used with positive airway pressure device, with or 

without head strap 
A7035 Headgear used with positive airway pressure device 
A7036 Chinstrap used with positive airway pressure device 
A7037 Tubing used with positive airway pressure device 
A7038 Filter, disposable, used with positive airway pressure device 
A7039 Filter, non disposable, used with positive airway pressure device 
A7044 Oral interface used with positive airway pressure device, each 
A7045 Exhalation port with or without swivel used with accessories for positive airway devices, 

replacement only 
A7046 Water chamber for humidifier, used with positive airway pressure device, replacement, each 
E0470 Respiratory assist device, bi-level pressure capability, without backup rate feature, used with 

noninvasive interface, e.g., nasal or facial mask (intermittent assist device with continuous 
positive airway pressure device) 

E0471 Respiratory assist device, bi-level pressure capability, with back-up rate feature, used with 
noninvasive interface, e.g., nasal or facial mask (intermittent assist device with continuous 
positive airway pressure device) 

E0561 Humidifier, nonheated, used with positive airway pressure device 
E0562 Humidifier, heated, used with positive airway pressure device 
E0601 Continuous airway pressure (CPAP) device 
CPT/HCPCS Codes: Power Mobility Devices 
Code Description 
E0983 Manual wheelchair accessory, power add-on to convert manual wheelchair to motorized 

wheelchair, joystick control 
E0984 Manual wheelchair accessory, power add-on to convert manual wheelchair to motorized 

wheelchair, tiller control 
E0986 Manual wheelchair accessory, push activated power assist, each 
K0800 Power operated vehicle, group 1 standard, patient weight capacity up to and including 300 

pounds 
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K0801 Power operated vehicle, group 1 heavy duty, patient weight capacity 301 to 450 pounds 
K0802 Power operated vehicle, group 1 very heavy duty, patient weight capacity 451 to 600 pounds 
K0806 Power operated vehicle, group 2 standard, patient weight capacity up to and including 300 

pounds (Non-covered) (Refer to Mobility Device (Non-Ambulatory) and Accessories) 
K0807 Power operated vehicle, group 2 heavy duty, patient weight capacity 301 to 450 pounds (Non-

covered) (Refer to Mobility Device (Non-Ambulatory) and Accessories) 
K0808 Power operated vehicle, group 2 very heavy duty, patient weight capacity 451 to 600 pounds 

(Non-covered) (Refer to Mobility Device (Non-Ambulatory) and Accessories) 
K0812 Power operated vehicle, not otherwise classified 
K0813 Power wheelchair, group 1 standard, portable, sling/solid seat and back, patient weight 

capacity up to and including 300 pounds 
K0814 Power wheelchair, group 1 standard, portable, captains chair, patient weight capacity up to and 

including 300 pounds 
K0815 Power wheelchair, group 1 standard, sling/solid seat and back, patient weight capacity up to 

and including 300 pounds 
K0816 Power wheelchair, group 1 standard, captains chair, patient weight capacity up to and including 

300 pounds 
K0820 Power wheelchair, group 2 standard, portable, sling/solid seat/back, patient weight capacity up 

to and including 300 pounds 
K0821 Power wheelchair, group 2 standard, portable, captains chair, patient weight capacity up to and 

including 300 pounds 
K0822 Power wheelchair, group 2 standard, sling/solid seat/back, patient weight capacity up to and 

including 300 pounds 
K0823 Power wheelchair, group 2 standard, captains chair, patient weight capacity up to and including 

300 pounds 
K0824 Power wheelchair, group 2 heavy duty, sling/solid seat/back, patient weight capacity 301 to 

450 pounds 
K0825 Power wheelchair, group 2 heavy duty, captains chair, patient weight capacity 301 to 450 

pounds 
K0826 Power wheelchair, group 2 very heavy duty, sling/solid seat/back, patient weight capacity 451 

to 600 pounds 
K0827 Power wheelchair, group 2 very heavy duty, captains chair, patient weight capacity 451 to 600 

pounds 
K0828 Power wheelchair, group 2 extra heavy duty, sling/solid seat/back, patient weight capacity 601 

pounds or more 
K0829 Power wheelchair, group 2 extra heavy duty, captains chair, patient weight 601 pounds or 

more 
K0830 Power wheelchair, group 2 standard, seat elevator, sling/solid seat/back, patient weight 

capacity up to and including 300 pounds 
K0831 Power wheelchair, group 2 standard, seat elevator, captains chair, patient weight capacity up 

to and including 300 pounds 
K0835 Power wheelchair, group 2 standard, single power option, sling/solid seat/back, patient weight 

capacity up to and including 300 pounds 
K0836 Power wheelchair, group 2 standard, single power option, captains chair, patient weight 

capacity up to and including 300 pounds 

http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc
http://kl/content/guidelines%20&%20clinical%20policies/medicare%20and%20retirement/reimbursement%20policies/mobility_devices.doc


 
Reimbursement Policy 

KX Modifier 
 

Proprietary information of UnitedHealthcare. Copyright 2014 United HealthCare Services, Inc.     Page 25 

K0837 Power wheelchair, group 2 heavy duty, single power option, sling/solid seat/back, patient 
weight capacity 301 to 450 pounds 

K0838 Power wheelchair, group 2 heavy duty, single power option, captains chair, patient weight 
capacity 301 to 450 pounds 

K0839 Power wheelchair, group 2 very heavy duty, single power option sling/solid seat/back, patient 
weight capacity 451 to 600 pounds 

K0840 Power wheelchair, group 2 extra heavy duty, single power option, sling/solid seat/back, patient 
weight capacity 601 pounds or more 

K0841 Power wheelchair, group 2 standard, multiple power option, sling/solid seat/back, patient 
weight capacity up to and including 300 pounds 

K0842 Power wheelchair, group 2 standard, multiple power option, captains chair, patient weight 
capacity up to and including 300 pounds 

K0843 Power wheelchair, group 2 heavy duty, multiple power option, sling/solid seat/back, patient 
weight capacity 301 to 450 pounds 

K0848 Power wheelchair, group 3 standard, sling/solid seat/back, patient weight capacity up to and 
including 300 pounds 

K0849 Power wheelchair, group 3 standard, captains chair, patient weight capacity up to and including 
300 pounds 

K0850 Power wheelchair, group 3 heavy duty, sling/solid seat/back, patient weight capacity 301 to 
450 pounds 

K0851 Power wheelchair, group 3 heavy duty, captains chair, patient weight capacity 301 to 450 
pounds 

K0852 Power wheelchair, group 3 very heavy duty, sling/solid seat/back, patient weight capacity 451 
to 600 pounds 

K0853 Power wheelchair, group 3 very heavy duty, captains chair, patient weight capacity 451 to 600 
pounds 

K0854 Power wheelchair, group 3 extra heavy duty, sling/solid seat/back, patient weight capacity 601 
pounds or more 

K0855 Power wheelchair, group 3 extra heavy duty, captains chair, patient weight capacity 601 
pounds or more 

K0856 Power wheelchair, group 3 standard, single power option, sling/solid seat/back, patient weight 
capacity up to and including 300 pounds 

K0857 Power wheelchair, group 3 standard, single power option, captains chair, patient weight 
capacity up to and including 300 pounds 

K0858 Power wheelchair, group 3 heavy duty, single power option, sling/solid seat/back, patient 
weight 301 to 450 pounds 

K0859 Power wheelchair, group 3 heavy duty, single power option, captains chair, patient weight 
capacity 301 to 450 pounds 

K0860 Power wheelchair, group 3 very heavy duty, single power option, sling/solid seat/back, patient 
weight capacity 451 to 600 pounds 

K0861 Power wheelchair, group 3 standard, multiple power option, sling/solid seat/back, patient 
weight capacity up to and including 300 pounds 

K0862 Power wheelchair, group 3 heavy duty, multiple power option, sling/solid seat/back, patient 
weight capacity 301 to 450 pounds 

K0863 Power wheelchair, group 3 very heavy duty, multiple power option, sling/solid seat/back, 
patient weight capacity 451 to 600 pounds 
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K0864 Power wheelchair, group 3 extra heavy duty, multiple power option, sling/solid seat/back, 
patient weight capacity 601 pounds or more 

K0868 Power wheelchair, group 4 standard, sling/solid seat/back, patient weight capacity up to and 
including 300 pounds (Non-covered) (Refer to Mobility Device (Non-Ambulatory) and 
Accessories) 

K0869 Power wheelchair, group 4 standard, captains chair, patient weight capacity up to and including 
300 pounds (Non-covered) (Refer to Mobility Device (Non-Ambulatory) and Accessories) 

K0870 Power wheelchair, group 4 heavy duty, sling/solid seat/back, patient weight capacity 301 to 
450 pounds (Non-covered) (Refer to Mobility Device (Non-Ambulatory) and Accessories) 

K0871 Power wheelchair, group 4 very heavy duty, sling/solid seat/back, patient weight capacity 451 
to 600 pounds (Non-covered) (Refer to Mobility Device (Non-Ambulatory) and Accessories) 

K0877 Power wheelchair, group 4 standard, single power option, sling/solid seat/back, patient weight 
capacity up to and including 300 pounds (Non-covered) (Refer to Mobility Device (Non-
Ambulatory) and Accessories) 

K0878 Power wheelchair, group 4 standard, single power option, captains chair, patient weight 
capacity up to and including 300 pounds (Non-covered) (Refer to Mobility Device (Non-
Ambulatory) and Accessories) 

K0879 Power wheelchair, group 4 heavy duty, single power option, sling/solid seat/back, patient 
weight capacity 301 to 450 pounds (Non-covered) (Refer to Mobility Device (Non-Ambulatory) 
and Accessories) 

K0880 Power wheelchair, group 4 very heavy duty, single power option, sling/solid seat/back, patient 
weight 451 to 600 pounds (Non-covered) (Refer to Mobility Device (Non-Ambulatory) and 
Accessories) 

K0884 Power wheelchair, group 4 standard, multiple power option, sling/solid seat/back, patient 
weight capacity up to and including 300 pounds (Non-covered) (Refer to Mobility Device (Non-
Ambulatory) and Accessories) 

K0885 Power wheelchair, group 4 standard, multiple power option, captains chair, patient weight 
capacity up to and including 300 pounds (Non-covered) (Refer to Mobility Device (Non-
Ambulatory) and Accessories) 

K0886 Power wheelchair, group 4 heavy duty, multiple power option, sling/solid seat/back, patient 
weight capacity 301 to 450 pounds (Non-covered) (Refer to Mobility Device (Non-Ambulatory) 
and Accessories) 

K0890 Power wheelchair, group 5 pediatric, single power option, sling/solid seat/back, patient weight 
capacity up to and including 125 pounds 

K0891 Power wheelchair, group 5 pediatric, multiple power option, sling/solid seat/back, patient 
weight capacity up to and including 125 pounds 

K0898 Power wheelchair, not otherwise classified 
K0899 Power mobility device, not coded by dme pdac or does not meet criteria 
CPT/HCPCS Codes: Pressure Reducing Support Surfaces - Group 1 
Code Description 
A4640 Replacement pad for use with medically necessary alternating pressure pad owned by patient 
A9270 Non-covered item or service 
E0181 Powered pressure reducing mattress overlay/pad, alternating, with pump, includes heavy duty 
E0182 Pump for alternating pressure pad, for replacement only 
E0184 Dry pressure mattress 
E0185 Gel or gel-like pressure pad for mattress, standard mattress length and width 
E0186 Air pressure mattress 
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E0187 Water pressure mattress 
E0188 Synthetic sheepskin pad 
E0189 Lambswool sheepskin pad, any size 
E0196 Gel pressure mattress 
E0197 Air pressure pad for mattress, standard mattress length and width 
E0198 Water pressure pad for mattress, standard mattress length and width 
E0199 Dry pressure pad for mattress, standard mattress length and width 
E1399 Durable medical equipment, miscellaneous 
CPT/HCPCS Codes: Pressure Reducing Support Surfaces - Group 2 
Code Description 
E0193 Powered air flotation bed (low air loss therapy) 
E0277 Powered pressure-reducing air mattress 
E0371 Nonpowered advanced pressure reducing overlay for mattress, standard mattress length and 

width 
E0372 Powered air overlay for mattress, standard mattress length and width 
E0373 Nonpowered advanced pressure reducing mattress 
E1399 Durable medical equipment, miscellaneous 
CPT/HCPCS Codes: Pressure Reducing Support Surfaces - Group 3 
Code Description 
E0194 Air fluidized bed 
CPT/HCPCS Codes: Refractive Lenses 
Code Description 
V2744 Tint, photochromatic, per lens 
V2745 Addition to lens; tint, any color, solid, gradient or equal, excludes photochromatic, any lens 

material, per lens 
V2750 Anti-reflective coating, per lens 
V2780 Oversize lens, per lens 
V2784 Lens, polycarbonate or equal, any index, per lens 
CPT/HCPCS Codes: Respiratory Assist Devices 
Code Description 
A4604 Tubing with integrated heating element for use with positive airway pressure device 
A7027 Combination oral/nasal mask, used with continuous positive airway pressure device, each 
A7028 Oral cushion for combination oral/nasal mask, replacement only, each 
A7029 Nasal pillows for combination oral/nasal mask, replacement only, pair 
A7030 Full face mask used with positive airway pressure device, each 
A7031 Face mask interface, replacement for full face mask, each 
A7032 Cushion for use on nasal mask interface, replacement only, each 
A7033 Pillow for use on nasal cannula type interface, replacement only, pair 
A7034 Nasal interface (mask or cannula type) used with positive airway pressure device, with or 

without head strap 
A7035 Headgear used with positive airway pressure device 
A7036 Chinstrap used with positive airway pressure device 
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A7037 Tubing used with positive airway pressure device 
A7038 Filter, disposable, used with positive airway pressure device 
A7039 Filter, non disposable, used with positive airway pressure device 
A7044 Oral interface used with positive airway pressure device, each 
A7045 Exhalation port with or without swivel used with accessories for positive airway devices, 

replacement only 
A7046 Water chamber for humidifier, used with positive airway pressure device, replacement, each 
E0470 Respiratory assist device, bi-level pressure capability, without backup rate feature, used with 

noninvasive interface, e.g., nasal or facial mask (intermittent assist device with continuous 
positive airway pressure device) 

E0471 Respiratory assist device, bi-level pressure capability, with back-up rate feature, used with 
noninvasive interface, e.g., nasal or facial mask (intermittent assist device with continuous 
positive airway pressure device) 

CPT/HCPCS Codes: Speech Generating Devices 
Code Description 
E2500 Speech generating device, digitized speech, using pre-recorded messages, less than or equal to 

8 minutes recording time 
E2502 Speech generating device, digitized speech, using pre-recorded messages, greater than 8 

minutes but less than or equal to 20 minutes recording time 
E2504 Speech generating device, digitized speech, using pre-recorded messages, greater than 20 

minutes but less than or equal to 40 minutes recording time 
E2506 Speech generating device, digitized speech, using pre-recorded messages, greater than 40 

minutes recording time 
E2508 Speech generating device, synthesized speech, requiring message formulation by spelling and 

access by physical contact with the device 
E2510 Speech generating device, synthesized speech, permitting multiple methods of message 

formulation and multiple methods of device access 
E2511 Speech generating software program, for personal computer or personal digital assistant 
E2512 Accessory for speech generating device, mounting system 
CPT/HCPCS Codes: Therapeutic Shoes for Persons with Diabetes 
Code Description 
A5500 For diabetics only, fitting (including follow-up), custom preparation and supply of off-the-shelf 

depth-inlay shoe manufactured to accommodate multi- density insert(s), per shoe 
A5501 For diabetics only, fitting (including follow-up), custom preparation and supply of shoe molded 

from cast(s) of patient’s foot (custom molded shoe), per shoe 
A5503 For diabetics only, modification (including fitting) of off-the-shelf depth-inlay shoe or custom-

molded shoe with roller or rigid rocker bottom, per shoe 
A5504 For diabetics only, modification (including fitting) of off-the-shelf depth-inlay shoe or custom-

molded shoe with wedge(s), per shoe 
A5505 For diabetics only, modification (including fitting) of off-the-shelf depth-inlay shoe or custom-

molded shoe with metatarsal bar, per shoe 
A5506 For diabetics only, modification (including fitting) of off-the-shelf depth-inlay shoe or custom-

molded shoe with off-set heel(s), per shoe 
A5507 For diabetics only, not otherwise specified modification (including fitting) of off-the-shelf depth-

inlay shoe or custom-molded shoe, per shoe 
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A5508 For diabetics only, deluxe feature of off-the-shelf depth-inlay shoe or custom-molded shoe, per 
shoe 

A5510 For diabetics only, direct formed, compression molded to patient’s foot without external heat 
source, multiple-density insert(s) prefabricated, per shoe 

A5512 For diabetics only, multiple density insert, direct formed, molded to foot after external heat 
source of 230 degrees fahrenheit or higher, total contact with patient’s foot, including arch, 
base layer minimum of 1/4 inch material of shore a 35 durometer or 3/16 inch material of 
shore a 40 durometer (or higher), prefabricated, each 

A5513 For diabetics only, multiple density insert, custom molded from model of patient’s foot, total 
contact with patient’s foot, including arch, base layer minimum of 3/16 inch material of shore a 
35 durometer or higher), includes arch filler and other shaping material, custom fabricated, 
each 

CPT/HCPCS Codes: Transcutaneous Electrical Nerve Stimulators 
Code Description 
E0731 Form fitting conductive garment for delivery of tens or nmes (with conductive fibers separated 

from the patient's skin by layers of fabric) 
CPT/HCPCS Codes: Urological Supplies 
Code Description 
A4310 Insertion tray without drainage bag and without catheter (accessories only) 
A4311 Insertion tray without drainage bag with indwelling catheter, foley type, two-way latex with 

coating (teflon, silicone, silicone elastomer or hydrophilic, etc.) 
A4312 Insertion tray without drainage bag with indwelling catheter, foley type, two-way, all silicone 
A4313 Insertion tray without drainage bag with indwelling catheter, foley type, three-way, for 

continuous irrigation 
A4314 Insertion tray with drainage bag with indwelling catheter, foley type, two-way latex with 

coating (teflon, silicone, silicone elastomer or hydrophilic, etc.) 
A4315 Insertion tray with drainage bag with indwelling catheter, foley type, two-way, all silicone 
A4316 Insertion tray with drainage bag with indwelling catheter, foley type, three-way, for continuous 

irrigation 
A4320 Irrigation tray with bulb or piston syringe, any purpose 
A4321 Therapeutic agent for urinary catheter irrigation 
A4322 Irrigation syringe, bulb or piston, each 
A4326 Male external catheter with integral collection chamber, any type, each 
A4327 Female external urinary collection device; meatal cup, each 
A4328 Female external urinary collection device; pouch, each 
A4331 Extension drainage tubing, any type, any length, with connector/adaptor, for use with urinary 

leg bag or urostomy pouch, each 
A4332 Lubricant, individual sterile packet, each 
A4333 Urinary catheter anchoring device, adhesive skin attachment, each 
A4334 Urinary catheter anchoring device, leg strap, each 
A4335 Incontinence supply; miscellaneous 
A4336 Incontinence supply, urethral insert, any type, each 
A4338 Indwelling catheter; foley type, two-way latex with coating (teflon, silicone, silicone elastomer, 

or hydrophilic, etc.), each 
A4340 Indwelling catheter; specialty type, eg; coude, mushroom, wing, etc.), each 
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A4344 Indwelling catheter, foley type, two-way, all silicone, each 
A4346 Indwelling catheter; foley type, three way for continuous irrigation, each 
A4349 Male external catheter, with or without adhesive, disposable, each 
A4351 Intermittent urinary catheter; straight tip, with or without coating (teflon, silicone, silicone 

elastomer, or hydrophilic, etc.), each 
A4352 Intermittent urinary catheter; coude (curved) tip, with or without coating (teflon, silicone, 

silicone elastomeric, or hydrophilic, etc.), each 
A4353 Intermittent urinary catheter, with insertion supplies 
A4354 Insertion tray with drainage bag but without catheter 
A4355 Irrigation tubing set for continuous bladder irrigation through a three-way indwelling foley 

catheter, each 
A4356 External urethral clamp or compression device (not to be used for catheter clamp), each 
A4357 Bedside drainage bag, day or night, with or without anti-reflux device, with or without tube, 

each 
A4358 Urinary drainage bag, leg or abdomen, vinyl, with or without tube, with straps, each 
A4360 Disposable external urethral clamp or compression device, with pad and/or pouch, each 
A4402 Lubricant, per ounce 
A4520 Incontinence garment, any type, (e.g. brief, diaper), each 
A5102 Bedside drainage bottle with or without tubing, rigid or expandable, each 
A5105 Urinary suspensory with leg bag, with or without tube, each 
A5112 Urinary drainage bag, leg or abdomen, latex, with or without tube, with straps, each 
A5113 Leg strap; latex, replacement only, per set 
A5114 Leg strap; foam or fabric, replacement only, per set 
A5131 Appliance cleaner, incontinence and ostomy appliances, per 16 oz. 
A5200 Percutaneous catheter/tube anchoring device, adhesive skin attachment 
A9270 Non-covered item or service 
CPT/HCPCS Codes: Walkers 
Code Description 
A9270 Non-covered item or service 
A9900 Miscellaneous dme supply, accessory, and/or service component of another hcpcs code 
E0148 Walker, heavy duty, without wheels, rigid or folding, any type, each 
E0149 Walker, heavy duty, wheeled, rigid or folding, any type 
E1399 Durable medical equipment, miscellaneous 
CPT/HCPCS Codes: Wheelchair Options/Accessories 
Code Description 
A9270 Non-covered item or service 
A9900 Miscellaneous dme supply, accessory, and/or service component of another hcpcs code 
E0705 Transfer device, any type, each 
E0950 Wheelchair accessory, tray, each 
E0951 Heel loop/holder, any type, with or without ankle strap, each 
E0952 Toe loop/holder, any type, each 
E0958 Manual wheelchair accessory, one-arm drive attachment, each 
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E0959 Manual wheelchair accessory, adapter for amputee, each 
E0961 Manual wheelchair accessory, wheel lock brake extension (handle), each 
E0967 Manual wheelchair accessory, hand rim with projections, any type, each 
E0971 Manual wheelchair accessory, anti-tipping device, each 
E0973 Wheelchair accessory, adjustable height, detachable armrest, complete assembly, each 
E0974 Manual wheelchair accessory, anti-rollback device, each 
E0978 Wheelchair accessory, positioning belt/safety belt/pelvic strap, each 
E0981 Wheelchair accessory, seat upholstery, replacement only, each 
E0982 Wheelchair accessory, back upholstery, replacement only, each 
E0985 Wheelchair accessory, seat lift mechanism 
E0988 Manual wheelchair accessory, lever-activated, wheel drive, pair 
E0990 Wheelchair accessory, elevating leg rest, complete assembly, each 
E0995 Wheelchair accessory, calf rest/pad, each 
E1002 Wheelchair accessory, power seating system, tilt only 
E1003 Wheelchair accessory, power seating system, recline only, without shear reduction 
E1004 Wheelchair accessory, power seating system, recline only, with mechanical shear reduction 
E1005 Wheelchair accessory, power seatng system, recline only, with power shear reduction 
E1006 Wheelchair accessory, power seating system, combination tilt and recline, without shear 

reduction 
E1007 Wheelchair accessory, power seating system, combination tilt and recline, with mechanical 

shear reduction 
E1008 Wheelchair accessory, power seating system, combination tilt and recline, with power shear 

reduction 
E1009 Wheelchair accessory, addition to power seating system, mechanically linked leg elevation 

system, including pushrod and leg rest, each 
E1010 Wheelchair accessory, addition to power seating system, power leg elevation system, including 

leg rest, pair 
E1011 Modification to pediatric size wheelchair, width adjustment package (not to be dispensed with 

initial chair) 
E1014 Reclining back, addition to pediatric size wheelchair 
E1015 Shock absorber for manual wheelchair, each 
E1016 Shock absorber for power wheelchair, each 
E1017 Heavy duty shock absorber for heavy duty or extra heavy duty manual wheelchair, each 
E1018 Heavy duty shock absorber for heavy duty or extra heavy duty power wheelchair, each 
E1020 Residual limb support system for wheelchair 
E1028 Wheelchair accessory, manual swingaway, retractable or removable mounting hardware for 

joystick, other control interface or positioning accessory 
E1029 Wheelchair accessory, ventilator tray, fixed 
E1030 Wheelchair accessory, ventilator tray, gimbaled 
E1225 Wheelchair accessory, manual semi-reclining back, (recline greater than 15 degrees, but less 

than 80 degrees), each 
E1226 Wheelchair accessory, manual fully reclining back, (recline greater than 80 degrees), each 
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E2201 Manual wheelchair accessory, nonstandard seat frame, width greater than or equal to 20 inches 
and less than 24 inches 

E2202 Manual wheelchair accessory, nonstandard seat frame width, 24-27 inches 
E2203 Manual wheelchair accessory, nonstandard seat frame depth, 20 to less than 22 inches 
E2204 Manual wheelchair accessory, nonstandard seat frame depth, 22 to 25 inches 
E2205 Manual wheelchair accessory, handrim without projections (includes ergonomic or contoured), 

any type, replacement only, each 
E2206 Manual wheelchair accessory, wheel lock assembly, complete, each 
E2207 Wheelchair accessory, crutch and cane holder, each 
E2208 Wheelchair accessory, cylinder tank carrier, each 
E2209 Accessory, arm trough, with or without hand support, each 
E2210 Wheelchair accessory, bearings, any type, replacement only, each 
E2211 Manual wheelchair accessory, pneumatic propulsion tire, any size, each 
E2212 Manual wheelchair accessory, tube for pneumatic propulsion tire, any size, each 
E2213 Manual wheelchair accessory, insert for pneumatic propulsion tire (removable), any type, any 

size, each 
E2214 Manual wheelchair accessory, pneumatic caster tire, any size, each 
E2215 Manual wheelchair accessory, tube for pneumatic caster tire, any size, each 
E2216 Manual wheelchair accessory, foam filled propulsion tire, any size, each 
E2217 Manual wheelchair accessory, foam filled caster tire, any size, each 
E2218 Manual wheelchair accessory, foam propulsion tire, any size, each 
E2219 Manual wheelchair accessory, foam caster tire, any size, each 
E2220 Manual wheelchair accessory, solid (rubber/plastic) propulsion tire, any size, each 
E2221 Manual wheelchair accessory, solid (rubber/plastic) caster tire (removable), any size, each 
E2222 Manual wheelchair accessory, solid (rubber/plastic) caster tire with integrated wheel, any size, 

each 
E2224 Manual wheelchair accessory, propulsion wheel excludes tire, any size, each 
E2225 Manual wheelchair accessory, caster wheel excludes tire, any size, replacement only, each 
E2226 Manual wheelchair accessory, caster fork, any size, replacement only, each 
E2227 Manual wheelchair accessory, gear reduction drive wheel, each 
E2228 Manual wheelchair accessory, wheel braking system and lock, complete, each 
E2230 Manual wheelchair accessory, manual standing system (Non-covered) (Mobility Devices (Non-

Ambulatory) and Accessories) 
E2295 Manual wheelchair accessory, for pediatric size wheelchair, dynamic seating frame, allows 

coordinated movement of multiple positioning features 
E2300 Power wheelchair accessory, power seat elevation system (Non-covered) (Mobility Devices 

(Non-Ambulatory) and Accessories) 
E2301 Power wheelchair accessory, power standing system 
E2310 Power wheelchair accessory, electronic connection between wheelchair controller and one 

power seating system motor, including all related electronics, indicator feature, mechanical 
function selection switch, and fixed mounting hardware 
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E2311 Power wheelchair accessory, electronic connection between wheelchair controller and two or 
more power seating system motors, including all related electronics, indicator feature, 
mechanical function selection switch, and fixed mounting hardware 

E2312 Power wheelchair accessory, hand or chin control interface, mini-proportional remote joystick, 
proportional, including fixed mounting hardware 

E2313 Power wheelchair accessory, harness for upgrade to expandable controller, including all 
fasteners, connectors and mounting hardware, each 

E2321 Power wheelchair accessory, hand control interface, remote joystick, nonproportional, including 
all related electronics, mechanical stop switch, and fixed mounting hardware 

E2322 Power wheelchair accessory, hand control interface, multiple mechanical switches, 
nonproportional, including all related electronics, mechanical stop switch, and fixed mounting 
hardware 

E2323 Power wheelchair accessory, specialty joystick handle for hand control interface, prefabricated 
E2324 Power wheelchair accessory, chin cup for chin control interface 
E2325 Power wheelchair accessory, sip and puff interface, nonproportional, including all related 

electronics, mechanical stop switch, and manual swingaway mounting hardware 
E2326 Power wheelchair accessory, breath tube kit for sip and puff interface 
E2327 Power wheelchair accessory, head control interface, mechanical, proportional, including all 

related electronics, mechanical direction change switch, and fixed mounting hardware 
E2328 Power wheelchair accessory, head control or extremity control interface, electronic, 

proportional, including all related electronics and fixed mounting hardware 
E2329 Power wheelchair accessory, head control interface, contact switch mechanism, 

nonproportional, including all related electronics, mechanical stop switch, mechanical direction 
change switch, head array, and fixed mounting hardware 

E2330 Power wheelchair accessory, head control interface, proximity switch mechanism, 
nonproportional, including all related electronics, mechanical stop switch, mechanical direction 
change switch, head array, and fixed mounting hardware 

E2331 Power wheelchair accessory, attendant control, proportional, including all related electronics 
and fixed mounting hardware 

E2351 Power wheelchair accessory, electronic interface to operate speech generating device using 
power wheelchair control interface 

E2358 Power wheelchair accessory, group 34 non-sealed lead acid battery, each 
E2359 Power wheelchair accessory, group 34 sealed lead acid battery, each (e.g. gel cell, absorbed 

glassmat) 
E2360 Power wheelchair accessory, 22 nf non-sealed lead acid battery, each 
E2361 Power wheelchair accessory, 22nf sealed lead acid battery, each, (e.g. gel cell, absorbed 

glassmat) 
E2362 Power wheelchair accessory, group 24 non-sealed lead acid battery, each 
E2363 Power wheelchair accessory, group 24 sealed lead acid battery, each (e.g. gel cell, absorbed 

glassmat) 
E2364 Power wheelchair accessory, u-1 non-sealed lead acid battery, each 
E2365 Power wheelchair accessory, u-1 sealed lead acid battery, each (e.g. gel cell, absorbed 

glassmat) 
E2366 Power wheelchair accessory, battery charger, single mode, for use with only one battery type, 

sealed or non-sealed, each 
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E2367 Power wheelchair accessory, battery charger, dual mode, for use with either battery type, 
sealed or non-sealed, each 

E2368 Power wheelchair component, motor, replacement only 
E2369 Power wheelchair component, gear box, replacement only 
E2370 Power wheelchair component, motor and gear box combination, replacement only 
E2371 Power wheelchair accessory, group 27 sealed lead acid battery, (e.g. gel cell, absorbed 

glassmat), each 
E2372 Power wheelchair accessory, group 27 non-sealed lead acid battery, each 
E2373 Power wheelchair accessory, hand or chin control interface, compact remote joystick, 

proportional, including fixed mounting hardware 
E2374 Power wheelchair accessory, hand or chin control interface, standard remote joystick (not 

including controller), proportional, including all related electronics and fixed mounting 
hardware, replacement only 

E2375 Power wheelchair accessory, non-expandable controller, including all related electronics and 
mounting hardware, replacement only 

E2376 Power wheelchair accessory, expandable controller, including all related electronics and 
mounting hardware, replacement only 

E2377 Power wheelchair accessory, expandable controller, including all related electronics and 
mounting hardware, upgrade provided at initial issue 

E2381 Power wheelchair accessory, pneumatic drive wheel tire, any size, replacement only, each 
E2382 Power wheelchair accessory, tube for pneumatic drive wheel tire, any size, replacement only, 

each 
E2383 Power wheelchair accessory, insert for pneumatic drive wheel tire (removable), any type, any 

size, replacement only, each 
E2384 Power wheelchair accessory, pneumatic caster tire, any size, replacement only, each 
E2385 Power wheelchair accessory, tube for pneumatic caster tire, any size, replacement only, each 
E2386 Power wheelchair accessory, foam filled drive wheel tire, any size, replacement only, each 
E2387 Power wheelchair accessory, foam filled caster tire, any size, replacement only, each 
E2388 Power wheelchair accessory, foam drive wheel tire, any size, replacement only, each 
E2389 Power wheelchair accessory, foam caster tire, any size, replacement only, each 
E2390 Power wheelchair accessory, solid (rubber/plastic) drive wheel tire, any size, replacement only, 

each 
E2391 Power wheelchair accessory, solid (rubber/plastic) caster tire (removable), any size, 

replacement only, each 
E2392 Power wheelchair accessory, solid (rubber/plastic) caster tire with integrated wheel, any size, 

replacement only, each 
E2394 Power wheelchair accessory, drive wheel excludes tire, any size, replacement only, each 
E2395 Power wheelchair accessory, caster wheel excludes tire, any size, replacement only, each 
E2396 Power wheelchair accessory, caster fork, any size, replacement only, each 
E2397 Power wheelchair accessory, lithium-based battery, each 
K0015 Detachable, non-adjustable height armrest, each 
K0017 Detachable, adjustable height armrest, base, each 
K0018 Detachable, adjustable height armrest, upper portion, each 
K0019 Arm pad, each 
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K0020 Fixed, adjustable height armrest, pair 
K0037 High mount flip-up footrest, each 
K0038 Leg strap, each 
K0039 Leg strap, h style, each 
K0040 Adjustable angle footplate, each 
K0041 Large size footplate, each 
K0042 Standard size footplate, each 
K0043 Footrest, lower extension tube, each 
K0044 Footrest, upper hanger bracket, each 
K0045 Footrest, complete assembly 
K0046 Elevating legrest, lower extension tube, each 
K0047 Elevating legrest, upper hanger bracket, each 
K0050 Ratchet assembly 
K0051 Cam release assembly, footrest or legrest, each 
K0052 Swingaway, detachable footrests, each 
K0053 Elevating footrests, articulating (telescoping), each 
K0056 Seat height less than 17" or equal to or greater than 21" for a high strength, lightweight, or 

ultralightweight wheelchair 
K0065 Spoke protectors, each 
K0069 Rear wheel assembly, complete, with solid tire, spokes or molded, each 
K0070 Rear wheel assembly, complete, with pneumatic tire, spokes or molded, each 
K0071 Front caster assembly, complete, with pneumatic tire, each 
K0072 Front caster assembly, complete, with semi-pneumatic tire, each 
K0073 Caster pin lock,each 
K0077 Front caster assembly, complete, with solid tire, each 
K0098 Drive belt for power wheelchair 
K0105 Iv hanger, each 
K0108 Wheelchair component or accessory, not otherwise specified 
K0195 Elevating leg rests, pair (for use with capped rental wheelchair base) 
K0733 Power wheelchair accessory, 12 to 24 amp hour sealed lead acid battery, each (e.g., gel cell, 

absorbed glassmat) 
CPT/HCPCS Codes: Wheelchair Seating 
Code Description 
E2603 Skin protection wheelchair seat cushion, width less than 22 inches, any depth 
E2604 Skin protection wheelchair seat cushion, width 22 inches or greater, any depth 
E2605 Positioning wheelchair seat cushion, width less than 22 inches, any depth 
E2606 Positioning wheelchair seat cushion, width 22 inches or greater, any depth 
E2607 Skin protection and positioning wheelchair seat cushion, width less than 22 inches, any depth 
E2608 Skin protection and positioning wheelchair seat cushion, width 22 inches or greater, any depth 
E2609 Custom fabricated wheelchair seat cushion, any size 
E2622 Skin protection wheelchair seat cushion, adjustable, width less than 22 inches, any depth 
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E2623 Skin protection wheelchair seat cushion, adjustable, width 22 inches or greater, any depth 
E2624 Skin protection and positioning wheelchair seat cushion, adjustable, width less than 22 inches, 

any depth 
E2625 Skin protection and positioning wheelchair seat cushion, adjustable, width 22 inches or greater, 

any depth 
E2613 Positioning wheelchair back cushion, posterior, width less than 22 inches, any height, including 

any type mounting hardware 
E2614 Positioning wheelchair back cushion, posterior, width 22 inches or greater, any height, 

including any type mounting hardware 
E2615 Positioning wheelchair back cushion, posterior-lateral, width less than 22 inches, any height, 

including any type mounting hardware 
E2616 Positioning wheelchair back cushion, posterior-lateral, width 22 inches or greater, any height, 

including any type mounting hardware 
E0956 Wheelchair accessory, lateral trunk or hip support, any type, including fixed mounting 

hardware, each 
E0957 Wheelchair accessory, medial thigh support, any type, including fixed mounting hardware, each 
E0960 Wheelchair accessory, shoulder harness/straps or chest strap, including any type mounting 

hardware 
E1028 Wheelchair accessory, manual swingaway, retractable or removable mounting hardware for 

joystick, other control interface or positioning accessory 
A9900 Miscellaneous dme supply, accessory, and/or service component of another hcpcs code 
K0108 Wheelchair component or accessory, not otherwise specified 
K0669 Wheelchair accessory, wheelchair seat or back cushion, does not meet specific code criteria or 

no written coding verification from dme pdac 
Modifiers 

Code Description 
GA Waiver of liability statement issued as required by payer policy, individual case 
GZ Item or service expected to be denied as not reasonable and necessary 
GY Item or service statutorily excluded, does not meet the definition of any Medicare benefit or for 

non-Medicare insurers, is not a contract benefit 
KX Requirements specified in the medical policy have been met 
References Included (but not limited to): 
CMS LCD(s) 
Numerous LCDs 
CMS Claims Processing Manual 
Chapter 5 Part B Outpatient Rehabilitation and CORF/OPT Services  
CMS Transmittals 
Transmittal 1414, Change Request 5871, Dated 01/17/2008 (Outpatient Therapy Caps without KX Modifier 
Exceptions Start January 1) 
UnitedHealthcare Reimbursement Policies  
Aprepitant for Chemotherapy-Induced Emesis (NCD 110.18) 
Mobility Devices (Ambulatory) 
Mobility Devices (Non-Ambulatory) and Accessories 
Pressure Reducing Support Surfaces 
MLN Matters 
Article MM5916, Adjudicating Claims for Immunosuppressive Drugs When Medicare Did Not Pay for the 
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Original Transplant 
Article MM7785, Revisions of the Financial Limitation for Outpatient Therapy Services – Section 3005 of the 
Middle Class Tax Relief and Job Creation Act of 2012ective October 1, 2012 
History 
Date Revisions 
08/27/2014 Policy content modified to remove reference to the Advance Notice of Noncoverage (ANN)  
02/28/2014 • E0561 and E0562 were absent from the policy’s code list; further review found that E0198 

was also absent 
• Policy updated and republished 

01/08/2014 Re-review presented to MRPC; approved  
12/18/2013 Administrative updates 
11/26/2013 Administrative updates 
11/20/2013 Re-review presented to MRPC for approval 
11/13/2013 Administrative updates 
10/31/2013 Administrative updates 
06/18/2013 Administrative updates 
04/17/2013 Administrative updates 
10/17/2012 Administrative updates 
07/25/2012 Policy developed and approved 
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