
MEDICARE QUICK-REFERENCE

All CPT codes and descriptors – copyright 2008 AMA.  Prepared by Primary Eyecare Network 800-444-9230.

Bilateral Services (two eyes)

Always use quantity of 1.
Applicable modifiers-52 (bilateral service performed on
one eye only).
76514/TC/26 76516/TC/26 76519/TC
92020 92060 92081/TC/26
92082/TC/26 92083/TC/26 92100
92250/TC/26 92283/TC/26 92285/TC/26
92286/TC/26 92025/TC/26

Unilateral Services (one eye)

Always use quantity of 1.
Applicable modifiers-50 (one line) OR
RT or LT (two lines).
65205 92225 68810
68840 65210 92226
65220 67938 68801
92070 92135 92136
65222 76519/26

Billing Medicare (DMERC) for Glasses
Payable Diagnosis Codes (all other codes will be denied)

V43.1 (pseudophakia) ............... 1 frame and 2 lenses per operated eye.
379.31 (aphakia) ....................... 1 frame and 2 lenses per year or on a reasonable and necessary basis.
743.35 (congenital aphakia) ...... 1 frame and 2 lenses per year or on a reasonable and necessary basis.

Billing for Standard Lenses (two options)
1. For 2 lenses, bill the correct HCPCS code (V21xx, V22xx, or V23xx code) on one line, a quantity of 1, and the

fee for two lenses at your usual and customary (U&C) fee. (Note: Modifier 50 cannot be used when billing two
lenses on the same line. You must use a quantity of 2.)

2. For 1 or 2 lenses billed on separate lines, bill the correct HCPCS code, modifier RT or LT, and the fee for one
lens at your U&C fee.

Billing for Progressives
First: Bill for standard lenses (see above). (Note: Modifier 50 cannot be used when billing two lenses on the

same line. You must use a quantity of 2.)
Then: Bill on a separate line V2781 and modifier RT or LT (1 lens) or a quantity of 2 (2 lenses). The fee is the

difference between your U&C fee for standard lenses and progressives for one or two lenses.

Billing for Frames
First: Bill for the basic frame using V2020 and Medicare’s allowed amount for the fee.
Then: For frame overages (deluxe frame), bill on a separate line using V2025. The fee is the difference between

Medicare’s allowed amount and your U&C for the frame.

Applicable Modifiers: RT, LT, GA, EY, and KX (see Modifiers for definitions).

For Glasses After Cataract Surgery: include the surgeon’s name, UPIN/NPI, date(s) of surgery, and RT and/or LT.

Note: All codes ending in “99” require a description (Example: V2799).
For a Complete List of “V” Codes: https://www.noridianmedicare.com/dme/news/manual/chapter16_v.html.

• Use Modifier(s):
55 ........ indicates post-op care
RT/LT .. indicates operated eye
79........ indicates second surgery during the post-

op period of another surgery

• Date of service must be the date of surgery.

• Diagnosis code(s) must be the pre-surgery diagnosis
and must match the diagnosis that the surgeon billed
(Example: 366.16). Note: Some states allow the use
of V43.1.  Check with your Carrier for specifics.

• Procedure code(s) must match the procedure code
that the surgeon billed for (Example: 66984).

Billing Medicare for Co-Management - 66821, 66982, 66983, 66984

Item 17, 17a, & 17b (CMS-1500 Form):

• Include the surgeon’s name and UPIN and/or NPI.
Item 19 (CMS-1500 Form):

• Include the date of surgery and RT or LT.

• Care assumed date is usually the day after surgery
but is always the day after the surgeon releases care.

• Care released date is no more than 90 days after the
date of surgery and is always after the assumed date.

Example of Item 19 (CMS-1500 Form):
Surg RT 10/1/08   Assumed 10/2/08   Released 1/2/09
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Punctal Occlusion by Plug - 68761

• Temporary or permanent.

• Payment is per plug.

• Supply of plug is included in the allowed amount.

• Requires E modifiers.

• Requires 51 modifier on 2nd, 3rd, and 4th plug.

• Each plug must be listed on separate lines.

• Use a quantity of 1.

• 10-day global period (includes all related services).

• If billing with a “99” E/M code use a 25 modifier on the exam
if it is separate and identifiable from the punctual plug.

• Commonly payable diagnosis code-375.15 (check your
Carrier for specifics on payable codes).

Epilation - 67820

• Payment is per eyelid.

• Requires E modifiers.

• Requires 51 modifier on 2nd, 3rd, and 4th plug.

• Each eyelid must be listed on separate lines.

• Use a quantity of 1.

• 10 day global period (includes all related services).

• If billing with a “99” E/M code use a 25 modifier on the exam
if it is separate and identifiable from the punctual plug.

• Commonly payable diagnosis code(s)-374.01 and 374.05
(check your Carrier for specifics on payable codes).

Foreign Body Removal - 65210, 67938, 65220, 65222, 65205

• Payment is per eye.

• Requires RT, LT, or 50 modifier.

• Each eye must be listed on separate lines.

• Use a quantity of 1.

• 10 day global period (includes all related services).

• If billing with a “99” E/M code use a 25 modifier on the exam
if it is separate and identifiable from the punctual plug.

• Commonly payable diagnosis code(s) (check your Carrier
for specifics on payable codes):

65210-930.1 65220-930.0 65222-930.0
67938-930.8 65205-930.1

All CPT codes and descriptors – copyright 2008 AMA.  Prepared by Primary Eyecare Network 800-444-9230.

Require a Referring Physician or Self-referral
by the OD

76514/TC/26 76519/TC/26 92225
92226 92250/TC/26 92260
92025 97535

Require a Referring Physician Other Than the
Rendering OD

99241 99242 99243
99244 99245

Modifiers
24 Unrelated E&M service/same doctor/during

post-op.
25 Separate, identifiable E&M service/same doctor/

same day as procedure. Use to unbundle some
services.

26 Professional component.
50 Indicates both eyes on unilateral codes.
51 Multiple procedures/when multiple procedure other

than E&M services/same day.
52 Reduced service/indicates 1 eye on bilateral

codes.
55 Post-op care only (use with procedure 66821,

66982,  66983, and 66984).
59 Distinct procedural service (use to unbundle some

services).
79 Unrelated procedure or service/same doctor/during

post-op.

RT Right eye. LT Left eye.
E1 Left upper. E2 Left lower.
E3 Right upper. E4 Right lower.
AQ Health professional shortage area (HPSA)
EY No physician or other health care provider ordered item

or service.
GA For services/materials not covered by Medicare; patient

has signed Advance Beneficiary Notice (ABN).
GP Services delivered under an outpatient PT plan of care

(required when 97535 is billed).
GW Service not related to hospice patient’s terminal

condition.
GY Item or service is not a Medicare benefit.
GZ Item or service may not be reasonable and necessary.
KX Use with certain material codes if physician determines

it’s medically necessary.
TC Technical component.

 

 


