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INTRODUCTION 
The purpose of this document is to summarize changes to the Medical Services Commission (MSC) 
Payment Schedule that occurred between July 1, 2025, and October 31, 2025 (additions in bold, 
deletions struck-through). 
 
For full understanding and interpretation of fees listed in this document, and how to bill for them, refer to 
the complete MSC Payment Schedule. 
 
 
 
  

https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/msp/physicians/payment-schedules/msc-payment-schedule
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CLINICAL IMMUNOLOGY AND ALLERGY 
Amendment effective July 4, 2025: 
 
30011  Pediatric Allergy and Immunology Consultation: To include a detailed 

history and physical examination with review of laboratory investigations, 
plus appropriate allergy and immunology management and additional visits 
necessary to render a written report 
Note: This code is intended for internal medicine-trained allergists and 
immunologists when consulting on pediatric patients. 

CONSULTANT SPECIALIST OF BC FEE LISTINGS 
Amendments effective September 1, 2025: 
 
P78711 Specialist Initiation of Conference with a Physician and/or  
 Allied Care Provider  

  Notes:  
i) Payable to the initiating specialist for two-way collaborative conferencing, 

care coordination or advice, either by telephone, videoconferencing or in-
person, between the specialist and one or more physicians and/or Allied Care 
Providers. 

ii) Conferencing initiation cannot be delegated. No claim may be made 
unless conference initiation is performed by the provider 
themselves. No claim may be made where communication is with a proxy for 
either provider. the receiving provider (with the sole exception of resident 
physicians).  

iii) Details of care conference must be documented in the patient’s chart, 
including particulars of participant(s) involved in conference, role(s) in care, 
and information on clinical discussion and decisions made.  

iv) Not payable for communications which occur as a part of the performance of 
routine rounds on the patient if located in a facility, or communications which 
occur as part of regular workflow within a physician’s community practice.  

v) Include the practitioner number of the receiving physician or Allied Care 
Provider in the “referred to” field when submitting claim. (For Allied Care 
Providers not registered with MSP, use practitioner number 99987). 

vi) Document start and end times in the medical record, and in time fields when 
submitting claim. 

vii) Payable in addition to a visit fee on the same day. 
viii) Not payable in addition to 10004, 00545, or 33445 for the same patient on the 

same day by the same physician. 
ix) Payable to a maximum of 3 services per patient per physician per day. 

Repeat conferences with the same physician(s) and/or allied care providers 
for the same patient on the same date of service are included in the initial 
conference. 

x) Payable to a maximum of 6 services per patient per week. 
 
Specialist Advice Fees G10001, G10002, G10005, 78710 and 78711  
 
Eligibility 
 
The intent is to replace the need for the Specialist to see the patient in person. The consulting Specialist 
is responsible for ensuring that such communication meets the medical needs of the patient. 
 

Notes: 
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i) Payable to Specialists for communication regarding assessment and 
management of a patient but without the consulting physician seeing the 
patient. 

ii) Includes discussion of pertinent family/patient history, history of 
presenting complaint, and discussion of the patient's condition and 
management after reviewing laboratory and other data where indicated. 

iii) An adequate medical record/chart, including times as specified under 
each fee item, is required. 

Iv)  Not payable to physician initiating communication. 
iv) v)  The Specialist is responsible for the confidentiality and security of all 

records, and electronic transmissions. For video technology, see Section 
D. 1. of the Preamble.  

v) vi)  G10001, G10002, G10005, 78710, 78711 may not be delegated to 
resident physicians. 

FAMILY MEDICINE 
New Fee Item effective July 1, 2025: 
 
P13010 Hospital at Home Virtual Visit ............................................................................... 56.87 

Notes: 
i) Payable for a phone or video visit with direct patient interaction for a patient 

under a Hospital at Home program. 
ii) Additional visits are not payable on the same day to the same physician for 

the same patient, except as indicated in the fee notes below.  
iii) For essential and non-emergent care, a subsequent Hospital at Home visit on 

the same calendar day can be billed as noted below. The claim note record 
for the subsequent visit must include the time of each visit and the reason 
why the subsequent visit was required. 
a. An additional virtual visit on the same calendar day for a Hospital at 

Home patient must be billed as fee item 13010 with submission code D.  
b. A subsequent in-person visit on the same calendar day for a Hospital at 

Home patient must be billed under fee item 13011.  
iv) For urgent or emergent care when the attending physician is specially called 

back because the patient’s condition has changed requiring the physician’s 
attendance, an in-person visit can be billed as noted below. The claim note 
record for the subsequent visit must include the time of each visit and the 
reason why the subsequent visit was required.  
a. When the physician must immediately leave home, office, or hospital to 

render care, an additional weekday daytime in-person emergency visit 
can be billed as fee item 00112, if the billing criteria are met.  

b. When the physician is specifically called on an evening, nighttime, or 
weekend to render emergency or non-elective services and must travel 
from one location to another to attend the patient, call-out charges can 
be billed under fee items 01200, 01201, 01202 in addition to fee item 
13011. Continuing care fee surcharges 01205, 01206, 01207 can be 
billed if the billing criteria are met.    

v) Fee item 00103 (home visit) is not payable for a patient admitted for care 
under a Hospital at Home program.  

 
 

New Fee Item effective September 1, 2025: 
 
P13640 Add-on Procedure (extra) 10.00 

Notes:  
i) Restricted to family physicians 
ii) Payable at 100% in addition to an in-person service provided in a clinic or 

a patient’s home on the same date of service. 
iii) Payable for one of the following minor procedures: 
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a) Ear syringing  
b) Suture and staple removal 
c) Wound care and dressing change 
d) Frenotomy 
e) Treatment of epistaxis, including nasal packing and silver nitrate 
f) Procedures for therapeutic foot care, including symptomatic callus 

debridement, use of a Dremel for dystrophic toenails, debridement of 
diabetic foot ulcers, silver nitrate to granulomas. Not payable for 
foot examination and monofilament testing. 

iv) When the procedure is provided by a physician, this fee is payable at 100% 
in addition to a consultation, visit, counselling, complete examination, 
prenatal visit or postnatal visit. 

v) When the procedure is delegated to a college-certified allied care provider 
employed by a physician practice, this fee can be billed as a stand-alone fee 
when no physician consultation or visit is provided on the same day to the 
same patient. 

vi) Payable with a mini tray fee (00044). 
vii) Details of the procedure must be documented in a procedure note in the 

patient’s chart.  
 
Amendment effective January 1, 2025: 
 
PY13655 FP vasectomy bonus associated with bilateral vasectomy - extra 

Notes: 
i) Restricted to Family Physicians. 
ii) Maximum of 50 bonuses per calendar year per physician. 
ii) iii) Payable only in addition to fee item S08345. 
iii) iv) Maximum of one bonus per vasectomy procedure. 

 
Amendments effective July 1, 2025: 
 
13011 Hospital at Home In-Person Visit 

Notes: 
i) Payable only for patients admitted for care under the Hospital at Home 

program. 
ii) Additional visits are not payable on same day to same physician for the 

same patient, except as set out in the notes iii) and iv). 
iii) Essential non-emergent additional visits to a hospitalized patient by the 

attending or replacement physician during one day are to be billed under 
fee item 13011. The claim must include the time of each visit and a 
statement of need included a note record. 

iv) For weekday daytime emergency visit, see fee item 00112. Fee items 
12200, 13200, 15200, 16200, 17200, 18200 may be billed for additional 
evening, night time, or weekend emergent hospital visits same day, same 
patient when the attending physician or replacement physician is specially 
called back as the patient’s condition has changed, requiring the physician’s 
attendance or due to a condition unrelated to the hospitalization. The claim 
must include the time of service and an explanation for the visit included in 
the note record. 

v) Call-out charges apply under fee items 01200, 01201, 01202 only when the 
physician is specially called to render emergency or non-elective services 
and only when the physician must travel from one location to another to 
attend the patient and may include continuing care fee charges 01205, 
01206, 01207 if applicable. 

i) Payable for an in-person visit with direct patient interaction for a 
patient admitted under a Hospital at Home program.  

ii) Additional visits are not payable on the same day to the same 
physician for the same patient, except as indicated in the fee notes 
below. 
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iii) For essential and non-emergent care, a subsequent Hospital at Home 
visit on the same calendar day can be billed as noted below. The claim 
note record for the subsequent visit must include the time of each visit 
and the reason why the subsequent visit was required. 
a. An additional in-person visit on the same calendar day for a 

Hospital at Home patient must be billed under fee item 13011 with 
submission code D. 

b. A subsequent virtual visit on the same calendar day for a Hospital 
at Home patient must be billed as fee item 13010. 

iv) For urgent or emergent care when the attending physician is specially 
called back because the patient’s condition has changed requiring the 
physician’s attendance, an in-person visit can be billed as noted 
below. The claim note record for the subsequent visit must include the 
time of each visit and the reason why the subsequent visit was 
required. 
a. When the physician must immediately leave home, office, or 

hospital to render care, an additional weekday daytime in-person 
emergency visit can be billed as fee item 00112, if the billing 
criteria are met. 

b. When the physician is specially called on an evening, nighttime, 
or weekend to render emergency or non-elective services and 
must travel from one location to another to attend the patient, 
call-out charges can be billed under fee items 01200, 01201, 
01202 in addition to fee item 13011. Continuing care fee 
surcharges 01205, 01206, 01207 can be billed if the billing criteria 
are met. 

v) Fee item 00103 (home visit) is not payable for a patient admitted under 
a Hospital at Home program. 

 
13012 Hospital at Home FP Conference with Allied Care Provider and/or 

Physician – per 15 minutes or greater portion thereof 
Notes: 
i) Payable only for patients admitted for care under the a patient admitted 

under a Hospital at Home program. 
ii) Payable for two-way collaborative conferencing, either by telephone, 

videoconferencing or in-person, between the Family Physician and an allied 
care provider and/or a physician. 

iii) Conferencing cannot be delegated. No claim may be made where 
communication is with a proxy for either provider. 

iv) Details of the care conference must be documented in the patient’s chart as 
well as information on clinical discussion and decisions made. 

v) Not payable for simple advice to a non-physician allied care provider about 
the patient or where the primary purpose of the call is to: 
a. Book an appointment 
b. Arrange for an expedited consultation or procedure 
c. Arrange for laboratory or diagnostic investigations 
d. Convey the results of diagnostic investigations 
e. Arrange a hospital bed for a patient. 

vi) Payable in addition to any visit fee on the same day if medically required 
and does not take place during a time interval that overlaps with the patient 
conference (i.e. Visit time is separate from conference time). 

vii) Payable to a maximum of 2 units (30 minutes) per patient on any single day. 
viii) If multiple patients are discussed, the billings must be for consecutive, 

non-overlapping time periods. 
ix) Start and end times must be included with the claim and documented in the 

patient chart. If conferencing takes place as a series of separate phone 
calls, use the start time of the first call and calculate the “end time” based on 
total time spent conferencing. 

x) 14018 and 14077 are not payable for a patient admitted under a 
Hospital at Home program. Not payable in addition to PG14018 or 
PG14077 on same day to same physician for the same patient. 
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xi) Not payable to physicians working under an Alternative Payment/Funding 
model whose duties would otherwise include provision of this service. 

 
00103 Home visit (service rendered between 0800 and 2300 hours – any day) - 

any day 
Notes:   
i) Payable for a home visit between 0800 and 2300 hours any day of the 

week. 
ii) Additional patients seen during the same house call are to be billed under the 

applicable out-of-office visit fee items (12200,13200,15200,16200,17200, 
18200). Please see Preamble D. 4. 13. 

iii) Not payable for a patient admitted under a Hospital at Home program. 
 
G14018 FP Urgent Telephone Advice from a Specialist or FP with Consultative 

Expertise 
 14018 is payment for telephone advice that is needed on an urgent basis 

(within 2 hours of request) from a Specialist or Family Physician with 
Consultative Expertise (as defined in the Preamble). Includes the creation, 
documentation, and implementation of a plan for the care of patients with 
acute needs (i.e. requiring attention within the next 24 hours) and 
communication of that plan to the patient or patient's representative. 
Notes: 
i) Payable to the FP who initiates a two-way telephone communication 

(including other forms of electronic verbal communication) with a specialist or 
family physician with consultative expertise (as defined in the FPSC 
Preamble) regarding the urgent assessment and management of a patient but 
without the responding physician seeing the patient. 

ii) The cConversation must take place within two hours of the FP’s request and 
must be physician to physician. Not payable for written communication 
(i.e. fax, letter, email).  

iii) Fee iIncludes: 
a. Discussion with the specialist of pertinent family/patient history, history of 

presenting complaint, and discussion of the patient's condition and 
management after reviewing laboratory and other data where indicated. 

b. Developing, documenting and implementing a plan to manage the patient 
safely in their care setting. 

c. Communication of the plan to the patient or the patient’s representative. 
d. The plan must be recorded in patient chart and must include patient 

identifiers, reason for the care plan, list of co-morbidities, safety risks, list 
of interventions, what referrals to be made, what follow-up has been 
arranged. 

iv) Include start time in time fields when submitting claim. 
v) Payable for only one service Limited to one claim per patient per physician 

per day. 
vi) Payable for a maximum of 6 services per patient per physician per 

calendar year. Maximum of 6 (six) services per patient, per practitioner, per 
calendar year. 

vii) Payable in addition to a visit on the same date. 
viii) Not payable for situations where the primary purpose of the call is to: 

a. Book an appointment 
b. Arrange for transfer of care that occurs within 24 hours 
c. Arrange for an expedited consultation or procedure within 24 hours 
d. Arrange for laboratory or diagnostic investigations 
e. Convey the results of diagnostic investigations 
f. Arrange a hospital bed for the patient 
g. Obtain non-urgent advice for patient management (i.e. advice that is not 

required within the next 2 hours). 
ix) Not payable in addition to 14067 or 14077 G14077 or H14067 on the same 

day to the same physician for the same patient. for the same patient by the 
same physician. 
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x) Out-of-Office Hours Premiums are not payable may not be claimed in 
addition. 

xi) Not payable if the physician has billed any specialty consultation fee in 
the previous 12 months, with the exception of the emergency medicine 
consultation fee (01810) billed by physicians with certification in 
Emergency Medicine (CCFP-EM). 

xii) Not payable for a patient admitted under a Hospital at Home program. 
xiii) Not payable to physicians remunerated under the LFP Payment Model or an 

Alternative Payment model that includes payment for this service. 
 
G14077 FP Conference with Allied Care Provider and/or Physician  

- per 15 minutes or greater portion thereof 
Notes: 
i) Payable only to:  

a. MRP Family Physicians who have successfully submitted and met the 
requirements for G14070 in the same calendar year; or  

b. Locum Family Physicians who are covering for a MRP FP when using 
this fee code, and have successfully submitted and met the requirements 
for G14071 on the same or a prior date in the same calendar year; or 

c. Family Physicians who have successfully submitted and met the 
requirements for G14072 in the same calendar year; or 

d. Family Physicians registered in a Maternity Network, or FP Unassigned 
In-patient network on a prior date. 

ii) Payable for two-way collaborative conferencing, either by telephone, 
 videoconferencing or in-person, between the Family Physician and an allied 
 care provider and/or a physician. 
iii) Conferencing cannot be delegated. No claim may be made where 
 communication is with a proxy for either provider.  
iv) Details of care conference must be documented in the patient’s chart (in office 

or facility as appropriate), including particulars of participant(s) involved in 
conference, role(s) in care, and information on clinical discussion and 
decisions made. 

v) Conference to include the clinical and social circumstances relevant to the 
 delivery of care. 
vi) When multiple patients are discussed, billing must be for consecutive non-

overlapping time periods. Each individual patient conference must meet the 
time requirement of 15 minutes or greater portion thereof. For brief clinical 
conferences, fee code H14067 is payable if all criteria are met. 

vii) Payable in addition to any visit fee on the same day if medically required, 
provided that the visit does not take place during a time interval that overlaps 
with the conference (i.e. Visit time must be separate from conference time). 

viii) Payable to a maximum of 18 units (270 minutes) per calendar year per 
 patient with a maximum of 2 units (30 minutes) per patient on any single day. 
ix) Start and end times must be included with the claim and documented in the 
 patient chart. 
x) Not payable for communications which occur as a part of the performance of 

routine rounds on the patient if located in a facility, or communications which 
occur as part of regular work flow within a physician’s community practice. 

xi) Not payable for situations where the purpose of the call is to: 
a. Book an appointment 
b. Arrange for an expedited consultation or procedure 
c. Arrange for laboratory or diagnostic investigations 
d. Convey the results of diagnostic investigations 
e. Arrange a hospital bed for a patient. 

xii) Not payable for simple advice to a non-physician allied care provider about a 
patient in a facility. 

xiii) Not payable in addition to 14018 or 14067 H14067 or G14018 on the same 
day to the same physician for the same patient for the same patient by the 
same physician. 

xiv) Not payable to physicians remunerated under the LFP Payment Model or an 
Alternative Payment model that includes payment for this service. 

xv) Not payable for a patient admitted under a Hospital at Home program. 
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Amendment effective July 1, 2025: 
 

FP Unassigned Inpatient Care Fee (H14088) 

The term “Unassigned Inpatient” is used in this context to denote those patients whose 
Family Physician does not have admitting privileges in the acute care facility in which the 
patient has been admitted. 

 
The FP Unassigned Inpatient Care Fee is designed to provide an incentive for Family 
Physicians to accept Most Responsible Physician (MRP) status for an unassigned patient’s 
hospital stay. It is intended to compensate the Family Physician for the extra time and 
intensity required to evaluate an unfamiliar patient’s clinical status and care needs when the 
patient is admitted and is only billable once per hospital admission. 

 
This fee is restricted to Family Physicians actively participating in an FP Unassigned Inpatient 
Care Network or an FP Maternity Network. This fee is billable through the MSP Teleplan 
system and is payable in addition to the hospital visit (00109, 13109, 13008, 13011, 00127) 
or delivery fee. 
 
H14088 FP Unassigned Inpatient Care Fee 

Notes: 
i) Payable only to Family Physicians who are actively participating in: an 

FP Assigned Inpatient Network, an FP Unassigned Inpatient Care 
Network and/or an FP Maternity Network. 
a. an FP Assigned Inpatient Care Network and an FP Unassigned 

Inpatient Care Network and/or 
b. an FP Maternity Care Network. 

ii) Payable only to the Family Physician who is the Most Responsible 
Physician (MRP) for the patient during the in-hospital admission. 

iii) Payable once per unassigned patient per in-hospital admission in 
addition to the hospital visit (00109, 13109, 13008, 13010, 13011, 
00127) or delivery fee. 

iv) Not payable to physicians remunerated under the LFP Payment Model 
or an Alternative Payment model that includes payment for this service. 

 
Amendment effective August 1, 2025: 

 
3. Chronic Disease Management Incentives - Fee For Service (G14050, G14051, G14052, 

G14053, G14029) 
 

G14050  Incentive for MRP Family Physicians - annual chronic care incentive 
(diabetes mellitus)  
Notes:  
i) Payable only to Family Physicians who have successfully submitted G14070 

or on behalf of Locum Family Physicians who have successfully submitted 
G14071 on the same or a prior date in the same calendar year.  

ii) Payable to Family Physicians who have successfully submitted G14072. 
iii) Applicable only for patients with documentation of a confirmed diagnosis of 

diabetes mellitus and the documented provision of a clinically appropriate 
level of guideline-informed care for diabetes in the preceding year. 
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iv) This item may only be billed after one year of care has been provided 
including at least two visits (in-person or telehealth). Office, prenatal, 
home, long-term care, group medical, or telehealth visits qualify.  
1. Only one of the qualifying visits may be a group medical visit. 
2. At least oOne of the two required visits must be a physician visit, 

while the other visit may be:  
1. a telephone visit (G14076) or  
2. a group medical visit (13763-13781) or  
3. a telehealth visit (13017, 13018, 13037, 13038) or 
4. a physician visit or a an in-person visit with a College-certified allied 

care provider working within the family physician’s Family Physician’s 
practice team (G14029). (See FPSC Preamble definition of “working 
within” and “College-certified ACP”).  

v) Not payable to physicians remunerated under the LFP Payment Model or an 
Alternative Payment model that includes payment for this service. 

vi) Claim must include the ICD-9 code for diabetes (250). 
vii) Payable once per patient in a consecutive 12 month period.  
viii) Payable in addition to items G14051 or G14053 for the same patient 

if eligible.  
ix) Not payable once G14063 has been billed and paid. 
x) If a visit is provided on the same date the incentive is billed, both services 

will be paid at the full fee. 
 
G14051  Incentive for MRP Family Physicians - annual chronic care incentive 

(heart failure)  
Notes:  
i) Payable only to Family Physicians who have successfully submitted G14070 

or on behalf of Locum Family Physicians who have successfully submitted 
G14071 on the same or a prior date in the same calendar year.  

ii) Payable to Family Physicians who have successfully submitted G14072. 
iii) Applicable only for patients with documentation of a confirmed diagnosis of 

heart failure and the documented provision of a clinically appropriate level of 
guideline-informed care for heart failure in the preceding year. 

iv) This item may only be billed after one year of care has been provided 
including at least two visits (in-person or telehealth). Office, prenatal, 
home, long-term care, group medical, or telehealth visits qualify.  
1. Only one of the qualifying visits may be a group medical visit. 
2. At least oOne of the two required visits must be a physician visit, 

while the other visit may be:  
1. a telephone visit (G14076) or  
2. a group medical visit (13763-13781) or  
3. a telehealth visit (13017, 13018, 13037, 13038) or 
4. a physician visit or a an in-person visit with a College-certified allied 

care provider working within the family physician’s Family Physician’s 
practice team (G14029). (See FPSC Preamble definition of “working 
within” and “College-certified ACP”).  

v) Not payable to physicians remunerated under the LFP Payment Model or an 
Alternative Payment model that includes payment for this service. 

vi) Claim must include the ICD-9 code for congestive heart failure (428). 
vii) Payable once per patient in a consecutive 12 month period. 
viii) Payable in addition to items G14050 or G14053 for the same patient if 

eligible.  
ix) Not payable once G14063 has been billed and paid. 
x) If a visit is provided on the same date the incentive is billed, both services 

will be paid at the full fee. 
 
 

G14052  Incentive for MRP Family Physicians - annual chronic care incentive 
(hypertension)  
Notes:  
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i) Payable only to Family Physicians who have successfully submitted G14070 
or on behalf of Locum Family Physicians who have successfully submitted 
G14071 on the same or a prior date in the same calendar year.  

ii) Payable to Family Physicians who have successfully submitted G14072. 
iii) Applicable only for patients with documentation of a confirmed diagnosis of 

hypertension and the documented provision of a clinically appropriate level 
of guideline-informed care for hypertension in the preceding year. 

iv) This item may only be billed after one year of care has been provided 
including at least two visits (in-person or telehealth). Office, prenatal, 
home, long-term care, group medical, or telehealth visits qualify.  
1. Only one of the qualifying visits may be a group medical visit. 
2. At least oOne of the two required visits must be a physician visit, 

while the other visit may be:  
1. a telephone visit (G14076) or  
2. a group medical visit (13763-13781) or  
3. a telehealth visit (13017, 13018, 13037, 13038) or 
4. a physician visit or a an in-person visit with a College-certified allied 

care provider working within the family physician’s Family Physician’s 
practice team (G14029). (See FPSC Preamble definition of “working 
within” and “College-certified ACP”).  

v) Not payable to physicians remunerated under the LFP Payment Model or an 
Alternative Payment model that includes payment for this service.  

vi) Claim must include the ICD-9 code for hypertension (401). 
vii) Payable once per patient in a consecutive 12 month period. 
viii) Not payable if G14050 or G14051 paid within the previous 12 months. 
ix) Not payable once G14063 has been billed and paid. 
x) If a visit is provided on the same date the incentive is billed, both services 

will be paid at the full fee. 
 

G14053  Incentive for MRP Family Physicians - annual chronic care incentive 
(Chronic Obstructive Pulmonary Disease-COPD) 
Notes:  
i) Payable only to Family Physicians who have successfully submitted G14070 

or on behalf of Locum Family Physicians who have successfully submitted 
G14071 on the same or a prior date in the same calendar year.  

ii) Payable to Family Physicians who have successfully submitted G14072. 
iii) Applicable only for patients with documentation of a confirmed diagnosis of 

COPD and the documented provision of a clinically appropriate level of 
guideline-informed care for COPD in the preceding year. 

iv) This item may only be billed after one year of care has been provided 
including at least two visits (in-person or telehealth). Office, prenatal, 
home, long-term care, group medical, or telehealth visits qualify.  
1. Only one of the qualifying visits may be a group medical visit. 
2. At least oOne of the two required visits must be a physician visit, 

while the other visit may be:  
1. a telephone visit (G14076) or  
2. a group medical visit (13763-13781) or  
3. a telehealth visit (13017, 13018, 13037, 13038) or 
4. a physician visit or a an in-person visit with a College-certified allied 

care provider working within the family physician’s Family Physician’s 
practice team (G14029). (See FPSC Preamble definition of “working 
within” and “College-certified ACP”).  

v) Not payable to physicians remunerated under the LFP Payment Model or an 
Alternative Payment model that includes payment for this service.  

vi) Claim must include the ICD-9 code for chronic bronchitis (491), emphysema 
(492), bronchiectasis (494) or chronic airways obstruction-not elsewhere 
classified (496). 

vii) Payable once per patient in a consecutive 12 month period. 
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viii) Payable in addition to fee items G14050, G14051 or G14052 for the same 
patient if eligible.  

ix) Not payable once G14063 has been billed and paid. 
x) If a visit is provided on the same date the incentive is billed, both services 

will be paid at the full fee. 

GENERAL SERVICES 
Amendment effective July 1, 2025: 
 
 10023 Pneumococcal Conjugate (PCV13) 
 
Amendments effective September 1, 2025: 
 

PROCEDURES ELIGIBLE FOR 
MINI TRAY FEES 

 
00044 Mini Tray Fee 
 
00044 Mini Tray Fee 

Note: 00044 is applicable to fee items 00190, 00217, 00744, 04681, 13640, 
14560 and 14562 only. 

GENERAL INTERNAL MEDICINE 
Amendments effective September 1, 2025: 
 
PG32317  Subsequent follow-up office visit, complex patient – 2 medical conditions 

Notes: 
i) Payable only for General Internal Medicine specialists who have completed 3 years of core 

Internal Medicine training plus at least 1 year of General Internal Medicine training. 
ii) Payable only if 00311, 32312, 32371 or 32373 paid within the previous 

6 months. 
iii) Payable for patients where the physician is actively managing that have 2 of the 

conditions listed in note iv) under fee item 32312. The condition must be noted at the time 
of each visit and documented in the patient’s chart. 

 
PG32307 Subsequent follow-up office visit, complex patient – 3 medical conditions 

Notes: 
i) Payable only for General Internal Medicine specialists who have completed 3 years of core 

Internal Medicine training plus at least 1 year of General Internal Medicine training. 
ii) Payable only if 00311 or 32271 paid within the previous six months. 
iii) Payable for patients where the physician is actively managing that have 3 or more of the 

conditions listed in note iv) under fee item 00311. The condition must be noted at the time 
of each visit and documented in the patient’s chart. 

 
P32366  Telehealth subsequent follow-up office visit, complex patient – 2 medical conditions 

Notes: 
i) Payable only for General Internal Medicine specialists who have completed 3 years of core 

Internal Medicine training plus at least 1 year of General Internal Medicine training. 
ii) Payable only if 00311, 32312, 32371 or 32373 paid within the previous 

6 months. 
iii) Payable for patients where the physician is actively managing that have 2 of the 

conditions listed in note iv) under fee item 32312. The condition must be noted at the time 
of each visit and documented in the patient’s chart. 
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PG32367  Telehealth subsequent follow-up office visit, complex patient – 3 medical conditions 

Notes: 
i) Payable only for General Internal Medicine specialists who have completed 3 years of core 

Internal Medicine training plus at least 1 year of General Internal Medicine training. 
ii) Payable only if 00311 or 32271 paid within the previous six months. 
iii) Payable for patients where the physician is actively managing that have 3 or more of the 

conditions listed in note iv) under fee item 00311. The condition must be noted at the time 
of each visit and documented in the patient’s chart. 

 
PG32318  Subsequent hospital visit, complex patient – 2 medical conditions 

Notes: 
i) Payable only for General Internal Medicine specialists who have completed 3 years of core 

Internal Medicine training plus at least 1 year of General Internal Medicine training. 
ii) Payable only if 00311, 32312, 32371 or 32373 paid within the previous 
 6 months. 
iii) Payable for patients where the physician is actively managing that have 2 of the 

conditions listed in note iv) under fee item 32312. The condition must be noted at the time 
of each visit and documented in the patient’s chart. 

iv) Payable only for an admitted patient. 
v) Payable for ongoing inpatient follow-up care, for each day hospitalized during the first ten 

days of hospitalization, thereafter bill 32208. 
 
PG32308 Subsequent hospital visit, complex patient – 3 medical conditions 

Notes: 
i) Payable only for General Internal Medicine specialists who have completed 3 years of core 

Internal Medicine training plus at least 1 year of General Internal Medicine training. 
ii) Payable only if 00311, 32312, 32371 or 32373 paid within the previous 
 6 months. 
iii) Payable for patients where the physician is actively managing that have 3 or more of the 

conditions listed in note iv) under fee item 00311. The condition must be noted at the time 
of each visit and documented in the patient’s chart. 

iv) Payable only for an admitted patient. 
v) Payable for ongoing inpatient follow up care, for each day hospitalized during the first ten 

days of hospitalization, thereafter bill 32208. 
vi) The total of all daily billing under this fee item that are accepted for payment by MSP will be 

calculated for each practitioner for each calendar day. Daily totals will be paid as follows: 
- 1-15 visits paid at 100% 
- 16 or more visits paid at 50% 

OBSTETRICS AND GYNECOLOGY 
New Fees Item effective September 1, 2025: 
 
TC04722 Laparoscopic excision of rectovaginal endometriosis ..................................... 1,110.85 6 

Notes: 
i) Restricted to Obstetrics and Gynecology specialists for management of 

advanced endometriosis.  
ii) For histologically confirmed rectovaginal endometriosis only. 
iii) Inclusive of unilateral and/or bilateral ureterolysis, enterolysis, adhesiolysis, 

cystoscopy/cystectomy, ureteral stenting, para-rectal spaces, restoration of 
recto-vaginal anatomy. 

iv) In cases where conversion to open surgery is necessary, pay as open 
procedure 04229 plus 04001 at 50%. 

v) 04708 will apply after 2 hours.  
vi) Not payable with laparoscopic fees 04001, 04660, 04662, 04664, 04034, 

04035, 04036, 04037, 04040, 04041, 04042, 04043, 04044, 04045, 04047, 
04048, 04723, 72658, 72659. 

vii) Not payable with hysterectomy fees 04709, 04228, 04729, 04202. 
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viii) Not payable with 08159, 00704, 00815, 08155, 04003, 04201, 04216, 04208, 
08201, 00724. 

 
TC04723 Laparoscopic excision of rectovaginal endometriosis with laparoscopic 

hysterectomy ................................................................................................... 1,512.84 6 
Notes: 
i) Restricted to Obstetrics and Gynecology specialists for management of 

advanced endometriosis.  
ii) For histologically confirmed rectovaginal endometriosis only. 
iii) Inclusive of unilateral and/or bilateral ureterolysis, enterolysis, adhesiolysis, 

cystoscopy/cystectomy, ureteral stenting, para-rectal spaces, restoration of 
recto-vaginal anatomy. 

iv) In cases where conversion to open surgery is necessary, pay as open 
procedure 04229 plus 04001 at 50%. 

v) 04708 will apply after 2 hours.  
vi) Not payable with laparoscopic fees 04001, 04660, 04662, 04664, 04034, 

04035, 04036, 04037, 04040, 04041, 04042, 04043, 04044, 04045, 04047, 
04048, 04722, 72658, 72659. 

vii) Not payable with hysterectomy fees 04709, 04228, 04729, 04202. 
viii)  Not payable with 08159, 00704, 00815, 08155, 04003. 04201, 04216, 04208, 

08201, 00724. 
 

Amendments effective May 1, 2025: 
 
T04721 Management of stillbirth fee >20 weeks gestation or ≥ 500g (extra) 

Notes: 
i) Includes all initial supportive care performed by the physician responsible for 

the delivery of the stillbirth, such as counselling of the patient, completing the 
necessary paperwork, liaising with social workers, arranging for serology and 
other bloodwork to identify the cause of the stillbirth, discussing the value of 
an autopsy with parents, arranging for pathology examination, and assisting 
with mortuary arrangements.  

ii) Payable only in addition to fee items 04025, 04050, 04052, 04414, or 14104. 
iii) Not payable with any in office or out of office individual counselling fee to 

same physician on same date of service.  
 
Amendments effective September 1, 2025: 
 
G04719 Gynecology surgical surcharge for patients 75 years and older ........................ 102.31 

Notes: 
i) Restricted to Obstetrics and Gynecology specialists. 
ii) Fee item G04719 will only be paid once whether single or multiple 
 procedures are performed under the same anesthetic. 
iii) Paid with the following surgical procedures: 04701, G04702, G04703, 
 G04704, G04705, G04706, 04707, 04709, 00704, 00705, 00770, 00807, 

00808, 00878, 04001, 04003, 04011, 04029, 04032, 04033, 04041, 04042, 
04048, 04202, 04203, 04212, 04217, 04218, 04219, 04220, 04223, 04227,  

 04228, 04229, 04232, 04233, 04250, 04301, 04303, 04306, 04307, 04309, 
04311, 04312, 04316, 04318, 04320, 04322, 04330, 04331, 04401, 04402, 
04405, 04406, 04408, 04410, 04411, 04421, 04422, 04424, 04427, 04429, 
04500, 04508, 04510, 04512, 04530, 04531, 04551, 04605, 04621, 04622, 
04623, 04624, 04628, 04662, 04722, 04723, 04728, 04729, 07027, 07597, 
07634, 08178, 08205, 08232, 08250, 08255, 08257, 08263, 08278, 08282, 
08283 or 70120. 

iv) Applies to procedures performed in hospital operating room, ambulatory care 
 or office setting. 

 
P04720 Body Mass Index Surgical Surcharge payable at 25% of listed fee for 

surgery or procedure performed for patients with a BMI of 35 or greater. 
Notes: 
i) Payable only to Obstetricians and Gynecologists. 
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ii) Patient’s BMI must be provided in the claim note record and documented in 
the patient’s chart and/or operative report. 

iii) Maximum of one surcharge per operation unless two obstetricians or 
gynecologists perform two synchronous surgeries that are both eligible for 
the surcharge. 

iv) When multiple procedures are performed during the same operation, the 
surcharge applies to all eligible procedures based on the prorated value 
according to the applicable preamble(s). 

v) The surcharge does not apply to surgical fee modifiers 04715, 04716 or 
04719, but may be paid in addition. 

vi) Not payable if 04708 or 04714 is billed with the surgery or procedure. 
vii) Out-of-Office Hours operative surcharges (01210, 01211 and 01212) are not 

to be paid on the BMI surcharge. 
viii) The surcharge is excluded from the calculation of total operative fee(s) for 

which surgical assist fees are based. 
ix) Payable when the following Obstetrics and Gynecology fee items are 

performed for patients with a BMI of 35 or greater: 
00770, 00775, 00776, 00787, 00794, 00807, 00808, 00815, 00819, 04000, 
04001, 04003, 04011, 04014, 04017, 04018, 04022, 04023, 04024, 04025, 
04026, 04029, 04032, 04033, 04034, 04035, 04036, 04037, 04040, 04041, 
04042, 04043, 04044, 04045, 04047, 04048, 04049, 04050, 04052, 04080, 
04085, 04106, 04110, 04111, 04114, 04116, 04141, 04142, 04201, 04202, 
04203, 04204, 04206, 04208, 04212, 04216, 04217, 04218, 04219, 04220, 
04221, 04222, 04223, 04224, 04225, 04227, 04228, 04229, 04230, 04232, 
04233, 04300, 04301, 04303, 04304, 04305, 04306, 04307, 04309, 04311, 
04312, 04316, 04318, 04320, 04322, 04330, 04331, 04401, 04405, 04406, 
04408, 04410, 04411, 04421, 04422, 04424, 04427, 04429, 04500, 04502, 
04503, 04508, 04510, 04512, 04515, 04516, 04517, 04530, 04531, 04536, 
04551, 04602, 04605, 04616, 04617, 04620, 04621, 04622, 04623, 04624, 
04628, 04630, 04631, 04632, 04633, 04640, 04641, 04660, 04662, 04664, 
04680, 04701, 04702, 04703, 04704, 04705, 04706, 04707, 04709, 04722, 
04723, 04728, 04729. 

 
Amendments effective October 1, 2025: 
 
Operations on the Vulva 
 
Note: Surgical assists are not billable in conjunction with fee items 04300, 04301, 04305, 04306, 04312, 

04317 or 04330 except in exceptional circumstances (e.g., needing concurrent bedside ultrasound 
assistance or patient’s BMI is >40, etc.). In such cases, the medical necessity for the surgical assist 
must be provided in the note record. 

 
04300 Incision of hymen - operation only 
P04330 I&D of Bartholin’s cyst with insertion of Word catheter (operation only) 

Note: 07027 to be charged if Bartholin’s cyst/abscess is treated by Incision and 
Drainage (I&D) without insertion of a Word catheter. 

04301 Marsupialization of a Bartholin's cyst – under general anesthesia or 
procedural sedation (operation only) 
Note: When performed under local anesthesia, operative/procedural report must 
be submitted. 

04331 Removal of Bartholin’s Gland – under general anesthesia or procedural 
sedation (operation only) 

04303 Excision of hydrocele or canal of Nuck 
04304 Urethral caruncle - cautery or excision in hospital (operation only) 
04305 Venereal warts, cautery or excision - operation only 
04306 Excision of venereal warts under general or local anesthesia in hospital 
 (operation only) 

Note: Must be performed in an Operating Room (location code G, I, Or P). 
04307 Vulvectomy - simple 
04309 Varicocele of labium (operation only) 
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04311 Operation for atresia of vulva or enlargement of vaginal introitus 
for stenosis (operation only) 

04312 Resection of labia minora (operation only) 
04317 Biopsy of vulva, excisional lesion < 2 cm 
04032 Biopsy of vulva, excisional lesion >/= 2 cm  
04316 Vulvovaginoplasty 

Note: This item is payable for genetic females only. 
04318 Radical vulvectomy 

Inguinal and femoral lymphadenectomy: 
04320 - unilateral 
04322 - bilateral 
04632 Vulvar wide local excision  

Notes: 
i) Restricted to Obstetrics and Gynecology specialists. 
ii) Payable for the wide local excision of the vulva/perineum for pre-invasive and 

benign disease. 
iii)   Payable for wide local excision of Paget’s disease and/or extensive 

differentiated VIN or complex VIN3 with suspected malignancy. 
04633 Radical partial/hemi vulvectomy (RPV)  

Notes: 
i) Restricted to Obstetrics and Gynecology specialists. 
ii) Payable for the radical excision of vulvar carcinoma. 
iii)   Payable for radical excision of verrucous cancers, melanomas, or vulvar soft 

tissue sarcomas. 
 
Vaginal Operations on the Cervix and Uterus 
 
Note: Surgical assists are not billable in conjunction with fee items 04503, 04508, 04509, 04510, 04515, 

04530, 04533, 04536, 04545 or 14540 except in exceptional circumstances (e.g., needing concurrent 
bedside ultrasound assistance or patient’s BMI is >40, etc.). In such cases, the medical necessity for 
the surgical assist must be provided in the note record. 

 
04500 Cervix dilation and curettage (pelvic examination not billable in addition  

when done as an isolated procedure) (operation only)   
04502 Repair of cervix (operation only) 
04503 Cryosurgery of cervix (operation only) 
04509 Cervical polypectomy (operation only)  
04508 Biopsy of cervix under general anesthesiology 
04510 Biopsy of cervix, with dilation and curettage (operation only) 
04512 Vaginal myomectomy (operation only) 
04516 Cervical incompetence - emergency repair 
04517 Cervical incompetence - elective repair 
04515 Removal of buried cervical ligature under anesthesiology (operation only) 
04530 Cauterization of cervix - under general anesthesia (operation only) 
S04531 - with dilation and curettage (operation only) 
04533 Electric cauterization of cervix in office (operation only) 
04536 Cone biopsy of cervix with endocervical curettage (dilation and 

curettage included in the fee) 
14540 Insertion of intrauterine contraceptive device (operation only) 

Note: Includes Pap smear if required. 
04545 Artificial insemination - operation only 
04551 Cervical stump removal 
S00770 Pelvic examination under anesthesia when done as an independent 

procedure – procedural fee 
 
Laser Vaporization 
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Note: Surgical assists are not billable in conjunction with fee items listed under Laser Vaporization except 
in exceptional circumstances (e.g., needing concurrent bedside ultrasound assistance or patient’s 
BMI is >40, etc.). In such cases, the medical necessity for the surgical assist must be provided in the 
note record. 

 
04620  Cervical neoplasia (operation only) 
04621  Vaginal neoplasia with or without general anesthetic (operation only)  
04622  Vulvar condylomata (operation only) 
04623  Extensive vulvar or vaginal condylomata under general anesthetic  
04624  Vulvar intraepithelial diffuse, multifocal and/or perianal Lesions 
 
Laparoscopic Operations 
 
S04001 Laparoscopy (operation only) 

ORTHOPAEDICS 
Amendments effective October 1, 2025: 

Shoulder Girdle, Clavicle and Humerus 
Introduction and/or Removal, Therapeutic: 

52415 Removal of internal fixation device(s), with GA when performed in the 
operating room 

52420* Removal of internal fixation device(s), without GA (operation only) 

Elbow, Proximal Radius and Ulna 
Introduction and/or Removal, Therapeutic: 

53415 Removal of internal fixation device(s), with GA when performed in the 
operating room 

53420* Removal of internal fixation device(s), without GA (operation only) 

Hand and Wrist 
Introduction and/or Removal, Therapeutic: 

54415 Removal of internal fixation device(s), with GA when performed in the 
operating room 

54420* Removal of internal fixation device(s), without GA (operation only) 

Pelvis, Hip and Femur 
Introduction and/or Removal, Therapeutic: 

55415 Removal of internal fixation device(s), with GA when performed in the 
operating room 

55420* Removal of internal fixation device(s), without GA (operation only) 

Femur, Knee Joint, Tibia and Fibula 
Introduction with or without Removal, Therapeutic: 

56415 Removal of internal fixation device(s), with GA when performed in the 
operating room 

56420* Removal of internal fixation device(s), without GA (operation only) 
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Tibial Metaphysis (Distal), Ankle and Foot 
Introduction and/or Removal, Therapeutic: 

57415 Removal of internal fixation device(s), with GA when performed in the 
operating room 

57420* Removal of internal fixation device(s), without GA (operation only) 

OTOLARYNGOLOGY 
Amendment effective August 1, 2025: 
 
02321 Sinus sphenoidotomy/sphenoid sinusotomy (intranasal) 

OUT-OF-OFFICE HOURS PREMIUM 
Amendment effective July 4, 2025: 

 
g) The non-operative continuing care surcharge applies to delivery is payable for the second and third stage 

of labour only. It is not payable for not standby time or the first stage of labour. State continuous time 
spent with the patient during second or third stages of labour only. Start and end times must be entered in 
both the billing claim and the patient’s chart.   

PEDIATRICS 
Amendments effective August 1, 2025: 

 
S00571 Pediatric Oesophagogastroduodenoscopy in a patient 16 years of age 

and under 
Note:  Restricted to Ppediatricians and pediatric general surgeons. 

 
S00572 Pediatric colonoscopy with flexible colonoscope – patients 16 years of 

age and under 
Notes:  
i) Includes biopsies, removal of polyps, collection of specimens by brushing or 

washing, control of bleeding, removal orof foreign body, if required.  
ii) Restricted to Ppediatricians and pediatric general surgeons.  

UROLOGY 
New Fee Item effective September 1, 2025: 
 
T81322 Cryosurgical ablation of recurrent prostate cancer, unilateral or bilateral ....... 1,000.00 7 

Notes: 
i) Restricted to Urologists. 
ii) Reserved for salvage cases following the local recurrence of prostate cancer. 

Not applicable for primary treatment of prostate cancer.  
iii) Includes all necessary biopsy mapping and ultrasound required to complete 

the procedure. 
iv) 00704, 00705, 08684 not paid in addition. 

 
New Fee Item effective September 1, 2025: 
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T08331 Bilateral orchidectomy in the context of gender-affirming surgery via 
transcrotal, bilateral inguinal/subinguinal approach ........................................... 597.47 2 
Notes: 
i) For MSP approved gender-affirming surgery under Preamble D. 9. 4. Gender 

Affirming Surgery.  
ii) Scrotal surgeries (i.e., scrotal skin removal, implants, structures adjacent to 

the spermatic cord, hydroceles) are payable in addition only if note record is 
submitted to explain medical rationale.  

iii) Not billable in addition to 08329, 08330, 08345, 08346, 08323, 08324. 
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