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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 May 1, 2025, and June 30, 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

GENERAL PREAMBLE

New Fee Items and Amendments effective June 1, 2025:

Miscellaneous -99)-Fee ltems:

00099 General Services

00199 Family Medicine

00299 Dermatology

00399 GeneralInternal Medicine
00499 Neurology

00599 Pediatrics

00699 Psychiatry

00999 Diagnostic Procedures

01499 Critical Care

01799 Physical Medicine and Rehabilitation
01899 Emergency Medicine

01999 AnesthesiaAnesthesiology
02599 Otolaryngology

02999 Ophthalmology

03999 Neurosurgery

04999 Obstetrics &and Gynecology
06999 Plastic Surgery

07999 General Surgery/Cardiac Surgery
08699 X-rayDiagnostic Radiology
08899 Miscellaneous Diagnostic Ultrasound
08999 Urology

09899 Nuclear Medicine

30999 Clinical Immunology and Allergy
31999 Rheumatology

32199 Respirology

32299 General Internal Medicine
33199 Cardiology

33299 Endocrinology and Metabolism
33399 Gastroenterology

33499 Geriatric Medicine

33599 Hematology and Oncology
33699 Infectious Diseases

33899 Nephrology

33999 Occupational Medicine

43999 Palliative Medicine

59999 Orthopaedics

77799 Vascular Surgery

78999 Cardiac Surgery

79199 Thoracic Surgery

Amendment effective April 1, 2025:

C. 27. Business Cost Premium

The Business Cost Premium (BCP) is to provide improved compensation for physicians who are
responsible for some or all of the rent, lease, or ownership costs (either directly or indirectly) of a
community-based office. The BCP is a percentage premium paid on eligible all fees-forin-person,face-
to-face-services, to compensate physicians for the work they do with patients-in-theiroffice regardless of
the location at which the services are delivered. Physicians must be entitled to receive and retain



payment for the eligible fees directly from MSP (i.e. payments assigned to Health Authorities are not
eligible for the premium).

The BCP does not apply to Alternative Payments Program (APP) or Longitudinal Family Payment
(LFP) payment models, form fees, or to primary health program payments such as the Provincial
Attachment System (PAS) and Community Longitudinal Family Physician (CLFP) payments.

BCP does not apply to radiology, anesthesiology, pathology and nuclear medicine
fees for services delivered in or for Agency facilities.

T BCP olicil , :

.'); gge"plete. exarminations and

The percentage values and the daily maximum amounts of the BCP are based on the location the
eligible service is rendered:

i)

i)

ii)

City of Vancouver: 5% of eligible fees up to a maximum BCP payment of $60 per day per
physician.

Metro Vancouver (excluding the City of Vancouver) and Greater Victoria: 4% of eligible fees
up to a maximum BCP payment of $48 per day per physician.

Other communities (outside Greater Vancouver and Greater Victoria) not eligible for the
Rural Retention Premiums: 3% of eligible fees up to a maximum BCP payment of $36 per
day per physician.

To receive the BCP:

The physician is responsible for some or all of the lease, rental, or ownership costs of that
community-based office, and

The community-based facility in which the eligible services are provided must be in an
eligible location and have a unique Facility Number registered with MSP, and

The physician must be registered with MSP as a physician practicing at that Facility, and

iv) The correct Facility Number must be entered on each claim where the eligible service is
rendered.
00062 00064 004060 00464 00198 00420 004214 00422 00206 00207
00210 00214 00367 00310 0031 00342 00313 00314 00315 00407
00410 00414 00440 00450 00457 00460 004856 00486 0048+ 00488
00491 00492 00507 00510 0051 00512 00513 00514 00515 00550
00554 00552 00553 00554 00590 0059¢ 00606+ 00610 00614 00613
00614 00622 00623 00625 00626 00627 00630 00634 00632 00633
00635 00636 00638 00639 00663 00664 00665 00666 00667 00668
00669 00670 006+ 00642 00643 00674 00645 00646 006+F 00648
00679 00680 00684 04013 01615 01616 oMoz otHs ottH16 04400
0144062 o470+ 04+H0 o+A2 o413 o4+14 o+Hs 0200+ 02010 02014




ANESTHESIOLOGY

Amendment effective June 3, 2025:

4. Anesthetic Procedural Fee Modifiers

b) 01059, 01065, 01070, 01071, 01072, 84047-01082,-01084; 01093, 04096; 01164, 01165, 01166,
01168 and 01192 are fixed fees which are paid in addition to the anesthetic procedural fee. They
are not included in the anesthetic procedural fee for the application of 01080.

7. Acute Pain Management

b) When catheters are inserted in the O.R. prior to or immediately following surgical, therapeutic and/or
diagnostic procedures for the purpose of acute pain management in the post-operative period, the
procedural fees for insertion of catheters are paid as anesthesiology procedural modifiers (01071,
01072,-04082,-01084). Catheters placed subsequently in the P.A.R. and/or ICU will be paid
according to the acute pain management listings (01025, 01026, 01074, 01007). Catheter
supervision visits (01076, 01021, 01073) in the P.A.R. should be billed as routine P.A.R. care as
per 3 d) i).

01012 Hospital visit for supervision of patient controlled analgesia during second and subsequent days,
to a maximum of 2 visits per day - per visit
Notes:
i) Where more than 2 visits per day are necessary, an explanatory note in the claim note record is required.

ii}-01012-is-not payable-on-the-same-day-as-01011-



FAMILY MEDICINE

Amendment effective May 1, 2025:

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.

i)  Conversation 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 Includes:

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) Not payable in addition to G14077 or H14067 on the same day for the same
patient by the same physician.

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

vi) Include start time in time fields when submitting claim.

vii) 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).

wiviii) Not payable for situations where the primary purpose of the call is to:

Book an appointment

Arrange for transfer of care that occurs within 24 hours

Arrange for an expedited consultation or procedure within 24 hours

Arrange for laboratory or diagnostic investigations

Convey the results of diagnostic investigations

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).

wif) ix) Limited to one claim per patient per physician per day.

&) x)  Out-of-Office Hours Premiums may not be claimed in addition.

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

x#) xii) Payable in addition to a visit on the same date.

~o Q0T

Amendment effective May 1, 2025:




13505

MAID Medication Pick-up and Return
Notes:

iv)

Payable when a physician picks up medication for a medical assistance
in dying (MAiD) event and returns the unused/partially used medications
to a pharmacy.

Payable only when a MAID event procedure-takes place in a location
where-there-is-no that does not have an on-site pharmacy.

Paid Payable only in addition to fee item 13504 or if the claim note record
indicates a planned MAID event did not occur after the physician arrives
because:

a. the patient declined to proceed with MAID, or

b. the patient died before MAiD medication was administered.

Not payable when the time required for medication pick-up and return has
been compensated under the Medical Assistance in Dying Travel and
Training Assistance Program (MAIDTTAP) or another payment model.

a-different payment-modality

Amendment effective May 1, 2025:

14104

P14105

14108

Delivery and postnatal care (1-14 days in-hospital)

Notes:

i)  Restricted to Family Physicians.

if)  Care of newborn in hospital (see item 00119).

iii)  Repair of cervix is not included in fee item 14104. Charge 50% of listed fee
when done on same day as delivery.

iv)  When medically necessary additional post-partum office visit(s) are payable

under fee item 14094 or-04194-

Management of labour and transfer to an alternate facility for delivery
Notes:

i)
if)

i)

iv)

v)

This fee includes all usual hospital care associated with the delivery

provided by the referring physician.

May be claimed by the referring physician when they intended to conduct the

delivery and when the referring physician:

a) Attends the patient during active labour, defined as regular painful
contractions, occurring at least once in five minutes, lasting at least 40
seconds, accompanied by either spontaneous rupture of the
membranes, or full cervical effacement and dilatation of at least two
centimetres.

b) Provides assessment of the progress of labour, as evidenced by
documentation in the patient’s chart.

¢) Documents the reason for referral in the patient’s chart.

d) Transfers the patient to another facility.

Not payable with an assessment fee, visit fee,14104,14109, 04414, 04419 or

generally 14199, for the same patient on the same day. (Provide a claim

note record if claiming for 14199 in addition.)

Continuing Care Surcharges do not apply to maternity services in

the first stage of labour only.

When medically necessary additional post-partum office visit(s) are payable

under fee item 14094 or 04194.

Postnatal care after caesarean section (1-14 days in-hospital)
Notes:

i)
if)

iii)

Restricted to Family Physicians.
Postnatal office visits are payable under fee item 14094 or-04194.
Not payable in addition to 14109.



14109 Primary management of labour, attendance at delivery, and postnatal
care associated with emergency caesarean section (1-14 days in-
hospital)

Notes:

i)  Restricted to Family Physicians.

ii)  Postnatal office visits are payable under fee item 14094 or-04194.
iii)  Not payable in addition to 14108.

GENERAL SERVICES

Amendment effective June 12, 2025:

Percutaneous Radiofrequency Neurotomies:

Notes:

i) Must be performed under medical imaging guidance (fluoroscopy or CT)

with image capture.

i) Must be performed by qualified physicians working in approved facilities.

iif)  If neurotomies are performed in more than one anatomical region, the first
branch in the second anatomical region will be paid at 50%.

iv) Limit of 6 branches in total for all anatomical regions when performed
on the same day. Claims received over this limit will be given
independent consideration upon receipt of an explanatory note record.

v) Maximum of 6 branches in total for any one region in any 6-month period.
Claims received over this limit will be given independent consideration
upon receipt of an explanatory note record.

vi) Includes anesthesia, sedation, or blocks if performed by the same physician.

Cervical:
P34101 - first branch
P34102 - second branch
P34103 - third to sixth branch (per branch)

Thoracic:
P34104 - first branch
P34105 - second branch
P34106 - third to sixth branch (per branch)

Lumbar:
P34107 - first branch
P34108 - second branch
P34109 - third to sixth branch (per branch)

Sacral:

P34110 - unilateral
P34111 - bilateral

GENERAL SURGERY

Amendment effective June 1, 2025:

07003 Body Mass Index Surgical Surcharge payable at 25% of listed fee for surgery
performed
e  The patient has a Body Mass Index (BMI) greater than or equal to 35
for major surgery on the peritoneal cavity, pelvis, retroperitoneum or
40 for major surgery on the neck.



e The surgery is rendered under general anesthesia using either an open
technique for the neck, or an open or laparoscopic technique for the
peritoneal cavity, pelvis or retroperitoneum.

e  The principal surgical technique is neither aspiration, core or fine
needle biopsy, dilation, endoscopy, cautery, ablation nor
catheterization.

Notes:

i) Payable only to General Surgeons.

ii)  Patient’'s BMI must be provided in the claim note record and documented in

the patient’s chart and/or operative report.

iif)  Maximum of one surcharge per operation unless two general surgeons

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 surgical preamble for multiple procedures.
v) The surcharge does not apply to surgical fee modifier 07001 (Surgical
Surcharge Age 75+) but may be paid in addition.

vi) Payable when the following General Surgery fee items are performed for
patients with a BMI greater than or equal to 35:
07134, 07360, 07363, 07366, 07368, 07402, 07403, 07404, 07405, 07406,
07407, 07408, 07409, 07410, 07411, 07412, 07413, 07414, 07431, 07432,
07433, 07434, 07435, 07436, 07437, 07438,07440, 07441, 07442, 07443,
07444, 07445, 07446, 07447, 07448, 07449, 07450, 07451, 07452, 07455,
07474, 07475, 07479, 07565, 07566, 07567, 07569, 07570, 07578, 07580,
07588, 07589, 07596, 07597, 07600, 07601, 07603, 07610, 07623, 07624,
07626, 07627, 07628, 07630, 07632, 07633, 07634, 07635, 07636, 07640,
07641, 07643, 07645, 07646, 07647, 07648, 07649, 07650, 07651, 07654,
07655, 07658, 07660, 07662, 07663, 07664, 07672, 07698, 07699, 07703,
07705, 07706, 07707, 07711, 07714, 07732, 07733, 07756, 07758, 07764,
07769, 07776, 70024, 70025, 70501, 70503, 70504, 70505, 70506, 70509,
70511, 70531, 70532, 70533, 70534, 70535, 70536, 70538, 70539, 70540,
70541, 70542, 70544, 70601, 70602, 70603, 70604, 70605, 70606, 70607,
72608, 72609, 72610, 70620, 70621, 70622, 70624, 70625, 70626, 70627,
70628, 70629, 70630, 70631, 70632, 70633, 70635, 70639, 70640, 70641,
70646, 70648, 70649, 70650, 70651, 70660, 70661, 70665, 70666, 70668,
70670, 70671, 70672, 70694, 70695, 70696, 70698, 70700, 70701, 70702,
70703, 70704, 70705, 70710, 70711, 70712, 70713, 70714, 70715, 70716,
70717, 70718, 70720, 70721, 70722, 70725, 70726, 70727, 70728, 70730,
70731, 70748, 71290, 71291, 71292, 71293, 71380, 71535, 71536, 71537,
71538, 71539, 71540, 71541, 71542, 71543, 71544, 71546, 71547, 71549,
71551, 71606, 71607, 71608, 71609, 71610, 71611, 71612, 71613, 71614,
71615, 71616, 71617, 71618, 71619, 71620, 71621, 71622, 71623, 71624,
71625, 71634, 71635, 71650, 71651, 71698, 71700, 71703, 71704, 71705,
71708, 71709, 71710, 71712, 71713, 71714, 71715, 71716, 71717, 71718,
71719, 71720, 71721, 71722, 71725, 71747, 72572, 72600, 72601, 72620,
72621, 72622, 72623, 72624, 72625, 72626, 72631, 72632, 72633, 72634,
72635, 72636, 72640, 72641, 72644, 72645, 72646, 72647, 72648, 72650,
72651, 72652, 72653, 72654, 72656, 72657, 72658, 72659, 72660, 72662,
72664, 72665, 72666, 72667, 72669, 72670, 72671, 72672, 72673, 72683,
72684, 72703, 72704, 72705, 72713, 72714, 72715, 72720, 72721, 72723,
72725, 72726, 72727, 72728, 72729, 72730, 72731, 72732, 72733, 72734,
72735, 72736, 72737, 72740, 72741, 72745, 72751, 72755, 72760, 72762,
72763, 72765, 72767, 72769, 72770, 72775, 72788, 72789, 72794, 72795,
72796, 72797, and 72798.

vii) Payable when the following General Surgery fee items are performed for
patients with a BMI greater than or equal to 40:
07361, 07740, 07741, 07743, 07744, 07745, 07771, 07796, 70023, 70500,
70502, 70530, 70545, 70740, 70742, 70743, 70745, 70747, 71530, 71548,
71650, 71706, 71707, 71746, and 71748.



OBSTETRICS AND GYNECOLOGY

Amendment effective May 1, 2025:

P14562 Office Vaginal Speculum Exam (extra)

Notes:

i) Restricted to Family Physicians.

ii)  Payable at 100% in addition to an in-office service on the same date of
service.

iiij) Payable with a mini tray fee (00044).

iv) i) When the vaginal speculum exam is provided by a physician, this fee
must be billed in conjunction with a consultation, visit, counselling, complete
examination, prenatal visit or postnatal visit.

v) i) When the vaginal speculum exam 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) ¥ Not payable in addition to 00784, 00785, 04509 or 14540.

Amendment effective May 1, 2025:

P04681 Vaginal Speculum Examination Procedure (extra)
Notes:
i) Restricted to Obstetrics and Gynecology.
ii)  Payable with a mini tray fee (00044).
iii) ) Payable only when:
a. fee items 00775, 00784, 00785, 04005, 04007, 04008, 04009, 04010,
04012, 04038, 04190, 04191, 04194, 04509, 04533, 04682, 04683,
04699, 04717, 14540, 14541, 14560, 15136, or 15141 are billed in
conjunction; OR
b. when service performed in an office (Service Location Code Q) and fee
items 00807, 00808, 04405, or 04500 are billed in conjunction.

Amendment effective May 1, 2025:

04092 Multiple live or stillbirths, each additional child - ratural vaginal birth

Amendment effective May 1, 2025:

04039 Management of complicated labour by obstetrician
Notes:
i) Requires completion of written record.
ii)  Payable only after at least one hour of attendance at bedside.
iii) Start and end times must be entered in both the billing claims and the
patient’s chart.
iv) Not payable with 04038, 04050, 04414, 04419, 14104,14409; or 14199.
v) Payable x 1 only, regardless of multiple gestation.
vi) Payable only for the following conditions:
Fetal conditions:
(a) Abnormal FH tracing requiring scalp pH monitoring, (or attendance at
bedside by obstetrician for no less than 60 minutes)
(b) Prematurity <37 completed weeks gestation
(c) Severe IUGR (< 2500 g)
(d) Face or breech presentation
(e) Multiple gestation
() Congenital anomaly where neonatal morbidity/mortality is an issue and
may be affected by labour/delivery process (e.g.: open neural tube
defect, body wall defect such as omphalocele, or gastroschisis,
congenital; fetal arrhythmia, hydrocephalus)



PG04718

04000

04107

(9) Hydrops fetalis

(h) Iso-immunization

Placental or amniotic fluid conditions:

(a) Placental abruption

(b) Severe oligohydramnios (AFI<6)

(c) Severe polyhydramnios (AFI>25)

Maternal Conditions:

(a) Cardiovascular disease where the management of labour must take into
account avoidance of rapid changes in volume (e.g.: aortic stenosis or
regurgitation, mitral valve stenosis, mitral valve regurgitation with LV
dysfunction, severe pulmonary stenosis, coarctation of the aorta,
cardiomyopathy, arrhythmia requiring pharmacological treatment, any lesion
with pulmonary hypertension or ventricular dilatation).

(b) Renal disease (e.g.: renal failure, renal transplant)

(c) Pulmonary disease (e.g.: pulmonary fibrosis, severe asthma, cystic fibrosis)

(d) Endocrine disease (e.g.: Addison’s disease, clinical hyperthyroidism, Type 1
Diabetes Mellitus)

(e) Neurological disease (e.g.: cerebral aneurysm, brain tumour, paraplegia)

(f)  Infectious disease (AIDS, severe pneumonia, systemic sepsis)

(g) Severe pre-eclampsia (attempt made to deliver vaginally)

(h) Maternal obesity — BMI >40.

Care of complex antepartum patient prior to transfer to higher level of

care facility for delivery

Notes:

i) Restricted to Obstetrics and Gynecology specialists.

i) Not paid with 04038, 04039, 04025, 04050, 04052, 04414, 14104, P14105.

iij)  Start and end times required in claim submission and patient’s chart.

iv) Paid only when time spent stabilizing patient by obstetrician exceeds 60
minutes, and patient is transferred to a higher level of care.

v) Payable on the same date as a Family Physician is paid for P14105.

vi) Payable for pre-eclampsia, preterm labour, and for serious maternal
condition(s) that requires stabilization prior to transfer.

Complicated vaginal delivery - includes shoulder dystocia, premature
delivery less than 37 weeks or less than 2500 grams (operation only)
Notes:
i) Complicated delivery fees will be paid at 50% when 14104 or 04414 is
payable to the same physician.
ii)  Only one of fee items 04014, 04017, 04018 or 04000 is payable at any one
time (for single births).

Supervision of labour and vaginal delivery in a case of previous
caesarean section (operation only)

Note: 04107 is a stand-by fee and is not payable in addition to delivery fees
(14104, 04414, 04000, 04014, 04017, 04018, 04050, 04052, 04025) when done
by the same physician

New Fee Items effective May 1, 2025:

04414

04418

Delivery and postnatal care (1-14 days in-hospital).........c...ccccceiiiiinnnnnnn. 679.70
Notes:

i)  Restricted to Obstetrics and Gynecology specialists.

ii) Additional post-partum office visit(s) are payable under fee item 04194.

Postnatal care after caesarean section (1-14 days in-hospital)................. 139.85
Notes:

i)  Restricted to Obstetrics and Gynecology specialists.

i)  Postnatal office visits are payable under fee item 04194.

iii)  Not payable in addition to 04419.

10



04419

Primary management of labour, attendance at delivery, and postnatal care
associated with emergency caesarean section (1-14 days in-

[0 1o E=] 1 - 1) TR PPt 566.16
Notes:

Restricted to Obstetrics and Gynecology specialists.

i) Postnatal office visits are payable under fee item 04194.
iii) Not payable in addition to 04418.

PLASTIC SURGERY

Amendment effective June 1, 2025:

P61046

Biologic tissue for breast reconstruction - extra
Notes:

i)

A

gency-registration-numb ust-be-provi ; - Payable only for cases
that require major functional repair.
iii) Not payable for secondary revision cases requiring pocket modifications for cosmetic
corrections.
#iYiv) Paid at 100% for unilateral and 150% for bilateral reconstruction.
#v) Payable only to Plastic Surgeons.

RHEUMATOLOGY

Amendment effective June 1, 2025:

31050

Extended consultation-exceeding 53 minutes (actual physician time spent with
patient). To consist of examination, review of history, laboratory, Xray findings,
necessary to initiate care

Notes:

i) Restricted to Rheumatology.

ii)  Applicable to patients with chronic and complex medical needs. Paid

with the following diagnostic codes:

a) Diffuse Diseases of Connective Tissue (710), Systemic Lupus
Erythematosus (710.0), Systemic Sclerosis (710.1), Sicca Syndrome
(710.2), Dermatomyositis (710.3), Polymyositis (710.4), Other
(710.8), Unspecified (710.9);

b) Rheumatoid Arthritis and other Inflammatory Polyarthropathies (714),
Rheumatoid Arthritis (714.0), Felty’s Syndrome (714.1), Other
Rheumatoid Arthritis with Visceral or Systemic Involvement (714.2),
Juvenile Chronic Polyarthritis (714.3), Chronic Postrheumatic
Arthropathy (714.4), Other (714.8), Unspecified (714.9);

c) Polyarteritis Nodosa and Allied Conditions (446), Polyarteritis
Nodosa (446.0), Acute Febrile Mucocutaneous Lymphnode
Syndrome (MCLS) (446.1), Hypersensitivity Angiitis (446.2), Lethal
Midline Granuloma (446.3), Wegener’s Granulomatosis (446.4),
Giant Cell Arteritis (446.5), Thrombotic Microangiopathy (446.6),
Takayasu Disease (446.7);

d) Ankylosing Spondylitis and Other Inflammatory Spondylopathies
(720), Ankylosing Spondylitis (720.0), Spinal Enthesopathy (720.1),
Sacroiliitis, not Elsewhere Classified (720.2), Other Inflammatory
Spondylopathies (720.8), Unspecified Inflammatory Spondylopathy
(720.9);

11



31150

e) Psoriasis and Similar Disorders (696), Psoriatic Arthropathy (696.0),
Other Psoriasis (696.1), Parapsoriasis (696.2), Pityriasis rosea
(696.3), Pityriasis Rubra Pilaris (696.4), Other Unspecified Pityriasis
(696.5), Other (696.8).
f) Arthropathy associated with infections (711);
g) Polymalgia rheumatic (725);
iii) Paid-to-a-maximum-of-oneOne of either 31050 or 31150 is payable
per patient within six months of the last visit.
iv) Start and end times must be recorded on claim and in the patient’s
chart.
v) Not paid when there is no change in condition from previous
assessment.

Telehealth extended consultation - exceeding 53 minutes

(actual physician time spent with patient). To consist of examination,

review of history, laboratory, X-ray findings, necessary to initiate care

Notes:

i) Restricted to Rheumatology.

i) Applicable to patients with chronic and complex medical needs. Paid with
the following diagnostic codes:

a. Diffuse Diseases of Connective Tissue (710), Systemic Lupus
Erythematosus (710.0), Systemic Sclerosis (710.1), Sicca Syndrome
(710.2), Dermatomyositis (710.3), Polymyositis (710.4), Other
(710.8), Unspecified (710.9);

b. Rheumatoid Arthritis and other Inflammatory Polyarthropathies
(714), Rheumatoid Arthritis (714.0), Felty’s Syndrome (714.1), Other
Rheumatoid Arthritis with Visceral or Systemic Involvement (714.2),
Juvenile Chronic Polyarthritis (714.3), Chronic Postrheumatic
Arthropathy (714.4), Other (714.8), Unspecified (714.9);

c. Polyarteritis Nodosa and Allied Conditions (446), Polyarteritis
Nodosa (446.0), Acute Febrile Mucocutaneous Lymphnode
Syndrome (MCLS) (446.1), Hypersensitivity Angiitis (446.2),

Lethal Midline Granuloma (446.3), Wegener’s Granulomatosis
(446.4), Giant Cell Arteritis (446.5), Thrombotic
Microangiopathy (446.6), Takayasu Disease (446.7);

d. Ankylosing Spondylitis and Other Inflammatory Spondylopathies
(720), Ankylosing Spondylitis (720.0), Spinal Enthesopathy (720.1),
Sacroiliitis, not Elsewhere Classified (720.2), Other Inflammatory
Spondylopathies (720.8), Unspecified Inflammatory Spondylopathy
(720.9);

e. Psoriasis and Similar Disorders (696), Psoriatic Arthropathy (696.0),
Other Psoriasis (696.1), Parapsoriasis (696.2), Pityriasis rosea
(696.3), Pityriasis Rubra Pilaris (696.4), Other Unspecified Pityriasis
(696.5), Other (696.8).

f.  Arthropathy associated with infections (711);

g. Polymalgia rheumatic (725);

h. Paidto-a-maximum-of-oneOne of either 31050 or 31150 is payable
per patient within six months of the last visit.

i.  Not paid when there is no change in condition from previous
assessment.

j. Start and end times must be recorded on claim and in the patient’s
chart.

UROLOGY

Amendment effective May 1, 2025:

08296

Insertion of semi rigid or self-contained inflatable prosthesis following-traumatic-or-surgical
.
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08363

Revision of penile prosthesis (includes removal, correction of any mechanical failure, and
replacement)

Amendment effective June 4, 2025:

S08185

Endoscopic Treatment of upper Tract Transitional Cell Carcinoma

Operation required for suspected upper urinary tract malignancy including biopsy or
fulguration of lesions to include retrograde ureteroscopic approach or antegrade
percutaneous approach.

Notes:

i) Restricted to Urologists.

ii) Includes fee items 00704, 00800, 08146, and 08155.

iii) Not payable with 08168, 08117 or 08118, and-08149-

iv) Bilateral procedures which involve both kidneys/ureters are payable at 150%.
v) Antegrade percutaneous access (00978, 00979) payable at 100% in addition.
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