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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 January 1, 2025, and April 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

Amendment effective January 1, 2025:

D. 2. 1. General

A consultation applies when a medical practitioner, or a health care practitioner®, in the light of his/her
professional knowledge of the patient and because of the complexity, obscurity or seriousness of the

case, requests the opinion of a medical practitioner competent to give advice in this field.

* “Health care practitioner” in this context is limited to the following:

» chiropractor, for orthopaedic consultations;

» midwife, for obstetric or neonatal consultations;

* nurse practitioner;

« optometrist, for ophthalmology consultations;

« optometrist, for neurology consultations for suspected optic neuritis or
amaurosis fugax or anterior ischemic optic neuropathy (AION) or stroke or
diplopia;

« oral/dental surgeon, for diseases of mastication;

* registered nurse or registered psychiatric nurse, for addiction medicine or
psychiatry consultations for substance use conditions;

* registered nurse, for palliative care, to palliative medicine physician;
* podiatrist, for orthopaedic or rheumatology consultations.

CARDIAC SURGERY

Amendment effective March 1, 2025:

78041 Laser Lead Extraction after 30 days, first lead
Notes:

i)
ii)

i)

Not payable with 07845, 33030, and 33057.

Includes any and all diagnostic imaging related to the surgery.
Claims for surgical assistance for laser lead extraction are payable
under 80497 13197.

CONSULTANT SPECIALISTS OF BC (CSBQ)

Amendment effective January 1, 2025:

2. Preamble

The following Consultant Specialist of BC (CSBC) Fees items are billable only by Specialists certified by

CONSULTANT SPECIALIST OF BC FEE LISTINGS

the Royal College of Physicians and Surgeons of Canada.

The objectives of CSBC fees are to reduce unnecessary face-to-face encounters, to reduce care gaps,
and to provide more timely care from the most appropriate physician, thereby improving patient care.

1. For the purposes of this section, face-to-face services include consultation; office, home or
hospital visit; and any diagnostic, therapeutic, anesthetic or surgical procedure with both

physician and patient in the same room.



2. CSBC fees are not payable for situations where the sole purpose of the communication is to:
a. Book an appointment
arrange for routine admission or transfer of care that occurs within 24 hours, except for
coordination for patients under the Patient Transfer Network (PTN)
arrange for an expedited consultation or procedure within 24 hours
arrange for laboratory or diagnostic investigations
inform the referring physician of results of diagnostic investigations
arrange a hospital bed for the patient
renew prescriptions with a pharmacist.
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3. For Efee items G10001, G10002, G10003, G10004, and 78711, refer to section D.1. Telehealth
Services of the General Preamble.

4. (G10002, G10004, G10005, and 78710, and 78711: All registered and regulated health care
providers can serve as referral sources. When advice is requested by an Allied Care Provider net
registered-with-MSP. who does not have an MSP practitioner number, or conferencing is
initiated with one, use the generic practitioner number 99987: Advicerequested-by-an Allied
Care Provider not registered with MSP. {Notapplicable-toreferred-casefee-items-such-as

ltati Specialist visits).

5. At minimum, the following is required, and the practitioner is responsible for keeping their practice
consistent with any new guidelines which may be published by the Canadian Medical Protective
Association (CMPA) and/or the College of Physicians and Surgeons of British Columbia
(CPSBC).

Electronic communication as part of patient care must ensure that security and patient
confidentiality are maintained and guarded in the same way that paper records are protected.

e The CMPA and the CPSBC recommendations regarding the use of electronic communications
indicate three major areas of potential liability:
o Confidentiality/privacy/security
e Timeliness of Response
e Clarity of Communication
e Document consent. Obtain express and informed consent before transmitting patient information.
Refer to the CMPA Template for consent to use electronic communications.
Document discussion & advice for all communications.
The email or text message record should be included in the patient record.
Develop clear, written policies around use of email and/or text messaging.
Communication between providers should clearly identify the most responsible physician (MRP).
Information should be encrypted as an attachment, or, at a minimum, password protected. Send
password or cryptographic key separately.
Use secure communication modalities (i.e. Health authority email addresses) if possible.
Email addresses, and phone numbers for text messaging, need to be double-checked.
6. CSBC fees are payable for face-to-face, telephone, video conference, email, and text messaging
communication. Review the individual fee notes which identify their respective eligible
communication modality.

7. CSBC fees are not payable to physicians for services provided within time periods when working
on salary, service contract or sessional arrangement.

8. No claim may be made where communication or service is with a proxy for the billing physician.



9. Out-of-Office Hours Premiums may not be claimed in addition.
10. G10001, G10002, G10004, G10005, ard 78710, and 78711 are not payable for the same patient

on the same date of service if adult or pediatric critical care team fees have been paid to the
same practitioner or a practitioner who belongs to the same critical care team.

New Fee Item effective January 1, 2025:

P78711 Specialist Initiation of Conference with a Physician and/or Allied Care Provider60.00

Notes:

i) Payable to the initiating specialist for two-way collaborative
conferencing, care coordination or advice, either by telephone,
video conferencing or in-person, between the specialist and one
or more physicians and/or Allied Care Providers.

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

iij) 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.

Amendment effective April 1, 2024:

Fee Code Previous Fee New Fee Amount
Amount Eff. April 1, 2024
10000 $61.36 $75.00
10001 $65.73 $75.00
10002 $43.82 $57.00
10004 $50.65 $60.00
10006 $11.07 $25.10
10007 $10.33 $16.06
10008 $60.75 $61.36
10009 $40.50 $57.00




EMERGENCY MEDICINE

New Fee Item April 1, 2025:

P01883

Trauma-informed comprehensive gynecologic assessment in an
Emergency Department (extra),.............cccoevreerseeriesssessensserssesssessessesans! 40.00
Notes:

i) Payable only to emergency physicians.

i)  Payable only in addition to 01810, a level | emergency care fee
(01811, 01821, 01831, 01841), a level Il emergency care fee
(01812, 01822, 01832, 01842), a level lll emergency care fee
(01813, 01823, 01833, 01843), an out-of-office visit (12200, 13200,
15200, 16200, 17200, 18220), or an out-of-office consultation
(12210, 13210, 15210, 16210, 17210, 18210).

i) Must include a speculum exam documented in the patient’s
chart.

iv) Not payable with a procedural fee that includes a speculum
exam, such as 14541.

ENDOCRINOLOGY

New Fee Item effective April 1, 2025:

P33280

P33257

Transfer of care from Pediatrics - Extended Consultation: To consist
of an examination, review of history, previous laboratory & X-ray
findings, and written report on a patient with a complex and chronic
endocrine condition requiring active endocrinologist support
transferring from pediatric to adult care. In addition, specific and
special documentation as outlined below must be included in the
patient's chart and copies sent with the patient and/or family as
APPrOPriate ...ooivceiiiiiir e ———————— 365.50
Notes:

i) Restricted to Endocrinology and Metabolism specialists.

ii) This fee is payable to an endocrinologist who accepts the
primary responsibility for the endocrine management of a patient
transferring from pediatric to adult care, and includes review of
all necessary data, including birth and developmental
assessments.

iii) Limited to patients between 16 and 25 years of age.

iv) Not payable in addition to another consultation or visit on the
same date of service.

v) Limited to one service per patient per lifetime.

Interpretation of insulin pump reports with Continuous
Glucose Monitoring (CGM) ..o s 30.00
Notes:
i)  This fee is restricted to the Section of Endocrinology and
Metabolism.
ii) Applicable for patients utilizing insulin pumps with CGM for
management of type 1 or type 2 diabetes.
iii) Not payable in addition to 33255 or 33256.
iv) Payable for physician interpretation, in addition to
endocrinology consultations or visits fees (33210, 33212, 33280,



33206, 33207, 33208, 33209, G33260, G33262, 33267, 33270,
33272, 33276, 33277 and 33278).
v) Payable twice per patient in a consecutive 12 month period.

Amendment effective April 1, 2025:

GY33255 Diabetes injection medication start (insulin or glucagon-like-peptide

GY33256

G33260

(G33262

receptor agonist)

Notes:

i) Paid-with-face-to-face-orvirtual-Payable in addition to endocrinology
consultations or visits (33210, 33212, 33280, 33206, 33207, 33208,
33209, G33260, G33262, 33267, 33270, 33272, 33276, 33277, or
33278).

i) Restricted to Endocrinology and Metabolism specialists.

iii) Maximum of one per day, per patient. Repeats on a different date of
service are payable if the patient starts on a new
medication/injection device.

iv) Not paid payable on the same day as GY33256 or 33257.

v) Payable for insulin or glucagon-like-peptide receptor agonist.

Insulin pump start

Notes:

i) Paid-with-face-to-face Payable in addition to endocrinology
consultations or visits (33210, 33212, 33280, 33206, 33207, 33208,
33209, G33260, G33262, or 33267, 33270, 33272, 33276, 33277, or
33278).

i) Restricted to Endocrinology and Metabolism specialists.

iii) Maximum one per patient, per day. Repeats on a different date of
service are payable if the patient starts on a new insulin pump
device but not for a change in medication alone.

iv) Not paid payable on the same day as GY33255 or 33257.

Initial virtual assessment, with patient or representative/family

Notes:

i) Includes review of referral materials, acquisition of additional
necessary data, communication with the patient (through telephone or
email) as necessary, and delivery of comprehensive written
individualized report & care plan to the referring physician within 14
days of referral being received.

ii) Restricted to Endocrinology and Metabolism specialists.

iii) Not paid within 6 months of a 33210 {censuitation), 33270 {felehealth
econsult), or G33260 {virtual-assessment), or 33280 for the same
diagnosis.

iv) Not payable in addition to another service on the same day for the
same patient by the same practitioner, with the exception of 33255
or 33256.

Repeat virtual assessment for same illness within six months of the last
visit by the consultant, or where in the judgment of the consultant the
service does not warrant an initial assessment fee

Notes:

i) Includes review of referral materials, acquisition of additional
necessary data, communication with the patient (through telephone or
email) as necessary, and delivery of comprehensive written
individualized report & care plan to the referring physician within 14
days of referral being received.



33267

ii) Restricted to Endocrinology and Metabolism specialists.

iii) Not payable in addition to another service on the same day for the
same patient by the same practitioner, with the exception of 33255
or 33256.

Subsequent virtual office visit, requiring a written individualized report to

the Family Physician

Notes:

i) Restricted to Endocrinology and Metabolism specialists.

ii) Maximum 12 per calendar year, per patient.

iii) Not payable in addition to another service on the same day for
the same patient by the same practitioner, with the exception of
33255 or 33256.

Amendment effective April 1, 2025:

G33260

(33262

33267

Initial virtual assessment, with patient or representative/family

Notes:

i) Includes review of referral materials, acquisition of additional
necessary data, communication with the patient (through telephone or
email) as necessary, and delivery of comprehensive written
individualized report & care plan to the referring physician within 14
days of referral being received.

ii) Restricted to Endocrinology and Metabolism specialists.

iii) Not paid within 6 months of 33210, 33270, G33260, or 33280 for the
same diagnosis.

iv) Not payable in addition to another service on the same day for the
same patient by the same practitioner, with the exception of 33255 or,
33256 or 33257.

Repeat virtual assessment for same iliness within six months of the last
visit by the consultant, or where in the judgment of the consultant the
service does not warrant an initial assessment fee

Notes:

i) Includes review of referral materials, acquisition of additional
necessary data, communication with the patient (through telephone or
email) as necessary, and delivery of comprehensive written
individualized report & care plan to the referring physician within 14
days of referral being received.

ii) Restricted to Endocrinology and Metabolism specialists.

iii) Not payable in addition to another service on the same day for the
same patient by the same practitioner, with the exception of 33255-e,
33256 or 33257.

Subsequent virtual office visit, requiring a written individualized report to

the Family Physician

Notes:

i) Restricted to Endocrinology and Metabolism specialists.

i) Maximum 12 per calendar year, per patient.

iii) Not payable in addition to another service on the same day for the
same patient by the same practitioner, with the exception of 33255 or,
33256 or 33257.



FAMILY MEDICINE

Amendment effective January 1, 2025:

13070 In-office-aAssessment of an unrelated condition(s) in association with a

WorkSafeBC service

Notes:

i) Paid only when services are provided for an unrelated illness
occurring in conjunction with a WorkSafeBC insured service.

i) Unrelated service must be initiated by patient.

iii)  The unrelated condition(s) must justify a stand-alone visit.

iv)  Only paid once per patient per day, per insurer, and includes all other
unrelated problems.

v)  Not paid if a procedure for the same or related condition is paid for
same patient on same day, same practitioner.

vi) The visit for each payer must be fully and adequately documented in
chart.

vij) Paid only to Family Physicians.

viii) May be provided in-person or by telehealth.

13075 in-office-aAssessment of an unrelated condition(s) in association with an

ICBC service

Notes:

i) Paid only when services are provided for an unrelated illness
occurring in conjunction with an ICBC insured service.

ii)  Unrelated service must be initiated by patient.

iii)  The unrelated condition(s) must justify a stand-alone visit.

iv)  Only paid once per patient per day, per insurer, and includes all other
unrelated problems.

v)  Not paid if a procedure for the same or related condition is paid for
same patient on same day, same practitioner.

vi)  The visit for each payer must be fully and adequately documented in
chart.

vii) Paid only to Family Physicians.

viii) May be provided in-person or by telehealth.

Deleted Fee Items effective March 1, 2025:

New Fee Item effective March 1, 2025:

P13115 Long-Term Care Admission
Notes:
i) Restricted to family physicians.



ii)  Payable for an in-person admission visit provided at a
long-term care facility for a patient’s initial admission to
the long-term care facility.

iii) Requires medication reconciliation, care planning, review
of the Medical Orders for Scope of Treatment (MOST)
form, and documentation.

iv) Payable once per patient per physician.

v) Not payable for admission paperwork completed without
an in-person visit.

vi) Not payable for transfer of care to another physician in
the same long-term care facility.

Amendment effective March 1, 2025:
The following preamble is added under the heading “Long-Term Care Facility Visits”.

Long-term care compensation supports care for patients in long-term care facilities, including proactive,
urgent, and emergent care. A documented in-person visit with the patient is required to bill long-term care
codes.

Fee-for-service codes are aligned with the Family Practice Services Committee’s Long-Term Care
Initiative (LTCI) which is designed to improve the quality of care in long-term care facilities.

The LTCI promotes three system-level outcomes:
e Reduced unnecessary or inappropriate hospital transfers
e Improved patient and provider experience
e Reduced cost per patient as a result of a higher quality of care

The five LTCI Best Practice Expectations are:
e Proactive visits to residents
Meaningful medication reviews
Completed documentation
Attendance at interdisciplinary care conferences
24/7 availability and on-site attendance when required

Amendment effective March 1, 2025:

00114 Long-Term Care In-Person Visit One-or-multiple-patientsper-patient

Notes:

i)  Payable for an in-person visit for a patient admitted to a
long-term care facility.

ii)  Payable to a maximum of one visit every 14 days. Services
which exceed the maximum will be given independent
consideration when a claim note record is submitted.

iii) Not payable for review of a patient’s chart without in-person
patient interaction or interaction with the care team without
in-person patient interaction.



00115 Long-Term Care Urgent Assessment-Nursing-home-visit—one-patient;

Notes:

i)  Payable for an in-person urgent assessment between the hours
of 0800 hrs and 2300 hours any day of the week for a patient
admitted to a long-term care facility.

iij) Payable when a physician provides an assessment within 24
hours of request from the long-term care facility.

iii) Relevant details must be documented in the patient’s chart,
such as the reason for urgency, time of contact, time of
attendance to patient, and the person who contacts the
physician.

iv) 13334 is not payable in addition to 00115.

v) 13334 is not payable when additional long-term care in-person
visits (00114) are done at the same time as an urgent
assessment.

New Fee Item and Amendment effective March 1, 2025:

Surgical Assistance - surgical assist code based on total Fetal
operative fee(s) for procedure(s):

00195 - less than $317.00 inclusive

00196 - $317.01 to $529.00 inclusive

00197 - over-$529.00 $529.01 to $869.00 inclusive

P13197 - greater than $869.00..............ccecereiemrisirrrr s e 450.00

00198 Time, after 3 hours of continuous surgical assistance for one patient, each 15 minutes or

fraction thereof

10



Notes:

i)

i)

iii)

iv)

Surgical assist fees are based on the total operative fee(s) for
the associated surgical procedure(s). Surgical fee modifiers
such as BMI modifiers or age modifiers are excluded from the
calculation for total operative fee(s).

When a physician provides surgical assistance for two
surgeries at different operative sites under one anesthetic, they
may charge a separate surgical assistance fee for each surgery.
This applies whether the two surgeries were performed by the
same surgeon or by different surgeons. This does not apply to
bilateral procedures, procedures within the same body cavity, or
procedures on the same limb.

Visit fees are not payable to the same physician on the same
day as surgical assistance fees, unless each service is
performed at a distinct/separate time. When this occurs, start
and end times must be noted on each billing claim.

When a surgical assistant is required for minor surgery, a
detailed explanation of the need for the surgical assistant is
required in the claim note record.

Amendment effective March 1, 2025:

13194

P13003

First Surgical Assist of the Day
Notes:

i)
ii)

i)

Maximum of one per physician per day.
Payable in addition to 00193, 00195, 00196, 00197, 13197.

Body Mass Index Surgical Assist Surcharge — Payable at 25% of the
listed surgical assist fee
Notes:

i)

Payable for any surgical assist provided when the patient has a
Body Mass Index (BMI) greater than or equal to 35.

Payable for all surgeries for which surgical assist fee codes 00193,
00195, 00196, and-00197, and 13197 are billable.

The patient’s BMI must be provided in the claim note record and
documented in the patient’s chart and/or operative report.
Maximum of one BMI surcharge per operation unless two surgical
assistants are providing concurrent surgical assistance during the
same surgery.

Out-of-Ooffice Hhours operative surcharges (01210, 01211, and
01212) are not to-be-paid payable on the BMI surgical assist
surcharge modifier.

New Fee Item effective April 1, 2025:

P13121

Family Conference - per 15 minutes or greater

Notes:

)
i)

iii)

Restricted to family physicians.

Payable for in-person or telehealth participation in a family
conference with one or more family members, representatives,
or substitute decision makers.

Payable only for family conferences for the purpose of:

11



a) Obtaining informed consent for care related to an acute
medical event or a significant change in the patient’s
condition; or

b) Developing and reviewing the patient’s care plan, including
advanced care planning and goals of care discussions.

iv) Not payable when communication occurs as a part of routine
communication with a family member, representative, or
substitute decision maker.

v) Payable in addition to a patient visit or 14067/14077 on the same
day if clinically required, provided that this service does not take
place concurrently with the family conference (i.e., the visit time
must be separate from the family conference time).

vi) Payable to a maximum of 2 units per patient per physician per
calendar day.

vii) Payable to a maximum of 100 units per physician per calendar
year.

viii) Details of the family conference must be documented in the
patient’s chart, including the participants, their roles, information
about the discussion, and decisions made.

ix) Start and end times must be entered in both the billing claim and
the patient’s chart.

Deletion effective April 1, 2025:

12



Amendment effective April 1, 2025:

15. GPSC Incentives for In-patient Care (H44086,-H14088)

The FPSC In-patient Initiative was developed to recognize and better support the continuous relationship
with a family physician (FP) that can improve patient health outcomes and ease the burden on hospitals
by reducing repeat hospitalizations and emergency room visits. An important aspect of such continuous
care is the coordination of care through the in-patient journey as well as in transitions between hospital

and community FP offices.-Fhere-are-two-separate-levels-ofincentives The initiative includes funding

aimed at better supporting and compensating FPs who provide this important aspect of care.

This initiative will support family physicians who provide Most Responsible Provider (MRP) care to
their own patients when they are admitted to the identified acute care hospital in their community
(Assigned Inpatients).The FP Unassigned Inpatient Care Fee (H14088) is for family physicians who
are a part of a network, provide care for patients admitted to hospital without an FP, whose FP
does not have hospital privileges, or who are from out-of-town (Unassigned Inpatients):




Amendment effective April 1, 2025:

FP Unassigned Inpatient Care Fee (H14088)

14



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 have-submitted-a-completed

are actively participating in an FP Assigned Inpatient Network, an
FP Unassigned Inpatient Care Network Registration-Form and/or an
FP Maternity Network Registration-Form.

Payable only to the Family Physician who is the Most Responsible
Physician (MRP) for the patient during the in-hospital admission.
Payable once per unassigned patient per in-hospital admission in
addition to the hospital visit (00109, 13109, 13008, 13011, 00127) or
delivery fee.

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

Amendment effective March 8, 2025:

12120
00120
15320
16120
17120
18120

Counselling - Individual

For a prolonged visit for counselling (minimum time per visit — 20 minutes)

Notes:

i)

ii)

i)

MSP will pay for up to four (4) individual counselling visits (any
combination of age-appropriate in-office, out-of-office, and telehealth
13018-and-13038) per patient per year (see Preamble D. 3. 3.)

Start and end times must be entered in both the billing claim and
the patient’s chart.

Documentation of the effect(s) of the condition on the patient and
what advice or service was provided is required.

Individual counselling - in office (age 0-1)
Individual counselling - in office (age 2-49)
Individual counselling - in office (age 50-59)
Individual counselling - in office (age 60-69)
Individual counselling - in office (age 70-79)
Individual counselling - in office (age 80+)

Note: #ems-12120, 00120, 15320, 16120, 17120, and 18120 are subject

to the daily volume payment rules described earlier in this section.

15



12220
13220
15220
16220
17220
18220

Individual counselling - out of office (age 0-1)
Individual counselling - out of office (age 2-49)
Individual counselling - out of office (age 50 — 59)
Individual counselling - out of office (age 60-69)
Individual counselling - out of office (age 70-79)
Individual counselling - out of office (age 80+)

New Fee Item effective April 1, 2025:

P13121

Family Conference - per 15 minutes or greater

Notes:

i)
i)

i)

vi)

vii)

Restricted to family physicians.

Payable for in-person or telehealth participation in a family
conference with one or more family members, representatives,
or substitute decision makers.

Payable only for family conferences for the purpose of:

a) Obtaining informed consent for care related to an acute
medical event or a significant change in the patient’s
condition; or

b) Developing and reviewing the patient’s care plan,
including advanced care planning and goals of care
discussions.

Not payable when communication occurs as a part of routine
communication with a family member, representative, or
substitute decision maker.

Payable in addition to a patient visit or 14067/14077 on the same
day if clinically required, provided that this service does not
take place concurrently with the family conference (i.e., the
visit time must be separate from the family conference time).
Payable to a maximum of 2 units per patient per physician per
calendar day.

Payable to a maximum of 100 units per physician per calendar
year.

viii) Details of the family conference must be documented in the

ix)

patient’s chart, including the participants, their roles,
information about the discussion, and decisions made.
Start and end times must be entered in both the billing claim
and the patient’s chart.

Amendment effective March 1, 2025:

00114

Long-Term Care In-Person Visit
Notes:

i)
ii)

Payable for an in-person visit for a patient admitted to a long-
term care facility.

Payable to a maximum of one visit every 14 days. Services
which exceed the maximum will be given independent
consideration when a claim note record is submitted.

)N bl £ 2 pationt'schart-without in-oerson

iii)

patient mtsjaeh.en o m_teilaehen with-the-caro-toam-withoutin
Not payable for:

a. review of a patient’s chart without an in-person
patient interaction, or
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b. interaction with the care team without an in-person
patient interaction.

00115 Long-Term Care Urgent Assessment
Notes:

i)

ii)

i)

iv)

v)

Payable for an in-person urgent assessment between the-hours-of
0800 Ars-and 2300 hours any day of the week for a patient admitted
to a long-term care facility.

Payable when a physician provides an assessment within 24 hours of
request from the long-term care facility.

Relevant details must be documented in the patient’s chart, such as
the reason for urgency, time of contact, time of attendance to patient,
and the person who contacts the physician.

13334 is not payable in addition to 00115.

13334 is not payable when additional long-term care in-person visits
(00114) are done at the same time as an urgent assessment.

13334 Community based FP, long-term care facility visit - first visit of the day
bonus, extra

i) Restricted to family physicians.
iij) Payable once per physician per day.
iij) Payable only if one of the following fee items is billed on the

same day: 00114, 00127, 13115.

GENERAL INTERNAL MEDICINE

Amendment effective April 1, 2025:

32271 Telehealth Complex Consultation - 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.

For hospital in-patients, paid once per patient per hospital
admission.
Written consultation report includes advice or recommendations for
treatment regarding 3 or more of the conditions listed in note iv),
below.
Payable for patients that have 3 or more of the following listed
chronic diseases. Exceptions to this rule could be made if the patient
has two diagnoses from this list and one alternative diagnosis not on
the list can be submitted with correspondence/note record, outlining
the medical necessity.
Each case will be reviewed on an independent consideration basis.
(Diagnostic codes in brackets):

Septicemia (038)

Other HIV infection (044)

DM including complications (250)

Disorders of Lipid Metabolism (272)
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Thyroid disorders (246)

Purpura, thrombocytopenia and hemorrhagic conditions (287)
Anemia, unspecified (285.9)

Senile dementia, presenile dementia (290)

Acute confusional state (293)

Congestive Heart Failure (428)

Diseases of the aortic and mitral valve (396)

Essential hypertension (401)

Coronary atherosclerosis (414)

Neoplasm of uncertain behaviour of other and unspecified
sites. "Not for minor or superficial skin malignancies." (238)
Cardiac dysarrhythmias (427)

Cerebral atherosclerosis (437)

Asthma allergic bronchitis (493)

Emphysema (492)

Other bacterial pneumonia (482)

Non infective enteritis and colitis (557.1)

Gl hemorrhage (578)

Chronic liver diseases and cirrhosis of the liver (571)

CRF (585)

ARF (584)

Disorders of fluid, electrolyte and acid base balance (276)
Syncope (780.2)

Venous thrombosis and embolism (453)

Pulmonary fibrosis (515)

Rheumatoid Arthritis (714)

Systemic Lupus Erythematosus (710)

GENERAL SURGERY

Amendment effective January 24, 2025:

V70620 Gastrotomy or enterotomy - with exploration or foreign body removal only

V70621 - with suture repair of bleeding ulcer (including duodenal)

CV70622 Gastrotomy - with suture repair of pre-existing oesophagogastric laceration
(e.g.: Mallory-Weiss)

Amendment effective January 24, 2025:

70043 Mastotomy with exploration or drainage of abscess or hematoma; deep -
operation only
V70044 - under general anesthetic or procedural sedation

Amendment effective March 1, 2025:

70021 Certified General Surgeon Assist (extra)
Time after 1 hour of continuous surgical assistance for one patient, each
15 minutes or fraction thereof
Notes:
i) Restricted to General Surgery.
ii)  Paid only in addition to fee item 70020.
iii)  Maximum payable is 8 units per surgery.
iv)  Any additional assistants, if required, are paid under fee items
00197, and-00198, and 13197 only.
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vi)  Start and end times must be entered in both the billing claims and
the patient’s chart.

Amendment and deletion effective April 1, 2025:

Repair of diaphragmatic hernia of any type, with or without
fundoplication, vagotomy, or drainage procedure:

/70602 —-open
CV70603 - laparoscopic
CV70604 - cCongenital diaphragmatic hernia

CV70605 - open acute{iraumatic)
C\70606———chronic
V70607 Imbrication of diaphragm for eventration, transthoracic or transabdominal

Note: For anti-reflux procedures, such as fundoplications, etc.,
please see Oesophageal section.

V07431 Full thickness rRepair diaphragmatic injury (traumatic) with or without
mesh

NEUROLOGY

New Fee Item effective April 1, 2025:

P00452 Neurology in-hospital consultation - extra

Notes:

i) Not for patients seen within the last 6 months by the same
physician
for the same or related condition.

ii)  Payable in addition to 00410, 00441, and 40441.

iii) ~ Not payable for hospital outpatients, or for patients located in
transient ischemic attack (TIA) or rapid access neurology
clinics.

iv)  Daily maximum of 5 claims per day per Neurologist.

Amendment effective April 1, 2025:

00410 Consultation: To consist of examination, review of history,
laboratory, X-ray findings, and additional visits necessary to

render @ WHtten rePOIt ......coiviiiiiiieeeeee e 205.47205.02
00470 Telehealth Consultation: To consist of examination, review of

history, laboratory, X-ray findings, and additional visits necessary

to render a written report ... 205.47205.02
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OBSTETRICS AND GYNECOLOGY

New Fee Item effective January 1, 2025:

T04721

Management of stillbirth fee > 20 weeks gestation or 2 5009g (extra)................. 169.93
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 14104, 04050, 04052, or 04025.

iii) Not payable with any in office or out of office individual counselling fee to same
physician
on same date of service.

Amendment effective January 1, 2025:

04110

04114

04092

04093

Therapeutic abortion {vaginal;-by-whatevermeans (surgical or

medical):

- 14 to 18 weeks, including non-viable pregnancy or pregnancy with congenital
malformations requiring termination. Ultrasound confirmed gestational age (operation
only)

Therapeutic abortion by D&E;48-weeks-and-over or medical means above 18 weeks
gestation, including non-viable pregnancy or pregnancy with congenital abnormality
requiring termination. Ultrasound confirmed gestational age (operation only)

Multiple live or stillbirths, each additional child - natural birth

Multiple live or stillbirths, each additional child - caesarean section
Note: Fee item 04093 is paid in full in addition to fee items 04025, 04050, 04052 or 04106.

Amendment effective March 1, 2025:

P04795

Certified Gynecologic Surgeon Assist (extra)

Time after 1 hour of continuous surgical assistance for one patient,

each 15 minutes or fraction thereof

Notes:

i) Restricted to Gynecologists.

ii)  Paid only in addition to fee item 70020.

iii)  Maximum payable is 8 units per surgery.

iv) Any additional assistants, if required, are paid under fee items
00197, and-00198, and 13197 only.

v) Start and end times must be entered in both the billing claims and
the patient’s chart.
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Amendment effective Auqust 1, 2024:

G04719

P04720

Gynecology surgical surcharge for patients 75 years and older

Notes:

) 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, GO4706, 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, 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,
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.

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.

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
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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, 04250,
04300, 04301, 04303, 04304, 04305, 04306, 04307, 04309, 04311,
04312, 04316, 04318, 04320, 04322, 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, 04728, 04729.

ORTHOPAEDICS

Amendment effective March 1, 2025:

51194 First Surgical Assist of the Day - Orthopaedics
Notes:
i) Restricted to Orthopaedic Surgeons.
ii)  Maximum of one per day per physician, payable in addition to
00195, 00196, 00197, and 13197.

PALLIATIVE MEDICINE

Amendment effective January 1, 2025:

These listings are applicable for referred services to a palliative medicine physician.

Palliative medicine fees do not apply when unexpected death occurs after prolonged hospitalization for
another diagnosis unrelated to the cause of death.

The palliative medicine fees are comprehensive time-based fees.
e Applicable only for palliative care patients and diagnostic code V66.7 must be submitted on the
claim.
e Start and end times are for direct face-to-face time with the patient and include all services provided
within those times.
e Documentation which occurs outside of the direct face-to-face times is not billable in addition and
is compensated through the rate set for the palliative medicine fees.

When a referral from a physician is not available, referrals from a registered nurse for specialist
palliative care can be accepted by indicting the practitioner number of the requesting nurse in the
“referred by” field when submitting claims. For registered nurses not registered with MSP, use
practitioner number 99987. The name of the referring registered nurse should be documented in
the note field of the claim and in the patient’s clinical record.
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PLASTIC SURGERY

Amendment effective March 1, 2025:

61210

Certified Plastic Surgeon Assist — Complex Case (extra)
Time after 1 hour of continuous surgical assistance for one patient, each
15 minutes or fraction thereof

Notes:

i) Restricted to Plastic Surgery.

i) Paid only for assisting microsurgical surgeries; fee items 06217 or
06220.

iii)  Paid in addition to fee items 70020 and 00198.

iv) Maximum payable is 20 units per surgery.

v) Any additional assistants, if required, are paid under fee items
00197-and 00198 and 13197 only.

vi) This fee is intended for plastic surgeons in active practice to
compensate for lost office or operating room time in taking the day
to assist a colleague on complex procedures. Fellowship trainees
and short term locums (<6 months) are not eligible.

vij) Start and end times must be entered in both the billing claims and

the patient’s chart.

RHEUMATOLOGY

Amendment effective April 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 Sponaylitis (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).
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31060

f) Arthropathy associated with infections (711);
g) Polymalgia rheumatic (725);
f the last visit.
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31107 or31108-
viv) Start and end times must be recorded on claim and in the patient’s chart.
wiv) Not paid when there is no change in condition from previous assessment.

Multidisciplinary Care Assessment for community-based patients.

To consist of assessment, written treatment plan and any other

counselling the patient needs for management of their particular

diagnosis

Notes:

i) Restricted to Rheumatology.

ii) For the ongoing management of complex disorders of the musculoskeletal system,
where the complexity of the condition requires the continuing management by a
rheumatologist. It is not intended for the evaluation and/or management of
uncomplicated rheumatologic disorders (e.g.: routine osteoarthritis, bursitis/tendonitis).

iii) Only paid when a Registered Nurse or Licensed Practical Nurse is present.

iv) Applicable to patients with rheumatoid arthritis diagnoses or similar inflammatory
disease.

v) Maximum one per patient in 6 month period.

vi) Net-paidin-additionto-31010-31012-31007-0r-G31060- Not payable in addition to a
consultation or visit fee.

vii)Service may be provided in person or using telephone or video technology.

New Fee Item effective April 1, 2025:

31150

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 .............coieiiii 349.17

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);
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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 one per patient within six months of the last visit.
iv) Not paid when there is no change in condition from previous assessment.
v) Start and end times must be recorded on claim and in the patient’s chart.

UROLOGY

Amendment effective March 1, 2025:

81194 First Surgical Assist of the Day — Urology
Notes:
i) Restricted to Urology Surgeons.
ii)  Maximum of one per day per physician, payable in addition to
00195, 00196, 00197, and 13197.

P81195 Certified urologic surgeon assist (extra)
Time after 1 hour of continuous surgical assistance for one patient, each
15 minutes or fraction thereof
Notes:
i) Restricted to Urology.
ii)  Paid only in addition to fee item 70020.
iii)  Maximum payable is 8 units per surgery.
iv) Any additional assistants, if required, are paid under fee items
00195, 00196, 00197, ard-00198, and 13197 only.
v)  Start and end times must be entered in both the billing claims and
the patient’s chart.
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