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Objectives

 Present an overview of key Medicaid obstetrical 

ultrasound services policies.

 Gain an understanding of the need for submitting 

appropriate documentation when submitting 

ultrasound claims to Medicaid for medical review. 

 Increase understanding of the value of submitting 

claims with correct modifiers.

1



Presentation Topics

 Medical Necessity

 Ultrasounds General Policy

 Ultrasounds for Multiple Gestations

 Ultrasound Service Limitations

 Pricing Modifiers and appropriate 

documentation

 Handbooks and Resources 
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Medical Necessity

 Medicaid reimburses services that are determined 

medically necessary and do not duplicate another 

provider’s services.

 The services must meet the following criteria per    

59G-1.010 (166), F.A.C.: 

 Necessary to protect life, to prevent significant 

illness or significant disability, or to alleviate severe 

pain;
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Medical Necessity, cont’d

 Individualized services, specific, consistent with 

symptoms or confirmed diagnosis of the illness or 

injury under treatment, and not in excess of the 

recipient’s needs;

 Consistent with accepted professional medical 

standards;

 Not experimental or investigational;
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Medical Necessity, cont’d

 Reflective of the level of services that can be safely 

furnished, and for which no equally effective and 

more conservative or less costly treatment is 

available statewide; and

 Furnished in a manner not primarily intended for the 

convenience of the recipient, the recipient’s 

caretaker, or the provider.



AHCA Determines
Medical Necessity

Medicaid makes the final determination 

whether a service is medically necessary.

 The fact that a provider has prescribed, 

recommended, or approved medical or allied 

care, goods or services does not, in itself, make 

such care, goods, or services medically 

necessary, or a covered service.
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Ultrasounds
General  Policy

General policy governing ultrasound services 
is found in the Physician Services 
Coverage and Limitations Handbook
that describes service specific policy 
information.

Obstetrical Care Services

Appendix C – Diagnosis Code List for 

additional ultrasounds for pregnant 

women.
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Online Information

All Medicaid handbooks, fee schedules, forms, provider 

notices, and other important Medicaid information are 

available on the Medicaid fiscal agent’s Web Portal at:

http://mymedicaid-florida.com/

Click on Public Information for Providers, then on 

Provider Support, and then click on Provider 

Handbooks, Fee Schedules, Forms, or Provider 

Notices.



Ultrasounds: General  Policy

 One ultrasound (procedure code 76801 or 76805) 

is reimbursable per pregnancy, regardless of 

pregnancy risk factors.

 A claim with modifier 22 with procedure 

codes76801 or 76805 will be denied.
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Ultrasounds: General  Policy

Follow-up ultrasounds (procedure code 76815 or 
76816) are reimbursable for recipients who have a 
diagnosis listed on the Diagnosis Code List for 
Additional Ultrasounds for Pregnant Women 
(Appendix C).

Source: Medicaid Physician Coverage and 
Limitations Handbook 
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Ultrasounds: General  Policy

 A maximum of three follow-up ultrasounds may be 

reimbursed with a diagnosis code on Appendix C 

with no documentation of medical necessity.

 If the diagnosis code is not on the list, the provider 

must bill with a modifier 22 and submit 

documentation.  

 The claim will be reviewed for payment by a 

Medicaid medical consultant.
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Ultrasounds General  Policy

 If more than three follow-up ultrasounds are 

required, the additional ultrasound(s) must be billed 

with a modifier 22.

 A report documenting medical necessity and a plan 

of care must be submitted with the claim.  Without 

all components of this requirement, claims will 

be denied.
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Ultrasounds: General  Policy

 For professional services rendered to a recipient in 

the inpatient, outpatient hospital, or other facility, 

the provider must bill the professional component 

only.

 The maximum fee is intended to pay the physician 

for performing the complete procedure, including 

both the technical and professional components 

and can be billed only when all parts of the 

procedure are provided in the physician’s office.
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Ultrasounds 
Multiple Gestations

The following CPT codes billed with any of these diagnosis codes 

require the addition of modifier TH:
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CPT 

codes 

Modifier Diagnosis codes

76816 TH 651.03, 651.13, 651.23, 651.83, or 

651.93

76818 TH 651.03, 651.13, 651.23, 651.83, or 

651.93

76819 TH 651.03, 651.13, 651.23, 651.83, or 

651.93

For multiple gestations up to four fetuses medical documentation is 

not required with these diagnosis codes



Ultrasounds 
Multiple Gestations

If more than four fetuses: 
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CPT 

codes 

Modifier Modifier Diagnosis codes

76816 TH 22 651.03, 651.13, 651.23, 

651.83, or 651.93

76818 TH 22 651.03, 651.13, 651.23, 

651.83, or 651.93

76819 TH 22 651.03, 651.13, 651.23, 

651.83, or 651.93

Supporting medical documentation must be attached to the 

claim documenting the number of fetuses



Ultrasounds for Multiple Gestations

 CPT codes 76802, 76810, and 76812 may be billed 

without medical documentation when using any of 

these diagnosis codes (651.03, 651.13, 651.23, 

651.83, or 651.93) for multiple gestations up to four 

fetuses.

 The codes above must be billed with their primary 

CPT codes 76801, 76805, or 76811, respectively.
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Transvaginal Ultrasound
A transvaginal ultrasound is billable in addition to other 

obstetrical ultrasounds if medical necessity is documented 

on the ultrasound report as a separate identifiable 

procedure with findings that are submitted with the claim.

This ultrasound is limited to three per pregnancy with the 

following diagnosis codes:

 632

 634.91

 640.03

 641.03

 641.13

 654.53

 654.63
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Transvaginal Ultrasound

 If more than three transvaginal ultrasounds 

are required, the additional ultrasound(s) 

must be billed with a modifier 22.

 A report must be submitted with the claim 

that documents the medical necessity for 

the additional transvaginal ultrasound(s) 

and the result of the study. 
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Transvaginal Ultrasound

 If the diagnosis code is not included in the 

list on slide 18, the code must be billed with 

a modifier 22 and a report submitted that 

indicates medical necessity and the 

result of the study. 

Transvaginal ultrasounds are not 

reimbursable as a predictor of preterm 

labor.
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Fetal Biophysical Profile

 A fetal biophysical profile (code 76818 or 76819) 

and a non-stress test (code 59025) are not 

reimbursable for the same recipient, same provider, 

on the same date of service.

 Biophysical profiles are limited to two per 

pregnancy.

 If more than two biophysical profiles are required, 

the additional biophysical profiles must be billed 

with a modifier 22.
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Fetal Biophysical Profile

A report must be submitted with the claim 

that documents medical necessity for the 

biophysical profile and the result of each 

component.

Without documentation of all these 

components the claim will be denied.
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Fetal Velocimetry

Procedure code 76820 is reimbursable 

twice per pregnancy for the growth 

restricted fetus.

Procedure code 76821 is reimbursable 

twice per pregnancy to evaluate fetal 

anemia.
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Fetal Echocardiography

 Procedure codes 76825 and 76827 are reimbursable 

once per pregnancy for a fetus with a high-risk diagnosis 

code, including an abnormality of the heart structure or 

rhythm or is in a high-risk group for fetal heart disease. 

 Follow-up or repeat fetal echocardiograms are billed 

using procedure code 76826 or 76828 with a confirmed 

high-risk diagnosis code.

 Each of these procedure codes are limited to two per 

pregnancy.
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Ultrasound Service Limitations

 CPT code 76811 includes a detailed fetal 

anatomic examination. 

 This code is limited to physician provider 

specialties 47 (radiology) and 65 

(maternal/fetal). 

 CPT code 76811 is limited to one procedure 

per pregnancy.
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Ultrasound Codes

Only one of the following ultrasound procedure codes 

is reimbursed on the same date of service for the 

same recipient:

76801

76805

76811

76815

76816

76818,or

76819
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Ultrasound Key Points

 Submit appropriate medical documentation to support a 

diagnosis for a high risk pregnancy.

 Even if the patient has been referred by another provider, 

obtain the necessary medical documentation to support the 

billing claim.
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What is a Modifier?

A modifier is a two-
digit code that is 

used with a 
procedure code to 

more fully describe 
the procedure 

performed so that 
accurate payment 

may be determined.

There are two 
different types of 

modifiers that 
physicians use:

pricing modifiers 

and

local-code
modifiers. 
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Pricing Modifiers 

Pricing modifiers are used with the 

procedures listed in the fee schedule to 

affect the procedure code’s fee or cause a 

claim to pend for review. 

The pricing modifiers are:

22, 24, 25, 26, 50, 51, 52, 54, 55, 56, 59, 

62, 66, 76, 77, 78, 79, 80, and 99, LT/RT, 

QK, QS, and TC.
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Modifier 22: Unusual Services

Modifier 22 is used when a service(s) 

exceeds the usual service as described in 

the CPT.

 Modifier 22 requires claim review by a 

Medicaid medical consultant for appropriate 

pricing.

The provider must submit appropriate

documentation justifying additional 

services.
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Modifier 22: Appropriate Documentation

Examples of medical documentation that support the 

diagnosis listed on the CMS-1500 claim item 21:

 Medical Reports

 Plan of Care

 Consultations

 Test  Results

 Laboratory Results

 Medications

Even if the patient was referred by another health care 

provider, the billing provider should submit along with the 

CMS- 1500 claim the appropriate medical documentation 

to justify additional services.
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Modifier 22: Unusual Services

 Examples include an explanation of increased 

complexity of the service or unexpected 

complications during a service.

 Inadequate documentation can result in:

 A claim denial, 

 A request for more information, or

 No increase in reimbursement or no 

reimbursement
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Professional Component (PC)Fee

 The PC is intended to reimburse the physician for 

the interpretation and report of certain procedures.

 A modifier 26 is appended to the procedure code to 

indicate the professional component.

 For professional services rendered to a recipient in 

the inpatient or outpatient hospital or other facility, 

the provider may only bill for reimbursement of the 

PC.
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Professional Component Fee

 Professional services rendered in the office may be 

billed with the PC only when the provider does not 

provide the technical component.

 The professional component and technical 

component may not be billed separately if the 

same provider performed both the technical and 

professional components. Instead, bill the maximum 

fee.
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Technical Component

The technical component is intended 
to reimburse the physician for the 
equipment, supplies, and technician 
services utilized during a procedure 
or diagnostic test. The modifier TC is 
appended to the procedure code to 
indicate the technical component.
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Technical Component (TC)

 The provider may bill a separate TC for procedures 

that are in the radiology range (70000-79999) .

 For procedures other than those in the radiology 

code range (70000 - 79999), the physician may only 

bill a separate TC if the recipient is eligible for both 

Medicare and Medicaid (Medicare cross-over 

claims).
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Modifier TC : Technical Component

 Use this modifier when the radiological technical 

component is reported separately.

 Procedure codes billable for technical component 

are identified in the “TC” column in the radiology fee 

schedule.

 Do not bill the technical component separately, if 

the same provider performs both the technical and 

professional components. Instead, bill the 

maximum fee.
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Modifier TC : Technical Component

 Certain procedures are a combination of a professional 

component and a technical component.

 Procedure codes reimbursable with a technical component 

are radiology procedure codes (70000-79999) in the 

physician office setting only.

 A separate TC modifier for other procedure codes is only 

reimbursable for Medicare cross-over claims.
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Maximum Fee

The maximum fee is intended to pay the 
physician for performing the complete 
procedure including both the technical and 
professional components.

The maximum fee may be billed only when the 
same provider performs all technical and 
professional components.
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Maximum Fee

The physician may not bill the maximum fee when 
the procedure is performed in the hospital, 
outpatient hospital, emergency department, 
ambulatory surgery center, or other facility to 
which Medicaid reimburses a facility fee.

In order to bill the maximum fee for office 
procedures, the physician must personally 
supervise and be responsible for the operation 
of the practice on a daily basis.
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Modifier 26: Professional Component

 Certain procedures are a combination of a professional 

component and a technical component.  For professional 

services rendered in the hospital, outpatient hospital, 

emergency room, or ambulatory surgery center, the provider 

may bill only the professional component.

 Use this modifier when the professional component is 

reported separately. If all components are rendered by the 

same provider, do not bill the components separately.

 Acceptable procedure codes billable for professional 

component are identified in the “PC” column in the fee 

schedule.
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Handbooks and Resources
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Handbooks that Govern Physician 
Services

1) Provider General Handbook: Describes the Florida Medicaid 
Program.

2) Reimbursement Handbook, CMS-1500: Describes how to 

complete and file claims for reimbursement from Medicaid.

3) Physician Services Coverage and Limitations Handbook: 

Describes service-specific policy information.

The Physician Radiology Services Fee Schedule lists the 

ultrasounds covered for Medicaid recipients.
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Regularly Check for 
Provider Alerts Online 

To subscribe to the automated alert system, from the Fiscal Agent 

Website at: http://mymedicaid-florida.com/

• Go to Public Information for Providers

• Go to the right side corner of the panel, under Quick Links, 

• Click on Florida Medicaid Health Care Alerts Subscription

• Complete the online form.

• A confirmation e-mail will be sent to your mailbox.

• Subscribers must return the confirmation e-mail to complete 

their subscription. 
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Check Online 
Alerts
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Check Online 
Alerts

Example of a Provider Alert


