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1. Introduction to Pain Management

Pain management employs a multidisciplinary strategy for the prevention, diagnosis, treatment, and
rehabilitation of pain-related conditions. Effective pain management is crucial for improving functional
outcomes and emotional well-being, as both acute and chronic pain can severely impact

a patient's quality of life.

1.1 Overview of Pain Management & Modalities

Pain can be categorized into several types:

Acute pain: This type of pain has a sudden onset and is typically associated with injury, surgery,

or illness, usually resolving once healing occurs.

Chronic pain: Lasting longer than 3-6 months, chronic pain persists beyond the expected healing period.
It can result from conditions such as arthritis, neuropathy, fibromyalgia, or cancer.

Neuropathic pain: This pain is caused by nerve damage or dysfunction, as seen in conditions like
diabetic neuropathy.

Nociceptive pain: This type of pain arises from tissue injury or inflammation, examples include sprains
or post-operative pain.

The primary goals of pain management include:
* Alleviating or reducing pain intensity
* Improving physical and emotional functioning
* Enhancing quality of life
* Minimizing treatment side effects
* Addressing underlying causes where possible

Pain treatment often involves multimodal therapy, which combines various approaches:

* Pharmacological therapy: This includes NSAIDs, acetaminophen, opioids (used cautiously),
antidepressants (e.g., amitriptyline), and anticonvulsants (e.g., gabapentin).

* Interventional procedures: Examples are nerve blocks, epidural injections, radiofrequency ablation,
and spinal cord stimulators.

* Physical therapy and rehabilitation

* Behavioral therapy and psychological support: Cognitive Behavioral Therapy (CBT) is one
such example.

* Complementary therapies: Acupuncture, massage, and biofeedback fall into this category.

« Surgical interventions: These are considered when conservative treatments have failed.

1.2 Pain Management Team & Multidisciplinary Roles

A comprehensive pain management team may consist of a variety of specialists:
Physicians (pain specialists, anesthesiologists, neurologists)

Nurses and nurse practitioners

Physical therapists

Psychologists

Pharmacists

Social workers

Special considerations in pain management include:

The risk of opioid misuse and addiction.

The importance of individualized treatment plans.

Cultural and psychosocial influences on pain perception.

The use of pain assessment tools such as the Numeric Rating Scale, FLACC, and
McGill Pain Questionnaire.

2. Updated CPT Codes for Pain Management (2025)

The following CPT codes are organized by procedure type to assist with coding and billing for
interventional pain management, medication therapy, and behavioral treatment modalities.



2.1. Office & E/M Services

Code Description ‘
N )

99202-99215 | Office or other outpatient E/M services V- < V)
99221-99239 | Inpatient E/M and discharge codes /)Q)ﬂﬁf , ‘ﬂzﬁ
44 i - .
, T8

Telephone E/M services (non-face-to-face)
Medicare does not currently reimburse these
99441-99443 | (e post-COVID waiver unless specified by
MAC.

Remote physiologic monitoring treatment

99457-99458 management

Care management for behavioral health

99484 conditions

2.2. Medication Management & Injections

Code Description \

Joint or bursa injections (e.g.,

20600-20611 shoulder, knee)

Therapeutic or prophylactic injection,

96372 subcutaneous or intramuscular

Chemotherapy administration,

96401-96402 subcutaneous/intramuscular

J-codes (e.g., Drugs like triamcinolone (J3301),
J3301) dexamethasone, etc.

2.3. Trigger Point Injections

Code Description

Injection(s), single or multiple trigger
20552 point(s), 1 or 2 muscles

Injection(s), single or multiple trigger
AR point(s), >3 muscles

2.4. Nerve Blocks & Peripheral Nerve Injections

Code Description |

Peripheral nerve block injections (e.g., occipital,

6440064450 sciatic, femoral)

Injection(s), anesthetic agent(s) and/or steroid;
64454 genicular nerve branches, including imaging
guidance, when performed

Injection(s), anesthetic agent(s) and/or steroid;
64455 plantar common digital nerve(s) (e.g., Morton's
neuroma)




2.5. Epidural and Spinal Injections

Code Injection Site Imaging Notes
Guidance
62320 Cervical or thoracic X No Epidural or subarachnoid, non-
imaging
62321 Lumbar or sacral X No —
62322 Cervical or thoracic Yes (fluoro | Imaging included
or CT)
62323 Lumbar or sacral Yes (fluoro | Imaging included
or CT)
62324-23 | For continuous infusion via Yes Used for infusion setup;
27 catheter (injection, not bolus) imaging bundled in 62324/25

2.6. Facet Joint Injections & Nerve Ablation

Code Description

64490 Injection(s), diagnostic or therapeutic agent, paravertebral facet joint or medial branch
nerves (cervical/thoracic), single level

64491 Injection(s), each additional level (cervical/thoracic)

64492 Injection(s), third and any additional level(s) (cervical/thoracic)

64493 Injection(s), diagnostic or therapeutic agent, paravertebral facet joint or medial branch
nerves (lumbar/sacral), single level

64494 Injection(s), each additional level (lumbar/sacral)

64495 Injection(s), third and any additional level(s) (lumbar/sacral)

64633 Destruction by neurolytic agent, paravertebral facet joint nerve (medial branch),
cervical/thoracic, single level

64634 Destruction by neurolytic agent, each additional level (cervical/thoracic)

64635 Destruction by neurolytic agent, paravertebral facet joint nerve (medial branch),
lumbar/sacral, single level

64636 Destruction by neurolytic agent, each additional level (lumbar/sacral)

64640 Destruction by neurolytic agent; other peripheral nerve or branch

64625 Radiofrequency ablation, nerves innervating the sacroiliac joint, with image guidance




2.7. Implantable Devices & Neurostimulation

Code Description

63650

Percutaneous Implantation of
Neurostimulator Electrodes

63685

Implantation of spinal cord
stimulator pulse generator

!

gy s

Revision/removal of implanted
L neurostimulator components

8 B
a@ 3
-
5
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RO
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64561

implantation

Sacral nerve neurostimulator

2.8. Intrathecal or Epidural Drug Delivery Systems

Code Description

Epidural/Subarachnoid Injections with/without

Ay Imaging (NonNeurolytic)
62370 Electronicanalysis of implanted infusion pump
96523 Irrigation of implanted venous access device for

drug delivery systems

J3490, J2274, J3010

Unclassified or specific drugs for pump infusion
.(check payer policy)

2.9. Behavioral Pain Therapy & Psych Interventions _— 1‘ -
Code Description

96156 Health behavior assessment or re-assessment (e.g., health-focused clinical
interview, behavioral observations)

96158-6159 Health behavior intervention, individual, face-to-face, initial 30 minutes
(96158), each additional 15 minutes (96159)

96164-6165 Health behavior intervention, group (96164 initial 30 mins, 96165 each
additional 15 mins)

96167-6168 Health behavior intervention, family (96167 with patient, 96168 without
patient)

90832 Psychotherapy, 30 minutes with patient

90834 Psychotherapy, 45 minutes with patient

90837 Psychotherapy, 60 minutes with patient

90833/90836/90838 | Psychotherapy add-on codes when performed with E/M service (30/45/60
minutes respectively)

90839 Psychotherapy for crisis; first 60 minutes

90840 Psychotherapy for crisis; each additional 30 minutes (add-on to 90839)




3. Common ICD-10 Codes for Pain Management

When billing for pain management, always link ICD-10-CM pain diagnoses, such as M54.5 for low
back pain or G89.29 for other chronic pain. Additionally, use imaging guidance add-on codes where
applicable, for example, +77002 for fluoroscopy or +76942 for ultrasound. Always confirm payer policy
on bundling and modifier usage, such as modifier 59 for separate services. For psychotherapy and
remote monitoring, use time-based coding when appropriate.

Here are the most common ICD-10-CM diagnosis codes used to support medical necessity for pain
management procedures (e.g., CPT 62320-2327, 64400—4530, 01996, etc.) under Medicare and
Medicaid in 2025:

ICD-10-CM Code Description Common Use
. Lumbar epidural steroid injections

M54.5 Low back pain (ESls), nerve blocks
M54.16 Radiculopathy, lumbar | g5 herve root blocks

region
M54.17 ;Reagciitl)c;]ulopathy, Bliosacra Lumbartransforaminal injections
M54.12 Rac.ilculopathy, cervical Cervical epidurals, nerve blocks

region
G89.21 Chronic pain due to trauma| Chronic pain possurgery/injury
G89.29 Other chronic pain FC)S:izeral neuropathic or regional

. . Interventional or longerm

G89.4 Chronic pairsyndrome management

Neuralgia and neuritis, Nerve blocks, postherpetic
M79.2 " :

unspecified neuralgia

. Trigger point injections, muscle

Ak Ul related pain

Other Cervical disc
M50.30 degeneration, unspecified | Cervical transforaminal ESIS

level

Other intervertebral disc Lumbosacral ESls or nerve root
M51.36 . .

degeneration, lumbar region blocks

: e General use (use only if no better

R52 Pain, unspecified diagnosis)

Migraine, not intractable, .
G43.909 without statusnigrainosus Occipital nerve blocks
M79.10 Myalgia, unspecified site Soft tissue pain treatments
M25.561 Pain in right knee Geniculargnerele e Rl

articular injection
e Genicular nerve block, intra

M25.562 Pain in left knee articular injection




3.1. Guidelines for ICD-10-CM Pairing

Requirement Compliance Notes

Specificity Use laterality and site-specific ICD-10-CM codes where available.
For example: M54.16 = radiculopathy, lumbar region; M54.12 =
radiculopathy, cervical.

Chronic vs Acute Use G89.21 (chronic pain due to trauma) or G89.29 (other
chronic pain) to show chronicity—specially for long-term
management such as intrathecal pumps or CPT 01996

Underlying Most payers (including Medicare) require the underlying diagnosis

Cause (e.g., M51.36 —lumbar disc degeneration) in addition to the pain code
(e.g., G89.29).

Unspecified codes Avoid codes like R52 (Pain, unspecified) unless no specific cause is

(e.g. R52) documented. These are least favored and often denied without

supporting notes.

Pairing with Procedures like lumbar ESI (62322), nerve blocks, and
procedure neurostimulator trials must be linked with ICD-10-CM codes that
meet LCD/NCD medical necessity criteria.

Expert Tip by 24/7 MBS

Precise ICD-10 coding is the cornerstone of successful pain management billing. Leveraging specific
codes not only ensures compliance but also expedites claims processing. Our team stays updated on the
latest ICD-10 changes to minimize denials related to diagnostic inaccuracies.

4. Medicare/Medicaid LCD/LCA Guidance (2025)

Medicare Part B covers many essential pain management CPT/HCPCS codes. However, for most
procedures, coverage is determined not by national policy but by Local Coverage Determinations
(LCDs) and their associated Billing & Coding Articles (LCAs) issued by each Medicare
Administrative Contractor (MAC). Some MACSs, such as Novitas, Noridian, NGS, and Palmetto, have
specific LCDs that list approved ICD-10 codes for pain management procedures.

For instance, Lumbar ESI (CPT 62323) is often only covered when paired with M51.36 (disc
degeneration) or M54.16 (radiculopathy). Many MACs do not cover it for M54.5 (non-specific back
pain) alone. Always verify ICD-10 code applicability via MAC-specific LCD/LCA tools.

4.1. Chronic Pain Management Bundle: New HCPCS Codes

Since January 1, 2023, CMS has authorized a monthly Chronic Pain Management (CPM) service
bundle, billed using:

G3002: CPM, first calendar month
G3003: CPM, each additional calendar month

These codes cover services like pain assessment, medication review, care coordination, and treatment
planning for chronic pain (lasting >3 months). They can be billed in addition to CCM, BHI, RPM, and E/M
services in the same month.

4.2. Covered Interventional Procedures

For procedures such as epidural steroid injections, nerve blocks, facet joint injections, and
radiofrequency ablation, Medicare generally does not have National Coverage Determinations
(NCDs). Instead, coverage is established through local LCDs/LCAs, which outline the diagnoses,
frequency limits, documentation, and modifiers considered "reasonable and necessary" within that
MAC's region.



Examples:

Epidural steroid injections (CPT 62321, 62323, 64479-64480, 64483-64484): Typically limited to
a maximum of 4 sessions per anatomic region (e.g., cervical vs. lumbar) within a rolling 12-month
period. Diagnostic-postoperative exceptions (e.g., ICD-10 G89.12, G89.18) may bypass some
restrictions.

Facet joint/medial branch blocks (64490-64495) and RFA (64633-64636): LCDs specify
covered levels and anesthesia use, usually limiting frequency and the number of levels per
calendar period.

Sacroiliac joint denervation (64625): Covered under local policies; requires adherence to
documentation and guidance in local MAC LCDs.

Genicular nerve block/RFA 64454, 64624, 64999, T-codes (e.g., C9752, C9753), No national
policy (NCD). Some LCDs do cover (e.g., CGS, Novitas). Otherwise, use commercial payer
guidelines or fallback medical policy.

4.3. Anesthesia-related and Catheter Infusion Services

CPT 01996 (daily hospital management of epidural or subarachnoid continuous drug
administration): This code is only reportable starting the day after catheter insertion, at one
unit per day, and not on the insertion day itself. If catheter placement occurs during anesthesia for
surgery, the peripheral or epidural injection is usually bundled into the global surgery package;
modifier 59 or XU may be required if separately billable.

Summary Table of Medicare Coverage:

Covered by Common

Coverage Basis

Medicare? Limitations/Guidelines
National CPM Monthly bundle for chronic
G3002, G3003 Yes, Part B policy pain (>3 months)
i <4 injections/region/year;
0232162323, 64479 Yes, via LCDs Local LCD/LCA | unilateral vs bilateral rules;
64484
supported ICB10 codes
64490-64495, 64633 Yes, via LCDs Local LCD/LCA Lgve! limits, anesthesia
-64636 criteria, frequency caps
64625 Yes, viaLCDs Local LCD/LCA | Documentation of Sl joint
pain; image guidance
No NCD; LCD Covered by some MACs
GNB/RFA 64454, y )
64624, 64999, cryo-T- Local/LCA or LCD or ' (e.g., NGS, CGS) under ITCDs,
codes reference_ or . Commercial others rely on commercial
commercial policies coverage policies. No NCD.
Billed only subsequent to
1996 Yes, Part A/B NOCHSI Rule / catheter placement; see
policy modifier rules

Next Steps for Billing Compliance:
1)ldentify your MAC jurisdiction (e.g., Novitas, CGS, Palmetto).

2)Review the relevant LCD and LCA documents for pain management and injections in that
region.

3)Ensure your documentation supports: diagnoses covered under the LCD, reasonable frequency
limits, and use of modifiers (e.g., 59/XU, 50 for bilateral procedures).

a) where appropriate for chronic pain cases (>3 months), ensuring proper service components are
documented.

4)Know global surgery bundling rules and catheter billing rules, especially for anesthesia and
postoperative pain management.

5)Monitor updates to LCDs or local policies, as MACs periodically revise coverage rules.



How 24/7 Medical Billing Services Can Help You

Navigating Medicare's intricate LCDs and LCAs can be time-consuming and prone to errors. 24/7 MBS
specializes in monitoring these regional policies, ensuring your claims are always compliant with specific
MAC requirements, thereby maximizing your Medicare reimbursement.

5. Medicaid Coverage Overview (General Guidance)

Medicaid coverage for common pain management procedures, including CPT and HCPCS codes, varies
significantly by state. It is essential to confirm local rules.

5.1. Chronic Pain Management Bundle

HCPCS G3002 (initial 30-minute monthly chronic pain bundle) and G3003 (additional 15-minute
increments) are defined by CMS and covered by Medicare. However, Medicaid coverage for these codes
may vary by state; some commercial payers cover them, but state Medicaid programs may or may not
adopt these codes. Always confirm with your state plan or Medicaid provider manual.

5.2. Interventional Pain Procedures

Medicaid typically sets prior authorization (PA) requirements, frequency limits, and
imaging/guidance rules per state.

5.3. Trigger Point Injections (CPT 20552-20553)

Some states, like Indiana Medicaid via CareSource, reimburse up to 8 dates of service per calendar
year, regardless of the number of sites injected. There is generally no separate reimbursement for
ultrasound guidance. Prior authorization may be required for out-of-network providers.

5.4. Facet Joint Blocks (64490-64495) and RFA (64633-64636)

For example, Indiana Medicaid limits these to up to 5 sessions per year per spinal region
(cervicall/thoracic separate from lumbar). Imaging guidance (fluoroscopy or CT) is required, but
ultrasound is not covered. Prior authorization is also required. Alabama Medicaid, starting May 1, 2024,
requires PA for these codes and sets state-specific limits.

5.5 Epidural Steroid Injections (62320-62323, 64479-64484)

In Indiana Medicaid, a maximum of 6 epidural sessions are allowed per rolling 12-month period,
with only one injection per session, no modifiers for bilateral procedures, imaging guidance included, and
PA required.

Other state Medicaid plans (e.g., via Molina) often follow CMS guidance: < sessions per spinal region
per 12 months, < levels per visit, imaging guidance included, and modifiers per CMS rules (e.g., -50 for
bilateral, -KX for DSNRB).

5.6 Implantable Pumps / Spinal Cord Stimulators (63650, 62350, etc.)

Some Medicaid plans (e.g., Indiana via CareSource) cover neurostimulator trial/implant codes (63650,
63655, 62350-62370) with medical necessity and ICD-10 specification criteria; prior authorization is
required.

5.7 Epidural/Peripheral Nerve Blocks & Anesthesia Codes (62320-62327; 01996; 64400-
64530)

Medicaid NCCI policy permits anesthesia providers to report separate pain-management blocks (e.g.,
CPT 623XX, 644XX, 01996) under strict criteria: general anesthesia must be used, and the block must

not be part of intraoperative anesthesia. This requires modifiers (59 or XU). Postoperative 01996 is only
billable on days following catheter insertion.



Procedure Type / Code
Range

Common Medicaid Rules (Generalized, Check State Specifics)

G3002 / G3003 (Chronic Pain
Management Bundle)

Coverage varies by state; some states (e.g., CA, WA) adopt CMS
2023/2024 models. Prior authorization (PA) often required. Check
Medicaid physician fee schedule or manual.

20552-0553 (Trigger Point
Injections)

Typically limited to < DOS/year/patient. Ultrasound not
reimbursed in most states. PA may be required, especially for >3

64490-4495, 64633—-4636
(Facet/Medial Branch)

Commonly limited to < sessions/year/region. Image guidance
required (fluoroscopy or CT). PA usually required. Some states

62320-2323, 64479-4484
(Epidural Steroid Inj.)

PA required in most Medicaid plans. Common limit: <—
sessions/year/region, < levels/visit, no or limited bilateral
modifier usage. Imaging bundled or separately reported.

63650, 62350-2370
(Implantable Devices)

Covered with PA + ICD-10-CM documentation of medically
necessary indication (e.qg., failed back surgery, CRPS). Policies vary
by state.

62320-2327, 64400-4530,
01996 (Infusions/Blocks)

Anesthesia billing allowed if supported and documented. Modifier
usage must follow state-specific NCCl-like rules. CPT 01996
billable only after catheter placement days.

Next Steps for Medicaid Billing:

1. Identify your state Medicaid plan or Managed Care Organization (MCO)—.g., Indiana
Medicaid via CareSource, Alabama Medicaid, etc..

2. Refer to the state Medicaid Provider Manual or medical policy sections related to pain
management services for exact rules.

3. Look up PA requirements, coverage limits, and accepted ICD-10-C codes for each CPT code

family.

4. Document properly: pain history, trial blocks, functional response (e.g., >0% relief), diagnostic

rationale.

5. Use required modifiers if anesthesia or bilateral procedures apply (state-specific rules).

6. 2025 NCCI (National Correct Coding Initiative) Rules

Specific 2025 NCCI (National Correct Coding Initiative) procedure-to-procedure (PTP) edits and
anesthesia rules apply to pain management CPT codes.

6.1. NCCI PTP Edits: Bundling & Mutually Exclusive Rules

NCCI PTP edits group services to prevent billing component codes separately from a more
comprehensive ("Column I") code. Some pairs allow modifiers (e.g., 59, XE, XU), while others do not.
The 2025 quarterly update (Version 31.0) includes new pain-related code pair edits, effective January

1, 2025.




Common Examples:

Facet blocks (64490-64495) should not be billed with codes that describe procedural guidance
already bundled.

Epidural injections (62321-62327, 64479-64484) may be bundled with or without imaging
guidance codes, depending on documentation and payer rules.

Common Mistake to Avoid

A frequent error is billing bundled services separately without appropriate modifiers. Forgetting to apply
Modifier 59 or XU when allowed by NCCI rules can lead to immediate denials and compliance issues.
Always double-check NCCI edits.

6.2. Anesthesia + Pain Procedure Billing Rules

Per the 2025 CMS NCCI Coding Policy Manual, CMS enforces strict rules on billing anesthesia and pain
interventions together:

1. If anesthesia is administered by the same physician performing the procedure: CPT codes
62320-62327 (epidural/subarachnoid injections) and 64400-64530 (nerve blocks) should not be
reported separately for surgical or diagnostic anesthesia. Component services like local anesthetic
administration are included and cannot be unbundled.

2. When an anesthesia practitioner (CRNA or anesthesiologist) performs the block for
postoperative pain management, separate billing may be allowed, only if:

o General anesthesia was used, and
o The block's adequacy was independent of operative anesthesia.

o Inthis case, the block codes may be submitted with modifier 59 or XU to signify separate
services.

3. CPT 01996 (daily epidural/subarachnoid infusion management):
o Not reportable on the day the catheter is inserted.

o Billable only on subsequent days, using one unit per day, when the catheter remains in
place.

6.3. Editable Combinations and Modifier Guidance

Code Pair Scenario Bundled / Prohibited? 0ot
Epidural injection + anesthesia by same Prohibited No modifiers
physician

Peripheral nerve block + surgical Prohibited Not allowed
anesthesia by same physician

Epidural/nerve block by anesthesia '

practitioner-postop with general AT il e e IO Use 59 orXU

. intraoperative anesthesia
anesthesia

Catheter infusion (01996) on catheter
insertion day

Additional days managing catheter-post
insertion

Not billable

Allowed, one unit per day

4. Additional Notes

¢ Medically Unlikely Edits (MUEs) apply to many of these codes—MS limits the units of service
billable per provider/date without strong documentation.

* Radiology guidance codes (e.g., 77003 for fluoroscopy, 76942 for ultrasound) are frequently
considered integral to procedures like epidurals or facet blocks and should not be billed
separately unless specifically excluded by the NCCI tables.

e Mutually exclusive code pairs should not be billed together even with modifiers.



7. 2025 Compliance Overview: What Applies

7.1. CMS 2025 NCCI Policy Manual

The CMS 2025 NCCI Policy Manual (effective January 1, 2025, posted February 28, 2025) provides
essential compliance rules for anesthesia and pain procedures. Chapter 2 (Anesthesia Services) and
Chapter 4 (Global Surgery Rules) contain influential policies governing pain management compliance.

7.2. Medicaid-Specific Manual (2025)

Medicaid also published its own NCCI Coding Policy Manual (effective January 1, 2025), mirroring many
Medicare rules for anesthesia and post-op pain management via CPT codes 62320-62327, 64400-
64489, and drug administration codes 96360-96379.

7.3 Key Regulatory / Compliance Rules for Pain Codes

A. Global Surgery & Post-Op Pain Management Rules Postoperative pain is generally considered part
of the global surgical package. Coding pain procedures separately must meet strict exceptions.

Anesthesiologists may bill separately if general anesthesia was provided AND the surgeon
requests assistance for severe postoperative pain beyond the surgeon's capability. CPT 62320-
62327 or 64400-64530 may be billed, with 59/XU modifiers to indicate separate service.

However, if the same physician both operates and provides the block or infusion, it is bundled and
not separately billable.

B. Catheter Infusion (01996) Rules CPT 01996 (daily epidural/subarachnoid infusion management):
Not billable on catheter insertion day.
Billable once per day, on all subsequent days while the catheter remains in place.

C. Peripheral Nerve Blocks & Anesthesia CPT 64400-64530 may be billed if performed separately for
postoperative pain management under general anesthesia, but only if not part of intraoperative
anesthesia. Use 59 or XU modifiers if billed the same day as anesthesia (OXXXX) by an anesthesia
practitioner.

D. Monitored Anesthesia Care / Sedation Exclusions Services like conscious sedation (CPT 99151-
99153) and ventilation/respiratory care (e.g., 94660-94662, 94002-94004) are bundled with anesthesia if
performed intraoperatively. They can only be billed separately (with 59/XU) if performed later, after
transfer of care, and medically necessary.

Compliance Snapshot Table

Requirement Details

Blocks + post-op pain usually included for
surgeon/provider; separate billing only if
anesthesia practitioner requested for medically
necessary assistance

Global surgery package codes

Separate billing allowed only if under general
6232062327, 64400-64530 anesthesia and surgery anesthesia independent of
block

Required to indicate separate service when same
dateas anesthesia (OXXXX)

Modifier 59/XU

CPT 01996 Not billable on insertion day; 1 unit/day afterwards

Bundled if intraoperative; separate only if after

Sedation/ventilation :
transfer of care and medically necessary

Not distinct ifperformed by operating surgeon;
may be billed by non op-provider in non-facility
setting with justification

Drug administration codes
(96360-96379)




How 24/7 MBS Can Help You

Staying abreast of NCCI edits and global surgery rules is a full-time job. 24/7 MBS provides expert
coding and billing services that automatically incorporate these complex rules, reducing your
administrative burden and ensuring you remain compliant, avoiding costly penalties.

8. Best Practices to Avoid Denials and Stay Compliant in 2025

For billing compliance in 2025:

1. Review NCCI PTP tables (Version 31.0) for your specific code combinations (e.g.,
62323+01996 pairing, facet block sets).

2. Use modifiers 59 or XU only when documentation clearly supports a separate service by an
anesthesia provider for postoperative pain management.

3. Avoid billing anesthesia + procedural pain codes on the same date by the same provider
unless the anesthesia use meets Medicare's allowed exceptions.

4. Track catheter infusion dates carefully—nsure CPT 01996 is only reported on days after
placement.

5. Watch MUE limits—o not exceed units per provider without documented justification.
For regulatory and compliance rules:

1. Thorough documentation: Include clear notation of the surgeon's request for anesthesia
assistance and medical necessity justification for pain block beyond the surgeon's scope.

2. Use modifiers appropriately (59 or XU) and document justification.

3. Avoid duplicate billing: Do not bill anesthesia + block if the same physician provided both
services.

4. Track catheter start dates carefully to bill CPT 01996 only on subsequent days.
5. Use NCCI PTP bundles and MUE tables to verify whether paired codes are allowed.

9. Optimize Your Pain Management Billing with Proven Experts

The landscape of pain management billing and coding is continuously evolving, with 2025 bringing new
CPT codes, refined ICD-10 guidelines, and updated Medicare and Medicaid policies. Navigating these
complexities while maintaining compliance and optimizing reimbursement can be a significant
challenge for even the most experienced providers and billing teams.

Entrusting your pain management billing to a specialized partner like 24/7 Medical Billing Services
ensures that your practice adheres to the latest regulations, minimizes claim denials, and achieves
maximum reimbursement. Our expertise in current CPT/ICD-10 codes, NCCI edits, LCD/LCA
guidelines, and state-specific Medicaid rules positions us as the ideal partner to streamline your billing
operations.

Don't let coding complexities impact your revenue or compliance. Partner with 24/7 MBS to optimize
your pain management billing.




Ready to streamline your pain management billing and maximize your revenue?
Contact 24/7 Medical Billing Services today to schedule a FREE pain billing audit!
* Minimize claim denials
* Speed up your reimbursements
* Ensure complete coding accuracy

* Improve your financial performance

Let us demonstrate how our expertise can reduce denials, accelerate payments, and enhance
your practice's financial health.

Start optimizing your pain management billing now.

Get Your FREE Pain Billing Audit
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Sales : sqIes@247medicalbillingservicés.com

Get in Touch

Q. +1888-502-0537

Support : info@247medicalbillingservices.com
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9 Georgia:
3001 Greenfield Drive, Marietta GA, 30068

Texas:
2028 E Ben White Blvd, #240-1030 Austin TX,
78741

Disclaimer: CPT®is aregistered trademark of the American Medical Association (AMA).ICD-10-CMis
published by the World Health Organization (WHO). This guide is for educational and informational
purposes only and does not constitute legal, medical, or billing advice. 247 Medical Billing Services
does not claim ownership of these code sets and encourages providers to refer to official payer and
AMA/WHO resources for definitive coding guidelines. Given the dynamic nature of healthcare
regulations, readers should always consult with qualified professionals and official updated
resources for specific guidance and compliance.
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