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Purpose: 

The purpose of this policy is to clarify guidelines of modifier usage when billing Central 

California Alliance for Health (the Alliance). The Modifier Grid is to be utilized as a 

resource to provide guidance on the use of modifiers related to billing and reimbursement. 

The attached is not an all-inclusive list, but it does include more common modifiers, their 

usage and reimbursement information. 

 

Policy: 

The Alliance will consider reimbursement for a procedure code/modifier combination only 

when the modifier has been used appropriately
i
,
iiiii

. Note that any procedure code reported 

with an appropriate modifier may also be subject to other reimbursement policies
iv

.  

  

Definitions: 

Modifier: A modifier provides a physician with the means to indicate that a 

service/procedure is altered by some specific circumstance, but not changed in its definition 

or code. By modifying the meaning of a service, modifiers may be used in some instances 

when additional information is needed for proper payment of claims. Valid modifiers and 

their descriptions can be found in the most current Procedural Terminology (CPT)
v
 and 

Health Care Common Procedure Coding System (HCPCS)
vi

 coding books. 

 

By Report: A descriptive report of the procedure, drug, Durable Medical Equipment (DME) 

or other item submitted when the provider uses any code that is payable “By Report.”  “By 

Report” claim submissions do not always require a claim attachment. For some procedures, 

entering information in the Reserved for Local Use or Remarks fields of the claim, depending 

on type of claim form used, may be sufficient. 

 

Procedures: 

The attached Modifier Grid is a reference guide that provides information regarding 

modifiers
vii

 related to Alliance reimbursement policies. It is not an all-inclusive list of every 

modifier; it is an overview of the more common modifiers and their intended usage. 

 

References: 

Alliance Policies:  

600-1015 – National Correct Coding Initiative 

600-1018 - Modifier Placement 

600-1019 - Modifier 99 (Multiple Modifiers - Not recognized) 

Impacted Departments:  

Regulatory:  
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Legislative:  

Contractual: 

MMCD Policy Letter: 

NCQA:  

Supersedes:  

Other References:  

American Medical Association, Coding with Modifiers.  

Healthcare Common Procedure Coding System,Center for Medicare and Medicaid 

Services (CMS) 

National Correct Coding Initiative. 

Current Procedural Terminology (CPT), Medi-Cal Manual. Modifiers: Approved List 

(modif). 

 

Attachments: 

Attachment A: Modifier Grid 

 

 

Revision History: 

Reviewed Date Revised Date Changes Made By Approved By 

01/21/2015 01/22/2015 Susan Tarangioli, 

Claims 

Administrative 

Assistant 

Frank Souza, Claims Director 

08/27/2015 08/27/2015 Susan Tarangioli, 

Administrative 

Assistant 

Frank Souza, Claims Director 

08/01/2016 08/08/2016 Susan Tarangioli, 

Administrative 

Assistant 

Frank Souza, Claims Director 

07/20/2017 07/26/2017 Susan Tarangioli, 

Administrative 

Assistant 

Frank Souza, Claims Director 

 

Lines of Business This Policy Applies To  LOB Effective Dates 

Medi-Cal  (01/01/1996 – present) 

 Alliance Care IHSS  (07/01/2005 – present) 

 Medi-Cal Access Program (MCAP) (02/01/2009 – present) 
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i Policy 600-1015 – National Correct Coding Initiative 
ii Policy 600-1018 - Modifier Placement 
iii National Correct Coding Initiative. 
iv Policy 600-1019 - Modifier 99 (Multiple Modifiers - Not recognized) 
v Current Procedural Terminology (CPT) 
vi Healthcare Common Procedure Coding System, 
vii American Medical Association, Coding with Modifiers.  

, Healthcare Common Procedure Coding System,Center for Medicare and Medicaid Services (CMS). National Correct Coding Initiative. 
Current Procedural Terminology (CPT), Medi-Cal Manual. Modifiers: Approved List (modif). 
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22 Increased 

procedural services 

When work required to provide 

a service is substantially greater 

than typically required, identify 

by adding modifier 22 to the 

procedure code. 

  

 

Note: This modifier should not 

be appended to an E&M service. 

Modifier will add 10% 

increase to standard 

payment when billed 

with non-anesthesia 

codes 

 

When billed with 

anesthesia codes, 

modifier 22 will add one 

unit of value when 

documentation supports 

additional work. 

Justification required with the 

claim. 

  

Documentation must support 

substantial additional work or reason 

for additional work (i.e., increased 

intensity, time, technical difficulty of 

procedure, and severity of patient’s 

condition, physical and mental effort 

required). 

 

 

24 Unrelated Evaluation 

and Management 

Service by the Same 

Physician or Other 

Qualified Health 

Care Professional 

During a 

Postoperative Period 

When the surgical procedure is 

a minor/major surgery with a 

global period of 10/90 days and 

the E&M service is unrelated to 

the surgical procedure. 

Postoperative E&M services 

related to the recovery of the 

surgical procedure during the 

postoperative period are 

included in the global surgical 

package and must not be 

submitted with modifier 24. 

100% of fee schedule 

allowable for procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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25 Significant, 

separately 

Identifiable 

Evaluation and 

Management Service 

by the Same 

Physician or Other 

Qualified Health 

Care Professional on 

the Same Day of the 

Procedure or Other 

Service. 

A complaint, symptom, 

condition, problem or 

circumstance, whether related 

or not, to the primary procedure 

or other service provided that 

may require the need to 

perform an independent E&M 

service. 

100% of fee schedule 

allowable for procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

26 Professional 

Component 

Some procedures are a 

combination of a physician or 

other qualified health care 

professional component and a 

technical component. When the 

physician or other qualified 

health care professional 

component is reported 

separately, identify the service 

by adding modifier 26 to the 

procedure. 

Specified percentage 

split of fee schedule 

allowable for procedure 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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27 

 

 

Multiple Outpatient 

Hospital E&M 

Encounters on the 

Same Date 

 

 

 

Not used for billing Professional 

claims 

  

33 Preventive service Claims billed using modifier 33 

are not subject to specific ICD-

10-CM inclusion and/or 

exclusion criteria. Use of 

modifier 33 indicates the service 

was provided in accordance with 

a U.S. Preventive Services Task 

Force A or B recommendation. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

47 Anesthesia by 

surgeon 

Regional or general anesthesia 

provided by the surgeon may be 

reported by adding modifier 47 

to the code. (This does not 

include local anesthesia.) Do 

not use as a modifier for 

anesthesia codes. 

100% of fee schedule 

allowable for procedure  

 

 

Bill using the five-digit CPT-4 surgery 

code with modifier 47.  

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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50 Bilateral Procedure Bilateral services are 

procedures performed on both 

sides of the body during the 

same operative session by the 

same physician or other 

qualified health care 

professional.  

Rate based on procedure 

performed – typically 

50%/100%/150%/200% 

When billing for bilateral eligible 

services, bill procedure code on two 

claim lines, with modifier AG (for the 

primary surgeon) on one line and 

modifier 50 on the other, with “1” unit 

for each line.  

 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

51 Multiple Procedures Multiple procedures are two or 

more surgical procedures 

performed during the same 

operative session by the same 

physician or other qualified 

health care professional. 

Modifier 51 is used to identify 

secondary, additional or lesser 

procedures and not used with 

primary surgical procedures. 

50% of fee schedule 

allowable for procedure. 

 

Exception: Modifier 51 

exempt procedures will 

be reimbursed at 100% 

of the fee allowable for 

procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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52 Reduced Services 

 

 

 

Under certain circumstances, a 

service or procedure is partially 

reduced or eliminated at the 

discretion of the physician or 

other qualified health care 

professional.  

50% of fee schedule 

allowable for 58565, 

A4264. 

 

61% of fee schedule 

allowable for S0199. 

 

75% of fee schedule 

allowable for all other 

procedures. 

 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier.  

 Modifier 52 is allowed when used 

as a pricing modifier billed in the 

primary modifier position of the 

primary procedure. 

 If modifier 52 is used when billing 

a subsequent procedure, it must 

be billed in addition to modifier 

51. 

 

53 Discontinued 

Procedure 

 

 

Due to extenuating 

circumstances or those that 

threaten the well-being of the 

patient, the physician may 

terminate a surgical or 

diagnostic procedure 

subsequent to a patient’s 

surgical preparation.  

 

Primary modifier position 

of primary procedure 

reimburses at 50% of 

fee schedule allowable 

for procedure. 

 

When billed in addition 

to modifier 51 as a 

subsequent procedure, 

reimbursement is at 

50% of the modifier 51 

rate. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier.  

Ambulatory surgery centers/outpatient 

hospitals must not use modifier 53. 

Please refer to modifier 73 and 74. 

 Modifier 53 is allowed when used 

as a pricing modifier billed in the 

primary modifier position of the 

primary procedure. 

 If modifier 53 is used when billing 

a subsequent procedure, it must 

be billed in addition to modifier 

51. 

 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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54 Surgical Care Only 

 

 

When 1 physician or other 

qualified health care 

professional performs a surgical 

procedure and another provides 

preoperative and/or 

postoperative management.   

 

 

Pricing based on 

intraoperative portion of 

procedure – pricing split 

percentage found in 

Medicare pricing table. 

 

Primary modifier position 

of primary procedure 

reimburses at 50% of 

fee schedule allowable 

for procedure. 

 

When billed in addition 

to modifier 51 as a 

subsequent procedure, 

reimbursement is at 

50% of the modifier 51 

rate. 

 

 Modifier 54 is allowed when used as 

a pricing modifier billed in the 

primary modifier position of the 

primary procedure. 

 

●   If modifier 54 is used when billing a 

subsequent procedure, it must be 

billed in addition to modifier 51. 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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55 Postoperative 

Management Only 

 

 

When 1 physician or other 

qualified health care 

professional performed the 

postoperative management and 

another performed the surgical 

procedure, modifier 55 is used 

to indicate that payment for the 

postoperative, post-discharge 

care is split between two or 

more physicians where the 

physicians agree on the transfer 

of postoperative care.  

 

Exception: When both 

physicians are members of the 

same group. 

 

Pricing based on 

postoperative portion of 

procedure – pricing split 

percentage found in 

Medicare pricing table. 

 

 

 

 

 

 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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57 Decision for Surgery 

 

 

An evaluation and management 

service that results in the initial 

decision to perform surgery.  

 

Modifier -57 should be used 

only in cases when the decision 

for surgery was made during 

the pre-op. period, the day 

before or the day of a major 

surgical procedure (those with 

90 days of follow-up).  

 

Modifier 57 should not be used 

with E&M visits furnished during 

the preoperative period of 

minor procedures (0-day or 10-

day follow-up period).  

 

Use Modifier -25 to report a 

significant, separately 

identifiable E&M service by the 

same physician on the day of a 

procedure. 

100% of fee schedule 

allowable for procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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58 Staged or Related 

Procedure or Service 

by the Same 

Physician or Other 

Qualified Health 

Care Professional 

During the 

Postoperative Period 

 

May be used with codes 15002 

– 15429 and 52601 to address 

subsequent part(s) of a staged 

procedure. 

 

100% of fee schedule 

allowable for procedure 

 

59 Distinct Procedural 

Service 

Used to indicate procedure/ 

service was distinct or 

independent from other non-

E&M services performed on 

same day. Modifier 59 is used 

to identify procedures/services, 

other than E&M services, that 

are not normally reported 

together, but are appropriate 

under the circumstances. 

Modifier 59 is not used as a 

primary modifier, unless no 

other modifier is needed. 

 

 

Use 59 when fiberglass is used 

for casting/splinting. An invoice 

must be submitted with claims.  

 

100% of fee schedule 

allowable for procedure, 

Subject to multiple 

procedure reductions 

when applicable. 

 

Fiberglass will be 

reimbursed at 100% of 

invoice cost 

No documentation required with the 

exception of codes that require a 

report or invoice and have no pricing.  

 

 These codes must have 

documentation for pricing. i.e., 

fiberglass cast/splint supplies. 

Providers must indicate that a 

fiberglass cast or splint was 

applied, the number and size of 

fiberglass rolls used. Enter in 

Remarks field (Box 80) of the UB-

04 form, (Box 19) of the CMS-

1500 form, or attachment. 

Radiology procedures billed as 

separate sessions require 

documentation. 

 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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62 Two Surgeons When 2 surgeons work together 

as primary surgeons performing 

distinct part(s) of a procedure, 

each surgeon should report 

his/her distinct operative work 

by adding modifier 62 to the 

procedure code and any 

associated add-on code(s) for 

that procedure as long as both 

surgeons continue to work 

together as primary surgeons.  

 

Each surgeon should report the 

co-surgery once using the same 

procedure code. If additional 

procedure(s) (including add-on 

procedure(s)) are performed 

during the same surgical 

session, separate code(s) may 

also be reported with modifier 

62 added.  

62.5% of fee schedule 

allowable for procedure. 

 

Codes C9739 and C9740 

for Modifier 62 - Two 

Surgeons, 

reimbursement = 

63.5%. 

 

 

A separate Op report is required 

from each surgeon 

 

 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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66 Surgical Team Under some circumstances, 

highly complex procedures 

requiring the concomitant 

services of several physicians or 

other qualified health care 

professionals, often of different 

specialties, plus other highly 

skilled, specially trained 

personnel, various types of 

complex equipment, are carried 

out under the “surgical team” 

concept.  

 

 

Only one claim is paid. 

100% of fee schedule 

allowable. 

 

Op report is required. 

 

The services of all physician members 

of a surgical team, including primary 

and assistant surgeons, must be billed 

on a single line of one claim form using 

the appropriate CPT-4 code with 

modifier 66. 

73 Discontinued Out-

Patient 

Hospital/Ambulatory 

Surgery Center 

(ASC) Procedure 

Prior to the 

Administration of 

Anesthesia 

 

 

Due to extenuating 

circumstances or those that 

threaten the well-being of the 

patient, the physician may 

terminate a surgical or 

diagnostic procedure 

subsequent to the patient’s 

surgical preparation. (Including 

sedation when provided and 

being taken to the room where 

the procedure is to be 

performed) but prior to the 

administration of the 

anesthesia. 

50% of fee schedule 

allowable for procedure. 

To be reported by hospital outpatient 

department or ambulatory surgery 

center. 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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74 Discontinued Out-

Patient 

Hospital/Ambulatory 

Surgery Center 

(ASC) Procedure 

After Administration 

of Anesthesia 

 

 

Due to extenuating 

circumstances or those that 

threaten the well-being of the 

patient, the physician may 

terminate a surgical or 

diagnostic procedure (including 

sedation when provided and 

being taken to the room where 

the procedure is to be 

performed,) but after the 

administration of the 

anesthesia. 

100% of fee schedule 

allowable for procedure. 

To be reported by hospital outpatient 

department or ambulatory surgery 

center. 

76 Repeat Procedure or 

Service by Same 

Physician or Other 

Qualified Health 

Care Professional 

A procedure or service was 

repeated by the same physician 

or other qualified health care 

professional subsequent to the 

original procedure or service.  

 

Note: This modifier should not 

be appended to an E&M service. 

100% of fee schedule 

allowable for procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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77 Repeat Procedure by 

Another Physician or 

Other Qualified 

Health Care 

Professional 

A basic procedure or service 

was repeated by another 

physician or other qualified 

health care professional 

subsequent to the original 

procedure or service. 

 

Note: This modifier should not 

be appended to an E&M service. 

100% of fee schedule 

allowable for procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

 

78 Unplanned Return to 

the 

Operating/Procedure 

Room by the Same 

Physician or Other 

Qualified Health 

Care Professional 

Following Initial 

Procedure for a 

Related Procedure 

During the 

Postoperative Period 

Another procedure was 

performed during the 

postoperative period of the 

initial procedure (unplanned 

procedure following initial 

procedure) when procedure is 

related to the first, and requires 

the use of an 

operating/procedure room. 

Payment limited to Intra –

operative services only. 

100% of fee schedule 

allowable for procedure. 

 

 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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79 Unrelated Procedure 

or Service by the 

Same Physician or 

Other Qualified 

Health Care 

Professional During 

the Postoperative 

Period 

Used to indicate a procedure or 

service performed during the 

postoperative period that was 

unrelated to the original 

procedure. 

 

 

100% of fee schedule 

allowable for procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

80 Assistant Surgeon Surgical assistant services 20% of primary surgeon 

fee 

 

 

 

In the event the services were 

rendered by more than one assistant 

surgeon for the same surgery on the 

same date, providers must 

document in the Remarks field of 

the claim that services were 

rendered by more than one 

assistant surgeon for the same 

surgery on the same date. (See the 

Medi-Cal Manual for the specific 

procedures that allow a second 

assistant surgeon. 

90 Reference (outside) 

laboratory 

Laboratory procedures 

performed by a party other than 

the treating or reporting 

physician/other qualified health 

care professional. Only specified 

providers may use this modifier. 

100% of fee schedule 

allowable for this 

provider/procedure only 

 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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91 

 

Repeat clinical 

diagnostic 

laboratory test 

Used to repeat the same 

laboratory test on the same day 

to obtain subsequent (multiple) 

test results. 

 

Use only for laboratory test(s) 

performed more than once on 

the same day on the same 

patient. 

100% of fee schedule 

allowable 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

 

Note: This modifier may not be used 

when: 

 Other code(s) describe a series of 

test results (glucose tolerance tests, 

evocative/suppression testing).  

 Billing a component of the lab. 

 Tests are rerun to confirm initial 

results; due to testing problems with 

specimens/equipment; or for any 

other reason when a normal, one-

time, reportable result is all that is 

required. 

95 Synchronous 

telemedicine service 

rendered via a real-

time interactive 

audio and video 

telecommunications 

system 

Medi-Cal Approved modifier   

AA Anesthesia 

performed by an 

anesthesiologist 

   

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc
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AG Primary Physician Surgical: Used to denote a 

primary surgeon. In the case of 

multiple primary surgeons, two 

or more surgeons can use 

modifier AG for the same 

patient on the same date of 

service if the procedures are 

performed independently and in 

different specialty areas. This 

does not include surgical teams 

or surgeons performing a single 

procedure requiring different 

skills.  

100% of fee schedule 

allowable for procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

AI Principal physician 

of record 

Allowable for all procedure 

codes. 

  

AP Determination of 

refractive state was 

not performed in the 

course of diagnostic 

ophthalmological 

examination 

Use only for ophthalmology.   
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AS Physician assistant, 

nurse practitioner, 

or clinical nurse 

specialist services 

for assistant at 

surgery 

Certified nurse midwives (CNM) 

may be reimbursed as an 

“assistant at surgery” during 

cesarean section deliveries 

performed by a licensed 

physician and surgeon. 

For “assistant at 

surgery” services 

performed by a CNM 

during a cesarean 

section (designated by 

modifier AS), 

reimbursement equals 

85 percent of the fee 

paid to a licensed 

physician and surgeon 

serving as “assistant 

surgeon 

 

AT Acute treatment  (this modifier should be used 

when reporting service 98940, 

98941, 98942) 

  

AY Item or service 

furnished to an 

ESRD patient that is 

not for the 

treatment of ESRD 

   

CG Policy criteria 

applied 
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DA Oral health 

assessment by a 

licensed health 

professional other 

than a dentist 

   

DS Ambulance service 

origin code D 

(diagnostic or 

therapeutic site 

other than P or H 

when these are used 

as origin codes) with 

ambulance service 

destination code S 

(scene of accident or 

acute event) 

Medical transport dry run. 

 

Modifier DS is created by the 

combination of ambulance 

service origin code D 

(diagnostic or therapeutic site 

other than P or H when these 

are used as origin codes) with 

ambulance service 

destination code S (scene of 

accident or acute event)  

 When billed with modifier QN, modifier 

DS must be in the first modifier 

position. 

 

To bill for a dry run, providers should 

append modifier DS followed by 

modifier QN (ambulance service 

furnished directly by a provider of 

services) 

E1 

NCCI 

associated 

Upper left, eyelid Modifiers E1 thru E4 are used 

in connection with permanent 

silicone punctal plugs and 

procedures on the eyelids. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

E2 

NCCI 

associated 

Lower left, eyelid Modifiers E1 thru E4 are used 

in connection with permanent 

silicone punctal plugs and 

procedures on the eyelids. 

 When two or more modifiers are necessary, 
bill with the procedure code required 
modifier in the first position and use 
informational modifiers in the second 
through fourth positions. 
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E3 

NCCI 

associated 

Upper right, eyelid Modifiers E1 thru E4 are used in 

connection with permanent 

silicone punctal plugs and 

procedures on the eyelids. 

 When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

E4 

NCCI 

associated 

Lower right, eyelid Modifiers E1 thru E4 are used in 

connection with permanent 

silicone punctal plugs and 

procedures on the eyelids. 

 When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

EA Erythropoetic 

stimulating agent 

(ESA) administered 

to treat anemia due 

to anticancer 

chemotherapy 

   

ET Emergency 

treatment 

Used in cases where a patient 

presents for anesthesia with 

certain complications and/or 

emergency conditions. 

Adds one unit to the 

anesthesia base value 

 

 

Identify such cases by adding 

appropriate modifier to the five-digit 

CPT-4 anesthesia code  

 

Must include documentation of the 

condition, patient’s American 

Society of Anesthesiology Physical 

Status Class in Remarks area of 

claim or as attachment. 
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F1 

NCCI 

associated 

Left hand, second 

digit 

  When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

F2 

NCCI 

associated 

Left hand, third digit   When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

F3 

NCCI 

associated 

Left hand, fourth 

digit 

  When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

F4 

NCCI 

associated 

Left hand, fifth digit   When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

F5 

NCCI 

associated 

Right hand, thumb   When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

F6 

NCCI 

associated 

Right hand, second 

digit 

  When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 
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F7 

NCCI 

associated 

Right hand, third 

digit 

  When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

F8 

NCCI 

associated 

Right hand, fourth 

digit 

  When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

F9 

NCCI 

associated 

Right hand, fifth 

digit 

  When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

FA 

NCCI 

associated 

Left hand, thumb   When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 
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FP Family planning 

services 

Modifier FP should be used 

when billing for additional time 

spent discussing family planning 

needs with a recipient during 

routine, non-family planning 

office visits 

Reimbursement is 

limited to female 

recipients 15 – 44 years 

of age.  Additional 

reimbursement is made 

for appropriate use of 

this modifier, but not 

more than once per 

recipient, for the same 

provider, in a 12-month 

period.  Services billed 

by an assistant surgeon 

or anesthesiologist are 

not reimbursable 

Add modifier to HCPCS and CPT-4 

codes as appropriate: 

 

Z1032 – Z1038 + FP 

Z6200 – Z6500 + FP 

59400 + FP 

59510 + FP 

59610 + FP 

59618 + FP 

99201 – 99215 + FP 

99241 – 99245 + FP 

99281 – 99285 + FP 

99341 – 99353 + FP 

99384 + FP 

99394 + FP 

G1 Most recent URR 

reading of less than 

60 
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GC Physician services 

provided by a 

resident and 

teaching physician 

When the service has been 

performed in part by a resident 

physician, the claim must 

include the GC modifier (This 

service has been performed in 

part by a resident physician 

under the direction of a 

teaching physician) for each 

service.  If the service was 

provided solely by the teaching 

physician, the claim should not 

be billed with the GC modifier 

 Add modifier to CPT-4 codes 99201 – 

99499 (Evaluation and Management 

Services) as appropriate. 

GQ Via asynchronous 

telecommunications 

system 

Used to denote store-and-

forward telecommunications 

system. 

The use of modifier GQ 

does not alter 

reimbursement for the 

CPT-4 or HCPCS code 

billed 

 

GT Service rendered via 

interactive audio 

and video 

telecommunications 

systems 

Used to denote real-time 

telecommunications system. 

The use of modifier GT 

does not alter 

reimbursement for the 

CPT-4 or HCPCS code 

billed 

 

GU Waiver of liability 

statement issued as 

required by payer 

policy, routine notice 
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GV Attending physician 

not employed or 

paid under 

arrangement by the 

patient's hospice 

provider 

   

GX Notice of liability 

issued, voluntary 

under payer policy 
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GY Item or service 

statutorily excluded; 

does not meet the 

definition of any 

Medicare benefit or 

for non-Medicare 

insurers, is not a 

contract benefit 

Modifier GY is used by providers 

to indicate to Medicare that an 

“Item or service [is] statutorily 

excluded or does not meet the 

definition of any Medicare 

benefit”. The use of this 

modifier leads to a Medicare 

denial. When the claim is 

submitted to Central California 

Alliance for Health (the Alliance) 

it may be determined the 

provider submitted the claim to 

Medicare with modifier GY 

inappropriately. In some cases, 

there is limited information that 

is included with the claim and 

may lead to unnecessary 

denials. In order to establish 

Alliance liability to pay claims 

for a recipient with Medicare 

coverage, the provider must 

document why Medicare will not 

cover the service billed. Federal 

and State law require that all 

available health coverage be 

exhausted before billing Medi-

Cal. 

 See Policy 600-1016 
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GZ Item or service 

expected to be 

denied as not 

reasonable and 

necessary 

   

HA Child/adolescent 

program 

Used by pediatric subacute 

facility to denote that the 

patient is a child. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

HB Adult program, 

nongeriatric 

Used by adult subacute facility 

to denote that the patient is an 

adult. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

HN Ambulance service 

origin code H 

(hospital) with 

ambulance service 

destination code N 

(skilled nursing 

facility) 

Ambulance modifier H may 

be used in conjunction with 

modifier N (H+N) to indicate 

transportation from an acute 

care hospital to a skilled 

nursing facility.  

 When billed with modifier QN, modifier 

HN must be in the first modifier 

position. 

HR Family/couple with 

client present 
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HT Multi-disciplinary 

team 

Used by California Community 

Transition (CCT) Demonstration 

providers to denote CCT 

services. 

 When claims are submitted for the 

same person with modifier HT and are 

submitted on the same or different 

days for different areas of the home, 

descriptions need to be included in the 

Remarks section of the claim or on an 

attachment describing the area of the 

home and work being done. 

JC Skin substitute used 

as a graft  

   

JW Drug amount 

discarded/not 

administered to any 

patient 

   

KO Single drug unit 

dose formulation 
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KX Requirements 

specified in the 

medical policy have 

been met. 

Use of this modifier will allow an 

alternative and additional 

method to simplify the override 

of gender limits for procedure 

codes.  

 

Appending modifier KX to a 

procedure code shall indicate 

that although the sex code on 

the claim does not match the 

service code allowable 

parameters, the claim shall be 

allowed to pay without the need 

for additional documentation. 

Note that the use of modifier KX 

does not override TAR/SAR 

requirements unrelated to 

gender. 

 

 When the gender on the claim conflicts 

with the billed procedure code due to a 

disorder of sexual development (DSD) 

or gender dysphoria, the gender limit 

is overridden by either:  

1. Attaching an approved TAR or 

SAR, or;  

2. Appending modifier KX to the 

billed procedure code. Note the 

patient’s medical record must 

support the medical necessity for the 

procedure, due to a medical 

condition that led to the gender 

mismatch. The claim does not 

require documentation.  

Note that the use of modifier KX 

does not override TAR/SAR 

requirements unrelated to gender. 

LC 

NCCI 

associated 

Left circumflex 

coronary artery 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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LD 

NCCI 

associated 

Left anterior 

descending coronary 

artery 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

LM  Left main coronary 

artery 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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LT/RT 
Left Side/ Right side 

 

Used to identify procedures 

performed on the Left or Right 

side of the body. When the 

body contains a  Left or Right 

anatomical part of the body and 

a service is performed on the  

Left or Right side of the body 

 

Inappropriate Usage: 

 

 When a procedure code 

specifies unilateral or bi-

lateral as payment is the 

same if done on one or two 

sides of the body. 

 

●   When a surgical procedure 

can be performed 

bilaterally modifier 50 is a 

required modifier for the 

bilateral side.●    Lack of a 

required modifier can 

cause denials to occur i.e. 

AG, 51, 50, 26, TC etc. 

Modifiers LT and RT do 

not affect the allowed 

amount on a claim. 

Reimbursement is 100% 

of fee schedule allowable 

for procedure when a 

split billable code is used 
without TC/26 modifiers. 

 

 

The Alliance will use the following 

billing guidelines: 

 

 Use modifiers LT or RT in first 

modifier position if there is not a 

required modifier. 

 When two or more modifiers are 

necessary, use modifiers LT or RT in 

the second position and the 

“required” modifier in the first 

position.  

 LT and RT should not be used 

together on one line. If performing 

unilateral service bilaterally, these 

need to be billed on two lines, one 

with modifier LT and the second with 

modifier RT, quantity of 1 each.  

Medicare allows this to be billed with 

quantity 2 on one line and modifier 

50.  We cannot pay this correctly so 

we follow Medi-Cal. 
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NH Ambulance 

transportation from 

skilled nursing 

facility to hospital 

   

P1 Anesthesia services 

(normal, 

uncomplicated) 

Normal, healthy patient or 

patient with mild systemic 

disease 

100% of fee schedule 

allowable based on 

procedure and time. 

Modifier P1 must be billed with the 

appropriate five-digit CPT-4 anesthesia 

code to identify a normal, 

uncomplicated anesthesia provided by 

a physician. 

P3 Anesthesia services 

(patient w/severe 

systemic disease) 

For a patient with severe 

systemic disease, ASA Physical 

Status. Class 3 (for example, 

severe essential hypertension or 

severe chronic obstructive 

pulmonary disease), 

100% of fee schedule 

allowable based on 

procedure and time plus 

2 added units. 

Identify such cases by adding the 

appropriate modifier to the five-digit 

CPT-4 anesthesia code and include 

documentation of the condition and the 

patient’s American Society of 

Anesthesiology (ASA) Physical Status 

Class in the Remarks area/Reserved 

For Local Use field (Box 19) of the 

claim or attached to the paper claim. 
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P4 Anesthesia services 

(patient w/severe 

systemic disease 

that is a constant 

threat to life 

For a patient with severe 

systemic disease that is a 

constant threat to life, ASA 

Physical Status Class 4 (for 

example, severe chronic 

congestive heart failure, chronic 

severe neutropenia, or unstable 

angina) 

100% of fee schedule 

allowable based on 

procedure and time plus 

2 added units. 3 units 

added if emergency. 

Identify such cases by adding the 

appropriate modifier to the five-digit 

CPT-4 anesthesia code and include 

documentation of the condition and the 

patient’s American Society of 

Anesthesiology (ASA) Physical Status 

Class in the Remarks area/Reserved 

For Local Use field (Box 19) of the 

claim or attached to the paper claim. 

 

Providers must bill modifiers P4+ET if 

they want to be reimbursed the 

additional 3 units. 

P5 Anesthesia services 

(moribund patient 

who is not expected 

to survive without 

the operation 

For a patient who is moribund 

and not expected to survive 

without the operation, ASA 

Physical Status Class 5, and 

requires emergency surgery, 

100% of fee schedule 

allowable based on 

procedure and time plus 

4 added units. 5 units 

added if emergency. 

Use modifier P5 with ET for emergency 

required services. Additionally, 

providers must document “time in 

attendance.” 

 

Identify such cases by adding the 

appropriate modifier to the five-digit 

CPT-4 anesthesia code and include 

documentation of the condition and the 

patient’s American Society of 

Anesthesiology (ASA) Physical Status 

Class in the Remarks area/Reserved 

For Local Use field (Box 19) of the 

claim or attached to the paper claim. 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc


 
 

 

Modifier Grid 

Modifier Descriptor Usage Reimbursement Billing Requirements 

 

33 
This list is limited to more commonly used Medi-Cal Approved modifiers. Please see the Medi-Cal Manual for a complete list of approved modifiers.  
Modifiers: Approved List (modif app) 

 
Revised 08/01/17 
33 

PA Surgery, wrong 

body part 

  Allowable for all procedure codes. 

When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

PB Surgery, wrong 

patient 

  Allowable for all procedure codes. 

When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

PC Wrong surgery on 

patient 

  Allowable for all procedure codes. 

When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

PI Positron emission 

tomography (PET) 

or PET/computed 

tomography (CT) to 

inform initial 

treatment strategy 

of tumors 

  Allowable but not required for all 

radiology procedure codes. 

When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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PO Excepted service 

provided at an off-

campus, outpatient, 

provider-based 

department of a 

hospital 

   

PS PET or PET/CT to 

inform the 

subsequent 

treatment strategy 

of cancerous tumors 

  Allowable but not required for all 

radiology procedure codes. 

When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

PT Colorectal cancer 

screening test; 

converted to 

diagnostic test or 

other procedure 

  Allowable but not required for all 

radiology procedure codes. 

When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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QK Medical direction of 

two, three or four 

concurrent 

anesthesia 

procedures involving 

qualified individuals 

Note: Modifier QK will also be 

used when billing for the 

supervision of one anesthesia 

procedure. 

 Physicians enter modifier QK on the 

claim with the procedure code when 

billing for supervision of a CRNA 

QN Ambulance service 

furnished directly by 

a provider of 

services 

May be used in conjunction 

modifier HN for medical 

transportation, which is the 

combination of ambulance 

service origin code H (hospital) 

and ambulance service 

destination code N (skilled 

nursing facility).  

 When billing for a dry run transport, 

providers must first append modifier 

DS or HN followed by QN. 

QP Documentation is on 

file showing that the 

laboratory test(s) 

was ordered 

individually or 

ordered as a CPT-

recognized panel 

other than 

automated profile 

codes  

80002 – 80019, 

G0058, G0059 and 

G0060 

Used for lab codes where 

documentation is on file 

showing that the test was 

ordered individually. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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QS Monitored 

anesthesia care 

service 

Used by California Children’s 

Services (CCS) to denote 

monitored anesthesia care. 

  

QW CLIA waived test CLIA waived tests; certifies that 

the provider is performing 

testing for a procedure with the 

use of a specific test kit from 

manufacturers identified by the 

Centers for Medicare & Medicaid 

Services  

 

100% of fee schedule 

allowable 

Providers must have a current CLIA 

Certificate of Waiver number registered 

with the California Department of 

Public Health Laboratory Field Services 

and Medi-Cal Provider Enrollment 

Division to be reimbursed. 

Q0 Investigational 

clinical service 

provided in a clinical 

research study that 

is in an approved 

clinical research 

study 

   

Q1 Routine clinical 

service provided in a 

clinical research 

study that is in an 

approved clinical 

research study 
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Q5 Service furnished 

under a reciprocal 

billing arrangement 

by a substitute 

physician; or by a 

substitute physical 

therapist furnishing 

outpatient physical 

therapy services in a 

health professional 

shortage area, a 

medically 

underserved area, 

or a rural area 

   

Q7 One Class A finding    

Q9 One class B and 2 

class C findings 

   

RC 

NCCI 

associated 

Right coronary 

artery 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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RI † Ramus intermedius   When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

RT 

NCCI 

associated 

Right side (used to 

identify procedures 

performed on the 

right side of the 

body) 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

SA Nurse practitioner 

rendering service in 

collaboration with a 

physician 

Modifier SA is reserved for 

physicians, hospital outpatient 

departments, or organized 

outpatient clinics that bill CNP 

services. 

 

100% of fee schedule 

allowable 

Supervising physician’s provider 

number must be entered as the 

rendering physician on each applicable 

claim line and the NMP name, type of 

NMP, and provider number must be 

entered in the Remarks box of the 

claim. 

SB Nurse midwife Used when a Certified Nurse 

Midwife service is billed by a 

physician, hospital outpatient 

department or organized 

outpatient clinic (not by CNM 

billing under their own provider 

number). 

100% of fee schedule 

allowable 

Supervising physician’s provider 

number must be entered as the 

rendering physician’s on each 

applicable claim line and the NMP 

name, type of NMP, and provider 

number must be entered in the 

Remarks box of the claim. 
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SC Medically necessary 

service or supply 

  For CPT-4 code 68761 (closure of 

the lacrimal punctum, by plug, 

each), use modifier SC (medically 

necessary service/supply) to 

indicate use of temporary collagen 

punctal plugs.   

SE State and/or 

federally funded 

programs/services 

    

SK Member of high-risk 

population  

Use only with codes for 

immunization. 

100% of fee schedule 

allowable 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

SL State-supplied 

vaccine 

Used for Vaccines For Children 

(VFC) program recipients 

through 18 years of age. 

 

*Medi-Cal line of business only 

100% of administration 

fee allowed 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 

SW Services provided by 

a certified diabetic 

educator 

   

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc


 
 

 

Modifier Grid 

Modifier Descriptor Usage Reimbursement Billing Requirements 

 

40 
This list is limited to more commonly used Medi-Cal Approved modifiers. Please see the Medi-Cal Manual for a complete list of approved modifiers.  
Modifiers: Approved List (modif app) 

 
Revised 08/01/17 
40 

T1 

NCCI 

associated 

Left foot, second 

digit 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

T2 

NCCI 

associated 

Left foot, third digit   When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

T3 

NCCI 

associated 

Left foot, fourth digit   When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

T4 

NCCI 

associated 

Left foot, fifth digit   When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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T5 

NCCI 

associated 

Right foot, great toe   When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

T6 

NCCI 

associated 

Right foot, second 

digit 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

T7 

NCCI 

associated 

Right foot, third digit   When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

T8 

NCCI 

associated 

Right foot, fourth 

digit 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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T9 

NCCI 

associated 

Right foot, fifth digit   When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

TA 

NCCI 

associated 

Left foot, great toe   When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

 

TC Technical 

Component 

Certain procedures are a 

combination of a physician 

component and a technical 

component. The non-physician 

component is reported 

separately, by adding modifier 

TC to the procedure code. 

Specified percentage 

split of fee schedule 

allowable for procedure. 

Documentation in the patient’s medical 

record must support usage; submission 

of supporting documentation is not 

required when using this modifier. 
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TD RN When a Registered Nurse (RN) 

provides an E&M service (codes 

99211, 99212, or 99201) to 

dispense any of the following 

contraceptives: J7300, J7302, 

Q0090, and S4993. This is the 

only circumstance that requires 

modifier TD.  

100% of fee schedule 

allowable 

Notation that the service has been 

rendered by an RN is not required. 

TH Obstetrical 

treatment/services, 

prenatal or 

postpartum 

Used to denote that the 

service rendered is ONLY for 

pregnancy-related services 

and services for the 

treatment of other conditions 

that might complicate the 

pregnancy. Modifier TH can 

be used for up to 60 days 

after termination of 

pregnancy. TH is to be used 

ONLY for services exempted 

from the optional benefits 

exclusion policy. 
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TT Individualized 

service provided to 

more than one 

patient in same 

setting 

Used by Home and 

Community-Based Services 

(HCBS) Waiver Program to 

denote services provided to 

two HCBS Nursing 

Facility/Acute Hospital 

(NF/AH) Waiver recipients 

who reside in the same 

residence. Also referred to as 

shared services. 

  

TU Special payment 

rate, overtime, (air 

ambulance 

transportation only), 

(emergency or  

non-emergency) 

Used by medical 

transportation to bill for 

waiting time in excess of the 

first 15 minutes, in one-half 

(1/2) hour increments. 
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U1 Medicaid level of 

care 1, as defined 

by each state 

Used by HCBS Waiver 

Program to denote skilled 

nursing services A or B level 

of care. 

Also used with HCPCS code 

A4269 to indicate the type of 

spermicide (gel, jelly, foam, 

cream). See the Family 

Planning section in the 

appropriate Part 2 manual or 

the Family PACT Policies, 

Procedures and Billing 

Instructions (PPBI) manual 

for details. 

  

U2 Medicaid level of 

care 2, as defined 

by each state 

Used by HCBS Waiver 

Program to denote skilled 

nursing services A or B level 

of care. Also used with 

HCPCS code A4269 to 

indicate the type of 

spermicide (suppository). See 

the Family Planning section in 

the appropriate Part 2 manual 

or the Family PACT PPBI 

manual for details. 

  

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc


 
 

 

Modifier Grid 

Modifier Descriptor Usage Reimbursement Billing Requirements 

 

46 
This list is limited to more commonly used Medi-Cal Approved modifiers. Please see the Medi-Cal Manual for a complete list of approved modifiers.  
Modifiers: Approved List (modif app) 

 
Revised 08/01/17 
46 

U3 Medicaid level of 

care 3, as defined 

by each state 

Used by HCBS Waiver 

Program to denote skilled 

nursing services A or B level 

of care. Also used with 

HCPCS code A4269 to 

indicate the type of 

spermicide (vaginal film). See 

the Family Planning section in 

the appropriate Part 2 manual 

or the Family PACT PPBI 

manual for details. 

  

U4 Medicaid level of 

care 4, as defined 

by each state 

Also used with HCPCS code 

A4269 to indicate the type of 

spermicide (contraceptive 

sponge). See the Family 

Planning section in the 

appropriate Part 2 manual or 

the Family PACT PPBI manual 

for details. 

  

U5 Medicaid level of 

care 5, as defined 

by each state 

Used with HCPCS code J3490 

to indicate emergency 

contraceptive pill Ella 

(ulipristal acetate. 30 mg) 

*Medi-Cal line of business 

only 

100% of fee schedule 

allowable for procedure 

+ modifier combination. 

 

 

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc


 
 

 

Modifier Grid 

Modifier Descriptor Usage Reimbursement Billing Requirements 

 

47 
This list is limited to more commonly used Medi-Cal Approved modifiers. Please see the Medi-Cal Manual for a complete list of approved modifiers.  
Modifiers: Approved List (modif app) 

 
Revised 08/01/17 
47 

U6 Medicaid level of care 
6, as defined by each 
state 

Used with HCPCS code J3490 to 
indicate emergency contraceptive 
pills (levonorgestrel).  
*Medi-Cal line of business only 

100% of fee schedule 
allowable for procedure + 
modifier combination.  

 

U7 Medicaid level of care 
7, as defined by each 
state 

Used to denote services rendered 
by a Physician’s Assistant (PA). 
 
*Medi-Cal line of business only 

100% of fee schedule 
allowable 

Supervising physician’s provider number 
must be entered as the rendering 
physician’s on each applicable claim line and 
the NMP name, type of NMP, and provider 
number must be entered in the Remarks 
box of the claim. 

U8 U8   -  Medicaid level of 
care 8, as defined by 
each state 

Use as modifier with J3490 to bill for 
Depo Provera 
 
*Medi-Cal line of business only 

100% of fee schedule 
allowable for procedure + 
modifier combination. 

Effective 9/1/2013 – use when billing for 
Depo Provera with J3490 

U9 Medicaid level of care 
9, as defined by each 
state 

Used to denote services rendered 
by licensed midwife (LM). 

  

http://files.medi-cal.ca.gov/pubsdoco/publications/masters-mtp/part2/modifapp_m00o02o03o04o05o07o09o11a02a04a05a06a08v00.doc


 
 

 

Modifier Grid 

Modifier Descriptor Usage Reimbursement Billing Requirements 

 

48 
This list is limited to more commonly used Medi-Cal Approved modifiers. Please see the Medi-Cal Manual for a complete list of approved modifiers.  
Modifiers: Approved List (modif app) 

 
Revised 08/01/17 
48 

UA Medicaid level of 

care 10, as defined 

by each state 

Used for surgical or non-

general anesthesia related 

supplies and drugs, including 

surgical trays and plaster 

casting supplies, provided in 

conjunction with a surgical 

procedure code.  

 

*Medi-Cal line of business only 

100% of Modifier fee 

schedule allowable 

When these modifiers are billed with 

procedure codes 11040, 11041, 11042, 

11043, 11044, 11045, a report is not 

required. 

UB Medicaid level of 

care 11, as defined 

by each state 

Used for surgical or general 

anesthesia related supplies and 

drugs, including surgical trays 

and plaster casting supplies, 

provided in conjunction with a 

surgical procedure code.  

 

*Medi-Cal line of business only 

100% of Modifier fee 

schedule allowable 

When these modifiers are billed with 

procedure codes 11040, 11041, 11042, 

11043, 11044, 11045, a report is not 

required. 

UC Medicaid level of 

care 12, as defined 

by each state 

Used to indicate outpatient 

heroin detoxification services 

once per week, days 8 – 21 (in 

lieu of UB). See the Heroin 

Detoxification Billing Codes 

section for details. 
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UD Section 340b 

Services. Used By 

Section 340b 

Providers To Denote 

Services Provided Or 

Drugs Purchased 

Used when providers are billing 

for physician-administered 

drugs subject to federally 

established 340B Drug Pricing 

Program. Section 340B drugs 

may be billed on same claim as 

non-340B drugs 

 

*Medi-Cal line of business only 

100% of fee schedule 

allowable 

Drugs subject to the PHS program 

must be billed with modifier UD in 

accordance with Medi-Cal policy. 

UJ Services provided at 

night 

Used to bill night calls from 

7 p.m. to 7 a.m. 

 When X0030/A0427, 

A0429 is billed with 

modifier UJ and the 

appropriate 

documentation, the 

reimbursement should 

be 100% of the fee 

schedule. 

 When X0032/A0426, 

A0428 is billed with 

modifier UJ and the 

appropriate 

documentation, 

reimbursement should 

be 100% of the fee 

schedule 

 

Documentation (the time the 

services were rendered) is 

required on the claim. 

 

Effective for dates of service 8/1/2015 

and forward, use A codes when billing 

transportation services. Use X codes 

only for dates of service prior to 

8/1/2015. 
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UN Two patients served Used to indicate that two 

patients were served in medical 

transportation 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

UP Three patients 

served 

Used to indicate that three 

patients were served in medical 

transportation. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

UQ Four patients served Used to indicate that four 

patients were served in medical 

transportation. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

UR Five patients served Used to indicate that five 

patients were served in medical 

transportation. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

US Six or more patients 

served 

Used to indicate that six or 

more patients were served in 

medical transportation. 

 When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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V5 Any vascular 

catheter (alone or 

with any other 

vascular access) 

  Allowable for all procedure codes. 

V6 Arteriovenous graft 

(or other vascular 

access not including 

a vascular catheter) 

  Allowable for all procedure codes. 

V7 Arteriovenous fistula 

only (in use with 

two needles) 

  Allowable for all procedure codes. 

XE 

NCCI 

Associated 

Separate encounter: 

a service that is 

distinct because it 

occurred during a 

separate encounter 

  Medi-Cal allows modifier XE to be 

entered on the claim line after other 

required modifiers, such as 66 

(surgical team) and UA (surgical or 

non-general anesthesia related 

supplies and drugs) or UB (surgical 

or general anesthesia related 

supplies and drugs). 

XP 

NCCI 

Associated 

Separate 

practitioner: a 

service that is 

distinct because it 

was performed by a 

different practitioner 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  
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XS 

NCCI 

Associated 

Separate structure: 

a service that is 

distinct because it 

was performed on a 

separate 

organ/structure 

  When two or more modifiers are 

necessary, bill with the procedure 

code required modifier in the first 

position and use informational 

modifiers in the second through fourth 

positions.  

XU 

NCCI 

Associated 

Unusual non-

overlapping service: 

the use of a service 

that is distinct 

because it does not 

overlap usual 

components of the 

main service 

  When two or more modifiers are 

necessary, bill with the procedure code 

required modifier in the first position 

and use informational modifiers in the 

second through fourth positions. 

YW Not applicable.  This 

is an interim (local) 

modifier. 

  Required professional experience 

(applies only to speech therapists and 

audiologists). 
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ZL CPSP - initial 

antepartum office 

visit within 16 weeks 

of L.M.P. = Z1032   

Used to certify that initial 

comprehensive antepartum 

office visit occurred within 16 

weeks of the last menstrual 

period (LMP) (up to and 

including pregnancies of 16 

weeks and 0/7 days gestation 

only). Used with HCPCS code 

Z1032 only. (Reimbursed only 

once during pregnancy – 

service limitation of once in 

nine months.) Available only to 

Comprehensive Perinatal 

Services Program (CPSP) 

providers. 

 

*Medi-Cal line of business only 

100% of fee schedule 

allowable for procedure 

+ modifier combination. 

 

For enhanced rate, provider must add 

date of LMP to claim, If no LMP date, 

payment is at normal rate without 

enhancement.  
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J4 DMEPOS item 

subject to DMEPOS 

competitive bidding 

program that is 

furnished by a 

hospital upon 

discharge 

Allowable but not required for all 

DME codes. 

  

KC Replacement of 

special power 

wheelchair interface 

DME modifier KC is used only for 

replacement of a power 

wheelchair interface (codes 

E2312, E2321, E2322, E2327, 

E2373) due to  either a change 

in patient’s condition or if both 

the interface and controller 

electronics are being replaced 

due to irreparable damage.  

As authorized Reimbursement for replacement of a 

power wheelchair interface (patient-

owned power wheelchair, must include 

documentation regarding specific 

power wheelchair owned by patient. 

Claims for replacement of E2312, E2321, 

E2322, E2327, E2373 must be billed with 

modifiers RB/NU/KC (for a patient-owned 

power wheelchair) or RR/KC (for a power 

wheelchair rental) and  must be entered 

on claim in that specific order. 

KF Item designated by 
FDA as class III device  

Used in conjunction with DME 

modifiers NU, RR and UE 

  

NB Nebulizer system, 

any type,  

FDA-cleared for use 

with specific drug 
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NU New DME equipment Used to indicate new purchase of 

a DME item 

As authorized A modifier is always required on all 

HCPCS codes that are used to purchase 

DME. 

QE Prescribed amount 

of oxygen is less 

than one liter per 

minute (LPM) 

  QE is only billed with stationary gaseous 

(E0424) or liquid (E0439) systems or 

with a non-portable oxygen concentrator 

(E1390, E1391).  These modifiers are 

not reimbursable with any other codes 

 

QF Prescribed amount 

of oxygen exceeds 

four liters per 

minute (LPM) and 

portable oxygen is 

prescribed 

  QF is only billed with stationary 

gaseous (E0424) or liquid (E0439) 

systems or with a non-portable 

oxygen concentrator (E1390, 

E1391).  These modifiers are not 

reimbursable with any other codes 

 

QG Prescribed amount 

of oxygen is greater 

than four liters per 

minute (LPM) 

Use this modifier if portable 

oxygen is NOT prescribed. 

 QG is only billed with stationary 

gaseous (E0424) or liquid (E0439) 

systems or with a non-portable 

oxygen concentrator (E1390, 

E1391).  These modifiers are not 

reimbursable with any other codes 
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RB 

 

 

Replacement of a 

part of DME 

furnished as part of 

a repair 

Use to bill for replacement items 

for which there is a specific 

HCPCS code or for an item 

being repaired 

As Authorized Use of RB modifier okay– follow M-Cal 

guidelines: 

Statement of patient ownership 

required when billing: 

E1230, E1239, E2312, E2321, E2322, 

E2327, E2373, E2374-E2376, E2378, 

E2381-E2397. E2626-E2633, K0108, 

K0010, K0011, K0012, K0014 

Repair facility reports must be avail 

on request for V5014 

Repair of Listed Non-  

Wheelchair Items: 
 Claims for repair must be billed with 

HCPCS code for the item being repaired 
and modifier RB (only).   

 The following documentation is required 

in the Reserved for Local Use field (Box 

19) or on an attachment to the claim: 
 Description of the service  
 Reason/justification for repair 
 Manufacturer name 
 List of parts used with their catalog 

number and cost 

 A statement that the repairs are being 
made to equipment that is patient-
owned 

 In addition to above requirements, a 
statement for each item indicating 
whether the item is “taxable” or 
“nontaxable” is required for Unlisted 

Repair/Replacement items 
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RR Rental only  Claims for reimbursement of 

non-wheelchair items that DME 

providers rent from a 

manufacturer and subsequently 

rent to recipients must be 

submitted with the appropriate 

non-wheelchair item HCPCs 

code and modifier RR.  

As Authorized  Both the manufacturer’s rental 

invoice and a catalog page with the 

MSRP must be submitted with the 

claim 
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