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PURPOSE

To provide the medical necessity criteria for contact lenses. Applicable procedure and
material codes for medically necessary contact lenses are also defined.

POLICY

A. Background
The criteria for medically necessary contact lenses are defined by lens type,
procedure, and materials codes.




B. Medically Necessary Procedures

1. 92072 Fitting of contact lens for management of keratoconus, initial fitting.

HCPCS

V2510 Contact lens, gas permeable, spherical, per lens

V2511 Contact lens, gas permeable, toric, prism ballast, per lens
V2530 Contact lens, scleral, gas impermeable, per lens (hybrid)
V2531 Contact lens, scleral, gas permeable, per lens

Medically necessary conditions and criteria

i. For keratoconus corneal topography documenting inferior steepening or
keratometry readings with irregular distorted mires and steepening.

ii. Forirregular astigmatism, two (+ or - 2) diopters of irregular astigmatism
must be present in either eye to fulfill the requirements of medically
necessary contact lenses for this indication.

2. 92071 Fitting of contact lens for treatment of ocular surface disease

HCPCS

V2531 Contact lens, scleral, gas permeable, per lens

Medically necessary conditions and criteria

Scleral lenses are considered medically necessary for the treatment of
symptomatic dry eye disease when patients have failed to respond to a
comprehensive trial of topical and systemic therapies and/or punctal occlusion
including therapies for associated anterior blepharitis and meibomian gland
dysfunction (MGD). Such agents would typically include:

i. Non-preserved artificial tears

ii. Non-corticosteroid immunomodulary agents (e.g., cyclosporine)

ii. LFA-1antagonists (e.g., lifitegrast)

iv. Topical secretagogues

v. Oral macrolide and/or tetracycline antibiotics

vi. Inability to afford continuous medical non tear supplement therapy.

3. 92311 Prescription of optical and physical characteristics of and fitting of contact
lens, with medical supervision of adaptation; corneal lens for aphakia, one (1)
eye.

92312 Prescription of optical and physical characteristics of and fitting of contact
lens, with medical supervision of adaptation; corneal lens for aphakia, both eyes.
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HCPCS

V2510 Contact lens, gas permeable, spherical, per lens

V2511 Contact lens, gas permeabile, toric, prism ballast, per lens

V2520 Contact lens, hydrophilic, spherical, per lens

V2521 Contact lens, hydrophilic, toric, or prism ballast, per lens

V2523 Contact lens, hydrophilic, extended wear, per lens

Medically necessary conditions and criteria

Patient having the absence of the crystalline lens with an eyeglass RX of +4.00
diopters or more in one or both eyes.

4. 92310 Prescription of optical and physical characteristics of and fitting of contact
lens, with medical supervision of adaptation; corneal lens, both eyes, except for
aphakia.

HCPCS

V2599 Contact lens, other type, specified as prosthetic iris contact lens

Medically necessary conditions and criteria
Absence of iris, coloboma of iris, or congenital malformation of iris
5. 92310 Prescription of optical and physical characteristics of and fitting of contact

lens, with medical supervision of adaptation; corneal lens, both eyes, except for
aphakia.

HCPCS
V2510 Contact lens, gas permeable, spherical, per lens
V2511 Contact lens, gas permeabile, toric, prism ballast, per lens

V2520 Contact lens, hydrophilic, spherical, per lens

V2521 Contact lens, hydrophilic, toric, or prism ballast, per lens

V2523 Contact lens, hydrophilic, extended wear, per lens

Medically necessary conditions and criteria

a. The difference in prescription between the right and left eyes is > 3.00 diopters
in one meridian of one or both eyes; or,
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b. Eyeglass prescription is > - 6.00 or 2 + 6.00 diopters in any meridian; and,
i. Eyeglass best corrected visual acuity of 20/40 or worse in either eye; and,
ii. Visual acuity improvement of 2 lines or more with contact lenses; or,
iii. Eyeglass prescription is > - 8.00 or > + 8.00 diopters in any meridian,

regardless of best corrected visual acuity.

c. For patients with Thygeson’s punctate Keratopathy, patients have failed to
respond to topical corticosteroids and cyclosporine or for whom these agents
are contraindicated or not tolerated.

C. Documentation

Reimbursement must be supported by adequate and complete documentation in the patient’s
medical record that describes the procedure and the medical rational for it. Documentation
requires at a minimum all the following items. All items must be available upon request to
initiate or sustain previous payments. Every page of the record must be legible and include
appropriate patient identification information (e.g., complete name, date(s) of service). Services
provided/ordered must be authenticated by the physician; stamped signatures are not
acceptable.

1. A signed statement of medical necessity is required. This statement must
document the specific indication appropriate to the patient and be accompanied
by the supporting medical record.

2. The medical necessity statement must include the relevant medical history,
physical examination, and results of the specified and any additional
diagnostic tests or procedures.

3. The prescription for lenses.

D. Procedural Detail

92071 Fitting of contact lens for treatment of ocular surface disease

92072 | Fitting of contact lens for management of keratoconus, initial fitting

92310 Prescription of optical and physical characteristics of and fitting of contact lens,
with medical supervision of adaptation; corneal lens, both eyes, except for aphakia

92311 Prescription of optical and physical characteristics of and fitting of contact lens,
with medical supervision of adaptation; corneal lens for aphakia, 1 eye

92312 Prescription of optical and physical characteristics of and fitting of contact lens,
with medical supervision of adaptation; corneal lens for aphakia, both eyes

92313 | Prescription of optical and physical characteristics of and fitting of contact lens,
with medical supervision of adaptation; corneoscleral lens

92314 | Prescription of optical and physical characteristics of contact lens, with medical
supervision of adaptation and direction of fitting by independent technician;
corneal lens, both eyes except for aphakia

92315 | Prescription of optical and physical characteristics of contact lens, with medical
supervision of adaptation and direction of fitting by independent technician;
corneal lens for aphakia, 1 eye




92316 | Prescription of optical and physical characteristics of contact lens, with medical
supervision of adaptation and direction of fitting by independent technician;
corneal lens for aphakia, both eyes

92317 | Prescription of optical and physical characteristics of contact lens, with
medical supervision of adaptation and direction of fitting by independent
technician; corneoscleral lens

92325 | Modification of contact lens (separate procedure), with medical supervision
of adaptation

92326 | Replacement of contact lens

HCPC CODES
Description

S0512 | Daily wear specialty contact lens, per lens

S0514 Color contact lens, per lens

S0515 | Scleral lens, liquid bandage device, per lens

S0592 | Comprehensive contact lens evaluation

V2500 Contact lens, PMMA, spherical, per lens

V2501 Contact lens, PMMA, toric or prism ballast, per lens

V2502 Contact lens PMMA, bifocal, per lens

V2503 Contact lens, PMMA, color vision deficiency, per lens

V2510 | Contact lens, gas permeable, spherical, per lens

V2511 Contact lens, gas permeable, toric, prism ballast, per lens

V2512 Contact lens, gas permeable, bifocal, per lens

V2513 Contact lens, gas permeable, extended wear, per lens

V2520 | Contact lens, hydrophilic, spherical, per lens

V2521 Contact lens, hydrophilic, toric, or prism ballast, per lens

V2522 Contact lens, hydrophilic, bifocal, per lens

V2523 Contact lens, hydrophilic, extended wear, per lens

V2530 Contact lens, scleral, gas impermeable, per lens (for contact lens modification,
see 92325)

V2531 Contact lens, scleral, gas permeable, per lens (for contact lens modification,
see 92325)




V2599 | Contact lens, other type

Required Modifiers for V2500 — V2599

Anatomical RT — right side
Modifiers LT — left side
50 — bilateral

Invalid Modifiers for 92310 — 92317

EM These codes do not allow for EM modifiers. Modifiers 24, 25, 57, and 95 are not
Modifiers allowed to be appended to any surgery code.
Diagnostic There is no technical component on these codes because this service is not a
Modifiers diagnostic test; TC and 26 are not valid modifiers to append to any of the

codes above for these codes.
Surgical Surgical modifiers are not allowed for this service. Modifiers AS, XE, XP,
Modifiers XS, XU, 22, 52, 54, 55, 58, 59, 76, 77, 78, 79, 80, 81, and 82 should not be

appended to any of the codes above for medical contact lens claims.

No required modifiers for contact lens fitting 92310 — 92317

DISCLAIMER and COPYRIGHTS

This policy is provided for information purposes only and does not constitute medical
advice. Versant Health, Inc. and its affiliates (the “Company”) do not provide health care
services and cannot guarantee any results or outcomes. Treating doctors are solely
responsible for determining what services or treatments to provide to their patients.
Patients (members) should always consult their doctor before making any decisions
about medical care.

Subject to applicable law, compliance with this Coverage Policy is not a guarantee of
coverage or payment. Coverage is based on the terms of an individual’s particular
coverage plan document, which may not cover the service(s) or procedure(s) addressed
in this Coverage Policy. The terms of the individual's specific coverage plan are always
determinative. Every effort has been made to ensure that the information in this
coverage policy is accurate and complete, however the Company does not guarantee
that there are no errors in this policy or that the display of this file on a website is
without error. THE COMPANY AND ITS EMPLOYEES ARE NOT LIABLE FOR ANY
ERRORS, OMISSIONS, OR OTHER INACCURACIES IN THE INFORMATION,
PRODUCT, OR PROCESSES DISCLOSED HEREIN. Neither the Company nor the
employees represent that use of such information, products, or processes will not
infringe on privately owned rights. In no event shall the Company be liable for direct,
indirect, special, incidental, or consequential damages arising out of the use of such
information, product, or process.

COMPANY’S COPYRIGHT STATEMENT

Except for any copyrights described below, this Coverage Policy is confidential and
proprietary, and no part of this Coverage Policy may be copied without Versant Health, or
its applicable affiliates express prior written approval.




AMA COPYRIGHT STATEMENT
CPT only copyright 2002-2022 American Medical Association. All Rights Reserved. CPT is
a registered trademark of the American Medical Association. Applicable FARS/DFARS
Apply to Government Use. Fee schedules, relative value units, conversion factors and/or
related components are not assigned by the AMA, are not part of CPT, and the AMA is not
recommending their use. The AMA does not directly or indirectly practice medicine or
dispense medical services. The AMA assumes no liability for data contained or not

contained herein.

RELATED POLICIES

1316.00 Eye Exams

1328.00 Keratoconus and Related Corneal Ectasias

DOCUMENT HISTORY

Approval Date Revision Effective Date

02/06/2018 Initial Policy 02/06/2018

10/18/2019 High Ametropia, added indicator for coverage 01/01/2020
regardless of best corrected visual acuity. Irregular
Astigmatism, added indicator of 2.00 diopters of
astigmatism in either eye

10/18/2019 Administrative correction to documentation 01/01/2020
requirements 02/11/2020

06/03/2020 Criteria changes to sections 1, 2, 3, and 4. 09/01/2020

04/07/2021 Criteria for high ametropia metrics restated as applying | 09/012021
to any meridian rather than spherical equivalent.

10/06/2021 Added new indication, (Thygeson’s Superficial 04/01/2022
Punctate Keratitis) for extended wear contact (superseded)
lenses. Revised criteria for Keratoconus and related
corneal ectasias to be standalone (“or”) instead of
combined ("and”).

01/05/2022 Removed requirements for greater than 2.5 diopters of | 04/01/2022
keratometric astigmatism; reorganized policy by
procedural codes; deleted diagnoses codes within
body of policy.
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