CENTENE

Clinical Policy: Coverage for Gender-Affirming Procedures

Reference Number: HIM.CP.MP.395 Coding Implications
Date of Last Revision: 08/26 Revision Log

See Important Reminder at the end of this policy for important regulatory and legal
information.

Description

To adhere to both state-specific mandates and the Federal Marketplace Integrity and Affordability
Final Rule — 45 CFR § 156.115(d), this policy describes coverage for Health Insurance
Marketplace health plans by listing which states do and do not consider gender affirming
procedures an essential health benefit.

Note: Intersex individuals are not subject to the criteria in this policy.

Policy/Criteria
I. Itis the policy of Ambetter Health Plans affiliated with Centene Corporation® that in the
following states, gender-affirming care for adolescents and adults is not an essential health
benefit and therefore not a covered benefit:
Alabama
Arkansas
Arizona
Florida
Georgia
Iowa
Indiana
Kansas
Kentucky
Louisiana
Mississippi
Missouri
. Nebraska
North Carolina
Ohio
Oklahoma
South Carolina
Tennessee
Texas

NROFOZEIEATTEQEEDOW >

I1. It is the policy of Ambetter Health Plans affiliated with Centene Corporation that for New
Hampshire:
e (Gender-affirming care for adolescents is not an essential health benefit and therefore not a
covered benefit.
¢ Gender-affirming services for adults will be reviewed using health plan-adopted gender-
affirming-care medical necessity criteria (state benefit mandate applies for adults/adult
coverage).
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IIL.1t is the policy of Ambetter Health Plans affiliated with Centene Corporation that gender-
affirming services will be reviewed using health plan-adopted gender affirming care medical
necessity criteria for the following benefit mandate states:

California

Delaware

[linois

Michigan

Nevada

New Jersey

New York

Pennsylvania

Washington

FIOmmOOw

IV.1t is the policy of Ambetter Health Plans affiliated with Centene Corporation that detransition
services are a covered benefit for the benefit mandated state of Texas.

Background
In accordance with 45 CFR § 156.400, specified sex-trait modification procedures include any
pharmaceutical or surgical intervention provided for the purpose of attempting to align an
individual's physical appearance or body with an asserted identity that differs from the
individual's sex either by:
1) Intentionally disrupting or suppressing the normal development of natural biological
functions, including primary or secondary sex-based traits; or
2) Intentionally altering an individual's physical appearance or body, including amputating,
minimizing or destroying primary or secondary sex-based traits such as the sexual and
reproductive organs.
3) This term does not include procedures undertaken:
1) To treat a person with a medically verifiable disorder of sexual development; or
i1) For purposes other than attempting to align an individual's physical appearance or
body with an asserted identity that differs from the individual's sex.

Coding Implications

This clinical policy references Current Procedural Terminology (CPT®). CPT® is a registered
trademark of the American Medical Association. All CPT codes and descriptions are copyrighted
2025, American Medical Association. All rights reserved. CPT codes and CPT descriptions are
from the current manuals and those included herein are not intended to be all-inclusive and are
included for informational purposes only. Codes referenced in this clinical policy are for
informational purposes only. Inclusion or exclusion of any codes does not guarantee coverage.
Providers should reference the most up-to-date sources of professional coding guidance prior to
the submission of claims for reimbursement of covered services.

Table 1 — Gender identity diagnosis codes
ICD-10 ' Description

F64.0 Transsexualism
Fo64.1 Dual role transvestism
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ICD-10 ' Description

F64.2 Gender identity disorder of childhood
F64.8 Other gender identity disorders

F64.9 Gender identity disorder, unspecified

FOR TEXAS ONLY: Secondary diagnosis to indicate prior history of sex-trait modification.

7.87.890 Personal history of sex reassignment

Table 2 — HCPCS codes that may be considered part of gender-affirming surgery.

This code list does not indicate if a procedure is or is not considered medically necessary.
ICD-  Description
10

A4280 | Adhesive skin support attachment for use with external breast prosthesis, each
C1789 | Prosthesis, breast (implantable)

C1813 | Prosthesis, penile, inflatable

C2622 | Prosthesis, penile, non-inflatable

J1000 | Injection, depo-estradiol cypionate, up to 5 mg

J1071 | Injection, testosterone cypionate, 1 mg

J1380 | Injection, estradiol valerate, up to 10 mg

J1675 | Injection, histrelin acetate, 10 mcg

J1950 | Injection, leuprolide acetate (for depot suspension), per 3.75 mg

J1951 | Injection, leuprolide acetate for depot suspension (Fensolvi), 0.25 mg
J1952 | Leuprolide injectable, camcevi, 1 mg

J1954 | Injection, leuprolide acetate for depot suspension (lutrate depot), 7.5 mg
J2675 | Injection, progesterone, per 50 mg

J3121 | Injection, testosterone enanthate, 1 mg

J3145 | Injection, testosterone undecanoate, 1 mg

J3240 | Injection, thyrotropin alpha, 0.9 mg, provided in 1.1 mg vial

J3315 | Injection, triptorelin pamoate, 3.75 mg

J3316 | Injection, triptorelin, extended-release, 3.75 mg

J3490 | Unclassified drugs

J8530 | Cyclophosphamide, oral, 25 mg

J9202 | Goserelin acetate implant, per 3.6 mg

J9217 | Leuprolide acetate (for depot suspension), 7.5 mg

J9218 | Leuprolide acetate, per 1 mg

J9219 | Leuprolide acetate implant, 65 mg

J9225 | Histrelin implant (Vantas), 50 mg

J9226 | Histrelin implant (Supprelin LA), 50 mg

J9999 | Not otherwise classified, antineoplastic drugs

L7902 | Tension ring, for vacuum erection device, any type, replacement only, each
L8000 | Breast prosthesis, mastectomy bra, without integrated breast prosthesis form, any size, any
type

L8001 | Breast prosthesis, mastectomy bra, with integrated breast prosthesis form, unilateral, any
size, any type
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10

L8002 | Breast prosthesis, mastectomy bra, with integrated breast prosthesis form, bilateral, any size,
any type

L8015 | External breast prosthesis garment, with mastectomy form, post mastectomy

L8020 | Breast prosthesis, mastectomy form

L8030 | Breast prosthesis, silicone or equal, without integral adhesive

L8031 | Breast prosthesis, silicone or equal, with integral adhesive

L8032 | Nipple prosthesis, prefabricated, reusable, any type, each

L.8033 | Nipple prosthesis, custom fabricated, reusable, any material, any type, each

L8035 | Custom breast prosthesis, post mastectomy, molded to patient model

L.8039 | Breast prosthesis, not otherwise specified

L8600 | Implantable breast prosthesis, silicone or equal

S0170 | Anastrozole, oral, 1 mg

S2066 | Breast reconstruction with gluteal artery perforator (GAP) flap, including harvesting of the
flap, microvascular transfer, closure of donor site and shaping the flap into a breast,
unilateral

S2067 | Breast reconstruction of a single breast with "stacked" deep inferior epigastric perforator
(DIEP) flap(s) and/or gluteal artery perforator (GAP) flap(s), including harvesting of the
flap(s), microvascular transfer, closure of donor site(s) and shaping the flap into a breast,
unilateral

S2068 | Breast reconstruction with deep inferior epigastric perforator (DIEP) flap or superficial
inferior epigastric artery (SIEA) flap, including harvesting of the flap, microvascular transfer,
closure of donor site and shaping the flap into a breast, unilateral

S9558 | Home injectable therapy; growth hormone, including administrative services, professional
pharmacy services, care coordination, and all necessary supplies and equipment (drugs and
nursing visits coded separately), per diem

S9560 | Home injectable therapy; hormonal therapy (e.g., leuprolide, goserelin), including
administrative services, professional pharmacy services, care coordination, and all necessary
supplies and equipment (drugs and nursing visits coded separately), per diem

ICD-  Description

Table 3 - CPT codes that may be considered part of gender-affirming surgery.

This code list does not indicate if a procedure is or is not considered medically necessary.
CPT® Description
Codes

11950 | Subcutaneous injection of filling material (eg, collagen); 1 cc or less

11951 | Subcutaneous injection of filling material (eg, collagen); 1.1 to 5.0 cc

11952 | Subcutaneous injection of filling material (eg, collagen); 5.1 to 10.0 cc

11954 | Subcutaneous injection of filling material (eg, collagen); over 10.0 cc

11960 | Insertion of tissue expander(s) for other than breast, including subsequent expansion
11980 | Subcutaneous hormone pellet implantation (implantation of estradiol and/or testosterone
pellets beneath the skin)

11981 | Insertion, drug-delivery implant (ie, bioresorbable, biodegradable, non-biodegradable)
11982 | Removal, non-biodegradable drug delivery implant

11983 | Removal with reinsertion, non-biodegradable drug delivery implant
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CPT® Description

Codes

14001 | Adjacent tissue transfer or rearrangement, trunk; defect 10.1 sq cm to 30.0 sq cm

15101 | Split-thickness autograft, trunk, arms, legs; each additional 100 sq cm, or each additional 1%
of body area of infants and children, or part thereof (List separately in addition to code for
primary procedure)

15200 | Full thickness graft, free, including direct closure of donor site, scalp, arms, and/or legs; 20
sq cm or less

15734 | Muscle, myocutaneous, or fasciocutaneous flap; trunk

15738 | Muscle, myocutaneous, or fasciocutaneous flap; lower extremity

15750 | Flap; neurovascular pedicle

15757 | Free skin flap with microvascular anastomosis

15769 | Grafting of autologous soft tissue, other, harvested by direct excision (eg, fat, dermis, fascia)

15771 | Grafting of autologous fat harvested by liposuction technique to trunk, breasts, scalp, arms,
and/or legs; 50 cc or less

15772 | Grafting of autologous fat harvested by liposuction technique to trunk, breasts, scalp, arms,
and/or legs; each additional 50 cc injectate, or part thereof (list separately in addition to code
for primary procedure)

15773 | Grafting of autologous fat harvested by liposuction technique to face, eyelids, mouth, neck,
ears, orbits, genitalia, hands, and/or feet; 25 cc or less injectate

15774 | Grafting of autologous fat harvested by liposuction technique to face, eyelids, mouth, neck,
ears, orbits, genitalia, hands, and/or feet; each additional 25 cc injectate, or part thereof (list
separately in addition to code for primary procedure)

15775 | Punch graft for hair transplant; 1 to 15 punch grafts

15776 | Punch graft for hair transplant; more than 15 punch grafts

15780 | Dermabrasion; total face (eg, for acne scarring, fine wrinkling, rhytids, general keratosis)

15781 | Dermabrasion; segmental, face

15782 | Dermabrasion; regional, other than face

15783 | Dermabrasion; superficial, any site (eg, tattoo removal)

15786 | Abrasion; single lesion (eg, keratosis, scar)

15787 | Abrasion; each additional 4 lesions or less (List separately in addition to code for primary
procedure)

15788 | Chemical peel, facial; epidermal

15789 | Chemical peel, facial; dermal

15792 | Chemical peel, nonfacial; epidermal

15793 | Chemical peel, nonfacial; dermal

15820 | Blepharoplasty, lower eyelid;

15821 | Blepharoplasty, lower eyelid; with extensive herniated fat pad

15822 | Blepharoplasty, upper eyelid;

15823 | Blepharoplasty, upper eyelid; with excessive skin weighting down lid

15824 | Rhytidectomy; forehead

15825 | Rhytidectomy; neck with platysmal tightening (platysmal flap, p-flap)

15826 | Rhytidectomy; glabellar frown lines

15828 | Rhytidectomy; cheek, chin, and neck

15829 | Rhytidectomy; superficial musculoaponeurotic system (SMAS) flap
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CPT® Description

Codes

15830 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); abdomen,
infraumbilical panniculectomy

15832 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); thigh

15833 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); leg

15834 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); hip

15835 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); buttock

15836 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); arm

15837 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); forearm or hand

15838 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); submental fat pad

15839 | Excision, excessive skin and subcutaneous tissue (includes lipectomy); other area

15847 | Excision, excessive skin and subcutaneous tissue (includes lipectomy), abdomen (eg,
abdominoplasty) (includes umbilical transposition and fascial plication) (List separately in
addition to code for primary procedure)

15876 | Suction assisted lipectomy; head and neck

15877 | Suction assisted lipectomy; trunk

15878 | Suction assisted lipectomy; upper extremity

15879 | Suction assisted lipectomy; lower extremity

17380 | Electrolysis epilation, each 30 minutes

17999 | Unlisted procedure, skin, mucous membrane and subcutaneous tissue

19300 | Mastectomy for gynecomastia

19301 | Mastectomy, partial (eg, lumpectomy, tylectomy, quadrantectomy, segmentectomy);

19303 | Mastectomy, simple, complete

19316 | Mastopexy

19318 | Breast reduction

19325 | Breast augmentation with implant

19350 | Nipple/areola reconstruction

21120 | Genioplasty; augmentation (autograft, allograft, prosthetic material)

21121 | Genioplasty; sliding osteotomy, single piece

21122 | Genioplasty; sliding osteotomies, 2 or more osteotomies (eg, wedge excision or bone wedge
reversal for asymmetrical chin)

21123 | Genioplasty; sliding, augmentation with interpositional bone grafts (includes obtaining
autografts)

21125 | Augmentation, mandibular body or angle; prosthetic material

21127 | Augmentation, mandibular body or angle; with bone graft, onlay or interpositional (includes
obtaining autograft)

21137 | Reduction forehead; contouring only

21138 | Reduction forehead; contouring and application of prosthetic material or bone graft (includes
obtaining autograft)

21139 | Reduction forehead; contouring and setback of anterior frontal sinus wall

21172 | Reconstruction superior-lateral orbital rim and lower forehead, advancement or alteration,
with or without grafts (includes obtaining autografts)
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CPT® Description

Codes

21175 | Reconstruction, bifrontal, superior-lateral orbital rims and lower forehead, advancement or
alteration (eg, plagiocephaly, trigonocephaly, brachycephaly), with or without grafts
(includes obtaining autografts)

21179 | Reconstruction, entire or majority of forehead and/or supraorbital rims; with grafts (allograft
or prosthetic material)

21180 | Reconstruction, entire or majority of forehead and/or supraorbital rims; with autograft
(includes obtaining grafts)

21208 | Osteoplasty, facial bones; augmentation (autograft, allograft, or prosthetic implant)

21209 | Osteoplasty, facial bones; reduction

21210 | Graft, bone; nasal, maxillary or malar areas (includes obtaining graft)

21270 | Malar augmentation, prosthetic material

21899 | Unlisted procedure, neck or thorax

30400 | Rhinoplasty, primary; lateral and alar cartilages and/or elevation of nasal tip

30410 | Rhinoplasty, primary; complete, external parts including bony pyramid, lateral and alar
cartilages, and/or elevation of nasal tip

30420 | Rhinoplasty, primary; including major septal repair

30430 | Rhinoplasty, secondary; minor revision (small amount of nasal tip work)

30435 | Rhinoplasty, secondary; intermediate revision (bony work with osteotomies)

30450 | Rhinoplasty, secondary; major revision (nasal tip work and osteotomies)

31580 | Laryngoplasty; for laryngeal web, with indwelling keel or stent insertion

31587 | Laryngoplasty, cricoid split, without graft placement

31599 | Unlisted procedure, larynx

31899 | Unlisted procedure, trachea, bronchi

44145 | Colectomy, partial; with coloproctostomy (low pelvic anastomosis)

53400 | Urethroplasty; first stage, for fistula, diverticulum, or stricture (eg, Johannsen type)

53405 | Urethroplasty; second stage (formation of urethra), including urinary diversion

53410 | Urethroplasty, 1-stage reconstruction of male anterior urethra

53415 | Urethroplasty, transpubic or perineal, 1-stage, for reconstruction or repair of prostatic or
membranous urethra

53425 | Urethroplasty, 2-stage reconstruction or repair of prostatic or membranous urethra; second
stage

53430 | Urethroplasty, reconstruction of female urethra

53460 | Urethromeatoplasty, with partial excision of distal urethral segment (Richardson type
procedure)

54125 | Amputation of penis; complete

54340 | Repair of hypospadias complication(s) (ie, fistula, stricture, diverticula); by closure, incision,
or excision, simple

54400 | Insertion of penile prosthesis; non-inflatable (semi-rigid)

54401 | Insertion of penile prosthesis; inflatable (self-contained)

54405 | Insertion of multi-component, inflatable penile prosthesis, including placement of pump,
cylinders, and reservoir

54406 | Removal of all components of a multi-component, inflatable penile prosthesis without

replacement of prosthesis
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CPT® Description

Codes

54408 | Repair of component(s) of a multi-component, inflatable penile prosthesis

54410 | Removal and replacement of all component(s) of a multi-component, inflatable penile
prosthesis at the same operative session

54411 | Removal and replacement of all components of a multi-component inflatable penile
prosthesis through an infected field at the same operative session, including irrigation and
debridement of infected tissue

54415 | Removal of non-inflatable (semi-rigid) or inflatable (self-contained) penile prosthesis,
without replacement of prosthesis

54416 | Removal and replacement of non-inflatable (semi-rigid) or inflatable (self-contained) penile
prosthesis at the same operative session

54417 | Removal and replacement of non-inflatable (semi-rigid) or inflatable (self-contained) penile
prosthesis through an infected field at the same operative session, including irrigation and
debridement of infected tissue

54520 | Orchiectomy, simple (including subcapsular), with or without testicular prosthesis, scrotal or
inguinal approach

54660 | Insertion of testicular prosthesis (separate procedure)

54690 | Laparoscopy, surgical; orchiectomy

55175 | Scrotoplasty; simple

55180 | Scrotoplasty; complicated

55866 | Laparoscopy, surgical prostatectomy, retropubic radical, including nerve sparing, includes
robotic assistance, when performed;

55970 | Intersex surgery; male to female

55980 | Intersex surgery; female to male

56625 | Vulvectomy simple; complete

56800 | Plastic repair introitus

56805 | Clitoroplasty for intersex state

56810 | Perineoplasty, repair of perineum, nonobstetrical (separate procedure)

57106 | Vaginectomy, partial removal of vaginal wall;

57107 | Vaginectomy, partial removal of vaginal wall; with removal of paravaginal tissue (radical
vaginectomy)

57110 | Vaginectomy, complete removal of vaginal wall

57111 | Vaginectomy, complete removal of vaginal wall; with removal of paravaginal tissue (radical
vaginectomy)

57291 | Construction of artificial vagina; without graft

57292 | Construction artificial vagina; with graft

57295 | Revision (including removal) of prosthetic vaginal graft; vaginal approach

57296 | Revision (including removal) of prosthetic vaginal graft; open abdominal approach

57335 | Vaginoplasty for intersex state

57426 | Revision (including removal) of prosthetic vaginal graft, laparoscopic approach

58150 | Total abdominal hysterectomy (corpus and cervix), with or without removal of tube(s), with
or without removal of ovary(s)

58180 | Supracervical abdominal hysterectomy (subtotal hysterectomy), with or without removal of

tube(s), with or without removal of ovary(s)
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CPT® Description

Codes

58260 | Vaginal hysterectomy, for uterus 250 g or less

58262 | Vaginal hysterectomy, for uterus 250 g or less; with removal of tube(s), and/or ovary(s)

58263 | Vaginal hysterectomy, for uterus 250 g or less; with removal of tube(s), and/or ovary(s), with
repair of enterocele

58267 | Vaginal hysterectomy, for uterus 250 g or less; with colpo-urethrocystopexy (Marshall-
Marchetti-Krantz type, Pereyra type) with or without endoscopic control

58270 | Vaginal hysterectomy, for uterus 250 g or less; with repair of enterocele

58275 | Vaginal hysterectomy, with total or partial vaginectomy

58280 | Vaginal hysterectomy, with total or partial vaginectomy; with repair of enterocele

58285 | Vaginal hysterectomy, radical (Schauta type operation)

58290 | Vaginal hysterectomy, for uterus greater than 250 g

58291 | Vaginal hysterectomy, for uterus greater than 250 g; with removal of tube(s) and/or ovary(s)

58292 | Vaginal hysterectomy, for uterus greater than 250 g; with removal of tube(s) and/or ovary(s),
with repair of enterocele

58294 | Vaginal hysterectomy, for uterus greater than 250 g; with repair of enterocele

58541 | Laparoscopy, surgical, supracervical hysterectomy, for uterus 250 g or less;

58542 | Laparoscopy, surgical, supracervical hysterectomy, for uterus 250 g or less; with removal of
tube(s) and/or ovary(s)

58543 | Laparoscopy, surgical, supracervical hysterectomy, for uterus greater than 250 g

58544 | Laparoscopy, surgical, supracervical hysterectomy, for uterus greater than 250 g; with
removal of tube(s) and/or ovary(s)

58550 | Laparoscopy, surgical, with vaginal hysterectomy, for uterus 250 g or less

58552 | Laparoscopy, surgical, with vaginal hysterectomy, for uterus 250 g or less; with removal of
tube(s) and/or ovary(s)

58553 | Laparoscopy, surgical, with vaginal hysterectomy, for uterus greater than 250 g

58554 | Laparoscopy, surgical, with vaginal hysterectomy, for uterus greater than 250 g; with
removal of tube(s) and/or ovary(s)

58570 | Laparoscopy, surgical, with total hysterectomy, for uterus 250 g or less

58571 | Laparoscopy, surgical, with total hysterectomy, for uterus 250 g or less; with removal of
tube(s) and/or ovary(s)

58572 | Laparoscopy, surgical, with total hysterectomy, for uterus greater than 250 g

58573 | Laparoscopy, surgical, with total hysterectomy, for uterus greater than 250 g; with removal
of tube(s) and/or ovary(s)

58661 | Laparoscopy surgical; with removal of adnexal structures (partial or total oophorectomy
and/or salpingectomy)

58720 | Salpingo-oophorectomy, complete or partial, unilateral or bilateral (separate procedure)

58940 | Oophorectomy, partial or total, unilateral or bilateral;

58999 | Unlisted procedure, female genital system (nonobstetrical)

64856 | Suture of major peripheral nerve, arm or leg, except sciatic; including transposition

64892 | Nerve graft (includes obtaining graft), single strand, arm or leg; up to 4 cm length

64896 | Nerve graft (includes obtaining graft), multiple strands (cable), hand or foot; more than 4 cm
length

67900 | Repair of brow ptosis (supraciliary, mid-forehead or coronal approach)
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CPT® Description

Codes

82670 | Estradiol; total

82681 | Estradiol; free, direct measurement (eg, equilibrium dialysis)

84270 | Sex hormone binding globulin (SHBG)

84402 | Testosterone; free

84403 | Testosterone; total

96372 | Therapeutic, prophylactic, or diagnostic injection (specify substance or drug); subcutaneous
or intramuscular

Reviews, Revisions, and Approvals Revision  Approval
Date Date
Policy developed. 08/2026
References

1. § 156.115 Provision of EHB. Code of Federal Regulations.
https://www.ecfr.gov/current/title-45/section-156.115. Amended August 4, 2026. Accessed
August 7, 2026.

2. § 156.400 Definitions. Code of Federal Regulations. https://www.ecfr.gov/current/title-
45/section-156.400. Amended August 4, 2026. Accessed August 7, 2026.

Important Reminder

This clinical policy has been developed by appropriately experienced and licensed health care
professionals based on a review and consideration of currently available generally accepted
standards of medical practice; peer-reviewed medical literature; government agency/program
approval status; evidence-based guidelines and positions of leading national health professional
organizations; views of physicians practicing in relevant clinical areas affected by this clinical
policy; and other available clinical information. The Health Plan makes no representations and
accepts no liability with respect to the content of any external information used or relied upon in
developing this clinical policy. This clinical policy is consistent with standards of medical
practice current at the time that this clinical policy was approved. “Health Plan” means a health
plan that has adopted this clinical policy and that is operated or administered, in whole or in part,
by Centene Management Company, LLC, or any of such health plan’s affiliates, as applicable.

The purpose of this clinical policy is to provide a guide to medical necessity, which is a
component of the guidelines used to assist in making coverage decisions and administering
benefits. It does not constitute a contract or guarantee regarding payment or results. Coverage
decisions and the administration of benefits are subject to all terms, conditions, exclusions and
limitations of the coverage documents (e.g., evidence of coverage, certificate of coverage, policy,
contract of insurance, etc.), as well as to state and federal requirements and applicable Health
Plan-level administrative policies and procedures.

This clinical policy is effective as of the date determined by the Health Plan. The date of posting

may not be the effective date of this clinical policy. This clinical policy may be subject to
applicable legal and regulatory requirements relating to provider notification. If there is a
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discrepancy between the effective date of this clinical policy and any applicable legal or
regulatory requirement, the requirements of law and regulation shall govern. The Health Plan
retains the right to change, amend or withdraw this clinical policy, and additional clinical
policies may be developed and adopted as needed, at any time.

This clinical policy does not constitute medical advice, medical treatment or medical care. It is
not intended to dictate to providers how to practice medicine. Providers are expected to exercise
professional medical judgment in providing the most appropriate care and are solely responsible
for the medical advice and treatment of members/enrollees. This clinical policy is not intended
to recommend treatment for members/enrollee. Members/enrollees should consult with their
treating physician in connection with diagnosis and treatment decisions.

Providers referred to in this clinical policy are independent contractors who exercise independent
judgment and over whom the Health Plan has no control or right of control. Providers are not
agents or employees of the Health Plan.

This clinical policy is the property of the Health Plan. Unauthorized copying, use, and
distribution of this clinical policy or any information contained herein are strictly prohibited.
Providers, members/enrollees and their representatives are bound to the terms and conditions
expressed herein through the terms of their contracts. Where no such contract exists, providers,
members/enrollees and their representatives agree to be bound by such terms and conditions by
providing services to members/enrollees and/or submitting claims for payment for such services.

Note: For Medicaid members/enrollees, when state Medicaid coverage provisions conflict
with the coverage provisions in this clinical policy, state Medicaid coverage provisions take
precedence. Please refer to the state Medicaid manual for any coverage provisions pertaining to
this clinical policy.

Note: For Medicare members/enrollees, to ensure consistency with the Medicare National
Coverage Determinations (NCD) and Local Coverage Determinations (LCD), all applicable
NCDs, LCDs, and Medicare Coverage Articles should be reviewed prior to applying the criteria
set forth in this clinical policy. Refer to the CMS website at http://www.cms.gov for additional
information.

©2026 Centene Corporation. All rights reserved. All materials are exclusively owned by
Centene Corporation and are protected by United States copyright law and international
copyright law. No part of this publication may be reproduced, copied, modified, distributed,
displayed, stored in a retrieval system, transmitted in any form or by any means, or otherwise
published without the prior written permission of Centene Corporation. You may not alter or
remove any trademark, copyright or other notice contained herein. Centene® and Centene
Corporation® are registered trademarks exclusively owned by Centene Corporation.
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