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Place of Service 
 
Medicare policies regarding the place of service (POS) for diagnostic tests can be found in 
the Medicare Claims Processing Manual, Chapter 13 (Section 150) and Chapter 26 
(Section 10.5). 
 
The CMS-1500 claim form has two different fields that contain information about POS.  
Block 24B (“Place of Service”) contains a two-digit POS code, while Block 32 (“Service 
Facility Location Information”) contains an address. 
 
Off-Campus and On-Campus Locations 
There are two POS codes for outpatient hospital services depending on whether the 
department is off-campus or on-campus: 
 
POS 19  Off Campus-Outpatient Hospital 

A portion of an off-campus hospital provider based department which provides diagnostic, 
therapeutic (both surgical and nonsurgical), and rehabilitation services to sick or injured persons 
who do not require hospitalization or institutionalization. 
 
POS 22  On Campus-Outpatient Hospital 

A portion of a hospital’s main campus which provides diagnostic, therapeutic (both surgical and 
nonsurgical), and rehabilitation services to sick or injured persons who do not require hospitalization 
or institutionalization. 

 
POS 22 should be reported for outpatient services performed on the hospital’s main 
campus—for example, in the radiology department of the main hospital facility.  POS 19 is 
to be used for services performed in an off-campus provider-based department—for 
example, a physician office or imaging center that is located away from the main campus 
but is classified by the hospital as an outpatient department rather than an office location.  
Providers who are unsure how to classify a particular location should ask the hospital that 
owns it. 
 
Physician services billed with either POS 19 or POS 22 will be paid at the lower, facility 
rate rather than the office rate.  For more information, see the Medicare Claims 
Processing Manual, Chapter 26, Section 10.5 and 10.6. 
 
Note:  Hospitals are required to apply modifier PN or PO to any Medicare service 
performed in an off-campus PBD.  Please see page 14 of this Navigator® for more 
information. 
 
POS Code for Professional Component 
The basic rule is that the POS code for a professional component service should represent 
the setting in which the patient received the technical component (face-to-face) service.  
For example, if an MRI is performed on a hospital outpatient in the main hospital 
radiology department, and the radiologist interprets the images in his private office, the 



 

 
Copyright Coding Strategies, Inc., 2016 127 CPT only © 2016 
All Rights Reserved  American Medical Association 
NV17_DRG  All Rights Reserved 

Bone Density Studies 
 
Osteoporosis is a loss of bone mass 
that puts the patient at high risk for 
fractures.  The condition can occur in 
male or female patients of any age but 
is most common in postmenopausal 
women.   
 
Bone density studies are performed to 
evaluate the patient’s bone mass.  
There are a number of different 
imaging techniques that can be used 
for this purpose.  Please see page 196 
for ultrasound bone density studies, 
page 251 for CT bone density studies, 
and page 338 for nuclear bone density 
studies. 

 
Medicare Coverage 
Medicare coverage information and billing instructions for bone density studies are found 
in the Medicare Claims Processing Manual (Chapter 13, Section 140) and the Medicare 
Benefit Policy Manual (Chapter 15, Section 80.5).  Note that CMS refers to bone density 
studies as bone mass measurement or BMM.  Additionally, several Medicare contractors 
have issued Local Coverage Determinations (LCDs) and/or special instruction articles. 
 
Medicare patients cannot self-refer for bone density testing.  All exams must be ordered 
by the physician or nonphysician practitioner who is treating the patient.  Also, several 
Medicare contractors have stated that the study must be interpreted by a physician—
with a written report—in order to be reimbursed. 
 
Not all Medicare patients qualify for coverage of bone density tests.  Medicare will pay 
for the test only if the patient meets one of the following five conditions.  The first one 
applies only to women, but the others apply to men also. 
 

• The physician or practitioner has determined that the patient is estrogen-deficient 
and at clinical risk for osteoporosis, based on her medical history and other 
findings.  CMS notes that a patient who is on hormone replacement therapy may 
fall into this category if the physician or practitioner believes the patient is 
possibly still estrogen-deficient and at risk. 

• The patient has vertebral abnormalities identified on x-ray that are indicative of 
osteoporosis, osteopenia, or vertebral fracture. 

• The patient is receiving (or will receive) corticosteroid therapy equivalent to 5.0 
mg or more of prednisone per day for more than three months. 

• The patient has primary hyperparathyroidism. 

DEXA Scanner 
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CT of the Spine 
 
CT scans of the spine are useful in evaluating a variety of spinal conditions, including 
neuroforminal stenosis, facet arthritis, spinal cord injury, and radiculopathy.  The code 
assignment depends on what part of the spine was imaged and whether contrast was 
administered: 
 

Protocol Cervical Thoracic Lumbar 
Without contrast 72125 72128 72131 
With contrast 72126 72129 72132 
Without and with contrast 72127 72130 72133 

 
Each spinal region is coded separately.  For example, if the physician performs contrast 
studies of the cervical and thoracic spine, codes 72126 and 72129 should be assigned. 
 
A contrast CT scan of the spine can be performed with either intravenous or intrathecal 
contrast.  See below for coding guidelines when intrathecal contrast is used.  A scan 
performed following intradiscal contrast injection for discography is considered a 
noncontrast study.  (See the ACR Radiology Coding Source™, September/October 
2011, and Clinical Examples in Radiology, Spring 2012.)  The CPT® manual states that 
only exams performed with intravascular, intrathecal, or intra-articular contrast are 
considered contrast exams, and intradiscal injection is not intrathecal. 
 
CT Myelogram – Stand-Alone Service 
A CT myelogram is a CT scan performed following intrathecal contrast injection.  It may 
be performed as a stand-alone study, or in combination with a radiographic myelogram. 
 
If the CT myelogram is performed as a stand-alone study, the contrast injection is 
reported with one of the following codes:  
 

CPT® Code Definition 

61055 Cisternal or lateral cervical (C1-C2) puncture; with injection of medication or 
other substance for diagnosis or treatment 

62284 Injection procedure for myelography and/or computed tomography, lumbar 

 
Most studies involve lumbar contrast injection (62284).  Use code 61055 only for 
contrast injection by puncture of the posterior cerebellomedullary cistern or lateral 
puncture of C1-C2. 
 
The imaging is reported with the codes for CT scan of the spine with contrast.  For 
example, CPT® code 72132 is assigned for CT myelogram of the lumbar spine.  
 
Use of fluoroscopic guidance for the the injection should be reported with code 77003.  
In the past the CCI edits bundled 77003 into injection code 62284, but this edit was 
deleted effective July 1, 2016.  Additionally, code 77003 is now an add-on code, and the 
CPT® manual lists 61055 and 62284 as base codes for 77003. 
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Medicare Coverage of Oncologic FDG PET 
 
The information in this section pertains to PET, PET-CT, and PET-MRI scans performed 
with FDG for oncologic conditions (cancers).  These studies are reported with the PET 
body scan codes (78811-78816) as well as the PET metabolic brain scan code (78608).  
Please see the following section for Medicare coverage of oncologic scans using 
radiopharmaceuticals other than FDG.   
 
Medicare’s national coverage policy, located in Section 220.6.17 of the Medicare 
National Coverage Determinations Manual, divides oncologic FDG scans into two 
categories: 
 

• Initial treatment strategy 
• Subsequent treatment strategy 

 
Initial Treatment Strategy 
A scan falls into this category when it is performed to determine the physician’s initial 
treatment strategy for a patient who has a cancer that is “biopsy proven or strongly 
suspected based on other diagnostic testing.”  Scans performed for diagnosis and 
staging of cancer are considered initial treatment strategy scans.  (“Staging” refers to the 
diagnostic work-up that the physician performs to determine the extent of the patient’s 
cancer.)  Initial treatment strategy does not include scans performed for screening—that 
is, for preventive evaluation of a patient without signs or symptoms of disease.  Medicare 
and other payors do not cover PET for screening. 
 
According to the NCD, the patient’s physician must order the initial treatment strategy 
study for one of the following purposes: 
 

• To determine whether the patient is a candidate for an invasive diagnostic or 
therapeutic procedure; 

• To determine the optimal anatomic location for an invasive procedure; or 
• To determine the anatomic extent of the tumor when the recommended anti-

tumor treatment reasonably depends on the extent of the tumor. 
 
Initial treatment strategy scans must be submitted to Medicare with modifier PI on the 
scan code.  This requirement applies to both the imaging facility (hospital or 
freestanding) and the interpreting physician. 
 

Modifier Definition 

PI 
Positron Emission Tomography (PET) or PET/Computed Tomography (CT) to 
inform the initial treatment strategy of tumors that are biopsy proven or strongly 
suspected of being cancerous based on other diagnostic testing 

 
The NCD allows for coverage of only one initial treatment strategy scan per cancer per 
patient.  For example, if a patient has an initial treatment strategy scan for breast cancer, 
and several years later the patient is found to have colon cancer, an initial treatment 
strategy scan can be billed for the colon cancer.   


