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Disclaimer: Coding and reimbursement information is provided for educational purposes and does not assure coverage of the 

specific item or service in any given case. Information provided in this document is for educational purposes only and is not 

intended to provide le.g.al, patient specific coding or claims submission information. Information is provided based upon the 

current landscape utilizing the information that is currently available. 

 

Procedure coding should always be based upon medically necessary procedures and supplies provided to the patient. Jubilant 

Radiopharma and The Pinnacle Health Group make no guarantee of coverage or reimbursement. Contact the local Medicare 

Administrative Contractor (MAC) or CMS for specific information as payment rates listed are subject to change. To the extent 

that you submit cost information to Medicare, Medicaid or any other reimbursement program to support claims for services 

or items, you are obligated to accurately report the actual price paid for such items, including any subsequent adjustments. 

Current Procedural Terminology numeric codes, descriptions, and modifiers are trademarks and copyrights of the AMA. 
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 

 

https://www.cms.gov/medicare/payment/all-fee-service-providers/medicare-part-b-drug-average-sales-price/asp-pricing-files
https://www.cms.gov/medicare/medicare-fee-for-service-payment/hospitaloutpatientpps/downloads/jw-modifier-faqs.pdf
https://www.cms.gov/medicare-coverage-database/view/article.aspx?articleid=55932
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‡By Report: MAC determines payment based on the description of the procedure/service provided. 
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†Paid under the Clinical Diagnostic Laboratory Fee Schedule 
‡By Report: MAC determines payment based on the description of the procedure/service provided. 
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‡By Report: MAC determines payment based on the description of the procedure/service provided. 

 

‡By Report: MAC determines payment based on the description of the procedure/service provided. 

†
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†Not covered by Medicare 
‡By Report: MAC determines payment based on the description of the procedure/service provided. 

†Not covered by Medicare 

‡By Report: MAC determines payment based on the description of the procedure/service provided. 
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‡By Report: MAC determines payment based on the description of the procedure/service provided. 
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‡By Report: MAC determines payment based on the description of the procedure/service provided. 

1. CY 2025 Hospital Outpatient Prospective Payment and Ambulatory Payment Systems – Final Rule (CMS-1809-FC); Addendum B and 

ASC Addenda. 

2. CY 2025 Payment Policies under the Physician Fee Schedule and Other Changes to Part B Payment Policies; (CMS-1807-F); Addendum 

B. All MPFS Fee Schedules calculated using CF of $32.3465 effective January 1, 2025 

http://www.jubilantradiopharma.com/

