
  April 21, 2010 

License for Use of Current Procedural Terminology, 
Fourth Edition (CPT) 

You must indicate your agreement and acceptance of the following 
license agreement by clicking on the button labeled “Yes.” 

NOTE: CPT codes and descriptions only are copyright 1999-2008, American Medical 
Association. All Rights Reserved (or such other date of publication of CPT). Applicable 
FARS/DFARS apply. 

You, your employees and agents are authorized to use CPT internally within your 
organization for the sole use by yourself, employees and agents. You agree to take all 
necessary steps to insure that your employees and agents abide by the terms of this 
agreement. 

Any use not authorized herein is prohibited, including by way of illustration and not by 
way of limitation, making copies of CPT for resale and/or license, transferring copies of 
CPT to any party not bound by this agreement, creating any modified or derivative work 
of CPT, or making any commercial use of CPT. You should contact CPT Intellectual 
Property Services, American Medical Association, 515 N. State Street, Chicago, Illinois 
60610 or at telephone number 312-464-5022 or at facsimile number 312-464-5131, 
should you wish to make additional uses of CPT. 

Applicable FARS/DFARS Restrictions Apply to Government Use. U.S. Government 
rights to use, modify, reproduce, release, perform, display, or disclose these technical 
data and/or computer data bases and/or computer software and/or computer software 
documentation are subject to the limited rights restrictions of DFARS 252.227-
7015(b)(2)(June 1995) and/or subject to the restrictions of DFARS 227.7202-1(a)
(June 1995) and DFARS 227.7202-3(a)(June 1995), as applicable for U.S. Department
of Defense procurements and the limited rights restrictions of FAR 52.227-14(June 1987) 
and/or subject to the restricted rights provisions of FAR 52.227-14(June 1987) and FAR 
52.227-19(June 1987), as applicable, and any applicable agency FAR Supplements, for 
non-Department of Defense Federal procurements. 

Disclaimer of Warranties and Liabilities 
CPT is provided "as is" without warranty of any kind, either expressed or implied, 
including but not limited to, the implied warranties of merchantability and fitness for a 
particular purpose. No fee schedules, basic unit, relative values or related listings are 
included in CPT. The American Medical Association (AMA) does not directly or indirectly 
practice medicine or dispense medical services. The responsibility for the content of this 
file/product is the Health Care Financing Administration and no endorsement by the 
AMA is intended or implied. The AMA disclaims responsibility for any consequences or 
liability attributable to or related to any use, non-use, or interpretation of information 
contained or not contained in this file/product. 

This Agreement will terminate upon notice if you violate its terms. The AMA is a third 
party beneficiary to this Agreement. 

Should the foregoing terms and conditions be acceptable to you, 
please indicate your agreement and acceptance  

by clicking on the button labeled “Yes.” 



Code  
 

Table I-4.(a) 2010 CPT    Fee Schedule for Vision Services

Maximum 
Allowable

1

Optometrist Optician Vision
Group

Description  

$82.7865205 X XREMOVE FOREIGN BODY FROM EYE

$101.0365210 X XREMOVE FOREIGN BODY FROM EYE

$84.2865220 X XREMOVE FOREIGN BODY FROM EYE

$111.3265222 X XREMOVE FOREIGN BODY FROM EYE

$168.7065430 X XCORNEAL SMEAR

$115.4365435 X XCURETTE/TREAT CORNEA

$565.2865436 X XCURETTE/TREAT CORNEA

$551.9865600 X XREVISION OF CORNEA

$77.2767820 X XREVISE EYELASHES

$374.6567840 X XREMOVE EYELID LESION

$317.6067938 X XREMOVE EYELID FOREIGN BODY

$172.4668020 X XINCISE/DRAIN EYELID LINING

$97.1068040 X XTREATMENT OF EYELID LESIONS

$205.5968761 X XCLOSE TEAR DUCT OPENING

$168.4768801 X XDILATE TEAR DUCT OPENING

$330.9468810 X XPROBE NASOLACRIMAL DUCT

$178.1068840 X XEXPLORE/IRRIGATE TEAR DUCTS

$147.8676511 XOPHTH US, QUANT A ONLY

$139.9576512 XOPHTH US, B W/NON-QUANT A

$126.0876513 XECHO EXAM OF EYE, WATER BATH

$21.3076514 X X XECHO EXAM OF EYE, THICKNESS

$102.3176516 XECHO EXAM OF EYE

$108.8276519 XECHO EXAM OF EYE

$103.6776529 XECHO EXAM OF EYE

$113.6092002 X XEYE EXAM, NEW PATIENT

$216.0392004 X XEYE EXAM, NEW PATIENT

$119.8692012 X XEYE EXAM ESTABLISHED PAT

Vision Services
Coverage and rates are subject to change

PA Required

1 CPT codes and descriptions only are copyright 2009 
American Medical Association.  All Rights Reserved.  
Applicable FARS/DFARS apply.

Effective 1/1/2010 Dates of Service

**
*

  =

  =

Medical Justification or Written Report Required 2/26/2010
1

CPT code descriptions are shortened to 28 characters or less to comply with copyright restrictions.        
For full descriptions, please refer to your current CPT book.



Code  
 

Table I-4.(a) 2010 CPT    Fee Schedule for Vision Services

Maximum 
Allowable

1

Optometrist Optician Vision
Group

Description  

$176.1992014 X XEYE EXAM & TREATMENT

$46.7792015 X XREFRACTION

$230.4292018 X XNEW EYE EXAM & TREATMENT

$115.4992019 X XEYE EXAM & TREATMENT

$41.0892020 X XSPECIAL EYE EVALUATION

$89.9292060 X XSPECIAL EYE EVALUATION

$68.5992065 X XORTHOPTIC/PLEOPTIC TRAINING

$99.9192070 X X XFITTING OF CONTACT LENS

$75.7192081 X XVISUAL FIELD EXAMINATION(S)

$100.5292082 X XVISUAL FIELD EXAMINATION(S)

$114.3692083 X XVISUAL FIELD EXAMINATION(S)

$133.0792100 X XSERIAL TONOMETRY EXAM(S)

$110.4992120 X XTONOGRAPHY & EYE EVALUATION

$120.9992130 X XWATER PROVOCATION TONOGRAPH

$67.2292135 X X XOPHTH DX IMAGING POST SEG

$84.0592140 X XGLAUCOMA PROVOCATIVE TESTS

$40.2692225 X XSPECIAL EYE EXAM, INITIAL

$36.0392226 X XSPECIAL EYE EXAM, SUBSEQUENT

$101.4392250 X XEYE EXAM WITH PHOTOS

$27.0792260 X XOPHTHALMOSCOPY/DYNAMOMETRY

$128.4192270 X XELECTRO-OCULOGRAPHY

$195.6092275 X XELECTRORETINOGRAPHY

$63.8392283 X XCOLOR VISION EXAMINATION

$81.6692284 X XDARK ADAPTATION EYE EXAM

$58.1992285 X XEYE PHOTOGRAPHY

$165.1192286 X XINTERNAL EYE PHOTOGRAPHY

$80.0092310 ** X X XCONTACT LENS FITTING

Vision Services
Coverage and rates are subject to change

PA Required

1 CPT codes and descriptions only are copyright 2009 
American Medical Association.  All Rights Reserved.  
Applicable FARS/DFARS apply.

Effective 1/1/2010 Dates of Service

**
*

  =

  =

Medical Justification or Written Report Required 2/26/2010
2

CPT code descriptions are shortened to 28 characters or less to comply with copyright restrictions.        
For full descriptions, please refer to your current CPT book.



Code  
 

Table I-4.(a) 2010 CPT    Fee Schedule for Vision Services

Maximum 
Allowable

1

Optometrist Optician Vision
Group

Description  

$80.0092311 ** X X XCONTACT LENS FITTING

$80.0092312 ** X X XCONTACT LENS FITTING

$80.0092313 ** X X XCONTACT LENS FITTING

$80.0092315 ** X X XPRESCRIPTION OF CONTACT LENS

$80.0092316 ** X X XPRESCRIPTION OF CONTACT LENS

$30.0092340 X X XFITTING OF SPECTACLES

$30.0092341 X X XFITTING OF SPECTACLES

$30.0092342 X X XFITTING OF SPECTACLES

$59.5992352 X X XSPECIAL SPECTACLES FITTING

$70.8492353 X X XSPECIAL SPECTACLES FITTING

$20.3192358 X XEYE PROSTHESIS SERVICE

$6.0099002 X X XDEVICE HANDLING

$62.4699201 X XOFFICE/OUTPATIENT VISIT, NEW

$109.8499202 X XOFFICE/OUTPATIENT VISIT, NEW

$160.2799203 X XOFFICE/OUTPATIENT VISIT, NEW

$252.6099204 X XOFFICE/OUTPATIENT VISIT, NEW

$319.7499205 X XOFFICE/OUTPATIENT VISIT, NEW

$29.7099211 X XOFFICE/OUTPATIENT VISIT, EST

$62.4699212 X XOFFICE/OUTPATIENT VISIT, EST

$108.2999213 X XOFFICE/OUTPATIENT VISIT, EST

$163.1899214 X XOFFICE/OUTPATIENT VISIT, EST

$221.5899215 X XOFFICE/OUTPATIENT VISIT, EST

$136.0599221 X XINITIAL HOSPITAL CARE

$184.1599222 X XINITIAL HOSPITAL CARE

$271.6999223 X XINITIAL HOSPITAL CARE

$66.5299231 X XSUBSEQUENT HOSPITAL CARE

$120.2999232 X XSUBSEQUENT HOSPITAL CARE

Vision Services
Coverage and rates are subject to change

PA Required

1 CPT codes and descriptions only are copyright 2009 
American Medical Association.  All Rights Reserved.  
Applicable FARS/DFARS apply.

Effective 1/1/2010 Dates of Service

**
*
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  =

Medical Justification or Written Report Required 2/26/2010
3

CPT code descriptions are shortened to 28 characters or less to comply with copyright restrictions.        
For full descriptions, please refer to your current CPT book.



Code  
 

Table I-4.(a) 2010 CPT    Fee Schedule for Vision Services

Maximum 
Allowable

1

Optometrist Optician Vision
Group

Description  

$172.6899233 X XSUBSEQUENT HOSPITAL CARE

$78.5799241 X XOFFICE CONSULTATION

$150.2699242 X XOFFICE CONSULTATION

$206.3499243 X XOFFICE CONSULTATION

$310.7399244 X XOFFICE CONSULTATION

$380.8699245 X XOFFICE CONSULTATION

$86.3499251 X XINPATIENT CONSULTATION

$131.9699252 X XINPATIENT CONSULTATION

$201.5899253 X XINPATIENT CONSULTATION

$291.9199254 X XINPATIENT CONSULTATION

$352.7899255 X XINPATIENT CONSULTATION

$36.8899281 X XEMERGENCY DEPT VISIT

$71.5899282 X XEMERGENCY DEPT VISIT

$109.1499283 X XEMERGENCY DEPT VISIT

$205.7299284 X XEMERGENCY DEPT VISIT

$304.1899285 X XEMERGENCY DEPT VISIT

$125.0099288 ** X XDIRECT ADVANCED LIFE SUPPORT

Vision Services
Coverage and rates are subject to change

PA Required

1 CPT codes and descriptions only are copyright 2009 
American Medical Association.  All Rights Reserved.  
Applicable FARS/DFARS apply.

Effective 1/1/2010 Dates of Service

**
*
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CPT code descriptions are shortened to 28 characters or less to comply with copyright restrictions.        
For full descriptions, please refer to your current CPT book.



This message, including any attachments, is intended solely for the use of the named recipient(s) and may contain confidential and/or privileged information. Any unauthorized review, use, disclosure or 
distribution of this communication is expressly prohibited.  If you are not the intended recipient, please notify the sender at the sender's fax number above and destroy any and all copies of the original 
message. Thank you.    Revised 05/20/10 

AFFILIATED COMPUTER SERVICES, INC.  
Provider Inquiry Recipient Eligibility for Vision Services 

FAX: (907) 644-8126 
 

Provider:  NPI* or Medicaid Contract ID† ____________________  Provider Name _________________________________________  Date ____________________________  
 
 Contact Person  _______________________________  Provider FAX _________________________________  Provider Phone ____________________________  
 

 
 

 Please submit: 1) the recipient name, 2) month and year of service, and 3) at least one other patient identifier such as the recipient Medicaid ID, the SSN, or the Date of  
 Birth (DOB). Provider Inquiry will verify recipient eligibility for the month and year indicated in the Month/Year of Service field, and will indicate if they have received a vision 

exam or glasses within the last year. 
 
 
1.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
 Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

 
2.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
 Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

 

 
3.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
 Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

 
4.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
  Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

 
5.____________________ ________________________  ___________  ___________________  Eligible   Medicaid ________________ CAMA __________________  
 (Medicaid or SSN) (Recipient Name) (DOB) (Month/Year of Service) (Yes) (No) (Code) (Code) 

 Exam   Glasses   Neither   TPL ______________  ________________________________  _________________  __________________________________________  
 Within the last year (Code) (Policy Name) (Effective Dates) (Policy No. or Subscriber Group No.) 
 
 

Completed by ______________________________________________ _______________________________________  
 (ACS Provider Inquiry Specialist)   (Date Completed) 

                                                           
* National Provider Identifier 
† Formerly known as Alaska Medical Assistance Provider Number 
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