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Application 
 
This Medical Policy only applies to the state of Kansas. 
 
Coverage Rationale 
 
For medical necessity clinical coverage criteria for genetic analysis (genetic testing), refer to the Kansas Medical 
Assistance Program Professional Fee-for-Service Provider Manual. 
 
Applicable Codes 
 
The following list(s) of procedure and/or diagnosis codes is provided for reference purposes only and may not be all 
inclusive. Listing of a code in this policy does not imply that the service described by the code is a covered or non-covered 
health service. Benefit coverage for health services is determined by federal, state, or contractual requirements and 
applicable laws that may require coverage for a specific service. The inclusion of a code does not imply any right to 
reimbursement or guarantee claim payment. Other Policies and Guidelines may apply. 
 

CPT Code Description 
0254U Reproductive medicine (preimplantation genetic assessment), analysis of 24 chromosomes using 

embryonic DNA genomic sequence analysis for aneuploidy, and a mitochondrial DNA score in 
euploid embryos, results reported as normal (euploidy), monosomy, trisomy, or partial 
deletion/duplications, mosaicism, and segmental aneuploidy, per embryo tested 

81228 Cytogenomic (genome-wide) analysis for constitutional chromosomal abnormalities; interrogation of 
genomic regions for copy number variants, comparative genomic hybridization [CGH] microarray 
analysis 

81229 Cytogenomic (genome-wide) analysis for constitutional chromosomal abnormalities; interrogation of 
genomic regions for copy number and single nucleotide polymorphism (SNP) variants, comparative 
genomic hybridization (CGH) microarray analysis 

81349 Cytogenomic (genome-wide) analysis for constitutional chromosomal abnormalities; interrogation of 
genomic regions for copy number and loss-of-heterozygosity variants, low-pass sequencing 
analysis 

81479 Unlisted molecular pathology procedure 

Related Policies 
• Cell-Free Fetal DNA Testing (for Kansas Only) 
• Chromosome Microarray Testing (Non-Oncology 

Conditions) (for Kansas Only)  
 

Related Clinical Guideline 
• Fertility Solutions Medical Necessity Clinical 

Guideline: Infertility 

https://portal.kmap-state-ks.us/Documents/Provider/Provider%20Manuals/Professional_24242_24216.pdf
https://portal.kmap-state-ks.us/Documents/Provider/Provider%20Manuals/Professional_24242_24216.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-plan/ks/cell-free-fetal-dna-testing-ks-cs.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-plan/ks/chromosome-microarray-testing-ks-cs.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-plan/ks/chromosome-microarray-testing-ks-cs.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/clinical-guidelines/fertility-solutions-medical-necessity-clinical-guideline-infertility.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/clinical-guidelines/fertility-solutions-medical-necessity-clinical-guideline-infertility.pdf


 

Preimplantation Genetic Testing and Related Services (for Kansas Only) Page 2 of 3 
UnitedHealthcare Community Plan Medical Policy Effective 06/01/2025 

Proprietary Information of UnitedHealthcare. Copyright 2025 United HealthCare Services, Inc. 
 

CPT Code Description 
89290 Biopsy, oocyte polar body or embryo blastomere, microtechnique (for pre-implantation genetic 

diagnosis); less than or equal to 5 embryos  
89291 Biopsy, oocyte polar body or embryo blastomere, microtechnique (for pre-implantation genetic 

diagnosis); greater than 5 embryos  
Related Services 

58970 Follicle puncture for oocyte retrieval, any method 
58974 Embryo transfer, intrauterine 
76948 Ultrasonic guidance for aspiration of ova, imaging supervision and interpretation 
89250 Culture of oocyte(s)/embryo(s), less than 4 days 
89251 Culture of oocyte(s)/embryo(s), less than 4 days; with co-culture of oocyte(s)/embryos 
89253 Assisted embryo hatching, microtechniques (any method) 
89254 Oocyte identification from follicular fluid 
89255 Preparation of embryo for transfer (any method) 
89257 Sperm Identification from aspiration (other than seminal fluid) 
89258 Cryopreservation; embryo(s) 
89260 Sperm isolation: simple prep (e.g., sperm wash and swim-up) for insemination or diagnosis with 

semen analysis 
89261 Sperm isolation: complex prep (e.g., Percoll gradient, albumin gradient) for insemination or 

diagnosis with semen analysis 
89264 Sperm identification from testis tissue, fresh or cryopreserved 
89268 Insemination of oocytes 
89272 Extended culture of oocyte(s)/embryo(s), 4-7 days 
89280 Assisted oocyte fertilization, microtechnique; less than or equal to 10 oocytes  
89281 Assisted oocyte fertilization, microtechnique; greater than 10 oocytes 
89342 Storage (per year); embryo(s) 
89352 Thawing of cryopreserved; embryo(s) 

CPT® is a registered trademark of the American Medical Association 
 

HCPCS Code Description 
S4011 In vitro fertilization; including but not limited to identification and incubation of mature oocytes, 

fertilization with sperm, incubation of embryo(s), and subsequent visualization for determination of 
development 

S4015 Complete in vitro fertilization cycle, not otherwise specified, case rate 
S4016 Frozen in vitro fertilization cycle, case rate 
S4022 Assisted oocyte fertilization, case rate 
S4037 Cryopreserved embryo transfer, case rate 

 
U.S. Food and Drug Administration (FDA) 
 
This section is to be used for informational purposes only. FDA approval alone is not a basis for coverage. 
 
Laboratories that perform preimplantation genetic testing are regulated by the FDA under the Clinical Laboratory 
Improvement Amendments. Refer to the following website for more information: https://www.fda.gov/medical-devices/ivd-
regulatory-assistance/clinical-laboratory-improvement-amendments-clia. (Accessed January 30, 2025) 
 
Refer to the following website for a list of nucleic acid-based tests that have been cleared or approved by the Center for 
Devices and Radiological Heath: https://www.fda.gov/medical-devices/in-vitro-diagnostics/nucleic-acid-based-tests.  
(Accessed January 30, 2025) 
 

https://www.fda.gov/medical-devices/ivd-regulatory-assistance/clinical-laboratory-improvement-amendments-clia
https://www.fda.gov/medical-devices/ivd-regulatory-assistance/clinical-laboratory-improvement-amendments-clia
https://www.fda.gov/medical-devices/in-vitro-diagnostics/nucleic-acid-based-tests
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Kansas Medical Assistance Program Professional Fee-for-Service Provider Manual. Available at: https://portal.kmap-
state-ks.us/Documents/Provider/Provider%20Manuals/Professional_24216_24227.pdf. Accessed January 30, 2025.  

Policy History/Revision Information 

Date Summary of Changes 
06/01/2025 • New Medical Policy

Instructions for Use 

This Medical Policy provides assistance in interpreting UnitedHealthcare standard benefit plans. When deciding coverage, 
the federal, state, or contractual requirements for benefit plan coverage must be referenced as the terms of the federal, 
state, or contractual requirements for benefit plan coverage may differ from the standard benefit plan. In the event of a 
conflict, the federal, state, or contractual requirements for benefit plan coverage govern. Before using this policy, please 
check the federal, state, or contractual requirements for benefit plan coverage. UnitedHealthcare reserves the right to 
modify its policies and guidelines as necessary. This Medical Policy is provided for informational purposes. It does not 
constitute medical advice. 

UnitedHealthcare uses InterQual® for the primary medical/surgical criteria, and the American Society of Addiction 
Medicine (ASAM) criteria for substance use disorder (SUD) services, in administering health benefits. If InterQual® does 
not have applicable criteria, UnitedHealthcare may also use UnitedHealthcare Medical Policies that have been approved 
by the Kansas Department of Health and Environment. The UnitedHealthcare Medical Policies are intended to be used in 
connection with the independent professional medical judgment of a qualified health care provider and do not constitute 
the practice of medicine or medical advice. 

https://portal.kmap-state-ks.us/Documents/Provider/Provider Manuals/Professional_24216_24227.pdf
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