Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility
January 1, 2010

Definitions:

Modifier —When a modifier is present, this indicates system may have different reimbursement or code edits for that procedure code/modifier combination.

For example:
26 = professional component

TC = technical component

Description — Procedure code short description. You must refer to the appropriate official CPT-4, HCPCS or CDT-5 coding manual for complete definitions

in order to assure correct coding.

Effective — This is the first date of service for which the listed fee is applicable. Fees for drugs, radiopharmaceuticals, blood products, immune globins, vaccines,

and toxoids are reviewed and updated quarterly -- effective dates that are greater than three months old indicate that there has been no fee change since that date.

Method — Source of fee determination

Fees

Fee Sched: Medicaid fee; not determined using RBRVS payment schedule

Medicare: Medicare-prevailing fee.

By Report (BR): Equals 46% of billed charges

Anes Value: Number of anesthesia base value units. This is added to the 15 min. time increment units and multiplied by the anesthesia conversion factor of $27.55.
RBRVS: Based on Medicare Relative Value Units (RVU’s) x Montana Medicaid conversion factor x policy adjuster. Conversion factor for fiscal year 2010 is $40.09.

*If a valid, current code is not present, that code may be a non-covered service

The facility rate is paid to physicians/practitioners providing services in the following sites: hospitals, emergency rooms, ambulatory surgery centers, IHS provider based and

IHS 638 free standing facilities, skilled nursing and nursing facilities, hospice, ambulance, inpatient psychiatric and partial psychiatric hospitals, psychiatric residential

treatment centers, comprehensive inpatient rehab facilities, birthing centers and military treatment facilities. All other sites of service receive the office rate.

Procedures not normally done in the office are shown with the same facility rate, while those done in both locations have different rates.

Bundled services, which are covered but paid as part of a related service, are shown with an RBRVS method and a fee of $0.00.

Policy adjustments are applied to certain codes to increase or decrease reimbursement for the service.

Vaccines covered by the Vaccines for Children (VFC) program are not reimbursable for individuals under 19. Please refer to the Medicaid Provider website for the list of VFC vaccine:

Global Days — Global surgery indicator. Global surgery periods are pre- and post-operative time frames assigned to surgical procedures.

000: Same day as procedure

010: Same day and ten days following procedure

090: One day prior to and ninety days following procedure

MMM: In maternity cases, the global period is per the CPT-4 code description

ZZZ7: Add-on code, global period does not apply. An add-on code must be billed with its associated primary code
Space: Global concept does not apply to this code

PA — Prior Authorization Indicators
Y: Prior authorization is required Mult - Multiple surgery guidelines do apply
Space - this indicator does not apply to this code Bilat - Bilateral. The procedure can be done bilaterally

Assist - Assistant. An assistant is allowed for this procedure
Co-Surg - Co-Surgery. A co-surgeon is allowed for this procedure
Team - A team of surgeons is allowed for this procedure

Please see first page for a complete description 1
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Y - indicator is applicable to this code
Space - this indicator does not apply to this code
Policy Adjust - M = Maternity, F = Family Planning

CPT codes, descriptors, and other data only are copyright 1999 American Medical Association (or such other date of
publication of CPT). All Rights Reserved. Applicable FARS/DFARS Apply.

Please see first page for a complete description 2
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Proc
01920
36245
36415
36416
70010
70010
70010
70015
70015
70015
70030
70030
70030
70100
70100
70100
70110
70110
70110
70120
70120
70120
70130
70130
70130
70134
70134
70134
70140
70140
70140
70150
70150
70150
70160
70160
70160
70170
70170
70170

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description

Effective

ANESTHESIA FOR CARDIAC CATHETERIZ 10/1/2007

PLACE CATHETER IN ARTERY
ROUTINE VENIPUNCTURE
CAPILLARY BLOOD DRAW
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
CONTRAST X-RAY OF BRAIN
X-RAY EYE FOR FOREIGN BODY
X-RAY EYE FOR FOREIGN BODY
X-RAY EYE FOR FOREIGN BODY
X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF JAW

X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MASTOIDS
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF MIDDLE EAR
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF FACIAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF NASAL BONES
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF TEAR DUCT
X-RAY EXAM OF TEAR DUCT

7/1/2009
6/1/1998
7/2/2004
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

10/1/2007 BY REPORT
10/1/2007 BY REPORT

7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility
January 1, 2010

Method
ANES VALU

RBRVS

FEE SCHED

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

RBRVS

Fees
Office Facility
$7.00 $0.00
$1,177.92 $265.52
$3.00 $0.00
$0.00 $0.00
$166.37  $166.37
$102.71  $102.71
$63.66 $63.66
$139.95  $139.95
$74.81 $74.81
$65.15 $65.15
$26.98 $26.98
$17.84 $17.84
$9.14 $9.14
$29.07 $29.07
$19.56 $19.56
$9.54 $9.54
$37.84 $37.84
$24.49 $24.49
$13.35 $13.35
$31.67 $31.67
$22.13 $22.13
$9.54 $9.54
$52.52 $52.52
$34.28 $34.28
$18.24 $18.24
$45.38 $45.38
$27.14 $27.14
$18.24 $18.24
$28.66 $28.66
$18.72 $18.72
$9.94 $9.94
$40.89 $40.89
$27.14 $27.14
$13.75 $13.75
$30.39 $30.39
$21.25 $21.25
$9.14 $9.14
$0.00 $0.00
$0.00 $0.00
$16.04 $16.04
3
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Montana Medicaid - Fee Schedule
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January 1, 2010

Fees Global Indicators Policy
Proc  Mod Description Effective Method Office Facility Days PA Mult Bilat Assist CoSurg Team  Adjust
70190 X-RAY EXAM OF EYE SOCKETS 7/1/2009 RBRVS $33.88 $33.88 Y
70190 TC X-RAY EXAM OF EYE SOCKETS 7/1/2009 RBRVS $22.81 $22.81 Y
70190 26  X-RAY EXAM OF EYE SOCKETS 7/1/2009 RBRVS $11.06 $11.06 Y
70200 X-RAY EXAM OF EYE SOCKETS 7/1/2009 RBRVS $42.38 $42.38
70200 TC X-RAY EXAM OF EYE SOCKETS 7/1/2009 RBRVS $27.50 $27.50
70200 26  X-RAY EXAM OF EYE SOCKETS 7/1/2009 RBRVS $14.87 $14.87
70210 X-RAY EXAM OF SINUSES 7/1/2009 RBRVS $28.54 $28.54
70210 TC X-RAY EXAM OF SINUSES 7/1/2009 RBRVS $19.40 $19.40
70210 26  X-RAY EXAM OF SINUSES 7/1/2009 RBRVS $9.14 $9.14
70220 X-RAY EXAM OF SINUSES 7/1/2009 RBRVS $37.44 $37.44
70220 TC X-RAY EXAM OF SINUSES 7/1/2009 RBRVS $24.45 $24.45
70220 26  X-RAY EXAM OF SINUSES 7/1/2009 RBRVS $12.99 $12.99
70240 X-RAY EXAM PITUITARY SADDLE 7/1/2009 RBRVS $28.10 $28.10
70240 TC X-RAY EXAM PITUITARY SADDLE 7/1/2009 RBRVS $17.84 $17.84
70240 26  X-RAY EXAM PITUITARY SADDLE 7/1/2009 RBRVS $10.26 $10.26
70250 X-RAY EXAM OF SKULL 7/1/2009 RBRVS $34.76 $34.76
70250 TC X-RAY EXAM OF SKULL 7/1/2009 RBRVS $22.13 $22.13
70250 26  X-RAY EXAM OF SKULL 7/1/2009 RBRVS $12.59 $12.59
70260 X-RAY EXAM OF SKULL 7/1/2009 RBRVS $46.34 $46.34
70260 TC X-RAY EXAM OF SKULL 7/1/2009 RBRVS $28.46 $28.46
70260 26  X-RAY EXAM OF SKULL 7/1/2009 RBRVS $17.92 $17.92
70300 X-RAY EXAM OF TEETH 7/1/2009 RBRVS $13.63 $13.63
70300 TC X-RAY EXAM OF TEETH 7/1/2009 RBRVS $8.02 $8.02
70300 26  X-RAY EXAM OF TEETH 7/1/2009 RBRVS $5.65 $5.65
70310 X-RAY EXAM OF TEETH 7/1/2009 RBRVS $32.03 $32.03
70310 TC X-RAY EXAM OF TEETH 7/1/2009 RBRVS $23.29 $23.29
70310 26  X-RAY EXAM OF TEETH 7/1/2009 RBRVS $8.74 $8.74
70320 FULL MOUTH X-RAY OF TEETH 7/1/2009 RBRVS $45.06 $45.06
70320 TC FULL MOUTH X-RAY OF TEETH 7/1/2009 RBRVS $33.27 $33.27
70320 26 FULL MOUTH X-RAY OF TEETH 7/1/2009 RBRVS $11.79 $11.79
70328 X-RAY EXAM OF JAW JOINT 7/1/2009 RBRVS $28.38 $28.38
70328 TC X-RAY EXAM OF JAW JOINT 7/1/2009 RBRVS $18.88 $18.88
70328 26  X-RAY EXAM OF JAW JOINT 7/1/2009 RBRVS $9.54 $9.54
70330 X-RAY EXAM OF JAW JOINTS 7/1/2009 RBRVS $44.86 $44.86
70330 TC X-RAY EXAM OF JAW JOINTS 7/1/2009 RBRVS $31.91 $31.91
70330 26  X-RAY EXAM OF JAW JOINTS 7/1/2009 RBRVS $12.95 $12.95
70332 X-RAY EXAM OF JAW JOINT 7/1/2009 RBRVS $81.46 $81.46 Y
70332 TC X-RAY EXAM OF JAW JOINT 7/1/2009 RBRVS $53.16 $53.16 Y
70332 26  X-RAY EXAM OF JAW JOINT 7/1/2009 RBRVS $28.30 $28.30 Y
70336 MAGNETIC IMAGE, JAW JOINT 7/1/2009 RBRVS $484.61  $484.61 Y Y
Please see first page for a complete description 4
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Proc
70336
70336
70350
70350
70350
70355
70355
70355
70360
70360
70360
70370
70370
70370
70371
70371
70371
70373
70373
70373
70380
70380
70380
70390
70390
70390
70450
70450
70450
70460
70460
70460
70470
70470
70470
70480
70480
70480
70481
70481

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
MAGNETIC IMAGE, JAW JOINT
MAGNETIC IMAGE, JAW JOINT
X-RAY HEAD FOR ORTHODONTIA
X-RAY HEAD FOR ORTHODONTIA
X-RAY HEAD FOR ORTHODONTIA
PANORAMIC X-RAY OF JAWS
PANORAMIC X-RAY OF JAWS
PANORAMIC X-RAY OF JAWS
X-RAY EXAM OF NECK
X-RAY EXAM OF NECK
X-RAY EXAM OF NECK
THROAT X-RAY & FLUOROSCOPY
THROAT X-RAY & FLUOROSCOPY
THROAT X-RAY & FLUOROSCOPY
SPEECH EVALUATION, COMPLEX
SPEECH EVALUATION, COMPLEX
SPEECH EVALUATION, COMPLEX
CONTRAST X-RAY OF LARYNX
CONTRAST X-RAY OF LARYNX
CONTRAST X-RAY OF LARYNX
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY GLAND
X-RAY EXAM OF SALIVARY DUCT
X-RAY EXAM OF SALIVARY DUCT
X-RAY EXAM OF SALIVARY DUCT
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/O DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/DYE
CT HEAD/BRAIN W/O & W/DYE
CT HEAD/BRAIN W/O & W/DYE
CT HEAD/BRAIN W/O & W/DYE
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/O DYE
CT ORBIT/EAR/FOSSA W/DYE
CT ORBIT/EAR/FOSSA W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility
January 1, 2010

Method

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees Global

Office Facility Days PA Mult
$405.07  $405.07 Y
$79.54 $79.54

$19.84 $19.84

$10.74 $10.74

$9.14 $9.14

$22.29 $22.29

$11.59 $11.59

$10.66 $10.66

$25.98 $25.98

$16.84 $16.84

$9.14 $9.14

$70.32 $70.32

$53.52 $53.52

$16.84 $16.84

$95.37 $95.37

$51.48 $51.48

$43.94 $43.94

$76.85 $76.85

$54.56 $54.56

$22.25 $22.25

$35.00 $35.00

$25.86 $25.86

$9.14 $9.14

$94.13 $94.13

$73.61 $73.61

$20.53 $20.53
$208.95  $208.95 Y
$162.93  $162.93 Y
$46.02 $46.02
$270.37  $270.37 Y
$209.47  $209.47 Y
$60.90 $60.90
$326.69  $326.69 Y
$258.22  $258.22 Y
$68.47 $68.47
$317.75  $317.75 Y
$248.84  $248.84 Y
$68.87 $68.87
$368.95  $368.95 Y
$294.70  $294.70 Y

5

Bilat

Y
Y

Indicators

Policy

Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
70481
70482
70482
70482
70486
70486
70486
70487
70487
70487
70488
70488
70488
70490
70490
70490
70491
70491
70491
70492
70492
70492
70496
70496
70496
70498
70498
70498
70540
70540
70540
70542
70542
70542
70543
70543
70543
70544
70544
70544

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CT ORBIT/EAR/FOSSA W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT ORBIT/EAR/FOSSA W/O&W/DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/O DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT MAXILLOFACIAL W/O & W/DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/O DYE
CT SOFT TISSUE NECK W/DYE
CT SOFT TISSUE NECK W/DYE
CT SOFT TISSUE NECK W/DYE
CT SFT TSUE NCK W/O & W/DYE
CT SFT TSUE NCK W/O & W/DYE
CT SFT TSUE NCK W/O & W/DYE
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY HEAD
CT ANGIOGRAPHY NECK
CT ANGIOGRAPHY NECK
CT ANGIOGRAPHY NECK
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/O DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBIT/FACE/NECK W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MRI ORBT/FAC/NCK W/O & W/DYE
MR ANGIOGRAPHY HEAD W/O DYE
MR ANGIOGRAPHY HEAD W/O DYE
MR ANGIOGRAPHY HEAD W/O DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$74.25 $74.25
$421.87  $421.87
$344.09  $344.09
$77.73 $77.73
$269.08  $269.08
$207.75  $207.75
$61.30 $61.30
$325.01  $325.01
$254.61  $254.61
$70.36 $70.36
$394.53  $394.53
$318.31  $318.31
$76.21 $76.21
$267.48  $267.48
$198.25  $198.25
$69.24 $69.24
$320.04  $320.04
$245.79  $245.79
$74.25 $74.25
$387.23  $387.23
$309.49  $309.49
$77.73 $77.73
$613.94  $613.94
$519.21  $519.21
$94.73 $94.73
$616.66  $616.66
$521.61  $521.61
$95.05 $95.05
$522.65  $522.65
$450.25  $450.25
$72.36 $72.36
$581.39  $581.39
$494.51  $494.51
$86.88 $86.88
$801.56  $801.56
$686.18  $686.18
$115.38  $115.38
$562.82  $562.82
$498.44  $498.44
$64.38 $64.38
6

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
70545
70545
70545
70546
70546
70546
70547
70547
70547
70548
70548
70548
70549
70549
70549
70551
70551
70551
70552
70552
70552
70553
70553
70553
70554
70554
70554
70555
70555
70555
70557
70557
70557
70558
70558
70558
70559
70559
70559
71010

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
MR ANGIOGRAPHY HEAD W/DYE
MR ANGIOGRAPHY HEAD W/DYE
MR ANGIOGRAPHY HEAD W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPH HEAD W/O&W/DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/O DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPHY NECK W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MR ANGIOGRAPH NECK W/O&W/DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
FMRI BRAIN BY TECH
FMRI BRAIN BY TECH
FMRI BRAIN BY TECH
FMRI BRAIN BY PHYS/PSYCH
FMRI BRAIN BY PHYS/PSYCH
FMRI BRAIN BY PHYS/PSYCH
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/O DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
MRI BRAIN W/O & W/DYE
CHEST X-RAY

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

10/1/2007

10/1/2007
7/1/2009
1/1/2004
1/1/2004
7/1/2009
1/1/2004
1/1/2004
7/1/2009
1/1/2004
1/1/2004
7/1/2009
7/1/2008

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS

Fees
Office Facility
$560.46  $560.46
$496.07  $496.07
$64.38 $64.38
$890.60  $890.60
$793.86  $793.86
$96.74 $96.74
$561.46  $561.46
$497.08  $497.08
$64.38 $64.38
$583.19  $583.19
$518.80  $518.80
$64.38 $64.38
$891.28  $891.28
$794.54  $794.54
$96.74 $96.74
$540.97  $540.97
$461.44  $461.44
$79.54 $79.54
$605.48  $605.48
$509.54  $509.54
$95.94 $95.94
$807.37  $807.37
$680.53  $680.53
$126.84  $126.84
$589.56  $589.56
$475.11  $475.11
$114.46  $114.46
$0.00 $0.00
$0.00 $0.00
$138.07  $138.07
$0.00 $0.00
$0.00 $0.00
$156.79  $156.79
$0.00 $0.00
$0.00 $0.00
$171.38  $171.38
$0.00 $0.00
$0.00 $0.00
$173.99  $173.99
$23.29 $23.29
7

Global
Days

PA

Mult
Y
Y

Bilat

<< =<=<=<=<

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
71010
71010
71015
71015
71015
71020
71020
71020
71021
71021
71021
71022
71022
71022
71023
71023
71023
71030
71030
71030
71034
71034
71034
71035
71035
71035
71040
71040
71040
71060
71060
71060
71090
71090
71090
71100
71100
71100
71101
71101

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Please see first page for a complete description
of information contained in the fee schedules.

Description
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY AND FLUOROSCOPY
CHEST X-RAY
CHEST X-RAY
CHEST X-RAY
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
CONTRAST X-RAY OF BRONCHI
X-RAY & PACEMAKER INSERTION
X-RAY & PACEMAKER INSERTION
X-RAY & PACEMAKER INSERTION
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

10/1/2007

10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$13.79 $13.79
$9.54 $9.54
$28.58 $28.58
$17.52 $17.52
$11.06 $11.06
$30.87 $30.87
$19.08 $19.08
$11.79 $11.79
$37.24 $37.24
$23.09 $23.09
$14.15 $14.15
$44.62 $44.62
$28.18 $28.18
$16.44 $16.44
$64.06 $64.06
$43.46 $43.46
$20.61 $20.61
$44.94 $44.94
$28.50 $28.50
$16.44 $16.44
$87.68 $87.68
$61.58 $61.58
$26.10 $26.10
$32.83 $32.83
$22.93 $22.93
$9.86 $9.86
$92.09 $92.09
$60.90 $60.90
$31.19 $31.19

$133.46  $133.46
$93.85 $93.85
$39.65 $39.65
$0.00 $0.00
$0.00 $0.00
$31.03 $31.03
$31.55 $31.55
$19.76 $19.76
$11.79 $11.79
$37.97 $37.97
$23.81 $23.81
8

Global
Days

PA

Mult

Bilat

Indicators

Policy

Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
71101
71110
71110
71110
71111
71111
71111
71120
71120
71120
71130
71130
71130
71250
71250
71250
71260
71260
71260
71270
71270
71270
71275
71275
71275
71550
71550
71550
71551
71551
71551
71552
71552
71552
71555
71555
71555
72010
72010
72010

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF RIBS/CHEST
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
X-RAY EXAM OF BREASTBONE
CT THORAX W/O DYE
CT THORAX W/O DYE
CT THORAX W/O DYE
CT THORAX W/DYE
CT THORAX W/DYE
CT THORAX W/DYE
CT THORAX W/O & W/DYE
CT THORAX W/O & W/DYE
CT THORAX W/O & W/DYE
CT ANGIOGRAPHY, CHEST
CT ANGIOGRAPHY, CHEST
CT ANGIOGRAPHY, CHEST
MRI CHEST W/O DYE
MRI CHEST W/O DYE
MRI CHEST W/O DYE
MRI CHEST W/DYE
MRI CHEST W/DYE
MRI CHEST W/DYE
MRI CHEST W/O & W/DYE
MRI CHEST W/O & W/DYE
MRI CHEST W/O & W/DYE
MRI ANGIO CHEST W OR W/O DYE
MRI ANGIO CHEST W OR W/O DYE
MRI ANGIO CHEST W OR W/O DYE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$14.15 $14.15
$39.29 $39.29
$25.14 $25.14
$14.15 $14.15
$50.03 $50.03
$33.19 $33.19
$16.84 $16.84
$31.43 $31.43
$20.77 $20.77
$10.66 $10.66
$35.96 $35.96
$24.17 $24.17
$11.79 $11.79
$272.85  $272.85
$210.39  $210.39
$62.46 $62.46
$326.57  $326.57
$259.90  $259.90
$66.67 $66.67
$402.46  $402.46
$328.22  $328.22
$74.25 $74.25
$497.08  $497.08
$393.20  $393.20
$103.83  $103.83
$583.35  $583.35
$505.17  $505.17
$78.14 $78.14
$654.99  $654.99
$562.42  $562.42
$92.57 $92.57
$897.74  $897.74
$775.58  $775.58
$122.15  $122.15
$576.21  $576.21
$478.07  $478.07
$98.14 $98.14
$66.39 $66.39
$43.06 $43.06
$23.33 $23.33
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Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
72020
72020
72020
72040
72040
72040
72050
72050
72050
72052
72052
72052
72069
72069
72069
72070
72070
72070
72072
72072
72072
72074
72074
72074
72080
72080
72080
72090
72090
72090
72100
72100
72100
72110
72110
72110
72114
72114
72114
72120

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF NECK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF THORACIC SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF TRUNK SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office
$22.77
$14.47

$8.34

$35.28
$23.49
$11.79
$49.95
$33.56
$16.44
$62.42
$43.06
$19.40
$33.39
$21.61
$11.79
$32.59
$20.77
$11.79
$36.92
$25.14
$11.79
$42.98
$31.15
$11.79
$33.96
$22.13
$11.79
$44.50
$29.27
$15.23
$37.00
$25.18
$11.79
$51.68
$35.24
$16.44
$67.19
$47.79
$19.40
$46.02

10

Facility
$22.77
$14.47
$8.34
$35.28
$23.49
$11.79
$49.95
$33.56
$16.44
$62.42
$43.06
$19.40
$33.39
$21.61
$11.79
$32.59
$20.77
$11.79
$36.92
$25.14
$11.79
$42.98
$31.15
$11.79
$33.96
$22.13
$11.79
$44.50
$29.27
$15.23
$37.00
$25.18
$11.79
$51.68
$35.24
$16.44
$67.19
$47.79
$19.40
$46.02

Global
Days

PA

Mult

Bilat

Indicators Policy
Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
72120
72120
72125
72125
72125
72126
72126
72126
72127
72127
72127
72128
72128
72128
72129
72129
72129
72130
72130
72130
72131
72131
72131
72132
72132
72132
72133
72133
72133
72141
72141
72141
72142
72142
72142
72146
72146
72146
72147
72147

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
X-RAY EXAM OF LOWER SPINE
X-RAY EXAM OF LOWER SPINE
CT NECK SPINE W/O DYE
CT NECK SPINE W/O DYE
CT NECK SPINE W/O DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/DYE
CT NECK SPINE W/O & W/DYE
CT NECK SPINE W/O & W/DYE
CT NECK SPINE W/O & W/DYE
CT CHEST SPINE W/O DYE
CT CHEST SPINE W/O DYE
CT CHEST SPINE W/O DYE
CT CHEST SPINE W/DYE
CT CHEST SPINE W/DYE
CT CHEST SPINE W/DYE
CT CHEST SPINE W/O & W/DYE
CT CHEST SPINE W/O & W/DYE
CT CHEST SPINE W/O & W/DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/O DYE
CT LUMBAR SPINE W/DYE
CT LUMBAR SPINE W/DYE
CT LUMBAR SPINE W/DYE
CT LUMBAR SPINE W/O & W/DYE
CT LUMBAR SPINE W/O & W/DYE
CT LUMBAR SPINE W/O & W/DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/O DYE
MRI NECK SPINE W/DYE
MRI NECK SPINE W/DYE
MRI NECK SPINE W/DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/O DYE
MRI CHEST SPINE W/DYE
MRI CHEST SPINE W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$34.24 $34.24
$11.79 $11.79
$273.53  $273.53
$211.07  $211.07
$62.46 $62.46
$325.77  $325.77
$260.22  $260.22
$65.55 $65.55
$395.69  $395.69
$327.54  $327.54
$68.15 $68.15
$272.85  $272.85
$210.39  $210.39
$62.46 $62.46
$326.13  $326.13
$260.22  $260.22
$65.87 $65.87
$396.69  $396.69
$328.22  $328.22
$68.47 $68.47
$272.53  $272.53
$210.07  $210.07
$62.46 $62.46
$325.77  $325.77
$259.90  $259.90
$65.87 $65.87
$396.37  $396.37
$327.86  $327.86
$68.47 $68.47
$496.23  $496.23
$410.48  $410.48
$85.71 $85.71
$612.05  $612.05
$508.86  $508.86
$103.15  $103.15
$508.78  $508.78
$422.71  $422.71
$86.07 $86.07
$560.78  $560.78
$457.27  $457.27
11

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
72147
72148
72148
72148
72149
72149
72149
72156
72156
72156
72157
72157
72157
72158
72158
72158
72170
72170
72170
72190
72190
72190
72191
72191
72191
72192
72192
72192
72193
72193
72193
72194
72194
72194
72195
72195
72195
72196
72196
72196

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
MRI CHEST SPINE W/DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/O DYE
MRI LUMBAR SPINE W/DYE
MRI LUMBAR SPINE W/DYE
MRI LUMBAR SPINE W/DYE
MRI NECK SPINE W/O & W/DYE
MRI NECK SPINE W/O & W/DYE
MRI NECK SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI CHEST SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
MRI LUMBAR SPINE W/O & W/DYE
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
X-RAY EXAM OF PELVIS
CT ANGIOGRAPH PELV W/O&W/DYE
CT ANGIOGRAPH PELV W/O&W/DYE
CT ANGIOGRAPH PELV W/O&W/DYE
CT PELVIS W/O DYE
CT PELVIS W/O DYE
CT PELVIS W/O DYE
CT PELVIS W/DYE
CT PELVIS W/DYE
CT PELVIS W/DYE
CT PELVIS W/O & W/DYE
CT PELVIS W/O & W/DYE
CT PELVIS W/O & W/DYE
MRI PELVIS W/O DYE
MRI PELVIS W/O DYE
MRI PELVIS W/O DYE
MRI PELVIS W/DYE
MRI PELVIS W/DYE
MRI PELVIS W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$103.51  $103.51
$501.93  $501.93
$422.35  $422.35
$79.54 $79.54
$604.48  $604.48
$508.54  $508.54
$95.94 $95.94
$808.94  $808.94
$670.99  $670.99
$137.91  $137.91
$769.53  $769.53
$631.26  $631.26
$138.27  $138.27
$797.19  $797.19
$670.67  $670.67
$126.52  $126.52
$24.94 $24.94
$15.84 $15.84
$9.14 $9.14
$37.60 $37.60
$26.22 $26.22
$11.39 $11.39
$478.79  $478.79
$380.98  $380.98
$97.82 $97.82
$259.54  $259.54
$200.57  $200.57
$58.97 $58.97
$309.86  $309.86
$247.40  $247.40
$62.46 $62.46
$393.60  $393.60
$328.06  $328.06
$65.55 $65.55
$535.12  $535.12
$456.99  $456.99
$78.14 $78.14
$593.85  $593.85
$500.60  $500.60
$93.25 $93.25
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Global
Days
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Mult
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Adjust
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Proc
72197
72197
72197
72198
72198
72198
72200
72200
72200
72202
72202
72202
72220
72220
72220
72240
72240
72240
72255
72255
72255
72265
72265
72265
72270
72270
72270
72275
72275
72275
72285
72285
72285
72295
72295
72295
73000
73000
73000
73010

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
MRI PELVIS W/O & W/DYE
MRI PELVIS W/O & W/DYE
MRI PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
MR ANGIO PELVIS W/O & W/DYE
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM SACROILIAC JOINTS
X-RAY EXAM OF TAILBONE
X-RAY EXAM OF TAILBONE
X-RAY EXAM OF TAILBONE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY OF NECK SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, THORAX SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY, LOWER SPINE
CONTRAST X-RAY SPINE
CONTRAST X-RAY SPINE
CONTRAST X-RAY SPINE
EPIDUROGRAPHY
EPIDUROGRAPHY
EPIDUROGRAPHY
X-RAY C/T SPINE DISK
X-RAY C/T SPINE DISK
X-RAY C/T SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY OF LOWER SPINE DISK
X-RAY EXAM OF COLLAR BONE
X-RAY EXAM OF COLLAR BONE
X-RAY EXAM OF COLLAR BONE
X-RAY EXAM OF SHOULDER BLADE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$813.87  $813.87
$692.39  $692.39
$121.47  $121.47
$572.77  $572.77
$475.67  $475.67
$97.06 $97.06
$27.66 $27.66
$18.52 $18.52
$9.14 $9.14
$33.39 $33.39
$23.13 $23.13
$10.26 $10.26
$28.18 $28.18
$19.08 $19.08
$9.14 $9.14
$152.62  $152.62
$103.87  $103.87
$48.75 $48.75
$139.91  $139.91
$92.17 $92.17
$47.75 $47.75
$141.84  $141.84
$97.26 $97.26
$44.54 $44.54
$221.42  $221.42
$149.82  $149.82
$71.56 $71.56
$101.31  $101.31
$62.66 $62.66
$38.69 $38.69
$172.07  $172.07
$112.13  $112.13
$59.93 $59.93
$151.98  $151.98
$108.24  $108.24
$43.74 $43.74
$26.26 $26.26
$17.52 $17.52
$8.74 $8.74
$26.98 $26.98
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Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility
January 1, 2010

Fees Global Indicators Policy
Proc  Mod Description Effective Method Office Facility Days PA Mult Bilat Assist CoSurg Team  Adjust

73010 TC X-RAY EXAM OF SHOULDER BLADE 7/1/2009 RBRVS $17.84 $17.84 Y
73010 26  X-RAY EXAM OF SHOULDER BLADE 7/1/2009 RBRVS $9.14 $9.14 Y
73020 X-RAY EXAM OF SHOULDER 7/1/2009 RBRVS $22.45 $22.45 Y
73020 TC X-RAY EXAM OF SHOULDER 7/1/2009 RBRVS $14.47 $14.47 Y
73020 26  X-RAY EXAM OF SHOULDER 7/1/2009 RBRVS $7.98 $7.98 Y
73030 X-RAY EXAM OF SHOULDER 7/1/2009 RBRVS $28.58 $28.58 Y
73030 TC X-RAY EXAM OF SHOULDER 7/1/2009 RBRVS $18.72 $18.72 Y
73030 26  X-RAY EXAM OF SHOULDER 7/1/2009 RBRVS $9.86 $9.86 Y
73040 CONTRAST X-RAY OF SHOULDER 7/1/2009 RBRVS $101.83  $101.83 Y
73040 TC CONTRAST X-RAY OF SHOULDER 7/1/2009 RBRVS $72.84 $72.84 Y
73040 26 CONTRAST X-RAY OF SHOULDER 7/1/2009 RBRVS $28.99 $28.99 Y
73050 X-RAY EXAM OF SHOULDERS 7/1/2009 RBRVS $34.16 $34.16

73050 TC X-RAY EXAM OF SHOULDERS 7/1/2009 RBRVS $23.13 $23.13

73050 26  X-RAY EXAM OF SHOULDERS 7/1/2009 RBRVS $10.98 $10.98

73060 X-RAY EXAM OF HUMERUS 7/1/2009 RBRVS $27.86 $27.86 Y
73060 TC X-RAY EXAM OF HUMERUS 7/1/2009 RBRVS $18.72 $18.72 Y
73060 26  X-RAY EXAM OF HUMERUS 7/1/2009 RBRVS $9.14 $9.14 Y
73070 X-RAY EXAM OF ELBOW 7/1/2009 RBRVS $25.50 $25.50 Y
73070 TC X-RAY EXAM OF ELBOW 7/1/2009 RBRVS $17.52 $17.52 Y
73070 26  X-RAY EXAM OF ELBOW 7/1/2009 RBRVS $7.98 $7.98 Y
73080 X-RAY EXAM OF ELBOW 7/1/2009 RBRVS $32.59 $32.59 Y
73080 TC X-RAY EXAM OF ELBOW 7/1/2009 RBRVS $23.49 $23.49 Y
73080 26  X-RAY EXAM OF ELBOW 7/1/2009 RBRVS $9.14 $9.14 Y
73085 CONTRAST X-RAY OF ELBOW 7/1/2009 RBRVS $92.33 $92.33 Y
73085 TC CONTRAST X-RAY OF ELBOW 7/1/2009 RBRVS $63.66 $63.66 Y
73085 26 CONTRAST X-RAY OF ELBOW 7/1/2009 RBRVS $28.62 $28.62 Y
73090 X-RAY EXAM OF FOREARM 7/1/2009 RBRVS $25.90 $25.90 Y
73090 TC X-RAY EXAM OF FOREARM 7/1/2009 RBRVS $17.52 $17.52 Y
73090 26  X-RAY EXAM OF FOREARM 7/1/2009 RBRVS $8.38 $8.38 Y
73092 X-RAY EXAM OF ARM, INFANT 7/1/2009 RBRVS $26.58 $26.58 Y
73092 TC X-RAY EXAM OF ARM, INFANT 7/1/2009 RBRVS $18.20 $18.20 Y
73092 26  X-RAY EXAM OF ARM, INFANT 7/1/2009 RBRVS $8.38 $8.38 Y
73100 X-RAY EXAM OF WRIST 7/1/2009 RBRVS $26.90 $26.90 Y
73100 TC X-RAY EXAM OF WRIST 7/1/2009 RBRVS $18.20 $18.20 Y
73100 26  X-RAY EXAM OF WRIST 7/1/2009 RBRVS $8.74 $8.74 Y
73110 X-RAY EXAM OF WRIST 7/1/2009 RBRVS $32.07 $32.07 Y
73110 TC X-RAY EXAM OF WRIST 7/1/2009 RBRVS $22.93 $22.93 Y
73110 26  X-RAY EXAM OF WRIST 7/1/2009 RBRVS $9.14 $9.14 Y
73115 CONTRAST X-RAY OF WRIST 7/1/2009 RBRVS $97.54 $97.54 Y
73115 TC CONTRAST X-RAY OF WRIST 7/1/2009 RBRVS $68.55 $68.55 Y

Please see first page for a complete description 14
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Proc
73115
73120
73120
73120
73130
73130
73130
73140
73140
73140
73200
73200
73200
73201
73201
73201
73202
73202
73202
73206
73206
73206
73218
73218
73218
73219
73219
73219
73220
73220
73220
73221
73221
73221
73222
73222
73222
73223
73223
73223

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CONTRAST X-RAY OF WRIST
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF HAND
X-RAY EXAM OF FINGER(S)
X-RAY EXAM OF FINGER(S)
X-RAY EXAM OF FINGER(S)
CT UPPER EXTREMITY W/O DYE
CT UPPER EXTREMITY W/O DYE
CT UPPER EXTREMITY W/O DYE
CT UPPER EXTREMITY W/DYE
CT UPPER EXTREMITY W/DYE
CT UPPER EXTREMITY W/DYE
CT UPPR EXTREMITY W/O&W/DYE
CT UPPR EXTREMITY W/O&W/DYE
CT UPPR EXTREMITY W/O&W/DYE
CT ANGIO UPR EXTRM W/O&W/DYE
CT ANGIO UPR EXTRM W/O&W/DYE
CT ANGIO UPR EXTRM W/O&W/DYE
MRI UPPER EXTREMITY W/O DYE
MRI UPPER EXTREMITY W/O DYE
MRI UPPER EXTREMITY W/O DYE
MRI UPPER EXTREMITY W/DYE
MRI UPPER EXTREMITY W/DYE
MRI UPPER EXTREMITY W/DYE
MRI UPPR EXTREMITY W/O&W/DYE
MRI UPPR EXTREMITY W/O&W/DYE
MRI UPPR EXTREMITY W/O&W/DYE
MRI JOINT UPR EXTREM W/O DYE
MRI JOINT UPR EXTREM W/O DYE
MRI JOINT UPR EXTREM W/O DYE
MRI JOINT UPR EXTREM W/DYE
MRI JOINT UPR EXTREM W/DYE
MRI JOINT UPR EXTREM W/DYE
MRI JOINT UPR EXTR W/O&W/DYE
MRI JOINT UPR EXTR W/O&W/DYE
MRI JOINT UPR EXTR W/O&W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees

Office Facility
$28.99 $28.99
$25.58 $25.58
$17.16 $17.16

$8.38 $8.38
$29.35 $29.35
$20.25 $20.25

$9.14 $9.14
$27.06 $27.06
$19.88 $19.88

$7.18 $7.18
$258.58  $258.58
$199.97  $199.97
$58.61 $58.61
$309.53  $309.53
$247.07  $247.07
$62.46 $62.46
$394.57  $394.57
$329.02  $329.02
$65.55 $65.55
$459.11  $459.11
$360.61  $360.61
$98.50 $98.50
$534.52  $534.52
$462.48  $462.48
$72.04 $72.04
$587.84  $587.84
$500.96  $500.96
$86.88 $86.88
$808.70  $808.70
$692.96  $692.96
$115.70  $115.70
$506.34  $506.34
$433.97  $433.97
$72.36 $72.36
$559.34  $559.34
$472.46  $472.46
$86.88 $86.88
$774.06  $774.06
$658.68  $658.68
$115.38  $115.38
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Proc
73500
73500
73500
73510
73510
73510
73520
73520
73520
73525
73525
73525
73530
73530
73530
73540
73540
73540
73542
73542
73542
73550
73550
73550
73560
73560
73560
73562
73562
73562
73564
73564
73564
73565
73565
73565
73580
73580
73580
73590

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIPS
X-RAY EXAM OF HIPS
X-RAY EXAM OF HIPS
CONTRAST X-RAY OF HIP
CONTRAST X-RAY OF HIP
CONTRAST X-RAY OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF HIP
X-RAY EXAM OF PELVIS & HIPS
X-RAY EXAM OF PELVIS & HIPS
X-RAY EXAM OF PELVIS & HIPS
X-RAY EXAM SACROILIAC JOINT
X-RAY EXAM SACROILIAC JOINT
X-RAY EXAM SACROILIAC JOINT
X-RAY EXAM OF THIGH
X-RAY EXAM OF THIGH
X-RAY EXAM OF THIGH
X-RAY EXAM OF KNEE, 1 OR 2
X-RAY EXAM OF KNEE, 1 OR 2
X-RAY EXAM OF KNEE, 1 OR 2
X-RAY EXAM OF KNEE, 3
X-RAY EXAM OF KNEE, 3
X-RAY EXAM OF KNEE, 3
X-RAY EXAM, KNEE, 4 OR MORE
X-RAY EXAM, KNEE, 4 OR MORE
X-RAY EXAM, KNEE, 4 OR MORE
X-RAY EXAM OF KNEES
X-RAY EXAM OF KNEES
X-RAY EXAM OF KNEES
CONTRAST X-RAY OF KNEE JOINT
CONTRAST X-RAY OF KNEE JOINT
CONTRAST X-RAY OF KNEE JOINT
X-RAY EXAM OF LOWER LEG

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007

10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$24.25 $24.25
$15.15 $15.15
$9.14 $9.14
$34.88 $34.88
$23.49 $23.49
$11.39 $11.39
$37.93 $37.93
$24.17 $24.17
$13.75 $13.75
$92.25 $92.25
$62.98 $62.98
$29.27 $29.27
$0.00 $0.00
$0.00 $0.00
$15.64 $15.64
$34.84 $34.84
$24.17 $24.17
$10.66 $10.66
$76.61 $76.61
$46.70 $46.70
$29.91 $29.91
$27.18 $27.18
$18.04 $18.04
$9.14 $9.14
$26.98 $26.98
$17.84 $17.84
$9.14 $9.14
$32.35 $32.35
$22.49 $22.49
$9.86 $9.86
$37.68 $37.68
$25.86 $25.86
$11.79 $11.79
$28.66 $28.66
$19.20 $19.20
$9.46 $9.46

$114.18  $114.18

$84.95 $84.95

$29.27 $29.27

$25.98 $25.98
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Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility
January 1, 2010

Fees Global Indicators Policy
Proc  Mod Description Effective Method Office Facility Days PA Mult Bilat Assist CoSurg Team  Adjust
73590 TC X-RAY EXAM OF LOWER LEG 7/1/2009 RBRVS $16.84 $16.84 Y
73590 26  X-RAY EXAM OF LOWER LEG 7/1/2009 RBRVS $9.14 $9.14 Y
73592 X-RAY EXAM OF LEG, INFANT 7/1/2009 RBRVS $26.58 $26.58 Y
73592 TC X-RAY EXAM OF LEG, INFANT 7/1/2009 RBRVS $18.20 $18.20 Y
73592 26  X-RAY EXAM OF LEG, INFANT 7/1/2009 RBRVS $8.38 $8.38 Y
73600 X-RAY EXAM OF ANKLE 7/1/2009 RBRVS $25.58 $25.58 Y
73600 TC X-RAY EXAM OF ANKLE 7/1/2009 RBRVS $17.16 $17.16 Y
73600 26  X-RAY EXAM OF ANKLE 7/1/2009 RBRVS $8.38 $8.38 Y
73610 X-RAY EXAM OF ANKLE 7/1/2009 RBRVS $29.35 $29.35 Y
73610 TC X-RAY EXAM OF ANKLE 7/1/2009 RBRVS $20.25 $20.25 Y
73610 26 X-RAY EXAM OF ANKLE 7/1/2009 RBRVS $9.14 $9.14 Y
73615 CONTRAST X-RAY OF ANKLE 7/1/2009 RBRVS $94.61 $94.61 Y
73615 TC CONTRAST X-RAY OF ANKLE 7/1/2009 RBRVS $65.71 $65.71 Y
73615 26 CONTRAST X-RAY OF ANKLE 7/1/2009 RBRVS $28.90 $28.90 Y
73620 X-RAY EXAM OF FOOT 7/1/2009 RBRVS $24.90 $24.90 Y
73620 TC X-RAY EXAM OF FOOT 7/1/2009 RBRVS $16.52 $16.52 Y
73620 26  X-RAY EXAM OF FOOT 7/1/2009 RBRVS $8.38 $8.38 Y
73630 X-RAY EXAM OF FOOT 7/1/2009 RBRVS $29.03 $29.03 Y
73630 TC X-RAY EXAM OF FOOT 7/1/2009 RBRVS $19.88 $19.88 Y
73630 26  X-RAY EXAM OF FOOT 7/1/2009 RBRVS $9.14 $9.14 Y
73650 X-RAY EXAM OF HEEL 7/1/2009 RBRVS $25.22 $25.22 Y
73650 TC X-RAY EXAM OF HEEL 7/1/2009 RBRVS $16.84 $16.84 Y
73650 26  X-RAY EXAM OF HEEL 7/1/2009 RBRVS $8.38 $8.38 Y
73660 X-RAY EXAM OF TOE(S) 7/1/2009 RBRVS $25.70 $25.70 Y
73660 TC X-RAY EXAM OF TOE(S) 7/1/2009 RBRVS $18.88 $18.88 Y
73660 26  X-RAY EXAM OF TOE(S) 7/1/2009 RBRVS $6.86 $6.86 Y
73700 CT LOWER EXTREMITY W/O DYE 7/1/2009 RBRVS $258.94  $258.94 Y Y
73700 TC CT LOWER EXTREMITY W/O DYE 7/1/2009 RBRVS $200.29  $200.29 Y Y
73700 26 CT LOWER EXTREMITY W/O DYE 7/1/2009 RBRVS $58.61 $58.61 Y
73701 CT LOWER EXTREMITY W/DYE 7/1/2009 RBRVS $311.58  $311.58 Y Y
73701 TC CT LOWER EXTREMITY W/DYE 7/1/2009 RBRVS $248.76  $248.76 Y Y
73701 26 CT LOWER EXTREMITY W/DYE 7/1/2009 RBRVS $62.78 $62.78 Y
73702 CT LWR EXTREMITY W/O&W/DYE 7/1/2009 RBRVS $395.61  $395.61 Y Y
73702 TC CTLWR EXTREMITY W/O&W/DYE 7/1/2009 RBRVS $329.70  $329.70 Y Y
73702 26 CT LWR EXTREMITY W/O&W/DYE 7/1/2009 RBRVS $65.87 $65.87 Y
73706 CT ANGIO LWR EXTR W/O&W/DYE 7/1/2009 RBRVS $498.36  $498.36 Y Y
73706 TC CT ANGIO LWR EXTR W/O&W/DYE 7/1/2009 RBRVS $394.93  $394.93 Y Y
73706 26  CT ANGIO LWR EXTR W/O&W/DYE 7/1/2009 RBRVS $103.47  $103.47 Y
73718 MRI LOWER EXTREMITY W/O DYE 7/1/2009 RBRVS $525.34  $525.34 Y Y
73718 TC MRILOWER EXTREMITY W/O DYE 7/1/2009 RBRVS $452.98  $452.98 Y Y
Please see first page for a complete description 17
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Proc
73718
73719
73719
73719
73720
73720
73720
73721
73721
73721
73722
73722
73722
73723
73723
73723
73725
73725
73725
74000
74000
74000
74010
74010
74010
74020
74020
74020
74022
74022
74022
74150
74150
74150
74160
74160
74160
74170
74170
74170

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
MRI LOWER EXTREMITY W/O DYE
MRI LOWER EXTREMITY W/DYE
MRI LOWER EXTREMITY W/DYE
MRI LOWER EXTREMITY W/DYE
MRI LWR EXTREMITY W/O&W/DYE
MRI LWR EXTREMITY W/O&W/DYE
MRI LWR EXTREMITY W/O&W/DYE
MRI JNT OF LWR EXTRE W/O DYE
MRI JNT OF LWR EXTRE W/O DYE
MRI JNT OF LWR EXTRE W/O DYE
MRI JOINT OF LWR EXTR W/DYE
MRI JOINT OF LWR EXTR W/DYE
MRI JOINT OF LWR EXTR W/DYE
MRI JOINT LWR EXTR W/O&W/DYE
MRI JOINT LWR EXTR W/O&W/DYE
MRI JOINT LWR EXTR W/O&W/DYE
MR ANG LWR EXT W OR W/O DYE
MR ANG LWR EXT W OR W/O DYE
MR ANG LWR EXT W OR W/O DYE
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM OF ABDOMEN
X-RAY EXAM SERIES ABDOMEN
X-RAY EXAM SERIES ABDOMEN
X-RAY EXAM SERIES ABDOMEN
CT ABDOMEN W/O DYE
CT ABDOMEN W/O DYE
CT ABDOMEN W/O DYE
CT ABDOMEN W/DYE
CT ABDOMEN W/DYE
CT ABDOMEN W/DYE
CT ABDOMEN W/O & W/DYE
CT ABDOMEN W/O & W/DYE
CT ABDOMEN W/O & W/DYE

Please see first page for a complete description
of information contained in the fee schedules.

Montana Medicaid - Fee Schedule

Independent Diagnostic Testing Facility
January 1, 2010

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2008
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$72.36 $72.36
$581.75  $581.75
$494.87  $494.87
$86.88 $86.88
$808.33  $808.33
$692.63  $692.63
$115.70  $115.70
$514.84  $514.84
$442.43  $442.43
$72.36 $72.36
$563.75  $563.75
$476.51  $476.51
$87.20 $87.20
$772.33  $772.33
$656.63  $656.63
$115.70  $115.70
$573.57  $573.57
$475.35  $475.35
$98.22 $98.22
$24.66 $24.66
$15.15 $15.15

$9.54 $9.54
$36.04 $36.04
$23.81 $23.81
$12.19 $12.19
$38.65 $38.65
$24.17 $24.17
$14.47 $14.47
$46.70 $46.70
$29.55 $29.55
$17.16 $17.16
$262.23  $262.23
$198.25  $198.25
$63.98 $63.98
$347.14  $347.14
$278.30  $278.30
$68.83 $68.83
$453.06  $453.06
$377.65  $377.65
$75.41 $75.41

18

Global
Days

PA

Mult

Bilat

<< << << << << << << <<=

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
74175
74175
74175
74181
74181
74181
74182
74182
74182
74183
74183
74183
74185
74185
74185
74190
74190
74190
74210
74210
74210
74220
74220
74220
74230
74230
74230
74235
74235
74235
74240
74240
74240
74241
74241
74241
74245
74245
74245
74246

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
CT ANGIO ABDOM W/O & W/DYE
CT ANGIO ABDOM W/O & W/DYE
CT ANGIO ABDOM W/O & W/DYE
MRI ABDOMEN W/O DYE
MRI ABDOMEN W/O DYE
MRI ABDOMEN W/O DYE
MRI ABDOMEN W/DYE
MRI ABDOMEN W/DYE
MRI ABDOMEN W/DYE
MRI ABDOMEN W/O & W/DYE
MRI ABDOMEN W/O & W/DYE
MRI ABDOMEN W/O & W/DYE
MRI ANGIO ABDOM W ORW/O DYE
MRI ANGIO ABDOM W ORW/O DYE
MRI ANGIO ABDOM W ORW/O DYE
X-RAY EXAM OF PERITONEUM
X-RAY EXAM OF PERITONEUM
X-RAY EXAM OF PERITONEUM
CONTRST X-RAY EXAM OF THROAT
CONTRST X-RAY EXAM OF THROAT
CONTRST X-RAY EXAM OF THROAT
CONTRAST X-RAY, ESOPHAGUS
CONTRAST X-RAY, ESOPHAGUS
CONTRAST X-RAY, ESOPHAGUS
CINE/VID X-RAY THROAT/ESOPH
CINE/VID X-RAY THROAT/ESOPH
CINE/VID X-RAY THROAT/ESOPH
REMOVE ESOPHAGUS OBSTRUCTION
REMOVE ESOPHAGUS OBSTRUCTION
REMOVE ESOPHAGUS OBSTRUCTION
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
X-RAY EXAM, UPPER GI TRACT
CONTRST X-RAY UPPR GI TRACT

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

10/1/2007 BY REPORT
10/1/2007 BY REPORT

7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$506.50  $506.50
$403.75  $403.75
$102.79  $102.79
$485.89  $485.89
$407.39  $407.39
$78.50 $78.50
$643.44  $643.44
$550.20  $550.20
$93.25 $93.25
$814.55  $814.55
$693.08  $693.08
$121.47  $121.47
$571.40  $571.40
$474.34  $474.34
$97.06 $97.06

$0.00 $0.00

$0.00 $0.00
$25.90 $25.90
$72.96 $72.96
$53.24 $53.24
$19.72 $19.72
$83.07 $83.07
$58.33 $58.33
$24.74 $24.74
$85.83 $85.83
$57.25 $57.25
$28.58 $28.58

$0.00 $0.00

$0.00 $0.00
$65.35 $65.35
$103.63  $103.63
$66.35 $66.35
$37.28 $37.28
$110.09  $110.09
$73.12 $73.12
$36.96 $36.96
$164.33  $164.33
$115.22  $115.22
$49.11 $49.11
$118.11  $118.11
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Global
Days

PA

Mult
Y
Y

Bilat

Indicators Policy
Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
74246
74246
74247
74247
74247
74249
74249
74249
74250
74250
74250
74251
74251
74251
74260
74260
74260
74261
74261
74261
74262
74262
74262
74270
74270
74270
74280
74280
74280
74283
74283
74283
74290
74290
74290
74291
74291
74291
74300
74300

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Please see first page for a complete description
of information contained in the fee schedules.

Description
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
CONTRST X-RAY UPPR GI TRACT
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
X-RAY EXAM OF SMALL BOWEL
CT COLONOGRAPHY, W/O DYE
CT COLONOGRAPHY, W/O DYE
CT COLONOGRAPHY, W/O DYE
CT COLONOGRAPHY, W/DYE
CT COLONOGRAPHY, W/DYE
CT COLONOGRAPHY, W/DYE
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY EXAM OF COLON
CONTRAST X-RAY GALLBLADDER
CONTRAST X-RAY GALLBLADDER
CONTRAST X-RAY GALLBLADDER
CONTRAST X-RAYS GALLBLADDER
CONTRAST X-RAYS GALLBLADDER
CONTRAST X-RAYS GALLBLADDER
X-RAY BILE DUCTS/PANCREAS
X-RAY BILE DUCTS/PANCREAS

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT

Fees

Office Facility
$80.78 $80.78
$37.28 $37.28
$129.25  $129.25
$91.93 $91.93
$37.28 $37.28
$175.79  $175.79
$126.68  $126.68
$49.11 $49.11
$96.30 $96.30
$71.16 $71.16
$25.14 $25.14
$295.90  $295.90
$258.58  $258.58
$37.28 $37.28
$246.19  $246.19
$219.49  $219.49
$26.70 $26.70
$398.01  $398.01
$280.75  $280.75
$117.26  $117.26
$446.84  $446.84
$318.11  $318.11
$128.73  $128.73
$138.39  $138.39
$101.11  $101.11
$37.28 $37.28
$191.63  $191.63
$138.31  $138.31
$53.32 $53.32
$204.34  $204.34
$95.82 $95.82
$108.52  $108.52
$61.66 $61.66
$44.46 $44.46
$17.16 $17.16
$52.64 $52.64
$41.97 $41.97
$10.66 $10.66

$0.00 $0.00

$0.00 $0.00

20

Global
Days

PA

<< =<=<=<<

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
74300
74301
74301
74301
74305
74305
74305
74320
74320
74320
74327
74327
74327
74328
74328
74328
74329
74329
74329
74330
74330
74330
74340
74340
74340
74355
74355
74355
74360
74360
74360
74363
74363
74363
74400
74400
74400
74410
74410
74410

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
X-RAY BILE DUCTS/PANCREAS
X-RAYS AT SURGERY ADD-ON
X-RAYS AT SURGERY ADD-ON
X-RAYS AT SURGERY ADD-ON
X-RAY BILE DUCTS/PANCREAS
X-RAY BILE DUCTS/PANCREAS
X-RAY BILE DUCTS/PANCREAS
CONTRAST X-RAY OF BILE DUCTS
CONTRAST X-RAY OF BILE DUCTS
CONTRAST X-RAY OF BILE DUCTS
X-RAY BILE STONE REMOVAL
X-RAY BILE STONE REMOVAL
X-RAY BILE STONE REMOVAL
X-RAY BILE DUCT ENDOSCOPY
X-RAY BILE DUCT ENDOSCOPY
X-RAY BILE DUCT ENDOSCOPY
X-RAY FOR PANCREAS ENDOSCOPY
X-RAY FOR PANCREAS ENDOSCOPY
X-RAY FOR PANCREAS ENDOSCOPY
X-RAY BILE/PANC ENDOSCOPY
X-RAY BILE/PANC ENDOSCOPY
X-RAY BILE/PANC ENDOSCOPY
X-RAY GUIDE FOR GI TUBE
X-RAY GUIDE FOR GI TUBE
X-RAY GUIDE FOR GI TUBE
X-RAY GUIDE INTESTINAL TUBE
X-RAY GUIDE INTESTINAL TUBE
X-RAY GUIDE INTESTINAL TUBE
X-RAY GUIDE GI DILATION
X-RAY GUIDE GI DILATION
X-RAY GUIDE GI DILATION
X-RAY BILE DUCT DILATION
X-RAY BILE DUCT DILATION
X-RAY BILE DUCT DILATION
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2003
7/1/2003
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility
January 1, 2010

Method

RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees Global Indicators Policy
Office Facility Days PA Mult Bilat Assist CoSurg Team  Adjust
$19.40 $19.40
$0.00 $0.00 7727
$0.00 $0.00 777
$11.39 $11.39 7727
$0.00 $0.00
$0.00 $0.00
$22.81 $22.81
$109.65  $109.65
$80.30 $80.30
$29.31 $29.31
$124.88  $124.88
$86.83 $86.83
$38.05 $38.05
$0.00 $0.00
$0.00 $0.00
$38.05 $38.05
$0.00 $0.00
$0.00 $0.00
$38.05 $38.05
$0.00 $0.00
$0.00 $0.00
$48.71 $48.71
$0.00 $0.00
$0.00 $0.00
$28.99 $28.99
$0.00 $0.00
$0.00 $0.00
$41.13 $41.13
$0.00 $0.00
$0.00 $0.00
$29.99 $29.99
$0.00 $0.00
$0.00 $0.00
$47.91 $47.91
$104.31  $104.31
$78.02 $78.02
$26.30 $26.30
$109.73  $109.73
$83.11 $83.11
$26.62 $26.62

21

Fees as of Jan 2010



Proc
74415
74415
74415
74420
74420
74420
74425
74425
74425
74430
74430
74430
74440
74440
74440
74445
74445
74445
74450
74450
74450
74455
74455
74455
74470
74470
74470
74475
74475
74475
74480
74480
74480
74485
74485
74485
74710
74710
74710
74740

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRST X-RAY, URINARY TRACT
CONTRAST X-RAY, BLADDER
CONTRAST X-RAY, BLADDER
CONTRAST X-RAY, BLADDER
X-RAY, MALE GENITAL TRACT
X-RAY, MALE GENITAL TRACT
X-RAY, MALE GENITAL TRACT
X-RAY EXAM OF PENIS
X-RAY EXAM OF PENIS
X-RAY EXAM OF PENIS
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY, URETHRA/BLADDER
X-RAY EXAM OF KIDNEY LESION
X-RAY EXAM OF KIDNEY LESION
X-RAY EXAM OF KIDNEY LESION
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY CONTROL CATH INSERT
X-RAY GUIDE GU DILATION
X-RAY GUIDE GU DILATION
X-RAY GUIDE GU DILATION
X-RAY MEASUREMENT OF PELVIS
X-RAY MEASUREMENT OF PELVIS
X-RAY MEASUREMENT OF PELVIS
X-RAY, FEMALE GENITAL TRACT

Effective
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$125.28  $125.28
$98.98 $98.98
$26.30 $26.30
$0.00 $0.00
$0.00 $0.00
$19.72 $19.72
$0.00 $0.00
$0.00 $0.00
$19.72 $19.72
$74.41 $74.41
$56.97 $56.97
$17.44 $17.44
$80.22 $80.22
$59.69 $59.69
$20.53 $20.53
$0.00 $0.00
$0.00 $0.00
$62.86 $62.86
$0.00 $0.00
$0.00 $0.00
$18.20 $18.20
$86.07 $86.07
$67.91 $67.91
$18.20 $18.20
$0.00 $0.00
$0.00 $0.00
$29.31 $29.31
$118.47  $118.47
$89.12 $89.12
$29.31 $29.31
$118.79  $118.79
$89.48 $89.48
$29.31 $29.31
$113.29  $113.29
$83.71 $83.71
$29.59 $29.59
$42.62 $42.62
$24.01 $24.01
$18.60 $18.60
$74.37 $74.37
22

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
74740
74740
74742
74742
74742
74775
74775
74775
75557
75557
75557
75559
75559
75559
75561
75561
75561
75563
75563
75563
75565
75565
75565
75571
75571
75571
75572
75572
75572
75573
75573
75573
75574
75574
75574
75600
75600
75600
75605
75605

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
X-RAY, FEMALE GENITAL TRACT
X-RAY, FEMALE GENITAL TRACT
X-RAY, FALLOPIAN TUBE
X-RAY, FALLOPIAN TUBE
X-RAY, FALLOPIAN TUBE
X-RAY EXAM OF PERINEUM
X-RAY EXAM OF PERINEUM
X-RAY EXAM OF PERINEUM
CARDIAC MRI FOR MORPH
CARDIAC MRI FOR MORPH
CARDIAC MRI FOR MORPH
CARDIAC MRI W/STRESS IMG
CARDIAC MRI W/STRESS IMG
CARDIAC MRI W/STRESS IMG
CARDIAC MRI FOR MORPH W/DYE
CARDIAC MRI FOR MORPH W/DYE
CARDIAC MRI FOR MORPH W/DYE
CARD MRI W/STRESS IMG & DYE
CARD MRI W/STRESS IMG & DYE
CARD MRI W/STRESS IMG & DYE
CARD MRI VEL FLW MAP ADD-ON
CARD MRI VEL FLW MAP ADD-ON
CARD MRI VEL FLW MAP ADD-ON
CT HRT W/O DYE W/CA TEST
CT HRT W/O DYE W/CA TEST
CT HRT W/O DYE W/CA TEST
CT HRT W/3D IMAGE
CT HRT W/3D IMAGE
CT HRT W/3D IMAGE
CT HRT W/3D IMAGE, CONGEN
CT HRT W/3D IMAGE, CONGEN
CT HRT W/3D IMAGE, CONGEN
CT ANGIO HRT W/3D IMAGE
CT ANGIO HRT W/3D IMAGE
CT ANGIO HRT W/3D IMAGE
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA
CONTRAST X-RAY EXAM OF AORTA

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2006
7/1/2006
7/1/2009

10/1/2007

10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$53.84 $53.84
$20.53 $20.53

$0.00 $0.00

$0.00 $0.00
$32.75 $32.75

$0.00 $0.00

$0.00 $0.00
$33.48 $33.48
$495.27  $495.27
$364.38  $364.38
$130.85  $130.85
$715.57  $715.57
$548.79  $548.79
$166.81  $166.81
$663.85  $663.85
$519.29  $519.29
$14456  $144.56
$814.63  $814.63
$642.48  $642.48
$172.15  $172.15
$87.64 $87.64
$74.29 $74.29
$13.35 $13.35
$87.64 $87.64
$58.01 $58.01
$29.63 $29.63
$257.94  $257.94
$167.34  $167.34
$90.60 $90.60
$366.94  $366.94
$236.93  $236.93
$130.01  $130.01
$560.34  $560.34
$436.62  $436.62
$123.72  $123.72
$302.24  $302.24
$274.26  $274.26
$27.98 $27.98
$262.91  $262.91
$199.53  $199.53
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7277
7277
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Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility
January 1, 2010

Fees Global Indicators Policy
Proc  Mod Description Effective Method Office Facility Days PA Mult Bilat Assist CoSurg Team  Adjust

75605 26 CONTRAST X-RAY EXAM OF AORTA 7/1/2009 RBRVS $63.34 $63.34

75625 CONTRAST X-RAY EXAM OF AORTA 7/1/2009 RBRVS $259.42  $259.42

75625 TC CONTRAST X-RAY EXAM OF AORTA 7/1/2009 RBRVS $197.52  $197.52

75625 26 CONTRAST X-RAY EXAM OF AORTA 7/1/2009 RBRVS $61.94 $61.94

75630 X-RAY AORTA, LEG ARTERIES 7/1/2009 RBRVS $303.88  $303.88

75630 TC X-RAY AORTA, LEG ARTERIES 7/1/2009 RBRVS $205.02  $205.02

75630 26  X-RAY AORTA, LEG ARTERIES 7/1/2009 RBRVS $98.82 $98.82

75635 CT ANGIO ABDOMINAL ARTERIES 7/1/2009 RBRVS $577.62  $577.62 Y

75635 TC CT ANGIO ABDOMINAL ARTERIES 7/1/2009 RBRVS $446.16  $446.16 Y

75635 26 CT ANGIO ABDOMINAL ARTERIES 7/1/2009 RBRVS $131.46  $131.46

75650 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $279.83  $279.83

75650 TC ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $198.53  $198.53

75650 26 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $81.30 $81.30

75658 ARTERY X-RAYS, ARM 7/1/2009 RBRVS $275.70  $275.70

75658 TC ARTERY X-RAYS, ARM 7/1/2009 RBRVS $205.66  $205.66

75658 26 ARTERY X-RAYS, ARM 7/1/2009 RBRVS $70.04 $70.04

75660 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $280.51  $280.51

75660 TC ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $209.07  $209.07

75660 26 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $71.44 $71.44

75662 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $322.72  $322.72

75662 TC ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $231.12  $231.12

75662 26 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $91.61 $91.61

75665 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $287.77  $287.77

75665 TC ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $215.84  $215.84

75665 26 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $71.92 $71.92

75671 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $326.73  $326.73

75671 TC ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $236.21  $236.21

75671 26 ARTERY X-RAYS, HEAD & NECK 7/1/2009 RBRVS $90.52 $90.52

75676 ARTERY X-RAYS, NECK 7/1/2009 RBRVS $280.79  $280.79

75676 TC ARTERY X-RAYS, NECK 7/1/2009 RBRVS $209.39  $209.39

75676 26  ARTERY X-RAYS, NECK 7/1/2009 RBRVS $71.40 $71.40

75680 ARTERY X-RAYS, NECK 7/1/2009 RBRVS $314.15  $314.15

75680 TC ARTERY X-RAYS, NECK 7/1/2009 RBRVS $223.30  $223.30

75680 26 ARTERY X-RAYS, NECK 7/1/2009 RBRVS $90.84 $90.84

75685 ARTERY X-RAYS, SPINE 7/1/2009 RBRVS $281.19  $281.19 Y
75685 TC ARTERY X-RAYS, SPINE 7/1/2009 RBRVS $209.71  $209.71 Y
75685 26 ARTERY X-RAYS, SPINE 7/1/2009 RBRVS $71.44 $71.44 Y
75705 ARTERY X-RAYS, SPINE 7/1/2009 RBRVS $327.82  $327.82

75705 TC ARTERY X-RAYS, SPINE 7/1/2009 RBRVS $208.39  $208.39

75705 26 ARTERY X-RAYS, SPINE 7/1/2009 RBRVS $119.43  $119.43

Please see first page for a complete description 24

of information contained in the fee schedules. Fees as of Jan 2010



Proc
75710
75710
75710
75716
75716
75716
75722
75722
75722
75724
75724
75724
75726
75726
75726
75731
75731
75731
75733
75733
75733
75736
75736
75736
75741
75741
75741
75743
75743
75743
75746
75746
75746
75756
75756
75756
75774
75774
75774
75791

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
ARTERY X-RAYS, ARM/LEG
ARTERY X-RAYS, ARM/LEG
ARTERY X-RAYS, ARM/LEG
ARTERY X-RAYS, ARMS/LEGS
ARTERY X-RAYS, ARMS/LEGS
ARTERY X-RAYS, ARMS/LEGS
ARTERY X-RAYS, KIDNEY
ARTERY X-RAYS, KIDNEY
ARTERY X-RAYS, KIDNEY
ARTERY X-RAYS, KIDNEYS
ARTERY X-RAYS, KIDNEYS
ARTERY X-RAYS, KIDNEYS
ARTERY X-RAYS, ABDOMEN
ARTERY X-RAYS, ABDOMEN
ARTERY X-RAYS, ABDOMEN
ARTERY X-RAYS, ADRENAL GLAND
ARTERY X-RAYS, ADRENAL GLAND
ARTERY X-RAYS, ADRENAL GLAND
ARTERY X-RAYS, ADRENALS
ARTERY X-RAYS, ADRENALS
ARTERY X-RAYS, ADRENALS
ARTERY X-RAYS, PELVIS
ARTERY X-RAYS, PELVIS
ARTERY X-RAYS, PELVIS
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNGS
ARTERY X-RAYS, LUNGS
ARTERY X-RAYS, LUNGS
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, LUNG
ARTERY X-RAYS, CHEST
ARTERY X-RAYS, CHEST
ARTERY X-RAYS, CHEST
ARTERY X-RAY, EACH VESSEL
ARTERY X-RAY, EACH VESSEL
ARTERY X-RAY, EACH VESSEL
AV DIALYSIS SHUNT IMAGING

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$273.98  $273.98
$211.76  $211.76
$62.18 $62.18
$305.57  $305.57
$234.17  $234.17
$71.40 $71.40
$270.69  $270.69
$207.71  $207.71
$63.02 $63.02
$315.99  $315.99
$230.80  $230.80
$85.19 $85.19
$271.05  $271.05
$209.07  $209.07
$61.98 $61.98
$280.15  $280.15
$215.16  $215.16
$64.99 $64.99
$317.19  $317.19
$241.66  $241.66
$75.53 $75.53
$273.33  $273.33
$210.75  $210.75
$62.62 $62.62
$263.87  $263.87
$192.43  $192.43
$71.44 $71.44
$290.05  $290.05
$199.21  $199.21
$90.84 $90.84
$265.28  $265.28
$203.62  $203.62
$61.66 $61.66
$280.95  $280.95
$215.48  $215.48
$65.47 $65.47
$203.30  $203.30
$183.57  $183.57
$19.72 $19.72
$297.87  $297.87
25

Global
Days

7277
7277
7277

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
75791
75791
75801
75801
75801
75803
75803
75803
75805
75805
75805
75807
75807
75807
75809
75809
75809
75810
75810
75810
75820
75820
75820
75822
75822
75822
75825
75825
75825
75827
75827
75827
75831
75831
75831
75833
75833
75833
75840
75840

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
AV DIALYSIS SHUNT IMAGING
AV DIALYSIS SHUNT IMAGING
LYMPH VESSEL X-RAY, ARM/LEG
LYMPH VESSEL X-RAY, ARM/LEG
LYMPH VESSEL X-RAY, ARM/LEG
LYMPH VESSEL X-RAY,ARMS/LEGS
LYMPH VESSEL X-RAY,ARMS/LEGS
LYMPH VESSEL X-RAY,ARMS/LEGS
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
LYMPH VESSEL X-RAY, TRUNK
NONVASCULAR SHUNT, X-RAY
NONVASCULAR SHUNT, X-RAY
NONVASCULAR SHUNT, X-RAY
VEIN X-RAY, SPLEEN/LIVER
VEIN X-RAY, SPLEEN/LIVER
VEIN X-RAY, SPLEEN/LIVER
VEIN X-RAY, ARM/LEG
VEIN X-RAY, ARM/LEG
VEIN X-RAY, ARM/LEG
VEIN X-RAY, ARMS/LEGS
VEIN X-RAY, ARMS/LEGS
VEIN X-RAY, ARMS/LEGS
VEIN X-RAY, TRUNK
VEIN X-RAY, TRUNK
VEIN X-RAY, TRUNK
VEIN X-RAY, CHEST
VEIN X-RAY, CHEST
VEIN X-RAY, CHEST
VEIN X-RAY, KIDNEY
VEIN X-RAY, KIDNEY
VEIN X-RAY, KIDNEY
VEIN X-RAY, KIDNEYS
VEIN X-RAY, KIDNEYS
VEIN X-RAY, KIDNEYS
VEIN X-RAY, ADRENAL GLAND
VEIN X-RAY, ADRENAL GLAND

Please see first page for a complete description
of information contained in the fee schedules.

Effective
1/1/2010
1/1/2010
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$209.43  $209.43
$88.44 $88.44
$0.00 $0.00
$0.00 $0.00
$43.14 $43.14
$0.00 $0.00
$0.00 $0.00
$63.54 $63.54
$0.00 $0.00
$0.00 $0.00
$44.34 $44.34
$0.00 $0.00
$0.00 $0.00
$63.54 $63.54
$83.55 $83.55
$58.41 $58.41
$25.14 $25.14
$0.00 $0.00
$0.00 $0.00
$62.34 $62.34
$115.06  $115.06
$76.65 $76.65
$38.37 $38.37
$142.12  $142.12
$85.03 $85.03
$57.09 $57.09
$250.52  $250.52
$189.02  $189.02
$61.50 $61.50
$250.00  $250.00
$189.71  $189.71
$60.30 $60.30
$253.33  $253.33
$191.75  $191.75
$61.58 $61.58
$283.76  $283.76
$203.94  $203.94
$79.82 $79.82
$251.20  $251.20
$190.39  $190.39
26

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
75840
75842
75842
75842
75860
75860
75860
75870
75870
75870
75872
75872
75872
75880
75880
75880
75885
75885
75885
75887
75887
75887
75889
75889
75889
75891
75891
75891
75893
75893
75893
75894
75894
75894
75896
75896
75896
75898
75898
75898

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description
VEIN X-RAY, ADRENAL GLAND
VEIN X-RAY, ADRENAL GLANDS
VEIN X-RAY, ADRENAL GLANDS
VEIN X-RAY, ADRENAL GLANDS
VEIN X-RAY NECK
VEIN X-RAY NECK
VEIN X-RAY NECK
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, SKULL
VEIN X-RAY, EYE SOCKET
VEIN X-RAY, EYE SOCKET
VEIN X-RAY, EYE SOCKET
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VEIN X-RAY, LIVER
VENOUS SAMPLING BY CATHETER
VENOUS SAMPLING BY CATHETER
VENOUS SAMPLING BY CATHETER
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
X-RAYS TRANSCATH THERAPY
FOLLOW-UP ANGIOGRAPHY
FOLLOW-UP ANGIOGRAPHY
FOLLOW-UP ANGIOGRAPHY

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS

Fees
Office Facility
$60.82 $60.82
$285.28  $285.28
$204.62  $204.62
$80.62 $80.62
$258.22  $258.22
$195.48  $195.48
$62.74 $62.74
$256.09  $256.09
$194.80 $194.80
$61.30 $61.30
$278.91  $278.91
$214.16  $214.16
$64.75 $64.75
$116.06  $116.06
$79.06 $79.06
$37.00 $37.00
$270.77  $270.77
$192.43  $192.43
$78.38 $78.38
$272.81  $272.81
$194.44  $194.44
$78.38 $78.38
$254.05  $254.05
$192.07  $192.07
$61.98 $61.98
$254.05  $254.05
$192.07  $192.07
$61.98 $61.98
$220.70  $220.70
$191.75  $191.75
$28.99 $28.99
$0.00 $0.00
$0.00 $0.00
$71.32 $71.32
$0.00 $0.00
$0.00 $0.00
$71.52 $71.52
$0.00 $0.00
$0.00 $0.00
$90.12 $90.12
27

Global
Days

PA

Mult

Bilat

Indicators

Policy

Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
75900
75900
75900
75901
75901
75901
75902
75902
75902
75940
75940
75940
75945
75945
75945
75946
75946
75946
75952
75952
75952
75953
75953
75953
75954
75954
75954
75960
75960
75960
75961
75961
75961
75962
75962
75962
75964
75964
75964
75966

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
INTRAVASCULAR CATH EXCHANGE
INTRAVASCULAR CATH EXCHANGE
INTRAVASCULAR CATH EXCHANGE
REMOVE CVA DEVICE OBSTRUCT
REMOVE CVA DEVICE OBSTRUCT
REMOVE CVA DEVICE OBSTRUCT
REMOVE CVA LUMEN OBSTRUCT
REMOVE CVA LUMEN OBSTRUCT
REMOVE CVA LUMEN OBSTRUCT
X-RAY PLACEMENT VEIN FILTER
X-RAY PLACEMENT VEIN FILTER
X-RAY PLACEMENT VEIN FILTER
INTRAVASCULAR US
INTRAVASCULAR US
INTRAVASCULAR US
INTRAVASCULAR US ADD-ON
INTRAVASCULAR US ADD-ON
INTRAVASCULAR US ADD-ON
ENDOVASC REPAIR ABDOM AORTA
ENDOVASC REPAIR ABDOM AORTA
ENDOVASC REPAIR ABDOM AORTA
ABDOM ANEURYSM ENDOVAS RPR
ABDOM ANEURYSM ENDOVAS RPR
ABDOM ANEURYSM ENDOVAS RPR
ILIAC ANEURYSM ENDOVAS RPR
ILIAC ANEURYSM ENDOVAS RPR
ILIAC ANEURYSM ENDOVAS RPR
TRANSCATH IV STENT RS&I
TRANSCATH IV STENT RS&l
TRANSCATH IV STENT RS&lI
RETRIEVAL BROKEN CATHETER
RETRIEVAL BROKEN CATHETER
RETRIEVAL BROKEN CATHETER
REPAIR ARTERIAL BLOCKAGE
REPAIR ARTERIAL BLOCKAGE
REPAIR ARTERIAL BLOCKAGE
REPAIR ARTERY BLOCKAGE EACH
REPAIR ARTERY BLOCKAGE EACH
REPAIR ARTERY BLOCKAGE EACH
REPAIR ARTERIAL BLOCKAGE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2006
7/1/2006
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2003
7/1/2002
7/1/2009
7/1/2003
7/1/2002
7/1/2009
1/1/2003
1/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$0.00 $0.00
$0.00 $0.00
$26.58 $26.58
$160.76  $160.76
$134.46  $134.46
$26.30 $26.30
$92.21 $92.21
$71.28 $71.28
$20.93 $20.93
$0.00 $0.00
$0.00 $0.00
$29.19 $29.19
$0.00 $0.00
$0.00 $0.00
$22.21 $22.21
$0.00 $0.00
$0.00 $0.00
$21.81 $21.81
$0.00 $0.00
$0.00 $0.00
$239.82  $239.82
$0.00 $0.00
$0.00 $0.00
$72.64 $72.64
$0.00 $0.00
$0.00 $0.00
$118.35  $118.35
$251.60  $251.60
$206.50  $206.50
$45.10 $45.10
$412.77  $412.77
$183.93  $183.93
$228.83  $228.83
$266.92  $266.92
$237.69  $237.69
$29.27 $29.27
$157.59  $157.59
$137.91  $137.91
$19.64 $19.64
$316.95  $316.95
28

Global
Days

277
7277
7277

7277
7277
7277

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
75966
75966
75968
75968
75968
75970
75970
75970
75978
75978
75978
75980
75980
75980
75982
75982
75982
75984
75984
75984
75989
75989
75989
75992
75992
75992
75993
75993
75993
75994
75994
75994
75995
75995
75995
75996
75996
75996
76000
76000

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Please see first page for a complete description
of information contained in the fee schedules.

Description
REPAIR ARTERIAL BLOCKAGE
REPAIR ARTERIAL BLOCKAGE
REPAIR ARTERY BLOCKAGE EACH
REPAIR ARTERY BLOCKAGE EACH
REPAIR ARTERY BLOCKAGE EACH
VASCULAR BIOPSY
VASCULAR BIOPSY
VASCULAR BIOPSY
REPAIR VENOUS BLOCKAGE
REPAIR VENOUS BLOCKAGE
REPAIR VENOUS BLOCKAGE
CONTRAST XRAY EXAM BILE DUCT
CONTRAST XRAY EXAM BILE DUCT
CONTRAST XRAY EXAM BILE DUCT
CONTRAST XRAY EXAM BILE DUCT
CONTRAST XRAY EXAM BILE DUCT
CONTRAST XRAY EXAM BILE DUCT

XRAY CONTROL CATHETER CHANGE
XRAY CONTROL CATHETER CHANGE
XRAY CONTROL CATHETER CHANGE

ABSCESS DRAINAGE UNDER X-RAY
ABSCESS DRAINAGE UNDER X-RAY
ABSCESS DRAINAGE UNDER X-RAY

ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY
ATHERECTOMY

X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM
X-RAY EXAM

FLUOROSCOPE EXAMINATION
FLUOROSCOPE EXAMINATION

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$244.15  $244.15
$72.80 $72.80
$157.99  $157.99
$137.91  $137.91
$20.09 $20.09
$0.00 $0.00
$0.00 $0.00
$45.22 $45.22
$262.59  $262.59
$233.93  $233.93
$28.62 $28.62
$0.00 $0.00
$0.00 $0.00
$78.02 $78.02
$0.00 $0.00
$0.00 $0.00
$78.02 $78.02
$110.73  $110.73
$71.56 $71.56
$39.17 $39.17
$141.60 $141.60
$77.25 $77.25
$64.34 $64.34
$0.00 $0.00
$0.00 $0.00
$29.95 $29.95
$0.00 $0.00
$0.00 $0.00
$19.72 $19.72
$0.00 $0.00
$0.00 $0.00
$66.63 $66.63
$0.00 $0.00
$0.00 $0.00
$70.16 $70.16
$0.00 $0.00
$0.00 $0.00
$19.40 $19.40
$90.12 $90.12
$81.02 $81.02
29

Global
Days

7277
277
7277

7277
7277
7277

277
7277
7277

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
76000
76001
76001
76001
76010
76010
76010
76080
76080
76080
76098
76098
76098
76100
76100
76100
76101
76101
76101
76102
76102
76102
76120
76120
76120
76125
76125
76125
76150
76350
76376
76376
76376
76377
76377
76377
76380
76380
76380
76496

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
FLUOROSCOPE EXAMINATION
FLUOROSCOPE EXAM, EXTENSIVE
FLUOROSCOPE EXAM, EXTENSIVE
FLUOROSCOPE EXAM, EXTENSIVE
X-RAY NOSE TO RECTUM
X-RAY NOSE TO RECTUM
X-RAY NOSE TO RECTUM
X-RAY EXAM OF FISTULA
X-RAY EXAM OF FISTULA
X-RAY EXAM OF FISTULA
X-RAY EXAM, BREAST SPECIMEN
X-RAY EXAM, BREAST SPECIMEN
X-RAY EXAM, BREAST SPECIMEN
X-RAY EXAM OF BODY SECTION
X-RAY EXAM OF BODY SECTION
X-RAY EXAM OF BODY SECTION
COMPLEX BODY SECTION X-RAY
COMPLEX BODY SECTION X-RAY
COMPLEX BODY SECTION X-RAY
COMPLEX BODY SECTION X-RAYS
COMPLEX BODY SECTION X-RAYS
COMPLEX BODY SECTION X-RAYS
CINE/VIDEO X-RAYS
CINE/VIDEO X-RAYS
CINE/VIDEO X-RAYS
CINE/VIDEO X-RAYS ADD-ON
CINE/VIDEO X-RAYS ADD-ON
CINE/VIDEO X-RAYS ADD-ON
X-RAY EXAM, DRY PROCESS
SPECIAL X-RAY CONTRAST STUDY
3D RENDER W/O POSTPROCESS
3D RENDER W/O POSTPROCESS
3D RENDER W/O POSTPROCESS
3D RENDERING W/POSTPROCESS
3D RENDERING W/POSTPROCESS
3D RENDERING W/POSTPROCESS
CAT SCAN FOLLOW-UP STUDY
CAT SCAN FOLLOW-UP STUDY
CAT SCAN FOLLOW-UP STUDY
FLUOROSCOPIC PROCEDURE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2003

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT

Fees
Office Facility
$9.14 $9.14
$0.00 $0.00
$0.00 $0.00
$36.68 $36.68
$27.06 $27.06
$17.16 $17.16
$9.86 $9.86
$62.50 $62.50
$33.19 $33.19
$29.31 $29.31
$19.44 $19.44
$10.74 $10.74
$8.74 $8.74
$128.17  $128.17
$96.98 $96.98
$31.19 $31.19
$175.96  $175.96
$145.13  $145.13
$30.87 $30.87
$234.85  $234.85
$204.34  $204.34
$30.51 $30.51
$72.40 $72.40
$52.20 $52.20
$20.21 $20.21
$0.00 $0.00
$0.00 $0.00
$15.15 $15.15
$17.16 $17.16
$0.00 $0.00
$75.93 $75.93
$64.63 $64.63
$11.27 $11.27
$109.45  $109.45
$65.75 $65.75
$43.66 $43.66
$197.36  $197.36
$144.76  $144.76
$52.60 $52.60
$0.00 $0.00
30

Global
Days

7277
7277
277

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
76496
76496
76497
76497
76497
76498
76498
76498
76499
76499
76499
76506
76506
76506
76510
76510
76510
76511
76511
76511
76512
76512
76512
76513
76513
76513
76514
76514
76514
76516
76516
76516
76519
76519
76519
76529
76529
76529
76536
76536

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
FLUOROSCOPIC PROCEDURE
FLUOROSCOPIC PROCEDURE
CT PROCEDURE
CT PROCEDURE
CT PROCEDURE
MRI PROCEDURE
MRI PROCEDURE
MRI PROCEDURE
RADIOGRAPHIC PROCEDURE
RADIOGRAPHIC PROCEDURE
RADIOGRAPHIC PROCEDURE
ECHO EXAM OF HEAD
ECHO EXAM OF HEAD
ECHO EXAM OF HEAD
OCCULAR SONOGRAPHY A MOD
OCCULAR SONOGRAPHY A MOD
OCCULAR SONOGRAPHY A MOD
OPHTH US QUANT A ONLY
OPHTH US QUANT A ONLY
OPHTH US QUANT A ONLY
OPHTH US B W/NON-QUANT A
OPHTH US B W/NON-QUANT A
OPHTH US B W/NON-QUANT A
ECHO EXAM OF EYE, WATER BATH
ECHO EXAM OF EYE, WATER BATH
ECHO EXAM OF EYE, WATER BATH
ECHO EXAM OF EYE THICKNESS
ECHO EXAM OF EYE THICKNESS
ECHO EXAM OF EYE THICKNESS
ECHO EXAM OF EYE
ECHO EXAM OF EYE
ECHO EXAM OF EYE
ECHO EXAM OF EYE
ECHO EXAM OF EYE
ECHO EXAM OF EYE
ECHO EXAM OF EYE
ECHO EXAM OF EYE
ECHO EXAM OF EYE
US EXAM OF HEAD AND NECK
US EXAM OF HEAD AND NECK

Please see first page for a complete description
of information contained in the fee schedules.

Effective
1/1/2003
1/1/2003
1/1/2003
1/1/2003
1/1/2003
1/1/2003
1/1/2003
1/1/2003
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00

$111.53  $111.53
$76.85 $76.85
$34.68 $34.68
$147.37  $147.37
$63.02 $63.02
$84.35 $84.35
$95.73 $95.73
$44.66 $44.66
$51.07 $51.07
$90.16 $90.16
$39.05 $39.05
$51.11 $51.11
$81.98 $81.98
$46.83 $46.83
$35.16 $35.16
$12.79 $12.79
$3.33 $3.33
$9.46 $9.46
$65.59 $65.59
$36.52 $36.52
$29.07 $29.07
$70.00 $70.00
$40.61 $40.61
$29.39 $29.39
$66.63 $66.63
$35.76 $35.76
$30.87 $30.87
$105.96  $105.96
$76.53 $76.53
31

Global
Days

PA

Mult

Bilat

K<< << << <<=

<< <<

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
76536
76604
76604
76604
76645
76645
76645
76700
76700
76700
76705
76705
76705
76770
76770
76770
76775
76775
76775
76776
76776
76776
76800
76800
76800
76801
76801
76801
76802
76802
76802
76805
76805
76805
76810
76810
76810
76811
76811
76811

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
US EXAM OF HEAD AND NECK
US EXAM, CHEST, B-SCAN
US EXAM, CHEST, B-SCAN
US EXAM, CHEST, B-SCAN
US EXAM, BREAST(S)
US EXAM, BREAST(S)
US EXAM, BREAST(S)
US EXAM, ABDOM, COMPLETE
US EXAM, ABDOM, COMPLETE
US EXAM, ABDOM, COMPLETE
ECHO EXAM OF ABDOMEN
ECHO EXAM OF ABDOMEN
ECHO EXAM OF ABDOMEN
US EXAM ABDO BACK WALL, COMP
US EXAM ABDO BACK WALL, COMP
US EXAM ABDO BACK WALL, COMP
US EXAM ABDO BACK WALL LIM
US EXAM ABDO BACK WALL LIM
US EXAM ABDO BACK WALL LIM
US EXAM K TRANSPL W/DOPPLER
US EXAM K TRANSPL W/DOPPLER
US EXAM K TRANSPL W/DOPPLER
US EXAM, SPINAL CANAL
US EXAM, SPINAL CANAL
US EXAM, SPINAL CANAL
OB US < 14 WKS SINGLE FETUS
OB US < 14 WKS SINGLE FETUS
OB US < 14 WKS SINGLE FETUS
OB US < 14 WKS, ADDL FETUS
OB US < 14 WKS, ADDL FETUS
OB US < 14 WKS, ADDL FETUS
OB US >/= 14 WKS SNGL FETUS
OB US >/= 14 WKS SNGL FETUS
OB US >/= 14 WKS SNGL FETUS
OB US >/= 14 WKS ADDL FETUS
OB US >/= 14 WKS ADDL FETUS
OB US >/= 14 WKS ADDL FETUS
OB US DETAILED SNGL FETUS
OB US DETAILED SNGL FETUS
OB US DETAILED SNGL FETUS

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$29.43 $29.43
$83.55 $83.55
$54.16 $54.16
$29.39 $29.39
$88.00 $88.00
$59.01 $59.01
$28.99 $28.99
$131.94  $131.94
$88.52 $88.52
$43.42 $43.42
$99.98 $99.98
$68.03 $68.03
$31.95 $31.95
$126.16  $126.16
$86.51 $86.51
$39.65 $39.65
$107.36  $107.36
$75.49 $75.49
$31.87 $31.87
$139.83  $139.83
$99.06 $99.06
$40.77 $40.77
$121.15  $121.15
$63.62 $63.62
$57.53 $57.53
$143.24  $143.24
$84.24 $84.24
$58.96 $58.96
$82.80 $82.80
$33.68 $33.68
$49.12 $49.12
$158.82  $158.82
$100.22  $100.22
$58.60 $58.60
$111.93  $111.93
$54.20 $54.20
$57.75 $57.75
$227.65  $227.65
$116.42  $116.42
$111.22  $111.22
32

Global
Days

7277
7277
7277

7277
7277
7277

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

=TI

Fees as of Jan 2010



Proc
76812
76812
76812
76813
76813
76813
76814
76814
76814
76815
76815
76815
76816
76816
76816
76817
76817
76817
76818
76818
76818
76819
76819
76819
76820
76820
76820
76821
76821
76821
76825
76825
76825
76826
76826
76826
76827
76827
76827
76828

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description
OB US DETAILED ADDL FETUS
OB US DETAILED ADDL FETUS
OB US DETAILED ADDL FETUS
OB US NUCHAL MEAS, 1 GEST
OB US NUCHAL MEAS, 1 GEST
OB US NUCHAL MEAS, 1 GEST
OB US NUCHAL MEAS, ADD-ON
OB US NUCHAL MEAS, ADD-ON
OB US NUCHAL MEAS, ADD-ON
OB US LIMITED FETUS(S)
OB US LIMITED FETUS(S)
OB US LIMITED FETUS(S)

OB US
OB US
OB US

FOLLOW-UP PER FETUS
FOLLOW-UP PER FETUS
FOLLOW-UP PER FETUS

TRANSVAGINAL US OBSTETRIC
TRANSVAGINAL US OBSTETRIC
TRANSVAGINAL US OBSTETRIC

FETAL BIOPHYS PROFILE W/NST
FETAL BIOPHYS PROFILE W/NST
FETAL BIOPHYS PROFILE W/NST

FETAL BIOPHYS PROFIL W/O NST
FETAL BIOPHYS PROFIL W/O NST
FETAL BIOPHYS PROFIL W/O NST

UMBILICAL ARTERY ECHO
UMBILICAL ARTERY ECHO
UMBILICAL ARTERY ECHO

MIDDLE CEREBRAL ARTERY ECHO
MIDDLE CEREBRAL ARTERY ECHO
MIDDLE CEREBRAL ARTERY ECHO

ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$222.53  $222.53
$118.50  $118.50
$104.04  $104.04
$141.25  $141.25
$73.06 $73.06
$68.21 $68.21
$93.53 $93.53
$36.19 $36.19
$57.39 $57.39
$99.05 $99.05
$60.61 $60.61
$38.48 $38.48
$121.81  $121.81
$71.79 $71.79
$50.02 $50.02
$110.54  $110.54
$66.45 $66.45
$44.09 $44.09
$133.09  $133.09
$71.48 $71.48
$61.60 $61.60
$102.78  $102.78
$57.43 $57.43
$45.35 $45.35
$53.64 $53.64
$27.34 $27.34
$26.30 $26.30
$94.93 $94.93
$58.25 $58.25
$36.68 $36.68
$228.37  $228.37
$130.35  $130.35
$98.02 $98.02
$125.27  $125.27
$77.18 $77.18
$48.05 $48.05
$78.94 $78.94
$45.08 $45.08
$33.86 $33.86
$59.27 $59.27
33

Global
Days
2727
277
72727

PA

Mult

Bilat

Indicators Policy
Assist CoSurg Team  Adjust

TS LZLLL

I

Fees as of Jan 2010



Proc
76828
76828
76830
76830
76830
76831
76831
76831
76856
76856
76856
76857
76857
76857
76870
76870
76870
76872
76872
76872
76873
76873
76873
76880
76880
76880
76885
76885
76885
76886
76886
76886
76930
76930
76930
76932
76932
76932
76936
76936

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
ECHO EXAM OF FETAL HEART
ECHO EXAM OF FETAL HEART
TRANSVAGINAL US NON-OB
TRANSVAGINAL US NON-OB
TRANSVAGINAL US NON-OB
ECHO EXAM UTERUS
ECHO EXAM UTERUS
ECHO EXAM UTERUS
US EXAM, PELVIC, COMPLETE
US EXAM, PELVIC, COMPLETE
US EXAM, PELVIC, COMPLETE
US EXAM, PELVIC, LIMITED
US EXAM, PELVIC, LIMITED
US EXAM, PELVIC, LIMITED
US EXAM, SCROTUM
US EXAM, SCROTUM
US EXAM, SCROTUM
US TRANSRECTAL
US TRANSRECTAL
US TRANSRECTAL
ECHOGRAP TRANS R PROS STUDY
ECHOGRAP TRANS R PROS STUDY
ECHOGRAP TRANS R PROS STUDY
US EXAM, EXTREMITY
US EXAM, EXTREMITY
US EXAM, EXTREMITY
US EXAM INFANT HIPS DYNAMIC
US EXAM INFANT HIPS DYNAMIC
US EXAM INFANT HIPS DYNAMIC
US EXAM INFANT HIPS STATIC
US EXAM INFANT HIPS STATIC
US EXAM INFANT HIPS STATIC
ECHO GUIDE CARDIOCENTESIS
ECHO GUIDE CARDIOCENTESIS
ECHO GUIDE CARDIOCENTESIS
ECHO GUIDE FOR HEART BIOPSY
ECHO GUIDE FOR HEART BIOPSY
ECHO GUIDE FOR HEART BIOPSY
ECHO GUIDE FOR ARTERY REPAIR
ECHO GUIDE FOR ARTERY REPAIR

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

10/1/2007 BY REPORT
10/1/2007 BY REPORT

7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$26.35 $26.35
$32.92 $32.92
$115.74  $115.74
$79.10 $79.10
$36.60 $36.60
$115.90 $115.90
$78.42 $78.42
$37.48 $37.48
$116.38  $116.38
$79.46 $79.46
$36.96 $36.96
$95.82 $95.82
$74.97 $74.97
$20.89 $20.89
$115.06  $115.06
$80.46 $80.46
$34.60 $34.60
$136.71  $136.71
$98.46 $98.46
$38.25 $38.25
$176.20  $176.20
$92.61 $92.61
$83.59 $83.59
$119.99  $119.99
$89.08 $89.08
$30.91 $30.91
$130.97  $130.97
$91.33 $91.33
$39.65 $39.65
$97.10 $97.10
$64.30 $64.30
$32.79 $32.79
$95.61 $95.61
$57.37 $57.37
$38.29 $38.29
$0.00 $0.00
$0.00 $0.00
$38.29 $38.29
$305.04  $305.04
$196.96  $196.96
34

Global
Days

PA

Mult

Bilat

Indicators Policy
Assist CoSurg Team  Adjust
M
M

Fees as of Jan 2010



Proc
76936
76937
76937
76937
76940
76940
76940
76941
76941
76941
76942
76942
76942
76945
76945
76945
76946
76946
76946
76948
76948
76948
76950
76950
76950
76965
76965
76965
76970
76970
76970
76975
76975
76975
76977
76977
76977
76998
76998
76998

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
ECHO GUIDE FOR ARTERY REPAIR
US GUIDE VASCULAR ACCESS
US GUIDE VASCULAR ACCESS
US GUIDE VASCULAR ACCESS
US GUIDE TISSUE ABLATION
US GUIDE TISSUE ABLATION
US GUIDE TISSUE ABLATION
ECHO GUIDE FOR TRANSFUSION
ECHO GUIDE FOR TRANSFUSION
ECHO GUIDE FOR TRANSFUSION
ECHO GUIDE FOR BIOPSY
ECHO GUIDE FOR BIOPSY
ECHO GUIDE FOR BIOPSY
ECHO GUIDE, VILLUS SAMPLING
ECHO GUIDE, VILLUS SAMPLING
ECHO GUIDE, VILLUS SAMPLING
ECHO GUIDE FOR AMNIOCENTESIS
ECHO GUIDE FOR AMNIOCENTESIS
ECHO GUIDE FOR AMNIOCENTESIS
ECHO GUIDE OVA ASPIRATION
ECHO GUIDE OVA ASPIRATION
ECHO GUIDE OVA ASPIRATION
ECHO GUIDANCE RADIOTHERAPY
ECHO GUIDANCE RADIOTHERAPY
ECHO GUIDANCE RADIOTHERAPY
ECHO GUIDANCE RADIOTHERAPY
ECHO GUIDANCE RADIOTHERAPY
ECHO GUIDANCE RADIOTHERAPY
ULTRASOUND EXAM FOLLOW-UP
ULTRASOUND EXAM FOLLOW-UP
ULTRASOUND EXAM FOLLOW-UP
Gl ENDOSCOPIC ULTRASOUND
Gl ENDOSCOPIC ULTRASOUND
Gl ENDOSCOPIC ULTRASOUND
US BONE DENSITY MEASURE
US BONE DENSITY MEASURE
US BONE DENSITY MEASURE
US GUIDE, INTRAOP
US GUIDE, INTRAOP
US GUIDE, INTRAOP

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2007
1/1/2007
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS

Fees
Office Facility
$108.08  $108.08
$35.56 $35.56
$19.00 $19.00
$16.56 $16.56
$0.00 $0.00
$0.00 $0.00
$111.97  $111.97
$0.00 $0.00
$0.00 $0.00
$70.56 $70.56
$176.40 $176.40
$140.23  $140.23
$36.16 $36.16
$0.00 $0.00
$0.00 $0.00
$35.16 $35.16
$43.94 $43.94
$24.09 $24.09
$19.84 $19.84
$43.94 $43.94
$24.09 $24.09
$19.84 $19.84
$69.40 $69.40
$38.57 $38.57
$30.87 $30.87
$145.89  $145.89
$72.68 $72.68
$73.20 $73.20
$79.66 $79.66
$59.01 $59.01
$20.65 $20.65
$0.00 $0.00
$0.00 $0.00
$44.06 $44.06
$13.47 $13.47
$10.50 $10.50
$2.97 $2.97
$0.00 $0.00
$0.00 $0.00
$64.87 $64.87
35

Global
Days

7277
7277
7277

PA

Mult

Bilat

Indicators

Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
76999
76999
76999
77001
77001
77001
77002
77002
77002
77003
77003
77003
77012
77012
77012
77021
77021
77021
77022
77022
77022
77031
77031
77031
77032
77032
77032
77051
77051
77051
77052
77052
77052
77053
77053
77053
77054
77054
77054
77055

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description

Description
ECHO EXAMINATION PROCEDURE
ECHO EXAMINATION PROCEDURE
ECHO EXAMINATION PROCEDURE
FLUOROGUIDE FOR VEIN DEVICE
FLUOROGUIDE FOR VEIN DEVICE
FLUOROGUIDE FOR VEIN DEVICE
NEEDLE LOCALIZATION BY XRAY
NEEDLE LOCALIZATION BY XRAY
NEEDLE LOCALIZATION BY XRAY
FLUOROGUIDE FOR SPINE INJECT
FLUOROGUIDE FOR SPINE INJECT
FLUOROGUIDE FOR SPINE INJECT
CT SCAN FOR NEEDLE BIOPSY
CT SCAN FOR NEEDLE BIOPSY
CT SCAN FOR NEEDLE BIOPSY
MR GUIDANCE FOR NEEDLE PLACE
MR GUIDANCE FOR NEEDLE PLACE
MR GUIDANCE FOR NEEDLE PLACE
MRI FOR TISSUE ABLATION
MRI FOR TISSUE ABLATION
MRI FOR TISSUE ABLATION
STEREOTACT GUIDE FOR BRST BX
STEREOTACT GUIDE FOR BRST BX
STEREOTACT GUIDE FOR BRST BX
GUIDANCE FOR NEEDLE, BREAST
GUIDANCE FOR NEEDLE, BREAST
GUIDANCE FOR NEEDLE, BREAST
COMPUTER DX MAMMOGRAM ADD-ON
COMPUTER DX MAMMOGRAM ADD-ON
COMPUTER DX MAMMOGRAM ADD-ON
COMP SCREEN MAMMOGRAM ADD-ON
COMP SCREEN MAMMOGRAM ADD-ON
COMP SCREEN MAMMOGRAM ADD-ON
X-RAY OF MAMMARY DUCT
X-RAY OF MAMMARY DUCT
X-RAY OF MAMMARY DUCT
X-RAY OF MAMMARY DUCTS
X-RAY OF MAMMARY DUCTS
X-RAY OF MAMMARY DUCTS
MAMMOGRAM, ONE BREAST

of information contained in the fee schedules.

Effective
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2007
1/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
BY REPORT
BY REPORT

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$99.34 $99.34
$79.10 $79.10
$20.25 $20.25
$69.24 $69.24
$40.93 $40.93
$28.30 $28.30
$58.65 $58.65
$28.70 $28.70
$29.95 $29.95
$192.63  $192.63
$129.85  $129.85
$62.78 $62.78
$426.48  $426.48
$344.89  $344.89
$81.58 $81.58
$0.00 $0.00
$0.00 $0.00
$227.07  $227.07
$189.91  $189.91
$104.39  $104.39
$85.51 $85.51
$59.17 $59.17
$29.07 $29.07
$30.11 $30.11
$11.79 $11.79
$8.42 $8.42
$3.37 $3.37
$11.79 $11.79
$8.42 $8.42
$3.37 $3.37
$73.40 $73.40
$54.04 $54.04
$19.40 $19.40
$98.74 $98.74
$74.41 $74.41
$24.33 $24.33
$83.47 $83.47
36

Global
Days

7277
7277
7277

7277
7277
7277
7277
7277
7277

PA

Mult

Bilat

Indicators Policy
Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
77055
77055
77056
77056
77056
77057
77057
77057
77058
77058
77058
77059
77059
77059
77071
77072
77072
77072
77073
77073
77073
77074
77074
77074
77075
77075
77075
77076
77076
77076
77077
77077
77077
77078
77078
77078
77079
77079
77079
77080

Mod
TC
26

TC
26

TC
26

TC
26

TC
26
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
MAMMOGRAM, ONE BREAST
MAMMOGRAM, ONE BREAST
MAMMOGRAM, BOTH BREASTS
MAMMOGRAM, BOTH BREASTS
MAMMOGRAM, BOTH BREASTS
MAMMOGRAM, SCREENING
MAMMOGRAM, SCREENING
MAMMOGRAM, SCREENING
MRI, ONE BREAST
MRI, ONE BREAST
MRI, ONE BREAST
MRI, BOTH BREASTS
MRI, BOTH BREASTS
MRI, BOTH BREASTS
X-RAY STRESS VIEW
X-RAYS FOR BONE AGE
X-RAYS FOR BONE AGE
X-RAYS FOR BONE AGE
X-RAYS, BONE LENGTH STUDIES
X-RAYS, BONE LENGTH STUDIES
X-RAYS, BONE LENGTH STUDIES
X-RAYS, BONE SURVEY, LIMITED
X-RAYS, BONE SURVEY, LIMITED
X-RAYS, BONE SURVEY, LIMITED
X-RAYS, BONE SURVEY COMPLETE
X-RAYS, BONE SURVEY COMPLETE
X-RAYS, BONE SURVEY COMPLETE
X-RAYS, BONE SURVEY, INFANT
X-RAYS, BONE SURVEY, INFANT
X-RAYS, BONE SURVEY, INFANT
JOINT SURVEY, SINGLE VIEW
JOINT SURVEY, SINGLE VIEW
JOINT SURVEY, SINGLE VIEW
CT BONE DENSITY, AXIAL
CT BONE DENSITY, AXIAL
CT BONE DENSITY, AXIAL
CT BONE DENSITY, PERIPHERAL
CT BONE DENSITY, PERIPHERAL
CT BONE DENSITY, PERIPHERAL
DXA BONE DENSITY, AXIAL

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$45.74 $45.74
$37.68 $37.68
$105.76  $105.76
$58.93 $58.93
$46.83 $46.83
$80.34 $80.34
$42.66 $42.66
$37.68 $37.68
$793.94  $793.94
$706.31  $706.31
$87.60 $87.60
$852.83  $852.83
$765.20  $765.20
$87.60 $87.60
$39.13 $39.13
$23.01 $23.01
$12.75 $12.75
$10.26 $10.26
$36.56 $36.56
$22.05 $22.05
$14.47 $14.47
$66.71 $66.71
$42.38 $42.38
$24.33 $24.33
$95.98 $95.98
$67.03 $67.03
$28.99 $28.99
$90.68 $90.68
$54.32 $54.32
$36.36 $36.36
$41.41 $41.41
$24.70 $24.70
$16.72 $16.72
$160.64  $160.64
$147.29  $147.29
$13.35 $13.35
$54.92 $54.92
$43.78 $43.78
$11.15 $11.15
$67.55 $67.55
37

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
77080
77080
77081
77081
77081
77082
77082
77082
77083
77083
77083
77084
77084
77084
77261
77262
77263
77280
77280
77280
77285
77285
77285
77290
77290
77290
77295
77295
77295
77299
77299
77299
77300
77300
77300
77301
77301
77301
77305
77305

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Please see first page for a complete description
of information contained in the fee schedules.

Description
DXA BONE DENSITY, AXIAL
DXA BONE DENSITY, AXIAL
DXA BONE DENSITY/PERIPHERAL
DXA BONE DENSITY/PERIPHERAL
DXA BONE DENSITY/PERIPHERAL
DXA BONE DENSITY, VERT FX
DXA BONE DENSITY, VERT FX
DXA BONE DENSITY, VERT FX
RADIOGRAPHIC ABSORPTIOMETRY
RADIOGRAPHIC ABSORPTIOMETRY
RADIOGRAPHIC ABSORPTIOMETRY
MAGNETIC IMAGE, BONE MARROW
MAGNETIC IMAGE, BONE MARROW
MAGNETIC IMAGE, BONE MARROW
RADIATION THERAPY PLANNING
RADIATION THERAPY PLANNING
RADIATION THERAPY PLANNING
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
SET RADIATION THERAPY FIELD
RADIATION THERAPY PLANNING
RADIATION THERAPY PLANNING
RADIATION THERAPY PLANNING
RADIATION THERAPY DOSE PLAN
RADIATION THERAPY DOSE PLAN
RADIATION THERAPY DOSE PLAN
RADIOTHERAPY DOSE PLAN IMRT
RADIOTHERAPY DOSE PLAN IMRT
RADIOTHERAPY DOSE PLAN IMRT
TELETX ISODOSE PLAN SIMPLE
TELETX ISODOSE PLAN SIMPLE

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$56.89 $56.89
$10.66 $10.66
$29.47 $29.47
$18.00 $18.00
$11.47 $11.47
$28.14 $28.14
$19.36 $19.36

$8.78 $8.78
$25.94 $25.94
$15.60 $15.60
$10.34 $10.34
$550.20  $550.20
$463.80  $463.80
$86.39 $86.39
$74.93 $74.93
$112.69  $112.69
$167.22  $167.22
$176.28  $176.28
$138.99  $138.99
$37.28 $37.28
$302.80  $302.80
$247.15  $247.15
$55.69 $55.69
$469.37  $469.37
$386.71  $386.71
$82.71 $82.71
$666.98  $666.98
$425.31  $425.31
$241.66  $241.66

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00
$70.36 $70.36
$37.52 $37.52
$32.79 $32.79

$2,066.48 $2,066.48
$1,643.01 $1,643.01

$423.47
$72.84
$35.56

38

$423.47
$72.84
$35.56

Global
Days

PA

Mult

Bilat

Indicators Policy

Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
77305
77310
77310
77310
77315
77315
77315
77321
77321
77321
77326
77326
77326
77327
77327
77327
77328
77328
77328
77331
77331
77331
77332
77332
77332
77333
77333
77333
77334
77334
77334
77336
77338
77338
77338
77370
77399
77399
77399
77401

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
TELETX ISODOSE PLAN SIMPLE
TELETX ISODOSE PLAN INTERMED
TELETX ISODOSE PLAN INTERMED
TELETX ISODOSE PLAN INTERMED
TELETX ISODOSE PLAN COMPLEX
TELETX ISODOSE PLAN COMPLEX
TELETX ISODOSE PLAN COMPLEX
SPECIAL TELETX PORT PLAN
SPECIAL TELETX PORT PLAN
SPECIAL TELETX PORT PLAN
BRACHYTX ISODOSE CALC SIMP
BRACHYTX ISODOSE CALC SIMP
BRACHYTX ISODOSE CALC SIMP
BRACHYTX ISODOSE CALC INTERM
BRACHYTX ISODOSE CALC INTERM
BRACHYTX ISODOSE CALC INTERM
BRACHYTX ISODOSE PLAN COMPL
BRACHYTX ISODOSE PLAN COMPL
BRACHYTX ISODOSE PLAN COMPL
SPECIAL RADIATION DOSIMETRY
SPECIAL RADIATION DOSIMETRY
SPECIAL RADIATION DOSIMETRY
RADIATION TREATMENT AID(S)
RADIATION TREATMENT AID(S)
RADIATION TREATMENT AID(S)
RADIATION TREATMENT AID(S)
RADIATION TREATMENT AID(S)
RADIATION TREATMENT AID(S)
RADIATION TREATMENT AID(S)
RADIATION TREATMENT AID(S)
RADIATION TREATMENT AID(S)
RADIATION PHYSICS CONSULT
DESIGN MLC DEVICE FOR IMRT
DESIGN MLC DEVICE FOR IMRT
DESIGN MLC DEVICE FOR IMRT
RADIATION PHYSICS CONSULT
EXTERNAL RADIATION DOSIMETRY
EXTERNAL RADIATION DOSIMETRY
EXTERNAL RADIATION DOSIMETRY
RADIATION TREATMENT DELIVERY

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
1/1/2010
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
RBRVS

Fees
Office Facility
$37.28 $37.28
$101.63  $101.63
$45.94 $45.94
$55.69 $55.69
$148.29  $148.29
$65.59 $65.59
$82.71 $82.71
$120.15  $120.15
$69.84 $69.84
$50.31 $50.31
$138.91  $138.91
$89.76 $89.76
$49.15 $49.15
$198.29  $198.29
$124.72  $124.72
$73.57 $73.57
$272.77  $272.77
$161.92  $161.92
$110.85  $110.85
$63.66 $63.66
$17.52 $17.52
$46.14 $46.14
$75.97 $75.97
$47.39 $47.39
$28.58 $28.58
$69.64 $69.64
$25.06 $25.06
$44.62 $44.62
$155.43  $155.43
$89.80 $89.80
$65.59 $65.59
$57.97 $57.97
$47451  $474.51
$237.29  $237.29
$237.21  $237.21
$109.77  $109.77
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$29.79 $29.79
39

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
77402
77403
77404
77406
77407
77408
77409
77411
77412
77413
77414
77416
77417
77418
77427
77431
77432
77470
77470
77470
77499
77499
77499
77520
77522
77523
77525
77600
77600
77600
77605
77605
77605
77610
77610
77610
77615
77615
77615
77620

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIATION TREATMENT DELIVERY
RADIOLOGY PORT FILM(S)
RADIATION TX DELIVERY IMRT
RADIATION TX MANAGEMENT, X5
RADIATION THERAPY MANAGEMENT
STEREOTACTIC RADIATION TRMT
SPECIAL RADIATION TREATMENT
SPECIAL RADIATION TREATMENT
SPECIAL RADIATION TREATMENT
RADIATION THERAPY MANAGEMENT
RADIATION THERAPY MANAGEMENT
RADIATION THERAPY MANAGEMENT
PROTON TRMT, SIMPLE W/O COMP
PROTON TRMT, SIMPLE W/COMP
PROTON TRMT, INTERMEDIATE
PROTON TREATMENT, COMPLEX
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2003
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$126.92  $126.92
$111.61  $111.61
$122.84  $122.84
$123.84  $123.84
$198.81  $198.81
$149.58  $149.58
$164.85  $164.85
$163.85  $163.85
$192.63  $192.63
$194.00 $194.00
$215.40  $215.40
$216.41  $216.41
$14.99 $14.99
$485.69  $485.69
$198.77  $198.77
$101.15  $101.15
$422.99  $422.99
$252.41  $252.41
$141.56  $141.56
$110.85  $110.85
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$354.92  $354.92
$272.25  $272.25
$82.71 $82.71
$630.54  $630.54
$522.05  $522.05
$108.48  $108.48
$586.52  $586.52
$505.86  $505.86
$80.66 $80.66
$828.86  $828.86
$718.33  $718.33
$110.53  $110.53
$371.75  $371.75
40

Global
Days

PA

Mult

Bilat

Indicators Policy
Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
77620
77620
77750
77750
77750
77761
77761
77761
77762
77762
77762
77763
77763
77763
77776
77776
77776
77777
77777
77777
77778
77778
77778
77789
77789
77789
77790
77790
77790
77799
77799
77799
78000
78000
78000
78001
78001
78001
78003
78003

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
HYPERTHERMIA TREATMENT
HYPERTHERMIA TREATMENT
INFUSE RADIOACTIVE MATERIALS
INFUSE RADIOACTIVE MATERIALS
INFUSE RADIOACTIVE MATERIALS
APPLY INTRCAV RADIAT SIMPLE
APPLY INTRCAV RADIAT SIMPLE
APPLY INTRCAV RADIAT SIMPLE
APPLY INTRCAV RADIAT INTERM
APPLY INTRCAV RADIAT INTERM
APPLY INTRCAV RADIAT INTERM
APPLY INTRCAV RADIAT COMPL
APPLY INTRCAV RADIAT COMPL
APPLY INTRCAV RADIAT COMPL
APPLY INTERSTIT RADIAT SIMPL
APPLY INTERSTIT RADIAT SIMPL
APPLY INTERSTIT RADIAT SIMPL
APPLY INTERSTIT RADIAT INTER
APPLY INTERSTIT RADIAT INTER
APPLY INTERSTIT RADIAT INTER
APPLY INTERSTIT RADIAT COMPL
APPLY INTERSTIT RADIAT COMPL
APPLY INTERSTIT RADIAT COMPL
APPLY SURFACE RADIATION
APPLY SURFACE RADIATION
APPLY SURFACE RADIATION
RADIATION HANDLING
RADIATION HANDLING
RADIATION HANDLING
RADIUM/RADIOISOTOPE THERAPY
RADIUM/RADIOISOTOPE THERAPY
RADIUM/RADIOISOTOPE THERAPY
THYROID, SINGLE UPTAKE
THYROID, SINGLE UPTAKE
THYROID, SINGLE UPTAKE
THYROID, MULTIPLE UPTAKES
THYROID, MULTIPLE UPTAKES
THYROID, MULTIPLE UPTAKES
THYROID SUPPRESS/STIMUL
THYROID SUPPRESS/STIMUL

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$288.21  $288.21
$83.55 $83.55
$347.26  $347.26
$85.43 $85.43
$261.83  $261.83
$351.87  $351.87
$150.82  $150.82
$201.05  $201.05
$483.08  $483.08
$179.32  $179.32
$303.76  $303.76
$686.54  $686.54
$230.64  $230.64
$455.86  $455.86
$414.81  $414.81
$162.77  $162.77
$252.05  $252.05
$582.27  $582.27
$180.81  $180.81
$401.46  $401.46
$836.20  $836.20
$240.22  $240.22
$595.98  $595.98
$104.55  $104.55
$44.02 $44.02
$60.58 $60.58
$88.12 $88.12
$32.47 $32.47
$55.69 $55.69

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00
$65.19 $65.19
$54.92 $54.92
$10.26 $10.26
$82.87 $82.87
$68.79 $68.79
$14.07 $14.07
$72.84 $72.84
$55.28 $55.28

41

Global
Days

090
090
090
090
090
090
090
090
090
090
090
090
090
090
090
090
090
090
090
090
090
000
000
000

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
78003
78006
78006
78006
78007
78007
78007
78010
78010
78010
78011
78011
78011
78015
78015
78015
78016
78016
78016
78018
78018
78018
78020
78020
78020
78070
78070
78070
78075
78075
78075
78099
78099
78099
78102
78102
78102
78103
78103
78103

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
THYROID SUPPRESS/STIMUL
THYROID IMAGING WITH UPTAKE
THYROID IMAGING WITH UPTAKE
THYROID IMAGING WITH UPTAKE
THYROID IMAGE, MULT UPTAKES
THYROID IMAGE, MULT UPTAKES
THYROID IMAGE, MULT UPTAKES
THYROID IMAGING
THYROID IMAGING
THYROID IMAGING
THYROID IMAGING WITH FLOW
THYROID IMAGING WITH FLOW
THYROID IMAGING WITH FLOW
THYROID MET IMAGING
THYROID MET IMAGING
THYROID MET IMAGING
THYROID MET IMAGING/STUDIES
THYROID MET IMAGING/STUDIES
THYROID MET IMAGING/STUDIES
THYROID MET IMAGING, BODY
THYROID MET IMAGING, BODY
THYROID MET IMAGING, BODY
THYROID MET UPTAKE
THYROID MET UPTAKE
THYROID MET UPTAKE
PARATHYROID NUCLEAR IMAGING
PARATHYROID NUCLEAR IMAGING
PARATHYROID NUCLEAR IMAGING
ADRENAL NUCLEAR IMAGING
ADRENAL NUCLEAR IMAGING
ADRENAL NUCLEAR IMAGING
ENDOCRINE NUCLEAR PROCEDURE
ENDOCRINE NUCLEAR PROCEDURE
ENDOCRINE NUCLEAR PROCEDURE
BONE MARROW IMAGING, LTD
BONE MARROW IMAGING, LTD
BONE MARROW IMAGING, LTD
BONE MARROW IMAGING, MULT
BONE MARROW IMAGING, MULT
BONE MARROW IMAGING, MULT

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$17.56 $17.56
$202.98  $202.98
$176.68  $176.68
$26.30 $26.30
$125.20  $125.20
$98.18 $98.18
$27.02 $27.02
$141.72  $141.72
$120.79  $120.79
$20.93 $20.93
$161.32  $161.32
$136.95  $136.95
$24.33 $24.33
$192.39  $192.39
$156.23  $156.23
$36.16 $36.16
$290.85  $290.85
$246.63  $246.63
$44.22 $44.22
$293.98  $293.98
$247.56  $247.56
$46.42 $46.42
$88.12 $88.12
$55.73 $55.73
$32.39 $32.39
$164.61  $164.61
$120.11  $120.11
$44.46 $44.46
$379.57  $379.57
$339.56  $339.56
$39.97 $39.97

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00
$151.46  $151.46
$121.75  $121.75
$29.71 $29.71
$203.54  $203.54
$163.17  $163.17
$40.37 $40.37

42

Global
Days

7277
277
7277

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
78104
78104
78104
78110
78110
78110
78111
78111
78111
78120
78120
78120
78121
78121
78121
78122
78122
78122
78130
78130
78130
78135
78135
78135
78140
78140
78140
78185
78185
78185
78190
78190
78190
78191
78191
78191
78195
78195
78195
78199

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
BONE MARROW IMAGING, BODY
BONE MARROW IMAGING, BODY
BONE MARROW IMAGING, BODY
PLASMA VOLUME, SINGLE
PLASMA VOLUME, SINGLE
PLASMA VOLUME, SINGLE
PLASMA VOLUME, MULTIPLE
PLASMA VOLUME, MULTIPLE
PLASMA VOLUME, MULTIPLE
RED CELL MASS, SINGLE
RED CELL MASS, SINGLE
RED CELL MASS, SINGLE
RED CELL MASS, MULTIPLE
RED CELL MASS, MULTIPLE
RED CELL MASS, MULTIPLE
BLOOD VOLUME
BLOOD VOLUME
BLOOD VOLUME
RED CELL SURVIVAL STUDY
RED CELL SURVIVAL STUDY
RED CELL SURVIVAL STUDY
RED CELL SURVIVAL KINETICS
RED CELL SURVIVAL KINETICS
RED CELL SURVIVAL KINETICS
RED CELL SEQUESTRATION
RED CELL SEQUESTRATION
RED CELL SEQUESTRATION
SPLEEN IMAGING
SPLEEN IMAGING
SPLEEN IMAGING
PLATELET SURVIVAL, KINETICS
PLATELET SURVIVAL, KINETICS
PLATELET SURVIVAL, KINETICS
PLATELET SURVIVAL
PLATELET SURVIVAL
PLATELET SURVIVAL
LYMPH SYSTEM IMAGING
LYMPH SYSTEM IMAGING
LYMPH SYSTEM IMAGING
BLOOD/LYMPH NUCLEAR EXAM

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

Fees

Office Facility
$233.04  $233.04
$189.63  $189.63
$43.42 $43.42
$72.00 $72.00
$61.74 $61.74
$10.26 $10.26
$91.97 $91.97
$79.86 $79.86
$12.15 $12.15
$82.06 $82.06
$69.52 $69.52
$12.55 $12.55
$99.74 $99.74
$82.55 $82.55
$17.16 $17.16
$124.20 $124.20
$99.86 $99.86
$24.33 $24.33
$145.17  $145.17
$112.09  $112.09
$33.07 $33.07
$298.75  $298.75
$264.15  $264.15
$34.60 $34.60
$140.96  $140.96
$107.88  $107.88
$33.07 $33.07
$174.23  $174.23
$152.58  $152.58
$21.69 $21.69
$344.29  $344.29
$285.84  $285.84
$58.41 $58.41
$188.06  $188.06
$155.31  $155.31
$32.75 $32.75
$314.43  $314.43
$249.40  $249.40
$65.03 $65.03

$0.00 $0.00

43

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
78199
78199
78201
78201
78201
78202
78202
78202
78205
78205
78205
78206
78206
78206
78215
78215
78215
78216
78216
78216
78220
78220
78220
78223
78223
78223
78230
78230
78230
78231
78231
78231
78232
78232
78232
78258
78258
78258
78261
78261

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
BLOOD/LYMPH NUCLEAR EXAM
BLOOD/LYMPH NUCLEAR EXAM
LIVER IMAGING
LIVER IMAGING
LIVER IMAGING
LIVER IMAGING WITH FLOW
LIVER IMAGING WITH FLOW
LIVER IMAGING WITH FLOW
LIVER IMAGING (3D)

LIVER IMAGING (3D)

LIVER IMAGING (3D)

LIVER IMAGE (3D) WITH FLOW
LIVER IMAGE (3D) WITH FLOW
LIVER IMAGE (3D) WITH FLOW
LIVER AND SPLEEN IMAGING
LIVER AND SPLEEN IMAGING
LIVER AND SPLEEN IMAGING
LIVER & SPLEEN IMAGE/FLOW
LIVER & SPLEEN IMAGE/FLOW
LIVER & SPLEEN IMAGE/FLOW
LIVER FUNCTION STUDY

LIVER FUNCTION STUDY

LIVER FUNCTION STUDY
HEPATOBILIARY IMAGING
HEPATOBILIARY IMAGING
HEPATOBILIARY IMAGING
SALIVARY GLAND IMAGING
SALIVARY GLAND IMAGING
SALIVARY GLAND IMAGING
SERIAL SALIVARY IMAGING
SERIAL SALIVARY IMAGING
SERIAL SALIVARY IMAGING
SALIVARY GLAND FUNCTION EXAM
SALIVARY GLAND FUNCTION EXAM
SALIVARY GLAND FUNCTION EXAM
ESOPHAGEAL MOTILITY STUDY
ESOPHAGEAL MOTILITY STUDY
ESOPHAGEAL MOTILITY STUDY
GASTRIC MUCOSA IMAGING
GASTRIC MUCOSA IMAGING

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
BY REPORT

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility

$0.00 $0.00

$0.00 $0.00
$161.24  $161.24
$137.99  $137.99
$23.29 $23.29
$186.06  $186.06
$158.96  $158.96
$27.10 $27.10
$223.70  $223.70
$185.30  $185.30
$38.45 $38.45
$313.18  $313.18
$261.39  $261.39
$51.80 $51.80
$172.35  $172.35
$146.05  $146.05
$26.30 $26.30
$131.82  $131.82
$101.31  $101.31
$30.51 $30.51
$136.67  $136.67
$110.41  $110.41
$26.30 $26.30
$288.45  $288.45
$243.15  $243.15
$45.26 $45.26
$147.05  $147.05
$123.04  $123.04
$24.01 $24.01
$126.48  $126.48
$98.66 $98.66
$27.82 $27.82
$128.49  $128.49
$102.99  $102.99
$25.50 $25.50
$205.38  $205.38
$165.05  $165.05
$40.33 $40.33
$226.27  $226.27
$188.94  $188.94

44

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
78261
78262
78262
78262
78264
78264
78264
78267
78268
78270
78270
78270
78271
78271
78271
78272
78272
78272
78278
78278
78278
78282
78282
78282
78290
78290
78290
78291
78291
78291
78299
78299
78299
78300
78300
78300
78305
78305
78305
78306

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
GASTRIC MUCOSA IMAGING
GASTROESOPHAGEAL REFLUX EXAM
GASTROESOPHAGEAL REFLUX EXAM
GASTROESOPHAGEAL REFLUX EXAM
GASTRIC EMPTYING STUDY
GASTRIC EMPTYING STUDY
GASTRIC EMPTYING STUDY
BREATH TST ATTAIN/ANAL C-14
BREATH TEST ANALYSIS C-14
VIT B-12 ABSORPTION EXAM
VIT B-12 ABSORPTION EXAM
VIT B-12 ABSORPTION EXAM
VIT B-12 ABSRP EXAM INT FAC
VIT B-12 ABSRP EXAM INT FAC
VIT B-12 ABSRP EXAM INT FAC
VIT B-12 ABSORP, COMBINED
VIT B-12 ABSORP, COMBINED
VIT B-12 ABSORP, COMBINED
ACUTE GI BLOOD LOSS IMAGING
ACUTE GI BLOOD LOSS IMAGING
ACUTE GI BLOOD LOSS IMAGING
Gl PROTEIN LOSS EXAM
Gl PROTEIN LOSS EXAM
Gl PROTEIN LOSS EXAM
MECKELS DIVERT EXAM
MECKELS DIVERT EXAM
MECKELS DIVERT EXAM
LEVEEN/SHUNT PATENCY EXAM
LEVEEN/SHUNT PATENCY EXAM
LEVEEN/SHUNT PATENCY EXAM
Gl NUCLEAR PROCEDURE
Gl NUCLEAR PROCEDURE
Gl NUCLEAR PROCEDURE
BONE IMAGING, LIMITED AREA
BONE IMAGING, LIMITED AREA
BONE IMAGING, LIMITED AREA
BONE IMAGING, MULTIPLE AREAS
BONE IMAGING, MULTIPLE AREAS
BONE IMAGING, MULTIPLE AREAS
BONE IMAGING, WHOLE BODY

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
MEDICARE
MEDICARE
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$37.28 $37.28
$223.14  $223.14
$186.94  $186.94
$36.20 $36.20
$256.70  $256.70
$214.76  $214.76
$41.93 $41.93
$11.26 $0.00
$96.46 $0.00
$74.49 $74.49
$63.82 $63.82
$10.66 $10.66
$75.17 $75.17
$64.83 $64.83
$10.34 $10.34
$85.55 $85.55
$71.76 $71.76
$13.79 $13.79
$309.66  $309.66
$256.34  $256.34
$53.32 $53.32

$0.00 $0.00

$0.00 $0.00
$20.53 $20.53
$275.50  $275.50
$238.62  $238.62
$36.88 $36.88
$226.43  $226.43
$178.84  $178.84
$47.55 $47.55

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00
$159.16  $159.16
$125.68  $125.68
$33.48 $33.48
$211.64  $211.64
$167.10  $167.10
$44.54 $44.54
$234.01  $234.01

45

Global
Days

PA

Mult

Bilat

Indicators Policy
Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
78306
78306
78315
78315
78315
78320
78320
78320
78399
78399
78399
78414
78414
78414
78428
78428
78428
78445
78445
78445
78451
78451
78451
78452
78452
78452
78453
78453
78453
78454
78454
78454
78456
78456
78456
78457
78457
78457
78458
78458

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
BONE IMAGING, WHOLE BODY
BONE IMAGING, WHOLE BODY
BONE IMAGING, 3 PHASE
BONE IMAGING, 3 PHASE
BONE IMAGING, 3 PHASE
BONE IMAGING (3D)
BONE IMAGING (3D)
BONE IMAGING (3D)
MUSCULOSKELETAL NUCLEAR EXAM
MUSCULOSKELETAL NUCLEAR EXAM
MUSCULOSKELETAL NUCLEAR EXAM
NON-IMAGING HEART FUNCTION
NON-IMAGING HEART FUNCTION
NON-IMAGING HEART FUNCTION
CARDIAC SHUNT IMAGING
CARDIAC SHUNT IMAGING
CARDIAC SHUNT IMAGING
VASCULAR FLOW IMAGING
VASCULAR FLOW IMAGING
VASCULAR FLOW IMAGING
HT MUSCLE IMAGE SPECT, SING
HT MUSCLE IMAGE SPECT, SING
HT MUSCLE IMAGE SPECT, SING
HT MUSCLE IMAGE SPECT, MULT
HT MUSCLE IMAGE SPECT, MULT
HT MUSCLE IMAGE SPECT, MULT
HT MUSCLE IMAGE,PLANAR,SING
HT MUSCLE IMAGE,PLANAR,SING
HT MUSCLE IMAGE,PLANAR,SING
HT MUSC IMAGE, PLANAR, MULT
HT MUSC IMAGE, PLANAR, MULT
HT MUSC IMAGE, PLANAR, MULT
ACUTE VENOUS THROMBUS IMAGE
ACUTE VENOUS THROMBUS IMAGE
ACUTE VENOUS THROMBUS IMAGE
VENOUS THROMBOSIS IMAGING
VENOUS THROMBOSIS IMAGING
VENOUS THROMBOSIS IMAGING
VEN THROMBOSIS IMAGES, BILAT
VEN THROMBOSIS IMAGES, BILAT

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$187.62  $187.62
$46.42 $46.42
$310.18  $310.18
$255.29  $255.29
$54.88 $54.88
$241.30  $241.30
$185.30  $185.30
$56.01 $56.01

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00
$23.01 $23.01
$184.98  $184.98
$141.36  $141.36
$43.62 $43.62
$154.23  $154.23
$127.93  $127.93
$26.30 $26.30
$217.29  $217.29
$146.29  $146.29
$71.00 $71.00
$366.74  $366.74
$282.79  $282.79
$83.95 $83.95
$187.86  $187.86
$136.43  $136.43
$51.44 $51.44
$183.09  $183.09
$114.70  $114.70
$68.39 $68.39
$326.09  $326.09
$269.28  $269.28
$56.81 $56.81
$178.40  $178.40
$137.23  $137.23
$41.17 $41.17
$197.32  $197.32
$148.61  $148.61

46

Global
Days

PA

< < =<

<< =<=<=<=<

Mult

Bilat

Indicators Policy
Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
78458
78466
78466
78466
78468
78468
78468
78469
78469
78469
78472
78472
78472
78473
78473
78473
78481
78481
78481
78483
78483
78483
78494
78494
78494
78496
78496
78496
78499
78499
78499
78580
78580
78580
78584
78584
78584
78585
78585
78585

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
VEN THROMBOSIS IMAGES, BILAT
HEART INFARCT IMAGE
HEART INFARCT IMAGE
HEART INFARCT IMAGE
HEART INFARCT IMAGE (EF)
HEART INFARCT IMAGE (EF)
HEART INFARCT IMAGE (EF)
HEART INFARCT IMAGE (3D)
HEART INFARCT IMAGE (3D)
HEART INFARCT IMAGE (3D)
GATED HEART, PLANAR, SINGLE
GATED HEART, PLANAR, SINGLE
GATED HEART, PLANAR, SINGLE
GATED HEART, MULTIPLE
GATED HEART, MULTIPLE
GATED HEART, MULTIPLE
HEART FIRST PASS, SINGLE
HEART FIRST PASS, SINGLE
HEART FIRST PASS, SINGLE
HEART FIRST PASS, MULTIPLE
HEART FIRST PASS, MULTIPLE
HEART FIRST PASS, MULTIPLE
HEART IMAGE, SPECT
HEART IMAGE, SPECT
HEART IMAGE, SPECT
HEART FIRST PASS ADD-ON
HEART FIRST PASS ADD-ON
HEART FIRST PASS ADD-ON
CARDIOVASCULAR NUCLEAR EXAM
CARDIOVASCULAR NUCLEAR EXAM
CARDIOVASCULAR NUCLEAR EXAM
LUNG PERFUSION IMAGING
LUNG PERFUSION IMAGING
LUNG PERFUSION IMAGING
LUNG V/Q IMAGE SINGLE BREATH
LUNG V/Q IMAGE SINGLE BREATH
LUNG V/Q IMAGE SINGLE BREATH
LUNG V/Q IMAGING
LUNG V/Q IMAGING
LUNG V/Q IMAGING

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility
$48.71 $48.71
$170.10 $170.10
$131.78  $131.78
$38.33 $38.33
$214.24  $214.24
$168.78  $168.78
$45.46 $45.46
$243.91  $243.91
$192.63  $192.63
$51.28 $51.28
$248.48  $248.48
$194.16  $194.16
$54.28 $54.28
$340.48  $340.48
$257.86  $257.86
$82.63 $82.63
$218.81  $218.81
$162.73  $162.73
$56.05 $56.05
$309.74  $309.74
$224.66  $224.66
$85.07 $85.07
$271.77  $271.77
$205.38  $205.38
$66.39 $66.39
$112.53  $112.53
$84.15 $84.15
$28.38 $28.38

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00
$196.28  $196.28
$156.31  $156.31
$39.97 $39.97
$151.98  $151.98
$98.66 $98.66
$53.32 $53.32
$323.09  $323.09
$264.11  $264.11
$58.97 $58.97

a7

Global
Days

7277
7277
7277

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
78586
78586
78586
78587
78587
78587
78588
78588
78588
78591
78591
78591
78593
78593
78593
78594
78594
78594
78596
78596
78596
78599
78599
78599
78600
78600
78600
78601
78601
78601
78605
78605
78605
78606
78606
78606
78607
78607
78607
78608

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
AEROSOL LUNG IMAGE, SINGLE
AEROSOL LUNG IMAGE, SINGLE
AEROSOL LUNG IMAGE, SINGLE
AEROSOL LUNG IMAGE, MULTIPLE
AEROSOL LUNG IMAGE, MULTIPLE
AEROSOL LUNG IMAGE, MULTIPLE
PERFUSION LUNG IMAGE
PERFUSION LUNG IMAGE
PERFUSION LUNG IMAGE
VENT IMAGE, 1 BREATH, 1 PROJ
VENT IMAGE, 1 BREATH, 1 PROJ
VENT IMAGE, 1 BREATH, 1 PROJ
VENT IMAGE, 1 PROJ, GAS
VENT IMAGE, 1 PROJ, GAS
VENT IMAGE, 1 PROJ, GAS
VENT IMAGE, MULT PROJ, GAS
VENT IMAGE, MULT PROJ, GAS
VENT IMAGE, MULT PROJ, GAS
LUNG DIFFERENTIAL FUNCTION
LUNG DIFFERENTIAL FUNCTION
LUNG DIFFERENTIAL FUNCTION
RESPIRATORY NUCLEAR EXAM
RESPIRATORY NUCLEAR EXAM
RESPIRATORY NUCLEAR EXAM
BRAIN IMAGING, LTD STATIC
BRAIN IMAGING, LTD STATIC
BRAIN IMAGING, LTD STATIC
BRAIN IMAGING LTD W/FLOW
BRAIN IMAGING LTD W/FLOW
BRAIN IMAGING LTD W/FLOW
BRAIN IMAGING, COMPLETE
BRAIN IMAGING, COMPLETE
BRAIN IMAGING, COMPLETE
BRAIN IMAGING, COMPL W/FLOW
BRAIN IMAGING, COMPL W/FLOW
BRAIN IMAGING, COMPL W/FLOW
BRAIN IMAGING (3D)
BRAIN IMAGING (3D)
BRAIN IMAGING (3D)
BRAIN IMAGING (PET)

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT

Fees

Office Facility
$148.69  $148.69
$127.05  $127.05
$21.69 $21.69
$186.94  $186.94
$160.32  $160.32
$26.62 $26.62
$299.83  $299.83
$240.86  $240.86
$58.97 $58.97
$150.74  $150.74
$129.09  $129.09
$21.69 $21.69
$177.84 $177.84
$151.54  $151.54
$26.30 $26.30
$207.83  $207.83
$179.24  $179.24
$28.58 $28.58
$347.82  $347.82
$280.63  $280.63
$67.19 $67.19

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00
$161.84  $161.84
$137.91  $137.91
$23.93 $23.93
$192.55  $192.55
$165.13  $165.13
$27.42 $27.42
$180.49  $180.49
$151.54  $151.54
$28.90 $28.90
$281.39  $281.39
$246.75  $246.75
$34.60 $34.60
$340.56  $340.56
$274.30  $274.30
$66.27 $66.27

$0.00 $0.00

48

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
78608
78608
78609
78609
78609
78610
78610
78610
78630
78630
78630
78635
78635
78635
78645
78645
78645
78647
78647
78647
78650
78650
78650
78660
78660
78660
78699
78699
78699
78700
78700
78700
78701
78701
78701
78707
78707
78707
78708
78708

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Description
BRAIN IMAGING (PET)
BRAIN IMAGING (PET)
BRAIN IMAGING (PET)
BRAIN IMAGING (PET)
BRAIN IMAGING (PET)
BRAIN FLOW IMAGING ONLY
BRAIN FLOW IMAGING ONLY
BRAIN FLOW IMAGING ONLY
CEREBROSPINAL FLUID SCAN
CEREBROSPINAL FLUID SCAN
CEREBROSPINAL FLUID SCAN
CSF VENTRICULOGRAPHY
CSF VENTRICULOGRAPHY
CSF VENTRICULOGRAPHY
CSF SHUNT EVALUATION
CSF SHUNT EVALUATION
CSF SHUNT EVALUATION
CEREBROSPINAL FLUID SCAN
CEREBROSPINAL FLUID SCAN
CEREBROSPINAL FLUID SCAN
CSF LEAKAGE IMAGING
CSF LEAKAGE IMAGING
CSF LEAKAGE IMAGING
NUCLEAR EXAM OF TEAR FLOW
NUCLEAR EXAM OF TEAR FLOW
NUCLEAR EXAM OF TEAR FLOW
NERVOUS SYSTEM NUCLEAR EXAM
NERVOUS SYSTEM NUCLEAR EXAM
NERVOUS SYSTEM NUCLEAR EXAM
KIDNEY IMAGING, STATIC
KIDNEY IMAGING, STATIC
KIDNEY IMAGING, STATIC
KIDNEY IMAGING WITH FLOW
KIDNEY IMAGING WITH FLOW
KIDNEY IMAGING WITH FLOW
KIDNEY FLOW/FUNCTION IMAGE
KIDNEY FLOW/FUNCTION IMAGE
KIDNEY FLOW/FUNCTION IMAGE
KIDNEY FLOW/FUNCTION IMAGE
KIDNEY FLOW/FUNCTION IMAGE

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2006
7/1/2009
7/1/2009
7/1/2006
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
RBRVS
RBRVS
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees

Office Facility

$0.00 $0.00
$80.78 $80.78
$78.38 $78.38

$0.00 $0.00
$78.38 $78.38
$162.36  $162.36
$145.65  $145.65
$16.72 $16.72
$298.87  $298.87
$261.95  $261.95
$36.88 $36.88
$271.57  $271.57
$238.42  $238.42
$33.15 $33.15
$274.78  $274.78
$243.91  $243.91
$30.87 $30.87
$316.51  $316.51
$268.12  $268.12
$48.35 $48.35
$291.17  $291.17
$258.10  $258.10
$33.07 $33.07
$153.02  $153.02
$124.48  $124.48
$28.58 $28.58

$0.00 $0.00

$0.00 $0.00

$0.00 $0.00
$160.76  $160.76
$136.43  $136.43
$24.33 $24.33
$192.11  $192.11
$165.81  $165.81
$26.30 $26.30
$226.07  $226.07
$174.27  $174.27
$51.80 $51.80
$186.78  $186.78
$121.31  $121.31

49

Global
Days

PA

Mult

Bilat

Indicators

Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
78708
78709
78709
78709
78710
78710
78710
78725
78725
78725
78730
78730
78730
78740
78740
78740
78761
78761
78761
78799
78799
78799
78800
78800
78800
78801
78801
78801
78802
78802
78802
78803
78803
78803
78804
78804
78804
78805
78805
78805

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
KIDNEY FLOW/FUNCTION IMAGE
KIDNEY FLOW/FUNCTION IMAGE
KIDNEY FLOW/FUNCTION IMAGE
KIDNEY FLOW/FUNCTION IMAGE
KIDNEY IMAGING (3D)
KIDNEY IMAGING (3D)
KIDNEY IMAGING (3D)
KIDNEY FUNCTION STUDY
KIDNEY FUNCTION STUDY
KIDNEY FUNCTION STUDY
URINARY BLADDER RETENTION
URINARY BLADDER RETENTION
URINARY BLADDER RETENTION
URETERAL REFLUX STUDY
URETERAL REFLUX STUDY
URETERAL REFLUX STUDY
TESTICULAR IMAGING/FLOW
TESTICULAR IMAGING/FLOW
TESTICULAR IMAGING/FLOW
GENITOURINARY NUCLEAR EXAM
GENITOURINARY NUCLEAR EXAM
GENITOURINARY NUCLEAR EXAM
TUMOR IMAGING LIMITED AREA
TUMOR IMAGING LIMITED AREA
TUMOR IMAGING LIMITED AREA
TUMOR IMAGING, MULT AREAS
TUMOR IMAGING, MULT AREAS
TUMOR IMAGING, MULT AREAS
TUMOR IMAGING WHOLE BODY
TUMOR IMAGING WHOLE BODY
TUMOR IMAGING WHOLE BODY
TUMOR IMAGING (3D)
TUMOR IMAGING (3D)
TUMOR IMAGING (3D)
TUMOR IMAGING WHOLE BODY
TUMOR IMAGING WHOLE BODY
TUMOR IMAGING WHOLE BODY
ABSCESS IMAGING, LTD AREA
ABSCESS IMAGING, LTD AREA
ABSCESS IMAGING, LTD AREA

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$65.47 $65.47
$332.59  $332.59
$256.46  $256.46
$76.13 $76.13
$221.70  $221.70
$185.94  $185.94
$35.76 $35.76
$94.13 $94.13
$73.93 $73.93
$20.21 $20.21
$71.52 $71.52
$62.26 $62.26
$9.26 $9.26
$191.23  $191.23
$160.12  $160.12
$31.15 $31.15
$192.79  $192.79
$154.35  $154.35
$38.45 $38.45
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$172.63  $172.63
$137.27  $137.27
$35.36 $35.36
$230.48  $230.48
$187.62  $187.62
$42.86 $42.86
$300.72  $300.72
$254.29  $254.29
$46.42 $46.42
$332.27  $332.27
$273.29  $273.29
$58.97 $58.97
$526.42  $526.42
$468.53  $468.53
$57.89 $57.89
$173.47  $173.47
$134.22  $134.22
$39.25 $39.25
50

Global
Days

7277
7277
7277

PA

Mult

<< <=<=<=<

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
78806
78806
78806
78807
78807
78807
78811
78811
78811
78812
78812
78812
78813
78813
78813
78814
78814
78814
78815
78815
78815
78816
78816
78816
78999
78999
78999
79005
79005
79005
79101
79101
79101
79200
79200
79200
79300
79300
79300
79403

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
ABSCESS IMAGING, WHOLE BODY
ABSCESS IMAGING, WHOLE BODY
ABSCESS IMAGING, WHOLE BODY
NUCLEAR LOCALIZATION/ABSCESS
NUCLEAR LOCALIZATION/ABSCESS
NUCLEAR LOCALIZATION/ABSCESS
TUMOR IMAGING (PET) LIMITED
TUMOR IMAGING (PET) LIMITED
TUMOR IMAGING (PET) LIMITED
TUMOR IMAGE (PET)/SKUL-THIGH
TUMOR IMAGE (PET)/SKUL-THIGH
TUMOR IMAGE (PET)/SKUL-THIGH
TUMOR IMAGE (PET) FULL BODY
TUMOR IMAGE (PET) FULL BODY
TUMOR IMAGE (PET) FULL BODY
TUMOR IMAGE PET/CT LIMITED
TUMOR IMAGE PET/CT LIMITED
TUMOR IMAGE PET/CT LIMITED
TUMORIMAGE PET/CT SKUL-THIGH
TUMORIMAGE PET/CT SKUL-THIGH
TUMORIMAGE PET/CT SKUL-THIGH
TUMOR IMAGE PET/CT FULL BODY
TUMOR IMAGE PET/CT FULL BODY
TUMOR IMAGE PET/CT FULL BODY
NUCLEAR DIAGNOSTIC EXAM
NUCLEAR DIAGNOSTIC EXAM
NUCLEAR DIAGNOSTIC EXAM
NUCLEAR RX ORAL ADMIN
NUCLEAR RX ORAL ADMIN
NUCLEAR RX ORAL ADMIN
NUCLEAR RX IV ADMIN
NUCLEAR RX IV ADMIN
NUCLEAR RX IV ADMIN
NUCLEAR RX INTRACAV ADMIN
NUCLEAR RX INTRACAV ADMIN
NUCLEAR RX INTRACAV ADMIN
NUCLR RX INTERSTIT COLLOID
NUCLR RX INTERSTIT COLLOID
NUCLR RX INTERSTIT COLLOID
HEMATOPOIETIC NUCLEAR TX

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2005
1/1/2005
7/1/2009
1/1/2005
1/1/2005
7/1/2009
1/1/2005
1/1/2005
7/1/2009
1/1/2005
1/1/2005
7/1/2009
1/1/2005
1/1/2005
7/1/2009
1/1/2005
1/1/2005
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS

Fees
Office Facility
$314.63  $314.63
$268.20  $268.20
$46.42 $46.42
$332.67  $332.67
$273.61  $273.61
$59.05 $59.05
$0.00 $0.00
$0.00 $0.00
$84.39 $84.39
$0.00 $0.00
$0.00 $0.00
$105.12  $105.12
$0.00 $0.00
$0.00 $0.00
$108.96  $108.96
$0.00 $0.00
$0.00 $0.00
$119.35  $119.35
$0.00 $0.00
$0.00 $0.00
$132.02  $132.02
$0.00 $0.00
$0.00 $0.00
$135.46  $135.46
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$154.15  $154.15
$58.09 $58.09
$96.06 $96.06
$173.15  $173.15
$63.18 $63.18
$109.93  $109.93
$175.63  $175.63
$67.95 $67.95
$107.68  $107.68
$0.00 $0.00
$0.00 $0.00
$87.36 $87.36
$218.25  $218.25
51

Global
Days

PA

Mult

<< =<=<=<=<

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
79403
79403
79440
79440
79440
79445
79445
79445
79999
79999
79999
92980
92981
92982
92984
92986
92992
92993
92995
92996
92997
92998
93005
93231
93293
93293
93293
93501
93501
93501
93503
93505
93505
93505
93508
93508
93508
93510
93510
93510

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26
TC
26

TC
26

TC
26

Description
HEMATOPOIETIC NUCLEAR TX
HEMATOPOIETIC NUCLEAR TX
NUCLEAR RX INTRA-ARTICULAR
NUCLEAR RX INTRA-ARTICULAR
NUCLEAR RX INTRA-ARTICULAR
NUCLEAR RX INTRA-ARTERIAL
NUCLEAR RX INTRA-ARTERIAL
NUCLEAR RX INTRA-ARTERIAL
NUCLEAR MEDICINE THERAPY
NUCLEAR MEDICINE THERAPY
NUCLEAR MEDICINE THERAPY
INSERT INTRACORONARY STENT
INSERT INTRACORONARY STENT
CORONARY ARTERY DILATION
CORONARY ARTERY DILATION
REVISION OF AORTIC VALVE
REVISION OF HEART CHAMBER
REVISION OF HEART CHAMBER
CORONARY ATHERECTOMY
CORONARY ATHERECTOMY ADD-ON
PUL ART BALLOON REPR, PERCUT
PUL ART BALLOON REPR, PERCUT
ELECTROCARDIOGRAM, TRACING
ECG MONITOR/RECORD, 24 HRS
PM PHONE R-STRIP DEVICE EVAL
PM PHONE R-STRIP DEVICE EVAL
PM PHONE R-STRIP DEVICE EVAL
RIGHT HEART CATHETERIZATION
RIGHT HEART CATHETERIZATION
RIGHT HEART CATHETERIZATION
INSERT/PLACE HEART CATHETER
BIOPSY OF HEART LINING
BIOPSY OF HEART LINING
BIOPSY OF HEART LINING
CATH PLACEMENT, ANGIOGRAPHY
CATH PLACEMENT, ANGIOGRAPHY
CATH PLACEMENT, ANGIOGRAPHY
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION

Please see first page for a complete description
of information contained in the fee schedules.

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2003
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2003
7/1/2003
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

10/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$95.82 $95.82
$122.43  $122.43
$163.13  $163.13
$55.73 $55.73
$107.40  $107.40
$0.00 $0.00
$0.00 $0.00
$130.37  $130.37
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$882.02  $882.02
$245.55  $245.55
$653.79  $653.79
$175.31  $175.31
$1,438.39 $1,438.39
$0.00 $0.00
$0.00 $0.00
$720.46  $720.46
$189.06  $189.06
$669.34  $669.34
$342.45  $342.45
$11.06 $11.06
$33.19 $33.19
$57.41 $57.41
$39.65 $39.65
$17.80 $17.80
$766.56  $766.56
$589.56  $589.56
$177.00  $177.00
$147.49  $147.49
$726.47  $726.47
$470.54  $470.54
$255.93  $255.93
$1,017.24 $1,017.24
$772.05  $772.05
$245.19  $245.19
$1,264.00 $1,264.00
$1,005.30 $1,005.30
$258.70  $258.70
52

Global
Days

000
7277
000
7277
090
090
090
000
7277
000
7277

000
000
000
000
000
000
000
000
000
000
000
000
000

PA

Mult

<

<< <<

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
93511
93511
93511
93514
93514
93514
93524
93524
93524
93526
93526
93526
93527
93527
93527
93528
93528
93528
93529
93529
93529
93530
93530
93530
93531
93531
93531
93532
93532
93532
93533
93533
93533
93539
93540
93541
93542
93543
93544
93545

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
LEFT HEART CATHETERIZATION
RT & LT HEART CATHETERS
RT & LT HEART CATHETERS
RT & LT HEART CATHETERS
RT & LT HEART CATHETERS
RT & LT HEART CATHETERS
RT & LT HEART CATHETERS
RT & LT HEART CATHETERS
RT & LT HEART CATHETERS
RT & LT HEART CATHETERS
RT LT HEART CATHETERIZATION
RT LT HEART CATHETERIZATION
RT LT HEART CATHETERIZATION
RT HEART CATH, CONGENITAL
RT HEART CATH, CONGENITAL
RT HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
R & L HEART CATH, CONGENITAL
INJECTION, CARDIAC CATH
INJECTION, CARDIAC CATH

INJECTION FOR LUNG ANGIOGRAM

INJECTION FOR HEART X-RAYS
INJECTION FOR HEART X-RAYS
INJECTION FOR AORTOGRAPHY
INJECT FOR CORONARY X-RAYS

Effective
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS

BY REPORT

BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$0.00 $0.00
$0.00 $0.00
$299.99  $299.99
$0.00 $0.00
$0.00 $0.00
$413.61  $413.61
$0.00 $0.00
$0.00 $0.00
$413.77  $413.77

$1,624.13 $1,624.13
$1,267.45 $1,267.45

$356.68
$0.00
$0.00
$432.21
$0.00
$0.00
$515.36
$0.00
$0.00
$286.16
$0.00
$0.00
$244.59
$0.00
$0.00
$479.36
$0.00
$0.00
$568.88
$0.00
$0.00
$382.74
$77.77
$227.35
$16.64
$138.23
$76.41
$55.81
$159.60

53

$356.68
$0.00
$0.00
$432.21
$0.00
$0.00
$515.36
$0.00
$0.00
$286.16
$0.00
$0.00
$244.59
$0.00
$0.00
$479.36
$0.00
$0.00
$568.88
$0.00
$0.00
$382.74
$23.09
$24.98
$16.64
$16.64
$16.64
$14.71
$23.09

Global
Days
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000
000

PA

Mult
Y

Y
Y

< < =<

Bilat

Indicators

Policy

Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
93555
93555
93555
93556
93556
93556
93561
93561
93561
93562
93562
93562
93571
93571
93571
93572
93572
93572
93721
93750
93875
93875
93875
93880
93880
93880
93882
93882
93882
93886
93886
93886
93888
93888
93888
93890
93890
93890
93892
93892

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Please see first page for a complete description
of information contained in the fee schedules.

Description
IMAGING, CARDIAC CATH
IMAGING, CARDIAC CATH
IMAGING, CARDIAC CATH
IMAGING, CARDIAC CATH
IMAGING, CARDIAC CATH
IMAGING, CARDIAC CATH
CARDIAC OUTPUT MEASUREMENT
CARDIAC OUTPUT MEASUREMENT
CARDIAC OUTPUT MEASUREMENT
CARDIAC OUTPUT MEASUREMENT
CARDIAC OUTPUT MEASUREMENT
CARDIAC OUTPUT MEASUREMENT
HEART FLOW RESERVE MEASURE
HEART FLOW RESERVE MEASURE
HEART FLOW RESERVE MEASURE
HEART FLOW RESERVE MEASURE
HEART FLOW RESERVE MEASURE
HEART FLOW RESERVE MEASURE
PLETHYSMOGRAPHY TRACING
INTERROGATION VAD, IN PERSON
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
EXTRACRANIAL STUDY
INTRACRANIAL STUDY
INTRACRANIAL STUDY
INTRACRANIAL STUDY
INTRACRANIAL STUDY
INTRACRANIAL STUDY
INTRACRANIAL STUDY

NON-INVASIVE STUDIES OF UPPER EXTk
NON-INVASIVE STUDIES OF UPPER EXTFR
NON-INVASIVE STUDIES OF UPPER EXTK

TCD EMBOLI DETECT W/O INJ
TCD EMBOLI DETECT W/O INJ

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
10/1/2007
10/1/2007
7/1/2009
7/1/2006
7/1/2006
7/1/2009
7/1/2009
1/1/2010
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
BY REPORT
BY REPORT
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

Fees
Office Facility
$113.41  $113.41
$66.55 $66.55
$46.87 $46.87
$156.51  $156.51
$108.48  $108.48
$47.99 $47.99
$0.00 $0.00
$0.00 $0.00
$25.34 $25.34
$0.00 $0.00
$0.00 $0.00
$8.06 $8.06
$0.00 $0.00
$0.00 $0.00
$103.99  $103.99
$0.00 $0.00
$0.00 $0.00
$81.90 $81.90
$35.24 $35.24
$54.52 $48.43
$95.94 $95.94
$84.11 $84.11
$11.79 $11.79
$234.93  $234.93
$202.33  $202.33
$32.59 $32.59
$154.79  $154.79
$133.26  $133.26
$21.53 $21.53
$283.12  $283.12
$233.28  $233.28
$49.83 $49.83
$192.75  $192.75
$159.08  $159.08
$33.68 $33.68
$249.52  $249.52
$196.60  $196.60
$52.92 $52.92
$273.85  $273.85
$213.60  $213.60
54

Global
Days

000
000
000
000
000
000
7277
7277
7277
7277
7277
277

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
93892
93893
93893
93893
93922
93922
93922
93923
93923
93923
93924
93924
93924
93925
93925
93925
93926
93926
93926
93930
93930
93930
93931
93931
93931
93965
93965
93965
93970
93970
93970
93971
93971
93971
93975
93975
93975
93976
93976
93976

Mod
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description

TCD EMBOLI DETECT W/O INJ

TCD EMBOLI DETECT W/INJ
TCD EMBOLI DETECT W/INJ
TCD EMBOLI DETECT W/INJ
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY

LOWER EXTREMITY STUDY
LOWER EXTREMITY STUDY
LOWER EXTREMITY STUDY
LOWER EXTREMITY STUDY
LOWER EXTREMITY STUDY
LOWER EXTREMITY STUDY
UPPER EXTREMITY STUDY
UPPER EXTREMITY STUDY
UPPER EXTREMITY STUDY
UPPER EXTREMITY STUDY
UPPER EXTREMITY STUDY
UPPER EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
EXTREMITY STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

January 1, 2010

Fees
Office Facility
$60.30 $60.30
$273.17  $273.17
$212.56  $212.56
$60.62 $60.62
$113.90 $113.90
$100.63  $100.63
$13.27 $13.27
$176.16  $176.16
$151.94  $151.94
$24.21 $24.21
$216.61  $216.61
$189.10  $189.10
$27.50 $27.50
$291.17  $291.17
$260.02  $260.02
$31.11 $31.11
$185.90 $185.90
$164.77  $164.77
$21.13 $21.13
$229.84  $229.84
$204.90  $204.90
$24.94 $24.94
$153.83  $153.83
$137.19  $137.19
$16.64 $16.64
$116.94  $116.94
$98.30 $98.30
$18.64 $18.64
$240.02  $240.02
$203.34  $203.34
$36.68 $36.68
$158.92  $158.92
$134.62  $134.62
$24.29 $24.29
$363.34  $363.34
$265.60  $265.60
$97.74 $97.74
$210.43  $210.43
$145.61  $145.61
$64.79 $64.79
55

Global
Days

PA

Mult

Bilat

Indicators

Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
93978
93978
93978
93979
93979
93979
93980
93980
93980
93981
93981
93981
93990
93990
93990
94010
94010
94010
94011
94012
94013
94060
94060
94060
94150
94150
94150
94260
94260
94260
94360
94360
94360
94660
94720
94720
94720
94761
94762
95803

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Please see first page for a complete description
of information contained in the fee schedules.

Description
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
VASCULAR STUDY
PENILE VASCULAR STUDY
PENILE VASCULAR STUDY
PENILE VASCULAR STUDY
PENILE VASCULAR STUDY
PENILE VASCULAR STUDY
PENILE VASCULAR STUDY
DOPPLER FLOW TESTING
DOPPLER FLOW TESTING
DOPPLER FLOW TESTING
BREATHING CAPACITY TEST
BREATHING CAPACITY TEST
BREATHING CAPACITY TEST
UP TO 2 YRS OLD, SPIROMETRY
=2 YRS, SPIROMTRY W/DILATOR
=2 YRS, LUNG VOLUMES
EVALUATION OF WHEEZING
EVALUATION OF WHEEZING
EVALUATION OF WHEEZING
VITAL CAPACITY TEST
VITAL CAPACITY TEST
VITAL CAPACITY TEST
THORACIC GAS VOLUME
THORACIC GAS VOLUME
THORACIC GAS VOLUME
MEASURE AIRFLOW RESISTANCE
MEASURE AIRFLOW RESISTANCE
MEASURE AIRFLOW RESISTANCE
POS AIRWAY PRESSURE, CPAP
MONOXIDE DIFFUSING CAPACITY
MONOXIDE DIFFUSING CAPACITY
MONOXIDE DIFFUSING CAPACITY
MEASURE BLOOD OXYGEN LEVEL
MEASURE BLOOD OXYGEN LEVEL
ACTIGRAPHY TESTING

Effective
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
1/1/2010
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS

BY REPORT

Fees
Office Facility
$225.79  $225.79
$190.63  $190.63
$35.16 $35.16
$155.99  $155.99
$132.46  $132.46
$23.53 $23.53
$178.92  $178.92
$110.01  $110.01
$68.91 $68.91
$123.00 $123.00
$99.38 $99.38
$23.61 $23.61
$181.37  $181.37
$168.18  $168.18
$13.19 $13.19
$31.75 $31.75
$22.93 $22.93
$8.78 $8.78
$102.59  $102.59
$158.03  $158.03
$33.39 $33.39
$55.73 $55.73
$40.33 $40.33
$15.39 $15.39
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$29.99 $29.99
$23.49 $23.49
$6.49 $6.49
$41.85 $41.85
$28.78 $28.78
$13.07 $13.07
$57.01 $38.33
$49.31 $49.31
$36.24 $36.24
$13.07 $13.07
$0.00 $0.00
$27.14 $27.14
$0.00 $0.00
56

Global
Days

PA

Mult

Bilat

Indicators

Policy

Assist CoSurg Team  Adjust

Fees as of Jan 2010



Proc
95803
95803
95805
95805
95805
95807
95807
95807
95808
95808
95808
95810
95810
95810
95811
95811
95811
95822
95822
95822
95905
95905
95905
0199T
A9500
A9502
A9503
A9504
A9505
A9507
A9508
A9510
A9512
A9516
A9517
A9521
A9524
A9526
A9528
A9529

Mod
TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

Description
ACTIGRAPHY TESTING
ACTIGRAPHY TESTING
MULTIPLE SLEEP LATENCY TEST
MULTIPLE SLEEP LATENCY TEST
MULTIPLE SLEEP LATENCY TEST
SLEEP STUDY, ATTENDED
SLEEP STUDY, ATTENDED
SLEEP STUDY, ATTENDED
POLYSOMNOGRAPHY, 1-3
POLYSOMNOGRAPHY, 1-3
POLYSOMNOGRAPHY, 1-3
POLYSOMNOGRAPHY, 4 OR MORE
POLYSOMNOGRAPHY, 4 OR MORE
POLYSOMNOGRAPHY, 4 OR MORE
POLYSOMNOGRAPHY W/CPAP
POLYSOMNOGRAPHY W/CPAP
POLYSOMNOGRAPHY W/CPAP
EEG COMA OR SLEEP ONLY
EEG COMA OR SLEEP ONLY
EEG COMA OR SLEEP ONLY
MOTOR/SENS NRVE CONDUCT TST
MOTOR/SENS NRVE CONDUCT TST
MOTOR/SENS NRVE CONDUCT TST
PHYSIOLOGIC TREMOR RECORD
TC99M SESTAMIBI
TC99M TETROFOSMIN
TC99M MEDRONATE
TC99M APCITIDE
TL201 THALLIUM
IN111 CAPROMAB
1131 IODOBENGUATE DX
TC99M DISOFENIN
TC99M PERTECHNETATE
1123 IODIDE CAP DX
1131 IODIDE CAP RX
TC99M EXAMETAZIME
1131 SERUM ALBUMIN DX
NITROGEN N-13 AMMONIA
IODINE 1-131 IODIDE CAP DX
1131 IODIDE SOL DX

Please see first page for a complete description
of information contained in the fee schedules.

Effective
1/1/2009
1/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
1/1/2010
7/1/2009
7/1/2003
10/1/2007
10/1/2007
2/26/2004
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2007
10/1/2008
10/1/2007
10/1/2007
10/1/2008
10/1/2008
10/1/2008

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
BY REPORT

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
BY REPORT
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
BY REPORT
FEE SCHED
FEE SCHED
BY REPORT
BY REPORT
BY REPORT

Fees
Office Facility
$0.00 $0.00
$0.00 $0.00
$405.47  $405.47
$308.65  $308.65
$96.82 $96.82
$471.22  $471.22
$386.23  $386.23
$84.99 $84.99
$619.91  $619.91
$483.65  $483.65
$136.23  $136.23
$740.06  $740.06
$560.42  $560.42
$179.64  $179.64
$814.91  $814.91
$621.80  $621.80
$193.11  $193.11
$222.62  $222.62
$165.81  $165.81
$56.81 $56.81
$71.80 $71.80
$68.87 $68.87
$2.97 $2.97
$0.00 $0.00
$108.89 $0.00
$108.31 $0.00
$21.25 $0.00
$425.00 $0.00
$29.73 $0.00
$3,193.12 $0.00
$1,185.75 $0.00
$39.10 $0.00
$12.10 $0.00
$92.58 $0.00
$0.00 $0.00
$507.86 $0.00
$264.35 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
57

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
A9530
A9531
A9532
A9568
A9576
A9577
A9578
A9579
A9581
A9600
A9699
A9700
G0123
G0143
G0144
G0145
G0147
G0148
G0202
G0202
G0202
G0204
G0204
G0204
G0206
G0206
G0206
G0306
G0307
G0389
G0389
G0389
G0398
G0398
G0398
G0399
G0399
G0399
G0400
G0400

Mod

TC
26

TC
26

TC
26

TC
26

TC
26

TC
26

TC

Please see first page for a complete description

Description
1131 IODIDE SOL RX
1131 MAX 100UCI
1125 SERUM ALBUMIN DX
TECHNETIUM TC99M ARCITUMOMAB
INJ PROHANCE MULTIPACK
INJ MULTIHANCE
INJ MULTIHANCE MULTIPACK
GAD-BASE MR CONTRAST NOS,1ML
GADOXETATE DISODIUM INJ
SR89 STRONTIUM
RADIOPHARM RX AGENT NOC
ECHOCARDIOGRAPHY CONTRAST
SCREEN CERV/VAG THIN LAYER
SCR C/V CYTO,THINLAYER,RESCR
SCR C/V CYTO THINLAYER RESCR
SCR C/V CYTO THINLAYER RESCR
SCR C/V CYTO, AUTOMATED SYS
SCR C/V CYTO, AUTOSYS, RESCR
SCREENINGMAMMOGRAPHYDIGITAL
SCREENINGMAMMOGRAPHYDIGITAL
SCREENINGMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
DIAGNOSTICMAMMOGRAPHYDIGITAL
CBC/DIFFWBC W/O PLATELET
CBC WITHOUT PLATELET
ULTRASOUND EXAM AAA SCREEN
ULTRASOUND EXAM AAA SCREEN
ULTRASOUND EXAM AAA SCREEN
HOME SLEEP TEST/TYPE Il PORTA
HOME SLEEP TEST/TYPE Il PORTA
HOME SLEEP TEST/TYPE Il PORTA
HOME SLEEP TEST/TYPE lll PORTA
HOME SLEEP TEST/TYPE lll PORTA
HOME SLEEP TEST/TYPE lll PORTA
HOME SLEEP TEST/TYPE IV PORTA
HOME SLEEP TEST/TYPE IV PORTA

of information contained in the fee schedules.

Effective
10/1/2008
10/1/2008
10/1/2008
10/1/2007
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
10/1/2007
10/1/2007
2/26/2004
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
7/1/2009
7/1/2009
7/1/2009
3/13/2008
1/1/2009
1/1/2009
3/13/2008
1/1/2009
1/1/2009
3/13/2008
1/1/2009

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
BY REPORT
BY REPORT
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
BY REPORT
FEE SCHED
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE

RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
RBRVS
MEDICARE
MEDICARE
RBRVS
RBRVS
RBRVS
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT
BY REPORT

Fees
Office Facility
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$1,105.00 $0.00
$2.30 $0.00
$2.58 $0.00
$2.51 $0.00
$2.25 $0.00
$13.50 $0.00
$789.86 $0.00
$0.00 $0.00
$132.60 $0.00
$29.02 $0.00
$29.02 $0.00
$30.60 $0.00
$37.93 $0.00
$16.30 $0.00
$21.76 $0.00
$125.84  $125.84
$88.80 $88.80
$37.00 $37.00
$148.21  $148.21
$102.39  $102.39
$45.82 $45.82
$117.74  $117.74
$80.74 $80.74
$37.00 $37.00
$11.14 $0.00
$9.27 $0.00
$107.36  $107.36
$75.49 $75.49
$31.87 $31.87
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
$0.00 $0.00
58

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



Proc
G0400
J1040
J3301
P2038
P3000
Q0111
Q0112
Q0113
Q0114
Q9951
Q9953
Q9954
Q9955
Q9956
Q9957
Q9958
Q9960
Q9961
Q9962
Q9963
Q9964
Q9965
Q9966
Q9967

Mod
26

Please see first page for a complete description

Description
HOME SLEEP TEST/TYPE IV PORTA
METHYLPREDNISOLONE 80 MG INJ
TRIAMCINOLONE ACETONIDE INJ
BLOOD MUCOPROTEIN
SCREEN PAP BY TECH W MD SUPV
WET MOUNTS/ W PREPARATIONS
POTASSIUM HYDROXIDE PREPS
PINWORM EXAMINATIONS
FERN TEST
LOCM >= 400 MG/ML IODINE, 1ML
INJ FE-BASED MR CONTRAST, ML
ORAL MR CONTRAST, 100ML
INJ PERFLEXANE LIP MICROS, ML
INJ OCTAFLUOROPROPANE MIC, ML
INJ PERFLUTREN LIP MICROS, ML
HOCM <=149 MG/ML IODINE, 1ML
HOCM 200-249 MG/ML IODINE, 1ML
HOCM 250-299 MG/ML IODINE, 1ML
HOCM 300-349 MG/ML IODINE, 1ML
HOCM 350-399 MG/ML IODINE, 1ML
HOCM >=400 MG/ML IODINE, 1ML
LOCM 100-199MG/ML IODINE, 1ML
LOCM 200-299MG/ML IODINE, 1ML
LOCM 300-399MG/ML IODINE, 1ML

of information contained in the fee schedules.

Effective
1/1/2009
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
10/1/2007
10/1/2009
1/1/2010
4/1/2005
1/1/2010
1/1/2010
1/1/2010
1/1/2010
1/1/2010
7/1/2009
7/1/2009
7/1/2009
1/1/2010
1/1/2010
1/1/2010

Montana Medicaid - Fee Schedule
Independent Diagnostic Testing Facility

January 1, 2010

Method
BY REPORT
FEE SCHED
FEE SCHED
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
MEDICARE
BY REPORT
FEE SCHED
FEE SCHED
MEDICARE
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED
FEE SCHED

Fees
Office
$0.00
$7.10
$1.59
$7.20
$15.13
$6.10
$6.10
$6.52
$10.24
$0.00
$31.03

$10.32
$13.25
$61.92
$61.92
$0.07
$0.12
$0.16
$0.18
$0.16
$0.29
$1.15
$0.32
$0.18

59

Facility
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Global
Days

PA

Mult

Bilat

Indicators
Assist CoSurg Team

Policy
Adjust

Fees as of Jan 2010



