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Reimbursement policies and their resulting edits are based on guidelines from established industry sources, such as the
Centers for Medicare and Medicaid Services (CMS), the American Medical Association (AMA), state and federal
regulatory agencies, and medical specialty professional societies. Reimbursement policies are intended as a general
reference and do not constitute a contract or other guarantee of payment. The health plan may use reasonable discretion
in interpreting and applying its policies to services provided in a particular case and may modify its policies at any time.

In making claim payment determinations, the health plan also uses coding terminology and methodologies based on
accepted industry standards, including Current Procedural Terminology (CPT); the Healthcare Common Procedure
Coding System (HCPCS); and the International Classification of Diseases, 10th Revision, Clinical Modification (ICD-10-
CM), and other relevant sources. Other factors that may affect payment include medical record documentation, legislative
or regulatory mandates, a provider’s contract, a member’s eligibility in receiving covered services, submission of clean
claims, and other health plan policies, and other relevant factors. These factors may supplement, modify, or in some
cases supersede reimbursement policies.

This reimbursement policy applies to all health care services billed on a CMS-1500 form or its electronic equivalent, or
when billed on a UB-04 form or its electronic equivalent.

To the extent that any procedure and/or diagnosis codes are specified in this policy, such inclusion is provided for
reference purposes only, may not be all inclusive, and is not intended to serve as billing instructions. Listing of a code in
this policy does not imply that the service described by the code is a covered or non-covered health service. Benefit
coverage for health services is determined by federal, state, or contractual requirements and applicable laws that may
require coverage for a specific service. The inclusion of a code does not imply any right to reimbursement or guarantee
claim payment. Other Policies and Guidelines may apply.

Policy Overview

This policy describes the reimbursement guidelines for submitting claims for obstetrical services, including
antepartum, delivery and postpartum services.

N/A

Reimbursement Guidelines

Consistent with Pennsylvania state mandates and HEDIS requirements, the health plan requires the provider
to complete the Obstetrical Needs Assessment Form (ONAF) on every pregnant member, which is located
https://obcare.optum.com/ This form is used to document prenatal, antenatal, and postpartum care and must
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https://obcare.optum.com/

completed thoroughly and accurately for the claim not be rejected. Requirements for the ONAF must include
the following:

e Submission time: Form should be completed in Optum within seven days of the initial prenatal visit,
after delivery, and after postpartum visit.

o Demographics: The demographics section should be completed in full for each submission

¢ Clinical section: The clinical section should be completed in full and accurately for each submission.
This includes checking the trimester in which a risk of medical condition was identified.

Dates: The dates of all visits, including the postpartum visit, should be included.

o Effective 1/1/2023 reimbursement for thorough and correct completion of the ONAF forms is through
the Maternity Quality Enhancement Program (MQEP) and not through the claim payment system for
qualified providers (providers with equal to or greater than 50 deliveries per year) though the claim with
procedure code T1001U9 and 99429 must be submitted and match (i.e., member, DOS, etc.) the
ONAF form completed in Optum.

Initial prenatal visit
For purposes of billing and reimbursement, each new pregnancy (270 days) is considered a new patient
whether or not the patient has been seen previously by the provider/practice.

Prenatal visits

The health plan requires the provider to submit the appropriate level evaluation and management (E/M) CPT
code from the range of procedure codes used for an established patient for the subsequent prenatal visit(s).
The reimbursement for these services shall include, but is not limited to:

e Obstetrical (OB) examination
¢ Routine fetal monitoring (excluding fetal non-stress testing)
o Diagnosis and treatment of conditions both related and unrelated to the pregnancy
¢ Routine dipstick urinalysis
Delivery

Providers should bill the appropriate CPT code that describes the type of delivery (example: vaginal, cesarean
section).

CPT Code Description

59409 Vaginal delivery only (with or without episiotomy and/or forceps

59612 Vaginal delivery only, after previous cesarean delivery (with or without
episiotomy and/or forceps)

59514 Cesarean delivery only * Assistant Surgeon permitted

59620 Cesarean delivery only, following attempted vaginal delivery after
previous cesarean * Assistant Surgeon permitted

Postpartum

A postpartum visit rendered within 7 to 84 days after delivery should be reported with CPT code 59430 and an
appropriate postpartum diagnosis code. This procedure code will be reimbursed once per pregnancy.

The health plan does not reimburse for global obstetric submissions.

Anesthesia
Administration of obstetrical anesthesia using CPT codes is reimbursable for
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¢ Neuraxial analgesia for vaginal delivery (includes repeated subarachnoid needle placement, drug
injection, and necessary epidural catheter replacement during labor); or
¢ Anesthesia for cesarean delivery.

The anesthesia codes below pay an additional 4 base units. Anesthesia codes 01967-01969 are excluded
from multiple surgery reduction when billed together.

CPT Code Description

01960 Anesthesia for vaginal delivery only

01961 Anesthesia for cesarean delivery only

01962 Anesthesia for emergency hysterectomy following delivery

01963 Anesthesia for cesarean hysterectomy without any labor
analgesia/anesthesia care

01967 Neuraxial labor analgesia/anesthesia for planned vaginal delivery

+01968 Anesthesia for cesarean delivery following neuraxial labor
analgesia/anesthesia

Lactation Support

Provider shall provide unlimited virtual lactation consulting to all health plans enrollees (facilitated by the

Provider mobile application).

e Lactation consulting shall be provided by Provider's network of International Board-Certified Lactation
Consultants (“IBCLCs”).

e Lactation consulting calls made via the Provider application shall be video- enabled with health plans
enrollee consent. The application is compatible with both iOS and Android devices.

Doula Support
e Doula support will include video consultation with the health plans enrollee consent for birth and
postpartum doulas as well as in-person doula support where available throughout the perinatal period,
which begins at notification of pregnancy and continues through 12 months postpartum or the duration of
the health plans enrollee’s enroliment in the health plan. Support also includes extensive proactive enrollee
and birth partner:
e education and planning during the prenatal period,
e in-person labor and birth support, and (3) education and coordination support during the
postpartum period, including an integrated program with Provider IBCLCs, and
¢ doula support calls made via the Provider application shall be either video or audio only
enabled with the health plans enrollee consent. The application is compatible with both iOS
and Android devices.

Diagnosis codes applicable to doula services:

Diagnosis Code Code Description
232.2 Encounter for childbirth instruction
Z33.1 Pregnant state, incidental
Z32.3 Encounter for childcare instruction
Z39.0 Encounter for care and examination of mother immediately after delivery
Z39.1 Encounter for care and examination of lactating mother
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\ Z39.2 \ Encounter for routine postpartum follow-up

CPT codes and modifiers applicable to maternity management services:

CPT Code & Visit Type & Code Description Allowed Visits
Modifier

T1032 Prenatal or Postpartum doula visit — in person 4 Visits Each
T1032 GT Prenatal or Postpartum doula visit — virtual

(Telehealth)
T1033 Doula labor and birth support — in person

1 Delivery

T1033 GT Doula labor and birth support — virtual

(Telehealth)

Antepartum
The period of time between conception and the onset of labor.

Doula
A trained professional who provides non-medical emotional, informational, and physical support to individuals

and families during pregnancy, delivery, and the post-pregnancy period. They offer continuous support, often
focusing on improving birth outcomes, increasing breastfeeding rates, and reducing cesarean sections.

Lactation Consultant
A health professional who specializes in helping women to breastfeed their babies.

Neuraxial Anesthesia
Neuraxial anesthesia and analgesia techniques include spinal, epidural, and combined spinal epidural.

Postpartum
The period of time after the delivery of the baby lasting six to eight weeks.

I.  Current Procedural Terminology (CPT) and associated publications and services.
Il. International Classification of Diseases,10th Revision, Clinical Modification (ICD-10-CM).
[ll.  Healthcare Common Procedure Coding System (HCPCS).
IV.  The National Correct Coding Initiative (NCCI)
V.  American Congress of Obstetricians and Gynecologists (ACOG).
VI.  Pennsylvania Medicaid Fee Schedule

N/A

Associated Policies
N/A
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Policy History

09/2026 ¢ Removed the next review date
« Replaced the plan name with “the health plan”
07/2026 Reimbursement Policy Committee Approval
06/2026 Added:
¢ Doula and lactation consultant reimbursement language
e CPT and diagnosis codes
e Doula and lactation consultant definitions
01/2026 Reimbursement Policy Committee Approval
01/2026 Annual review
e No major changes
08/2025 Reimbursement Policy Committee Approval
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