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Medical Policy 

Infertility Services  
 
Policy Number:  OCA 3.725 
Version Number:  19 
Version Effective Date:  09/01/22 
 
Impacted Products  

  ☐  All Products  
  ☐  NH Medicaid  
  ☒  NH Medicare Advantage 
  ☐  MA MassHealth ACO 
  ☐  MA MassHealth MCO 
  ☒  MA Qualified Health Plans/Employer Choice Direct 
  ☐  MA Senior Care Options 

 
  

 
Note:  Disclaimer and audit information is located at the end of this document. 

 
Policy Summary 
I. Infertility services are covered services for Plan Qualified Health Plans/ConnectorCare/ 

Employer Choice Direct (QHP) members and New Hampshire Medicare Advantage HMO members 
who meet ALL of the criteria in items A through D:   

 
A. The member has Plan coverage for infertility treatment; AND 
 
B. The Plan’s medical criteria are met for coverage of infertility services, which are based on the 

member’s medical history, diagnostic testing, and medical evaluations, and medical necessity 
criteria are met in the Clinical Criteria section and Limitations and Exclusions section; AND 

     
C. The treating provider is a contracted network infertility services provider; AND 
 
D. The member is in active infertility treatment.  
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ALL prior authorization requests for covered infertility services for a member diagnosed 
with infertility require Plan Medical Director review and approval.  It will be determined 
during the Plan’s prior authorization process if the service is considered medically necessary for the 
requested indication.   Diagnostic tests and procedures provided in connection with an infertility 
evaluation before a confirmed infertility diagnosis ONLY require prior authorization when specified 
in a Plan medical policy and/or a Plan Prior Authorization Code Look-Up Tool.  

 
II. Plan Prior Authorization Requirements Table for QHP and New Hampshire Medicare 

Advantage HMO Members:  Review the Clinical Criteria section and Limitations and Exclusions 
section for medical necessity guidelines.   

 
Services Requiring Plan Prior Authorization – Member Must be Enrolled in the Plan When 

the Service is Provided  
1.   Artificial insemination:  Intracervical or intrauterine when done with donor sperm; i.e., the 

partner has a male factor infertility diagnosis; or donor sperm is being used as an alternative to 
preimplantation genetic testing (PGT) when a couple meets the criteria for PGT. * 

 
2.   Artificial insemination:  Intracervical or intrauterine when done with non-donor (partner) 

sperm; and when there is at least one (1) patent fallopian tube; and spontaneous ovulation or 
normal ovarian reserve testing. 

 
3.   Assisted hatching (AH). 

 
4.   Retrieval, cryopreservationⱡ, storage, and thawing (when necessary) of eggs/oocytes up to 12 

calendar months for a member in active fertility treatment authorized by the Plan.  Egg 
cryopreservation may be used for supernumerary (excess) oocytes that cannot be fertilized 
during a covered cycle of IVF (i.e., sperm not available or insufficient at the time of oocyte.   

 
5.   Cryopreservation, storage, and thawing of remaining embryos after a Plan-authorized IVF 

cycle up to 12 calendar months for a member in active fertility treatment; these embryos 
must be used before additional (fresh) IVF cycles according to Plan guidelines specified in the 
Clinical Criteria section for frozen embryo transfers.   

  
6.   One IVF cycle for oocyte recovery with cryopreservation and storage of EITHER oocytes or 

embryos (using own oocytes at age 43 or younger) up to 12 calendar months is covered for a 
female member/member with female reproductive organs age 44 or younger who is NOT in 
active fertility treatment   for ANY of the following conditions, as specified below in item a 
or b: 
 
a. Member will undergo a medical treatment that is likely to result in infertility (excluding 

voluntary sterilization), including but not limited to chemotherapy, radiotherapy, hormone 
therapy for the treatment of gender dysphoria likely to cause infertility, Plan authorized 
genital gender affirmation surgery for the treatment of gender dysphoria when the 
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Services Requiring Plan Prior Authorization – Member Must be Enrolled in the Plan When 
the Service is Provided  

procedure is likely to result in loss of reproductive functioning, treatment with other 
gonadotoxic therapies, and/or risk-reducing bilateral salpingo-oophorectomy in a female 
member/ member with female reproductive organs with a BRCA1 and/or BRCA2 mutation; 
AND/OR  

 
b. The member has a diagnosed medical condition expected to cause infertility, including but 

not limited to conditions such as primary ovarian insufficiency or documented 
chromosomal abnormalities causing reproductive dysfunction such as fragile X syndrome 
or gonadal dysgenesis with or without Turner syndrome.  The member must have no prior 
history of sterilization and the cryopreserved oocytes or embryos are intended to be used 
by the member.   

 
Both the medical treatment/condition and the expected outcome of infertility must be 
documented in the member’s medical record.  No infertility workup is required for coverage.  
Frozen embryo or oocyte thawing and transfer are covered when transferred back to the 
member.  The chance of a live birth outcome is less than 5% for a female member/member 
with female reproductive organs at age 45 or older; therefore, members age 45 or older are 
NOT eligible for Plan coverage of donor oocytes or assisted reproductive technology (ART) 
services. 

 
7.   Retrieval/transfer with cryopreservationⱡ, storage, culture (when necessary) of embryos up to 

12 calendar months for a member in active fertility treatment authorized by the Plan (e.g., 
cryopreservation of remaining embryos after an authorized IVF cycle or cryopreservation of 
embryo in current IVF cycle due to high probability rate of adverse event if embryo 
transferred).  Plan Medical Director review is required for individual consideration if 
cryopreserved embryos are not used before additional (fresh) IVF.   

 
8.   Donor oocyte (DO) which may include frozen oocyte from donor egg banking.  
 
9.   Electroejaculation. 
 
10. Frozen embryo transfer (FET). 
 
11. Gamete intra-fallopian transfer (GIFT). 
 
12. Zygote intra-fallopian transfer (ZIFT). 
 
13. Gonadotropins. * 
 
14. In vitro fertilization and embryo transfer (IVF-ET). 
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Services Requiring Plan Prior Authorization – Member Must be Enrolled in the Plan When 
the Service is Provided  

15. Intracytoplasmic sperm injection (ICSI) for the treatment of male factor infertility/infertility 
related to male reproductive organs when required for infertility treatment after the member’s 
treatment for gender dysphoria or when using frozen oocytes during infertility treatment due 
to the hardening of the zona pellucida during cryopreservation/ thawing of oocytes.  

 
16. Microsurgical epididymal sperm aspiration (MESA) for congenital absence or congenital 

obstruction of the vas deferens or for urologic surgery or inguinal surgery that is likely to result 
in an acquired obstructive disorder of the vas deferens (excluding voluntary sterilization).  The 
treatment and the expected outcome of infertility must be documented in the member’s 
medical record.    

 
17. Sperm collection, cryopreservation, and storage/banking up to 12 calendar months for a male 

member/member with male reproductive organs who is already in active infertility 
treatment authorized by the Plan who also has any of the conditions listed in items a through 
c (and the member is enrolled in the Plan during the timeframe for cryopreservation and 
storage): 

 
a.  Male member/member with male reproductive organs who has undergone MESA for 

congenital absence or congenital obstruction of the vas deferens; OR  
 
b.   Male member/member with male reproductive organs who will undergo medical 

treatment (excluding voluntary sterilization) that is expected to cause infertility, including 
chemotherapy, pelvic radiotherapy, hormone therapy for the treatment of gender 
dysphoria likely to cause infertility, Plan authorized genital gender affirmation surgery for 
the treatment of gender dysphoria when the procedure is likely to result in loss of 
reproductive functioning  (e.g., hysterectomy, oophorectomy, orchiectomy) or treatment 
with other gonadotoxic therapies; OR  

 
c. Male member/member with male reproductive organs has a medical or psychological 

diagnosis (e.g., situational anxiety) documented in the member’s medical record to support 
the medical necessity of sperm collection and cryopreservation before the scheduled 
infertility procedure.  The condition may not be the result of previous voluntary 
sterilization.  

 
18. Sperm collection, cryopreservation, and storage/bankingⱡ up to 12 calendar months for a male 

member/member with male reproductive organs NOT in active fertility treatment before 
the member undergoes medical treatment that is expected to cause infertility, including but 
not limited to chemotherapy, pelvic radiotherapy, hormone therapy for the treatment of 
gender dysphoria likely to cause infertility, Plan authorized genital gender affirmation surgery 
for the treatment of gender dysphoria when the procedure is likely to result in loss of 
reproductive functioning and/or treatment with other gonadotoxic therapies.  The member 
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Services Requiring Plan Prior Authorization – Member Must be Enrolled in the Plan When 
the Service is Provided  

must have no prior history of sterilization and sperm are intended to be used by the member.  
Both the medical treatment and the expected outcome of infertility from this treatment must 
be documented in the member’s medical record.  No infertility workup is required for 
coverage.  Thawing and transfer services are covered for a Plan member.   

    
19. Testicular tissue cryopreservationⱡ in adult members with azoospermia in conjunction with the 

testicular biopsy only to identify sperm in preparation for an intracytoplasmic sperm injection 
procedure, if sperm are found.   

 
Notes for Plan Prior Authorization Requirements Table: 

 
* Refer to the Plan’s formulary and applicable pharmacy policies for medication coverage and prior 

authorization requirements (e.g., Infertility Medications pharmacy policy).  Review the Plan’s 
Preimplantation Genetic Testing medical policy, policy number OCA 3.726, for medical criteria for 
preimplantation genetic testing. 

 
ⱡ When Plan guidelines are met for cryopreservation of oocytes, embryos, or sperm, all applicable 

assisted reproductive technology (ART) services to adequately utilize the cryopreserved oocytes, 
embryos, or sperm to improve fertility rates would be considered medically necessary when it is a 
covered service and service-specific criteria are met in the Clinical Criteria section.   

 
± Diagnostic tests and procedures provided in connection with an infertility evaluation and/or 

treatment will NOT require prior authorization UNLESS otherwise specified in the Clinical 
Criteria, Limitations and Exclusions, and/or Applicable Coding sections of this policy. 

 
II. Massachusetts State-Mandated Services for QHP Members:  

 
The definition of infertility and mandated coverage of infertility services are specified below in 
items A and B.  The external review guidelines and nondiscrimination provisions related to this 
service are outlined in items C and D.   

 
A. Definition of Infertility for QHP Members: 

According to Massachusetts law (211 CMR 37.03 and 211 CMR 37.09 issued under the 
authority of MGL ch 175 section 47H, MGL ch 176A section 8K, MGL ch 176B section 4J, MGL 
ch 176G section 4), infertility services may be considered medically necessary and covered by 
the Plan with infertility defined as “the condition of an individual who is unable to conceive or 
produce conception during a period of: 

 
1. 12 months or more of actively trying but unable to conceive or produce conception for a 

female member/member with female reproductive organs age 35 or younger on the date 
of service (consistent with the age guidelines specified in Massachusetts law); ◊ OR 
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2. Six (6) months or more of actively trying but unable to conceive or produce conception for 

a female member/member with female reproductive organs over the age of 35 (i.e., age 
36 or older) on the date of service (consistent with the age guidelines specified in 
Massachusetts law). ◊   

 
For purposes of meeting the criteria for infertility, if a person conceives but is unable to carry 
that pregnancy to live birth, the period of time she attempted to conceive prior to achieving 
that pregnancy, shall be included in the calculation of the one (1) year or six (6) month period, 
as applicable.” (Definition source:  211 CMR 37.03.); AND 

 
◊ Note:  The definition of infertility in MGL c. 175, section 47H no longer contains a 

requirement that the person seeking treatment must be otherwise healthy.  If the member is 
able to conceive but is unable to carry the pregnancy to live birth, the period of time the 
member attempted to conceive prior to achieving that pregnancy or after a loss of pregnancy 
shall be included in the calculation (i.e., the 12-month timeframe for a member age 35 or 
younger or 6-month period for members over the age of 35, as applicable). 

 
B. Mandated Benefit Coverage (as Specified in 211 CMR 37.05) After a Diagnosis of Infertility for 

QHP Members:    
 
The following procedures in items 1 through 9 must be covered if medically necessary: 
 
1. Artificial insemination (AI) and intrauterine insemination (IUI); 
 
2. Assisted hatching; 
 
3. Cryopreservation of eggs/oocytes; 
 
4. Gamete intrafallopian transfer (GIFT); 
 
5. In vitro fertilization and embryo transfer (IVF-ET); 
 
6. Intracytoplasmic sperm injection (ICSI) for the treatment of male factor infertility/infertility 

related to male reproductive organs; 
 
7. Sperm, egg, and/or inseminated egg procurement and processing, and banking of sperm or 

inseminated eggs, to the extent such costs are NOT covered by the donor’s insurer, if any; 
 

8. Zygote intrafallopian transfer (ZIFT); AND 
 
9. All other non-experimental infertility procedures.  
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C. External Review (as Specified in 958 CMR 128.020 and 211 CMR 52.03) for Requested Infertility 
Services for QHP Members: 

 
When the Plan denies coverage of infertility treatment based on medical necessity, a 
determination that a procedure is experimental or investigational, or other Plan criteria or 
guidelines, then these final adverse determinations will be eligible for external review.   

 
II. Section 1557 of the Affordable Care Act (ACA) - Nondiscrimination Provision Related to Infertility 

Services for All Plan Members with Covered Infertility Services:   
 

The federal law prohibits discrimination on the basis of race, color, national origin, sex, age, or 
disability in health programs or activities.  Transgender and gender non-conforming members have 
access to the same covered infertility services available to all Plan members when applicable Plan 
criteria are met according to reproductive capacity.  The infertility criteria for a female member also 
apply to a transgender or gender non-conforming individual with female reproductive organs.  
Infertility criteria for a male member also apply to a transgender or gender non-conforming 
member with male reproductive organs.  Transgender or gender non-conforming members who no 
longer have reproductive capacity will be eligible for medically necessary infertility services (e.g., 
cryopreservation, donor services) consistent with all Plan members who have medical conditions or 
undergo medical treatments that are likely to result in infertility (according to benefit coverage 
specified in the member’s applicable benefit documents).         

 

Clinical Criteria 
ALL prior authorization requests for covered infertility services REQUIRE Plan Medical 
Director review and approval.  The Plan considers infertility services medically necessary for a 
member when Plan medical criteria are met and documented in the member’s medical record and the 
member has coverage for infertility treatment.  Review the member’s applicable evidence of 
coverage or benefit document available on the website.    
 
Criteria included in item I (general eligibility requirements), item II (evaluation requirements for 
coverage), and item III (service-specific criteria for each requested service) must be met for the 
requested infertility service(s): 
 
I. General Eligibility Requirements for Coverage of Infertility Services:  
 

Diagnostic tests and procedures provided in connection with an infertility evaluation will 
NOT require prior authorization UNLESS specified otherwise in Plan documents available 
on the website, including but are not limited to the following documents:  an applicable Plan 
medical policy for the requested service(s), including the Policy Summary, Clinical Criteria, 
Limitations and Exclusions, and Applicable Coding sections of the policy; Prior Authorization CPT 
Code Look-up Tool; Prior Authorization HCPCS Code Look-up Tool; and Prior 
Authorization/Notification Requirements Matrix.  Verify the Plan’s prior authorization requirements 
categorized by the requested service type and/or the appropriate, industry-standard procedure 
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code(s).  The member must meet ALL applicable eligibility requirements in items A through J to be 
covered for infertility treatment: 

 
A. The member is a Massachusetts resident enrolled in the QHP product or is a New Hampshire 

Medicare Advantage HMO member; AND  
 
B. ONE (1) of the following applicable criteria is met in items 1 through 5: 
 

1. The member meets the Plan’s definition of infertility when the member has a diagnosis of 
infertility and ANY of the criteria in item a or item b are met:  
 
a. 12 months or more of actively trying but unable to conceive or produce conception for a 

female member/member with female reproductive organs age 35 or younger on the 
date of service (consistent with the age guidelines specified in Massachusetts law); ◊ OR 

 
b. Six (6) months or more of actively trying but unable to conceive or produce conception 

for a female member/member with female reproductive organs over the age of 35 
(i.e., age 36 or older) on the date of service (consistent with the age guidelines specified 
in Massachusetts law); OR   

 
2. The member meets the Plan’s definition of infertility when the member is expected to be 

infertile due to hormone therapy used for the treatment of gender dysphoria or genital 
gender reassignment surgery that has resulted in the loss of reproductive functioning or a 
member treated for gender dysphoria meets the definition of infertility specified above in 
item IB1; OR 

 
3. The member meets the Plan’s definition of infertility when the member is expected to be 

infertile due to ONE (1) of the following conditions, as specified below in items a through c 
and outlined in the Policy Summary section: 

 
a. The member has received or will receive a medical treatment that is likely to result in 

infertility, with BOTH the medical treatment and the expected outcome of infertility 
from this treatment documented in the member’s medical record, including but not 
limited to treatments such as chemotherapy, radiation therapy, hormone therapy, 
and/or gonadotoxic therapy; OR  

 
b. A member’s medical condition is likely to result in infertility, with BOTH the medical 

condition and the expected outcome of infertility from this medical condition 
documented in the member’s medical record, including but not limited conditions such 
as primary/premature ovarian insufficiency, tubal factor infertility, pelvic adhesive 
disease, endometriosis,  documented chromosomal abnormalities causing reproductive 
dysfunction (such as fragile X syndrome or gonadal dysgenesis with or without Turner 
syndrome), and/or member’s biological partner has male factor infertility; OR  
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c. The member has had or will receive a medical/surgical procedure that is likely to result 

in infertility, with BOTH the procedure and the expected outcome of infertility  
documented in the member’s medical record (including but not limited to procedures 
such as risk-reducing bilateral salpingo-oophorectomy in a female member/member 
with female reproductive organs with a BRCA1 and/or BRCA2 mutation, or male 
member/member with male reproductive organs who has undergone MESA for 
congenital absence or congenital obstruction of the vas deferens); OR  

 
4. A female member/member with female reproductive organs with an ovulation disorder 

meets the Plan’s definition of infertility when the member’s ovulation disorder has been 
treated according to ONE (1) of the guidelines in item a or item b:  

 
a. Member age 35 or younger on the date of service with an ovulation disorder has been 

treated according to the following guideline:   
 

Treated with ovulation induction medication(s) with or without intrauterine insemination 
(IUI) for 6 cycles, has been unable to conceive (with these IUI cycles counted toward 
the maximum covered cycle limit of 3 IUI cycles per member’s lifetime for the 
treatment of infertility and covered by the Plan ONLY when the member has a 
diagnosis of infertility), and ALL applicable medical necessity criteria are met for the 
treatment of infertility using IUI or IVF, as specified in item V (Service-Specific Criteria) 
of this Clinical Criteria section; OR  

  
b. Member age 36 or older on the date of service whose ovulation disorder has been 

treated according to the following guideline:     
 

Treated with ovulation induction medication(s) with or without intrauterine insemination 
(IUI) for 6 cycles, has been unable to conceive (with these IUI cycles counted toward 
the maximum covered cycle limit of 3 IUI cycles per member’s lifetime for the 
treatment of infertility and covered by the Plan ONLY when the member has a 
diagnosis of infertility), and ALL applicable medical necessity criteria are met for the 
treatment of infertility using IUI or IVF, as specified in item V (Service-Specific Criteria) 
of this Clinical Criteria section; OR  

 
5. Coverage of infertility benefits of an otherwise healthy female member/member with 

female reproductive organs WITHOUT documented infertility and NO exposure to 
sperm requires that ONE (1) of the criteria is met in item a or item b: 

 
a. Member age 35 or younger on the date of service:   
 

An otherwise healthy female member/member with female reproductive organs with no 
exposure to sperm will meet the Plan’s definition of infertility after a minimum of  
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6 or more cycles of home insemination, IUI, or intracervical insemination/ICI (with ICI 
used as an alternative to IUI if the treating provider has determined that IUI is technically 
difficult for the member) and the cycles do NOT result in a live birth.   
 
When an otherwise healthy female member/member with female reproductive organs 
with no exposure to sperm does NOT meet the Plan’s definition of infertility, the initial 
procedures used to attempt pregnancy (e.g., IUI cycles) would NOT be covered by the 
Plan before a diagnosis of infertility is established.  The member would meet diagnostic 
criteria for infertility and the Plan’s eligibility guidelines infertility services after the sixth 
cycle of home insemination, IUI, or ICI not resulting in a live birth.  Additional IUI cycles 
would be covered by the Plan and counted toward the member’s covered treatment 
limit of 3 IUI cycles per member’s lifetime after the member meets the diagnostic 
criteria for infertility and medical necessity criteria are met; OR   
 

b. Member age 36 or older on the date of service:   
 

An otherwise healthy female member/member with female reproductive organs with no 
exposure to sperm will meet the Plan’s definition of infertility after a minimum of  
3 or more cycles of home insemination, IUI, or ICI (with ICI used as an alternative to IUI if 
the treating provider has determined that IUI is technically difficult for the member) that 
do NOT result in a live birth.   
 
When an otherwise healthy female member/member with female reproductive organs 
with no exposure to sperm does NOT meet the Plan’s definition of infertility, the initial 
procedures used to attempt pregnancy (e.g., IUI cycles) would NOT be covered by the 
Plan before a diagnosis of infertility is established.  The member would then meet 
diagnostic criteria for infertility and the Plan’s eligibility guidelines infertility services 
after the third cycle of home insemination, IUI, or ICI not resulting in a live birth.  
Additional IUI cycles would be covered by the Plan and counted toward the member’s 
covered treatment limit of 3 IUI cycles per member’s lifetime after the member meets 
the diagnostic criteria for infertility and medical necessity criteria are met; AND      
 

C. The member must be an individual in whom fertility would naturally be expected as specified in 
this Plan policy (but does NOT require that the member seeking treatment is otherwise 
healthy) or the member has had a documented medical condition, procedure, or treatment that 
has caused infertility and the member’s infertility diagnosis and etiology are documented in the 
member’s medical record; medically necessary infertility services for an infertile member may 
include but are not limited to cryopreservation or donor services when applicable Plan criteria 
are met; AND  

 
D. Clinical factors to be considered in making the coverage decision regarding infertility may 

include but are not limited to the following:  age, hormone levels, medical history, smoking 
status, and/or a member’s body mass index (BMI); AND  
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E. Coverage for IUI for a female member/member with female reproductive organs with  

exposure to sperm and in the absence of a male factor infertility/infertility related to 
male reproductive organs with the present male partner/present partner with male 
reproductive organs requires that the female member/member with female reproductive 
organs demonstrates the member’s own infertility by own inability to conceive through 
exposure to normal sperm through a period that meets ONE (1) criteria in item 1 or item 2: 
 
1. 12 menstrual cycles (for a female member/member with female reproductive organs) when 

the member is age 35 or younger; OR 
 
2. 6 menstrual cycles (for a female member/member with female reproductive organs) when 

the member is age 36 or older; AND 
 

F. The infertile member must be the recipient of the intended infertility services; AND  
 

G. Coverage for infertility treatment is based on the member’s individual medical history and 
should demonstrate greater than or equal to a 5% chance of a live birth outcome; AND 

 
H. For an infertile female member/infertile member with female reproductive organs with a clear 

medical contraindication to pregnancy who is using the member’s own oocytes and self-paying 
for a gestational carrier, the Plan will cover the infertile member’s infertility evaluation, 
stimulation, retrieval, and fertilization; AND  

 
I. Assisted reproductive technology (ART) procedures must be performed by one of the Plan’s 

contracting ART providers; AND  
 

J. Coverage of medications:   
Injectable/non-injectable medications (NOT experimental) must be given in conjunction with 
covered infertility procedures in accordance with the Plan’s eligibility requirements, and the 
member must be entitled to prescription drug coverage under the terms of the member’s 
benefit plan.  Refer to the applicable Plan documents on the website for medication coverage 
and prior authorization requirements, including the drug formulary, Plan guidelines by drug 
name, and pharmacy policies (e.g., GnRH Agents and Infertility Medications pharmacy policies); 
AND  

 
II. Evaluation Requirements for Coverage of Infertility Services by Reproductive Capacity: 

 
ONE (1) of the criteria must be met in item A or Item B:    
A. Evaluation of a Female Member/Member with Female Reproductive Organs: 
 

To be considered for eligibility for infertility treatment approval and cycle initiation, ALL of the 
evaluations/tests in items 1 through 8 must be completed and documented: 
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1. Thyroid stimulating hormone (TSH); AND 
 
2. Rubella immunity status (Rubella titer); all non-immune members must be vaccinated and 

wait 1 month thereafter before repeating Rubella testing and again seeking approval for 
assisted reproductive technology (ART); AND 

 
3. Urine or serum cotinine testing for a member with a history of tobacco/nicotine use: 
 

Urine or serum cotinine levels must be obtained within the past 30 calendar days prior to 
the date of the requested infertility services for a member/partner with a history of 
tobacco/nicotine use (i.e., smoking and/or the use of smokeless tobacco products) within 
the past 12 calendar months.  The member/partner must remain compliant with a tobacco 
cessation program/strategy for infertility services to be considered medically necessary.  
Cotinine levels documenting nicotine exposure that is consist with active or recent 
smoking and/or use of nicotine products must be reported to a Plan Medical 
Director by the treating provider during the prior authorization process.  Smoking 
by a male partner/partner with male reproductive organs and/or female partner/partner 
with female reproductive organs negatively impacts the success rates for assisted 
reproductive technologies; AND 

 
4. Tubal disease has been evaluated with standard testing for the evaluation of tubal status 

using hysterosalpingogram (HSG), as well as sonohysterogram with tubal patency 
assessment (also known as sonohysterosalpingogram/sono-HSG, hysterosalpingo contrast 
sonography/HyCoSy, or laparoscopic chromopertubation); AND 

 
5. BOTH ovarian reserve criteria must be met in items a and b:  

 
a. ONE (1) or more of the following tests in item (1) or item (2) are documented:   
 

(1) Anti-Müllerian hormone (AMH) levels at least annually (for a female 
member/member with female reproductive organs) when the member is age 39 or 
younger on the date of service; OR  

 
(2) Estradiol (E2) test and FSH test at least annually on cycle day 3 (for a female 

member/member with female reproductive organs) when the member is age 39 or 
younger on the date of service; AND  

 
b. Clomiphene citrate challenge test (CCCT): 
 

ONE (1) criteria is met in item (1) or item (2): 
 

(1) Testing meets BOTH guidelines in item (a) and item (b): 
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(a) Tested annually (for a female member/member with female reproductive 

organs) for a member age 40 or older on the date of service; AND 
 
(b) Day 3 FSH test meets the criteria in either item i or item ii: 

 
i. Day 3 FSH test repeated every 6 calendar months for any female 

member/member with female reproductive organs age 40 or older on the 
date of service; OR 
 

ii. Day 3 FSH test repeated annually for a female member/member with female 
reproductive organs age 39 or younger; OR 

 
(2) CCCT test does NOT need to be repeated after the initial result if BOTH criteria 

are met in items (a) and (b): 
 

(a) Female member/member with female reproductive organs has a history of 
an abnormal CCCT; AND  

 
(c)    Is eligible for donor egg services; AND 

 
6. Normal uterine cavity evaluation (performed with HSG, sonohysterogram, or hysteroscopy) 

must occur within 1 year prior to any ART cycle; AND 
 
7. A female member/member with female reproductive organs with BMI ≥ 35 must submit 

documentation of an anesthesiology consult within 6 calendar months prior to the initial 
approval of coverage of an IVF cycle; AND 

 
8. A female member/member with female reproductive organs with BMI ≥ 40 or BMI < 18 must 

submit BOTH of the following documentation prior to the initial approval of assisted 
reproductive treatment including IUI and IVF, as specified below in item a and item b: 

 
a. Nutrition consult within the previous 6 calendar months; AND  
 
b. Maternal fetal medicine/high risk obstetrics consult within the previous 6 calendar 

months; OR 
 

Note:  BMI may affect IVF outcomes at the level of the oocyte.  Low or high BMI (outside of 
the normal range) is associated with infertility and maternal and fetal complications.  The 
Plan recommends a nutrition consult (for a female member/member with female 
reproductive organs) when the member has a BMI < 18 or BMI > 35 and is requesting 
infertility treatment.  Low or high BMI may also negatively affect male fertility. 
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B. Evaluation of a Male Member/Member with Male Reproductive Organs: 
 

To be considered for eligibility for infertility treatment approval, ALL evaluations in items 1 
through 4 must be completed and documented: 
 
1. Semen analysis must be submitted within 1 year of treatment; AND 
 
2. Urine or serum cotinine testing for a member/partner with a history of tobacco/nicotine 

use: 
 

Urine or serum cotinine levels must be obtained within the past 30 calendar days prior 
to the date of the requested infertility services for a member with a history of 
tobacco/nicotine use (i.e., smoking and/or the use of smokeless tobacco products) within 
the past 12 calendar months.  The member/partner must remain compliant with a tobacco 
cessation program/strategy for infertility services to be considered medically necessary.  
Cotinine levels documenting nicotine exposure that is consist with active or recent 
smoking and/or use of nicotine products must be reported to a Plan Medical 
Director by the treating provider during the prior authorization process.  Smoking 
by a male partner/partner with male reproductive organs and/or female partner/partner 
with female reproductive organs negatively impacts the success rates for assisted 
reproductive technologies; AND 

 
3. Evaluation by a urologist or reproductive endocrinologist; AND  
 
4. ALL criteria in items a through d are required (for a male member/member with male 

reproductive organs) found to have abnormal semen analysis with severe male factor 
infertility/infertility related to male reproductive organs (total motile sperm [TMS] count < 
10 million) requesting coverage for donor sperm or ART/ICSI:  

 
a. Evaluation by an infertility specialist/urologist; AND  
 
b. Two (2) semen analyses including pH and volume; FSH and testosterone levels would be 

included with the semen analyses for obstructive azoospermia, sperm count  
< 5 million/mL, or if recommended by the infertility specialist/urologist; AND  

 
c. Karyotyping and Y chromosome microdeletion (YCMD) for non-obstructive 

azoospermia, obstructive azoospermia, and for all semen analyses with concentration of  
< 5 million/mL;‡ AND  

 
d. Cystic fibrosis screening for male member/member with male reproductive organs with 

obstructive azoospermia with congenital absence of the vas deferens (CAVD) and 
karyotyping;‡ AND 
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‡   Note:  The Plan’s prior authorization requirements for genetic testing are based on 
the type of genetic test requested, indication(s) for testing, and if the test is ordered, 
administered, and processed by participating providers and participating laboratories 
(or non-participating providers and non-participating laboratories).  Review the 
Plan’s applicable genetic testing medical policy or Plan-adopted InterQual® 
guidelines for medical necessity criteria for the requested genetic test.    

  
III. Service-Specific Criteria: 

 
In addition to meeting applicable criteria specified above in items I and II, the member must ALSO 
meet the applicable service-specific criteria in items A through F for ALL requested services: 

 
A. Gonadotropin Stimulation with Intrauterine Insemination (IUI) - ART Coverage Criteria: 

 
There is a maximum cycle limit of 3 IUI cycles per member’s lifetime for the treatment of 
infertility when the Plan’s general eligibility requirements for coverage of infertility services 
are met (as specified in item I of this Clinical Criteria section); it is typically more appropriate 
after this point to move from IUI on to IVF-based assisted reproductive technology (ART) for 
the treatment of infertility.  The Plan’s IUI lifetime limit for the treatment of infertility shall 
INCLUDE IUI treatment cycles completed by the member and covered by the Plan and/or 
another payer/insurer before Plan membership (AFTER a member’s diagnosis of infertility 
according to Plan guidelines).  IUI cycles used for the treatment of infertility do NOT 
count towards the cycle limit of 6 IVF cycles per member’s lifetime for the treatment 
of infertility; IVF cycles used for the treatment of infertility do NOT count towards the 
3 cycle coverage limit for IUI cycles for the treatment of infertility.  
 
ALL criteria in items 1 through 3 are met for gonadotropin stimulation with IUI: 
 
1. Age-specific guidelines: 
 

ONE (1) of the criteria is met in item a or item b: 
 

a. Gonadotropin (FSH) treatment and IUI are covered for a female member/member with 
female reproductive organs who has a diagnosis of infertility and meets the Plan’s 
infertility definition, the member is ovulatory, the sperm used for IUI will be high quality, 
and ONE (1) of the age-specific criteria is met in items (1) through (3):    

 
(1) Female members/members with female reproductive organs age 39 or younger: 

 
Within the past 12 calendar month, BOTH of the tests in items (a) and (b) are 
obtained and documented: 
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(a) E2 level on cycle day 3 with E2 level < 100 pg/mL (unless there is a clear 
medical reason for an estradiol level >100, in which case the estradiol level 
and FSH levels are repeated in a subsequent month; AND 

 
(b) Day 3 FSH test; OR 

 
(2) Female members/members with female reproductive organs aged 40 to 41: 

 
ALL criteria are met in items (a) through (c): 

 
(a) CCCT is required annually; AND  
 
(b) FSH level is < 15 mIU/ml on cycle day 3 and cycle day 10 (tested within the 

past 6 calendar months); AND 
 
(c) E2 level < 100 pg/mL on cycle day 3 (tested within the past 6 calendar 

months); OR 
  
(3) Female members/members with female reproductive organs age 42 to 44: 

 
ALL criteria are met in items (a) through (c): 
 
(a) CCCT is required annually; AND 
 
(b) FSH level is < 12 mIU/ml on cycle day 3 and cycle day 10 (tested within the 

past 6 calendar months); AND  
 
(c)     E2 level < 100 pg/mL on cycle day 3 (tested within the past 6 calendar 

months); OR 
 

b. Female members/members with female reproductive organs age 45 or older will NOT 
be covered for infertility treatment and/or related services, including but not limited to 
IUI and/or gonadotropins or IVF cycles using their own eggs (even with a normal 
clomiphene citrate challenge test/CCCT), as the chance of a live birth outcome is less 
than 5%.  These members should discuss alternative intervention with their provider.  
Individual consideration may be conducted by a Plan Medical Director if there is 
significant evidence to support that this member has 5% or greater chance of a live birth 
outcome.  If services are approved by the Plan Medical Director, the member may use 
the members own previously cryopreserved oocytes if preserved at age 43 or younger.    
Members age 45 or older are NOT eligible for Plan coverage of donor oocytes; AND  

 
Note:  According to data included in the Centers for Disease Control and Prevention 
Assisted Reproductive Technology (ART) Success Rates Reports, females/individuals 
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with female reproductive organs who are 45 years of age or older have experienced 
approximately a 2% rate of live births and individuals age 43-44 experienced 
approximately a 5% rate of live births with ART.   

 
2. Female members/members with female reproductive organs who have been denied IVF 

services are generally NOT appropriate candidates for FSH/IUI cycles.  Exceptions will be 
considered by a Plan Medical Director and based upon an individual’s medical history; AND 

 
3. IUI treatments are NOT covered after a female member/member with female reproductive 

organs has done and failed to deliver with IVF (since there is no study proving these IUI 
cycles have a 5% or greater live birth rate in women/individuals with ovaries and uteri who 
have failed prior IVF treatment), EXCEPT when switching to un-medicated IUIs (or either 
medicated or un-medicated IUI when the member has an ovulation disorder) with donor 
sperm due to male factor infertility (infertility related to male reproductive organs) in the 
member’s present male partner/present partner with male reproductive organs.  In this 
case, IUI will be covered AFTER a failed IVF cycle (using a biological male partner’s sperm) 
when the female member/member with female reproductive organs is switching to an un-
medicated IUI with donor sperm (due to male factor infertility in the members’ present 
biological male partner) and all other applicable criteria are met for IUI. 

 
B.  In Vitro Fertilization (IVF) - ART Coverage Criteria: 

 
While IUI is NOT required before IVF, IUI treatments are NOT covered after a female 
member/member with female reproductive organs has done and failed to deliver with IVF 
(even after the IVF cycles for the member’s lifetime maximum have been utilized).  
ALL applicable criteria in items 1 through 7 must be met for IVF and related services:  

 
1. General Guidelines for IVF: 
 

IVF is a covered benefit for female members/members with female reproductive organs 
who meet infertility criteria as defined in this medical policy (including the definition of 
infertility in item IA1 and general eligibility requirements for coverage of infertility services in 
item II) when fertility is otherwise expected as a natural state; AND 
 
Note:  A clomiphene citrate challenge test (CCCT) needs to be completed annually with the 
day 3 FSH and E2 levels repeated every 6 calendar months for any female 
member/member with female reproductive organs ≥ 40 years of age. 

 
2. Urine or Serum Cotinine Testing for a Member with a History of Tobacco/Nicotine Use: 
 

Urine or serum cotinine levels must be obtained within the past 30 calendar days prior 
to ANY fresh cycle of IVF for a member/partner with a history of tobacco/nicotine use 
(i.e., smoking and/or the use of smokeless tobacco products) within the past 12 calendar 
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months.  The member must remain compliant with a tobacco cessation program/strategy 
for infertility services to be considered medically necessary.  Cotinine levels 
documenting nicotine exposure that is consist with active or recent smoking 
and/or use of nicotine products must be reported to a Plan Medical Director by the 
treating provider during the prior authorization process.  Smoking by a male 
partner/partner with male reproductive organs and/or female partner/partner with female 
reproductive organs negatively impacts the success rates for assisted reproductive 
technologies; AND 

 
3. Embryo Transfer Guidelines:  

 
The American Society for Reproductive Medicine (ASRM) and the Society for Assisted 
Reproductive Technology (SART) recommend the use of elective single embryo transfer 
(eSET) to reduce multiple gestations when clinically appropriate.  Elective eSET should be 
considered for the member according to ASRM and SART guidelines in effect of the prior 
authorization request for services and include appropriate patient education and meet ANY 
criteria in item a or item b: 
 
a. Female member/member with female reproductive organs will utilize eSET according to 

current ASRM and SART guidelines (as well as taking into consideration the member’s 
prognosis, embryo quality, and the success rates of the utilized cryopreservation 
program); OR 

 
b. The treating infertility provider has determined that the female member/member with 

female reproductive organs does not meet current ASRM and SART guidelines for 
eSET; AND 

 
4. Age-Specific Guidelines for IVF: 

 
Age-related infertility is NOT a covered benefit and is demonstrated by an abnormal CCCT 
in a female member/member with female reproductive organs age 41 or older.  This is 
defined below in item a (for a woman/individual with female reproductive organs age 40 or 
41) or item b (for a woman/individual with female reproductive organs age 42 or older):  

 
a. For a woman/individual with female reproductive organs age 40-41, infertility would be 

determined to be age-related if EITHER criteria is met in item (1) or item (2):   
 

(1) Cycle day 3 and/or cycle day 10 FSH levels ≥ 15 mIU/ml; OR  
 
(2) Cycle day 3 E2 level ≥ 100pg/mL; OR 

  
b. For a female member/member with female reproductive organs age 42 or older, 

infertility is determined to be age-related if EITHER criteria in item (1) or item (2) is met:   
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(1) Cycle day 3 and/or cycle day 10 FSH levels ≥ 12 mIU/ml; OR 
 
(2) Cycle day 3 E2 level ≥ 100pg/mL; AND  

 
5. Guidelines for Oocyte Use with IVF: 
 

BOTH criteria in item a and item b must be met (when applicable for the member’s age): 
 

a. IVF using a member’s own eggs (either own fresh oocytes or own cryopreserved 
oocytes) continues to be the treatment of choice for a female member/member with 
female reproductive organs who are age 43 or younger (with the use of resulting 
embryos).  See the criteria specified below in item 6b of this section (Additional 
Services Related to IVF – Donor Egg/Donor Embryo/Own Cryopreserved Eggs/Own 
Cryopreserved Embryo Coverage and Criteria) for the use of donor oocytes, donor 
embryos, own cryopreserved oocytes, or own cryopreserved embryos; these additional 
criteria must be met when the service is applicable for the member’s infertility 
treatment.  For IVF using the member’s own oocytes (either own fresh oocytes or own 
cryopreserved oocytes), the current guidelines established by the American Society for 
Reproductive Medicine (ASRM) and/or evidence-based recommendations from the 
Society of Assisted Reproductive Technologies (SART) in effect on the date of service 
must be followed for oocyte retrieval/thawing (including the number oocytes) and for 
the embryo transfer (including the number of embryos to be transferred) in the IVF 
cycle, adjusted as necessary for the member’s age, age at which the oocytes were 
cryopreserved, prognosis, clinical condition and comorbidities, applicable past 
medical/surgical history, treatment plan, and the embryo quality and stage (as specified 
in current ASRM guidelines and/or SART recommendations) and documented in the 
member’s medical record; AND  

 
b. 5% or Greater Expected Live Birth: 
 

ONE (1) of the criteria must be met in item (1) or item (2): 
 

(1) For female members/members with female reproductive organs from age 40-44, 
the decision for coverage will be based upon a 5% or greater expected chance of a 
live birth outcome and a current history of infertility as a disease state verses an 
expected state associated with the menopausal transition; OR   

 
(2) Female members/member with female reproductive organs age 45 or older 

requesting to use their own eggs will NOT be covered for infertility treatment 
and/or related services regardless of FSH levels or previous cycle response unless 
there is significant evidence that the chance of a live birth outcome is 5% or 
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greater using own previously cryopreserved oocytes by age 43 or earlier according 
to Plan guidelines; AND  

 
6. Cycle Limits with IVF: 

 
There is a maximum limit of 6 fresh IVF cycles (with ovarian hyper stimulation and 
subsequent egg retrieval) per member’s lifetime for the treatment of infertility when 
the Plan’s general eligibility requirements for coverage are met for infertility services, 
whether the member’s egg or a donor egg is used, and whether or not previous IVF cycles 
for the treatment of infertility were covered by the Plan. The IVF cycle coverage limit 
includes cancelled fresh IVF cycles.  The IVF cycle coverage limit does NOT include 
prior IVF cycles that resulted in a live birth, frozen embryo thaw cycles that do NOT 
include gonadotropin therapy, IUI cycles, and/or artificial insemination.   
 
ALL guidelines must be met in items a through d:   
 
a. A cycle begins when a member fills her prescription for medications; AND 
 
b. Guidelines regarding cycle coverage limits are subject to individual consideration based 

on the member’s particular clinical situation and unique medical circumstances; AND   
 
c. Fewer than 6 cycles may be covered when medically appropriate, including situations 

where additional cycles are unlikely (less than 5% probability) to result in a live birth; 
AND   

 
c. Previous assisted reproductive technology (ART) IVF cycles resulting in a live birth, thaw 

cycles in the absence of gonadotropin therapy, and IUI cycles do NOT count toward the 
6 cycle coverage limit for IVF (and IVF cycles do NOT count toward the 3 cycle 
coverage limit for IUI).  The maximum cycle limit of 6 IVF covered cycles per member’s 
lifetime DOES include cancelled IVF cycles; AND 
  

7. Additional Services Related to IVF: 
 

Applicable criteria are met in items a through c when additional IVF services are requested:     
 

a. Assisted Hatching Coverage Criteria:  
 

While not generally recommended (for female members/members with female 
reproductive organs) age 39 or younger, the service may be covered when ANY of the 
criteria is met in item (1) or item (2):   

 
(1) 2 to 3 (or more) failed IVF cycles that produced > 3 good quality embryos with 

failure to implant after embryo transfer; OR 
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(2) Documented prior pregnancy following IVF that required assisted hatching. 

 
b. Donor Egg/Donor Embryo/Own Cryopreserved Egg/Own Cryopreserved Embryo 

Coverage and Criteria:  
 

The current guidelines established by the American Society for Reproductive Medicine 
(ASRM) in effect on the date of service must be followed for the embryo transfer 
(including the number of embryos to be transferred in the IVF cycle, adjusted as 
necessary for the member’s age, age of the egg source, prognosis, embryo quality and 
stage, and the member’s clinical condition as specified in the ASRM guidelines and 
documented in the member’s medical record).  BOTH criteria in item (1) and item (2) 
must be met: 

 
(1) Coverage Guidelines for Donor Egg/Donor Embryo/Own Cryopreserved 

Egg/Own Cryopreserved Embryo:   
 

Recipient of a donor egg or donor embryo or member using own cryopreserved 
oocyte/own cryopreserved embryo/ART treatment may be covered for female 
members/members with female reproductive organs who meet infertility criteria, 
the member’s fertility would be expected as a natural state, and when ANY criteria 
is met in items (a) through (c): 

 
(a) Medical illness or medical treatment causes an unnatural egg/oocyte 

quantity for the member, including hormonal therapy, premature menopause 
or premature ovarian failure/ diminished ovarian reserve (with onset prior to 
age 40 with an FSH ≥ 15 mIU/ml on cycle days 3 or 10); OR   

 
Note:  A female member/member with female reproductive organs with 
abnormal FSH levels after age 40 is NOT eligible for coverage for the use of 
donor egg, donor embryo. 

 
(b) Previously (before the age of 40) failed IVF in a female member/member 

with female reproductive organs with normal ovarian reserve for a member 
between ages 40 and 42 are defined below.  ONE (1) of the following 
applicable criteria must be met for coverage for the use of a donor egg, 
donor embryo, own cryopreserved egg, own cryopreserved egg, own 
cryopreserved embryo, as specified in items i through iii: 

 
i. For female members/members with female reproductive organs age 40-

41, BOTH criteria in items (i) and (ii) are met: 
 



   

Policy Title 
 

22 of 52 

(i) FSH levels which are < 15 mIU/ml on cycle day 3 and cycle day 10 for 
use of a donor egg; AND 

 
(ii) E2 level is < 100 pg/mL on cycle day 3; OR  

 
ii. For female members/members with female reproductive organs from 

age 42-44, BOTH of the criteria in items (i) and (ii) are met: 
 

(i) FSH levels which are < 12 mIU/ml on cycle day 3 and cycle day 10; 
AND 

 
(ii) E2 level is < 100 pg/mL on cycle day 3; OR  

 
iii. Female members/members with female reproductive organs age 45 or 

older who are unable to achieve a viable birth outcome using their own 
eggs/embryos (either own fresh oocytes/embryos or own cryopreserved 
oocytes/embryos) are NOT covered for infertility services (including 
donor egg) since these members are experiencing normal and expected 
age-related decline in fertility and not changes consistent with a disease 
process; OR 

  
(c) Absent ovaries from chemotherapy, radiation therapy, or surgical removal 

(which may include genital gender reassignment surgery) or female 
members/members with female reproductive organs who are born without 
ovaries; AND 

 
(2) Donor Egg/Oocyte Criteria: 

 
Anonymous or designated donors for oocytes (which may include frozen oocytes 
from donor egg banking) must be between the ages of 21 and 35 years of age at 
the time of the donation with cycle day 3 FSH levels < 10 mIU/ml and a day 3 E2 
level < 80 pg/mL; OR 

 
c. Frozen Embryo Transfers (FET) Coverage Criteria: **  

 
BOTH criteria in items (1) and (2) must be met for FET (for either donor embryo or own 
cryopreserved embryo): 

 
(1) Cryopreserved embryos must be used prior to authorization for additional fresh 

ART cycles under the following circumstances listed in either item (a) or item (b):  
 
(a) Maternal age 35 or younger and 3 cryopreserved embryos of a similar 

developmental stage are available for transfer; OR  
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(b) Maternal age 36 or older and 4 cryopreserved embryos of a similar 

developmental stage are available for transfer; AND  
  

(2) Members seeking coverage for FET must meet the definition of infertility and 
when fertility would be expected as a natural state. 

 
** Note:  It is recognized that some female members/members with female 

reproductive organs may elect to undergo an FET cycle regardless of the number of 
available embryos before proceeding to another fresh cycle.  Such requests will be 
approved as long as the member continues to be eligible for coverage of infertility 
treatment.  The current guidelines established by the American Society for 
Reproductive Medicine (ASRM) in effect on the date of service must be followed for 
the embryo transfer (including the number of embryos to be transferred in the IVF 
cycle, adjusted as necessary for the member’s age, age at the time of embryo 
cryopreservation, prognosis, embryo quality and stage, and the member’s clinical 
condition as specified in the ASRM guidelines and documented in the member’s 
medical record). 

 
C. Moderate Male Factor Infertility/Infertility Related to Male Reproductive Organs with IVF Only 

- ART Coverage Criteria: 
 
Moderate male factor infertility or infertility related to male reproductive organs may impact a 
male member/member with male reproductive organs.  IVF (alone) is approved for coverage if 
criteria are met for moderate male factor infertility or infertility related to male reproductive 
organs for semen analyses performed on 2 or more occasions at least 2 weeks apart containing 
EITHER criteria in item 1 or item 2: 

 
1. A total motile sperm count on 2 semen analyses at least 2 weeks apart showing < 10 million 

total motile sperm; OR 
 
2. A post-wash sperm count at the time of IUI (if applicable) between > 5 and < 10 million total 

motile sperm. 
 

D. Severe Male Factor Infertility/Infertility Related to Male Reproductive Organs with IVF Plus 
Intracytoplasmic Sperm Injection (ICSI) - ART Coverage Criteria:  

 
Severe male factor infertility/infertility related to male reproductive organs may impact a male 
member/member with male reproductive organs.  IVF plus ICSI is approved for coverage if 
criteria are met for severe male factor infertility/infertility related to male reproductive organs 
as defined by ANY criteria in items 1 through 4: 
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1.   Semen analysis on 2 separate specimens, performed at least 2 weeks apart, with either of the 
following results listed in item a or item b: 

 
a. < 5 million total motile sperm/ejaculate (pre-wash specimen); OR  
 
b. < 3 million total motile sperm (post-wash specimen); OR 
 

2.   The rate of standard fertilization in the previous cycle is poor (less than 50%); OR 
 
3. When required for infertility treatment after the member’s treatment for gender dysphoria; 

OR 
 
4. When using frozen oocytes during infertility treatment due to the hardening of the zona 

pellucida during cryopreservation/thawing of oocytes.  (Note:  ICSI on cryopreserved 
oocytes is the preferred method for achieving fertilization, although limited data currently 
exist to support this procedure.  Source:  2020 ASRM committee opinion for ICIS for non-
male factor indications.) 

    
E. Donor Sperm or Therapeutic Donor Insemination (TDI) Services – Coverage Criteria:  

Plan provides coverage for donor sperm or TDI/IUI services for ANY condition listed in item 1 or 
item 2: 

 
1. Plan members who have partners diagnosed with severe male factor infertility/infertility 

related to male reproductive organs; OR   
 
2. In addition, coverage decisions regarding donor sperm services will be based upon ALL 

information listed in items a through c (as applicable):  
 

a. Member’s past medical/infertility history including but not limited to past infertility 
interventions; AND 

 
b. If approved by an Authorized Reviewer, the Plan may initially authorize up to 3 donor sperm 

/IUI cycles; AND 
 
c. After the authorization end date, or completion of the authorized cycles, the member 

must go through a new prospective review approval process for coverage of additional 
cycles; AND 

 
F. In Vitro Fertilization Due to Inadvertent Ovarian Hyperstimulation during Preparation for a 

Stimulated Intrauterine Insemination Cycle - Coverage Criteria:  
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Coverage for IVF services due to inadvertent ovarian hyperstimulation during stimulation in 
preparation for a stimulated intrauterine insemination cycle may be approved when ALL criteria 
in items 1 through 3 are met:  

 
1. Member has a diagnosis of infertility; AND 
 
2. Member is eligible for coverage of medically necessary infertility treatment as defined by 

the Plan and ALL criteria are met in items a through c:  
 

a. Member is 39 years of age or younger with an infertility diagnosis; AND 
 
b. The estradiol (E2) level is greater than 800 pg/mL; AND 
 
c. ANY criteria in items (1) through (3) is met: 
 

(1) There are at least 3 or more follicles > 16mm; OR 
 
(2) There are 4-8 follicles that are greater than or equal to 14mm; OR  
 
(3) There are a large number of smaller follicles on day the decision is made to 

convert; AND  
 

3. If the member is age 41 or older, it is not Medically Necessary to convert an IUI cycle to IVF 
due to ovarian hyperstimulation unless E2 is > 2000 and therefore coverage will be based 
on prior cycle response and individual history. 

 
Note:  Members must receive IVF services with a Plan contracted ART provider.  When 
considering infertility treatment, the Plan recommends that treating providers and members review 
and implement (when clinically appropriate) current recommendations from public health 
agencies/organizations that establish industry-standard guidelines (e.g., Centers for Disease Control 
and World Health Organization), as well as industry-standard professional guidelines established to 
improve clinical outcomes for reproductive health, maternal care, and/or infant/child health (e.g., 
clinical practice guidelines from the American Academy of Pediatrics, American College of 
Obstetricians and Gynecologists, American Society for Reproductive Medicine, and Society for 
Assisted Reproductive Technology).  An example of a clinical guideline related to a public health issue 
is the “Guidance for Providers Caring for Women and Men of Reproductive Age with Possible Zika 
Virus Exposure” developed by the American Society for Reproductive Medicine. 
 

Limitations and Exclusions  

I. Unless specified otherwise in the member’s applicable benefit document or the Plan Prior 
Authorization Requirements Table included in the Policy Summary section of this policy, infertility 
services are ONLY covered by the Plan for a member with a documented diagnosis of infertility.   
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II. The Plan either does NOT cover or limits the services specified below in items A through Z.  

Individual consideration by a Plan Medical Director will be conducted for prior authorization 
requests for any of these services within the member’s benefit guidelines.   

 
A. Any assisted reproductive technology (ART) procedure or related infertility treatment that 

does NOT meet applicable Plan criteria in the Policy Summary or Clinical Criteria sections 
requires individual consideration by a Plan Medical Director.  Applicable clinical information 
must be submitted to the Plan by the treating provider, including but is not limited to the 
following:  member’s medical, surgical, and infertility history (of member and partner, as 
applicable); findings from physical examination; menstrual history (when applicable); 
documentation of preconception counseling to optimize natural fertility (when applicable) and 
promote maternal and neonatal health; treatment to date and associated clinical outcomes; 
results of diagnostic work up and/or other pertinent testing to investigate contributing factors 
(e.g., semen analysis, hormone levels, genetic testing‡, hysterosalpingogram, hysteroscopy, 
sonohysterogram, laparoscopy, pelvic ultrasound, vasography, scrotal ultrasonography); the 
member’s individualized treatment plan; and documentation of the medical necessity for the 
requested infertility service(s).  Review the Plan’s Clinical Review Criteria administrative policy, 
policy number OCA 3.201, for a description of how the Plan makes the utilization determination 
for the requested service(s) based on established clinical review criteria and the member’s 
condition and other unique circumstances.   

 
B. Any assisted reproductive technology (ART) procedure or related/add-on treatments that are 

deemed experimental or investigative or NOT medically necessary based on the scientific body 
of evidence with input from the American Society of Reproductive Medicine, the American 
College of Obstetrics and Gynecology, or another infertility expert recognized by the 
Massachusetts Division of Insurance are NOT covered (including but NOT limited to artificial 
egg activation, endometrial scratching). 

 
C. The Plan considers ANY of the procedures and products listed below in items 1 through 4 to be 

experimental and investigational or NOT medically necessary as a treatment for infertility or as 
an effective artificial reproductive technology because there are insufficient data to verify the 
safety, clinical validity, and/or clinical utility of each of these procedures or products:   
 
1. Co-culture of embryos; OR 
 
2. EmbryoGlue® (a medium developed for embryo transfer by Vitrolife); OR 
 
3. In vitro maturation (IVM) of oocytes; OR 
 
4. Uterine transplant, including all associated services (e.g., donor hysterectomy, backbench 

procedures).  
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D. The Plan considers ANY of the following tests or treatments in items 1 through 10 to be 
experimental and investigational or NOT medically necessary when used as reproductive 
biomarkers, to reliably predict a predict treatment response, determine etiology of infertility, or 
assist with infertility treatment because there are insufficient data to verify the clinical validity 
and/or clinical utility of each of these services:   
 
1. Acrosome reaction/sperm acrosome reaction test; OR 
 
2. Computer-aided semen analysis/CASA (since the data do not suggest that the predictive 

value of CASA is superior compared with conventional semen analysis); OR  
 
3. Endometrial receptivity genetic testing‡/gene profiling‡ to estimate the receptivity of the 

endometrium for embryo transfer and implantation during ART (e.g., Endometrial 
Receptivity Analysis/ERA® by Igenomix); OR 

 
4. Hyaluronan binding assay (HBA)/Sperm HBA; OR 
 
5. Immune treatment (e.g., peri-implantation glucocorticoids, anti-tumor necrosis factor 

agents, leukocyte immunization, IV immunoglobulins); OR 
 
6. Immunological testing (e.g., antiphospholipid antibodies, antiprothrombin antibodies, 

circulating natural killer cell measurement, embryotoxicity assay, reproductive 
immunophenotype/RIP) unless the member has a medical history of recurrent pregnancy 
loss (with recurrent pregnancy loss defined as 2 or more failed clinical pregnancies with at 
least 5 weeks gestation confirmed with ultrasound); OR  

 
7. Inhibin B levels when used to assess male infertility/infertility for a member with male 

reproductive organs, ovarian reserve for a female member/member with female 
reproductive organs, or for any other indication related to infertility services; OR 

 
8. Postcoital cervical mucus penetration test; OR 
  
9. Reactive oxygen species (ROS) test; OR 
 
10. Sperm DNA integrity (fragmentation) tests including but not limited to any of the following:  

Comet assay (single cell gel electrophoresis), TUNEL assay (terminal deoxynucleotidyl 
transferase-mediated dUDP nick end labelling assay), sperm chromatin dispersion (SCD) 
test, sperm chromatin structure assay (SCSA®), or Sperm DNA Decondensation™ Test 
(SDD). 

 
E. Infertility treatment when infertility is the result of prior voluntary sterilization.  
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F. Infertility services for individuals who have NOT met the Plan’s definition of infertility or the 
likelihood of a live birth outcome for the member is less than 5%. 

 
G. There is a Plan limit for coverage of 3 cycles of IUI per member’s lifetime (including 

gonadotropin stimulation with Clomiphene Citrate/Clomid and/or Letrozole IUI cycles).   
 

H. Coverage for fresh IVF cycles is limited to a maximum of 6 cycles per member’s lifetime, 
whether the member’s oocyte or donor egg (including frozen oocyte from egg banking) is used, 
and whether or not previous cycles were covered by the Plan.   

 
I. Fewer than 6 cycles of IVF may be covered when medically appropriate, including situations 

where additional cycles are unlikely (less than 5% probability) to result in a live birth. 
 

J. The maximum limit of 6 fresh IVF cycles per member’s lifetime does NOT include prior IVF 
cycles that resulted in a live birth, frozen embryo thaw cycles that do not include gonadotropin 
therapy, IUI cycles, and/or artificial insemination.  The maximum limit of 6 fresh IVF cycles 
covered per member’s lifetime DOES include cancelled IVF cycles.   

 
K. Infertility treatment is NOT covered by the Plan for female members/members with female 

reproductive organs with age-related infertility (40 years of age or older) based upon hormonal 
testing or who do not demonstrate infertility as a disease state.  Any single elevation in FSH 
level for these members 40 years of age or older (which was not elevated prior to age 40) is 
considered infertility as a natural state and therefore infertility services are NOT covered.  

 
L. Female members/members with female reproductive organs who are age 45 or older will NOT 

be covered for infertility treatment and/or related services (including but not limited to IUI 
and/or gonadotropins or IVF cycles using their own eggs even with a normal clomiphene citrate 
challenge test/CCCT), as the chance of a live birth outcome is less than 5%.  Individual 
consideration may be conducted by a Plan Medical Director if there is significant evidence to 
support that this member has 5% or greater chance of a live birth outcome; if services are 
approved, the member may use the members own previously cryopreserved oocytes if 
preserved by the age of 43 or earlier.  Members age 45 or older are NOT eligible for Plan 
coverage of donor oocytes. 

 
Note:  According to data included in the Centers for Disease Control and Prevention Assisted 
Reproductive Technology (ART) Success Rates Reports, females/individuals with female 
reproductive organs age 45 or older experience approximately a 2% rate of live births and 
individuals age 43-44 experience approximately a 5% rate of live births with ART.   

 
M. Use of donor egg (which may include frozen oocyte from donor egg bank) and gestational 

carrier together is NOT covered, as the female member/member with female reproductive 
organs is not physically treated in this situation and is effectively a surrogate service. 
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N. An ART - IVF cycle is NOT covered by the Plan when it is known at the initiation of a cycle that 
none of the resulting embryos will be transferred during the same cycle, and/or the intent is to 
cryopreserve all of the embryos for future use (unless necessary for the transfer of a specimen 
for accurate and timely preimplantation genetic testing when Plan criteria are met for 
preimplantation genetic testing.  

 
O. Infertility treatment when the infertile member is NOT the recipient of said services (e.g., donor 

egg in conjunction with gestational carrier) and drugs that are directly related to a stimulated 
ART cycle for anonymous or designated donors unless the ART service is prior authorized by 
the Plan, and the member is the sole recipient of the donor's eggs.  

 
P. Surrogacy/gestational carrier-related costs are NOT covered by the Plan; this includes all 

procedures and costs incurred by a fertile woman/individual with female reproductive organs to 
achieve a pregnancy as a surrogate or gestational carrier for an infertile member. 

 
Q. ART/infertility services for members who consume any medications or substances that are 

against medical advice, and are known to negatively affect fertility potential and/or outcome. 
 
R. Gonadotropin usage greater than 600 IU/day (8 amps/day) as there is no proven medical 

necessity or efficacy to support utilization beyond this amount. 
 
S. Intrauterine insemination (IUI) or IVF-based forms of assisted reproductive technology (ART) in 

the absence of male factor infertility/infertility related to male reproductive organs or the 
absence of a male partner/partner with male reproductive organs, until the female 
member/member with female reproductive organs meets the definition of infertility (if ever) 
and coverage criteria for said services.  

 
T. The cost of donor sperm, IUI, IVF with or without ICSI, and related services, if the male 

partner/partner with male reproductive organs has a history of prior vasectomy. 
 

U. The cost of donor sperm, if the infertile member does NOT have a male partner/partner with 
male reproductive organs with a diagnosis of male factor infertility.  

 
V. Services or drugs directly related to non-covered services.  (Specifically, there is no coverage 

of ART procedures or drugs when related to, or in conjunction with a non-covered benefit, or 
when the procedure is outside the scope of this medical policy.) 

 
W. Infertility services for female members/members with female reproductive organs who are NOT 

Rubella immune or who actively smoke. 
 
X. Cryopreservation and storage limitations include ANY of services in items 1 through 5:   
 

1. Cryopreservation and storage of oocytes/eggs: 
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a. Cryopreservation of donor eggs is NOT covered.   
 
b. Cryopreservation and/or storage of eggs from a female member/member with female 

reproductive organs are NOT covered for ANY condition in items (1) through (3): 
 

(1) Female member/member with female reproductive organs has NOT maintained 
eligibility for Plan coverage during the timeframe for cryopreservation and/or 
storage; OR 

 
(2) Cryopreservation and storage of eggs for greater than 12 calendar months in 

duration from a female member/member with female reproductive organs who is 
NOT in active infertility treatment; OR 

 
Note:  Cryopreservation and/or storage of oocytes for the convenience, lifestyle, 
professional, personal, and/or religious preference of the member requesting this 
service is NOT covered unless applicable Plan medical necessity guidelines are 
met in the Plan Authorization Table.   

 
(3) Cryopreservation and storage of eggs for greater than 12 calendar months in 

duration from a female member/member with female reproductive organs in 
active infertility treatment.   

 
Note:  Cryopreservation and/or storage of oocytes for the convenience, lifestyle, 
professional, personal, and/or religious preference of the member requesting this 
service is NOT covered unless applicable Plan medical necessity guidelines are 
met in the Plan Authorization Table.   

 
c. Oocyte retrieval, freezing, and storage greater than 12 calendar months in duration for 

transgender member undergoing Plan authorized genital sex reassignment surgery. 
 

Note:  Oocyte retrieval, freezing, and storage for the convenience, lifestyle, professional, 
personal, and/or religious preference of the member requesting this service is NOT 
covered unless applicable Plan medical necessity guidelines are met in the Plan 
Authorization Table.   

 
2. Cryopreservation and/or storage of embryos are NOT covered for ANY condition in items a 

through e: 
 

a. Member has NOT maintained eligibility for Plan coverage during the timeframe for 
cryopreservation and/or storage; OR 
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b. Cryopreservation and storage of member’s embryo’s greater than 12 calendar months in 
duration when the member is NOT in active infertility treatment; OR  

 
Note:  Cryopreservation and/or storage of embryos for the convenience, lifestyle, 
professional, personal, and/or religious preference of the member requesting this 
service is NOT covered unless applicable Plan medical necessity guidelines are met in 
the Plan Authorization Table.   
 

c. Cryopreservation and storage of embryos greater than 12 calendar months in duration 
when the member is in active infertility treatment; OR  

 
d. Embryo retrieval/transfer, freezing, and storage greater than 12 calendar months in 

duration for transgender member undergoing Plan authorized genital sex reassignment 
surgery; OR 

 
Note:  Embryo retrieval, freezing, and storage for the convenience, lifestyle, 
professional, personal, and/or religious preference of the member requesting this 
service is NOT covered unless applicable Plan medical necessity guidelines are met in 
the Plan Authorization Table.   

 
e. The embryo(s) is intended for implantation in a person other than the member.  

 
3. Cryopreservation, storage, thawing, and/or re-implantation of ovarian tissue or an entire 

ovary are considered experimental and investigational infertility services and therefore are 
NOT covered by the Plan.  Cryopreservation of ovarian tissue or an entire ovary with 
subsequent auto- or heterotopic transplant has been investigated as a technique to sustain 
the reproductive function of a female member/member with female reproductive organs 
who will undergo medical treatment that is likely to result in infertility or requires a sterilizing 
procedure, including but not limited to chemotherapy, radiotherapy, or surgery due to a 
malignant disease; these techniques have not has not been sufficiently studied to 
determine the clinical utility and clinical validity for fertility treatment. 

 
4. Testicular tissue cryopreservation, storage, thawing, and/or re-implantation or grafting of 

human testicular tissue are NOT Plan covered infertility services.  The clinical utility and 
clinical validity of these techniques to preserve fertility have not been established and 
therefore are considered experimental and investigational or NOT medically necessary.   
 
Note: As specified in the Prior Authorization Table, testicular tissue cryopreservation is 
considered medically necessary in adults with azoospermia in conjunction with the testicular 
biopsy only to identify sperm in preparation for an intracytoplasmic sperm injection 
procedure, if sperm are found.    

 
5. Sperm storage/banking is NOT covered for ANY condition in items a through d: 
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a. Member has NOT maintained eligibility for Plan coverage during the timeframe for 

sperm storage/banking; OR 
 
b. Sperm storage/banking greater than 12 calendar months for male members NOT in 

active infertility treatment/members with male reproductive organs NOT in active 
infertility treatment; OR 

 
Note:  Sperm storage/banking for the convenience, lifestyle, professional, personal, 
and/or religious preference of the member requesting this service or as an alternate 
specimen is NOT covered unless applicable Plan medical necessity guidelines are met in 
the Plan Authorization Table.   

 
c. Sperm storage/banking greater than 12 calendar months for male members already in 

active infertility treatment/members with male reproductive organs already in active 
infertility treatment; OR   

 
d. Sperm retrieval, freezing, and storage greater than 12 calendar months in duration for a 

transgender member undergoing Plan authorized genital sex reassignment surgery. 
 

Y. Turner syndrome is a relative contraindication for pregnancy.  Cardiology and maternal-fetal 
medicine consultation and careful screening are recommended before considering pregnancy 
by oocyte donation and other types of assisted reproductive technology (ART).  When a cardiac 
assessment for the female member/member with female reproductive organs identifies a 
significant cardiac abnormality, Turner syndrome is an absolute contraindication for pregnancy.  
Female members with Turner syndrome with Turner syndrome /members with female 
reproductive organs with Turner syndrome having normal results from the cardiac assessment 
are still at a higher risk for associated morbidity and mortality and require careful clinical 
observation and reevaluation throughout gestation and postpartum.   

 
Z. Bariatric surgery of a female member/member with female reproductive organs within the last 

12 calendar months is a contraindication for assisted reproductive technology (ART).  The 
American Society for Reproductive Medicine (ASRM) recommends that individuals who have 
bariatric surgery should wait one (1) year postoperatively before becoming pregnant.     

Variations 

The Plan uses guidance from the Centers for Medicare & Medicaid Services (CMS) for medical 
necessity and coverage determinations for the Plan’s New Hampshire Medicare Advantage HMO 
members, including but not limited to national coverage determinations (NCDs), local coverage 
determinations (LCDs), local coverage articles (LCAs), and documentation included in Medicare 
manuals.  Verify CMS criteria in effect for the requested service on the date of the prior authorization 
request for a New Hampshire Medicare Advantage HMO member.  When there is no guidance from 
CMS for the requested service for the specified indication on the date of the prior authorization 
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request, Plan-adopted clinical review criteria will be used to determine the medical necessity of the 
service.     
 

Applicable Coding 

The Plan utilizes up-to-date, industry-standard Current Procedural Terminology (CPT) codes, Health 
Care Common Procedure Coding System (HCPCS) codes, and International Statistical Classification 
of Diseases and Related Health Problems, 10th revision (ICD-10) diagnosis codes in the Plan’s medical 
policies.  Since these codes may be updated at different intervals than the medical policy review cycle, 
the list of applicable codes included in a policy is informational only and may not be all 
inclusive.  Applicable codes are subject to change without prior notification and do not guarantee 
member coverage or provider reimbursement.  Review the Plan’s reimbursement policies for Plan 
billing guidelines.  Providers are responsible for obtaining prior authorization for the services specified 
in the Clinical Criteria section and Limitations and Exclusions section of a medical policy, even if an 
applicable code appropriately describing the service is not included in the policy’s Applicable Coding 
section.  Providers are expected to report all services using the most up-to-date, industry-standard 
procedures and diagnosis codes at the time of the service.   
 

CPT Codes Description:  Services Covered When Medically Necessary for 
Infertility Treatment for QHP and New Hampshire Medicare 
Advantage HMO Members 

55870 Electroejaculation 
58321 Artificial insemination, intra-cervical 
58322 Artificial insemination, intra-uterine 
58323 Sperm washing for artificial insemination 
58970  Follicle puncture for oocyte retrieval, any method  
58974  Embryo transfer, intrauterine  
58976  Gamete, zygote, or embryo intrafallopian transfer, any method  
59866 Multifetal pregnancy reduction(s) (MPR) 
74742 Transcervical catheterization of fallopian tube, radiological supervision and 

interpretation 
76948  Ultrasonic guidance for aspiration of ova, imaging supervision and 

interpretation  
89250  Culture of oocyte(s)/embryo(s), less than 4 days  

 
Plan note:  Code used to report in vitro maturation of oocytes, including 
cryopreservation, storage, and thawing of immature oocytes.   

89253  Assisted embryo hatching, microtechniques (any method)  
89254  Oocyte identification from follicular fluid  
89255  Preparation of embryo for transfer (any method)  
89257 Sperm identification from aspiration (other than seminal fluid) 
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89258  Cryopreservation; embryo(s)  
89259 Cryopreservation; sperm 
89260 Sperm isolation; simple prep (e.g., sperm wash and swim-up) for insemination 

or diagnosis with semen analysis 
89261 Sperm isolation; complex prep (e.g., Percoll gradient, albumin gradient) for 

insemination or diagnosis with semen analysis 
89264 Sperm identification from testis tissue, fresh or cryopreserved 
89268 Insemination of oocytes 
89272 Extended culture of oocyte(s)/embryo(s), 4-7 days 
89280  Assisted oocyte fertilization, microtechnique; less than or equal to 10 oocytes  
89281  Assisted oocyte fertilization, microtechnique; greater than 10 oocytes  
89325 Sperm antibodies 
89329 Sperm evaluation; hamster penetration test 
89330 Sperm evaluation; cervical mucus penetration test, with or without 

spinnbarkeit test  
89331 Sperm evaluation, for retrograde ejaculation, urine (sperm concentration, 

motility, and morphology, as indicated) 
89335  Cryopreservation, reproductive tissue, testicular  
89337 Cryopreservation, mature oocyte(s) 
89342  Storage (per year); embryo(s)  
89343 Storage (per year); sperm/semen 
89344  Storage (per year); reproductive tissue, testicular/ovarian  
89346  Storage (per year); oocyte(s)  
89352  Thawing of cryopreserved; embryo(s)  
89353 Thawing of cryopreserved; sperm/semen, each aliquot 
89354  Thawing of cryopreserved; reproductive tissue, testicular/ovarian  
89356  Thawing of cryopreserved; oocytes, each aliquot  
89398 Unlisted reproductive medicine laboratory procedures  

 
HCPCS Codes Description:  Services Covered When Medically Necessary for 

Infertility Treatment for QHP Members   
 
Plan note:  All of the following HCPCS codes are NOT covered and NOT 
payable for the New Hampshire Medicare Advantage HMO product.  See the 
applicable CPT codes for infertility services requested for a New Hampshire 
Medicare Advantage HMO member. 

S4011 In vitro fertilization; including but not limited to identification and incubation 
of mature oocytes, fertilization with sperm, incubation of embryo(s), and 
subsequent visualization for determination of development 

S4013  Complete cycle, gamete intrafallopian transfer (GIFT), case rate  



   

Policy Title 
 

35 of 52 

S4014 Complete cycle, zygote intrafallopian transfer (ZIFT), case rate 
S4015  Complete in vitro fertilization cycle, not otherwise specified, case rate  
S4016  Frozen in vitro fertilization cycle, case rate  
S4017 Incomplete cycle, treatment cancelled prior to stimulation, case rate 
S4018  Frozen embryo transfer procedure cancelled before transfer, case rate  
S4020  In vitro fertilization procedure cancelled before aspiration, case rate  
S4021  In vitro fertilization procedure cancelled after aspiration, case rate  
S4022 Assisted oocyte fertilization, case rate 
S4023 Donor egg cycle, incomplete, case rate 
S4025  Donor services for in vitro fertilization (sperm or embryo), case rate  
S4026 Procurement of donor sperm from sperm bank 
S4028 Microsurgical epididymal sperm aspiration (MESA)  
S4030 Sperm procurement and cryopreservation services; initial visit 
S4031 Sperm procurement and cryopreservation services; subsequent visit 
S4035 Stimulated intrauterine insemination (IUI), case rate 
S4037 Cryopreserved embryo transfer, case rate 

 
CPT Codes Description:  Services Considered Experimental and Investigational 

or NOT Medically Necessary for Infertility Treatment for QHP and 
Medicare Advantage HMO Members 

82397 Chemiluminescent assay 
 
Plan note:  Code used to bill for the reactive oxygen species testing.  Prior 
authorization is required when this procedure code is used for infertility 
treatment and billed with ICD-10 diagnosis codes N97.0-N97.9 and/or 
N46.01-N46.9.   

83520 Immunoassay for analyte other than infectious agent antibody or infectious 
agent antigen; quantitative, not otherwise specified  
 
Plan note:  Code used to report serum inhibin B testing.  Prior authorization is 
required when this procedure code is used for infertility treatment and billed 
with ICD-10 diagnosis codes N97.0-N97.9 and/or N46.01-N46.9.   

89240 Unlisted miscellaneous pathology test 
 
Plan note:  Code used to report media preparation for storage of oocytes, 
sperm, or embryos (e.g., EmbryoGlue®).  Prior authorization is required when 
this procedure code is used for infertility treatment and billed with ICD-10 
diagnosis codes N97.0-N97.9 and/or N46.01-N46.9.   

89251  Culture of oocyte(s)/embryo(s), less than 4 days; with co-culture of 
oocyte(s)/embryos  
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Appendix:  Policy History 
 
Disclaimer Information:  
Plan refers to Boston Medical Center Health Plan, Inc. which operates under the trade name WellSense 
Health Plan. Medical Policies are the Plan’s guidelines for determining the medical necessity of certain 
services or supplies for purposes of determining coverage. These Policies may also describe when a 
service or supply is considered experimental or investigational, or cosmetic. In making coverage 
decisions, the Plan uses these guidelines and other Plan Policies, as well as the Member’s benefit 
document, and when appropriate, coordinates with the Member’s health care Providers to consider the 
individual Member’s health care needs.  
   
Plan Policies are developed in accordance with applicable state and federal laws and regulations, and 
accrediting organization standards (including NCQA). Medical Policies are also developed, as 
appropriate, with consideration of the medical necessity definitions in various Plan products, review of 
current literature, consultation with practicing Providers in the Plan’s service area who are medical 
experts in the particular field, and adherence to FDA and other government agency policies.  
Applicable state or federal mandates, as well as the Member’s benefit document, take precedence over 
these guidelines. Policies are reviewed and updated on an annual basis, or more frequently as needed. 
Treating providers are solely responsible for the medical advice and treatment of Members.  
 
The use of this Policy is neither a guarantee of payment nor a final prediction of how a specific claim(s) 
will be adjudicated. Reimbursement is based on many factors, including member eligibility and benefits 
on the date of service; medical necessity; utilization management guidelines (when applicable); 
coordination of benefits; adherence with applicable Plan policies and procedures; clinical coding 
criteria; claim editing logic; and the applicable Plan – Provider agreement.  
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