NORTH DAKOTA MEDICAID
DME Purchase Code Limits and Restrictions
Effective 07/1/2018

Code
Yellow Service
represents Authorization
rate changes If Yes, check related
. policy for other .
effect/ve required documents to Quantlty
1-1-2019 Description be submitted. Allowed
A4206 SYRINGE WITH NEEDLE, STERILE 1CC, EACH No 60 Per Month
A4207 SYRINGE WITH NEEDLE, STERILE 2CC, EACH No 60 Per Month
A4208 SYRINGE WITH NEEDLE, STERILE 3CC, EACH No 60 Per Month
A4209 SYRINGE WITH NEEDLE, STERILE 5CC OR GREATER No 150 Per Month
A4212 NON-CORING NEEDLE OR STYLET WITH OR WITHO No 60 Per Month
A4213 SYRINGE, STERILE, 20 CC OR GREATER, EACH No 50 Per Month
A4215 NEEDLE, STERILE, ANY SIZE, EACH No 60 Per Month
A4216 STERILE WATER/SALINE, 10 ML No 20 Per Month
A4217 STERILE WATER/SALINE, 500 ML No 35 Per Month
A4220 REFILL KIT FOR IMPLANTABLE INFUSION PUMP No 5 Per Month
SUPPLIES FOR MAINTENANCE OF NON-INSULIN
DRUG INFUSION CATHETER, PER WEEK (LIST
A4221 DRUGS SEPARATELY Yes 4 Per Month

Nursing Home
Responsibility

Swing Bed
Responsibility

ICF/1ID
Responsibility

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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INFUSION PUMP, PER CASSETTE OR BAG (LIST
A4222 DRUGS SEPARATELY) Yes 60 Per Month

SUPPLIES FOR MAINTENANCE OF NON-INSULIN
DRUG INFUSION CATHETER, PER WEEK (LIST

A4224 DRUGS SEPARATELY) Yes 4 Per Month
SUPPLIES FOR EXTERNAL INSULIN INFUSION

A4225 PUMP, SYRINGE TYPE CARTRIDGE, STERILE, EACH Yes 30 Per Month
INFUSION SET FOR EXTERNAL INSULIN PUMP,

A4230 NON NEEDLE CANNULA TYPE Yes 30 Per Month
INFUSION SET FOR EXTERNAL INSULIN PUMP,

A4231 NEEDLE TYPE Yes 24 Per Month
SYRINGE WITH NEEDLE FOR EXTERNAL INSULIN

A4232 PUMP, STERILE, 3CC Yes 15 Per Month

REPLACEMENT BATTERY, ALKALINE (OTHER THAN
J CELL), FOR USE WITH MEDICALLY NECESSARY
A4233 HOME BLOOD GLUCOSE MONITOR OWNED BY No 5 Per Year

REPLACEMENT BATTERY, ALKALINE , J CELL, FOR
USE WITH MEDICALLY NECESSARY HOME BLOOD
A4234 GLUCOSE MONITOR OWNED BY PATIENT. EACH No 5 Per Year

REPLACEMENT BATTERY, LITHIUM, FOR USE
WITH MEDICALLY NECESSARY HOME BLOOD
A4235 GLUCOSE MONITOR OWNED BY PATIENT, EACH No 5 Per Year

REPLACEMENT BATTERY, SILVER OXIDE, FOR USE
WITH MEDICALLY NECESSARY HOME BLOOD
A4236 GLUCOSE MONITOR OWNED BY PATIENT, EACH No 5 Per Year

A4244 ALCOHOL OR PEROXIDE, PER PINT No 1 Per Month

A4245 ALCOHOL WIPES, PER BOX No 2 Per Month

A4246 BETADINE OR PHISOHEX SOLUTION, PER PINT No 5 Per Month

A4247 BETADINE OR IODINE SWABS/WIPES, PER BOX No 2 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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PRECISION XTRA BETA KETONE TEST STRIPS 10
CT. (NDC 57599-0745-01) REIMBURSED THRU
A4252 PHARMACY ONLY- PER STRIP No 10 Per Month

BLOOD GLUCOSE TEST OR REAGENT STRIPS FOR
HOME BLOOD GLUCOSE MONITOR, PER 50

A4253 STRIPS No 3 Per Month
PLATFORMS FOR HOME BLOOD GLUCOSE

A4255 MONITOR, 50 PER BOX No 2 Per Month
NORMAL, LOW AND HIGH CALIBRATOR

A4256 SOLUTION / CHIPS No 1 Per Month
REPLACEMENT LENS SHIELD CARTRIDGE FOR USE

A4257 WITH LASER SKIN PIERCING DEVICE, EACH No 1 Per 6 Months

A4258 SPRING-POWERED DEVICE FOR LANCET, EACH No 1 Per 6 Months

A4259 LANCETS, PER BOX OF 100 No 2 Per Month

A4261 CERVICAL CAP FOR CONTRACEPTIVE USE No 1 Per Year

A4266 DIAPHRAGM FOR CONTRACEPTIVE USE No 1 Per Year

A4267 CONTRACEPTIVE SUPPLY, CONDOM, MALE, EACH No 30 Per Month
CONTRACEPTIVE SUPPLY, CONDOM, FEMALE,

A4268 EACH No 30 Per Month
CONTRACEPTIVE SUPPLY, SPERMICIDE (E.G.,

A4269 FOAM, GEL), EACH No 1 Per Month

INSERTION TRAY WITHOUT DRAINAGE BAG AND
A4310 WITHOUT CATHETER (ACCESSORIES ONLY) No 1 Per Month

INSERTION TRAY WITHOUT DRAINAGE BAG WITH
INDWELLING CATHETER, FOLEY TYPE, TWO-WAY
LATEX WITH COATING (TEFLON, SILICONE,

A4311 SILICONE ELASTOMER OR HYDROPHILIC, ETC.) No 1 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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INSERTION TRAY WITHOUT DRAINAGE BAG WITH
INDWELLING CATHETER, FOLEY TYPE, TWO-WAY,
A4312 ALL SILICONE No 1 Per Month

INSERTION TRAY WITHOUT DRAINAGE BAG WITH
INDWELLING CATHETER, FOLEY TYPE, THREE-
A4313 WAY, FOR CONTINUOUS IRRIGATION No 1 Per Month

INSERTION TRAY WITH DRAINAGE BAG WITH
INDWELLING CATHETER, FOLEY TYPE, TWO-WAY
LATEX WITH COATING (TEFLON, SILICONE,
A4314 SILICONE ELASTOMER OR HYDROPHILIC, ETC.) No 1 Per Month

INSERTION TRAY WITH DRAINAGE BAG WITH
INDWELLING CATHETER, FOLEY TYPE, TWO-WAY,
A4315 ALL SILICONE No 1 Per Month

INSERTION TRAY WITH DRAINAGE BAG WITH
INDWELLING CATHETER, FOLEY TYPE, THREE-

A4316 WAY, FOR CONTINUOUS IRRIGATION No 1 Per Month
IRRIGATION TRAY WITH BULB OR PISTON

A4320 SYRINGE, ANY PURPOSE No 3 Per Month

A4322 IRRIGATION SYRINGE, BULB OR PISTON, EACH No 2 Per Month

MALE EXTERNAL CATHETER SPECIALTY TYPE

A4326 WITH INTEGRAL COLLECTION CHAMBER, EACH No 2 Per Month
FEMALE EXTERNAL URINARY COLLECTION

A4327 DEVICE; METAL CUP, EACH No 1 Per Month
FEMALE EXTERNAL URINARY COLLECTION

A4328 DEVICE; POUCH, EACH No 12 Per Month
PERIANAL FECAL COLLECTION POUCH WITH

A4330 ADHESIVE, EACH No 31 Per Month

EXTENSION DRAINAGE TUBING, ANY TYPE, ANY

LENGTH, WITH CONNECTOR/ADAPTOR, FOR USE
WITH URINARY LEG BAG OR UROSTOMY POUCH,
A4331 EACH No 1 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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A4332 LUBRICANT, INDIVIDUAL STERILE PACKET, EACH No 180 Per Month
URINARY CATHETER ANCHORING DEVICE,

A4333 ADHESIVE SKIN ATTACHMENT, EACH No 15 Per Month
URINARY CATHETER ANCHORING DEVICE, LEG

A4334 STRAP, EACH No 1 Per Month

A4335 INCONTINENCE SUPPLY; MISCELLANEOUS Yes Varies

INDWELLING CATHETER; FOLEY TYPE, TWO-WAY
LATEX WITH COATING (TEFLON, SILICONE,
SILICONE ELASTOMER, OR HYDROPHILIC, ETC.),

A4338 EACH No 1 Per Month
INDWELLING CATHETER; SPECIALTY TYPE, EG;

A4340 COUDE, MUSHROOM, WING, ETC.), EACH No 1 Per Month
INDWELLING CATHETER, FOLEY TYPE, TWO-WAY,

A4344 ALL SILICONE, EACH No 1 Per Month
INDWELLING CATHETER; FOLEY TYPE, THREE WAY

A4346 FOR CONTINUOUS IRRIGATION, EACH No 1 Per Month
MALE EXTERNAL CATHETER, WITH OR WITHOUT

A4349 ADHESIVE, DISPOSABLE, EACH No 31 Per Month

INTERMITTENT URINARY CATHETER; STRAIGHT
TIP, WITH OR WITHOUT COATING (TEFLON,
SILICONE, SILICONE ELASTOMER, OR

A4351 HYDROPHILIC, ETC.), EACH No 180 Per Month
(CURVED) TIP, WITH OR WITHOUT COATING

A4352 (TEFLON, SILICONE, SILICONE ELASTOMERIC, OR No 180 Per Month
INTERMITTENT URINARY CATHETER, WITH

A4353 INSERTION SUPPLIES No 180 Per Month
INSERTION TRAY WITH DRAINAGE BAG BUT

A4354 WITHOUT CATHETER No 1 Per Month
BLADDER IRRIGATION THROUGH A THREE-WAY

A4355 INDWELLING FOLEY CATHETER, EACH No 3 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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DEVICE (NOT TO BE USED FOR CATHETER
A4356 CLAMP), EACH No 1 Per 3 Months

BEDSIDE DRAINAGE BAG, DAY OR NIGHT, WITH
OR WITHOUT ANTI-REFLUX DEVICE, WITH OR
A4357 WITHOUT TUBE, EACH No 2 Per Month

URINARY DRAINAGE BAG, LEG OR ABDOMEN,
VINYL, WITH OR WITHOUT TUBE, WITH STRAPS,
A4358 EACH No 2 Per Month

A4361 OSTOMY FACEPLATE, EACH No 3 Per 6 Months

SKIN BARRIER; SOLID, 4 X 4 OR EQUIVALENT;

A4362 EACH No 20 Per Month
OSTOMY CLAMP, ANY TYPE, REPLACEMENT

A4363 ONLY, EACH No 2 Per Month

A4364 ADHESIVE, LIQUID OR EQUAL, ANY TYPE, PER Oz No 4 Per Month

A4366 OSTOMY VENT, ANY TYPE, EACH No 20 Per Month

A4367 OSTOMY BELT, EACH No 1 Per Month

A4368 OSTOMY FILTER, ANY TYPE, EACH No 31 Per Month
OSTOMY SKIN BARRIER, LIQUID (SPRAY, BRUSH,

A4369 ETC), PER OZ No 2 Per Month

10 Every 6
A4371 OSTOMY SKIN BARRIER, POWDER, PER OZ No Months

OSTOMY SKIN BARRIER, SOLID 4X4 OR
EQUIVALENT, STANDARD WEAR, WITH BUILT-IN
A4372 CONVEXITY, EACH No 31 Per Month

OSTOMY SKIN BARRIER, WITH FLANGE (SOLID,
FLEXIBLE OR ACCORDIAN), WITH BUILT-IN
A4373 CONVEXITY, ANY SIZE, EACH No 31 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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OSTOMY POUCH, DRAINABLE, WITH FACEPLATE

A4375 ATTACHED, PLASTIC, EACH No 10 Per Month
OSTOMY POUCH, DRAINABLE, WITH FACEPLATE

A4376 ATTACHED, RUBBER, EACH No 2 Per Month
OSTOMY POUCH, DRAINABLE, FOR USE ON

A4377 FACEPLATE, PLASTIC, EACH No 10 Per Month
OSTOMY POUCH, DRAINABLE, FOR USE ON

A4378 FACEPLATE, RUBBER, EACH No 1 Per Month
OSTOMY POUCH, URINARY, WITH FACEPLATE

A4379 ATTACHED, PLASTIC, EACH No 10 Per Month
OSTOMY POUCH, URINARY, WITH FACEPLATE

A4380 ATTACHED, RUBBER, EACH No 1 Per Month
OSTOMY POUCH, URINARY, FOR USE ON

A4381 FACEPLATE, PLASTIC, EACH No 10 Per Month
OSTOMY POUCH, URINARY, FOR USE ON

A4382 FACEPLATE, HEAVY PLASTIC, EACH No 1 Per Month
OSTOMY POUCH, URINARY, FOR USE ON

A4383 FACEPLATE, RUBBER, EACH No 1 Per Month
OSTOMY FACEPLATE EQUIVALENT, SILICONE

A4384 RING, EACH No 6 Per Month

OSTOMY SKIN BARRIER, SOLID 4X4 OR
EQUIVALENT, EXTENDED WEAR, WITHOUT BUILT-
A4385 IN CONVEXITY, EACH No 25 Per Month

OSTOMY POUCH, CLOSED, WITH BARRIER
ATTACHED, WITH BUILT-IN CONVEXITY (1 PIECE),
A4387 EACH No 20 Per Month

OSTOMY POUCH, DRAINABLE, WITH EXTENDED

A4388 WEAR BARRIER ATTACHED, (1 PIECE), EACH No 20 Per Month
ATTACHED, WITH BUILT-IN CONVEXITY (1 PIECE),
A4389 EACH No 20 Per Month

OSTOMY POUCH, DRAINABLE, WITH EXTENDED
WEAR BARRIER ATTACHED, WITH BUILT-IN
A4390 CONVEXITY (1 PIECE), EACH No 20 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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OSTOMY POUCH, URINARY, WITH EXTENDED
A4391 WEAR BARRIER ATTACHED (1 PIECE), EACH No 20 Per Month
OSTOMY POUCH, URINARY, WITH STANDARD
WEAR BARRIER ATTACHED, WITH BUILT-IN
A4392 CONVEXITY (1 PIECE), EACH No 20 Per Month
OSTOMY POUCH, URINARY, WITH EXTENDED
WEAR BARRIER ATTACHED, WITH BUILT-IN
A4393 CONVEXITY (1 PIECE), EACH No 20 Per Month
OSTOMY DEODORANT FOR USE IN OSTOMY
A4394 POUCH, LIQUID, PER FLUID OUNCE No 15 Per Month
OSTOMY DEODORANT FOR USE IN OSTOMY
A4395 POUCH, SOLID, PER TABLET No 31 Per Month
OSTOMY BELT WITH PERISTOMAL HERNIA
A4396 SUPPORT No 3 Per Year
A4397 IRRIGATION SUPPLY; SLEEVE, EACH No 4 Per Month
2 Every 6
A4398 OSTOMY IRRIGATION SUPPLY; BAG, EACH No Months
OSTOMY IRRIGATION SUPPLY; CONE/CATHETER, 2 Every 6
A4399 WITH OR WITHOUT BRUSH No Months
A4400 OSTOMY IRRIGATION SET No 31 Per Month
A4402 LUBRICANT, PER OUNCE No 12 Per Month
A4404 OSTOMY RING, EACH No 10 Per Month
OSTOMY SKIN BARRIER, NON-PECTIN BASED,
A4405 PASTE, PER OUNCE No 4 Per Month
OSTOMY SKIN BARRIER, PECTIN-BASED, PASTE,
A4406 PER OUNCE No 4 Per Month
OSTOMY SKIN BARRIER, WITH FLANGE (SOLID,
FLEXIBLE, OR ACCORDION), EXTENDED WEAR,
WITH BUILT-IN CONVEXITY, 4 X 4 INCHES OR
A4407 SMALLER, EACH No 20 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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OSTOMY SKIN BARRIER, WITH FLANGE (SOLID,
FLEXIBLE OR ACCORDION), EXTENDED WEAR,
WITH BUILT-IN CONVEXITY, LARGER THAN 4 X 4
A4408 INCHES, EACH No 20 Per Month

OSTOMY SKIN BARRIER, WITH FLANGE (SOLID,
FLEXIBLE OR ACCORDION), EXTENDED WEAR,
WITHOUT BUILT-IN CONVEXITY, 4 X 4 INCHES OR
A4409 SMALLER, EACH No 20 Per Month

FLEXIBLE OR ACCORDION), EXTENDED WEAR,
WITHOUT BUILT-IN CONVEXITY, LARGER THAN 4
A4410 X 4 INCHES, EACH No 20 Per Month

OSTOMY SKIN BARRIER, SOLID 4X4 OR
EQUIVALENT, EXTENDED WEAR, WITH BUILT-IN
A4411 CONVEXITY, EACH No 20 Per Month

OSTOMY POUCH, DRAINABLE, HIGH OUTPUT,
FOR USE ON A BARRIER WITH FLANGE (2 PIECE
A4412 SYSTEM), WITHOUT FILTER, EACH No 20 Per Month

OSTOMY POUCH, DRAINABLE, HIGH OUTPUT,
FOR USE ON A BARRIER WITH FLANGE (2 PIECE
A4413 SYSTEM), WITH FILTER, EACH No 20 Per Month

OSTOMY SKIN BARRIER, WITH FLANGE (SOLID,
FLEXIBLE OR ACCORDION), WITHOUT BUILT-IN
A4414 CONVEXITY, 4 X 4 INCHES OR SMALLER, EACH No 20 Per Month

OSTOMY SKIN BARRIER, WITH FLANGE (SOLID,
FLEXIBLE OR ACCORDION), WITHOUT BUILT-IN

A4415 CONVEXITY, LARGER THAN 4X4 INCHES, EACH No 20 Per Month
OSTOMY POUCH, CLOSED, WITH BARRIER

A4416 ATTACHED, WITH FILTER (1 PIECE), EACH No 31 Per Month
ATTACHED, WITH BUILT-IN CONVEXITY, WITH

A4417 FILTER (1 PIECE), EACH No 31 Per Month
OSTOMY POUCH, CLOSED; WITHOUT BARRIER

A4418 ATTACHED, WITH FILTER (1 PIECE), EACH No 31 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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OSTOMY POUCH, CLOSED; FOR USE ON BARRIER
WITH NON-LOCKING FLANGE, WITH FILTER (2
A4419 PIECE), EACH No 30 Per Month

A4421 OSTOMY SUPPLY; MISCELLANEOUS Yes Varies

OSTOMY ABSORBENT MATERIAL
(SHEET/PAD/CRYSTAL PACKET) FOR USE IN
OSTOMY POUCH TO THICKEN LIQUID STOMAL
A4422 OUTPUT, EACH No 31 Per Month

OSTOMY POUCH, CLOSED; FOR USE ON BARRIER
WITH LOCKING FLANGE, WITH FILTER (2 PIECE),

A4423 EACH No 20 Per Month
OSTOMY POUCH, DRAINABLE, WITH BARRIER
A4424 ATTACHED, WITH FILTER (1 PIECE), EACH No 20 Per Month

OSTOMY POUCH, DRAINABLE; FOR USE ON
BARRIER WITH NON-LOCKING FLANGE, WITH
A4425 FILTER (2 PIECE SYSTEM), EACH No 20 Per Month

OSTOMY POUCH, DRAINABLE; FOR USE ON
BARRIER WITH LOCKING FLANGE (2 PIECE
A4426 SYSTEM), EACH No 20 Per Month

OSTOMY POUCH, DRAINABLE; FOR USE ON
BARRIER WITH LOCKING FLANGE, WITH FILTER (2
A4427 PIECE SYSTEM), EACH No 20 Per Month

OSTOMY POUCH, URINARY, WITH EXTENDED
WEAR BARRIER ATTACHED, WITH FAUCET-TYPE
A4428 TAP WITH VALVE (1 PIECE), EACH No 20 Per Month

OSTOMY POUCH, URINARY, WITH BARRIER
ATTACHED, WITH BUILT-IN CONVEXITY, WITH
A4429 FAUCET-TYPE TAP WITH VALVE (1 PIECE), EACH No 20 Per Month

OSTOMY POUCH, URINARY, WITH EXTENDED
WEAR BARRIER ATTACHED, WITH BUILT-IN
CONVEXITY, WITH FAUCET-TYPE TAP WITH VALVE
A4430 (1 PIECE), EACH No 15 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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OSTOMY POUCH, URINARY; WITH BARRIER
ATTACHED, WITH FAUCET-TYPE TAP WITH VALVE
A4431 (1 PIECE), EACH No 20 Per Month

OSTOMY POUCH, URINARY; FOR USE ON BARRIER
WITH NON-LOCKING FLANGE, WITH FAUCET-
A4432 TYPE TAP WITH VALVE (2 PIECE), EACH No 20 Per Month

OSTOMY POUCH, URINARY; FOR USE ON BARRIER
A4433 WITH LOCKING FLANGE (TWO PIECE), EACH No 20 Per Month

OSTOMY POUCH, URINARY; FOR USE ON BARRIER
WITH LOCKING FLANGE , WITH FAUCET-TYPE TAP

A4434 WITH VALVE (TWO PIECE), EACH No 20 Per Month
TAPE, NON-WATERPROOF, PER 18 SQUARE

A4450 INCHES No 40 Per Month

A4452 TAPE, WATERPROOF, PER 18 SQUARE INCHES No 40 Per Month

ADHESIVE REMOVER OR SOLVENT (FOR TAPE,

A4455 CEMENT OR OTHER ADHESIVE), PER OUNCE No 8 Per Month

A4456 ADHESIVE REMOVER, WIPES , ANY TYPE, EACH No 50 Per Month
TRACHEOSTOMA FILTER, ANY TYPE, ANY SIZE,

A4481 EACH No 31 Per Month
MOISTURE EXCHANGER, DISPOSABLE, FOR USE

A4483 WITH INVASIVE MECHANICAL VENTILATION Yes 31 Per Month
INCONTINENCE GARMENT, ANY TYPE, (E.G.

A4520 BRIEF, DIAPER), EACH No if < 180 180 Per Month

A4554 DISPOSABLE UNDERPADS, ALL SIZES No if <70 70 Per Month

A4556 ELECTRODES, (E.G., APNEA MONITOR), PER PAIR No 2 Per Month

A4557 LEAD WIRES, (E.G., APNEA MONITOR), PER PAIR No 1 Per Year

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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A4558 CONDUCTIVE PASTE OR GEL No 1 Per Month

A4561 PESSARY, RUBBER, ANY TYPE No 4 Per Year

A4562 PESSARY, NON RUBBER, ANY TYPE No 4 Per Year

A4565 SLINGS No 2 Per Year

A4570 SPLINT No 2 Per Year
ELECTRICAL STIMULATOR SUPPLIES, 2 LEAD, PER

A4595 MONTH, (E.G. TENS, NMES) No 2 Per Month

TUBING WITH INTEGRATED HEATING ELEMENT
FOR USE WITH POSITIVE AIRWAY PRESSURE

A4604 DEVICE No 1 Per 3 Months
TRACHEAL SUCTION CATHETER, CLOSED SYSTEM,

A4605 EACH No 15 Per Month
OXYGEN PROBE FOR USE WITH OXIMETER

A4606 DEVICE, REPLACEMENT No 1 Per Month

A4608 TRANSTRACHEAL OXYGEN CATHETER, EACH No 1 Per 3 Months
BATTERY, HEAVY DUTY; REPLACEMENT FOR

A4611 PATIENT OWNED VENTILATOR No 1 Per 5 Years
BATTERY CABLES; REPLACEMENT FOR PATIENT-

A4612 OWNED VENTILATOR No 1 Per 5 Years
BATTERY CHARGER; REPLACEMENT FOR PATIENT-

A4613 OWNED VENTILATOR No 1 Per 5 Years
PEAK EXPIRATORY FLOW RATE METER, HAND

A4614 HELD No 1 Per 6 Months

A4615 CANNULA, NASAL No 6 Per Month

A4616 TUBING (OXYGEN), PER FOOT No 60 Per Year

A4617 MOUTH PIECE No 12 Per Year

A4618 BREATHING CIRCUITS No 15 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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A4619 FACE TENT No 12 Per Year

A4620 VARIABLE CONCENTRATION MASK No 12 Per Year

A4623 TRACHEOSTOMY, INNER CANNULA No 35 Per Month
TRACHEAL SUCTION CATHETER, ANY TYPE OTHER

A4624 THAN CLOSED SYSTEM, EACH No 12 Per Month
TRACHEOSTOMY CARE KIT FOR NEW

A4625 TRACHEOSTOMY No 1 Per Month

A4626 TRACHEOSTOMY CLEANING BRUSH, EACH No 2 Per Month

SPACER, BAG OR RESERVOIR, WITH OR WITHOUT

A4627 MASK, FOR USE WITH METERED DOSE INHALER No 8 Per Year

A4628 OROPHARYNGEAL SUCTION CATHETER, EACH No 12 Per Month
TRACHEOSTOMY CARE KIT FOR ESTABLISHED

A4629 TRACHEOSTOMY No 31 Per Month

REPLACEMENT BATTERIES, MEDICALLY
NECESSARY, TRANSCUTANEOUS ELECTRICAL

A4630 STIMULATOR, OWNED BY PATIENT Yes 2 Per 6 Months
REPLACEMENT BULB FOR THERAPEUTIC LIGHT

A4634 BOX, TABLETOP MODEL Yes 1 Per Year

A4635 UNDERARM PAD, CRUTCH, REPLACEMENT, EACH Yes 2 Per Year
REPLACEMENT, HANDGRIP, CANE, CRUTCH, OR

A4636 WALKER, EACH Yes 4 Per Year
REPLACEMENT, TIP, CANE, CRUTCH, WALKER,

A4637 EACH. Yes 4 Per Year

REPLACEMENT PAD FOR USE WITH MEDICALLY
NECESSARY ALTERNATING PRESSURE PAD

A4640 OWNED BY PATIENT Yes 1 Per Year
SPHYGMOMANOMETER/BLOOD PRESSURE
A4660 APPARATUS WITH CUFF AND STETHOSCOPE No 1 Per 5 Years

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.



NORTH DAKOTA MEDICAID
DME Purchase Code Limits and Restrictions
Effective 07/1/2018

A4663 BLOOD PRESSURE CUFF ONLY No 1 Per 5 Year

A4670 AUTOMATIC BLOOD PRESSURE MONITOR No 1 Per 5 Years
OSTOMY POUCH, CLOSED; WITH BARRIER

A5051 ATTACHED (1 PIECE), EACH No 60 Per Month
OSTOMY POUCH, CLOSED; WITHOUT BARRIER

A5052 ATTACHED (1 PIECE), EACH No 60 Per Month
OSTOMY POUCH, CLOSED; FOR USE ON

A5053 FACEPLATE, EACH No 60 Per Month
OSTOMY POUCH, CLOSED; FOR USE ON BARRIER

A5054 WITH FLANGE (2 PIECE), EACH No 60 Per Month

A5055 STOMA CAP No 31 Per Month

OSTOMY POUCH, DRAINABLE, WITH EXTENDED
WEAR BARRIER ATTACHED, WITH FILTER, (1
A5056 PIECE), EACH No 20 Per Month

OSTOMY POUCH, DRAINABLE, WITH EXTENDED
WEAR BARRIER ATTACHED, WITH BUILT IN

A5057 CONVEXITY, WITH FILTER, (1 PIECE), EACH No 20 Per Month
OSTOMY POUCH, DRAINABLE; WITH BARRIER

A5061 ATTACHED, (1 PIECE), EACH No 20 Per Month
OSTOMY POUCH, DRAINABLE; WITHOUT BARRIER

A5062 ATTACHED (1 PIECE), EACH No 20 Per Month
OSTOMY POUCH, DRAINABLE; FOR USE ON

A5063 BARRIER WITH FLANGE (2 PIECE SYSTEM), EACH No 20 Per Month
OSTOMY POUCH, URINARY; WITH BARRIER

A5071 ATTACHED (1 PIECE), EACH No 20 Per Month
OSTOMY POUCH, URINARY; WITHOUT BARRIER

A5072 ATTACHED (1 PIECE), EACH No 20 Per Month
OSTOMY POUCH, URINARY; FOR USE ON BARRIER

A5073 WITH FLANGE (2 PIECE), EACH No 20 Per Month

A5081 STOMA PLUG OR SEAL, ANY TPYE No 31 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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CONTINENT DEVICE; CATHETER FOR CONTINENT
A5082 STOMA No 1 Per Month

A5093 OSTOMY ACCESSORY; CONVEX INSERT No 10 Per Month

BEDSIDE DRAINAGE BOTTLE WITH OR WITHOUT
A5102 TUBING, RIGID OR EXPANDABLE, EACH No 1 Per Quarter

URINARY SUSPENSORY; WITH LEG BAG, WITH OR
A5105 WITHOUT TUBE No 3 Per Month

URINARY DRAINAGE BAG, LEG OR ABDOMEN,
LATEX, WITH OUR WITHOUT TUBE, WITH STRAPS,

A5112 EACH No 1 Per Month

A5113 LEG STRAP; LATEX, REPLACEMENT ONLY, PER SET No 1 Per Month
LEG STRAP; FOAM OR FABRIC, REPLACEMENT

A5114 ONLY, PER SET No 2 Per Month

A5120 SKIN BARRIER, WIPES OR SWABS, EACH No 20 Per Month
SKIN BARRIER; SOLID, 6 X 6 OR EQUIVALENT,

A5121 EACH No 20 Per Month
SKIN BARRIER; SOLID, 8 X 8 OR EQUIVALENT,

A5122 EACH No 20 Per Month
ADHESIVE OR NON-ADHESIVE; DISK OR FOAM

A5126 PAD No 20 Per Month
APPLIANCE CLEANER, INCONTINENCE AND

A5131 OSTOMY APPLIANCES, PER 16 OZ. No 1 Per Month

PERCUTANEOUS CATHETER/TUBE ANCHORING
A5200 DEVICE, ADHESIVE SKIN ATTACHMENT No 3 Per Month

FOR DIABETICS ONLY, FITTING (INCLUDING
FOLLOW-UP), CUSTOM PREPARATION AND
SUPPLY OF OFF-THE-SHELF DEPTH-INLAY SHOE
MANUFACTURED TO ACCOMMODATE MULTI-
A5500 DENSITY INSERT'S), PER SHOE. Yes 2 Per Year

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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FOR DIABETICS ONLY, FITTING (INCLUDING
FOLLOW-UP), CUSTOM PREPARATION AND
SUPPLY OF SHOE MOLDED FROM CAST(S) OF
PATIENT'S FOOT (CUSTOM MOLDED SHOE), PER
A5501 SHOE Yes 2 Per Year

FOR DIABETICS ONLY, MODIFICATION
(INCLUDING FITTING) OF OFF-THE-SHELF DEPTH-
INLAY SHOE OR CUSTOM-MOLDED SHOE WITH
A5503 ROLLER OR RIGID ROCKER BOTTOM, PER SHOE Yes 2 Per Year

FOR DIABETICS ONLY, MODIFICATION
(INCLUDING FITTING) OF OFF-THE-SHELF DEPTH-
INLAY SHOE OR CUSTOM-MOLDED SHOE WITH
A5504 WEDGE(S), PER SHOE Yes 2 Per Year

FOR DIABETICS ONLY, MODIFICATION
(INCLUDING FITTING) OF OFF-THE-SHELF DEPTH-
INLAY SHOE OR CUSTOM-MOLDED SHOE WITH
A5505 METATARSAL BAR, PER SHOE Yes 2 Per Year

FOR DIABETICS ONLY, MODIFICATION
(INCLUDING FITTING) OF OFF-THE-SHELF DEPTH-
INLAY SHOE OR CUSTOM-MOLDED SHOE WITH
A5506 OFF-SET HEEL(S), PER SHOE Yes 2 Per Year

FOR DIABETICS ONLY, NOT OTHERWISE SPECIFIED
MODIFICATION (INCLUDING FITTING) OF OFF-
THE-SHELF DEPTH-INLAY SHOE OR CUSTOM-
A5507 MOLDED SHOE, PER SHOE Yes 2 Per Year

FOR DIABETICS ONLY, MULTIPLE DENSITY INSERT,
DIRECT FORMED, MOLDED TO FOOT AFTER EXT.
A5512 HEAT SOURCE, PREFAB, EACH Yes 6 Per Year

FOR DIABETICS ONLY, MULTIPLE DENSITY INSERT,
CUSTOM MOLDED FROM MODEL OF PATIENT'S

A5513 FOOT, CUSTOM FABRICATED, EACH Yes 2 Per Year
COLLAGEN BASED WOUND FILLER, DRY FORM,
A6010 PER GRAM OF COLLAGEN No 31 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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COLLAGEN BASED WOUND FILLER, GEL/PASTE,

A6011 PER GRAM OF COLLAGEN No 30 Per Month
COLLAGEN DRESSING, STERILE SIZE 16 SQ. IN. OR
A6021 LESS, EACH No 10 Per Month

COLLAGEN DRESSING, STERILE, SIZE MORE THAN
16 SQ. IN. BUT LESS THAN OR EQUAL TO 48 SQ.

A6022 IN., EACH No 10 Per Month
COLLAGEN DRESSING, STERILE, SIZE MORE THAN

A6023 48 SQ. IN., EACH No 10 Per Month
COLLAGEN DRESSING WOUND FILLER, PER 6

A6024 INCHES No 10 Per Month

A6154 WOUND POUCH, EACH No 15 Per Month

ALGINATE OR OTHER FIBER GELLING DRESSING,
WOUND COVER, PAD SIZE 16 SQ. IN. OR LESS,
A6196 EACH DRESSING No 35 Per Month

ALGINATE OR OTHER FIBER GELLING DRESSING,
WOUND COVER, PAD SIZE MORE THAN 16 SQ. IN.
BUT LESS THAN OR EQUAL TO 48 SQ. IN., EACH
A6197 DRESSING No 35 Per Month

ALGINATE OR OTHER FIBER GELLING DRESSING,
A6199 WOUND FILLER, PER 6 INCHES No 35 Per Month

COMPOSITE DRESSING, PAD SIZE 16 SQ. IN. OR
LESS, WITH ANY SIZE ADHESIVE BORDER, EACH
A6203 DRESSING No 15 Per Month

COMPOSITE DRESSING, PAD SIZE MORE THAN 16
SQ. IN. BUT LESS THAN OR EQUAL TO 48 SQ. IN.,
WITH ANY SIZE ADHESIVE BORDER, EACH

A6204 DRESSING No 15 Per Month

CONTACT LAYER, MORE THAN 16 SQ. IN. BUT
LESS THAN OR EQUAL TO 48 SQ. IN., EACH
A6207 DRESSING No 15 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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FOAM DRESSING, WOUND COVER, PAD SIZE 16
SQ. IN. OR LESS, WITHOUT ADHESIVE BORDER,
A6209 EACH DRESSING No 15 Per Month

FOAM DRESSING, WOUND COVER, PAD SIZE
MORE THAN 16 SQ. IN. BUT LESS THAN OR
EQUALTO 48 SQ. IN., WITHOUT ADHESIVE
A6210 BORDER, EACH DRESSING No 15 Per Month

FOAM DRESSING, WOUND COVER, PAD SIZE
MORE THAN 48 SQ. IN., WITHOUT ADHESIVE
A6211 BORDER, EACH DRESSING No 15 Per Month

FOAM DRESSING, WOUND COVER, PAD SIZE 16
A6212 SQ. IN. OR LESS, WITH ANY SIZE ADHESIVE No 15 Per Month

FOAM DRESSING, WOUND COVER, PAD SIZE
MORE THAN 16 SQ. IN. BUT LESS THAN OR
EQUALTO 48 SQ. IN., WITH ANY SIZE ADHESIVE
A6213 BORDER, EACH DRESSING No 15 Per Month

FOAM DRESSING, WOUND COVER, PAD SIZE
MORE THAN 48 SQ. IN., WITH ANY SIZE ADHESIVE
A6214 BORDER, EACH DRESSING No 15 Per Month

GAUZE, NON-IMPREGNATED, NON-STERILE, PAD
SIZE 16 SQ. IN. OR LESS, WITHOUT ADHESIVE
A6216 BORDER, EACH DRESSING No 60 Per Month

GAUZE, NON-IMPREGNATED, PAD SIZE 16 SQ. IN.
OR LESS, WITH ANY SIZE ADHESIVE BORDER,
A6219 EACH DRESSING No 60 Per Month

GAUZE, NON-IMPREGNATED, PAD SIZE MORE

THAN 16 SQ. IN. BUT LESS THAN OR EQUAL TO 48
SQ. IN., WITH ANY SIZE ADHESIVE BORDER, EACH
A6220 DRESSING No 60 Per Month

GAUZE, IMPREGNATED WITH OTHER THAN
WATER, NORMAL SALINE, OR HYDROGEL, PAD
SIZE 16 SQ. IN. OR LESS, WITHOUT ADHESIVE
A6222 BORDER, EACH DRESSING No 31 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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GAUZE, IMPREGNATED WITH OTHER THAN
WATER, NORMAL SALINE, OR HYDROGEL, PAD
SIZE MORE THAN 16 SQUARE INCHES, BUT LESS
THAN OR EQUAL TO 48 SQUARE INCHES,
A6223 WITHOUT ADHESIVE BORDER, EACH DRESSING No 31 Per Month

GAUZE, IMPREGNATED WITH OTHER THAN
WATER, NORMAL SALINE, OR HYDROGEL, PAD
SIZE MORE THAN 48 SQUARE INCHES, WITHOUT
A6224 ADHESIVE BORDER, EACH DRESSING No 31 Per Month

GAUZE, IMPREGNATED, WATER OR NORMAL
SALINE, PAD SIZE MORE THAT 16 SQ. IN. BUT
LESS THAN OR EQUAL TO 48 SQ. IN., WITHOUT
A6229 ADHESIVE BORDER, EACH DRESSING No 31 Per Month

GAUZE, IMPREGNATED, HYDROGEL, FOR DIRECT
WOUND CONTACT, PAD SIZE 16 SQ. IN. OR LESS,
A6231 EACH DRESSING No 31 Per Month

GAUZE, IMPREGNATED, HYDROGEL, FOR DIRECT
WOUND CONTACT, PAD SIZE GREATER THAN 16

SQ. IN., BUT LESS THAN OR EQUAL TO 48 SQ. IN.,
A6232 EACH DRESSING No 31 Per Month

GAUZE, IMPREGNATED, HYDROGEL FOR DIRECT
WOUND CONTACT, PAD SIZE MORE THAN 48 SQ.
A6233 IN., EACH DRESSING No 31 Per Month

HYDROCOLLOID DRESSING, WOUND COVER, PAD
SIZE 16 SQ. IN. OR LESS, WITHOUT ADHESIVE
A6234 BORDER, EACH DRESSING No 15 Per Month

HYDROCOLLOID DRESSING, WOUND COVER, PAD
SIZE MORE THAN 16 SQ. IN. BUT LESS THAN OR
EQUALTO 48 SQ. IN., WITHOUT ADHESIVE
A6235 BORDER, EACH DRESSING No 15 Per Month

HYDROCOLLOID DRESSING, WOUND COVER, PAD
SIZE MORE THAN 48 SQ. IN., WITHOUT ADHESIVE
A6236 BORDER, EACH DRESSING No 15 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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HYDROCOLLOID DRESSING, WOUND COVER, PAD
SIZE 16 SQ. IN. OR LESS, WITH ANY SIZE
A6237 ADHESIVE BORDER, EACH DRESSING No 15 Per Month

HYDROCOLLOID DRESSING, WOUND COVER, PAD
SIZE MORE THAN 16 SQ. IN. BUT LESS THAN OR
EQUALTO 48 SQ. IN., WITH ANY SIZE ADHESIVE

A6238 BORDER, EACH DRESSING No 15 Per Month
HYDROCOLLOID DRESSING, WOUND FILLER,

A6240 PASTE, PER FLUID OUNCE No 15 Per Month
HYDROCOLLOID DRESSING, WOUND FILLER, DRY

A6241 FORM, PER GRAM No 15 Per Month

HYDROGEL DRESSING, WOUND COVER, PAD SIZE
16 SQ. IN. OR LESS, WITHOUT ADHESIVE BORDER,
A6242 EACH DRESSING No 31 Per Month

HYDROGEL DRESSING, WOUND COVER, PAD SIZE
MORE THAN 16 SQ. IN. BUT LESS THAN OR
EQUALTO 48 SQ. IN., WITHOUT ADHESIVE
A6243 BORDER, EACH DRESSING No 31 Per Month

HYDROGEL DRESSING, WOUND COVER, PAD SIZE
MORE THAN 48 SQ. IN., WITHOUT ADHESIVE
A6244 BORDER, EACH DRESSING No 31 Per Month

HYDROGEL DRESSING, WOUND COVER, PAD SIZE
16 SQ. IN. OR LESS, WITH ANY SIZE ADHESIVE
A6245 BORDER, EACH DRESSING No 31 Per Month

HYDROGEL DRESSING, WOUND COVER, PAD SIZE
MORE THAN 16 SQ. IN. BUT LESS THAN OR
EQUALTO 48 SQ. IN., WITH ANY SIZE ADHESIVE
A6246 BORDER, EACH DRESSING No 31 Per Month

HYDROGEL DRESSING, WOUND COVER, PAD SIZE
MORE THAN 48 SQ. IN., WITH ANY SIZE ADHESIVE

A6247 BORDER, EACH DRESSING No 31 Per Month
HYDROGEL DRESSING, WOUND FILLER, GEL, PER
A6248 FLUID OUNCE No 31 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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SPECIALTY ABSORPTIVE DRESSING, WOUND
COVER, PAD SIZE 16 SQ. IN. OR LESS, WITHOUT
A6251 ADHESIVE BORDER, EACH DRESSING No 31 Per Month

SPECIALTY ABSORPTIVE DRESSING, WOUND
COVER, PAD SIZE MORE THAN 16 SQ. IN. BUT
LESS THAN OR EQUAL TO 48 SQ. IN., WITHOUT
A6252 ADHESIVE BORDER, EACH DRESSING No 31 Per Month

SPECIALTY ABSORPTIVE DRESSING, WOUND
COVER, PAD SIZE MORE THAN 48 SQ. IN.,
A6253 WITHOUT ADHESIVE BORDER, EACH DRESSING No 31 Per Month

SPECIALTY ABSORPTIVE DRESSING, WOUND
COVER, PAD SIZE 16 SQ. IN. OR LESS, WITH ANY
A6254 SIZE ADHESIVE BORDER, EACH DRESSING No 31 Per Month

SPECIALTY ABSORPTIVE DRESSING, WOUND
COVER, PAD SIZE MORE THAN 16 SQ. IN. BUT
LESS THAN OR EQUAL TO 48 SQ. IN., WITH ANY

A6255 SIZE ADHESIVE BORDER, EACH DRESSING No 31 Per Month
TRANSPARENT FILM, 16 SQ. IN. OR LESS, EACH
A6257 DRESSING No 15 Per Month

TRANSPARENT FILM, MORE THAN 16 SQ. IN. BUT
LESS THAN OR EQUAL TO 48 SQ. IN., EACH

A6258 DRESSING No 15 Per Month
TRANSPARENT FILM, MORE THAN 48 SQ. IN.,
A6259 EACH DRESSING No 15 Per Month

GAUZE, IMPREGNATED, OTHER THAN WATER,
NORMAL SALINE, OR ZINC PASTE, ANY WIDTH,
A6266 PER LINEAR YARD No 35 Per Month

GAUZE, NON-IMPREGNATED, STERILE, PAD SIZE
16 SQ. IN. OR LESS, WITHOUT ADHESIVE BORDER,
A6402 EACH DRESSING No 60 Per Month

GAUZE, NON-IMPREGNATED, STERILE, PAD SIZE
MORE THAN 16 SQ. IN. LESS THAN OR EQUAL TO
48 SQ. IN., WITHOUT ADHESIVE BORDER, EACH
A6403 DRESSING No 60 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.



NORTH DAKOTA MEDICAID
DME Purchase Code Limits and Restrictions
Effective 07/1/2018

GAUZE, NON-IMPREGNATED, STERILE, PAD SIZE
MORE THAN 48 SQ. IN., WITHOUT ADHESIVE

A6404 BORDER, EACH DRESSING No 60 Per Month
PACKING STRIPS, NON-IMPREGNATED, UP TO 2

A6407 INCHES IN WIDTH, PER LINEAR YARD No 60 Per Month

A6410 EYE PAD, STERILE, EACH No 31 Per Month

A6411 EYE PAD, NON-STERILE, EACH No 31 Per Month

PADDING BANDAGE, NON-ELASTIC, NON-
WOVEN/NON-KNITTED, WIDTH GREATER THAN
OR EQUAL TO THREE INCHES AND LESS THAN
A6441 FIVE INCHES, PER YARD No 4 Per Month

CONFORMING BANDAGE, NON-ELASTIC,
KNITTED/WOVEN, NON-STERILE, WIDTH LESS
A6442 THAN THREE INCHES, PER YARD No 4 Per Month

CONFORMING BANDAGE, NON-ELASTIC,
KNITTED/WOVEN, NON-STERILE, WIDTH
GREATER THAN OR EQUAL TO THREE INCHES
A6443 AND LESS THAN FIVE INCHES, PER YARD No 4 Per Month

CONFORMING BANDAGE, NON-ELASTIC,
KNITTED/WOVEN, NON-STERILE, WIDTH
GREATER THAN OR EQUAL TO 5 INCHES, PER
A6444 YARD No 4 Per Month

CONFORMING BANDAGE, NON-ELASTIC,
KNITTED/WOVEN, STERILE, WIDTH LESS THAN
A6445 THREE INCHES, PER YARD No 4 Per Month

CONFORMING BANDAGE, NON-ELASTIC,

KNITTED/WOVEN, STERILE, WIDTH GREATER
THAN OR EQUAL TO THREE INCHES AND LESS
A6446 THAN FIVE INCHES, PER YARD No 4 Per Month

CONFORMING BANDAGE, NON-ELASTIC,
KNITTED/WOVEN, STERILE, WIDTH GREATER
A6447 THAN OR EQUAL TO FIVE INCHES, PER YARD No 4 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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LIGHT COMPRESSION BANDAGE, ELASTIC,
KNITTED/WOVEN, WIDTH LESS THAN THREE
A6448 INCHES, PER YARD No 4 Per Month

LIGHT COMPRESSION BANDAGE, ELASTIC,
KNITTED/WOVEN, WIDTH GREATER THAN OR
EQUAL TO THREE INCHES AND LESS THAN FIVE
A6449 INCHES, PER YARD No 4 Per Month

LIGHT COMPRESSION BANDAGE, ELASTIC,
KNITTED/WOVEN, WIDTH GREATER THAN OR
A6450 EQUAL TO FIVE INCHES, PER YARD No 4 Per Month

HIGH COMPRESSION BANDAGE, ELASTIC,
KNITTED/WOVEN, LOAD RESISTANCE GREATER
THAN OR EQUAL TO 1.35 FOOT POUNDS AT 50%
MAXIMUM STRETCH, WIDTH GREATER THAN OR
EQUAL TO THREE INCHES AND LESS THAN FIVE
A6452 INCHES, PER YARD No 4 Per Month

SELF-ADHERENT BANDAGE, ELASTIC, NON-
KNITTED/NON-WOVEN, WIDTH LESS THAN THREE
A6453 INCHES, PER YARD No 4 Per Month

SELF-ADHERENT BANDAGE, ELASTIC, NON-
KNITTED/NON-WOVEN, WIDTH GREATER THAN
OR EQUAL TO THREE INCHES AND LESS THAN
A6454 FIVE INCHES, PER YARD No 4 Per Month

ZINC PASTE IMPREGNATED BANDAGE, NON-
ELASTIC, KNITTED/WOVEN, WIDTH GREATER
THAN OR EQUAL TO THREE INCHES AND LESS
A6456 THAN FIVE INCHES, PER YARD No 31 Per Month

TUBULAR DRESSING WITH OR WITHOUT ELASTIC,
A6457 ANY WIDTH, PER LINEAR YARD No 31 Per Month

WOUND CARE SET, FOR NEGATIVE PRESSURE
WOUND THERAPY ELECTRICAL PUMP, INCLUDES
A6550 ALL SUPPLIES AND ACCESSORIES Yes 25 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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CANISTER, DISPOSABLE, USED WITH SUCTION

A7000 PUMP, EACH No 10 Per Month
CANISTER, NON-DISPOSABLE, USED WITH

A7001 SUCTION PUMP, EACH No 1 Per 3 Months

A7002 TUBING, USED WITH SUCTION PUMP, EACH No 2 Per Month

ADMINISTRATION SET, WITH SMALL VOLUME
NONFILTERED PNEUMATIC NEBULIZER,

A7003 DISPOSABLE No 2 Per Month
ADMINISTRATION SET, WITH SMALL VOLUME

A7005 NONFILTERED PNEUMATIC NEBULIZER, NON- No 1 Per 6 Months
ADMINISTRATION SET, WITH SMALL VOLUME

A7006 FILTERED PNEUMATIC NEBULIZER No 1 Per Month
LARGE VOLUME NEBULIZER, DISPOSABLE,

A7007 UNFILLED, USED WITH AEROSOL COMPRESSOR No 6 Per Month
LARGE VOLUME NEBULIZER, DISPOSABLE,

A7008 PREFILLED, USED WITH AEROSOL COMPRESSOR No 6 Per Month
CORRUGATED TUBING, DISPOSABLE, USED WITH

A7010 LARGE VOLUME NEBULIZER, 100 FEET No 1 Per Month
WATER COLLECTION DEVICE, USED WITH LARGE

A7012 VOLUME NEBULIZER No 1 Per Month
FILTER, DISPOSABLE, USED WITH AEROSOL

A7013 COMPRESSOR OR ULTRASONIC GENERATOR No 2 Per Month
FILTER, NONDISPOSABLE, USED WITH AEROSOL

A7014 COMPRESSOR OR ULTRASONIC GENERATOR No 1 Per 3 Months

A7015 AEROSOL MASK, USED WITH DME NEBULIZER No 1 Per Month
DOME AND MOUTHPIECE, USED WITH SMALL

A7016 VOLUME ULTRASONIC NEBULIZER No 2 Per Year

NEBULIZER, DURABLE, GLASS OR AUTOCLAVABLE
A7017 PLASTIC, BOTTLE TYPE, NOT USED WITH OXYGEN No 1 Per 3 Years

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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WATER, DISTILLED, USED WITH LARGE VOLUME liters) Per

A7018 NEBULIZER, 1000 ML No Month
CONTINUOQUS POSITIVE AIRWAY PRESSURE

A7027 DEVICE, EACH No 1 Per 6 Months
ORAL CUSHION FOR COMBINATION ORAL/NASAL

A7028 MASK, REPLACEMENT ONLY, EACH No 2 Per Month
NASAL PILLOWS FOR COMBINATION

A7029 ORAL/NASAL MASK, REPLACEMENT ONLY, PAIR No 2 Per Month
FULL FACE MASK USED WITH POSITIVE AIRWAY

A7030 PRESSURE DEVICE, EACH No 2 Per Year
FACE MASK INTERFACE, REPLACEMENT FOR FULL

A7031 FACE MASK, EACH No 1 Per Month
CUSHION FOR USE ON NASAL MASK INTERFACE,

A7032 REPLACEMENT ONLY, EACH No 2 Per Month
PILLOW FOR USE ON NASAL CANNULA TYPE

A7033 INTERFACE, REPLACEMENT ONLY, PAIR No 2 Per Month

NASAL INTERFACE (MASK OR CANNULA TYPE)
USED WITH POSITIVE AIRWAY PRESSURE DEVICE,

A7034  [WITH OR WITHOUT HEAD STRAP No 1 Per 6 Months
HEADGEAR USED WITH POSITIVE AIRWAY

A7035  |PRESSURE DEVICE No 1 Per 6 Months
CHINSTRAP USED WITH POSITIVE AIRWAY

A7036  |PRESSURE DEVICE No 1 Per 6 Months
TUBING USED WITH POSITIVE AIRWAY PRESSURE

A7037  |DEVICE No 1 Per Month
FILTER, DISPOSABLE, USED WITH POSITIVE

A7038  [AIRWAY PRESSURE DEVICE No 2 Per Month
FILTER, NON DISPOSABLE, USED WITH POSITIVE

A7039  [AIRWAY PRESSURE DEVICE No 1 Per 6 Months
POSITIVE AIRWAY PRESSURE DEVICE,

A7046  |REPLACEMENT, EACH No 1 Per 6 Months
TRACHEOSTOMA VALVE, INCLUDING

A7501  [DIAPHRAGM, EACH No 1 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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REPLACEMENT DIAPHRAGM/FACEPLATE FOR
A7502 TRACHEOSTOMA VALVE, EACH No 1 Per Month

FILTER HOLDER OR FILTER CAP, REUSABLE, FOR
USE IN A TRACHEOSTOMA HEAT AND MOISTURE

A7503 EXCHANGE SYSTEM, EACH No 1 Per 6 Months
FILTER FOR USE IN A TRACHEOSTOMA HEAT AND
A7504 MOISTURE EXCHANGE SYSTEM, EACH No 31 Per Month

HOUSING, REUSABLE WITHOUT ADHESIVE, FOR
USE IN A HEAT AND MOISTURE EXCHANGE
SYSTEM AND/OR WITH A TRACHEOSTOMA
A7505 VALVE, EACH No 1 Per Month

ADHESIVE DISC FOR USE IN A HEAT AND
MOISTURE EXCHANGE SYSTEM AND/OR WITH
A7506 TRACHEOSTOMA VALVE, ANY TYPE EACH No 31 Per Month

FILTER HOLDER AND INTEGRATED FILTER
WITHOUT ADHESIVE, FOR USE IN A
TRACHEOSTOMA HEAT AND MOISTURE
A7507 EXCHANGE SYSTEM, EACH No 31 Per Month

HOUSING AND INTEGRATED ADHESIVE, FOR USE
IN A TRACHEOSTOMA HEAT AND MOISTURE
EXCHANGE SYSTEM AND/OR WITH A

A7508 TRACHEOSTOMA VALVE, EACH No 20 Per Month

FILTER HOLDER AND INTEGRATED FILTER
HOUSING, AND ADHESIVE, FOR USE AS A
TRACHEOSTOMA HEAT AND MOISTURE

A7509 EXCHANGE SYSTEM, EACH No 31 Per Month

TRACHEOSTOMY/LARYNGECTOMY TUBE, NON-
CUFFED, POLYVINYLCHLORIDE (PVC), SILICONE
A7520 OR EQUAL, EACH No 2 Per Month

TRACHEOSTOMY/LARYNGECTOMY TUBE,
CUFFED, POLYVINYLCHLORIDE (PVC), SILICONE
A7521 OR EQUAL, EACH No 2 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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TRACHEOSTOMY/LARYNGECTOMY TUBE,
STAINLESS STEEL OR EQUAL (STERILIZABLE AND
A7522 REUSABLE), EACH No 1 Per Month

A7525 TRACHEOSTOMY MASK, EACH No 1 Per Month

A7526 TRACHEOSTOMY TUBE COLLAR/HOLDER, EACH No 15 Per Month

TRACHEOSTOMY/LARYNGECTOMY TUBE
A7527 PLUG/STOP, EACH No 1 Per 3 Months

HELMET, PROTECTIVE, SOFT, PREFAB., INCLUDES
A8000 ALL COMPONENTS AND ACCESSORIES No 1 Per Year

HELMET, PROTECTIVE, HARD, PREFAB., INCLUDES
A8001 ALL COMPONENTS AND ACCESSORIES No 1 Per Year

MISCELLANEOUS DME SUPPLY, ACCESSORY,
AND/OR SERVICE COMPONENT OF ANOTHER
A9900 HCPCS CODE Yes Varies

MISCELLANEOUS DME SUPPLY OR ACCESSORY,
A9999 NOT OTHERWISE SPECIFIED Yes Varies

ENTER FEEDING SUPPLY KIT; SYRINGE FED, PER
DAY, INCLUDES BUT NOT LIMITED TO
FEEDING/FLUSHING SYRINGE, ADMINISTRATION
B4034 SET TUBING, DRESSINGS, TAPE Yes 31 Per Month

ENTERAL FEEDING SUPPLY KIT; PUMP FED, PER
DAY, INCLUDES BUT NOT LIMITED TO
FEEDING/FLUSHING SYRINGE, ADMINISTRATION
B4035 SET TUBING, DRESSINGS, TAPE Yes 31 Per Month

ENTERAL FEEDING SUPPLY KIT; GRAVITY FED, PER
DAY, INCLUDES BUT NOT LIMITED TO
FEEDING/FLUSHING SYRINGE, ADMINISTRATION
B4036 SET TUBING, DRESSINGS, TAPE Yes 31 Per Month

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.



NORTH DAKOTA MEDICAID
DME Purchase Code Limits and Restrictions
Effective 07/1/2018

B4081 NASOGASTRIC TUBING WITH STYLET No 1 Per Month

B4082 NASOGASTRIC TUBING WITHOUT STYLET No 1 Per Month

B4083 STOMACH TUBE - LEVINE TYPE No 4 Per Month
GASTROSTOMY/JEJUNOSTOMY TUBE,

B4087 STANDARD, ANY MATERIAL, ANY TYPE, EACH No 1 Per 3 months
GASTROSTOMY/JEJUNOSTOMY TUBE, LOW-

B4088 PROFILE, ANY MATERIAL, ANY TYPE, EACH No 1 Per 3 Months
FOOD THICKENER, ADMINISTERED ORALLY, PER

B4100 OUNCE Yes 96 Per Month

ENTERAL FORMULA, MANUFACTURED
BLENDERIZED NATURAL FOODS WITH INTACT
NUTRIENTS, INCLUDES PROTEINS, FATS,
CARBOHYDRATES, VITAMINS AND MINERALS,
MAY INCLUDE FIBER, ADMINISTERED THROUGH
AN ENTERAL FEEDING TUBE, 100 CALORIES =1
B4149 UNIT Yes Varies

ENTERAL FORMULA, NUTRITIONALLY COMPLETE
WITH INTACT NUTRIENTS, INCLUDES PROTEINS,
FATS, CARBOHYDRATES, VITAMINS AND
MINERALS, MAY INCLUDE FIBER, ADMINISTERED
THROUGH AN ENTERAL FEEDING TUBE, 100
B4150 CALORIES =1 UNIT Yes Varies

ENTERAL FORMULA, NUTRITIONALLY COMPLETE,
CALORICALLY DENSE (EQUAL TO OR GREATER
THAN 1.5 KCAL/ML) WITH INTACT NUTRIENTS,
INCLUDES PROTEINS, FATS, CARBOHYDRATES,
VITAMINS AND MINERALS, MAY INCLUDE FIBER,
ADMINISTERED THROUGH AN ENTERAL FEEDING
B4152 TUBE, 100 CALORIES = 1 UNIT Yes Varies

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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ENTERAL FORMULA, NUTRITIONALLY COMPLETE,
HYDROLYZED PROTEINS (AMINO ACIDS AND
PEPTIDE CHAIN), INCLUDES FATS,
CARBOHYDRATES, VITAMINS AND MINERALS,
MAY INCLUDE FIBER, ADMINISTERED THROUGH
AN ENTERAL FEEDING TUBE, 100 CALORIES =1
B4153 UNIT Yes Varies

ENTERAL FORMULA, NUTRITIONALLY COMPLETE,
FOR SPECIAL METABOLIC NEEDS, EXCLUDES
INHERITED DISEASE OF METABOLISM, INCLUDES
ALTERED COMPOSITION OF PROTEINS, FATS,
CARBOHYDRATES, VITAMINS AND/OR MINERALS,
MAY INCLUDE FIBER, ADMINISTERED THROUGH
AN ENTERAL FEEDING TUBE, 100 CALORIES =1
B4154 UNIT Yes Varies

ENTERAL FORMULA, NUTRITIONALLY
INCOMPLETE/MODULAR NUTRIENTS, INCLUDES
SPECIFIC NUTRIENTS, CARBOHYDRATES (E.G.
GLUCOSE POLYMERS), PROTEINS/AMINO ACIDS
(E.G. GLUTAMINE, ARGININE), FAT (E.G. MEDIUM
CHAIN TRIGLYCERIDES) OR COMBINATION,
ADMINISTERED THROUGH ANENTERAL FEEDING
B4155 TUBE, 100 CALORIES =1 UNIT Yes Varies

ENTERAL FORMULA, FOR PEDIATRICS,
NUTRITIONALLY COMPLETE WITH INTACT
NUTRIENTS, INCLUDES PROTEINS, FATS,
CARBOHYDRATES, VITAMINS AND MINERALS,
MAY INCLUDE FIBER AND/OR IRON,
ADMINISTERED THROUGH AN ENTERAL FEEDING
B4158 TUBE, 100 CALORIES =1 UNIT Yes Varies

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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ENTERAL FORMULA, FOR PEDIATRICS,
NUTRITIONALLY COMPLETE SOY BASED WITH
INTACT NUTRIENTS, INCLUDES PROTEINS, FATS,
CARBOHYDRATES, VITAMINS AND MINERALS,
MAY INCLUDE FIBER AND/OR IRON,
ADMINISTERED THROUGH AN ENTERAL FEEDING
B4159 TUBE, 100 CALORIES =1 UNIT Yes Varies

ENTERAL FORMULA, FOR PEDIATRICS,
NUTRITIONALLY COMPLETE CALORICALLY DENSE
(EQUAL TO OR GREATER THAN 0.7 KCAL/ML)
WITH INTACT NUTRIENTS, INCLUDES PROTEINS,
FATS, CARBOHYDRATES, VITAMINS AND
MINERALS, MAY INCLUDE FIBER, ADMINISTERED
THROUGH AN ENTERAL FEEDING TUBE, 100
B4160 CALORIES =1 UNIT Yes Varies

ENTERAL FORMULA, FOR PEDIATRICS,
HYDROLYZED/AMINO ACIDS AND PEPTIDE CHAIN
PROTEINS, FATS, CARBS, VIT AND MIN, 100
B4161 CALORIES =1 UNIT Yes Varies

PARENTERAL NUTRITION SOLUTION:
CARBOHYDRATES (DEXTROSE), 50% OR LESS (500

B4164 ML =1 UNIT) - HOMEMIX Yes Varies
PARENTERAL NUTRITION SOLUTION; AMINO

B4168 ACID, 3.5% 500 ML = 1 UNIT HOME MIX Yes Varies
PARENTERAL NUTRITION SOLUTION; AMINO

B4176 ACID 7% 500 ML = 1 UNIT HOME MIX Yes Varies

PARENTERAL NUTRITION SOLUTION; AMINO
ACID GREATER THAN 8,5% 500 ML =1 UNIT
B4178 HOME MIX Yes Varies

PARENTERAL NUTRITION SOLUTION;
CARBOHYDRATES GREATER THAN 50% 500 ML =
B4180 1 UNIT HOME MIX Yes Varies

PARENTERAL NUTRITION SOLUTION, PER 10
B4185 GRAMS LIPIDS Yes Varies

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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PARENTERAL NUTRITION SOLUTION;
COMPOUNDED AMINO ACID, CARB, WITH LYTES,
TRACE ELEMENTS, AND VIT INCLUDES
PREPARATION, ANY STRENGTH 10 TO 51 GRAMS
B4189 OF PROTEIN PREMIX Yes Varies

PARENTERAL NUTRITION SOLUTION;
COMPOUNDED AMINO ACID, CARB, WITH LYTES,
TRACE ELEMENTS, AND VITAMINS, INCLUDING
PREPARATION, ANY STRENGTH 52 TO 73 GRAMS
B4193 OF PROTEIN, PREMIX Yes Varies

PARENTERAL NUTRITION SOLUTION;
COMPOUNDED AMINO ACID, CARB WITH LYTES,
TRACE ELEMENTS AND VITAMINS, INCLUDING
PREPARATION, ANY STRENGTH, 74 TO 100
B4197 GRAMS OF PROTEIN. PREMIX Yes Varies

PARENTERAL NUTRITION SOLUTION;
COMPOUNDED AMINO ACID AND CARB WITH
LYTES, TRACE ELEMENTS AND VITAMINS,
INCLUDING PREPARATION, ANY STRENGTH, OVER
B4199 100 GRAMS OF PROTEIN, PREMIX Yes Varies

PARENTERAL NUTRITION; ADDITIVES (VITAMINS,
TRACE ELEMENTS, HEPARIN, LYTES) - HOME MIX,

B4216 PER DAY Yes Varies
PARENTERAL NUTRITION SUPPLY KIT; PREMIX,

B4220 PER DAY Yes Varies
PARENTERAL NUTRITION SUPPLY KIT; HOME MIX,

B4222 PER DAY Yes Varies
PARENTERAL NUTRITION ADMINISTRATION KIT,

B4224 PER DAY Yes Varies

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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PARENTERAL NUTRITION SOLUTION
COMPOUNDED AMINO ACID AND
CARBOHYDRATES WITH ELECTROLYTES, TRACE
ELEMENTS, AND VITAMINS, INCLUDING
PREPARATION, ANY STRENGTH, HEPATIC,

B5100 HEPATAMINE-PREMIX Yes Varies

B9002 ENTERAL NUTRITION INFUSION PUMP, ANY TYPE Yes 1 Per 5 Years
PARENTERAL NUTRITION INFUSION PUMP,

B9004 PORTABLE Yes 1 Per 5 Years
PARENTERAL NUTRITION INFUSION PUMP,

B9006 STATIONARY Yes 1 Per 5 Years

B9998 NOC FOR ENTERAL SUPPLIES Yes Varies

B9999 NOC FOR PARENTERAL SUPPLIES Yes Varies
CANE, INCLUDES CANES OF ALL MATERIALS,

E0100 ADJUSTABLE OR FIXED, WITH TIP No 1 Per 7 Years

CANE, QUAD OR THREE PRONG, INCLUDES CANES
OF ALL MATERIALS, ADJUSTABLE OR FIXED, WITH
E0105 TIPS No 1 Per 7 Years

CRUTCHES, FOREARM, INCLUDES CRUTCHES OF
VARIOUS MATERIALS, ADJUSTABLE OR FIXED,
E0110 PAIR, COMPLETE WITH TIPS AND HANDGRIPS No 1 Per 7 Years

CRUTCH FOREARM, INCLUDES CRUTCHES OF
VARIOUS MATERIALS, ADJUSTABLE OR FIXED,
EO111 EACH, WITH TIP AND HANDGRIPS No 1 Per 7 Years

CRUTCHES UNDERARM, WOOD, ADJUSTABLE OR

E0112 FIXED, PAIR, WITH PADS, TIPS AND HANDGRIPS No 1 Per 7 Years
CRUTCH UNDERARM, WOOD, ADJUSTABLE OR
E0113 FIXED, EACH, WITH PAD, TIP AND HANDGRIP No 1 Per 7 Years

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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CRUTCHES UNDERARM, OTHER THAN WOOD,
ADJUSTABLE OR FIXED, PAIR, WITH PADS, TIPS

EO0114 AND HANDGRIPS No 1 Per 7 Years
CRUTCH, UNDERARM, OTHER THAN WOOD,
ADJUSTABLE OR FIXED, WITH PAD, TIP,
HANDGRIP, WITH OR WITHOUT SHOCK

EO116 ABSORBER, EACH No 1 Per 7 Years
CRUTCH, UNDERARM, ARTICULATING, SPRING

EO117 ASSISTED, EACH No 1 Per 7 Years
WALKER, RIGID (PICKUP), ADJUSTABLE OR FIXED  per 7 Yeare

E0130  |HEIGHT No
WALKER, FOLDING (PICKUP), ADJUSTABLE OR

E0135  |FIXED HEIGHT No 1 Per7Years
WALKER, WITH TRUNK SUPPORT, ADJUSTABLE

E0140  |OR FIXED HEIGHT, ANY TYPE No 1 Per7Years
WALKER, RIGID, WHEELED, ADJUSTABLE OR

E0141  |FIXED HEIGHT No 1 Per7Years
WALKER, FOLDING, WHEELED, ADJUSTABLE OR

E0143  |FIXED HEIGHT No 1 Per 7 Years
WALKER, ENCLOSED, FOUR SIDED FRAMED, RIGID

E0144  |OR FOLDING, WHEELED WITH POSTERIOR SEAT No 1 Per 7 Years
WALKER, HEAVY DUTY, MULTIPLE BRAKING

E0147  |SYSTEM, VARIABLE WHEEL RESISTANCE No 1 Per 7 Years
WALKER, HEAVY DUTY, WITHOUT WHEELS, RIGID

E0148  |OR FOLDING, ANY TYPE, EACH No 1 Per 7 Years
WALKER, HEAVY DUTY, WHEELED, RIGID OR

E0149  |FOLDING, ANY TYPE No 1 Per 7 Years
PLATFORM ATTACHMENT, FOREARM CRUTCH,

E0153 EACH No 2 Per Year

E0154  |PLATFORM ATTACHMENT, WALKER, EACH No 2 Per Year
WHEEL ATTACHMENT, RIGID PICK-UP WALKER,

E0155 PER PAIR No 1 Per 3 Years

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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EQ156 SEAT ATTACHMENT, WALKER No 1 Per 3 Years

E0157 CRUTCH ATTACHMENT, WALKER, EACH No 2 Per Year
LEG EXTENSIONS FOR WALKER, PER SET OF FOUR

E0158 (4) No 1 Per 3 Years
BRAKE ATTACHMENT FOR WHEELED WALKER,

EO159 REPLACEMENT, EACH No 2 Per 2 Years
SITZ TYPE BATH OR EQUIPMENT, PORTABLE,

E0160 USED WITH OR WITHOUT COMMODE No 1 Per Year

SITZ TYPE BATH OR EQUIPMENT, PORTABLE,
USED WITH OR WITHOUT COMMODE, WITH

EO161 FAUCET ATTACHMENT/S No 1 Per 7 Years

E0162 SITZ BATH CHAIR No 1 Per 7 Years
COMMODE CHAIR, STATIONARY, WITH FIXED

E0163 ARMS No 1 Per 7 Years
COMMODE CHAIR, STATIONARY, WITH

E0165 DETACHABLE ARMS No 1 Per 7 Years

E0167 PAIL OR PAN FOR USE WITH COMMODE CHAIR No 1 Per Year

COMMODE CHAIR, EXTRA WIDE AND/OR HEAVY
DUTY, STATIONARY OR MOBILE, WITH OR

E0168 WITHOUT ARMS, ANY TYPE, EACH No 1 Per 7 Years
FOOT REST, FOR USE WITH COMMODE CHAIR,

EO175 EACH No 2 Per Year
PRESSURE PAD, ALTERNATING WITH PUMP,

E0181 HEAVY DUTY Yes 1 Per 3 Years

E0182 PUMP FOR ALTERNATING PRESSURE PAD Yes 1 Per 3 Years

E0184 DRY PRESSURE MATTRESS Yes 1 Per 3 Years

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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GEL OR GEL-LIKE PRESSURE PAD FOR MATTRESS,

E0185 STANDARD MATTRESS LENGTH AND WIDTH Yes 1 Per 3 Years

E0186 AIR PRESSURE MATTRESS Yes 1 Per 3 Years

E0187 WATER PRESSURE MATTRESS Yes 1 Per 3 Years

E0188 SYNTHETIC SHEEPSKIN PAD No 1 Per Year

E0189 LAMBSWOOL SHEEPSKIN PAD, ANY SIZE No 1 Per 2 Years

E0191 HEEL OR ELBOW PROTECTOR, EACH No 4 Per Year

E0196 GEL PRESSURE MATTRESS Yes 1 Per 3 Years
AIR PRESSURE PAD FOR MATTRESS, STANDARD

E0197 MATTRESS LENGTH AND WIDTH Yes 1 Per 3 Years
WATER PRESSURE PAD FOR MATTRESS,

E0198 STANDARD MATTRESS LENGTH AND WIDTH Yes 1 Per 3 Years
DRY PRESSURE PAD FOR MATTRESS, STANDARD

E0199 MATTRESS LENGTH AND WIDTH Yes 1 Per Year
THERAPEUTIC LIGHTBOX, MINIMUM 10,000 LUX,

E0203 TABLE TOP MODEL Yes 1 Per 5 Years
BATH/SHOWER CHAIR, WITH OR WITHOUT

E0240 WHEELS, ANY SIZE No 1 Per 5 Years

E0245 TUB STOOL OR BENCH No 1 Per 5 Years

E0249 PAD FOR WATER CIRCULATING HEAT UNIT No 1 Per 2 Years
HOSPITAL BED, FIXED HEIGHT, WITH ANY TYPE

E0250 SIDE RAILS, WITH MATTRESS Yes 1 Per 10 Years
HOSPITAL BED, FIXED HEIGHT, WITH ANY TYPE

E0251 SIDE RAILS, WITHOUT MATTRESS Yes 1 Per 10 Years
HOSPITAL BED, VARIABLE HEIGHT, HI-LO, WITH

E0255 ANY TYPE SIDE RAILS, WITH MATTRESS Yes 1 Per 10 Years

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack thereof.
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HOSPITAL BED, VARIABLE HEIGHT, HI-LO, WITH
E0256 ANY TYPE SIDE RAILS, WITHOUT MATTRESS Yes 1 Per 10 Years

HOSPITAL BED, SEMI-ELECTRIC (HEAD AND FOOT
ADJUSTMENT), WITH ANY TYPE SIDE RAILS, WITH
E0260 MATTRESS Yes 1 Per 10 Years

HOSPITAL BED, SEMI-ELECTRIC (HEAD AND FOOT
ADJUSTMENT), WITH ANY TYPE SIDE RAILS,
E0261 WITHOUT MATTRESS Yes 1 Per 10 Years

HOSPITAL BED, TOTAL ELECTRIC (HEAD, FOOT,
AND HEIGHT A