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Learner Outcomes

• Discuss key audiology coding and payment policy updates for 
2021

• Describe appropriate use of the new CPT codes for vestibular 
and auditory evoked potential testing

• Identify key coding and payment considerations for providing 
teleaudiology
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2021 Coding & Payment 
Update
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Medicare Updates
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What Happened to 2021 
Medicare Payments?
• Medicare program must remain budget neutral; this requirement may only be 

waived by Congress

• Because of significant increases in payment for outpatient primary care services 
(for E/M codes), decreases occurred elsewhere to maintain budget neutrality

• CMS may use the conversion factor (CF) as a mechanism to maintain budget 
neutrality 
§ Originally, CF for 2021 = $32.41 (6% cut for audiologists) (2020 was $36.09)
§ More than a year of aggressive advocacyà Congress reduced the cuts 
§ New CF for 2021 = $34.89 
§ Also, an additional 2% payment increase will be processed for Medicare Part B claims but 

only through March 31, 2021
§ Advocacy to find a long-term fix continues – stay tuned!
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• Audiology codes will see less than a 
1% decrease in reimbursement on 
average, but individual code payment 
varies. For example:
§ 92570 (acoustic immittance 

testing) = 0.23% decrease 
§ 92540 (basic vestibular 

evaluation) = 2.09% increase
• While CMS cuts are specific to 

Medicare Part B payment, many 
Medicaid programs and 
commercial plans base their own 
rates on the Medicare fee schedule.

7

Merit-Based Incentive Payment 
System (MIPS)
• Audiologists first became eligible for Medicare MIPS in 2019 

and will continue to participate in the program in 2021.

• MIPS eligible clinician (EC) must report data associated with 
quality measures and improvement activities (IAs) in 2021, 
which will be used to adjust payments (upward or downward) in 
2023.

• Since Medicare has set exclusions and low-volume thresholds, 
a large majority of audiologists continue to be excluded
from MIPS participation for 2021.
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Medicare MIPS
• To be required to participate, clinicians must meet all the following 

criteria:
§ $90,000 or more allowed charges to the Medicare program for professional 

services; and
§ treat 200 or more distinct Medicare beneficiaries; and
§ provide 200 or more distinct procedures.

• Clinicians who meet one or two of the criteria may opt in to compete 
for payment adjustments.

• Clinicians who meet none of the criteria can voluntarily report to 
gain experience but will not be subject to payment adjustments. 
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Medicare MIPS

• Required participants who choose not to report will be subject to 
the maximum payment reduction of 9% for the year

• For the quality performance category, eligible clinicians must 
report a minimum of six measures when/if six measures apply

• In 2021, audiologists have nine potentially applicable measures

10
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MIPS Quality Measures for 
Audiologists
Measure 130: Documentation of Current Medications in the Medical Record 

Measure 134: Preventive Care and Screening: Screening for Depression and Follow-Up 
Plan 

Measure 154: Falls: Risk Assessment 

Measure 155: Falls: Plan of Care 
Measure 181: Elder Maltreatment Screen and Follow-Up Plan 

Measure 182: Functional Outcome Assessment 

Measure 226: Preventive Care and Screening: Tobacco Use: Screening and Cessation 
Intervention 

Measure 261: Referral for Otologic Evaluation for Patients with Acute or Chronic Dizziness 
Measure 318: Falls: Screening for Future Falls Risk

11

ASHA Resources

• 2021 Medicare Fee Schedule for Audiologists

• 2021 Medicare Fee Schedule Cuts Mitigated

• 2021 Medicare Part B Payment Reductions

• Medicare Payment for Outpatient Audiology Services

• MIPS Quality Measures for Audiologists

• 2021 Hospital Outpatient Prospective Payment System for 
Audiologists and Speech-Language Pathologists
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https://www.asha.org/siteassets/uploadedfiles/practice/reimbursement/medicare/2021-medicare-fee-schedule-for-auds.pdf
https://www.asha.org/news/2020/medicare-fee-schedule-cuts-mitigated/
https://www.asha.org/practice/reimbursement/medicare/Potential-2021-Medicare-Part-B-Payment-Reductions/
https://www.asha.org/Practice/reimbursement/medicare/feeschedule/
https://www.asha.org/Practice/reimbursement/medicare/MIPS-Quality-Measures-for-Audiologists/
https://www.asha.org/siteassets/uploadedfiles/practice/reimbursement/medicare/2021-hospital-outpatient-prospective-payment-system-for-auds-and-slps.pdf
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Coding Updates
New ICD-10 and CPT Codes

13

ICD-10-CM Updates

• ICD-10-CM is updated annually on a fiscal year (FY) schedule, 
effective October 1

• No major revisions directly related to audiology diagnoses for 
FY 2021
§ H55.81 Deficient saccadic eye movements (revised from 

H55.81 Saccadic eye movements)
§ H55.82 Deficient smooth pursuit eye movements (new)

14
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ICD-10-CM Updates
2020 Off-Cycle Update (effective April 1, 2020)
U07.0 Vaping-related disorder 
U07.1 COVID-19

2021 Off-Cycle Update (effective January 1, 2021)
J12.82 Pneumonia due to coronavirus disease 2019

M35.81 Multisystem inflammatory syndrome (MIS)
M35.89 Other specified systemic involvement of connective tissue

Z11.52 Encounter for screening for COVID-19
Z20.822 Contact with and (suspected) exposure to COVID-19

Z86.16 Personal history of COVID-19

15

COVID-19 Coding Tips

U07.1 COVID-19
• Describes patients with confirmed active case of COVID-19

• Use when there is clear documentation that the balance or 
hearing disorder is directly caused by the active case of 
COVID-19

• Code the associated balance or hearing disorder secondary to 
U07.1 when the disorder is directly caused by, but is not 
inherent to, COVID-19
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COVID-19 Coding Tips

Z86.16  Personal history of COVID-19
• Describes patients with confirmed case of COVID-19 but who 

are no longer infected (resolved COVID-19)

• Use when COVID-19 is a factor in the reason for the visit, but is 
not the direct cause of the balance or hearing disorder

• Code secondary to the treating diagnosis, unless there are 
etiology/manifestation instructions on specific codes

• There is no time limit on when a personal history code may be 
reported

17

COVID-19 Coding Tips

B94.8  Sequelae of other specified infectious and parasitic diseases

• Not a new code but is also used for patients with resolved COVID-19 

• Use when there is clear documentation that the balance or hearing 
disorder is directly caused by COVID-19
§ ICD-10-CM guidelines define sequela as the “residual effect (condition produced) 

after the acute phase of an illness or injury has terminated”

• Code secondary to the treating diagnosis, unless there are 
etiology/manifestation instructions on specific codes

• There is no time limit on when a sequelae code may be reported

18
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COVID-19 Coding Tips

Confirmed active COVID-19
Use primary diagnosis of U07.1 (COVID-
19) and associated hearing or balance 

ICD-10 code(s)

Suspected COVID-19 Use ICD-10 codes for the presenting 
signs and symptoms and/or Z20.822

Resolved COVID-19
Use Z86.16 or B94.8 secondary to 

associated hearing or balance ICD-10 
code(s)

19

Pre- and Post-Implant Auditory 
Function Evaluation
Effective January 1, 2020
92626 Evaluation of auditory function for surgically implanted device(s) 

candidacy or postoperative status of a surgically implanted 
device(s); first hour

92627 each additional 15 minutes (list separately in addition to code 
for primary procedure)

(Do not report in conjunction with 92590, 92591, 92592, 92593, 
92594, 92595 for hearing aid evaluation, fitting, follow-up, or 
selection)

• There isn’t currently a good coding option for non-implant related auditory 
function evaluations (e.g., evaluation of assistive technology candidacy, lip 
reading, etc.)

20
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Essential Elements of 92626

• Document total face-to-face time
• Face-to-face case history and discussion of evaluation results 

and recommendations with patient or family/caregiver is 
included in total time. 
§ Includes comprehensive review of hearing loss history and 

questionnaires and extensive discussion with patient/caregiver

• Primary focus of service is aided and unaided behavioral 
testing of auditory function
§ Testing of speech sounds/words/sentences, based on age, 

developmental status, and language level of the patient

21

Dos and Don’ts

DO
Complete and document at least 31 minutes of face-to-face time to bill 
92626

DO
Complete and document at least 8 additional minutes of face-to-face 
time beyond 60 full minutes of evaluation time to bill add-on code 92627

DO
Clearly distinguish post-op CI auditory function evaluation from post-op 
CI programming and mapping services when performed on the same day

DO
Bill 92626 even if the conclusion of the candidacy evaluation is that 
patient will not be implanted at this time (or ever)

22
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Dos and Don’ts

DON'T
Separately bill electroacoustic confirmation of current or test/trial hearing 
aid performance on the same day by the same clinician. This time is 
included in total evaluation time billed with 92626/7.

DON'T
Use modifier -52 (reduced service) to bypass face-to-face time 
requirements for 92626/7.

DON'T
Use 92626/7 to report extensive patient counseling, aural rehabilitation 
planning unrelated to implant use, aural rehabilitation training, or 
troubleshooting activities for devices.

23

Auditory Evoked Potentials 
(AEPs)
Effective January 1, 2021

92585 (comprehensive) and 92586 (limited) (deleted)

92584 Electrocochleography (revalued)

92650 Auditory evoked potentials; screening of auditory potential with 
broadband stimuli, automated analysis (new)

92651 for hearing status determination, broadband stimuli, with interpretation 
and report (new)

92652 for threshold estimation at multiple frequencies, with interpretation and 
report (new)

92653 neurodiagnostic, with interpretation and report (new)

24
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Essential Elements of 92651

Hearing status determination
• Describes non-automated, follow-up testing to rule out severe-

to-profound hearing loss and auditory neuropathy/auditory 
dyssynchrony, or to verify the need for additional threshold 
testing

• Testing includes obtaining responses to broadband-evoked 
auditory brainstem responses (ABRs) using click stimuli at 
moderate-to-high and low stimulus levels

25

Essential Elements of 92652

Threshold estimation
• Describes extensive electrophysiologic estimation of behavioral 

hearing thresholds using broadband and/or frequency-specific 
stimuli at multiple levels and frequencies

• Can also include testing with high level stimuli and 
rarefaction/condensation runs to confirm auditory 
neuropathy/auditory dyssynchrony

• Reflects comprehensive AEP testing for the purpose of 
quantifying type and degree of hearing loss

26
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Essential Elements of 92653

Neurodiagnostic
• Describes testing to evaluate neural integrity only, without 

defining threshold

• Report this code when the purpose of testing is to identify 
brainstem or auditory nerve function

• This is a less extensive test than 92652 (threshold estimation), 
and the basic elements of 92653 are already included in 92651 
or 92652 when they are performed to quantify hearing 
impairment

27

The best way to distinguish between these codes is the 

purpose of testing

28
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Don’t Forget!

• The new AEP codes represent bilateral testing 
§ Use modifier -52 (reduced service) for unilateral testing

• Don’t report any combination of 92651, 92652, and 92653 
together on the same day

• Check each payer for same-day billing restrictions with other 
codes (CCI edits)

29

Vestibular Evoked Myogenic 
Potentials (VEMPs)
Effective January 1, 2021
92517 Vestibular evoked myogenic potential testing, with 

interpretation and report; cervical (cVEMP)

92518 ocular (oVEMP)

92519 cervical (cVEMP) and ocular (oVEMP)

30
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Don’t Forget!

• The new VEMP codes represent bilateral testing 
§ Use modifier -52 (reduced service) for unilateral testing

• Don’t report any combination of 92517, 92518, and 92519 
together on the same day.

• Check each payer for same-day billing restrictions with other 
codes (CCI edits)

31

PPE Code
99072 Additional supplies, materials, and clinical staff time over and above 

those usually included in an office visit or other non-facility 
service(s), when performed during a Public Health Emergency, as 
defined by law, due to respiratory-transmitted infectious disease

Implemented September 2020 (off-cycle)
• Use once per in-person patient encounter per day, regardless of the 

number of services provided during that encounter in a non-facility setting 
(clinic or private practice, for example)

• Medicare does not pay for 99072
§ Limited, variable payment among commercial payers and Medicaid
§ Pays approximately $6-7
§ Don’t recommend charging patients separately for 99072

32
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Communication Technology-
Based Services (CTBS) Codes
G2250 Remote assessment of recorded video and/or images submitted by 

an established patient (e.g., store and forward), including 
interpretation with follow-up with the patient within 24 business 
hours, not originating from a related service provided within the 
previous 7 days nor leading to a service or procedure within the 
next 24 hours or soonest available appointment (New)

G2251 Brief communication technology-based service, e.g., virtual check-
in, by a qualified health care professional who cannot report 
evaluation and management services, provided to an established 
patient, not originating from a related E/M service provided 
within the previous 7 days nor leading to a service or procedure 
within the next 24 hours or soonest available appointment; 5-10 
minutes of medical discussion (New)

33

CTBS Codes
98970 Qualified nonphysician health care professional online digital assessment 

and management, for an established patient, for up to 7 days, 
cumulative time during the 7 days; 5-10 minutes (Revised)

98971 11-20 minutes
98972 21 or more minutes

Effective January 1, 2021:
§ G2250 and G2251 used for non-physician provider billing instead of G2010 and G2012, 

which were previously used in 2020
§ 98970-98972 replaced G2061-G2063 (temporary Medicare codes)
§ Medicare doesn’t allow audiologists to report these services, but check with other payers

– For example, BCBS AL Blue Advantage allows audiologists to report some virtual check-
ins and remote evaluation of patient images/videos

34
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CTBS Codes

• Represent brief communication services conducted over different 
types of technology to help avoid unnecessary office visits
§ They don’t replace full evaluation or treatment services described by 

existing CPT codes

• CTB services must be:
§ Initiated by an established patient;
§ medically necessary (requires clinical decision-making and is not for 

administrative or scheduling purposes); and
§ provided with patient consent.

35

Coding Scenarios
Let’s Practice!

36
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Scenario #1

1-day-old Maya presents for a hearing screening. She has a 
family history of hearing loss as her mother has not had 
measurable hearing in her left ear since birth. Mom’s 
pregnancy was unremarkable, with no complications with 
delivery and, thus far, no other issues. Testing was done using 
an ABR screening instrument. Test resulted in a “pass” for 
both ears.

What ICD-10 and CPT codes should you assign?

37

Scenario #1 Answer

• CPT code: 92650 (AEPs, automated screening of auditory 
potential)

• ICD-10-CM code: Z01.10 (encounter for examination of ears 
and hearing without abnormal findings)
§ Check with payers regarding use of a “Z” code
§ You may also need to assign a hearing loss ICD-10-CM code, even 

with a normal result

38
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Scenario #2

12-day-old Jay presents following a “refer” on newborn hearing 
screening at the hospital. The pregnancy was “normal”, and the 
delivery was without complications. There is no family history of 
hearing loss. Wave V was elicited using click stimuli at both high 
and low intensity stimulus levels.

What ICD-10 and CPT codes should you assign?

39

Scenario #2 Answer

• CPT code: 92651 (AEPs, for hearing status determination, 
broadband stimuli)

• ICD 10-CM code: Z01.110 (encounter for hearing examination 
following failed hearing screening)

– Check with payers regarding use of a “Z” code
– You may also need to assign a hearing loss ICD-10-CM code, even 

with a normal result

40
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Scenario #3

2-month-old Jade presents for ABR evaluation following a failed 
hearing screening. Initially, she was evaluated with a high 
intensity click, which resulted in a repeatable wave V at expected 
latencies for a high intensity stimulus. There is no repeatable 
wave V at 25dBnHL in either ear. Further testing is completed 
using both click stimuli and a 500 Hz tone pip. Threshold is 
determined to be at 40 dBnHL for both a click and a 500 Hz tone 
pip with earphones. A threshold of 35 dB was obtained for 500 
Hz. 

What ICD-10 and CPT codes should you assign?

41

Scenario #3 Answer

• CPT code: 92652 (AEPs, for threshold estimation at multiple 
frequencies)
§ Don’t forget, you can’t bill for 92651 and 92652 on the same day. 

92651 is part of 92652, when performed consecutively.

• ICD-10-CM code: H90.3 (sensorineural hearing loss, bilateral)
§ If bone conduction thresholds were not obtained: H91.93 (unspecified 

hearing loss, bilateral)
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Scenario #4
49-year-old Cleo presents for ABR testing complaining of 
constant tinnitus in the right ear with decreased hearing for the 
last 6 months. She was previously diagnosed with an 
asymmetrical sensorineural hearing loss with the right ear being 
poorer than the left ear. Speech recognition ability is excellent for 
both ears. She is evaluated using a high intensity click presented 
to each ear via insert earphones. Wave I, III, and V latencies 
were all identified and were at normal latencies with good 
waveform morphology. All interpeak latencies were WNL and 
equal between the two ears.

What ICD-10 and CPT codes should you assign?

43

Scenario #4 Answer

• CPT code: 92653 (AEPs, neurodiagnostic)

• ICD-10-CM code: 
§ H90.3 (sensorineural hearing loss, bilateral)
§ H93.11 (tinnitus, right ear)

44
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ASHA Resources
• Audiology CPT and HCPCS Code Changes for 2021

• Audiology ICD-10-CM Code Changes for 2021

• Communication Technology-Based Services (CTBS)

• Dos and Don’ts for Revised Implant-Related Auditory Function Evaluation CPT 
Codes

• Medicare Coding Rules for Audiology Services

• New CPT Code Now Available to Report COVID-19 PPE Costs

• National Correct Coding Initiative (CCI) Edits for Audiology Services

• The Right Time for Billing Codes

45

Teleaudiology
Payment and coverage of telepractice during the pandemic and beyond

46

https://www.asha.org/practice/reimbursement/coding/new_codes_aud/
https://www.asha.org/practice/reimbursement/coding/new-and-revised-icd-10-cm-codes-for-audiology/
https://www.asha.org/Practice/reimbursement/medicare/Use-of-E-Visit-Codes-for-Medicare-Part-B-Services-During-Coronavirus/
https://leader.pubs.asha.org/do/10.1044/2020-0831-audiology-billing-coding/full/
https://www.asha.org/practice/reimbursement/medicare/aud_coding_rules/
https://www.asha.org/News/2020/New-CPT-Code-Now-Available-to-Report-COVID-19-PPE-Costs/
https://www.asha.org/practice/reimbursement/coding/cci-edit-tables-audiology/
https://leader.pubs.asha.org/doi/10.1044/leader.BML.23032018.30


2/19/21

24

What Hasn’t Changed

• Teleaudiology is an appropriate model of service delivery.

• Use of teleaudiology must be equivalent to the quality of 
services provided in person and consistent with adherence to 
ASHA’s Code of Ethics, audiology scope of practice, state and 
federal laws, and ASHA policy.

• Patient's needs/capabilities and clinician's skill/ experience must 
be considered before initiating telepractice services

47

What Hasn’t Changed

• Most standing coding and coverage guidelines remain in 
effect, whether services are delivered in person or via 
telepractice
§ Medical necessity
§ Covered services
§ Direct, skilled care
§ Documentation
§ Diagnosis and procedure coding 

48

https://www.asha.org/Code-of-Ethics/
https://www.asha.org/policy/SP2018-00353/
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Getting Started
Do Your Homework!

49

Check State Laws & Regulations

• Does your state allow telepractice by audiologists, and under what 
circumstances?
§ AL: Licensed audiologists may provide telepractice under the same 

requirements as in-person services

• Are there temporary changes to laws and regulations during a local 
COVID-19 public health emergency (PHE)? For example, in AL:
§ Clinicians with a license from another state may provide telepractice services 

into AL for 30 days after notifying the licensing board
§ Telesupervision of audiology assistants and 4th-year interns temporarily 

allowed

50
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Know What Your Payers Cover

• Know what your payers cover. Even if a state allows 
telepractice, a payer may not.
§ Some cover all services provided by audiologists
§ Some cover a limited number of CPT/HCPCS codes
§ Medicaid programs may limit based on setting (e.g., school vs. health 

care)

51

Medicaid & Commercial Plans

• Commercial plans, state Medicaid programs, and Medicaid 
managed care organizations (MCOs) have flexibility to cover 
telepractice. For example, 
§ Alabama Medicaid does not allow audiologists to provide telepractice 

services
§ BCBS of Alabama Blue Advantage plan follows Medicare temporary 

expansions

52
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Medicare
During the public health emergency (PHE)

• Audiologists can provide telehealth services to Medicare Part B (outpatient) beneficiaries 
for the duration of the PHE, retroactive to March 1, 2020

• Authorized telehealth CPT codes: 92601, 92602, 92603, 92604

• Can’t charge Medicare beneficiaries for these specific services and must bill Medicare 
directly

• May enter a private pay contract to furnish non-covered telehealth services, with the 
patient’s consent (e.g., hearing aid related services, hearing testing)
§ Caveat: This could change if Medicare adds more codes to the temporary telehealth list during 

the PHE

§ An advanced beneficiary notice (ABN) isn’t required but could be provided as a part of the 
informed consent process

53

Medicare

After the PHE
• Medicare will no longer reimburse audiologists for any

telehealth services (absent Congressional action)
§ Advocacy continues!

• Audiologists can enter private pay arrangements with Medicare 
beneficiaries for all telehealth services
§ An ABN isn’t required but could be provided as a part of the informed 

consent process

54
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Federal PHE Extended (Again)
• The federal PHE must be renewed every 90 days and has been in 

place since January 2020
§ Administration signaled that it will maintain the PHE through 2021

• Many flexibilities and waivers remain in effect for Medicare
§ Medicare telehealth coverage of audiology services and home as the 

originating site
§ Relaxed HIPAA requirements

• Keep in mind, states may have their own end dates for local PHEs
§ Temporary state licensing, Medicaid, commercial insurance, and local 

education agency flexibilities could end at different times than the federal 
PHE

55

Follow Best Practices

• Follow clinical best practice and legal requirements for 
telepractice
§ Health Insurance Portability and Accountability Act (HIPAA)
§ Family Educational Rights and Privacy Act (FERPA)

• HIPAA flexibilities during the PHE
§ Use of non-public facing platforms that aren’t compliant (eg, FaceTime, 

Google Hangouts)
– Public-facing platforms may never be used (eg, TikTok)

§ Not all payers follow these flexibilities!

56
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Learn About Coding & Billing

• Get informed consent from the patient/family before beginning 
telepractice services

• Follow standing coding guidelines for accurate billing
§ Use the same CPT (procedure) and HCPCS (procedures and devices) 

codes as you would for in-person services
§ Follow CCI edits, MUEs, and time requirements
§ Most payers, including Medicare, reimburse telepractice at the same 

rate as in-person services
– They assume generally equivalent work, time, and quality for telepractice and in-

person services

57

Coding & Billing

Modifiers
GQ Telehealth service rendered via asynchronous telecommunications 

system

GT Telehealth service rendered via interactive audio and video 
telecommunications system

95 Synchronous telemedicine service rendered via a real-time interactive 
audio and video telecommunications system

POS Code
02 Telehealth

58
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Coding & Billing

• There is no consistency regarding which combination of modifiers or 
POS codes to use

• If a payer doesn’t use POS 02, report the POS that best reflects the 
location of the rendering provider, not the location of the patient
§ If you provide services from your home, use the POS that reflects where services 

would have been provided in person (e.g., POS 11 for office)

• BCBS AL Blue Advantage: Use POS 02 for telehealth. No telehealth 
modifiers required

• Medicare Part B: Use modifier -95 and POS for location in-person services 
would have occurred

59

Coding & Billing
• Some payers may allow communication technology-based services 

(CTBS) during this time
§ Remote assessment of images/video & Virtual check-ins (G2250, G2251)
§ E-visits (98970-98972)
§ Telephone assessment and management (98966-98968)

• CTBS codes represent brief, patient-initiated communication 
services to help avoid unnecessary office visits 
§ Can help you stay connected to your patients/clients
§ Billing is cumulative time over the course of 7 days
§ Do not replace full evaluation and treatment services

60
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Considerations for Different 
Settings
• Most telepractice policies are for outpatient non-facility settings 

(private practice, physician's office, free-standing clinic, 
university clinic)

• Audiologists in facility-based settings (outpatient hospital, acute 
care, long-term care) should consult with the facility, as claims 
are handled differently
§ Audio-visual communication with the patient in the same building or 

through a window may be considered in-person services

• School-based audiologists may need to consider various 
issues, including Medicaid guidelines, HIPAA, and FERPA

61

Compliance is Key!

• Remember, most standing coverage policies remain in 
effect, whether services are delivered in person or via 
telepractice

• Payers are looking for misuse of expanded telepractice services

• Let’s not give them a reason to take telepractice back

How Can We Increase the Odds of Retaining Expanded 
Telepractice?

62

https://www.asha.org/Advocacy/Considerations-Regarding-COVID-19-for-Schools-and-Students-with-Disabilities/
https://leader.pubs.asha.org/do/10.1044/2020-0506-covid-telepractice/full/
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Teleaudiology Scenarios
Let’s Practice!

63

In-Home Basic Hearing Aid 
Programming
The audiologist, who is at home, uses the manufacturer’s remote 
programming platform to establish an audio-visual connection 
with the patient, who is also at home, using a tablet. After 
discussion, the audiologist determines that some reprogramming 
is needed and completes the adjustments.

Is this billable?

64
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In-Home Basic Hearing Aid 
Programming
• You did your homework

§State allows teleaudiology? YES
§Payer allows teleaudiology for hearing aid services? YES

– How are services covered? Bundled with hearing aid purchase? 
Unbundled?

– What modifiers to use?

65

In-Home Basic Hearing Aid 
Programming
• Is this billable? YES

§Could already be covered as part of comprehensive hearing 
aid services. No additional billing to payer or patient.

§ In an unbundled model, this could be billed with V5011 
(hearing aid check) or 92592-92593 (hearing aid check, 
monaural or binaural), depending on the payer

§ Follow payer requirements for modifiers

66
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In-Home Basic Hearing Aid 
Programming
• You did your homework

§ State allows teleaudiology? YES
§ Payer allows teleaudiology for hearing aid services? NO

– Now what?

§ Does payer allow use of CTBS codes? YES
– Notify patients of their availability and how they can contact you

• Via secure patient portal or videoconferencing application (e.g., FaceTime)? 

§ Does payer allow HIPAA flexibilities? YES

67

In-Home Brief Check-In With 
Patient
Patient contacts audiologist complaining of increased difficulty 
hearing with their hearing aid. The audiologist sets up an audio-
visual conference using a non-public-facing platform and spends 
20 minutes troubleshooting and showing the patient/family how to 
adjust the hearing aid. The audiologist determines this was 
sufficient and patient doesn’t require additional services.

Report G2251 for virtual check-in.
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In-Home Brief Check-In With 
Patient
Patient contacts audiologist complaining of increased difficulty 
hearing with their hearing aid. The audiologist sets up an audio-
visual conference using a non-public-facing platform and spends 
15 minutes troubleshooting and discussing the issue with the 
patient/family. The audiologist determines the patient needs 
further assistance and recommends an in-person 
appointment.
Don’t bill a CTBS code because it is now bundled into 
payment for the in-person service.
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When Payers Don’t Cover 
Teleaudiology
• You did your homework

§State allows teleaudiology? YES
§Payer allows teleaudiology for hearing aid services? NO
§Does payer allow use of CTBS codes? NO

– Now what?
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When Payers Don’t Cover 
Teleaudiology
Options

§Recommend in-person services (may not be at your clinic)
– ASHA guidance for audiologists regarding in-person services and 

documentation of delays/gaps in service

§Patient consents to pay out-of-pocket and you provide 
teleaudiology services
– Beware ... Medicaid and Medicare may not allow this
– Make sure you document consent!
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Resources
ASHA Resources

• State-by-state pages

• Payment & coverage considerations for 
telepractice during COVID-19

• Telepractice coding & billing compliance 
checklist

• Medicare telehealth during COVID-19

• Telepractice resources during COVID-19

• Federal Public Health Emergency 
Extended Again, Through April 20

• Practice Portal on telepractice

• COVID-19 considerations for schools

• Telepractice checklist for school-based 
professionals

• COVID-19 update page

Other Resources

• Center for Connected Health Policy

• American Telemedicine Association

72

https://www.asha.org/aud/Audiology-Service-Delivery-Considerations-in-Health-Care-During-Coronavirus-COVID-19/
https://www.asha.org/advocacy/state/
https://www.asha.org/Practice/reimbursement/Payment-and-Coverage-Considerations-for-Telepractice-Services-During-Coronavirus/
https://www.asha.org/siteassets/uploadedfiles/telepractice-billing-and-coding-compliance-checklist.pdf
https://www.asha.org/Practice/reimbursement/medicare/Providing-Telehealth-Services-Under-Medicare-During-the-COVID-19-Pandemic/
https://www.asha.org/About/Telepractice-Resources-During-COVID-19/
https://www.asha.org/news/2021/federal-public-health-emergency-extended-again-through-april-20/
https://www.asha.org/Practice-Portal/Professional-Issues/Telepractice/
https://www.asha.org/Advocacy/Considerations-Regarding-COVID-19-for-Schools-and-Students-with-Disabilities/
https://www.asha.org/siteassets/uploadedfiles/ASHA-Telepractice-Checklist-for-School-Based-Professionals.pdf
https://www.asha.org/About/Coronavirus-Updates/
https://www.cchpca.org/
http://www.americantelemed.org/
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Thank You!
Neela Swanson nswanson@asha.org

• Coding & payment questions: reimbursement@asha.org
• Clinical questions: audiology@asha.org
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mailto:nswanson@asha.org
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