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FOREWORD 
 

  
Welcome to the Ministry of Health Resource Manual for Nurse Practitioners. 
 
This manual has been created to consolidate important information for nurse practitioners 
in one publication, to create a reference for accessing administrative and operational 
information about MSP/HIBC, and to provide current and accurate information related to 
nurse practitioners in British Columbia.  

 
 

 
Updates, Omissions, and Questions 

 
This resource manual has been developed for you and your office staff, and we welcome 
any suggestions you may have on how to improve it.  Please contact MSP/HIBC if you 
have any comments or suggestions regarding the manual, or you find any errors or 
omissions.  
 

 Telephone:      
  
 Vancouver:       604 456-6950   

Rest of B.C. (toll-free): 1 866 456-6950   

 

 

Information Online 

For up-to-date information about nurse practitioners in BC, visit the Ministry of Health 
Nursing Directorate web site at:  

http://www.health.gov.bc.ca/ndirect/index.html 
 
 

To view an online version of this manual and other documents, including a list of ICD-9 codes, 
practitioner forms, or other MSP-related information, go to the Nurse Practitioner pages in the 
MSP web site at: 

http://www.health.gov.bc.ca/msp/infoprac/np/index.html 
 
 

http://www.healthservices.gov.bc.ca/ndirect/index.html
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1. NURSE PRACTITIONERS IN BRITISH COLUMBIA  
 

1.1 Legislation Governing Nurse Practitioners   
 
The Health Professions Amendment Act, passed in British Columbia in October 
2003, allows for the repeal of the separate acts governing health professionals, 
including the Nurses (Registered) Act, and still enables all six health 
professionals to be under the Health Professions Act. The Health Professions Act 
provides a common regulatory framework for governing health professionals in 
BC. Each profession will be governed by regulations specific to its profession 
under the Health Professions Act. The first profession with such regulation is 
registered nursing. 
 
The designation of registered nursing under the Health Professions Act includes 
the introduction of nurse practitioners and sets out the scope of practice for 
registered nurses and nurse practitioners within British Columbia. 

The goal of introducing nurse practitioners in British Columbia is to improve client 
health outcomes by increasing accessibility to health care services and filling 
gaps that presently exist in health care delivery.  

The government is responsible for developing legislation and funding education 
programs. The College of Registered Nurses of British Columbia (CRNBC) is 
responsible for regulating nursing practice under the Nurses (Registered) and 
Nurse Practitioners Regulation.  
 
Regulation of nurse practitioners by the CRNBC requires them to develop policy 
and processes in three separate but interdependent areas:  

! Competencies and recognition of nurse practitioner education programs;  
! Initial registration requirements; and  
! Practice oversight including registration renewal requirements. 
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Health Professions Act and Registered Nurses and Nurse 
Practitioners Regulation 
 
 
The Health Professions Act, with its accompanying Regulation, legislates the 
following changes in the governance of the registered nursing profession in 
British Columbia: 
 
! It establishes the scope of practice for registered nursing; 

! It recognizes nurse practitioners as a new category of registered nurse.  

! It introduces the concept of reserved actions* for registered nurses; 

! It describes reserved actions that registered nurses can initiate and carry 
out under (a) their own authority and responsibility; (b) the order of a 
physician; (c) certified practice; or (d) as a nurse practitioner. 

! It changes the Registered Nurses Association of British Columbia to the 
College of Registered Nurses of British Columbia (CRNBC), which will 
continue to set standards and regulate the practice of registered nurses. 

! It authorizes the regulatory body to develop additional requirements for 
some aspects of registered nursing practice and nurse practitioners. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 

To view statutes on line: 
 
Health Professions Act   
http://www.qp.gov.bc.ca/statreg/stat/H/96183_01.htm 
 
 
Registered Nurses and Nurse Practitioners Regulation 

http://www.qp.gov.bc.ca/statreg/reg/H/HealthProf/233_2005.htm 
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Other Legislation Affecting Nurse Practitioners 
 

AMENDED LEGISLATION 
 
Amendments have been made to a number of Acts and Regulations so that 
nurses can legally fulfil their responsibilities as outlined by the Health Professions 
Act and as regulated by the College of Registered Nurses of British Columbia. 
 
 
Crime Victim Assistance Act 
 
Section 2 of the Crime Victim Assistance (General) Regulation, B.C. 161/2002 is 
amended to include registered nurses in the list of health professionals under the 
Health Professions Act.  
 
 
Health Care (Consent) and Care Facility (Admissions) Act 
 
Section 3 of the Health Care Consent Regulation, B.C. Reg. 20/2000, is 
amended by repealing paragraph (f). 
 
 
Health and Social Services Delivery Improvement Act 
 
Section 7 of the Health Sector Labour Adjustment Regulation, B.C. 139/2002, is 
amended to include registered nurses. 
 
 
Insurance Premium Tax Act 
 
Section 1 of the Approved Plan Regulation, B.C. Reg.143/2005, is amended by 
repealing paragraph (b)(v). 
 
 
Medicare Protection Act  
 
Section 45 of the Medical and Health Care Services Regulation, B.C. Reg. 
426/97, is amended by including nurse practitioners as a “category of persons” 
permitted to request diagnostic services as “benefits” under the Medicare 
Protection Act.   
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Mines Act 
 
Section 18 (1)(b) of the Workplace Hazardous Materials Information System 
Regulation (Mines), B.C. Reg. 257/88, is repealed and replaced with: 
 
“(b) a person authorized under an enactment to practice nursing, psychiatric 

nursing or licensed practical nursing in British Columbia”. 
 
  
Motor Vehicle Act 
 
Form 1 in the Schedule to the Blood Sample Certificate Regulation, B.C. Reg. 
333/83, is amended by replacing “registered nurse within the meaning of the 
Nurses (Registered) Act” with “registered nurse authorized under an enactment 
to practice as a registered nurse in British Columbia.” 
 
 
Pharmacists, Pharmacy Operations and Drug Scheduling Act 
 
The Prescribed Health Care Profession Regulation, B.C. Reg. 277/97, is 
amended by adding the following section: 
 
“Nursing as a nurse practitioner is a prescribed health care profession for the 
purposes of the definition of "practitioner" in section 1 of the Pharmacists, 
Pharmacy Operations and Drug Scheduling Act.”  
 

 
CONSEQUENTIAL AMENDMENTS 
 
Under existing provincial legislation, physicians are given certain responsibilities 
that could also be done by nurse practitioners.  Such responsibilities include: 

! exercising the coroner’s powers; 
! certifying the health of inmates; 
! diagnosing a psychological condition for the purposes of compensation; 
! certifying that an individual is a person with disabilities; 
! reporting patients who are medically unfit to drive; 
! certifying that a student is fit to return to school; and 
! reporting births and stillbirths.   

 
Consideration is currently being given to amending the legislation to reference 
nurse practitioners.  In the meantime, nurse practitioners should note that they 
are not authorized to perform these functions at the present time.    
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1.2 Definition and Scope of Practice 
 
   

Nurse practitioners are registered nurses who have achieved additional 
competencies required for registration as a nurse practitioner with the College of 
Registered Nurse of British Columbia (CRNBC). They provide services from a 
holistic nursing perspective, integrating elements such as diagnosing, 
prescribing, ordering diagnostic tests and managing common acute conditions 
and chronic illnesses into their practice.  
 
As a health practitioner working in a broad variety of settings where there is a 
health system need, including acute care, residential care, mental health and 
community practice, the nurse practitioner manages common acute and chronic 
illness and offers preventative health education and planning that encourages 
clients to be as healthy as possible and take an active role in health care 
decisions. A nurse practitioner is part of a health care team and can meet many 
primary health care needs commonly performed by physicians; however, the 
medical conditions that nurse practitioners are able to take responsibility for are 
less complicated than those treated by a physician.  
 
The legal authority for the nurse practitioner scope of practice is set out in the 
Nurses (Registered) and Nurse Practitioners Regulation under the Health 
Professions Act. The Regulation assigns reserved actions to nurse practitioners 
for activities such as: making a diagnosis to identify a disease, disorder or 
condition; ordering diagnostic services; and prescribing and dispensing drugs.  
As specified in the Regulation, these activities are provided in accordance with 
standards, limits and conditions established by the CRNBC.  
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1.3 College of Registered Nurses of British Columbia 
 

The College of Registered Nurses of British Columbia (CRNBC) is the regulatory 
body for registered nurses, nurse practitioners and licensed graduate nurses in 
British Columbia.   

The CRNBC sets standards, limits and conditions related to the scope of practice 
of registered nurses and nurse practitioners under the Nurses (Registered) and 
Nurse Practitioners Regulation. 
 
The CRNBC has developed a rigorous framework that provides a foundation to 
appropriately and effectively regulate the practice of nurse practitioners within 
government legislation. 
 

 

College of Registered Nurses of British Columbia 
 

For detailed information on the education, competencies, standards, 
limits and conditions for scope of practice, and registration criteria for 
nurse practitioners in BC: 
 
 
 Mail:  College of Registered Nurses of British Columbia 
   2855 Arbutus Street 
   Vancouver, B.C. V6J 3Y8  
  
 Tel:   604-736-7331 or 1-800-565-6505 
 
 Fax:   604-738-2272 
 
 Web site: http://www.crnbc.ca 
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1.4 Nurse Practitioner Education Program 

 
Nurse practitioner education programs in B.C. are in place at the University of 
British Columbia (UBC), the University of Victoria (UVIC), and the University of 
Northern BC (UNBC). Additionally, a Graduate Certificate Nurse Practitioner 
(Adult) Post-Masters Program is available through the British Columbia Institute 
of Technology (BCIT).  
 

 
For additional information on nurse practitioner education programs at 
the above educational institutes: 
 
 

UBC:  http://www.nursing.ubc.ca/Academic_Programs 
 /Graduate_Programs/MSN/NPP 
UBC:   

    
 UVIC:  http://web.uvic.ca/calendar2005/CDs/NUNP/CTs.html 

 
 UNBC:  http://www.unbc.ca/nursing/practitioner.html 

  
BCIT: http://www.bcit.ca/study/programs/a005grcert 
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2. MSP INFORMATION FOR NURSE PRACTITIONERS 
 
 

2.1 Introduction to the Medical Services Plan 
 

The Medical Services Plan (MSP) is British Columbia's publicly funded health 
insurance program. It provides coverage for medically required services provided 
by physicians and other health care practitioners to eligible beneficiaries in British 
Columbia. 
 
Health Insurance BC (HIBC) is the agency contracted by the government to 
handle the administrative operations of the Medical Services Plan and 
PharmaCare, including Fair PharmaCare, on behalf of the Ministry of Health.  
 
HIBC, on behalf of MSP, is responsible for: 
 • enrolling beneficiaries; 
 • administering premium assistance programs for low-income beneficiaries; 
 • registering medical and health care practitioners; and 
 • adjudicating and paying medical and health care practitioners' fee-for-

service billings.  
 
 
 
MSP and Nurse Practitioners 
 
Unlike physicians, nurse practitioners are not paid directly by MSP for services 
provided to BC residents. However, nurse practitioners will be providing 
treatment to eligible MSP beneficiaries and submitting a record of these services 
to MSP with information similar to that submitted with claims billings by medical 
practitioners.  For this reason, nurse practitioners are responsible for familiarizing 
themselves with MSP policies and procedures relevant to claims submission and 
beneficiary services and benefits.  
 
 
Encounter Records  
 
The record of a service that a nurse practitioner provides to a patient/client is 
called an encounter record. The information included in an encounter record by a 
nurse practitioner serves the same purposes as a medical claim submitted by a 
physician or other health care practitioner. Therefore, for administrative 
purposes, an encounter record is considered by MSP to be equivalent to a 
medical claim. 

Encounter records will: 

(1) provide the necessary patient data; 
(2) provide information for MSP administrative purposes; 
(3) assist the Ministry of Health to evaluate NP patterns of practice and 

project funding requirements; and  
(4) allow specialists, GPs and diagnostic facilities to be paid for services 

referred by NPs. 



 Ministry of Health  
 Resource Manual for Nurse Practitioners MSP Information for Nurse Practitioners  
  

  
January 2006 2-5 

  
2.2 Legislation Governing the Medical Service Plan 

 
 
Medicare Protection Act and Medical and Health Care Services 
Regulation 
 
The Medical Services Plan is administered under the Medicare Protection Act 
(1995) and Regulations. 

 
The Medicare Protection Act and The Medical and Health Care Services Regulation 
establishes the rights and duties of the Medical Services Commission to set policies 
and conduct audits for the Medical Services Plan, and governs eligibility and 
enrolment of beneficiaries, establishment of premiums for medical coverage, 
enrolment and responsibilities of medical and health care practitioners, and 
approval of diagnostic facilities.  

 
 
Medical Services Commission 
 
The Medical Services Commission manages the Medical Services Plan on behalf of 
the Government of British Columbia in accordance with the provisions of the 
Medicare Protection Act. The Commission is responsible for approving policies 
and programs developed and managed by MSP. The Commission is comprised 
of nine members – three members of the BCMA, three government 
representatives and three public members. In June 2005, changes to the 
Medicare Protection Act were approved to enable nurse practitioners to make 
referrals to diagnostic facilities and medical practitioners. 
 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
To view an unofficial version of the Medicare Protection Act online: 

http://www.qp.gov.bc.ca/statreg/stat/M/96286_01.htm 
 

To view an unofficial version of the Medical and Health Care Services 
Regulation online:  

http://www.qp.gov.bc.ca/statreg/reg/M/MedicareProtection/426_97.htm 
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2.3 Clinical Records 
 
Personal information provided to MSP is collected under the authority of the 
Medicare Protection Act and is used to determine eligibility for Ministry of Health 
programs available to residents of British Columbia. 

 
This information is protected and accessible under the Freedom of Information 
and Protection of Privacy Act.  It is treated with the utmost confidentiality. 
 
Information submitted by medical and health care practitioners related the clinical 
care of a MSP beneficiary is likewise collected under the authority of the 
Medicare Protection Act and is protected with the same degree of confidentiality 
and respect.    
 

 
Adequacy of Clinical Records 

 
Nurse practitioners are required to maintain adequate clinical records according to 
the standards of practice set by the College of Registered Nurses of British 
Columbia (CRNBC). 
 
Additionally, clinical records must support the information submitted to MSP for all 
encounter records, physician referrals, and requests for diagnostic tests.  An 
adequate medical record, as outlined in the Medical Services Commission Payment 
Schedule, Preamble B.2., includes: 
  
a. Date and location of the service. 
b. Identification of the patient and the attending practitioner. 
c. Presenting complaint(s) and presenting symptoms and signs, including their 

history. 
d. All pertinent previous history including pertinent family history. 
e. The relevant results, both negative and positive, of a systematic enquiry 

pertinent to the patient’s problem(s). 
f. Identification of the extent of the physical examination including pertinent 

positive and negative findings. 
g. Results of any investigations carried out during the encounter. 
h. Summation of the problem and plan of management. 
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Records Retention 
 
Under the Medicare Protection Act, a practitioner must retain medical/clinical 
records for a period specified by the appropriate licensing body or, if the 
appropriate licensing body has not specified a period, for a period the 
commission specifies. 

 
The record retention requirements of practitioners' professional associations or 
licensing bodies vary, as indicated below:  

 
Chiropractic financial records.......................................3 to 7 years 
Chiropractic patient files......................... indefinite retention period 
Chiropractic x-rays ..............................................................7 years 
Dental records...................................................................30 years 
Massage Therapy records ..................................................7 years 
Medical Practitioners’ records............................................  6 years 
Midwifery records..............................................................21 years 
Naturopathic records .........................................................  7 years 
Optometry records  ............................................................6 years 
Physical Therapy records .................................................  7 years 
Podiatry records ...............................................................10 years 

 
Nurse practitioners are advised to follow the records retention policy of their 
employer. 
 
 
Release of MSP Data 

 
The Medical Services Plan maintains personal data and claims records for 
a period of seven years.   
 
Individuals may request a copy of their personal data and claims records from 
MSP under the Freedom of Information and Protection of Privacy Act.   
 
MSP will release personal data and medical claims records to a third party 
only if the following conditions are met: 
 

 • the third party submits a written request for the records; and 

 • MSP is satisfied that the request is appropriate; and 

 • the release is authorized and accompanied by an authorization 
or consent form signed by the beneficiary whose records have been 
requested.  
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Access to Clinical Records 
 

In June 1992, the Supreme Court of Canada made a judgment regarding 
office medical records.  While recognizing the practitioner's ownership of the 
clinical records, the case judgment states that the information in those records 
belongs to the patient and that the patient has a right to access that 
information upon request. 

 
The ruling means that patients have the right to read and copy the information 
contained in their medical files, including material in the files from other 
practitioners but excluding medical legal correspondence and independent 
medical examinations.  In practical terms, it is advisable to provide the 
requesting patient with photocopies of the contents of the medical record to 
ensure that the original office medical record remains intact. 

 
The practitioner may refuse the patient access to the office medical record if 
it is the practitioner's judgement that the information may cause harm to the 
patient or to an innocent third party. 
 

Nurse practitioners are advised to become familiar with the freedom of 
information and protection of privacy policies of the health authorities in which 
they are employed.  
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3. MSP ENROLLMENT AND CLAIMS SUBMISSION PROCEDURES 
  
 

3.1 Obtaining a Practitioner Number with MSP 
 
Nurse practitioners are eligible to enroll with MSP and obtain a MSP practitioner 
number when they have obtained full nurse practitioner registration with the 
College of Registered Nurses of BC (CRNBC).  
 
It is the NP’s responsibility to enrol with MSP. MSP/HIBC. Enrollment forms will 
be sent to eligible nurse practitioners by the CRNBC.  
 
Enrollment status with MSP, and, therefore, the possession of an active 
practitioner number, is contingent upon the nurse practitioner’s continued 
practicing registration with the College. The nurse practitioner is responsible for 
reporting any changes in registration status to MSP. The CRNBC will notify MSP 
in cases where registration is suspended under professional conduct review.  
 
 
NP Certification 
 
Specific activities performed by NPs (e.g. casting) require certification as 
described in the CRNBC Standards, Limits and Conditions.  When a NP 
becomes certified, it is their responsibility to notify MSP/HIBC and submit a copy 
of their certification    
 
 
Practitioner Number 
 
Each nurse practitioner registered with MSP is assigned a MSP practitioner 
number. The practitioner number allows the nurse practitioner to submit 
encounter records through the MSP claims processing system for services 
provided to eligible MSP beneficiaries.  
 
 
Payee Number 
 
In order to facilitate submission of encounter records and allow for accurate 
data collection, MSP/HIBC requires that your practitioner number be 
associated with the payment number assigned to your employer (e.g. clinic, 
facility, health authority) by linking to your employer. For nurse practitioners, 
the payment number, also called the payee number, simply identifies the 
clinic, facility or health authority where the nurse practitioner is working. This 
enables the Ministry of Health to track an individual nurse practitioner’s activity 
to that particular employer. Should a nurse practitioner change jobs, the 
practitioner number stays the same, but the payee number would change to 
that of the new employer.  
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To be assigned to a payment number, completion of an Assignment of 
Payment form is required. Again, in the case of nurse practitioners, this 
number is not used for payment purposes but simply to associate NP activity 
with an employer.   
 
Both the practitioner number and the payee number are required when 
submitting encounter records to MSP (see Section 5.3: Information Required for 
Claims Submission to MSP).  
 
Samples of these forms are included at the end of this section. Forms can also 
be obtained from the Ministry of Health web site at:  

http://www.health.gov.bc.ca/exforms/mspprac/index.html 
 
 
 
Change of Address  
 
If you change your address or telephone number, please advise MSP so that 
your practitioner file can be updated accordingly. Timely notification of changes 
ensures that you obtain accurate information and efficient service. You should 
also notify the CRNBC of your address change at the same time. 
 

 
 

How to Contact MSP / HIBC 

 
Telephone:  
Greater Vancouver area: 604 456-6950 
Elsewhere in BC (toll-free): 1 866 456-6950 
 

  Facsimile:   250 952-3101 
 

Mailing address:  HIBC/Medical Services Plan 
PO Box 9480 Stn Prov Govt 
Victoria, BC V8W 9E7 

 
Web site:   www.healthservices.gov.bc.ca/msp/infoprac/
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3.2 Submission of Encounter Records to Teleplan 
 
Nurse practitioners are required to provide information about the services they 
provide, called encounter records, to MSP. It is likely that office staff of your 
employer will submit the coding details to the Teleplan claims processing system 
directly through their electronic billing software system or through a service 
bureau on your behalf. However, the nurse practitioner rendering the service is 
ultimately responsible for the information submitted to MSP.  
 
While encounter records do not generate payments, the same rules used to 
assess physician's fee-for-service claims apply to nurse practitioner encounter 
records submitted to the MSP Teleplan claims processing system. For these 
reasons, you should be aware of certain MSP requirements, rules, and 
procedures related to claims submission and payment.   
 
For details about submitting encounter records to MSP, see Section 4.5: 
Information Required for Submission of Encounter Records. 
 
For details about referrals to physicians and for diagnostic services, please see 
Section 4.4: Services that May be Referred by Nurse Practitioners. 
 

Submitting Claims Electronically to Teleplan 
 
All encounter records for nurse practitioners are submitted electronically into 
MSP’s claims processing system by connecting directly through a private Internet 
Service Provider (ISP) through dial-up or high-speed access (cable or ADSL). 

 
The Teleplan web interface allows practitioners to securely submit claims and 
check patient eligibility over an encrypted Internet connection. It has been built to 
industry standards for secure Internet communications - like that used for online 
banking transactions. 

 
 

Encounter Record Submission Authorization  
 
 
In order to have their encounter records submitted to the MSP/HIBC Teleplan 
claims processing system through their employer’s electronic billing software 
system or service bureau, NPs must complete an authorization form and submit 
it  to HIBC/MSP, granting permission for electronic encounter records bearing the 
NP’s  practitioner number to be used by the billing service. A sample of the form 
is included on the following page.
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SAMPLE 

 
 

ENCOUNTER RECORD 
SUBMISSION AUTHORIZATION

 

BETWEEN             
“Practitioner” 

and                
  ENCOUNTER RECORD BILLING SITE (“the Site”)
 
I,               

Practitioner Name 

hereby authorize             
    Site Name 

to submit electronic encounter records bearing my practitioner number          

and “the Site” payee number     to the Medical Services Commission. 

This Authorization shall remain in force and for all encounter records submitted with  

“the Site” payee number       and my practitioner number  

      from        to      .           
Practitioner Number                    Effective Date (month/day/year)           Cancel Date (month/day/year) 
 

Dated this    day of     , 20           .  

             
Signature of Nurse Practitioner     Signature of Witness  

 
 
          

Signature of Payee Number      Provider Programs 
Signing Authority for “the Site”     Health Insurance BC 

      716 Yates Street 
Victoria BC V8W 1L4 
1 866 456-6950 

 HLTH 2871 2006/01/12       Vancouver (604) 456-6950 
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Claims Submission Period  

 
Claims (encounter records) must be submitted within 90 days of the date of 
service. Claims for services to a beneficiary whose coverage has been 
backdated are exempted. Claims or encounter records submitted with a service 
date that precedes the date of submission by longer than 90 days are 
automatically rejected by the Teleplan claims processing system. The accurate 
and timely submission of encounter records is the responsibility of nurse 
practitioners and their employer.  
 
Erroneous Submissions 
 
If a Teleplan submission contains incorrect information, it can be returned for 
correction before it is processed if the Teleplan Support Centre is notified by 
4:30 pm on the same business day that you made the submission. 

 
The entire submission will be removed from the queue for claims processing 
and returned the next day with the explanatory code FC. The claim can then 
be corrected and re-submitted immediately. 

 
An incorrect submission can also be corrected after the transmission day, but 
before MSP closes off a claims period. The specific claim needs to be identified 
according to its Data Centre, Practitioner Number, and Sequence Number. The 
records is then be rejected, but is not returned until the next remittance statement 
has been issued.  Again, the explanatory code FC will be used for the returned 
claims. 
 
 
 
 

 
Detailed Teleplan claims submission instructions can be found at: 

http://www.healthservices.gov.bc.ca/msp/infoprac/teleplan.html 

 
To contact Teleplan Support: 

Greater Vancouver area: 604) 412-0910 
Elsewhere in BC (toll-free):  1-800-663-7206  
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3.3 Teleplan Claims Processing  
 

The following information is provided to acquaint you with how the Teleplan 
electronic claims processing system works. Please note that NP encounter 
records undergo the same electronic processing as claims for payment, but 
there is no payment amount assigned. Payment Mode is entered as ‘E’ and 
the amount billed is always  ‘0’ (zero). 

  

The Teleplan Claims Processing System processes approximately 95% of all 
claims within 30 days, with the majority being paid within 14 days. Processing 
times depend on the timing of the submissions and the complexity of the claims.  
 
Payments are made at the middle and end of each month, either by electronic 
funds transfer (direct deposit) or by cheque. 
 
Claims processing involves four major sequential components. 

 
 
Step 1: Pre-Edit 
 
This component, which runs nightly against approximately 250,000 electronic 
claims, performs the following tasks for each claim: 

 
! Verifies the billing number to ensure that it is approved for that site. 
! Checks all fields to ensure that values have been submitted in the correct 

format and with valid codes (e.g., valid PHN, valid fee item). 
! Checks mandatory fields to ensure that they contain data. 
! Rejects the claim if it does not meet these data requirements. 
! Codes the rejected claim to indicate the rejection reason and returns it to 

the submitter electronically. 
  

 
Step 2: Eligibility Edit 

 
This component, which runs nightly against both electronic and card claims, 
performs the following tasks for each claim: 

 
! Verifies the match between the PHN and the patient name. 
! Verifies that the amount billed is consistent with the fee item. 
! Verifies that the practitioner is authorized to bill for the service. 
! Rejects the claim if it does not meet these data requirements. 
! Returns erroneous claims to the submitter for re-submission. 
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Step 3: Adjudication 
 

This component, which runs twice monthly, uses approximately 5,000 automated 
payment rules in assessing claims: 

 
! Verifies billings of practitioners that depend on other practitioner claims 
! Provides electronic explanatory codes for downgraded or refused claims. 
 

Note:  Fewer than 2% of claims are adjudicated manually. 
 

 
Step 4: Payment and Remittance 
 
This component, which runs twice monthly, performs the following tasks with 
each run: 

 
! Processes over 2.5 million claims from more than 10,000 practitioners. 
! Processes all third-party and audit-recovery items. 
! Handles adjustments that may be applied to gross payments, including 

retroactive payments, interest, card-keying changes, and GST charges. 
! Approximately 4 days prior to remittance date, sends electronic 

remittance statements to submitters, advising of payment to be made on 
the remittance date.  
Note:  This component also contains any broadcast messages.  

 
 
 
 
 

 
 

 
The Teleplan Electronic Medical Claims System: Inbound and Outbound 
Record Specifications, Version 4.0 describes the technical requirements 
and provides instructions about submitting electronic claims to MSP. 
 
To view manual online:  

http://www.healthservices.gov.bc.ca/msp/infoprac/teleplanspecs/ 
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4. MSP CLAIMS SUBMISSION RULES FOR NURSE PRACTITIONERS 
 
 

4.1 Eligible Clients 
 
For an encounter record to be submitted to MSP, it must include the Personal 
Health Number (PHN) of an eligible MSP beneficiary.  An eligible MSP 
beneficiary is defined as a person who is a resident of British Columbia and who 
is enrolled with MSP (See Section 9.1: Eligibility and Enrollment with MSP).  
 
If a nurse practitioner provides care to a patient who is not enrolled with MSP, an 
encounter record cannot be submitted through the MSP Teleplan claims 
processing system. The exception is for residents of other Canadian 
provinces/territories (except Quebec) for which a reciprocal billing system is in 
place. For billing reciprocal encounters, the patient's medical insurance number 
from their home province/territory, birth date, and province code should be 
entered in the 'other insurer ' portion of the Teleplan C02 record. (See Teleplan 
Specifications - page 65).  
  
Please note that any medical or diagnostic services referred for international 
patients without Canadian or BC medical insurance are not covered by MSP. 
Payment for these services is the responsibility of the individual. 

 
 
 
 
 
 
 
 
Verification of CareCards 
 
The Ministry’s Investigations Unit conducts investigations into matters involving 
the possible abuse of the Medical Services Plan. The Ministry is very concerned 
about CareCard misuse, and recommends that health care practitioners make a 
complete check of CareCard information at all first appointments. 
 
If you suspect any unusual use of a CareCard, please request a second piece of 
picture identification to verify that the CareCard is being presented by the person 
named on the card. 
 
Please notify MSP if you know or believe: 

• A non-resident of BC is seeking medical services under a MSP CareCard; or 
• A person is in possession of another person's CareCard; or 
• A person is making false presentation or presenting false identification       

when seeking medical services under MSP. 
 
 

“Reciprocal billing” means that medical claims and encounter 
records can be submitted to MSP/HIBC for residents of other 
provinces/territories in Canada, except Quebec.  
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To confirm patient’s MSP coverage, call the automated Practitioner 
Information Line: 
 

Victoria:  (250) 952-3102 or (250) 383-1226  
Vancouver:  (604) 669-6667  
Toll-free:  1 800 742-6165 

This automated service handles coverage enquiries using an interactive voice 
response (IVR) system. The patient's personal health number (PHN) must be 
provided.  
 
If the PHN is unknown, fax a request on a coverage research form to:  

(250) 952-3101. 
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4.2 Billing Prohibitions 
 
Under the Medicare Protection Act and Medical and Health Care Services 
Regulation, certain restrictions apply to the submission of claims to MSP by 
medical and health care practitioners.  
 
 
Non-enrolled Nurse Practitioners 

 
The encounter records for services of a nurse practitioner who does not have a full 
practising registration with the College of Registered Nurses of British Columbia 
(CRNBC) and enrolled with MSP cannot be submitted through the MSP claims 
processing system and therefore, the encounter data cannot be recorded and 
captured within the Ministry’s Nurse Practitioner database.  
 
All nurse practitioners with full practising registration with the CRNBC must also be 
enrolled with MSP and assigned a MSP valid practitioner number.  
 

Services Provided to a Family Member 
 

It is recommended that a nurse practitioner not provide services directly to a family 
member.  Examples of family members include mother, father, sister, brother, 
daughter, mother/father–in-law, son/daughter–in-law, step daughter/son, etc. Please 
refer to the CRNBC Practice Standard on Nurse Client Relationships. 

 
 

Delegation of services 
 
A nurse practitioner cannot delegate the provision of services to another person, 
except as specified in the CRNBC Standards of Practice for delegation to 
unregulated providers. 
 
 
Use of Another Practitioner's Number 

 
A nurse practitioner cannot submit an encounter record or request a medical or 
diagnostic service under another medical or health care practitioner’s number. The 
nurse practitioner whose MSP practitioner number is recorded on the encounter 
record assumes full responsibility for the service provided.  
 
Note: Encounter records and referrals/requests for medical and diagnostic services 
made by nurse practitioners with temporary permits and under the supervision of a 
medical practitioner are submitted under the physicians’ practitioner number and are 
deemed to be the responsibility of that supervising medical practitioner.  

 
 

| 
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4.3 Services that May be Performed by Nurse Practitioners 
 
The legal authority for the nurse practitioner scope of practice is set out in the 
Nurses (Registered) and Nurse Practitioners Regulation under the Health 
Professions Act. The Regulation assigns reserved actions to nurse practitioners 
for activities such as: making a diagnosis to identify a disease, disorder or 
condition; ordering diagnostic services; and prescribing and dispensing drugs.  
As specified in the Regulation, these activities are provided in accordance with 
standards, limits and conditions established by the CRNBC.  
 
Services that are performed by nurse practitioners are submitted to MSP as 
encounter records, similar to claims submitted by physicians. Each encounter 
record must be submitted with the appropriate encounter code, sometimes 
referred to as a “fee code”.  
 
For a list of encounter codes to be used for services performed by nurse 
practitioners, see Section 5.3:  Services that May be Performed by Nurse 
Practitioners.  
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4.4 Services that May be Referred by a Nurse Practitioner 
   

  
 The Health Professions Act and Nurses (Registered) and Nurse Practitioners 

Regulation permit nurse practitioners to refer their clients to medical practitioners, 
and to request certain laboratory, diagnostic and imaging services.  

 
 Standards for ordering diagnostic services and for referring for physician 

consultations are set out in the CRNBC Scope of Practice for Nurse Practitioners 
(Family): Standards, Limitations and Conditions. 

 
 When NPs refer a patient to a medical practitioner or for diagnostic tests, the 

physician or facility performing the service cannot be paid appropriately for the 
service unless the claim includes the MSP practitioner number of the referring 
nurse practitioner and a valid fee code for a service that the NP is permitted to 
request. It is very important that you refer only for those services which you are 
permitted to request to insure that medical claims submitted by physicians and 
labs are not rejected.  

  
 

 
Physician Referrals and Consultations 
 
Nurse practitioners have the authority to refer to family practice physicians and to 
make direct request for consultation with a number of medical specialists.  
 
For a list of physician services with corresponding fee codes that may be referred 
by NPs, see Section 5.4:  Physician Services that May be Referred by Nurse 
Practitioners.  
 
 
Laboratory, Diagnostic and Imaging Services 
 
Nurse practitioners are permitted to order an extensive list of laboratory, 
diagnostic and imaging services.  
 
For a list of laboratory, diagnostic and imaging services, with corresponding fee 
codes, that may be referred by NPs, see Section 5.5: Laboratory, Diagnostic and 
Imaging Services that May be Referred by Nurse Practitioners  
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4.5 Information Required for Submission of Encounter Records 
 

In order for an encounter record to be processed by MSP, the following 
information must be submitted: 
 
! Practitioner number 
! Payee number 
! Last name, first initial, and Personal Health Number (PHN) of patient.  
! Encounter code  
! Payment Mode  
! Number of services 
! Date of service  
! Location code  
! Diagnostic code  
 

 
Practitioner Number 
 
Number assigned to a medical or health care practitioner enrolled with MSP for 
the purposes of submitting claims/encounter records. See Section 3.1:Obtaining 
a Practitioner Number with MSP. 
 
 
Payee Number 
 
Number assigned to the individual, corporation, group, clinic, medical facility, or 
health authority to which the practitioner has assigned payment. See Section 3.1: 
Obtaining a Practitioner Number with MSP. 
 
 
Patient Name and Personal Health Number (PHN) 
  
 Each claim must include the patient’s last name, first initial and the individual’s 
Personal Health Number (PHN). In cases where the patient is from another 
province/territory of Canada (except Quebec), claims are submitted as 
“reciprocal billing” and patient’s health insurance number is inserted in the 'other 
insurer ' portion of the Teleplan C02 record. (See Teleplan Specifications - page 
65).  
 
 
Encounter Code 
 
Each claim submitted to MSP for a service rendered by a nurse practitioner must 
include an encounter code. The encounter code is similar to a fee item used by 
other medical and health care practitioners and is used to identify the type of 
service provided. See Section 5: Encounter Codes. 
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Payment Mode 
 
All claims submitted to MSP for services provided by nurse practitioners must 
include an 'E' in the Teleplan field P28 called "Payment Mode" and the amount 
billed must always be ‘0’ (zero).   
 
 
Date of Service 

 
Encounter records must include the date on which the service was provided and 
must be submitted within 90 days of this date of service.  
 
 
Location Code  
 
Encounter records must include one of the following location codes: 

 
Code Description 

E          Hospital emergency dept. or diagnostic & treatment centre    
I          Hospital inpatient  
R         Patient's private home 
Z Non-specific (accident site, in ambulance, etc.) 
O Office or clinic 

 
 
Diagnostic Code 
 
A diagnostic code is required by MSP for all encounter records submitted by 
nurse practitioners. The diagnostic codes used by MSP are based on the ninth 
revision of the International Classification of Diseases developed by the World 
Health Organization, commonly referred to as ICD-9. 

 
 
Referral Code  
 
When referring your patient to a specific physician, please indicate this referral in 
your encounter record by coding the ‘ref-prac1-cd’ with a ‘T’ and the ‘ref-prac’1’ 
field with the physician’s MSP practitioner number.  These instructions can be 
found in the Teleplan Specifications Manual on page 61. 
 

 

 
An online version of ICD-9 codes is available in the MSP web site at: 

 
http://www.health.gov.bc.ca/msp/infoprac/diagcodes/index.html 
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4.6 Guidelines for Submitting Claims on Behalf of other Agencies 
 
For the time being, nurse practitioners will not be providing services to patients 
whose medical claims are the responsibility of the Insurance Corporation of BC 
and Workers’ Compensation Board. The information below is included for future 
reference. 
  
 
Federal Government 
 

 Health care benefits for the following individuals are the responsibility of the 
federal government. These individuals have a federal health care insurance 
number. 
 
! members of the RCMP; 
! members of the Canadian Armed Forces; and 
! inmates in federal penitentiaries (Correctional Services of Canada). 

 
Note: Only the employed individual is covered by the federal government. 
Dependents of the federal employees are covered by MSP and are issued a 
PHN while residing in British Columbia.  
 
 

 Insurance Corporation of British Columbia (ICBC) 
 

 Practitioners should use the following guidelines when submitting claims for 
medical services related to a motor vehicle accident (MVA): 

 
! All cases directly related to an MVA for which ICBC insurance coverage 

applies should be identified with a Y indicator in the "Claim" field, 
regardless of whether the patient is seen in an office, hospital, 
emergency, lab, or x-ray facility.   

 
! Attach ICBC claim number, if available, to each MVA claim in the billing. 

 
! If the patient is from another province, use the normal reciprocal billing 

process. ICBC does not honour reciprocal billing claims. 
 
! If the MVA is work-related, claim is submitted to WCB instead of ICBC. 

 
 
Workers' Compensation Board (WCB) 
 

 MSP accepts WCB claims submitted electronically as processing agent for WCB.  
 Before WCB claims can be submitted, your billing software must be modified. All 

medical software developers, vendors, and service bureaus are aware of the 
technical specifications for making this option available to clients who wish to bill 
WCB through Teleplan. If you do not already have this capability and would like 
to acquire it, contact your vendor directly. 
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 WCB claims submitted via Teleplan to MSP are subject to the normal pre-edit, 

edit, and eligibility checks to ensure that claims are formatted correctly for 
processing and that the patient is registered with a valid PHN.  

 
! WCB claims are identified by insurer code WC and adjustment indicator W. 
! Claims that do not pass the checks are refused and returned electronically 

each night with explanatory refusal codes. 

! Claims that do pass the checks are forwarded electronically each night to 
WCB for their authorization. After WCB assesses the claims, they are 
returned electronically to MSP with processing instructions. 

 
 If WCB does not accept responsibility for the claim, WCB instructs MSP to refuse 

the claim and return it to the submitter. WCB-refused claims can be re-submitted 
as MSP claims, if appropriate. 
 
 
Institutional Facilities 
 

 Claims for patients who reside in a provincial institution other than a 
correctional facility are submitted under the common identity number 
10000008. 
 

 Each institution is identified by a unique 2-digit number. 
 

Institution     Number 
Forensic Psychiatric 12 
Riverview Hospital 30 
Woodlands 35 
Willow Chest Centre 40 
Fraser House 51 
Miracle Valley 52 

 
 
  

 When submitting institutional claims, use the Reciprocal Claim Record (RCP), and 
complete the claim as follows: 

 
! In the RCP Province/Alternative Insurer Code field, enter IN for "Institution." 

! In the RCP Registration Number field, enter the identity number 0010000008 
followed by the 2-digit institution number. 
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Correctional Facilities 
 
 

 Each inmate residing in a provincial correctional facility is assigned a correctional 
services number, commonly known as the "CS" number. It consists of 5, 6, or 7 
digits, and is used as the inmate's MSP ID number during the period of incarceration. 
 
! Submit claims for inmates as for any BC resident. Do not bill as a reciprocal 

claim. 

! In the Personal Health Number field, zero-fill the "CS" number to the left (front) 
of the number. 

! In the Dependent Number field, enter 2 zeroes. 

! Some software programs may automatically enter the required zeroes.  
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5. ENCOUNTER CODES FOR NURSE PRACTITIONERS 
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 5. ENCOUNTER CODES FOR NURSE PRACTITIONERS 
 
 

5.1 Introduction to NP Encounter Codes  
 
The following section provides you with necessary coding information for 
submitting encounter records to MSP/HIBC, as well as codes for permitted 
physician and diagnostic service referrals. 
 
Section 5.2 – provides the Preamble to the Medical Services Commission 
Payment Schedule used by all medical practitioners for submitting claims for 
payment to MSP. This information pertains to physicians’ claims paid on a fee-
for-service (FFS) basis and is included in this manual for your information. The 
complete MSC Payment Schedule is available online at:  

www.health.gov.bc.ca/msp/infoprac/physbilling/payschedule/.  
 
Section 5.3 – includes encounter codes for use by NPs when submitting 
encounter records to MSP/HIBC. These are unique numbers are assigned to 
services to be performed by NPs only.   
 
Section 5:4 – lists the fee codes for physician services that may be referred by 
NPs. These codes are used by the physician when submitting claims for payment 
for referred services, along with the MSP practitioner number of the referring NP.  
 
Section 5.5 – includes the MSC Payment Schedule - Laboratory Medicine 
Preamble and lists the fee codes for laboratory, diagnostic and imaging services 
that may be referred by NPs. These codes are used by the diagnostic facility/ 
physician when submitting claims for payment for referred services, along with 
the MSP practitioner number of the NP who referred the service. 
 
 

 
 

 
 

 

 

Please note: This complete manual, including this section, is 
available online at: 

http://www.health.gov.bxc.ca/msp/infoprac/np/index.html 
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5.2 PREAMBLE TO THE MEDICAL SERVICES COMMISSION 
PAYMENT SCHEDULE 

 
 
A. ADMINISTRATION  
 
1. Fee Payable by the Medical Services Plan 

 
A Payment Schedule for medical practitioners is established under 
Section 26 of the Medicare Protection Act and is referred to in the Master 
Agreement between the Medical Services Commission (MSC) and the 
British Columbia Medical Association (BCMA).  The fees listed are the 
amounts payable by the Medical Services Plan (MSP) of British Columbia 
for listed benefits. “Benefits” under the Act are limited to services which 
are medically required for the diagnosis and/or treatment of a patient, 
which are not excluded by legislation or regulation, and which are 
rendered personally by medical practitioners or by others delegated to 
perform them in accordance with the Commission’s policies on delegated 
services.  Services referred or required by a “third party” for other than 
medical requirements are not insured under the Plan.  Services such as 
consultations, laboratory investigations, anaesthesia, surgical assistance, 
etc., rendered solely in association with other services which are not 
benefits also are not considered benefits under the Plan, except in 
special circumstances as approved by the Medical Services 
Commission (e.g.: Dental Anaesthesia Policy). 

 
2. MSP Billing Number 
 

A billing number consists of two numbers - a practitioner number and a 
payment number.  The practitioner number identifies the physician 
performing and taking responsibility for the service.  The payment number 
identifies the person or party to whom payment will be directed by the 
Medical Services Plan (MSP).  Each claim submitted must include both a 
practitioner number and payment number. 

 
3. Assignment of Payment 
 

An “Assignment of Payment” is a legal agreement by which an attending 
physician designates payment for his/her services to another party.  In 
this circumstance, the designated party may use the attending physician’s 
practitioner number in combination with its own payment number when 
submitting claims to MSP.  To authorize MSP to make payment to a 
designated party, the attending physician must complete and file an 
“Assignment of Payment” form.  However, even though the payment has 
been assigned, the responsibility for the clinical service and its 
appropriate billing remains with the physician whose practitioner number 
is used. 
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4. Reciprocal Claims 
 

All Provinces, and Territories, except Quebec, have entered an 
agreement to pay for insured services provided to residents of other 
provinces when a patient presents with a valid Provincial Health 
Registration Card.  Claims can be submitted electronically or by card and 
details of this process may be obtained by contacting MSP.  However, the 
services listed below are exempt from this agreement and should be 
billed directly to the non-resident patient. 

 
Physician Services Excluded under the Inter-Provincial Agreements for 
the Reciprocal Processing of Out-of-Province Medical Claims 

 
1. Surgery for alteration of appearance (cosmetic surgery) 
2. Sex-reassignment surgery 
3. Surgery for reversal of sterilization 
4. Therapeutic abortions 
5. Routine periodic health examinations including routine eye 

examinations 
6. In-vitro fertilization, artificial insemination 
7. Acupuncture, acupressure, transcutaneous electro-nerve 

stimulation (TENS), moxibustion, biofeedback, hypnotherapy 
8. Services to persons covered by other agencies; RCMP, Armed 

Forces, Workers’ Compensation Board, Department of 
Veterans Affairs, Correctional Services of Canada (Federal 
Penitentiaries) 

9. Services requested by a “Third Party” 
10. Team conference(s) 
11. Genetic screening and other genetic investigation, including 

DNA probes 
12. Procedures still in the experimental/developmental phase 
13. Anaesthetic services and surgical assistant services 

associated with all of the foregoing. 
 

The services on this list may or may not be reimbursed by the home 
province.  The patient should make enquires of that home province after 
direct payment to the BC physician. 

 
 

5. Setting of Fees - General Considerations 
 

This Section refers to internal BCMA policy and, therefore, is not included 
in the MSC Payment Schedule. 
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6. Modifications to the MSC Payment Schedule 
 

Under the Master Agreement between the MSC and the BCMA, 
additions, deletions, fee changes or other modifications to the MSC 
Payment Schedule are made by the Medical Services Commission, upon 
advice from the BCMA.  Services not listed in the MSC Payment 
Schedule must not be billed to the Plan under other listings.  Physicians 
who wish to have modifications to the Schedule considered should submit 
their proposals to the BCMA Tariff Committee through the appropriate 
Section.  On recommendation of the BCMA Tariff Committee, interim 
listings may be designated by the Commission for new procedures or 
other services for a limited period of time to allow definitive listings to be 
established, if appropriate. 

 
 
7. Miscellaneous Services  

 
For unusually complex procedures, for established but infrequently 
performed procedures which are not listed in the MSC Payment 
Schedule, for unlisted “team” procedures, or for any medically required 
service for which the physician desires independent consideration to be 
given by the Plan, a claim should be submitted under one of the 
“miscellaneous” fee codes.  A complete list of the miscellaneous fee 
codes is outlined below.  When submitting claims under a miscellaneous 
fee code, you should include your estimate of an appropriate fee, details 
of the calculation of that fee and sufficient documentation of your services 
(such as the operative report) to substantiate the claim.  Claims made 
under the miscellaneous codes will be adjudicated in equity with services 
of similar responsibility, skill and duration. 

 
Miscellaneous (...99) Fee Items 

 
00099 General Services 
00199 General Practice 
00299 Dermatology 
00399 Internal Medicine 
00499 Neurology 
00599 Paediatrics 
00699 Psychiatry 
00999 Diagnostic Procedures 
01799 Physical Medicine 
01999 Anaesthesia 
02599 Otolaryngology 
02999 Ophthalmology 
03999 Neurosurgery 
04999 Obstetrics & Gynaecology 
06999 Plastic Surgery 
07999 General Surgery/Cardiac Surgery 
08699 X-ray 
08899 Miscellaneous Diagnostic Ultrasound 
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08999 Urology 
09899 Nuclear Medicine 
30999 Clinical Immunology and Allergy 
31999 Rheumatology 
59999 Orthopaedics 
77799 Vascular Surgery 
79199 Thoracic Surgery 
94999 Laboratory Medicine 

 
8. Inclusive Fees 
 

If it is not medically necessary for a patient to be personally reassessed 
prior to prescription renewal, specialty referral, release of laboratory 
results, etc., claims for these services must not be made to the Plan 
regardless of whether or not a physician chooses to see his/her patients 
personally or speak with them via the telephone.  

 
Some services listed in the MSC Payment Schedule have fees which are 
specifically intended to cover multiple services over extended time 
periods.  (Examples are most surgical procedures, the critical care per 
diem listings and some obstetrical listings.) 

 
When, because of serious complications or coincidental non-related 
illness, additional care is required beyond that which would normally be 
recognized as included in the listed service, the Plan will give 
independent consideration to claims for this additional care, when 
submitted with adequate explanation. 

 
 
9. Medical Research 
 

Costs of medical services (such as examinations by physicians, 
laboratory procedures, other diagnostic procedures) which are provided 
solely for the purposes of research or experimentation are not the 
responsibility of the patient or MSP.  However, it is recognized that 
medical research may involve what is generally considered to be 
accepted therapies or procedures, and the fact that a therapy or 
procedure is performed as part of a research study or protocol does not 
preclude it from being a service insured by MSP.  In the situation where 
therapies or procedures are part of a research study, only those 
reasonable costs customarily related to routine and accepted care of a 
patient’s problem are considered to be insured services by MSP; 
additional services carried out specifically for the purposes of the 
research are not the responsibility of MSP. 
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Experimental Medicine 
 

Costs of medical services which are provided for the purpose of what is 
considered to be experimental medicine are not the responsibility of the 
patient or MSP. 

 
New procedures and therapies not performed elsewhere and which 
involve a radical departure from the customary approaches to a medical 
problem, are considered to be experimental medicine.  Services related to 
such experimental medicine are not chargeable to MSP. 

 
New therapies and procedures which have been described elsewhere 
may or may not be deemed to be experimental medicine for the purposes 
of determining eligibility for payment by MSP. 

 
Where such a new therapy or procedure is being introduced into British 
Columbia and the physicians performing the new therapy or procedure 
wish to have a new fee item inserted in to the fee schedule to cover the 
new therapy or procedure, the process to be used is as follows: 

 
An application for a new fee item related to the new therapy or procedure 
will be submitted by the appropriate section(s) of the BCMA to the BCMA 
Tariff Committee for consideration, with documentation supporting the 
introduction of this item into the payment schedule.  The BCMA Tariff 
Committee will advise the Medical Services Commission whether or not 
this new therapy constitutes experimental medicine.  If the Tariff 
Committee considers that the item is experimental, it will not be 
considered an insured service and will not be introduced into the fee 
schedule.    If the Medical Services Commission, on the advice of Tariff 
Committee, determines that the new therapy or procedure is not 
experimental medicine, the fee item application will be handled in the 
usual manner for a new fee. 

 
When a new therapy or procedure is being performed outside British 
Columbia, a patient or patient advocate may request that the services 
associated with this new therapy or procedure be considered insured 
services by MSP.  The situation will be reviewed by the Medical Services 
Commission utilizing information obtained from various sources, such as 
physicians, the BCMA  or B.C.O.H.T.A.  If it is determined that the new 
therapy or procedure is experimental, the cost of medical services 
provided for this type of medical care will not be the responsibility of MSP. 
If it is considered that the therapy or procedure is not experimental, the 
cost of medical services associated with this treatment will be in part or in 
whole the responsibility of MSP. 

 
If procedures are accepted as no longer being experimental, they will be 
accepted into the fee guide on an interim basis and will be reviewed again 
within five years. 
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10. Missed Appointments 
 

Claims for missed appointments must not be submitted to the Plan. Billing 
the patient directly for such missed appointments would not be 
considered to be extra billing. 

 
 
11. Group Practice/Partnerships/Locums 
 

Each individual will charge for his/her own services.  For MSP and WCB 
billings this requires the use of the individual’s personal practitioner 
number.  This includes members of Group Practices, Partnerships and 
Locums.  Exceptions to this rule are the Laboratory Medicine Facilities 
and where specifically allowed by the MSC. 
 
 

12. Disputed Payments  
 

Remittance statements issued by the Plan should be reviewed carefully to 
reconcile all claims and payments made.  Claims may have been 
adjusted in adjudication and explanatory codes should designate the 
reason(s) for any adjustments.  If a physician is unable to agree with an 
adjustment, the account should be resubmitted to the Plan together with 
additional information for reassessment.  Further disagreement with the 
payment should be referred to the BCMA Reference Committee for 
review and subsequent recommendation to the Commission. 

 
 

13. Patient Agreement to Physician Restrictions  
 

A very few patients occasionally develop a pattern of repeatedly visiting 
many different physicians.  When this occurs without sufficient medical 
necessity, these patients may be requested by MSP to sign an 
“Agreement of Limitation” form.  This is a legal agreement which limits the 
responsibility of MSP for payment to one primary care physician.  If care 
is provided by other physicians, then the patient has agreed to accept 
responsibility for direct payment for that care.  Physicians will be notified 
when these restrictions are applied by MSP. 

  
14. Extra Billing  
 

“Extra Billing” means billing an amount over the amount payable for an 
insured service (a “benefit”) by MSP.  Extra billing is not allowed under 
the Medicare Protection Act except for services rendered by physicians 
who are not “enrolled” with the Plan (i.e., no services are covered by 
MSP) and then only for those services which are rendered outside of 
hospitals and community care facilities. 
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15. Differential Billing for Non-Referred Patients  
 

If a specialist attends a patient without referral from either another 
physician or from a non-physician practitioner authorized by the Medical 
Services Commission to make such referral, the specialist may submit a 
claim to MSP for the appropriate GP visit fee and in addition may charge 
the patient a differential fee.  This is not considered “extra billing.”  

 
The maximum amount billable as a differential fee is calculated as the 
difference between the amount payable under the Payment Schedule to a 
General Practitioner for the service rendered, and the amount payable 
under the Payment Schedule to the specialist had the patient been 
referred. 

 
16. Balance Billing 
 

Balance billing denotes the practice of physicians opted in under the 
Medical Services Plan billing MSP for the MSP fee and the patient for the 
amount of the difference between the payment made by the Medical 
Services Plan for an insured service and the fee for that service listed 
under the heading “BCMA Fee.”  Except as defined by differential billing 
for non-referred patients above, balance billing is not presently permitted 
under the Medicare Protection Act. 

 
 

17. Specialist/General Practitioner Payment 
  

To be paid by MSP or WCB for specialist consultations, visit items and/or 
other specialty-restricted fee items listed in the specialty sections of the 
Payment Schedule, one must: 

 
i) be a Certificant or a Fellow of the Royal College of Physicians  

  and Surgeons of Canada and be so recognized by the College  
  of Physicians and Surgeons of British Columbia in that  
  particular specialty or 

ii) be recognized as a specialist pursuant to the Health  
  Professions Act and bylaws of the College of Physicians and  
  Surgeons of British Columbia. 
 
 A specialist recognized in more than one specialty by the College  of 

Physicians and Surgeons of British Columbia should bill consultation and 
referred items under the specialty most appropriate for the condition 
being diagnosed and/or treated. 
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18. MVA Billing Guidelines  
 

1. All cases directly relating to an MVA which ICBC Insurance coverage 
applies should be identified as such by a “yes” code in the Teleplan 
MVA field. 

2. All such cases should be coded “MVA” regardless of whether seen in 
an office visit, emergency, lab or x-ray facility.  Surgery or procedures 
performed in regard to these cases should also be identified. 

3. Where possible, please attach an ICBC claim number to each coded 
MVA in your Teleplan billing. 

4. In cases where a visit or procedure was occasioned by more than one 
condition, the dominant purpose must be related to an MVA to code it 
as such. 

5. If the patient is from another province, use the normal out-of-province 
billing process. 

6. In those instances in which the patient has no MSP coverage, the 
physician should bill the patient or ICBC directly.  Physicians have the 
choice of either billing the uninsured patient directly at the BCMA 
recommended rate and having the patient recover the costs from 
ICBC, or billing ICBC for the MSP amount. 

7. If the MVA is work-related, WCB should be billed under their 
procedures. 

8. Physicians are accountable for proper MVA identification and are 
subject to audit. 

 
 
19. Services to Family and/or Household Members 
 

1. Services are not benefits of MSP if they are provided by a medical 
practitioner to the following members of the medical practitioner’s 
family: 
 
a) a spouse, 
b) a son or daughter, 
c) a step-son or step-daughter, 
d) a parent or step-parent, 
e) a mother-in-law or a father-in-law, 
f) a grandparent, 
g) a grandchild, 
h) a brother or sister, or 
 i) a spouse of a person referred to in paragraph (b) to (h).  

 
2. Services are not benefits of MSP if they are provided by a medical 

practitioner to a member of the same household as the medical 
practitioner. 
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B. TERMS AND DEFINITIONS 
 
1.a. General 

All benefits listed in the MSC Payment Schedule, except where specific 
exceptions are identified, must include the following as inherent in the 
service being claimed and payment for these inherent components is 
included in the listed fees: 

 
a. Direct face-to-face encounter with the patient by the physician or 

delegate, appropriate physical examination when pertinent to the 
service and on-going monitoring of the patient’s condition during the 
encounter, where indicated. (Refer to Section B.1.b. Telehealth 
Services; Section 5 Delegated Procedures). 

b. Any enquiry of the patient or other source, including review of medical 
records, necessary to arrive at an opinion as to the nature and/or 
history of the patient’s condition.  

c. Appropriate care for the patient’s condition, as specifically listed in the 
Schedule for the service and as traditionally and/or historically 
expected for the service rendered. 

d. Arranging for any related assessments, procedures and/or therapy as 
may be appropriate, and interpreting the results, except where 
separate listings are applicable to these adjunctive services.  (Note: 
This does not preclude physicians rendering referred “diagnostic 
facility” services from billing for interpretation of diagnostic test 
results).  

e. Arranging for any follow-up care which may be appropriate. 

f. Discussion with and providing advice and information to the patient or 
the patient’s representative(s) regarding the patient’s condition and 
recommended therapy, including advice as to the results of any 
related assessments, procedures and/or therapy which may have 
been arranged.  No additional claims may be made to the Plan for 
such advice and discussion, nor for the provision of prescriptions 
and/or laboratory requisitions, unless the patient’s medical condition 
indicates that the patient should be seen and assessed again by the 
physician in order to receive such advice. 

g. Making and maintaining an adequate medical record of the encounter 
which appropriately supports the service being claimed.  A service for 
which an adequate medical record has not been recorded and 
retained is considered not to be complete and is not a benefit under 
the Plan. 
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1.b. Telehealth Services 

“Telehealth Service” is defined as a physician delivered health service 
provided to a patient at a Health Authority approved, publicly-funded 
telehealth program, and live image transmission of those images to a 
receiving physician at another approved site, through the use of video 
technology. "Video technology" means the recording, reproducing and 
broadcasting of live visual images utilizing a direct interactive video link 
with a patient. In order for payment to be made, the patient must be in 
attendance at the sending site at the time of the video capture. Only 
those services which are designated as telehealth services are payable 
by MSP. Other services/procedures require face-to-face encounters. 
Telehealth services do not include teleradiology or tele-ultrasound, which 
are regulated by their specific Sectional Preambles.  

 
Telehealth services are payable only when provided as defined under the 
specific Preamble pertaining to the service rendered (e.g.: telehealth 
consultation - see Preamble B.3) to a patient with valid medical coverage.  
Patients must be informed and given opportunity to agree to services 
rendered using this modality, without prejudice. 
 
Notwithstanding the above, "telehealth examination" means an 
examination of a patient by the consultant at the receiving site using 
"telehealth services" as defined above, but does not include the "face-to-
face encounter" requirements referred to under Preamble B.1.a. 
 
In those cases where a specialist service requires a General Practice 
Assistant to assist with the essential physical assessment, without which 
the specialist service would be ineffective, the specialist must indicate in 
the "Referred by" field that a request was made for a General Practice 
assisted assessment. 

 
Where a receiving physician, after having provided a telehealth 
consultation service to a patient, decides s/he must examine the patient 
in person, the physician should claim the subsequent visit as a limited 
consultation, unless more than 6 months has passed since the telehealth 
consultation.  

 
Where a telehealth service is interrupted for technical failure, and is not 
able to be resumed within a reasonable period of time, and therefore is 
unable to be completed, the receiving physician should submit a claim 
under the appropriate miscellaneous    code for independent 
consideration with appropriate substantiating information.  
 
Video technology services are generally payable once per patient/ per 
day/per physician.  Any exceptions to this policy must comply with all 
Payment Schedule criteria for multiple visits.  Information regarding the 
medical necessity and times of service should accompany claims.  
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Compensation for travel, scheduling and other logistics is the 
responsibility of the Regional Health Authority. Rural Retention fee-for-
service premiums are applicable to telehealth services and are payable 
based on the location of the receiving physician in eligible RSA 
communities.  
 
The College of Physicians and Surgeons of British Columbia have 
confirmed that in this province, licensure is defined by the location of the 
physician.  However, other jurisdictions may have other definitions.  BC 
physicians providing care via telehealth to patients outside the province 
must abide by the regulations set in the patient’s home province.  
 
See the appropriate Section for specific fee items and further criteria. 

 
 
2. Adequate Medical Records of a Benefit under the Plan 
 

Except for referred “diagnostic facility” services, a medical record is not 
considered adequate unless it contains all information which may be 
designated or implied in the MSC Payment Schedule for the service and 
unless another physician of the same specialty, who is unfamiliar with 
both the patient and the attending physician, would be able to readily 
determine the following from that record and/or the patient’s medical 
records from previous encounters: 

 
a. Date and location of the service. 
b. Identification of the patient and the attending physician. 
c. Presenting complaint(s) and presenting symptoms and signs, 

including their history. 
d. All pertinent previous history including pertinent family history. 
e. The relevant results, both negative and positive, of a systematic 

enquiry pertinent to the patient’s problem(s). 
f. Identification of the extent of the physical examination including 

pertinent positive and negative findings. 
g. Results of any investigations carried out during the encounter. 
h. Summation of the problem and plan of management. 

 
 

For referred “diagnostic facility” services, an adequate medical record 
must include: 

 
a. Date and location of patient encounter or specimen obtained. 
b. Identification of the patient and the referring practitioner. 
c. Problem and/or diagnosis giving rise to the referral where 

appropriate. 
d. Identification of the specific services requested by the referring 

practitioner. 
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e. Identification of specific services performed but not specifically 
requested by the referring practitioner, and identification of the 
physician who authorized the additional services. 

f. Original requisition or a copy or electronic reproduction of the 
requisition, in which the method for copying or producing an 
electronic reproduction must be approved by the Commission, the 
nature of the copy or electronic reproduction must comply with the 
intent relative to the form and content of the standard laboratory 
requisition, and must be auditable to the original source document. 

g. Where a requisition is submitted electronically, the electronic 
ordering methods must be approved by the Commission employing 
guidelines established jointly by MSP and BCMA. 

h. Where a written requisition was never submitted by the referring 
practitioner, the laboratory staff person who recorded the verbal 
requisition must be identified.  The requisitions must be retained for 
3 years. 

i. Results of all services rendered, and interpretation where 
appropriate.  These data must be retained for 3 years. 

 
 

.3 Consultation 
 

a. General 
A consultation applies when a physician, or a non-physician 
practitioner (chiropractor, for orthopaedic consultations; midwife, for 
obstetrical or neonatal related consultations; nurse practitioner; 
optometrist, for ophthalmology consultations; oral/dental surgeon, 
for diseases of mastication), in the light of his/her professional 
knowledge of the patient and because of the complexity, obscurity 
or seriousness of the case, requests the opinion of a physician 
competent to give advice in this field.  The service includes the initial 
services of a consultant necessary to enable him/her to prepare and 
render a written report, including his/her findings, opinions and 
recommendations, to the referring physician/ practitioner.  A 
consultation must not be claimed unless it was specifically 
requested by the attending physician/practitioner and unless the 
written report is rendered (refer to Preamble A.15). It is generally 
agreed that a written report will be generated by the physician 
providing the consultation within 2 weeks of the date-of-service.  In 
exceptional circumstances, when beyond the consultant’s control, a 
delay of up to a maximum of 90 days is acceptable.  

 
                

b. Continuing Care by Consultant 
Once a consultation has been rendered and the written report submitted 
to the referring physician/practitioner, this aspect of the care of the patient 
normally is returned to the referring physician/practitioner.  However, if by 
mutual agreement between the consultant and the referring physician/ 
practitioner, the complexities of the case are felt to be such that its 
management should remain for a time in the hands of the consultant, the 
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consultant should claim for continuing care according to the MSC 
Payment Schedule pertaining to the pertinent specialty. 
 
Where the care of this aspect of the case has been transferred, except for 
a patient in hospital, the referring physician generally should not charge 
for this aspect of the patient’s care unless and until the full responsibility 
is returned to him/her.  For hospitalized patients, supportive care may 
apply. 
 
Continuing care by a specialist (following consultation) normally is paid at 
the pertinent specialist rates.  However, continuing care requires that a 
written update of the patient’s condition and care be appropriately 
reported to the primary care physician / practitioner at least every six 
months, until the responsibility for this aspect of the patient’s care is 
returned to the Primary Care physician / practitioner. 

 
c. Limited Consultation 

A limited consultation requires all of the components expected of a full 
consultation for that specialty but is less demanding and normally 
requires substantially less of the physician’s time than a full consultation. 

 
d. Special Consultations 

Specific additional conditions may apply to specific types of consultation, 
as designated in the Preamble to the pertinent section of the MSC 
Payment Schedule and/or the notes to the specific listings. 

 
e. Limitations 

i) A consultation for the same diagnosis is not normally payable as a full 
consultation unless an interval of at least six months has passed since 
the consultant has last billed a visit for the patient.  A limited 
consultation may be payable within the six month interval, if 
applicable. 

 
ii) For consultations and/or other specialty limited services to be paid by 

the Plan, the physician rendering the service must be certified by or 
be a Fellow of the Royal College of Physicians and Surgeons of 
Canada, and be so recognized by the College of Physicians and 
Surgeons of British Columbia.   No other specialist qualifications will 
be recognized by the Plan and payments for visits and examinations 
rendered by licensed physicians not so qualified will be made on the 
basis of fees listed in the General Practice Section of this MSC 
Payment Schedule. 

 
Exceptions to this limitation will only be made in cases of geographic 
need, as recommended by the College of Physicians and Surgeons of 
BC and/or the Tariff Committee of the BCMA. 

 
 
4. Visits and Examinations 
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In addition to the general requirements contained in Section B. 1., the 
following definitions apply.  As well, please note when services are 
provided for simple education alone, including group education sessions 
(e.g. asthma, cardiac rehabilitation and diabetic education) such services 
are not appropriately claimed under fee-for-service listings. 

 
a. Complete Examination 

i) A complete physical examination shall include a complete detailed 
history and physical examination of all parts and systems with 
special attention to local examination where clinically indicated, 
adequate record of findings and, if necessary, discussion with 
patient.  The above should include complaints, history of present 
and past illness, family history, personal history, functional inquiry 
physical examination, differential diagnosis and provisional 
diagnosis. 
 

ii) Routine or periodic complete physical examination (check up) is 
not a benefit under MSP.  This includes any associated diagnostic 
or laboratory procedures unless significant pathology is found.  
The physician should advise the laboratory of patient’s 
responsibility for payment. 

 
b. Partial/Regional Examination 

A visit for any condition(s) requiring partial/regional examination or 
history includes both initial and subsequent examination for same or 
related condition(s).  A partial or regional examination includes a 
history of the presenting complaint(s), appropriate enquiry and 
examination of the affected part(s), region(s) and/or system(s) as 
medically required to make a diagnosis, exclude disease and/or 
assess function. 

 
c. Counselling 

Counselling is defined as the discussion with the patient, caregiver, 
spouse or relative about a medical condition which is recognized as 
difficult by the medical profession or over which the patient is having 
significant emotional distress.  Counselling, to be claimed as such, 
must not be delegated and must last at least 20 minutes.  Counselling 
is not to be claimed for advice that is a normal component of any visit 
or as a substitute for the usual patient examination fee, whether or not 
the visit is prolonged.  For example, the counselling codes must not 
be used simply because the assessment and/or treatment may take 
20 minutes or longer, such as in the case of multiple complaints.  The 
counselling codes are also not intended for activities related to 
attempting to persuade a patient to alter diet or other lifestyle 
behavioural patterns.  Nor are the counselling codes generally 
applicable to the explanation of the results of diagnostic tests. 

 
Not only must the condition be recognized as difficult by the medical 
profession, but the physician’s intervention must of necessity be over 
and above the advice which would normally be appropriate for that 
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condition.  For example, a physician may have to use considerable 
professional skill counselling a patient (or a patient’s parent) who has 
been newly diagnosed as having juvenile diabetes, in order for the 
family to understand, accept and cope with the implications and 
emotional problems of this disease and its treatment.  In contrast, if 
simple education alone including group educational sessions (e.g. 
asthma, cardiac rehabilitation and diabetic education) is required, 
such service could not appropriately be claimed under the counselling 
listings even though the duration of the service was 20 minutes or 
longer.  It would be appropriate to apply for sessional payments for 
group educational sessions.  Unless the patient is having significant 
difficulty coping, the counselling listings normally would not be 
applicable to subsequent visits in the treatment of this disease. 

 
Other examples of appropriate claims under the counselling listings 
are Psychiatric Care, the counselling that may be necessary to treat a 
significant grief reaction, and conjoint therapy and/or family therapy 
for significant behavioural problems. 

 
Plan payment of counselling under the counselling listings is limited to 
four sessions per year per patient unless otherwise specified.  
Subsequent counselling is payable under the other visit listings.  
Counselling by telephone is not a benefit under the Plan. 

 
d. Psychiatric Care 

 
For Preamble rules pertaining to Psychiatric Care, please refer to the 
Psychiatric Sectional Preamble. 
 

 
e. Hospital/Institutional Visits 

i) Hospital Admission Examination 
 An in-hospital admission examination may be claimed when a 

patient is admitted to an acute care hospital for medical care 
rendered by a general practitioner.  The service also may be 
applicable when a physician is required to perform an admission 
examination prior to a hospital service being delivered by a non-
physician (e.g., a dental surgeon).  The hospital admission 
examination listing is not applicable when a patient has been 
admitted for surgery or when a patient is admitted for care (other 
than directive care) rendered by a specialist.  This service is 
applicable only once per patient per hospitalization and is in lieu of 
a “hospital visit” on the day it is rendered.  This item is intended to 
apply in lieu of fee item 00108 on the first in-patient day.  
However, if extra visits are medically required because of the 
nature of the problem, 00108 may be billed in addition.  An 
explanation of the reasons for the additional charges should 
accompany the claim. 
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This service includes all of the components of a complete 
examination and may not be claimed if either of these two 
services has been claimed by this physician, within the week 
preceding the patient’s admission to hospital.  If the MSC 
Payment Schedule listing for a hospital admission examination is 
not applicable, the service encompassed by this listing is included, 
when rendered, under the “hospital visit” listings. 

 
ii) Subsequent Hospital Visit 
 A subsequent hospital visit is the routine monitoring and/or 

examination(s) which is medically required following a patient’s 
admission to an acute care hospital.  Payments for subsequent 
hospital visits are usually limited to one per patient per day for a 
period up to 30 days.  However, it is not the intent of the MSC 
Payment Schedule that subsequent visit fees be claimed for every 
day a patient is in hospital unless the visits are medically required 
and unless a physician visits the patient each day.  If it is 
medically required for a patient to be visited more than once per 
day at any time, or daily beyond the initial 30 day period (e.g., if 
the patient is in one of the Intensive Care wards), an explanation 
should be submitted with the claim and independent consideration 
will be given. 

 
iii) Surgery by a Visiting Doctor  

If a surgeon operates outside of his/her geographical area, (for 
example as part of an outreach program or other such 
circumstances), and because of this, he/she is unable to render 
the usual post-operative care, the physician who performs this 
service for the patient may claim for necessary hospital visits at 
the usual frequency, as described under Preamble B.4.e.ii.  
Claims for such post-operative care should be accompanied by a 
written explanation or an electronic note record.  No such claims, 
however, should be made if the hospital at which the post-
operative care is being rendered is within the same metropolitan 
area or within 32 km of the surgeon’s home or office. 

 
iv) Long-Stay Hospitalization 

For long stays in an acute care hospital including discharge 
planning and holding units because of serious illness extending 
beyond 30 days, claims for subsequent hospital visits are limited 
to two visits per patient per week. However, for acute intercurrent 
illnesses or exacerbation of original illness requiring a greater 
0frequency of subsequent hospital visits, claims for additional 
visits should include an explanation and will be given independent 
consideration. 

 
v)  Directive Care/Concurrent Care/Supportive Care 

Directive care refers to those subsequent hospital visits rendered 
by a consultant in cases in which the responsibility for the case 
remains in the hands of the attending physician / practitioner but 
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for which a consultant is requested to give directive care in 
hospital during the acute phase. Payments for directive care are 
limited to two visits per patient per week for each consultant 
requested to render directive care by the referring physician/ 
practitioner.  

 
For those medical cases where the medical indications are of 
such complexity that the concurrent services of more than one 
physician are required for the adequate care of a patient, 
subsequent visits should be claimed by each physician as 
required for that care. To facilitate payment, claims should be 
accompanied by a written explanation or an electronic note 
record, and independent consideration will be given. For patients 
in I.C.U. or C.C.U. this information in itself, is sufficient. 

 
Where a case has been referred and the referring physician no 
longer is in charge of the patient’s care but for which continued 
liaison with the family and/or reassurance of the patient is 
necessary while the patient is hospitalized, supportive care may 
be claimed by the referring physician.  Payments for supportive 
care are limited to one visit for every day of hospitalization for the 
first ten days and, thereafter, one supportive care visit for every 
seven days of hospitalization. 

 
vi) Newborn Care in Hospital 

Newborn care in hospital is the routine care of a well baby up to 
10 days of age and includes an initial complete assessment and 
examination and all subsequent visits as may be appropriate, 
including instructions to the parent(s) and/or the patient’s 
representative(s) regarding health care.  Newborn well baby care 
in hospital normally is not payable to more than one physician for 
the same patient. However, when a well baby is transferred to 
another hospital (because of the mother’s state of health), 
separate claims for newborn care when rendered by a different 
physician at each hospital may be made. 

 
vii) Long-Term-Care Institution Visits 

When visits are medically required to patients in long-term-care 
institutions (such as nursing homes, intermediate care facilities, 
extended care units, rehabilitation facilities, chronic care facilities, 
convalescent care facilities and personal care facilities, whether or 
not any of these facilities are situated on the campus of an acute 
care facility) claims may be made to a maximum of one visit every 
four weeks.  It is not sufficient, however, for the physician simply 
to review the patient’s chart. A face-to-face patient/physician 
encounter must be made. Services not medically required but 
rendered solely to meet mandatory requirements of an institution 
must not be billed to the Plan.  For acute intercurrent illnesses or 
exacerbation of original illness requiring institutional visits beyond 
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the foregoing limitations, additional institutional visits may be 
claimed with accompanying written explanation. 

 
viii) Palliative Care 

The Palliative Care listings are applicable to the frequent (usually 
daily) visits for palliative care rendered to terminally ill patients 
suffering from malignant disease or AIDS.  These listings only 
apply where aggressive treatment of the underlying disease 
process is no longer taking place and care is directed instead to 
maintaining the comfort of the patient until death occurs.  Claims 
for these listings should be billed retroactively after death for a 
period not to exceed 90 days prior to death.  The listings are 
applicable to patients in acute care hospitals, hospice facilities or 
other institutions whether or not the patient is in a designated 
palliative care unit.  The palliative care listings do not apply when 
unexpected death occurs after long hospitalization for a diagnosis 
unrelated to the cause of death.  For diagnoses other than 
malignant disease or AIDS, an explanation should be submitted 
with the claim and independent consideration will be given. 

 
 

f. Emergency Department Examinations 
 

i) Emergency Medicine Consultation 
An emergency medicine consultation in the emergency 
department must fulfil all of the requirements designated for 
consultations in general and, in addition, it applies only when a 
patient is referred by another physician (other than an emergency 
physician at the same institution) who has seen and examined the 
patient and, because of the complexity, obscurity or seriousness 
of the problem, the referring physician has requested the 
consultation.  An emergency medicine consultation cannot be 
charged for the routine transfer of care to the emergency 
physician or for the provision of treatment for a stable medical 
condition.  Neither does it apply to cases of self-referral by 
patients who present themselves to the emergency department or 
who are brought by persons acting on their behalf. 
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ii) On-Site/On-Duty Emergency Department Physicians 
The emergency department listings which designate various 
intensity levels of emergency department care apply only to those 
circumstances wherein either specialists in emergency medicine 
or other physicians are physically and continuously present in the 
Emergency Department or its environs for an arranged designated 
period of time.  In addition to applying to full or part-time 
emergency room physicians who work pre-arranged shifts, these 
listings also apply to the services rendered by physicians who 
provide on-call emergency room coverage for designated periods 
of time and limit the services they provide predominantly to 
emergency room coverage.  The applicable levels of care are 
defined as follows:  

LEVEL I A level of service pertaining to the evaluation and treatment of a 
single condition requiring only an abbreviated history, examination 
and treatment.  It shall include the review of appropriate laboratory 
tests and/or x-rays.  This level of service shall also pertain to 
those patients who do not meet the criteria for Level II or III care. 
 

LEVEL II Pertains to the evaluation of a new or existing medical condition 
that necessitates a detailed medical history, and necessary 
physical examination of three or more regions.  It will also include 
a review of laboratory tests and x-rays where required, and the 
initiation of appropriate therapy.  This level of service shall also 
pertain to those patients whose illness/injury require prolonged 
observation, continuous therapy, and multiple reassessments.  

LEVEL III a) Pertains to evaluation of patients with serious multiple and/or 
complex medical problem(s) which often can be obscure and 
where the emergency condition necessitates a detailed history 
and complete physical examination by the emergency room 
physician.  This shall include the chief complaint(s), history of past 
and present illness, relevant personal and family history, 
functional enquiry, and complete physical examination with 
special attention to local examination where indicated.  It shall 
include the review and interpretation of appropriate laboratory, x-
ray and ECG studies, full recording of the findings, and discussion 
with the patient and/or family and/or personal physician, as well as 
the initiation of appropriate therapy. 

 
b) This level of care shall also pertain to the management of a life 

threatening illness/injury which requires immediate evaluation and 
emergent treatment by the emergency physician.  It shall include 
the review and interpretation of appropriate laboratory, x-ray and 
ECG studies, full recording of the findings, and discussion with the 
patient and/or family and/or personal physician. 
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g. House Calls 
 

 i)   A house call is considered necessary and may be billed only when 
the patient cannot practically attend a physician and the patient’s 
complaint indicates a serious or potentially serious medical 
problem that requires a physician’s attendance in order to 
determine appropriate management; 

 
ii) If a house call is determined to be necessary and is initiated by 

the patient during the practitioner’s regular office hours, the house 
call should be billed as a home visit irrespective of when the 
service is rendered.  Service charges do not apply to pre-booked 
house calls rendered after regular office hours (use 00103); 

 
iii) If a necessary house call is initiated and rendered out of the 

practitioner’s regular office hours, the visit may be billed as an out-
of-office visit with the applicable call-out charge (01200, 01201, 
01202).  Call-out charges apply when the requirements for out-of-
office hour premiums are met; 

iv) A house call provided for patient convenience should be billed as 
an out-of-office visit (12200, 13200, 16200, 17200 or 18200) 
without a service charge; 
 

v) The above also applies to house calls rendered by  physicians 
taking call for other physicians; 
 

vi) As practicality dictates, the necessity and detail and the time of 
the call should be documented in the patient’s clinical record. 

 
 
5. Delegated Procedures  

Procedures which are generally and traditionally accepted as those which 
may be carried out by a nurse or other non-physician medical assistant in 
the employ of a physician may, when so performed, only be billed to the 
Medical Services Plan by that physician when the performance of the 
procedure is under the “direct supervision” of the physician or a 
designated alternate physician with equivalent qualifications.  Direct 
supervision requires that during the procedure, the physician be 
physically present in the office or clinic at which the service is rendered.  
While this does not preclude the physician from being otherwise 
occupied, he/she must be in personal attendance to ensure that 
procedures are being performed competently and he/she must at all times 
be available immediately to improve, modify or otherwise intervene in a 
procedure as required in the best interest of the patient.  Billing for these 
procedures also implies that the physician is taking full responsibility for 
their medical necessity and for their quality.  Any exceptions to this rule 
are subject to the written approval of the Plan. 
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“Procedures” is this context do not include such “visit” type services as 
examinations/assessments, consultations, psycho-therapy, counselling, 
telehealth services, etc., which may not be delegated. 

 
The foregoing limitations do not apply to approved procedures rendered 
in approved “diagnostic facilities”, as defined under the Medicare 
Protection Act and Regulations and which are subject to accreditation 
under the Diagnostic Accreditation Program. 

 
6. Diagnostic Facility Services   

Diagnostic Facility Services are defined under the Medicare Protection 
Act as follows: 

 
“Medically required services performed in accordance with 
protocols agreed to by the Commission, or on order of the referring 
practitioner, who is a member of a prescribed category of 
practitioner, in an approved diagnostic facility by, or under the 
supervision of, a medical practitioner who has been enrolled, unless 
the services are determined by the Commission not to be benefits.” 

 
The Medical Services Commission designates, from time to time, certain 
diagnostic procedures as “diagnostic facility” services under the MSC 
Payment Schedule.  Currently, the following services are considered 
“diagnostic facility” services for purposes of the MSC Payment Schedule: 

 
a. the services, studies, or procedures of laboratory medicine, diagnostic 

radiology, diagnostic ultrasound, nuclear medicine scanning, 
pulmonary function, computerized axial tomography technical fee (CT, 
CAT), magnetic resonance imaging (MRI), positron emission 
tomography (PET), and electro diagnosis (including 
electrocardiography, electroencephalography, and polysomnography), 
or 

 
b. the taking or collecting of specimens in an approved diagnostic facility 

for the purpose of diagnosis, treatment or prevention of a human 
ailment. Such services are not payable by the Plan for services 
rendered to hospital in-patients, “day surgery” patients, or emergency 
department patients. 

 
The venepuncture and dispatch listing in the Payment Schedule (00012) 
applies only to those situations where this sole service is provided by a 
facility or person unassociated with any other bloodwork services 
provided to that patient.  Fee item 00012 cannot be billed or paid to a 
physician or a laboratory if any other bloodwork assays are performed or 
if the specimen is sent to an associated facility. 

 
7. Referral/Transferral  

a. A referral is defined as a request from one practitioner that another 
practitioner render a service with respect to a specific patient.  Such 
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service usually would be a consultation, a laboratory procedure or 
other diagnostic test, or specific surgical/medical treatment. 
When the physician to whom a patient has been referred makes 
further referrals to other physicians, it is the usual practice that the 
original referring physician be informed of these further referrals. 

 
b. A transferral, as distinguished from a referral, involves the transfer of 

responsibility for the care of the patient temporarily or permanently.  
Thus, when one physician is going off call or leaving on holidays and 
is unable to continue to treat his/her cases, physicians who are 
substituting for that physician should consider that the patients have 
been temporarily transferred (not referred) to their care. 

 
The physician to whom a patient has been transferred normally 
should not bill a consultation for that patient.  However, when the 
complexity or severity of the illness requires that the physician 
accepting the transfer reviews the records of the patient and 
examines the patient, a limited or full consultation may be billed when 
specifically requested by the transferring physician. 

 

8. Appliances/Prostheses/Orthotics  
The costs of prostheses, orthotics and other appliances are not covered 
under the Medical Services Plan.  Such devices, where insertion in 
hospital is medically/surgically required and where the devices are 
embedded entirely within tissue, may be covered under an institutional 
budget. 

 
 
9. Surgery  

a. General 
The fees for surgery, unless otherwise specifically indicated, include 
the usual pre-operative preparation of up to one month’s duration, 
the surgical procedure itself and post-operative follow-up, including 
removal of sutures and care of the operative wound by the surgeon 
or associate.  Unless otherwise specifically indicated, the normal 
post-operative period included in the surgical fee is 42 days and the 
surgery fees include all concomitant services necessary to perform 
the listed service (including preparation of the operative site, incision, 
exploration, review of the results of diagnostic services rendered 
during the surgery, closure, and pre and post-operative discussion 
with the patient and/or patient’s family). 

 
When unusual circumstances require that additional medical services 
are provided either in the one month prior to an operative procedure 
over and above the usual pre-operative preparation, or in the 42 
days following a surgical procedure over and above the concomitant 
services necessary to perform the operative procedure, the additional 
services performed are not part of the inclusive fee for the surgical 
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procedure and may be billed separately. A written explanation is 
required. 

 
b. Referred Surgical Cases 

If a patient is referred for an opinion and this is followed by surgery, a 
consultation normally would be applicable.  However, if a patient is 
referred specifically for the procedure, a limited, rather than a full 
consultation would  normally be claimed. 

 
c. Non-referred Surgical Cases 

Where an examination determines that a surgical procedure should 
be performed on a non-referred patient and the surgical procedure is 
performed by the same physician, the examination(s) giving rise to 
that surgery is included in the surgical fee.  Supportive and/or 
convalescent care by other physicians also will not be applicable in 
such non-referred cases. 

 
d. Operation Only 

For listings designated “operation only” the pre-operative and post-
operative visits may be claimed in addition to the surgical procedure, 
with the exception of the visit(s) made on the day of the procedure.  
Surgical procedures that are equal to or less than $125.00 will be 
considered “operation only” procedures. 

 
e. Multiple Surgery 

i) When two or more similar procedures (including bilateral 
procedures) are performed under the same anaesthetic, or when 
two or more procedures are performed in the same general 
area, whether through the same incision, an extension of that 
incision or through separate incisions, the procedure with the 
greater listed fee may be claimed in full and the fees for the 
additional procedure are reduced to 50 percent, unless 
otherwise indicated by the Schedule.  However, additional 
incidental surgery performed en passant (ie., surgery which 
would not have been performed in the absence of the primary 
procedure, such as an appendectomy during abdominal surgery, 
or incidental cystectomy during gynaecological surgery) is 
considered to be included in the fee for the planned procedure 
and may not be charged. 

 
ii) When two or more different procedures are performed through 

separate incisions under the same anaesthetic, and 
repositioning or redraping of the patient or more than one 
separately draped surgical operating field is medically/surgically 
required (because of the nature of the procedure and/or the 
safety of the patient), the procedure with the greater listed fee 
may be claimed in full and the fees for the additional such 
procedures are reduced to 75 percent, unless otherwise 
indicated by the Payment Schedule. 
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iii) Procedures which are listed as “extra” in the Payment Schedule 
may be claimed at the full listed fee even when performed with 
other surgical procedures, unless otherwise indicated in the 
Payment Schedule. 

 
iv) When two procedures are performed under the same 

anaesthetic by two surgeons and both procedures are or should 
be within the competence of either one of the operators within 
the specialty or specialities, the total surgical fee claimed should 
be no more than that which would be payable if both procedures 
had been performed by one surgeon, plus one assistant’s fee. 

 
v) Except where team fees are specifically listed in the Payment 

Schedule or where a team fee reasonably could be expected to 
apply, when two procedures are performed under the same 
anaesthetic by two surgeons whose different specialty skills are 
required to perform both procedures, each surgeon may claim 
his/her specific services as if they were performed in isolation 
from the other surgeon.  These surgeons are not eligible for 
assistant fees for assisting each other, however, unless each of 
the surgical procedures takes place consecutively instead of 
concurrently. 

 
vi) Where a surgical procedure is performed in stages under 

separate anaesthetics and where there is no specific staged 
procedure listing in the Payment Schedule, the maximum fee 
applicable to the complete procedure is 150 percent of the listed 
fee.  However, for emergency surgery followed by a definitive 
surgical procedure for the same problem (eg., cholecystostomy 
followed by cholecystectomy at a later date) each procedure 
may be claimed at the full listed fee. 

 
vii) Surgical procedures which are abandoned before completion will 

be given independent consideration and paid in accordance with 
the services performed. 

 
viii) Additional surgery performed to correct an intra-operative 

injury(ies) which result from the complicated nature of the 
disease or significant pathology may be billed at 50%.  When 
submitting a claim for a repair of an intra-operative injury, it must 
be supported by an explanation in a note record or an operative 
report.  If the repair is performed by another surgeon, it may be 
billed at 100%. 

 
f. Surgical Assistance 

i) Time, for the purposes of fee codes 00193, 00198, 07920, T70019 
and T70020 is calculated at the earliest, from the time of 
physician/patient contact in the operating suite. 

 
ii) Where a physician renders surgical assistance at two operations 

under the same anaesthetic but for which repositioning or 



 Ministry of Health  
 Resource Manual for Nurse Practitioners Encounter Codes  
  

  
January 2006 5-29 

redraping of the patient or more than one separately draped 
surgical operating field is medically/surgically required, separate 
assistants’ fees may be claimed for each operation, except for 
bilateral procedures, procedures within the same body cavity, or 
procedures on the same limb. 

 
iii) If, in the interest of the patient, the referring physician is requested 

by the patient or the surgeon to attend but does not assist at the 
procedure, attendance at surgery may be claimed as a subsequent 
hospital visit. 

 
iv) The specialist’s assistant listings apply only to surgical procedures 

having unusual technical difficulties such that the services of a 
certified surgical assistant are necessary.  The general assistant 
listings are applicable to all other situations where surgical 
assistance is necessary.  (Also see paragraph 14 - Prefixes to Fee 
Codes). 

 
v) Where surgery is abandoned, independent consideration will be 

given to the fee applicable to the assistant, to a maximum of 50 
percent of the listed assistant fee for the intended procedure. 

 
            g. Microsurgery 

Microsurgery is defined as surgery for which a significant portion of 
the procedure is done using an operating microscope.   Magnification 
by other than an operating microscope is not microsurgery. 

 
h. Cosmetic Surgery 

The guidelines for MSP coverage of surgery for alteration of 
appearance are listed under Preamble Rule B16.  For cosmetic 
surgery not covered by the Plan, the anaesthetic and assistants’ fees 
also are not covered.  In addition, hospitalization charges are not 
insured for cosmetic surgical procedures not covered by the Plan. 
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10. Fractures and Other Trauma  
a. When multiple procedures for multiple fractures and/or soft tissue 

injuries are done by the same surgeon, through different incisions, 
the largest fee should be charged at 100% and all subsequent fees 
at 75%.  In cases of dissociated injuries for which the presence of 
one impedes the progress of another, or in the case of multiple major 
fractures (e.g. a fractured femur and tibia in the same limb), a full fee 
for each (to a maximum of 3) may be charged provided that 
adequate clinical evidence to support this charge is rendered with the 
account. 

 
b. Open (compound) fractures: Primary wound management fee(s) may 

be charged in addition to the fracture fee and will be paid at the same 
percentage as applies to the fracture fees. These wound 
management fee items are exempt from the 42 day rule (9(a)).  
Secondary wound management fees may also be charged and are 
exempt from the 42 day rule (9(a)).  These Primary and Secondary 
Wound Management fees are only applicable where fee items have 
been designated in a section’s schedule of fees for specific open 
fractures or specified primary or secondary wound management of 
fractures. 

 
c. Open reduction of fracture or dislocation when necessary - 50% extra 

may be charged except when a special fee is listed. 
 
d. All casts may be charged in full in addition to the procedure and visit 

fees, except that cast applied at the time of the initial procedure.  In 
the minority of cases where a cast application or alteration only is the 
sole purpose of a visit, a visit fee is not chargeable.  Fees for 
application of casts are payable only when performed by the 
physician. 

 
e. Open reduction of old malunited fracture - May be billed at an 

additional 25% of the listed fee unless a specific fee item exists. 
 

f. External Skeletal Fixation with closed reduction - may be billed at an 
additional 25% of the listed fee unless a specific fee item exists. 

 

11. Diagnostic and Selected Therapeutic Procedures 
 

a. The listings under the “Diagnostic Procedures and Selected 
Therapeutic Procedures” section of the Payment Schedule may be 
claimed in addition to a consultation or other assessment/visit, when 
performed during that visit.  If, however, the procedure takes place 
on a subsequent visit arranged to perform the procedure, then that 
visit may not be claimed in addition to the procedure unless the fee 
code for the latter is prefixed by the letter “Y” and the Payment 
Schedule does not preclude such claim.  A subsequent visit fee will 
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be paid in addition to the procedure if more than thirty days has 
elapsed between the initial visit and the diagnostic procedure. 

 
b. Diagnostic procedures may be claimed in addition to surgical 

procedures, when applicable. 
 

c. For multiple diagnostic procedures performed at the same sitting, the 
procedure having the largest fee may be claimed in full and the 
remaining procedure(s) at 50 percent of the listed fee(s), unless 
otherwise specifically indicated in the Payment Schedule. 

 
d. When two diagnostic/therapeutic procedures are performed by 

separate physicians at the same sitting and both procedures are or 
should be within the competence of either physician, the total fee 
claimed should be no greater than that which would be payable if both 
procedures had been performed by one physician, plus one 
assistant’s fee (if applicable). 

 
e. When a physician performs a diagnostic procedure, he/she must be 

allowed to appropriately perform a full or limited consultation for which 
he/she charges and is paid, regardless of what consultations and 
procedures have been performed by other specialists or sub-
specialists.  The consultation would require a written report in addition 
to the report of the diagnostic procedure. 

 
If the diagnostic procedure is done on an initial visit, and the initial visit 
is for the specific purpose of performing the diagnostic procedure, and 
this visit occurs on an out-patient basis in a procedure facility 
(including endoscopy suites and cardiac catheterization suites), then a 
limited consultation would normally be billed rather than a full 
consultation. 

 
f. Procedures designated as “extra” will be paid at 100 percent for the 

first “extra” and 50 percent for any additional procedures.  Should all 
procedures be designated as “extra” then the first procedure will be 
deemed a regular procedure and payment for the first subsequent 
“extra” will be at 100 percent and all others at 50 percent. 

 
 
12. Minor Diagnostic/Therapeutic Procedures  
 

a. Minor Diagnostic/Therapeutic Procedures are defined as procedures 
which have a fee value that is less than that of the G.P. office visit. 

 
b. When minor diagnostic or therapeutic procedures are performed in 

conjunction with an assessment/visit (not a consultation) either the 
visit or the procedure may be claimed, but not both. 

 
c. When the performance of a minor diagnostic or therapeutic procedure 

is the primary purpose of the visit (excluding home visits), the fee 
listed for the procedure includes the associated assessment.  
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d. If in the course of a visit for a specific complaint, one or more 
procedures are performed which are unrelated to the purpose of the 
visit (eg., URI and laceration repair), the service having the largest fee 
may be claimed in full and the remaining service(s) at 50 percent of 
the listed fee(s), unless otherwise specifically indicated in the 
Payment Schedule. 

 
e. For two or more minor diagnostic/therapeutic procedures listed in the 

“General Services” section of the Payment Schedule and performed 
together at the same sitting, each applicable fee may be claimed in full. 

 
13. Accompanying Patients  

When it is medically essential that a physician accompany a patient to a 
distant hospital, the Plan allows payment at the rates listed in the 
Payment Schedule for the travelling time spent with the patient only.  Out-
of-office hours premiums may also be applicable in accordance with the 
guidelines.  Payment is not applicable to layover or return travel time.  
Claims should be submitted with details under fee code 00084.  Claims 
for travel, board and lodging are not payable by the Plan.  Physicians who 
accompany a patient who is being transferred will, upon application to the 
Health Authority, be reimbursed for expenses reasonably incurred during, 
and necessitated by, the transfer. 

 
14. Prefixes to Fee Codes  

B - designates services included in the visit fee. 
 
C - designates fee items for which it is not required to indicate by 

letter the need for a certified surgeon to assist at surgery (see 
fee item T70019). 

 
G - designates listings which are administered through the Claims 

payment system but are not funded through the physicians’ 
Available Amount. 

 
P - designates fee items approved on a provisional basis awaiting 

further review. 
 
S - designates fee items for which a surgical assistant’s fee is not 

payable. 
 
T - designates fee items approved on a temporary basis awaiting 

further information. 

Y - designates office or hospital visit on the same day extra to 
procedure fee. 

 
 
Note:  The above prefixes should not be submitted when billing, only the 
numeric code should be included. 

15. Age Categories  
The Medical Services Commission Payment Schedule uses the following 
definitions: 
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Premature Baby - under 2.5 kilograms 
Neonates  - under 28 days 
Infant  - 28 days up to and including 12 months 
Child  - 1 year up to and including 15 years 

 
 
16. Surgery for Alteration of Appearance 

1. General 
 

(1) Surgery to alleviate significant physical symptoms or to restore or 
improve function to any area altered by disease, trauma or congenital 
deformity normally is a benefit under the Medical Services Plan. 
Surgery solely to alter or restore appearance is not a benefit of MSP 
except under the circumstances listed in the following policy. 

 
(2) In establishing this policy, it has been recognized that 

• peer acceptance in our society often is influenced disproportionately by 
the facies, 

• children are especially susceptible to emotional trauma caused by 
physical appearances, 

• some procedures traditionally have been accepted as benefits of Health 
Insurance Plans in spite of the obvious cosmetic nature of these 
procedures. 

 
(3) Emotional, psychological or psychiatric grounds are not considered 

sufficient reason for MSP coverage of surgery for alteration of 
appearance except in children and under exceptional circumstances 
in adults. On request of the attending physician, exceptions may be 
made on an independent consideration basis if the proposed surgery 
is to alter a significant defect in appearance caused by disease, 
trauma or congenital deformity, and if the surgery is: 
• essential in order to obtain employment as documented by the 

attending physician and by an employer with regard to a specific job. 
 

(4) Surgery to revise or remove features of physical appearance which 
are familial in nature is not a benefit of MSP. 

 
(5) Within the context of this policy, the word "disease" does not include 

the normal sequelae of aging. Surgery to alter changes in appearance 
caused by aging is not a benefit of MSP. 

 
(6) Within the context of this policy, the word "trauma" includes trauma 

due to treatment such as surgery, radiation, etc. 
(7) The phrase "reasonable period of convalescence" admittedly is 

imprecise, but it does not seem reasonable to set a definite time 
interval of convalescence following each procedure. Independent 
consideration will be given to the questionable cases. 
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(8) Authorization from MSP is not required for all surgery to alter 
appearance. It is required only for those categories of procedures for 
which some cases may not be a benefit under MSP policy. 

 
(9) Authorization where required and obtained remains valid for a period 

to be determined by MSP, after which a new authorization will be 
required. 

 
(10) Where authorization has been denied or has not been obtained when 

required for a surgical procedure, the associated consultations, 
anaesthesia and surgical assistance also are not covered by MSP.  
Hospitalization costs also will remain the patient’s responsibility. 

 
 

2. Surface Pathology 
 

(1) Trauma Scars 
 

 (a) Neck or Face 
! Includes non-hair bearing areas of the scalp. 
! Repair of all significant and unsightly such scars, including 

acne scars, is a benefit of MSP. 
! Repair procedures will depend upon the lesion but may include 

excision, revision, dermabrasion, etc. Rhytidectomy 
procedures to remove scar prominence, however, are not a 
benefit of MSP. 

! Implantation of collagen, etc. to restore contour, or 
chemical abrasion to reduce hyperpigmentation are not 
benefits of MSP except in those rare cases where the 
pitting or the pigmentation is so severe that a generally 
acceptable result would not be possible without these 
procedures. 

! MSP authorization for repair of such scars is required to 
ensure that the most appropriate fee items are used. 

 
 (b) Scars in other Anatomical Areas 

! Repair of scars which interfere with function or which are 
significantly symptomatic (pain, local irritation, etc.) is a benefit 
of MSP. 

! Scars with no significant symptoms or functional interference: 
(i)   Repair is a benefit if such repair is carried out within 

a reasonable period of convalescence, or is part of a 
preplanned post-traumatic (including post- surgical) 
staged process. MSP notification must be included 
as part of the planning process in the latter case. 

(ii)   Other post-traumatic scar revision is not a benefit of 
MSP. 

(iii)  Revision of acne scars other than on the face or 
neck is not a benefit of MSP. 

 
MSP authorization is required for all scar repair procedures. 
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(2) Keloids/Hypertrophic Scars 

 
 (a) Head or Neck 

• The repair of all significant and unsightly such keloids is a 
benefit of MSP. 

• Repair procedures may include excision and/or injection. 
• Although no preauthorization is needed, claims for excision 

of keloids are assessed manually to ensure that the most 
appropriate fee item is used. 

 
 (b) Excision of keloids in other areas 

• Not a benefit of MSP unless significantly symptomatic or 
there is functional impairment. 

 
(3) Tattoos 

 
 (a) Face and Neck 

! Excision or destruction of all significant and unsightly such 
tattoos is a benefit of MSP 

! Authorization is not required but adjudication of repair 
procedures will be identical to that for scars in these areas. 

 
 (b) Other Anatomical Areas 

! Normally not a benefit of MSP 
 
 

(4) Benign Skin Lesions 
 

Surgical, physical or chemical removal of benign lesions of the 
skin, including that done by dermabrasion or chemical peel, 
unless the diagnosis is specifically defined as an approved 
indication, in article 2(4)(a) is not a benefit of the Plan. 

 
Examples of benign lesions that are not insured include but are 
not limited to the following: benign naevi, seborrhoeic keratosis, 
common warts (verrucae), lipomata, uncomplicated benign dermal 
and/or epidermal cysts, telangiectasias and angiomata of the skin, 
skin tags, acrochordons, fibroepithelial polyps, papillomata, 
neurofibromata, dermatofibromata. 
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(a) Exceptions: destructive therapies of benign skin lesions 
are insured services when the treatment is medically 
necessary.  Examples of medical necessity include but are 
not limited to the following indications: 
• genital warts (condylomata acuminata) 
• plantar warts 
• viral induced cutaneous tumours in the immune 

compromised patient 
• inflamed dermal and epidermal cyst 
• dysplastic naevi 
• lentigo maligna 
• congenital naevi 
• actinic (solar) keratosis 
• atypical pigmented naevi 
• lesions which cause significant pathophysiologic dysfunction 

 
(b)   When a patient presents with a surface pathology, the initial visit 

and or consultation and/or pathologic examination of a tissue 
specimen, when one is submitted, is regarded as medically 
necessary to establish the diagnosis, and therefore, is an insured 
service. 

 
(5) Hair Loss 

 
 (a) Scalp or Neck 

 (i) Post-traumatic 
• Repair to the area of traumatic hair loss is a benefit of 

MSP only if carried out within a reasonable period of 
convalescence. 

• MSP authorization is required. 
 (ii) Other Etiology 

• Not a benefit of MSP 
 (iii) Usual repair procedures may include skin shifts or 

flaps, skin grafts, or hair plugs. 
 

 (b) Other Anatomical Areas 
• Not a benefit of MSP 

 
 

(6) Epilation of Hair 
 

 (a) Face 
• This procedure, when done for alteration of appearance, is 

a benefit of MSP when rendered by physicians and only for 
those patients with documented endocrine abnormality, 
drug-induced hirsutism or from hair-bearing facial graft. 

  
• MSP authorization is required. 
 

 (b) Other Anatomical Areas 
• Not a benefit of MSP  
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(7) Redundant Skin 
 

(a) Excision of redundant skin for elimination of wrinkles, etc. 
is not a benefit of MSP 

 
(b) Blepharoplasty is not a benefit of MSP unless there is 

documented evidence of medical necessity such as a 
visual field defect caused by the redundant eyelid skin and 
which meets the BCMA/MSC guidelines for significant 
defect. 

 
(c) MSP authorization is required. 

 
 

3.  Sub-Surface Pathology 
 

(1) Congenital deformities 
 

(a)  Face or neck 
  Repair is a benefit of MSP except for: 

! surgery to revise or remove features which are familial 
in nature; 

! surgery to correct ear abnormalities in patients who 
are sixteen years of age or over. 

! MSP authorization is required. 
 
(b)  Other Anatomical Areas 

 Normally not a benefit of MSP if surgery is for alteration of 
appearance only. 

 
 

(2) Post-Traumatic Deformities 
 

! Reconstructive procedures are a benefit at the acute 
stage; within a reasonable period of convalescence; or if 
part of a preplanned staged process of repair. 

 
! Repair procedures may include bone revision, tissue shifts 

and grafts, prosthesis implantation, etc. 
 
! MSP authorization is required for repairs beyond the acute 

stage. 
 
! If a surgeon is operating in one room while his/her resident 

is operating in a second room, charges should  
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(3) Deformities resulting from local disease (such as loss or 
distortion of bone, muscle, connective tissue, adipose tissue, etc.). 

 
   (a) Head or Neck 

! Reconstructive procedures for significant abnormalities 
are a benefit at the acute stage; during a chronic 
disease process; within a reasonable period of 
convalescence, or if part of a planned staged process 
of repair initiated during one of these periods. 

! Repair procedures normally could include tissue grafts, 
flaps or shifts, bone revision, prosthesis insertion, etc. 

! Face lifts, modified face lifts, brow lifts, etc. are not a 
benefit of the Plan if skin, only, is involved in the 
procedure. However, a repair such as ptosis repair or 
face lift with underlying slings is a benefit of MSP if the 
procedure is to correct significant deformity following 
stroke, cancer, VIIth nerve palsy, etc. 

! MSP authorization is required for repair of deformities 
resulting from local disease. 

 
(b) Other Anatomical Areas 

! Not a benefit of MSP if the correction is for 
appearance, only. 

 
 

(4) Breast Surgery 
 

 (a) Augmentation Mammoplasty 
! This procedure is a benefit of MSP unilaterally or 

bilaterally for a female patient with breast aplasia. 
! It is a MSP benefit unilaterally for a female patient with 

a severely hypoplastic breast when the other breast is 
not also hypoplastic. 

! A "balancing" augmentation mammoplasty may be 
allowed on an independent consideration basis for 
correction of unilateral hypoplasia when performed in 
association with approved contralateral reduction 
mammoplasty. 

! MSP authorization is required. 
 

 (b) Post-Mastectomy Reconstruction 
! Unilateral or bilateral breast reconstruction is a benefit 

of MSP when the procedure is subsequent to total or 
partial mastectomy or prophylactic mastectomy. 

! Authorization is not required but the reason for the 
reconstruction must accompany the claim. 
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(c) Reduction Mammoplasty 
! Reduction Mammoplasty is a benefit for female 

patients only, where there is significant associated 
symptomatology such as intertrigo, neck or back pain 
or shoulder grooving. Ptosis and/or size are not 
sufficient grounds for MSP coverage of reduction 
mammoplasty.  Mastopexy is not normally covered by 
MSP. 

! Unilateral reduction mammoplasty may be a benefit of 
the Plan if there is gross disproportion present, or in 
association with approved unilateral augmentation 
mammoplasty or post mastectomy reconstruction of 
the contralateral breast. 

! MSP authorization is required. 
 

 (d) Male Mastectomy 
! This procedure is a benefit of the Plan. 
! Authorization is not required. 
 

(e) Accessory breasts or accessory nipples 
! Excision of such accessory tissue is a benefit of the 

Plan. 
! The appropriate fee item normally would be from the 

skin tumour excision listings. 
! Authorization is not required. 
 

(5) Excision of excess fatty tissue 
 

! This is a benefit of the Plan only if there is significant 
associated symptomatology such as intertrigo, pain or 
excoriations. 

! When performed for alteration of appearance, the removal 
of redundant skin and fat from the abdomen, extremities, 
etc. is not a benefit of the Plan. 

! There must be clinical evidence of substantial hyperplasia 
of adenomatous breast tissue. 

! MSP authorization is required. 
 

4. Sex-Reassignment Surgery 
 

Sex-reassignment surgical procedures are not a benefit of the Medical 
Services Plan except when specifically approved by the Medical Services 
Commission.  Currently, approval requires that patients have completed a 
Gender Identity Clinic program, that this clinic has recommended that 
surgery take place and that they meet the criteria of the Medical Services 
Commission.  Medical and surgical consultations, anaesthesia and 
surgical assistance also are not benefits under the Medical Services Plan 
when performed in conjunction with non-approved sex-reassignment 
surgery. 
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5. Complication and/or Revisions 

 
(1) The treatment of acute medical or surgical complications resulting from 

surgery for alteration of appearance and/or function is a benefit of the Plan 
whether or not the original surgery was covered by MSP.  This includes 
complications resulting from trans-sexual surgery (such as breakdown of 
the artificial vaginal wall). No authorization is required. 

 
(2) Revision of surgery for alteration of appearance, because of undesirable 

results, is a benefit of the Plan only if the original surgery was a benefit 
and if the revision either is part of a preplanned staged process or occurs 
within a reasonable period of convalescence. Correction of the effects on 
appearance which are due to complications is a benefit of the Plan if it is 
carried out within a reasonable period of convalescence. MSP 
authorization is required. 

 
 

17. Guidelines for Payment for Services by Residents and/or Interns 
 
When patient care is rendered in a clinical teaching unit or other setting for clinical 
teaching by a health care team, the physician responsible shall be personally identified 
to the patient at the earliest possible moment.  No fees may be charged in the name of 
the responsible staff physician for services rendered by an intern or resident prior to the 
identification taking place.  Moreover, the responsible staff physician must be in the 
clinical teaching unit and/or immediately available to intervene (immediately available 
means on-site). 

 
For a physician who supervises two or more procedures or other services concurrently 
through the use of residents, interns or other members of the team, total billings must 
not exceed the amount that a physician could bill in the same time period in the absence 
of the other team members.  Thus, for example:  

 
a) If an anaesthetist is supervising two rooms simultaneously, the anaesthetic 

intensity/complexity units should only be billed for one of the two cases. 
 

b) If a surgeon is operating in one room while his/her resident is operating in a second 
room, charges should only be made for the case the surgeon performs. 

 
c) In psychotherapy where direct supervision by the staff physician may distort the 

psychotherapeutic milieu, the physician may claim for psychotherapy when a record 
of the psychotherapeutic interview is carefully reviewed with the resident and the 
procedure thus supervised.  However, the time charged by the staff physician 
should not exceed the lesser of the time spent by the resident in the 
psychotherapeutic interview or the staff physician in the supervision of that 
interview. 
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d) For hospital visits and consultations rendered by the resident in the name of the 

staff physician, the staff physician should only charge for services on the days when 
actual supervision of that patient's care takes place through a physical visit to the 
patient by the staff physician and/or a chart review is conducted with detailed 
discussion with the other members of the health team. 

 
 

18. Salaried and Sessional Arrangements 
 

Fee-for-Service items cannot be billed simultaneously with sessional or salary 
arrangements. 
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5.3 Services that May be Performed by a Nurse Practitioner (Family) 
 

INJECTIONS AND GENERAL SERVICES 

ENCOUNTER CODE DESCRIPTION  
03333 REFERRAL TO ANOTHER HEALTH CARE PROFESSIONAL WHEN NO 

OTHER ENCOUNTER SERVICE PERFORMED  
36210 INJECTION, INTRAMUSCULAR 
36211 INJECTION, INTRAVENOUS 
36212 INJECTION, VENEPUNCTURE 
36213 INJECTION, INTRA-ARTERIAL 
36230 SKIN TESTS – DIAGNOSTIC 
36234 INJECTION SUBCUTANEOUS (I.E. IMMUNIZATION) 
36243 ANTICOAGULATION THERAPY 
36245 MANIPULATIVE THERAPY 
36346 PEAK FLOW READINGS 
36247 OXIMETRY READINGS 
36249 ECG INTERPRETATION 
36250 CALL-OUT CHARGE - EVENING 
36251 CALL-OUT CHARGE - NIGHT 
36252 CALL-OUT CHARGE/SATURDAY, SUNDAY, OR STAT HOLIDAY 
36255 NEWBORN CARE, ROUTINE, IN HOSPITAL 
36262 ADOPTION-EXAMINATION 
36265 MENTAL ILL-HEALTH-INVESTIGATION 
36266 MENTAL ILL-HEALTH-DOCUMENTATION 
36270 CRISIS INTERVENTION 
36274 ACCOMPANYING PATIENT(S) TO A DISTANT HOSPITAL, WHERE 

MEDICALLY REQUIRED 
36275 ENVIRONMENTAL ASSESSMENT, PATIENT’S RESIDENCE 
36276 BODY COMPOSITION ASSESSMENT 
36280 PHONE CONTACT WITH PROFESSIONAL CARE PROVIDER  
36281 TELEPHONE CONTACT - NEW PROBLEM 
36283 PRESCRIPTION - INITIAL ORDER BY TELEPHONE 
36285 TELEPHONE CONTACT WITH PATIENT FAMILY/FRIEND 
36290 CASE REVIEW - DURING OFFICE HOURS 
36291 REVIEW - AFTER OFFICE HOURS 
36292 SYRINGING – EAR 

36293 SUTURE REMOVAL 

36294 DRESSING CHANGE 
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 VISITS AND CARE 

 ENCOUNTER CODE DESCRIPTION 
36300 VISIT IN OFFICE (AGE 0-1) 

36301 VISIT IN OFFICE (AGE 2 - 59) 
36302 VISIT IN OFFICE (AGE 60-69) 

36303 VISIT IN OFFICE (AGE 70-79) 

36304 VISIT IN OFFICE (AGE 80+) 
36306 VISIT OUT OF OFFICE (AGE 2-59) 

36307 VISIT OUT OF OFFICE (AGE 60-69) 

36308 VISIT OUT OF OFFICE (AGE 70-79) 
36309 VISIT OUT OF OFFICE (AGE 80+) 

36310 COMPLETE EXAMINATION IN OFFICE (AGE 0- 2) 

36311 COMPLETE EXAMINATION IN OFFICE (AGE 2-59) 
36312 COMPLETE EXAMINATION IN OFFICE (AGE 60-69) 

36313 COMPLETE EXAMINATION IN OFFICE (AGE 70-79) 

36314 COMPLETE EXAMINATION IN OFFICE (AGE 80+) 
36315 COMPLETE EXAMINATION OUT OF OFFICE (AGE 0-2) 

36316 COMPLETE EXAMINATION OUT OF OFFICE (AGE 2-59) 

36317 COMPLETE EXAMINATION OUT OF OFFICE (AGE 60-69) 
36318 COMPLETE EXAMINATION OUT OF OFFICE (AGE 70-79) 

36319 COMPLETE EXAMINATION OUT OF OFFICE (AGE 80+) 

36320 CONSULTATION – IN OR OUT OF OFFICE (AGE 0-1) 
36321 CONSULTATION – IN OR OUT OF OFFICE (AGE 2-59) 

36322 CONSULTATION – IN OR OUT OF OFFICE (AGE 60-69) 

36323 CONSULTATION – IN OR OUT OF OFFICE (AGE 70-79) 
36324 CONSULTATION – IN OR OUT OF OFFICE (AGE 80+) 
36330 INDIVIDUAL COUNSELLING IN OFFICE (AGE 0-2) 

36331 INDIVIDUAL COUNSELLING IN OFFICE (AGE 2-59) 

36332 INDIVIDUAL COUNSELLING IN OFFICE (AGE 60-69) 

36333 INDIVIDUAL COUNSELLING IN OFFICE (AGE 7-79) 

36334 INDIVIDUAL COUNSELLING IN OFFICE (AGE 80+) 

36335 INDIVIDUAL COUNSELLING OUT OF OFFICE (AGE 0-2) 

36336 INDIVIDUAL COUNSELLING OUT OF OFFICE (AGE 2-59) 

36337 INDIVIDUAL COUNSELLING OUT OF OFFICE (AGE 60-69) 

36338 INDIVIDUAL COUNSELLING OUT OF OFFICE (AGE 70-79) 

36339 INDIVIDUAL COUNSELLING OUT OF OFFICE (AGE 80+) 

36340 GROUP COUNSELLING-FIRST FULL HOUR 

36342 GROUP COUNSELLING - 2ND HOUR/PER HALF OR MAJOR PART 
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 VISITS AND CARE cont’d 

 ENCOUNTER CODE DESCRIPTION 
36343 VISIT, HOME 

36344 EXTRA PATIENTS SEEN DURING SAME HOUSE CALL 

36345 VISIT, ROUTINE HOSPITAL 

36346 HOSPITAL VISIT FOR TERMINAL CARE 

36347 VISIT, EMERGENCY (WHERE ONE MUST IMMEDIATELY LEAVE ONE 
LOCATION TO RENDER IMMEDIATE CARE IN A DIFFERENT LOCATION) 

36348 SUPPORTIVE CARE 

36350 ON CALL, ON SITE HOSPITAL VISIT - EVENING 

36351 ON CALL, ON SITE HOSPITAL VISIT - NIGHT 

36352 ON CALL, ON SITE HOSPITAL VISIT - SAT, SUN OR HOLS 

36355 VISIT NURSING HOME ONE OR MULTIPLE PATIENTS 

36356 VISIT NURSING HOME ONE PATIENT  - SPECIAL DAY CALL 

36360 PRENATAL VISIT - COMPLETE EXAMINATION 

36361 PRENATAL VISIT - SUBSEQUENT EXAMINATION 

36362 MANAGEMENT OF LABOUR AND DELIVERY IN INSTITUTION, IN 
ABSENCE OF PRIMARY MATERNITY CARE PROVIDER 

36363 POST-NATAL OFFICE VISIT 

36364 POST-NATAL CARE AFTER ELECTIVE C-SECTION 

36365 INSERTION INTRAUTERINE CONTRACEPTIVE DEVICE 

36366 ROUTINE PELVIC EXAM INCLUDING PAP 

36370 HIV/AIDS PRIMARY CARE MGMT - PER 1/2 HR OR 

36372 CASE CONFERENCE 

36374 FORMAL CASE MANAGEMENT 

36375 INFORMAL CASE MANAGEMENT 

36377 FAMILY CONFERENCE - DURING OFFICE HOURS 

36378 FAMILY CONFERENCE - AFTER OFFICE HOURS 

36380 EDUCATION - RELATED TO SPECIFIC DIAGNOSIS 

36381 EDUCATION-HEALTH PROMOTION/DISEASE PREVENT 

36382 EDUCATION - FAMILY PLANNING 

36383 EDUCATION - SMOKING 

36384 EDUCATION - SUBSTANCE ABUSE 

36385 EDUCATION - HEALTH RISK (NEC) 

36386 EDUCATION - PARENTING 

36387 EDUCATION - HOME ENVIRONMENT 

36388 EDUCATION - ENVIRONMENTAL ISSUES 

36389 EDUCATION - OCCUPATIONAL HEALTH AND SAFETY 
36390 EDUCATION-NUTRITION 
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MINOR PROCEDURES 

ENCOUNTER CODE          DESCRIPTION  
36411 ABSCESS - SUPERFICIAL 

36412 MINOR LACERATION OR FOREIGN BODY - NO ANAESTHESIA 

36413 MINOR LACERATION/FOREIGN BODY REQUIRING ANAESTHESIA 

36415 CRYOTHERAPY 
 

LABORATORY AND DIAGNOSTIC TESTS  

Note: The following encounter codes are used when service is provided by NP in office/clinic.  
For fee items to be used when the service is referred out to a lab or diagnostic facility, see Section 5.5: 
Laboratory, Diagnostic and Imaging Services that May be Referred by Nurse Practitioners on page 5-55.  

ENCOUNTER CODE DESCRIPTION  
36500 GLUCOSE - SEMI QUANTITATIVE 

36501 PREGNANCY TEST, IMMUNOLOGIC, URINE 

36503 CANDIDA CULTURE 

36504 EXAMINATION FOR PINWORM OVA 

36505 FERN TEST 

36506 FUNGUS, DIRECT EXAMINATION, KOH PREPARATION 

36507 HAEMOGLOBIN CYANMETHAEMOGLOBIN METHOD AND/OR HAEMATOCRIT.

36508 HAEMOGLOBIN - OTHER METHODS 

36509 OCCULT BLOOD - FAECES 

36511 SECRETION SMEAR FOR EOSINOPHILS 

36512 SEDIMENTATION RATE 

36513 SPERM, SEMINAL EXAMINATION FOR PRESENCE OR ABSENCE  

36514 STAINED SMEAR 

36515 TRICHOMONAS AND/OR CANDIDA, DIRECT EXAMINATION 

36516 URINALYSIS - CHEMICAL OR ANY PART OF (SCREENING) 

36517 URINALYSIS - MICROSCOPIC EXAMINATION OF CENTRIFUGED DEPOSIT 

36518 URINALYSIS - COMPLETE DIAGNOSTIC, SEMI-QUANT AND MICRO 

36519 WHITE CELL COUNT ONLY (SEE HEMATOLOGY PROTOCOL) 

36520 EXAMINATION FOR EOSINOPHILS IN SECRETIONS, EXCRETIONS AND 
OTHER BODY FLUIDS 
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5.4 Physician Services that May be Referred by a Nurse 
Practitioner 
 

CONSULTATIONS 
ANAESTHESIA 

01013 Consultation by a certified specialist in anaesthesia: For assessment of the patient 
for post operative acute pain management, when the consultation is requested after 
admission and either prior to surgery or within 24 hours following the end of surgery, 
to include review of relevant history and physical examination, x-ray and laboratory 
findings, and a written report  

01015 Consultation by a certified specialist in anaesthesia: Because of the complexity, 
obscurity and/or seriousness of the case. Includes appropriate history and physical 
examinations, review of radiological and laboratory findings and a written report. 

01115 REPEAT or LIMITED CONSULTATION by a certified specialist in anaesthesia: To 
apply where a consultation is repeated for the same condition/problem within six 
months by the same consultant, or where, in the judgment of the consultant. The 
consultative service does not warrant 01015.  To include comprehensive history and 
physical examination, review of radiological and laboratory findings and a written 
report. 

01016 CONSULTATION by a certified specialist in anaesthesia: For diagnostic opinion 
and/or therapeutic management of complicated chronic pain, and/or related problems.  
To include comprehensive history and physical examination, review of radiological 
and laboratory findings and a written report. If followed by a diagnostic or therapeutic 
nerve block, the consultation can be charged in addition to the nerve block fees on 
the first occasion. 

01116 Repeat or Limited Consultation by a certified specialist in anaesthesia: To apply for 
a diagnostic opinion and/or therapeutic management where a consultation is repeated 
for the same condition/problem within six months by the same consultant, or where, in 
the judgment of the consultant. The consultative service does not warrant 01016.   
Notes: 
i) 01016, 01116 do not apply to evaluation of pain during confinement. 
ii)  Fee item 01116 plus a nerve block would be payable for the initial re-referral at the same 

sitting. 
iii) In cases where the consultant sets down a treatment plan that requires the patient to return 

to follow-up nerve blocks for the same condition, only the nerve block is payable. 
iv) In some cases, a single nerve block will be performed at the initial consultation and no  
      further nerve blocks are planned at that time. The course of treatment is to monitor the   
      effectiveness of the first block. If, however, the patient is re-referred for further blocks  
      within 6 months, then a follow-up consultation (01116) plus the nerve block is payable. 

 
CLINICAL IMMUNOLOGY/ALLERGY 

30010 Clinical Immunology and Allergy Consultation: To include a detailed history and 
physical examination with review of laboratory investigations, plus appropriate allergy 
and immunology management and additional visits necessary to render a written 
report. 

30011 Paediatric Clinical Immunology and Allergy Consultation: To include a detailed 
history and physical examination with review of laboratory investigations, plus 
appropriate allergy and immunology management and additional visits necessary to 
render a written report 

30012 Repeat or Limited Clinical Immunology and Allergy Consultation:  To apply 
where a consultation is repeated for the same condition within six months of the last 
visit by the consultant, or where in the judgement of the consultant, the consultative 
service does not warrant a full consultative fee. 

 
DERMATOLOGY 
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00210 Consultation: To include history and dermatological examination, with review of any 
previous X-ray and laboratory findings and written report  

00214 Repeat or limited consultation: To apply where a consultation is repeated for same 
condition within six months of the last visit by the consultant, or where in the judgment 
of the consultant the consultative service does not warrant a full consultative fee. 
(laboratory test and biopsy when necessary, extra) 
Note: Punch and shave biopsies are included in consultation or visit fees. 

20210 Telehealth Consultation: To include history and dermatological examination, with 
review of any previous x-ray and laboratory findings and written report. 

20214 Telehealth Repeat or Limited Consultations: To apply where a consultation is 
repeated for same condition within six months of the last visit by the consultant, or 
where in the judgement of the consultant the consultative service does not warrant a 
full consultative  fee (laboratory test and biopsy when necessary, extra) 
Note: Punch and shave biopsies are included in consultation or visit fees. 

 
 

EMERGENCY MEDICINE 
01810 Emergency medicine consultation.  

 
GENERAL PRACTICE 
To include a history and physical examination, review of x-rays and laboratory findings and a written report. 

00110 Consultation – in or out of office (age 2-59) 
12110 Consultation – in or out of office (age 0-1) 
16110 Consultation – in or out of office (age 60-69) 
17110 Consultation – in or out of office (age 70-79) 
18110 Consultation – in or out of office (age 80+) 

 
 

GENERAL SURGERY 
07010 Consultation:  To include complete history and physical examination, review of 

X-ray and laboratory findings, if required, and written report.  
07012 Repeat or limited consultation: To apply where a consultation is repeated for the 

same condition within six months of the last visit by the consultant, or where in the 
judgment of the consultant the consultative service does not warrant a full 
consultative fee. 

 
INTERNAL MEDICINE 

00301 Comprehensive Geriatric Assessment: limited to patients aged 75 years and 
over 

00310 Consultation: To consist of examination, review of history, laboratory, X-ray 
findings, and additional visits necessary to render a written report. 

00312 Repeat or limited consultation: Where a consultation for same illness is repeated 
within six months of the last visit by the consultant, or where in the judgment of the 
consultant the consultative services do not warrant a full consultative fee.  
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NEUROLOGY 

00410 Consultation:  To consist of examination, review of history, laboratory, X-ray 
findings, and additional visits necessary to render a written report 

00411 Repeat or limited consultation: Where a consultation for the same illness is 
repeated within six months of the last service by the consultant, or where in the 
judgment of the consultant the consultative service does not warrant a full 
consultative fee.  

 
NEUROSURGERY 

03010 Consultation:  To consist of examination, review of history, laboratory, X-ray 
findings, and additional visits necessary to render a written report 

03011 Repeat or limited consultation: Where a consultation for the same illness is 
repeated within six months of the last service by the consultant, or where in the 
judgment of the consultant the consultative service does not warrant a full 
consultative fee.  

03310 Neurosurgical consultation rendered using video conferencing. 
03312 Neurosurgical repeat or limited consultation using video conferencing. 

 
 

OBSTETRICS AND GYNAECOLOGY 
04010 Consultation:  To include complete history and gynaecological examination, review 

of X-ray and laboratory findings, if required, and a written report or consultation 
during labour. 

04012 Repeat or limited consultation:  To apply where a consultation is repeated for 
same condition within six months of the last visit by the consultant, or where in the 
judgment of the consultant the consultative services do not warrant a full 
consultative fee. 

 
 

OPHTHALMOLOGY 
02010 Consultation:  To include history, eye examination, review of X rays and laboratory 

findings and any or all of measurement for refractive error, ophthalmoscopy, 
biomicroscopy, tonometry, eye-balance test, keratometry, where indicated and 
necessary to prepare a written report. 

02011 Repeat or limited consultation:  To apply where a consultation is repeated for 
same condition within six months of the last visit to the consultant, or where in the 
judgment of the consultant the consultative service does not warrant a full 
consultative fee. 

22010 Telehealth Consultation:  To include history, eye examination, review of x-rays 
and laboratory findings and any or all of measurement for refractive error, 
ophthalmoscopy, biomicroscopy, tonometry, eye-balance test, keratometry, where 
indicated and necessary to prepare written report. 

22011 Telehealth repeat or limited consultation:  To apply where a consultation is 
repeated for same condition within six months of the last visit to the consultant, or 
where in the judgment of the consultant the consultative service does not warrant a 
full consultative fee. 
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ORTHOPAEDICS 

51010 Consultation:  (in office or hospital) To include a history and physical examination, 
review of X-ray and laboratory findings, and a written report. 

51012 Repeat or limited consultation:  To apply where a consultation is repeated for 
same condition within six months of the last visit by the consultant, or where, in the 
judgment of the consultant, the consultative service does not warrant a full 
consultative fee. 

 
OTOLARYNGOLOGY 

02510 Consultation To include history, detailed examination of the ear, nose, and throat, 
review of x-ray and laboratory findings, and written report. 

02511 Consultation with pure tone audiogram 
02513 Consultation for management of malignancy 
02514 Repeat or limited consultation: To apply where a consultation is repeated for 

same condition within six months of the last visit by the consultant, or where in the 
judgment of the consultant the consultative service does not warrant a full 
consultative fee. 

02515 Otolaryngic allergy consultation 
Notes: 
i) T02515 includes appropriate diagnostic skin testing (by conventional method or titration 

technique) 
ii) Tt02515 is payable only to certified Otolaryngologists who are also certified with the 

American Academy of Otolaryngic Allergy. 
 

PAEDIATRICS 
00510 Consultation:  To consist of an examination, review of history, laboratory, X-ray 

findings, and additional visits necessary to render a written report. 
00511 Consultation for complex behavioural, developmental or psychiatric condition 

in a child: To consist of a physical and neurological examination, review of history, 
laboratory, x-ray findings, and additional visits necessary to render a written report. 
Notes: 
i) Not to be billed when no change in condition from previous assessment. 
ii) Minimum time requirement for service is 1.5 hours. 
iii) Developmental delays include, but are not limited to: non verbal learning disability, 

developmental reading disability, developmental coordination disability, developmental 
writing disability, dsycalculia, autistic spectrum disorders, fetal alcohol syndrome, mental 
retardation and other cognitive defects.  

iv) Includes collection of data from collateral sources and formal screening, as appropriate. 
00512 Repeat or limited consultation:  Where a formal consultation for the same illness 

is repeated within six months of the last visit by the consultant, or where in the 
judgment of the consultant the consultative service does not warrant a full 
consultative fee. 

50510 Telehealth Consultation:  To consist of an examination, review of history, 
laboratory, X-ray findings, and additional visits necessary to render a written report 

50511 Telehealth Consultation for complex behavioural, developmental or 
psychiatric condition in a child: To consist of a physical and neurological 
examination, review of history, laboratory, x-ray findings, and additional visits 
necessary to render a written report. 

50512 Telehealth repeat or limited consultation:  Where a formal consultation for the 
same illness is repeated within six months of the last visit by the consultant, or 
where in the judgment of the consultant the consultative service does not warrant a 
full consultative fee. 
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PHYSICAL MEDICINE & REHABILITATION 
01710 Formal consultation:  To consist of examination, review of history, laboratory, 

X-ray findings, functional, social, and vocational appraisal, and additional visits 
necessary to render a written report. 

01712 Repeat or limited consultation:  Where a formal consultation for the same illness 
is repeated at an interval within six months of  the last visit by the consultant 

 
 

PLASTIC SURGERY 
06010 Major consultation:  To include complete history and physical examination, review 

of X-ray and laboratory findings, if required, and a written report. 
06012 Repeat or limited consultation:  To apply where a consultation is repeated for 

same condition within six (6) months of last visit by the consultant or where in the 
judgment of the consultant the consultative service does not warrant a full 
consultative fee. 

66010 Telehealth Major consultation: To include complete history and physical 
examination, review of X-ray and laboratory findings, if required, and a written 
report. 

66012 Telehealth repeat or limited consultation: To apply where a consultation is 
repeated for same condition within six (6) months of last Visit by the consultant or 
where in the judgment of the consultant the consultative service does not warrant a 
full consultative fee. 

 
 

PSYCHIATRY 
Full Consultation  - Individual:  Diagnostic interview or examination, including history, mental status 
exam and treatment recommendation, with written report. 

00610 Private office or hospital out-patient  
00615 Hospital/institution in-patient or home  
00613 Geriatric: (patients 75 years or older) 
00622 Emotionally disturbed child: Diagnostic interview or examination,  including mental 

status and treatment recommendation, assessment of parents, guardian, or other 
relatives and written report. 

00623 Multiple disturbed family (three or more members): Simultaneous diagnostic 
interviews or examination, including mental status of the members, their 
interactions, and written report 

Repeat or Limited Consultation:  Where a formal consultation for the same illness is repeated within six 
months of the last visit by the consultant, or where in the judgment of the consultant the consultative 
service does not warrant a full consultative fee. 

00625 Individual (see 00610 and 00615) 
00614 Geriatric (se 00613) 
00626 Emotionally Disturbed Child (see 00622) 
00627 Multiple Disturbed Family (see 00623) 
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PSYCHIATRY cont’d… 

Full Telehealth Consultation 

60610 Telehealth Consultation – Individual: Diagnostic interview or examination, including 
history, mental status exam and treatment recommendation, with written report.. 

60613 Telehealth Consultation – Geriatric  (patient 75 years or older):  Diagnostic 
interview or examination, including history, mental status exam and treatment 
recommendation, with written report. 

60622 Telehealth Consultation - Emotionally Disturbed Child:  Diagnostic interview or 
examination, including mental status and treatment recommendation, assessment 
of parents, guardian, or other relatives and written report. 

Repeat or Limited Telehealth Consultations:  Where a formal consultation for the same illness is 
repeated within six months of the last visit by the consultant, or where in the judgment of the consultant the 
consultative service does not warrant a full consultative fee. 

60614 Telehealth Repeat/Limited Consultation – Geriatric  
60625 Telehealth Repeat/Limited Consultation – Individual  
60626 Telehealth Repeat/Limited Consultation – Emotionally Disturbed Child 

 
RHEUMATOLOGY 

31010 Consultation: To consist of examination, review of history, laboratory, X-ray 
findings, and additional visits necessary to render a written report. 

31012 Repeat or Limited Consultation: Where a consultation for same illness is 
repeated within six months of the last visit by the consultant, or where in the 
judgement of the consultant, the consultative services do not warrant a full 
consultative fee. 

31110 Telehealth Consultation: To consist of examination, review of history, laboratory,    
x-ray findings, and additional visits necessary to render a written report. 

31112 Telehealth Repeat or Limited Consultation:  Where a consultation for same 
illness is repeated within six months of the last visit by the consusltant, or where in 
the  judgment of the consultant, the consultative services do not warrant a full 
consultative fee. 

 
UROLOGY 

08010 Consultation:  To include complete history and physical examination, review of 
X-ray and laboratory findings, if required, and a written report. 

08012 Repeat or limited consultation:  To apply where a consultation is repeated for the 
same condition within six months of the last visit by the consultant, or where in the 
judgment of the consultant the consultative service does not warrant a full 
consultative fee. 

 
VASCULAR SURGERY 

77010 Consultation: To include complete history and physical examination, review or x-
ray and laboratory findings, if required, and a written report. 

77012 Repeat or Limited Consultation: To apply where a consultation is repeated for 
same condition within 6 months of the last visit by the consultant, or where in the 
judgment of the consultant the consultative service does not warrant a full fee. 
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5.5 Laboratory, Diagnostic and Imaging Services that May be 
Referred by Nurse Practitioners  
 
The following Preamble to the Laboratory Medicine Payment Schedule is used 
by laboratory physicians for submitting diagnostic facility services claims for 
payment to MSP, and is included in this manual for your information 
 
 
PREAMBLE TO THE LABORATORY MEDICINE PAYMENT SCHEDULE 
 
The Section of Laboratory Medicine recognizes the importance of direct 
involvement of the Laboratory Physicians in practice of medicine. In addition to 
enhancing the quality of patient care, the participation of Laboratory Physicians 
will assist in the control of laboratory utilization and help to provide cost-effective 
medical care.  The referring physicians should consult with the Laboratory 
Physicians to determine the most effective test(s). 
 
Fees for the Laboratory Medicine section reflect all the activities essential to 
providing a high quality laboratory medicine practice.  Laboratory fees have a 
technical (overhead) component and a professional component.  The technical 
(overhead) component is the portion of the total laboratory fee, which is 
payable to the laboratory physician to cover such costs as administration, 
technical and non-technical staff, capitalization, and all the infrastructure 
necessary for a quality laboratory medicine practice to meet the requirements 
set by the Diagnostic Accreditation Program of BC.  The professional 
component portion of the total laboratory fee is deemed payable to the 
laboratory physician taking responsibility for both the direct and indirect 
physician services.  These activities include overall laboratory direction, clinical 
applications, introduction of new analytical methodologies, systems 
development, continuous quality assurance, medical administration, utilization 
management, consultation and interpretations for the referring physicians, and 
being a resource to the patient management team.  These activities are an 
integral part of the Laboratory Physician’s responsibilities for the operation and 
administration of the Laboratory Medicine Diagnostic facility, which shall comply 
with the Rules Made Under the Medical Practitioners Act, in order to receive a 
certificate of accreditation. 
 
Consultation and professional support to referring physicians by the 
laboratory physician is an integral part of the total fee payment.  All tests, 
which are “directed to the attention of the Laboratory Physician” by either the 
referring physicians or the laboratory technical staff, may be subject to review / 
interpretation or written report.  Certain tests are marked with an asterisk (*) 
requiring consultation as noted below.  These are usually complex or costly 
procedures and require a Laboratory Physician’s approval and/or 
review/interpretation or written report.  Asterisks help to identify only the 
Laboratory Physician’s additional and individual role related to the use of these 
specific tests.  However, the professional role as identified above, is applicable 
to all laboratory tests and procedures. 
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Single Asterisk (*) Items 
 
Fee items with a Single Asterisk (*) may only be performed and billed on 
approval of a Laboratory Physician. 
 
Consultation and professional support to referring physicians by the laboratory 
physician is an integral part of the total fee payment.  This supports effective 
utilization of laboratory services. Whilst the majority of tests requested by the 
referring physicians are accepted without modifications, any request may be 
subject to a Laboratory Physician’s approval or alteration.  This intervention 
depends upon many variables, including the patient’s clinical condition, prior 
testing patterns, previous test results, overlapping requests from multiple 
physicians, and the types of tests ordered.  Usually, the Laboratory Physician 
will consult with the referring physician before modifying a test request.  The 
Laboratory Physician may also review laboratory requests/orders on an 
individual basis without contacting the referring physician.  Additional laboratory 
tests may only be added in the following circumstances; on approval of the 
referral physician or by a Laboratory Physician in certain circumstances e.g., to 
clarify or exclude a diagnostic consideration, or, under the provision of agreed 
upon protocols. 
 
For audit purposes, documentation (as noted below), is required to show that 
approval was provided by the Laboratory Physician for the fee items marked 
with a single asterisk (*). 
  
Double Asterisk (**) Items 
 
Fee items with a “Double Asterisk” (**) may require review/ interpretation 
or written report by a Laboratory Physician for billing of the laboratory fee. 
 
The section of Laboratory Medicine, in identifying the list of double asterisk (**) 
fee items, recognizes the medical significance of direct involvement of the 
Laboratory Physicians in patient management and clinical practice of medicine.  
Double Asterisk (**) Items, may require review/interpretation or written report by 
Laboratory Physician.  Usual good laboratory practice include criteria set by 
individual laboratories as to which tests or test results require such intervention, 
including directly contacting the referring physician.   
 
These criteria are usually related to significantly abnormal results, but may also 
include more complex procedures which require the specialized skill and 
knowledge of a Laboratory Physician to assist some referring physicians in 
interpretations.  However, the specific action which is taken by the Laboratory 
Physician in any particular case will vary, based on the clinical circumstances 
and the professional judgement of the Laboratory Physician.  These guidelines 
make no recommendations in this domain, which is considered the Practice of 
Medicine.  These processes ensure the delivery of highest quality of medical 
care in the clinical management of patient. 
 
For audit purposes, documentation (as notes below), of such activities is 
required. 
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Triple Asterisk (***) Items 
 
Both the Single Asterisk (*) and the Double Asterisk (**) preambles are 
applicable. 
 
 
*  May only be performed and billed on approval of a Laboratory Physician. 
**.   May require review/interpretation or written report by a Laboratory Physician for 

billing of the Laboratory fee. 
***  Both single asterisk (*) and the double asterisk (**) preambles are applicable. 
+  Blood bank services are not payable by MSP where available from Canadian 

Blood Services. 
T  Designates items temporarily approved and are subject to revision. 
P  Designates items approved on a provisional basis awaiting further review. 

 
LABORATORY TESTS 
Hematology & Blood Bank 

T90035** Anti DNA 

P90065 Cold agglutinins - qualitative 

90080 Direct antiglobulin (Coombs’) test, polyspecific 
Note: Not billable when performed as part of a cross-match procedure. 
Claims must state specific reason for this test. 

T90205 Hematology profile (to include automated Hgb, WBC, platelet 
count, Hct, RBC indices, and differential white cell count when 
indicated) 
Note: Individual items listed above (differential count, platelets, 
hemoglobin and/or hemacrit, and white cell count) may not be charged 
when 90205 is charged. 

P90240 Hemoglobin electrophoresis 

90280 Immunofluorescent staining for auto-antibodies, including 
antinuclear antibodies  

90300 Indirect Coombs’ (per tube) 
Note: Not chargeable when performed as a blood bank service. Claim 
must state specific reason for this test. 

90305 Infectious mononucleosis – slide agglutination 

P90335** Malaria and other parasites 

90370 Partial thromboplastin test 

P90440 Prothrombin time/NR 

P90470** Red cell folate 

90490 Reticulocyte count and/or Heinz bodies 

90495+ Rh(D) typing 

P90525 Sickle cell identification 

90540** Thalassaemia/haemoglobinopathy investigation 
Notes: 
i) 90540 includes 90465, 90205, and 90240. 
ii) In selected cases, 90240 may be billed in addition to 90540, where 

further electrophoreses (e.g. citrate agar and/or isoelectric focusing) 
are required as diagnostic abd /or confirmatory tests. 



 Ministry of Health  
Encounter Codes Resource Manual for Nurse Practitioners 
  

  
5-56 January 2006  

 
Microbiology 

90600** Acid fast organisms – culture 

P90625** Blood culture, using aerobic and/or anaerobic media 

90630 C. difficile toxin, immunological method 
Note: 90630 not to be performed on formed stool and not billable        
with 90655. 

90640 Candida Culture 

90650 Chlamydia culture 

90651 Chlamydia trachomatis using NAT – urine 

90652 Chlamydia trachomatis using NAT  – urogenital swab 
Notes: 
i) Provide details in note record when T90651 and T90652 are 

performed on the same day. 
ii) Provide details in note record when 90645 performed on same day 

as T90651 and T90652, 
P90655** Clostridium difficile toxin (tissue culture method) 

P90665** Fungus culture 

90670 Fungus, direct examination KOH preparation 

T90675 Hepatitis Be Antigen 
Note: T90675 only to be performed if HbsAg is positive. 

90685 Hepatitis A - IgM (anti-HAV-IgM) 

90690 Hepatitis B core antibody (anti-HBc) 

90720  Routine culture 
Note: Not billable for virus isolation. 

P90730 Smear for inclusion bodies 

T90736** Cervical culture 

T90737** Vaginal culture 

T90738**  Urethral culture 

T90739** Combined vagino-anorectal or vaginal culture for Group B 
Streptococcus only 
Note: Rectal specimens for pregnancy and/or GBS, bill under T90745. 

T90741** Genital culture – other site 
Notes: 
i) Applicable to specimens from penis, introitus, vulva, Bartholin’s cysts 

or non-childbearing age vagina. 
ii) Specimens from age groups or situations not covered by genital 

specimens protocol should be billed under medically appropriate 
codes. 

T90745 Stool culture (to include Campylobacter identification) 
Note: Campylobacter identification is a mandatory part of stool 
bacteriological studies. No other listing except 90750, 90615 and 
T90725, when appropriate, applies to stool culture. 

90760*  Streptococci - rapid test 
Note: Payable only to Category II and III facilities and Category I 
facilities employing a registered technologist. Item 90760 is not billable 
with 90775 or 90780. 

90765 Anti-streptolysin "O" titre 

 



 Ministry of Health  
 Resource Manual for Nurse Practitioners Encounter Codes  
  

  
January 2006 5-57 

90775** Throat or nose culture 

P90780** Throat or nose culture - each additional culture 

P90785 Trichomonas and/or Candida, direct examination 

90790 Urine colony count culture 

P90795 Examination for pinworm ova 

90800 Stool examination, concentration methods 

90805 Macroscopic examination of parasite and/or direct microscopic 
examination 
Notes: 
i) Applicable to scabies, lice, ticks, worms. 
ii) 90800 not to be billed with 90805.  

P90815 Serological tests - 1 to 3 antigens 

P90820 Serological tests - 4 or more antigens 
Note: Not to be billed for any virology testing where specific listings exist 
(e.g. Hepatitis). 

P90830  Virus isolation 

Chemistry  

91030 Acid phosphatase, total 

91031 Acid phosphatase, fractions – each 

91040 Albumin - serum/plasma 

91050 Alcohol 

91065 Alanine aminotransferase (ALT) 

91070 Alkaline phosphatase 

91080 Alpha-1 antitrypsin 

91126 Amylase - serum/plasma 

91185* Arsenic 

91210 Aspartate aminotransferase (AST) 

91235 Bicarbonate - serum/plasma 

91245  Bilirubin, total - serum/plasma 

91250  Bilirubin, direct 

91300 C - reactive protein 

91326 Calcium - total, serum/plasma 

91328 Calcium – urine random 

91335 Carbamazepine 

91366 Chloride - serum/plasma 

91370** Chloride - by iontophoresis – sweat 

91375 Cholesterol, total 

91405 Cortisol 

91420 Creatinine - random urine 



 Ministry of Health  
Encounter Codes Resource Manual for Nurse Practitioners 
  

  
5-58 January 2006  

91421 Creatinine - serum/plasma 

91422 Creatinine - timed urine collection 

91465 Digoxin 

 Drug assay (single): 

91480 - Acetazolamide 

91482 - Acetaminophen (quantitative) 

P91484 - Amikacin 

P91486 - Amiodarone 

91488 - Amitriptyline 

P91490 - Amoxapine 

P91492 - Chlorpromazine 

91494 - Citrate, urine 

P91496 - Clobazam 

P91498 - Clomipramine 

P91500 - Clonazepam 

91502 - Clozapine 

91504 - Cyanide 

91506 - Desipramine 

P91508 - Desmethylclobazam 

P91510* - Diazepam 

P91512 - Disopyramide 

P91514 - Doxepin 

P91516 - Fluoxetine 

P91518 - Flupenthixol 

P91520 - Fluphenazine 

P91522 - Fluvoxamine 

T91523* - Gabapentin 

91524 - Gentamycin 

P91526 - Haloperidol 

P91528 - Imipramine 

T91529* - Lamotrigine 

P91530 - Lidocaine 

P91532* - Lorazepam 

P91534 - Loxapine 

P91536 - Maprotiline 

P91538 - Methotrexate 

P91540 - Methotrimeprazine 
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P91542 - Methylphenidate 

P91544 - N-Acetyl procainamide 

P91546 - Netilmicin 

P91548 - Nitrazepam 

91550 - Nortriptyline 

T91551* - Olanzapine 

P91552 - Paroxetine 

P91554 - Perphenazine 

P91556 - Procainamide 

P91558 - Propranolol 

T91559* - Quetiapine 

T91561 - Risperidone 

P91560* - Sertraline 

P91562 - Thioridazine 

91564 - Tobramycin 

T91565* - Topiramate 

P91566 - Trazodone 

P91568 - Trifluoperazine 

P91570 - Trimipramine 

91572 - Valproic acid 

91573 - Vancomycin 

T91576* - Vigabatrin 

T91574 - Zopiclone 

T91575* - Zuclopenthixol 

91599 Drug assay - multiple (2 or more) 

T92550 Urine, Drugs of Abuse Screen  per Analyte  - single use kit 
Notes: 
i) The above listing is for use in low volume settings only. Laboratories 

performing tests on greater than 1000 patients per year are expected 
to use specific listings indicated. 

ii) Maximum of 6 analytes per patient per day. 

 Screening Assays: 
T92503 - Amphetamines 

T92504 - Barbiturates 

T92505 - Benzodiazepines 

T92506 - Tetrahydrocannabinoids (THC) 

T92507 - Cocaine / Cocaine Metabolite 

T92508  - Ethanol 

T92509 - LSD 
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P92510 - Methadone Metabolite 

T92511 - Opiates 

T92512 - Phencyclidine (PCP) 

P92513 - Methadone 

 Notes:  
i) A maximum of 8 screening assays per patient, per day may 

be billed  (e.g. - 4 assays each with 2 specimens or 2 
specimens - opiates on the first, seven others, on the second) 

ii) No more than 2 specimens per patient per day may be billed. 
If two specimens are billed in one day, the second specimen 
must be collected at least two hours after the first specimen.  
A note record is required to justify the medical necessity. 

iii) A request for a ‘drug screen’ will be interpreted as a request for 
analysis for methadone/methadone metabolite, opiates, 
benzodiazepines, and cocaine/cocaine metabolite only. 

P91601** Electrophoresis - protein, quantitative 
Note: Includes fee item 92148(proteins, toal, serum and plasma).  

91610 Estradiol 

00397 Fat, microscopic examination – faeces 

91645 Ferritin serum 

91655 Folic acid 

91660 Follicle stimulating hormone (FSH) 

91690  Glucose - gestational assessment 

91707 Glucose quantitative - serum/plasma 

P91715*** Glucose tolerance test, 2 to 5 hours 

P91719  Glucose -2 hr, post-75 g 
Note: Restricted to Category IIC and Category III laboratories.  

91725 Glutamyl transpeptidase - (GTP) 

T91745 Haemoglobin, A1C 
Note:  T92390, T92395 and 91690 are restricted to Category IIC and 
Category III laboratories. (T91745 is at present restricted to Category III 
laboratories). 

P91760*** Helicobacter pylori Carbon 13 urea breath test 

91780 High density lipoprotein cholesterol (HDL cholesterol) 

91865 Iron, total and binding capacity 

91910 Lead 

91935 Lipoprotein (a) 

91945 Lithium - serum/plasma 

91950 Luteinizing hormone (LH) 

91165* Apolipoprotein A-1 

91170* Apolipoprotein B-100 

91957 Magnesium - faecal - serum/plasma 

91965* Mercury 

92015 Osmolar concentration, serum 

92025 Oxygen, capacity or content (direct gas analysis) 
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92030 Parathyroid hormone (intact) 

92045 pH, pCO2, and pO2 

92060 Phenytoin, quantitative 

92071 Phosphates - serum/plasma 

92080** Plasma homocyst(e)ine 

92100 Potassium - serum/plasma 

92105 Pre albumin 

P92110 Pregnancy test - serum 

92125 Primidone (mysolene) 

92130 Progesterone, serum/plasma 

92135 Prolactin 

90710 Prostatic specific antigen (PSA) testing 
Note:  This test is not intended for use as a diagnostic 
screening tool.  It is intended only for: 
i) monitoring established metastatic disease  
ii) detection of early recurrence  
iii)  as a diagnostic adjunct in selected cases. 

P92146 Proteins - total, quantitative - timed urine collection 

92148 Proteins - total, serum or plasma 

92160 Quantitative beta hCG 

P92203 Salicylates, quantitative - serum 

92230 Sodium - random urine 

92231  Sodium - serum/plasma 

92233 Sodium - whole blood 

T92332 Thyroperoxidase antibodies 
Note: Payable only for possible autoimmune thyroid disease 

92266 Testosterone - total 

92275 Theophylline 

92330 Thyroxine ratio, T3 uptake, TBI or Free T4 
Notes: 

i) Total T3 should only be ordered and performed when total T4, free 
T4 or TSH are not diagnostic of thyroid disease; 

ii) The volume of tests for total T3 should not exceed 10 percent of the 
volume of tests for total T4 and/or TSH. 

T92325 Thyroid stimulating hormone (TSH-any method  

92345 Transferrin 

92350 Triglycerides - serum/plasma 

P92355 Troponin 

92367 Urea – nitrogen quantitative - urine 

92368 Urea – serum/plasma 

92376 Uric acid – serum/plasma  

92378 Uric acid – timed urine collection 
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92382 Urinalysis - complete diagnostic, semi-quant and micro 

T92390 Urinalysis, macroscopic, to include any/all of dipstick, specific 
gravity, visual 

P92395 Urinalysis, microscopic 
Note:  T92390, T92395 and 91690 are restricted to Category IIC and 
Category III laboratories. (T91745 is at present restricted to Category III 
laboratories). 

92396 Microalbumin, semi-quantitative by urine dipstick 

92450 Vitamin B12 

T92455** Vitamin D (1,25 dihydroxy) 

  MISCELLANEOUS 
00117 Interpretation of electrocardiogram by non-internist 

00316 Electrocardiogram and interpretation – office, each (Certified 
Internist) 

00317 Electrocardiogram and interpretation – home, each (Certified 
Internist) 

00318 Electrocardiogram – professional fee (Certified Internist)  

00527 Electrocardiogram and interpretation – office, each (Paediatrics) 

00528 Electrocardiogram and interpretation – home, each (Paediatrics) 

00529 Electrocardiogram – professional fee (Paediatrics) 

00532 Electrocardiogram and interpretation for children under 2 Years of 
age (Paediatrics) 

00533 – interpretation (Paediatrics) 

00534 – technical fee (Paediatrics) 

93120  ECG tracing, without interpretation 

93160 Semen, Complete Examination including total count, motility 
count, pH, and morphology  

93170 Sperm, Seminal examination for presence or absence 

00930 Peak expiratory flow rate 

00928  Simple screening spirometry with FVC, FEV(i), and FEV(i)/FVC 
ratio, using a portable apparatus without bronchodilators 

00929 Simple screening as above but before and after bronchodilators 
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LABORATORY PROCEDURES SHORT LIST 
The following Laboratory Procedures Short List fee items are to be used when service is 
referred out to a laboratory or diagnostic facility. For encounter codes used when 
procedure is performed by NP in office/clinic, see Section 5.3: Services that May be 
Performed by a Nurse Practitioner, page 5-46. 
 

04699 Fern Test 

15100 Glucose – semiquantitative (dipstick analysed visually or by 
reflectance meter) 

90225 Haemoglobin cyanmethaemoglobin method and/or haematocrit. 

15000 Haemoglobin – other methods 

15110 Occult blood – faeces 

15120 Pregnancy test, immunologic – urine 

00395 Secretion smear for eosinophils 

90515 Sedimentation rate 

90740 Stained smear 

15130 Urinalysis - Chemical or any part of (screening) 

15131 Urinalysis – Microscopic examination of centrifuged deposit 

90570 White cell count only (see Hematology protocol) 

90115 Examination for eosinophils in secretions, excretions and other 
body fluids 

 
 

   IMAGING (X-RAY AND ULTRASOUND)  
Head and Neck 

08500+ Skull – routine 

08503 Paranasal sinuses 

08504 Facial bones –orbit 

08505 Nasal bones 

08506 Mastoids 

08507 Mandible 

08508 Temporo-mandibular joints 

08514 Nasopharynx and/or neck, soft tissue - single lateral view 

Upper Extremity 
08520 Shoulder girdle 

08521 Humerus 

08522 Elbow 

08523 Forearm 

08524 Wrist 

08525 Hand (any part) 
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Lower Extremity 
08530 Hip 

08531 Femur 

08532 Knee 

08533 Tibia and fubula 

08534 Ankle 

08535 Foot (any part) 

08536 Leg length films – whatever method 

Spine and Pelvis 
08540 Cervical spine 

08541 Thoracic spine 

08542 Lumbar spine 

08543 Sacrum and coccyx 

08544 Pelvis 

08545 Sacro-iliac joints 

08546 Scoliosis film – single AP or lateral  
- 14 x 36 film taken at 6 feet (1.85 metres) 

Chest 
08550 Thoracic viscera 

08554 Ribs – one side 

08555 Ribs – both sides 

08556 Sternum or sterno-clavicular joints 

08557 Sternum and sterno-clavicular joints 

Abdomen 
08570 Abdomen 

08571 Abdomen, multiple views 

Intestinal Tract 
08572 Oesophagus only 

08573 Oesophagus, stomach and duodenum 

08574 Small bowel 

08576 Colon or double contrast air studies 

Genito-Urinary System 
08590 K.U.B. 

Miscellaneous 
08604 Bone survey – first anatomical area 

08605 Bone survey – each subsequent anatomical area  
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08610 Mammography – unilateral 

08611 Mammography – bilateral 
Notes:  
Indications for Unilateral Mammograms: 
i) New symptoms within one year of a previous bilateral mammogram 
ii) Work-up of an abnormal screening mammography. 
iii) Short term follow up of an abnormality, within one year of a previous 

bilateral mammogram. 
iv) Follow-up of surgery/radiotherapy, within one year of a previous 

bilateral mammogram.  
v) Absence of other breast.  
vi) Visualization for fine wire localization or stereotactic biopsy. 

Bone Mineral Densitometry Using DEXA Technology 

T08688 Bone density – single area 

T08689 Bone density – second area 

Computerized Tomography 
08690 Head scan – without contrast 

08691 Head scan – with contrast 

08692 Head scan – double scan or two planes 

08693 Body scan – one region without contrast 

08694 Body scan – one region with contrast 

08695 Body scan – double scan or two regions 

Diagnostic Ultrasound 
08642 B scan – soft tissues of the neck 

Note: To include thyroid, parathyroid, parotoid and submandibular glands. 
08638+ Echocardiography (real time) 

T86047 Breast sonogram, unilateral 

T86048 Breast sonogram, additional side 

08648 Abdominal B scan, complete 

08651 Obstetrical B scan (14 weeks gestation or over)  

08655 Obstetrical B scan (under 14 weeks gestation) 
 Note: Where an obstetrical B scan (08651 or 08655) has been done 
within the two weeks immediately prior to an amniocentesis, a repeat 
obstetrical scan done in conjunction with amniocentesis is not chargeable. 

08652 B scan, I.U.D. localization 

08653 Pelvic B scan (male or female) to include uterus, ovaries, testes 
and ovarian/scrotal Doppler 

Notes: 
 i) 08653 payable in conjunction with 08658 whenS pecifically requested  
        by the referring physician. 
  ii)   08651 and 08655 are payable in conjunction with 08653. 

08658 Extremity B scan 
Notes: 
i) Includes, but not restricted to, assessment of tendons, joint infusions, 

soft tissue masses and foreign body localization, unilateral. 
ii) Fee items 08670 or 08664 may be claimed in addition, if applicable. 
iii) May be claimed bilaterally if specifically requested by physician, except 

when billed with 08670 or 08664. 
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Doppler Studies 

08664 Peripheral arterial:  
Resting arterial assessment: To include multiple waveform and/or 
segmental pressure analysis, calculation and ankle/arm index. 
Note: 08664 not chargeable when done in conjunction with 08665 or 
08666. 

08670 Peripheral venous:   
Laboratory assessment for deep venous system 
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