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Reimbursement Policy Statement: Reimbursement Policies prepared by CareSource and its affiliates are intended to provide a 
general reference regarding billing, coding and documentation guidelines. Coding methodology, regulatory requirements, 
industry-standard claims editing logic, benefits design and other factors are considered in developing Reimbursement Policies. 

 
In addition to this Policy, Reimbursement of services is subject to member benefits and eligibility on the date of service, medical 
necessity, adherence to plan policies and procedures, claims editing logic, provider contractual agreement, and applicable 
referral, authorization, notification and utilization management guidelines. Medically necessary services include, but are not 
limited to, those health care services or supplies that are proper and necessary for the diagnosis or treatment of disease, illness, 
or injury and without which the patient can be expected to suffer prolonged, increased or new morbidity, impairment of function, 
dysfunction of a body organ or part, or significant pain and discomfort. These services meet the standards of good medical 
practice in the local area, are the lowest cost alternative, and are not provided mainly for the convenience of the member or 
provider. Medically necessary services also include those services defined in any federal or state coverage mandate, Evidence 
of Coverage documents, Medical Po7orTke 
the determination. 

 
CareSource and its affiliates may use reasonable discretion in interpreting and applying this Policy to services provided in a 
particular case and may modify this Policy at any time. 

 
According to the rules of Mental Health Parity Addiction Equity Act (MHPAEA), coverage for the diagnosis and treatment of a 
behavioral health disorder will not be subject to any limitations that are less favorable than the limitations that apply to medical 
conditions as covered under this policy. 
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II. Medial Branch Nerve Block Injections 
A. Up to two medial branch nerve block injections in the cervical/thoracic or lumbar 

regions are considered medically necessary. 
1. Only three (3) spinal levels (unilateral or bilateral) may be treated at the same 

time (maximum amount of six injections per rolling 12 months); 
2. A response of at least 50% pain relief must be achieved before the second 

injection is performed; and 
3. Injections should be at least two (2) weeks apart. 
4. Maximum number of benefit limits in this policy are based on medial 

necessity. 
5. The member must meet the medically necessary criteria in the corresponding 

Facet Joint Interventions medical policy, before a diagnostic injection is 
performed. 

III. Per CPT guidelines, imaging guidance and any injection of contrast are 
inclusive components of all facet medial branch nerve blocks and are not reimbursed 
separately. 

 
IV. Radiofrequency Facet Ablation 

A. Radiofrequency Facet Ablations are considered medically necessary when the 
member meets ALL of the medically necessary criteria in the corresponding Facet 
Joint Interventions medical policy. 

B. A maximum of four (4) radiofrequency facet ablations per rolling twelve (12) 
months (two left and two right per spinal region: cervical, thoracic or lumbar). 

C. Repeat Radiofrequency Facet Ablation in the same spinal region and side is 
considered medically necessary when ALL of the criteria in the corresponding 
Facet Joint Interventions medical policy has been met. 

V. Sedation 
A. Neither conscious sedation nor Monitored Anesthesia Care (MAC) is routinely 

necessary for intra-articular facet joint injections or medial branch blocks and 
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