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Prior Justification /Authorization List *
Admissions
Elective Admissions
Organ Transplant
Transitional Care Units
Acute Rehabilitation
Skilled Nursing Facility
Partial Hospitalization Program
Outpatient Mental Health Services
Cosmetic Services, including but not limited to
Body Fat Reduction (liposuction, tummy tuck, etc.)
Blepharoplasty/Browlift/Ptosis Repair (Eyelid or Eyebrow Surgery)
Breast Reconstructive Surgery
Augmentation/Reduction
Gynecomastia Reduction
Mastopexy
Prophylactic Mastectomy
Collagen replacement therapy
Congenital anomalies without functional impairment
Endovascular Procedures
Endovenous Catheter Ablation
Facelift/Neck lift
Hair restoration
Laser hair removal
Malar implants (cheek implants)
Otoplasty (Surgery of the External Ear)
Panniculectomy (Removal of Excess Abdominal Skin, Fat, and Tissue)
Penile Implant
Phototherapy Keratectomy
Radial Keratotomy (correction of near sightedness)
Refractive Keratotomy (lasik or lasek surgery)
Rhinoplasty (Nasal Surgery)
Scar Revision
Skin resurfacing/tattoo removal/dermabrasion
Skin tag removal
Surgical management of obesity
Durable Medical Equipment
Air fluidized bed
Bone growth Stimulators (non-invasive)
Cochlear Implants (An implanted electronic device that creates sound sensation in deafness)
Custom wheelchairs/accessories
Electric/power wheelchairs/ Power operated vehicle (including scooters)
Insulin pumps
Limb prosthetics (electric/power)

*Your Certificate of Coverage may refer to this document as “Prior Justification List“ or “Prior
Authorization List” dependent upon the type of plan in which you are enrolled.
**Please refer to your Certificate of Coverage for coverage details regarding this benefit.
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NMS (Neuromuscular Stimulators)
Speech Augmentation Devices
Spinal Cord Stimulator
Vacuum Ejection Penis Revascularization
Home Care
Imaging
Myocardial/perfusion SPECT Scans
PET Scan (Positron Emission Tomography: A type of scan that uses a small
amount of radioactive material to create an image of tissue activity.)
Infertility
Artificial Insemination
Sperm Washing
Continuous Glucose Monitoring
Hyperbaric Oxygen
Investigational procedures/drugs
IVIG (intra venous immune globulin)
Medical Treatment of Obesity
Nocturnal Airway Patency Appliance (NAPA)
Orthognathic Surgery (Surgery of the Jaw)
Private Duty Nursing **
Reid Sleeve
Supplemental Nutrition
Surgical management of sleep apnea
ThAIRapy Vest
Total Knee Replacement
Total Hip Replacement
Transmyocardial Laser Revascularization (A surgical technique which uses
a laser to bore holes in the heart to improve blood flow to the heart muscle)
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