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See Important Reminder at the end of this policy for important regulatory and legal information.

Description

This policy describes Infertility coverage under the Federal Employees Health Benefit Program.
Diagnosis, evaluation, and treatment of infertility is covered except for services listed in the Not
Covered section of this document.

Policy/Criteria
I. Itisthe policy of QualChoice Health for FEHB members that infertility is medically
necessary for the following indications:
a. Infertility includes all services rendered on behalf of an enrollee that are
intended to learn why there is a delay in conception or to increase the likelihood
of conception

II.  All services related to infertility treatment require pre-authorization.
a. If you are receiving services from an in-network provider, that provider is
responsible for obtaining pre-authorization.
b. If you are receiving services from an out-of-network provider, you are
responsible for all pre-authorizations

[ll.  The Federal Employees Health Benefit Program covers services related to the diagnosis,

evaluation, and treatment of infertility, including intra-vaginal insemination, including:
a. Artificial insemination (Al)

Intrauterine insemination (IUI)

Intravaginal insemination (IVI)

Intracervical insemination (ICl)

Infertility services after voluntary sterilization

Cost of Donor Sperm

Cost of Donor Egg
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IV.  The category of infertility includes all services rendered to any enrollee which are
intended to ascertain the cause of failure to conceive and carry a baby to term and all
services which are intended to treat any cause of failure or delay in conceiving a baby or
failure to carry that baby to term.

V.  Among plans administered by QualChoice, the FEHBP program is unique in offering
broad coverage for the diagnosis and treatment of infertility.
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VI.  Most diagnostic and treatment services are covered (see below for the exceptions)

VIl.  The FEHB program does not cover the following services related to infertility:
In Vitro Fertilization

Embryo Transfer

Gamete Intrafallopian (GIFT)

Zygote Intra-Fallopian (ZIFT)

Intracytoplasmic sperm injection (ICSI)
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Note: Fertility preservation treatment is limited to people facing iatrogenic infertility. Storage
is limited to one (1) year and benefits are limited to one cycle of fertility preservation per
covered person during the entire period the member is enrolled with QualChoice.

Note: All infertility testing, fertility drugs, preservation and treatment related services require
preauthorization.

Note: The category of infertility includes all services rendered to any enrollee which are
intended to ascertain the cause of failure to conceive and carry a baby to full term and all
services which are intended to treat any cause of failure or delay in conceiving a baby or failure
to carry that baby to term

Background

National Institutes of Health infertility guidelines recommend initiating infertility investigations
for heterosexual couples when conception has not occurred after 12 months of regular,
unprotected intercourse (for women under 35) or 6 months (for women 35 and older). For
other individuals or those with known issues like irregular periods, expedited evaluation is
advised. The process involves a comprehensive workup including medical history, physical
exams, semen analysis, ovarian reserve assessment, and imaging tests to diagnose causes
ranging from ovulation disorders to tubal or uterine factors

Coding Implications

This clinical policy references Current Procedural Terminology (CPT®). CPT® is a registered
trademark of the American Medical Association. All CPT codes and descriptions are copyrighted
2018, American Medical Association. All rights reserved. CPT codes and CPT descriptions are
from the current manuals and those included herein are not intended to be all-inclusive and are
included for informational purposes only. Codes referenced in this clinical policy are for
informational purposes only. Inclusion or exclusion of any codes does not guarantee coverage.
Providers should reference the most up-to-date sources of professional coding guidance prior
to the submission of claims for reimbursement of covered services.
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cPT® CPT Codes that Support Medical Necessity

Codes

58321 Artificial insemination; intra-cervical

58322 Artificial insemination; intra-uterine

HCPCS Description

Codes

S4023 Donor egg cycle, incomplete, case rate

S$4026 Procurement of donor sperm from sperm bank
S4035 Stimulated intrauterine insemination (IUl), case rate

ICD-10-CM Diagnosis Codes that Support Coverage Criteria
+ Indicates a code requiring an additional character

ICD-10-CM Description
Code
Reviews, Revisions, and Approvals Date Approval
Date
Annual Review 10-7-25
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Important Reminder

This clinical policy has been developed by appropriately experienced and licensed health care
professionals based on a review and consideration of currently available generally accepted
standards of medical practice; peer-reviewed medical literature; government agency/program
approval status; evidence-based guidelines and positions of leading national health professional
organizations; views of physicians practicing in relevant clinical areas affected by this clinical
policy; and other available clinical information. The Health Plan makes no representations and
accepts no liability with respect to the content of any external information used or relied upon
in developing this clinical policy. This clinical policy is consistent with standards of medical
practice current at the time that this clinical policy was approved. “Health Plan” means a health
plan that has adopted this clinical policy and that is operated or administered, in whole or in
part, by Centene Management Company, LLC, or any of such health plan’s affiliates, as
applicable.

The purpose of this clinical policy is to provide a guide to medical necessity, which is a
component of the guidelines used to assist in making coverage decisions and administering
benefits. It does not constitute a contract or guarantee regarding payment or results. Coverage
decisions and the administration of benefits are subject to all terms, conditions, exclusions and
limitations of the coverage documents (e.g., evidence of coverage, certificate of coverage,
policy, contract of insurance, etc.), as well as to state and federal requirements and applicable
Health Plan-level administrative policies and procedures.

This clinical policy is effective as of the date determined by the Health Plan. The date of posting
may not be the effective date of this clinical policy. This clinical policy may be subject to
applicable legal and regulatory requirements relating to provider notification. If there is a
discrepancy between the effective date of this clinical policy and any applicable legal or
regulatory requirement, the requirements of law and regulation shall govern. The Health Plan
retains the right to change, amend or withdraw this clinical policy, and additional clinical
policies may be developed and adopted as needed, at any time.
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This clinical policy does not constitute medical advice, medical treatment or medical care. It is
not intended to dictate to providers how to practice medicine. Providers are expected to
exercise professional medical judgment in providing the most appropriate care, and are solely
responsible for the medical advice and treatment of members. This clinical policy is not
intended to recommend treatment for members. Members should consult with their treating
physician in connection with diagnosis and treatment decisions.

Providers referred to in this clinical policy are independent contractors who exercise
independent judgment and over whom the Health Plan has no control or right of control.
Providers are not agents or employees of the Health Plan.

This clinical policy is the property of the Health Plan. Unauthorized copying, use, and
distribution of this clinical policy or any information contained herein are strictly prohibited.
Providers, members and their representatives are bound to the terms and conditions expressed
herein through the terms of their contracts. Where no such contract exists, providers,
members and their representatives agree to be bound by such terms and conditions by
providing services to members and/or submitting claims for payment for such services.

©2018 Centene Corporation. All rights reserved. All materials are exclusively owned by
Centene Corporation and are protected by United States copyright law and international
copyright law. No part of this publication may be reproduced, copied, modified, distributed,
displayed, stored in a retrieval system, transmitted in any form or by any means, or otherwise
published without the prior written permission of Centene Corporation. You may not alter or
remove any trademark, copyright or other notice contained herein. Centene® and Centene
Corporation® are registered trademarks exclusively owned by Centene Corporation.

QualChoice.com 1.800.235.7111 (TTY: 711)
© 2025 QualChoice. All rights reserved. QCA25-AR-H-305



	Coding Implications
	Important Reminder

