SCREENING CALCIUM CT SCORING P

INSURANCE COVERAGE N7 e

SCREENING INSURANCE TYPE COVERED AUTH. REQUIRED
: Aetna* Limited  Yes
FIrStH e a|th/coventry ................................................................ N o ....................................... N/A .....................................
L Humana ....................................................................................... Yes ....................................... . C heCk p|an .........................
L HMA (a”ow 15 . day S) .................................................................. Yes ....................................... s Yes W/ C|mlca|s ...................
Kalser ........................................................................................ Yes ......................................... Yes .......................................
N\u|tlcareEmP|oyeeP|anFCH ................................................. Yes .......................................... N o .......................................

o o N\Ultlplan ................................................................................... NO ....................................... N/A .....................................
Premera ....................................................................................... Yes/p|anCheckp|an .........................
Regence ...................................................................................... YeSCheCkp|an .........................
_BCBSOHHmOIS ........................................................................ Yes .......................................... N 0 .......................................
_RGA(a||OW‘|5days) ................................................................. Yes ......................................... YeSW/C|Imca|S ...................
- Fe d e ra| BC ................................................................................ Yes .......................................... N 0 .......................................
Trusteed ....................................................................................... Yes .......................................... N 0 .......................................
UmtedHea|thcare ...................................................................... Yes .......................................... U Sua”yyes ..........................
_UH C Cho|cep|us ...................................................................... U Sua”yNo** ........................... N 0 .......................................
Umf‘ormMedlca|p|a n .............................................................. NO ....................................... N/A .....................................
: Medicare Part B / Railroad MCR : No EN/A
L UHC/AA RP Medlcare .............................................................. Yes .......................................... N /A .....................................
KalserMed Icare ........................................................................... N 0 .......................................... N /A .....................................

Medicare Plan PremeraMedlcare ...................................................................... Yes ......................................... Yes .......................................
L Regen Ce . Medlcare ..................................................................... Yes .......................................... N 0 .......................................
Qe Mg P Sk
Washington Medicaid : No N/A

Medicaid Plans vaﬁ |-/\|:a||.thy I(AD\ptio.n PIans:CCon;rnunity Health Plan Varies (please check with Varies (please check with
: , Molina, Amerigroup, Coordinated Care, UHC : oo : B
Community Health Plan | your individual plan) | your individual plan)

WA Insurance Exchange Plans 1 moeiiet (Coordinated Cars)  vsvessessesnions S G
i Bridgespan (Regence) i No i N/A

Government Plans USPHPIVAIIRNSSE e oS XS

Tricare : Yes N/A

* Aetna covers the screening if the following requirements are met:
1. Asymptomatic persons age 40 years and older with diabetes; or
2. Asymptomatic persons with an intermediate (10 % to 20 %) 10-year risk of cardiac events based on Framingham Risk Scoring or Pooled Cohort Equations.

** United Healthcare covers the calcium scoring CT if the following requirements are met:
Coronary artery calcium scoring (75571) No coronary calcium scoring in the last 5 years, no prior abnormal imaging stress test, coronary revascularization or prior
catheterization or cardiac CT angiogram documenting coronary artery disease and one of the following:
1. ATP* risk <10 percent and one of the following:
a. Father or brother with coronary heart disease diagnosed at age 55 or less
b. Mother or sister with coronary heart disease diagnosed at age 65 or less
2. ATP* risk 10-19 percent and

a. No symptoms of chest pain or shortness of breath



