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The purpose of this module is to provide participants with an 

overview of the Family Planning, Access, Care and Treatment 

(Family PACT) Program. Family PACT is California’s 

innovative approach to providing comprehensive family 

planning to low-income women and men.
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Purpose



• Identify Family PACT categories of service

• Review Family PACT approved contraceptive methods

• Provide list of family planning and family planning-related 

    ICD-10-CM diagnosis codes

• Detail the requirements for Family PACT complication 

services and Treatment Authorization Requests (TARs)

• Clarify Family PACT excluded services
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Objectives



• Discuss evaluation and management/education and 

counseling services

• Review sterilization policy and the Sterilization Consent 

Form (PM 330)

• Detail claim documentation requirements for dispensing 

drugs and supplies

• Feature a case study and claim example  
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Objectives



Acronyms



Family PACT Overview



The Family PACT program is designed to assist individuals 

who are of childbearing age and have a medical necessity for 

family planning services. 

The overall goal of the Family PACT program is to ensure that 

low-income women and men have access to health 

information, counseling and family planning services to 

reduce the likelihood of unintended pregnancy.
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Family PACT Overview



The Office of Family Planning (OFP) administers the Family PACT 

program. Family PACT is a comprehensive program because it 

includes family planning and family planning-related services 

together with client-centered health education and counseling. 

Family PACT serves approximately 1 million eligible women and 

men through both public and private providers.
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Family PACT Overview



The Family PACT Standards are designed as minimum quality improvement 

requirements for providers and provider organizations, serving as the basic 

framework of the program. The seven standards address:

• Informed consent

• Confidentiality

• Cultural and linguistic competency

• Access to care

• Availability of covered services

• Clinical and preventive services

• Education and counseling services
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Family PACT Program Standards



Section 2303 (a)(3) of the Patient Protection and Affordable 

Care Act (ACA), specifies that benefits of the federally 

supported state family planning programs are limited to 

“family planning services and supplies” as well as family 

planning-related services such as “medical diagnosis and 

treatment services that are provided pursuant to family 

planning service in a family planning setting.”

2

Federal Regulation and Program Services



Family planning services are those relevant to the use of contraceptive 

methods and include specified reproductive health screening tests. 

These include the U.S. Food and Drug Administration (FDA) approved:

• Contraceptive methods

• Emergency contraceptives 

• Office visits 

• Interventions for the management of complications from the use of 

covered contraceptive methods
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Family Planning Services



Family planning-related services include diagnosis and treatment of specified 

sexually transmitted infections (STIs) when provided pursuant or coincident to 

a family planning service.

The Family FACT Program covers testing, diagnosis and treatment of specified 

STIs during the initial family planning visit as long as family planning services 

are provided. STI services are also available at subsequent visits, regardless 

of the initial purpose of the visit.

Family PACT covers urinary tract infections (UTIs) and screening for cervical 

cancer and pre-invasive cervical lesions for women when the care is provided 

coincident to a visit for the management of a family planning method.
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Family Planning Related-Services



Family PACT 
Overview



For dates of service on or after July 1, 2019, telehealth services policy was established

pursuant to Assembly Bill 415 known as the Advancement Act of 2011.  

Services may be provided via  a telehealth modality, if all the following are satisfied:
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The treating health care provider 
at the distant site believes the 
benefits or services provided are 
clinically appropriate being 
delivered via telehealth.

Services delivered via telehealth 
meet the procedural definition of 
the CPT/HCPCS code(s) 
covered under Family PACT.

Services provided via telehealth 
meet all laws regarding 
confidentiality of health care 
information and patient’s right to 
his or her medical information.

Telehealth Policy



Availability of 
Covered Services



All Family PACT covered FDA-approved contraceptive methods, fertility 

awareness methods, sterilization procedures and limited fertility services shall be 

made available to clients as follows: 
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Contraceptive Methods Availability



Family Planning 
Services 

ICD-10-CM 
Codes 

4



4

For more information, please refer to Family PACT - Benefits: Family 
Planning ben fam 1

ICD-10-CM Codes for Family Planning
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ICD-10-CM Codes for Family Planning



Availability of 
Covered 
Services



Reproductive Health Screening Tests may be provided as clinically 

indicated . Services are not reimbursable for ICD-10-CM diagnosis codes 

Z30.012, Z30.09 and Z31.61. Reflex testing is available for positive results 

for most of the screening tests for male and female clients.
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Reproductive Health Screening Tests
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Reproductive Health Screening Tests
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Reproductive Health Screening Tests
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The Centers for Disease Control and Prevention (CDC) Sexually 

Transmitted Infections Treatment Guidelines, 2021 recommends 

annual Chlamydia Trachomatis (CT) and Neisseria Gonorrhea 

(GC) screening for all sexually active women under 25 years of 

age and targeted CT and GC screening only for women 25 years 

of age and older with risk factors.

STI Risk Factors and Related ICD-10-CM Codes
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STI Risk Factors and Related ICD-10-CM Codes
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STI Risk Factors and Related ICD-10-CM Codes
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Family 
Planning-Related 
Services



Family planning-related services include the diagnosis and 

treatment of specified STIs. In addition, the program covers 

urinary tract infections (UTIs), and screening for cervical 

cancer and treatment of pre-invasive cervical lesions for 

women when the care is provided coincident to a family 

planning visit for the management of a family planning 

method. 
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Family Planning-Related Services



Services for the diagnosis and 
treatment of specified STI’s, 
management of UTI’s and pre-
invasive cervical lesions, must 
be billed with the diagnosis code 
for these conditions, together 
with the ICD-10-CM diagnosis 
code that identifies the method 
for which the client is being seen 
on the CMS-1500 or UB-04 
claim form.
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Claim Form Billing Requirements



The Treatment regimens reimbursable by Family PACT can be found in the 

“Treatment and Dispensing Guidelines for Clinicians” in the Benefits Grid 

section in the PPBI manual.

Chlamydia
Genital 
Herpes

Genital 
Warts

Gonorrhea

Pelvic 
Inflammatory 

Disease 
(PID)

Syphilis

Trichomoniasis Vulvovaginitis

Sexually Transmitted Infections (STIs)



Chlamydia

Diagnosis Codes
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Sexually Transmitted Infections (STIs)



Chlamydia

Presumptive Diagnosis Codes
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Sexually Transmitted Infections (STIs)



Epididymitis

Diagnosis Codes

Presumptive Diagnosis Codes
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Sexually Transmitted Infections (STIs)



Genital Herpes

Diagnosis Codes

Presumptive Diagnosis Codes
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Sexually Transmitted Infections (STIs)



Pelvic Inflammatory Disease (PID)

Limited to outpatient services only; intravenous therapies are not 

covered.
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Sexually Transmitted Infections (STIs)



Syphilis

Diagnosis Codes

Presumptive Diagnosis Codes
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Sexually Transmitted Infections (STIs)



Trichomoniasis

Diagnosis Codes

Presumptive Diagnosis Codes
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Sexually Transmitted Infections (STIs)



Vulvovaginitis

Genital Warts
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Sexually Transmitted Infections (STIs)



Gonorrhea

Diagnosis Codes
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Sexually Transmitted Infections (STIs)



Gonorrhea

Presumptive Diagnosis Codes
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Sexually Transmitted Infections (STIs)



Nongonococcal Urethritis (NGU) 

14

Sexually Transmitted Infections (STIs)



For recurrent or persistent nongonococcal urethritis or cervicitis: 

either test for Mycoplasma genitalium or presumptively treat with 

oral doxycycline followed by oral moxifloxacin. Moxifloxacin is for 

pharmacy dispensing only and requires a TAR.
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Recurrent or Persistent Nongonococcal 
Urethritis or Cervicitis



Mycoplasma Genitalium

CPT code 87563 (infectious agent detection by nucleic acid [DNA or RNA]; 

Mycoplasma genitalium, amplified probe technique) must be billed with one of the 

following ICD-10-CM diagnosis codes: N34.1, N34.2, N34.3, N70.03, N70.93, and 

N72. 

CPT code 87563 is not split-billable and cannot be billed with modifier 26, TC or 99. 

This test is intended for use as a diagnostic test for recurrent urethritis, cervicitis, 

and in some cases of pelvic inflammatory disease (PID). This benefit is not covered 

when used and billed as a screening test in asymptomatic individuals.
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Recurrent or Persistent Nongonococcal 
Urethritis or Cervicitis



Expedited Partner Therapy (EPT) for the prevention of STI reinfections is the 

clinical practice of treating sex partners of patients diagnosed with a treatable 

STI without the health care provider first examining the partner.

Since repeat infections are often due to untreated partners, ensuring that all 

recent partners have been treated is a core aspect of clinical management of 

partners diagnosed with:

• Chlamydia

• Gonorrhea and/or

• Trichomoniasis
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Expedited Partner Therapy



If the Family PACT provider has diagnosed a Family PACT client with 

gonorrhea, chlamydia and/or trichomoniasis and determines that offering 

the client EPT is necessary to prevent reinfection of the client, the provider 

may either:

• Dispense medication directly to the client to provide to his/her partner 
or;

• Provide the client with a prescription written in the name of the client, 
for medications with a quantity and duration of therapy sufficient to 
treat the acute infection in the client and prevent reinfection in the 
client by treating the client’s partner(s).
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Expedited Partner Therapy



Services are restricted to female clients only who present with symptoms 

of infection.
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The treatment regimens reimbursed by Family PACT for STIs and UTIs can 

be found under the “Treatment and Dispensing Guidelines for Clinicians” 

heading in the Benefits Grid (ben grid) section in the PPBI manual.

Urinary Tract Infection (UTI)



Cervical 
Cancer 

Screening



Cervical cancer screenings are covered when provided as part of, or as a 

follow-up to, a family planning visit. Cervical cancer screening is not a 

stand-alone service. These tests are billed with the appropriate family 

planning ICD-10-CM code and do not require an additional diagnosis 

code. 

Follow-up visits and services related to abnormal results from screening 

can be found under the: “Management of Cervical Abnormalities and Pre-

invasive Cervical Lesions” heading in the Benefits: Family Planning-

Related Services section (ben fam rel) of the PPBI manual.
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Cervical Cancer Screening



The CPT codes for cervical cancer screening listed are restricted to women 21 to 

65 years of age, regardless of sexual history. Services may be provided to 

women younger than 21 years or over the age of 65 who have, or do not have, a 

cervix.

 However, the ordering provider must document on the laboratory order, and

 the ordering provider must document in the Remarks field (Box 80) Additional 

Claim Information field (Box 19) of the claim (or attached to the claim) that the 

woman meets one or more conditions, as listed in the Benefits: Family Planning-

Related Services section of the PPBI manual. 
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Cervical Cancer Screening
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Cervical Cancer Screening CPT Codes



The U.S. Preventative Services Task 
Force (USPSTF) recommends 
screening for cervical cancer every 
three years with cervical cytology alone 
in women 21 to 29 years of age. 

For women 30 to 65 years of age, 
USPSTF recommends screening every 
three years with cervical cytology alone, 
every five years with high-risk human 
papillomavirus (hrHPV) testing alone or 
every five years with hrHPV testing in 
combination with cytology (co-testing).
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Screening Intervals



CPT code 87624 (infectious agent detection by nucleic acid [DNA or 

RNA]; Human Papillomavirus [HPV], high-risk types [e.g., 16, 18, 31, 

33, 35, 39, 45, 51, 52, 56, 58, 59, 68])  is reimbursable for female 

clients aged 21 years and older with modifier 33. Use of modifier 33 

indicates the service was provided in accordance with a U.S. 

Preventive Services Task Force (USPSTF) A or B recommendation. 

• The service must be billed with an ICD-10-CM diagnosis code that 

identifies the contraceptive method client is being seen

19

Primary Cervical Cancer Screening 
with High-Risk HPV Testing



CPT code 87625 (infectious agent detection by nucleic acid [DNA or 

RNA]; Human Papillomavirus [HPV], types16 and 18 only, includes type 

45, if performed is reimbursable for female clients 30 to 65 years of age 

with modifier 33. Use of modifier indicates the service was provided in 

accordance with a U.S. Preventive Services Task Force (USPSTF) A or B 

recommendation. 

• The service must be billed with an ICD-10-CM diagnosis code that 

identifies the contraceptive method client is being seen

• Additional ICD-10-CM diagnosis code R87.810 is required
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Primary Cervical Cancer Screening 
with High-Risk HPV Testing



Services and supplies are reimbursable when performed on an outpatient basis for the 

diagnosis and treatment of cervical abnormalities found on cervical cancer screening 

physical exam, and management of preinvasive cervical lesions. 

• An ICD-10-CM code for the cervical abnormalities being treated is required on the 

claim form

• This code must be billed with the ICD-10-CM code that identifies the contraceptive 

method for which the client is being seen

• Additional age and frequency restrictions apply to some procedures

For claim documentation requirements and additional information, refer to the 

Benefits: Family Planning-Related Services (ben fam rel) section in the PPBI manual.
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Management of Cervical Abnormalities and
Pre-invasive Cervical Lesions
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Cervical Abnormalities Codes
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Cervical Abnormalities Codes



21

Cervical Cancer 
Screening



Services for management of complications that arise from the use of a contraceptive 

method, or treatment of a family planning-related condition that can be reasonably 

managed on an outpatient basis, are reimbursable for each condition. 

An ICD-10-CM diagnosis code for the complication must be billed with the diagnosis 

code that identifies the contraceptive method for which the client is being seen. A 

Treatment Authorization Request (TAR) is required for complication services, unless 

stated otherwise in the PPBI manual.

Services for management of complications from the treatment of family planning-

related services are pre-selected and identified in the PPBI manual.
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Complication Services



22

For additional information, refer to the Benefits: Family Planning (ben 

fam) section of the Polices, Procedures, Billing Instructions (PPBI) 

manual

Management of Complications 



Treatment Authorization 
Request (TAR)



A TAR is required for services needed to evaluate and manage a 

complication, including office visits, procedures, facility use, laboratory, 

pharmacy and radiology services, unless stated otherwise in the PPBI 

manual.

Treatment authorization must be obtained by enrolled Family PACT 

providers and all Medi-Cal providers who render Family PACT services 

by referral, including clinicians, radiologist, laboratories, pharmacies, 

facilities and hospitals. Providers generally should request authorization 

before rendering a service.
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Treatment Authorization Request (TAR) 



Medi-Cal Provider Portal
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Provider Portal Login



29

System Use Notification
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Select an Organization



29

Transaction Center
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Electronic Treatment Authorization Request 
(eTAR)



A TAR is required for Outpatient Complication Services when:

• Complications suspected or diagnosed that exceed the scope of 

the family planning and/or family planning-related services

• A Family PACT provider refers a client to a non-Family PACT 

provider specialist/consultant for evaluation and management of 

complications

• Laboratory services needed for the evaluation and management of 

pre-selected complications
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TAR Requirements



A TAR is required for Outpatient Complication Services when:

• Radiology services needed for the evaluation and management of 

pre-selected complications

• Drugs and supplies listed in the Family PACT Pharmacy 

Formulary on the Medi-Cal RX website and Clinic Formulary 

section are needed for treatment of pre-selected complications 

arising from a family planning or family planning-related visit

27

TAR Requirements



• Procedure code(s) and modifier(s) on the claim must match the code(s) and 

modifier(s) authorized on the TAR. Failure to do so may result in denial of the 

claim

• An ICD-10-CM code is required on all Family PACT TARs. A second ICD 10-

CM code may also be required 

• For Dates of Service (DOS) on or after 5/1/23, a TAR can be submitted for 

drugs and services beyond published limits or restrictions.

For additional information about coding for services to manage complication 

services, refer to the Benefits: Family Planning (ben fam) and Benefits: 

Family Planning-Related Services (ben fam rel) sections in the PPBI.
27

Additional TAR Reminders



A TAR is required for Inpatient Complication Services for the following:

• Emergency and inpatient care for hospital days and medical services

• Services for complications of contraceptive methods and/or complications of 

secondary-related reproductive health conditions, as defined by the Family 

PACT Program

For more information about referring clients to Medi-Cal providers for services, 

refer to the Provider Responsibilities (prov res) section in the PPBI manual.

28

TAR Requirements



For more information on TAR requirements for Family PACT services, refer to the 

following sections in the PPBI manual.

• Treatment Authorization Request (tar) 

• Benefits: Family Planning (ben fam) 

• Benefits: Family Planning-Related Services (ben fam rel) 

Note: The specialist/consultant must be a Medi-Cal provider. Claims and TARs 

by a non-Family PACT provider must include the referring provider’s National 

Provider Identifier (NPI) to confirm the referring provider is enrolled in Family 

PACT.

28

TAR Requirements



CMS-1500
UB-04 TAR

Documentation



Partial Sample: CMS-1500 Claim Form 11-digit TAR number

 (Box 23) PRIOR AUTHORIZATION NUMBER field
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CMS-1500 Claim Form TAR Documentation



Partial Sample: UB-04 Claim Form 11-digit TAR number 

(Box 63) TREATMENT AUTHORIZATION CODES field 

29

UB-04 Claim Form TAR Documentation



In all sections of the Medi-Cal and specialty programs provider 

manuals, regardless of the gender stated, the transgender 

diverse benefits and policy in Part 2 – Transgender and Gender 

Diverse Services section apply to recipients of all gender 

identities as long as the procedure/benefit is medically necessary 

and meets all other requirements.

30

Transgender and Gender Diverse Services



When the gender on the claim conflicts with the billed procedure code due 

to a variation of sexual development or gender dysphoria, the gender 

difference is overridden by either:

•  Attaching an approved Treatment Authorization Request (TAR) or

     Service Authorization Request (SAR)

• Adding modifier KX (requirements specified in the medical policy 
have been met) to the billed procedure code 

30

Gender Override



The patient’s medical record must support the medical necessity for the 

procedure, due to a medical condition that led to the gender difference

The claim does not require documentation.  Use of modifier KX does not 

override other policy requirements for an approved TAR or SAR.  For 

additional information, refer to the Transgender Services section in the 

appropriate Part 2 Medi-Cal manual.
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Gender Override



Family PACT has a limited scope of benefits and is not a primary 

care program. If a non-covered service is recommended for a 

Family PACT client, the client must be informed of the medical 

necessity of the service and that it is not reimbursed by the 

program. 

If a non-covered service is recommended  for the client, the client 

must be  informed of the medical necessity of the service and it 

may be an out-of-pocket expense.
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Family PACT Excluded Services



• Prenatal, perinatal care, or any services for pregnant clients other 

than the diagnosis of pregnancy and required counseling about 

options

• Infertility diagnosis and treatment, except fertility awareness

• HIV or hepatitis treatment

• Hepatitis B immunization and Hepatitis B laboratory testing

• Screening mammograms

• Services beyond the scope of Family PACT

31

Family PACT Excluded Services



Evaluation 
and

Management 
(E&M)



Evaluation and Management (E&M) office visits are rendered in 

an enrolled Family PACT provider’s office, clinic or other 

ambulatory facility, and in offices of non-Family PACT Medi-Cal 

providers who deliver services upon referral from a Family 

PACT provider.

E&M services must be performed by a clinician. Consistent with 

American Medical Association (AMA), CPT 2021, selection of 

the appropriate E&M CPT code level is determined either by 

Medical Decision Making (MDA) or Time. 

32

Office Visits



Medical Decision Making (MDM)

This includes establishing diagnoses, assessing the status of a 

condition, and/or selecting a management option. MDM is 

defined by three elements:

• The number and complexity of problem(s) that are addressed during 
the encounter

• The amount and/or complexity of data to be reviewed and analyzed

• The risk of complications, morbidity, and/or mortality of patient 
management decisions made at the visit, associated with the 
patient’s problem(s), the diagnostic procedure(s), treatment(s), or 
time

32

Office Visits



Time

• Time for services is the total time on the date of encounter. It 
includes both face-to-face and non-face-to-face time 
personally spent by physician and/or other qualified health 
care professional

• The total time must be documented in the medical record. 

For more information, refer to Office Visits: Evaluation and 
Management and Education Counseling Services section in 
the PPBI manual.
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Office Visits



Medical record and chart documentation must reflect the clinical 

rationale for providing, ordering or deferring services for clients, 

including, but not limited to, client assessment, diagnosis, treatment 

and follow-up.

New Patients

33

Billing Office Visits



Medical record and chart documentation must reflect the clinical rationale 

for providing, ordering or deferring services for clients, including, but not 

limited to, client assessment, diagnosis, treatment and follow-up.

Established Patients
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Billing Established Patient Office Visits



On January 1, 2021, Family PACT updated its policy to allow E&M and E&C 

office visits to be billed on the same DOS in limited circumstances. Post-

Implementation, Department of Health Care Services (DHCS) was made 

aware that the policy conflicted with the National Correct Coding Initiative 

(NCCI) Procedure to Procedure (PTP) edits.

Effective for dates of service on or after March 28, 2022, DHCS will allow a 

PTP edit to bypass the NCCI audit if an appropriate modifier is appended to 

the E&M code and will not require medical record documentation for Family 

PACT claims.

34

Updated Policy E&M and E&C Office Visits
Same Date of Service



The Family PACT Program is updating its policy to reflect the following: 

• Family PACT providers are required to add modifier 25 (significant, separately 

identifiable E&M service by the same physician or other qualified health care 

professional on the same day of the procedure or other service) to the E&M 

code when billed with an E&C visit on the same DOS 

• Medical record documentation is not required to be submitted with the claim

34

Updated Policy E&M and E&C Office Visits
Same Date of Service



CPT codes for surgical procedures include performance of history 

and physical examination, performance of the procedure and 

postoperative care, including preoperative and postoperative 

counseling applicable to the procedure. 

The following CPT procedure codes will accommodate an E&M code 

with modifier 25 when a significant, separately identifiable E&M 

service is provided by the same clinician on the same date of the 

procedure.

34

E&M and CPT Codes Same Date of Service

Note: Billing E&M codes with modifiers 24, 25 and 57 overrides the requirement of 

documenting the medical justification when billed in conjunction with the following 
surgical procedures.



Allowable CPT 
Codes with E&M 

Same Date of 
Service

35



Registered nurses (RNs) can administer or dispense hormonal 

contraceptives (OCs, contraceptive patch, vaginal ring, injectable 

contraceptive and emergency contraceptive pills) pursuant to the 

California Business and Professions code, Chapter 6, Section 2725.2.

If services are performed by an RN, who has completed the required 

training, E&M CPT codes 99202, 99211 or 99212 (office or other 

outpatient visit for the E&M of an established patient, which requires a 

medically appropriate history and/or examination and straightforward 

medical decision making) must be billed with modifier TD.

36

Registered Nurses Billing CPT with E&M Codes



36

Education 
and

Counseling



HCPCS and CPT codes are used to bill for health Education and 

Counseling (E&C) office visits.

Health education and counseling may be provided by either clinicians or 

non-clinician counselors. To be reimbursed by the program, E&C 

services must be conducted at the site of the clinical service delivery.

Medical record documentation must reflect the scope of education and 

counseling services provided to clients per Family PACT standards, 

including, but not limited to, individual client assessment, topics 

discussed and name and title of counselor. 

Documentation must support services billed for reimbursement. The total 

time must be documented in the client’s medical record. 

36

Office Visits



Clients may be oriented to the Family PACT program by a clinician or by a 

non-clinician counselor either in a group session of two or more clients or 

in an individual session. Providers may select only one of the codes:

37

E&C HCPCS code S9445 or S9446 may be billed alone, or with E&M 

CPT code (99202 thru 99204, 99211 thru 99214), or with a higher-level 

E&C service code (99401U6, 99402U6, or 99403U6), one time per client 

by the same provider on the same date of service.

Billing E&C Office Visits



The following E&C visits use CPT E&M  counseling codes  (up to two per 

provider, per 30 days, per client). The provider shall take into consideration the 

cumulative time spent counseling the client by all staff when selecting a 

preventive medicine service counseling code for billing.

37

E&C visits billed with CPT code(s) 99401,99402, or 99403 must be billed 

with a U6 modifier to indicate individual family planning counseling 

provided during the office visit.

Billing E&C Office Visits



38

Summary of Difference Between E&M and E&C 
Services 



Providers must ensure that: non-clinician counselors have been 

trained in all family planning methods; are knowledgeable about the 

Family PACT Standards and program benefits; and have the essential 

core competence to deliver education and counseling services, 

including individual client history and assessment of health education 

and counseling needs. 

Providers must maintain documentation of education and counseling 

training and performance. Non-clinician counselors shall work under 

the direction of the enrolled Family PACT provider.

38

Non-Clinician Counselors



Services provided by non-clinician counselors must be accompanied by onsite 

direct supervision. Acceptable supervisors of non-clinician counselors include:

• Physicians; 

• Non physician medical practitioners (NMPs); 

• Register nurses (RNs); 

• Public health nurses; 

• Counseling professionals, including the categories of Marriage, Family and 

Child Counselor (MFCC) or Marriage and Family Therapist (MFT); Licensed 

Clinical Social Worker (LCSW); clinical psychologist; or masters-degree 

prepared health educator

38

Non-Clinician Counselors



The following codes may be 

used to bill for family planning 

education and counseling for 

males and females. The 

services must be delivered in 

a manner consistent with the 

Family PACT Standards.

For more information, refer to 

Family PACT- Office Visits: 

Evaluation and Management 

and Education Counseling 

Services  office 7-10 section 

in the PPBI manual.

39

Summary of E&C Visit Codes



E&C Codes



   Family PACT 

   Sterilization 

Consent Form (PM 330) 
42



Claims submitted by Family PACT providers for elective sterilizations must 

adhere to all Medi-Cal policies regarding the submission of the sterilization 

Consent Form (PM 330) indicated in the Sterilization section (ster) of the 

Part 2 Medi-Cal provider manual.

The following CPT and HCPCS codes listed on the table on (page 42) in 

the workbook, require a sterilization Consent Form (PM 330) when the 

procedure will render the recipient sterile and unable to conceive.

42

Sterilization Consent Form (PM 330)



42

Codes Requiring  Consent Forms



The informed consent process should include, but is not limited to, an 

assessment of the client’s comprehension of the following:

• Alternative family planning methods that are available and temporary 

• The permanence and irreversibility of the procedure 

• The discomforts, risks and benefits associated with the procedure

43

Consent Policy



1. The individual is at least 21 years of age at the time of written consent. There are no   

exceptions for: marital status, number of children or for a therapeutic sterilization. 

2. The individual is not mentally incompetent. A mentally incompetent individual is a 

person who has been declared by the federal, state or local court of competent 

jurisdiction for any purposes which include the ability to consent to sterilization.

3. The individual is able to understand the content and nature of the informed consent 

process.

4. The individual is not institutionalized. 

43

Coverage Conditions



5. At least 30 days, but no more than 180 days have passed between the date of 

written and signed consent and date of sterilization, except in the following instances:

• Sterilization may be performed at time of emergency abdominal surgery if:

 - Patient consented to sterilization at least 30 days before the intended date

        of sterilization and

      - At least 72 hours have passed after written informed consent was given     
and performance of emergency surgery.

• Sterilization may be performed at time of premature delivery if:

      - Written consent was given at least 30 days before expected date of 
delivery and

      - At least 72 hours passed after written informed consent to be sterilized 
was given

43

Coverage Conditions



6. The age limit is an absolute requirement. There are no exceptions for

    marital status, number of children or for a therapeutic sterilization. 

7. A completed consent form must accompany all claims for sterilization

    services.

43

Coverage Conditions



• Name of procedure must be exactly the same in all four places on the PM 330. 

(Fields 2,6,13 and 20)

• Abbreviations for procedures are accepted but must be consistent throughout 

the form and the full name of the procedure must be written out and asterisked 

(*) at the bottom of the consent form

• Cross out paragraph that does not apply. (Field 1 or 22)

• Client’s name must appear exactly the same places in all four places on the 

PM 330. If a middle initial is used it must be consistent throughout the consent 

form. (Fields 4,7,12 and 18)

• To avoid “Physician’s signature not legible” denials, type the name of  the 

physician under the signature line and also include their professional title, such 

as “M.D.” (Field 27)
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PM 330 Completion Tips



• Top right section of the consent form is the statement of person 

obtaining consent (Fields:12-17)

• Lower right quarter of consent form must be signed/dated on or after 

day of surgery, not before (Field 28)

• Note: If the physician whose name appears on the PM 330 is not 

available on the date of surgery, enter, for example, “Dr. Joe Smith, 

M.D., and Associates” when filling in the physician’s name. This allows 

a different doctor’s name to be accepted if the physician is not available. 

However, the client must be notified of the change in physician prior to 

the procedure.

44

PM 330 Completion Tips



Sterilization Consent
 PM 330 Form



Accessing PM 330 Form



Accessing PM 330 Form



Accessing PM 330 Form



48-49

PM 330 Consent Form – English/Spanish



The Sterilization Consent Form (PM 330) can be downloaded (in English and 

Spanish) from the Forms page of the Medi-Cal Provider website or ordered 

by calling the Telephone Service Center (TSC) at 1-800-541-5555. 

50

Sterilization Consent Form Ordering



Providers must supply their NPI number when ordering the form(s). The 

following information also may be requested:

• Date

• Name of document (sterilization Consent form, PM 330)

• Name of provider/facility (registered provider name associated with NPI)

• Complete shipping address: Street, city, state, ZIP (P.O. Box not accepted)

• Quantity of forms requested

• Contact person and telephone number

50

Sterilization Consent Form Ordering



51

Onsite 
Dispensed 

Contraceptives
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For more information, refer to Family PACT- Drugs: Onsite Dispensing 

Billing Instructions drug 6-7 section in the PPBI manual. 

Onsite Dispensed Contraceptives



The maximum reimbursement rates for many of the items 

dispensed onsite are set by the Medi-Cal program and are 

contained in the Medi-Cal rates table. 

However, when a Medi-Cal maximum reimbursement rate is not 

specified, Family PACT sets the reimbursement rates for the 

drugs and contraceptive supplies in Drugs: Onsite Dispensing 

Price Guide section (drug onsite) section of the PPBI manual.

52

Onsite Dispensing Billing Instructions



The Drugs: Onsite Dispensing Price Guide section (drug onsite) section 

contains information for calculating the Family PACT reimbursement rates 

for each HCPCS codes: A4261, A4266, A4267, A4268, A4629 (U1-U5), 

S5199, S5000 or S5001 dispensed onsite.

52
Note: A clinic dispensing fee is not reimbursable antibiotic injections.

Onsite Dispensing Price Guide



Claims for HCPCS codes A4267, A4269U1, A4269U2, A2469U3, 

A4269U4, A4269U5 and S5199 must document the following in the 

Remarks field (Box 80) or Additional Claim Information field (Box 19): 

• Description of items 

• Actual quantity 

• “At cost” expense 

• Clinic dispensing fee, If applicable

HCPCS Codes – Drugs & Supplies 
Dispensed Onsite



If any of the following codes: A4267, A4269U1, A4269U2, A4269U3, 

A4269U4 or S5199, or any combination of the codes is present on a claim, 

the total maximum allowable amount for any or all is $14.99. 

When billing for contraceptive supplies (A4267, A4269U1, A4269U2, 

A4269U3, A4269U4 or S5199) dispensed for the same patient by the 

same provider, the minimum interval between dispensing events is 15 

days.

HCPCS Codes – Drugs & Supplies 
Dispensed Onsite



For more information, refer to Family PACT- Drugs: Onsite 

Dispensing Billing Instructions drug 4  section in the PPBI manual. 

Drugs & Supplies Dispensed Onsite



Treatment and Dispensing Guidelines for Clinicians



The Benefits Grid (ben grid 33-38) section in the PPBI manual assists 

clinicians in determining covered medications, dosage size, regimens and 

clinic billing codes along with any notes or limitations for family planning-

related reproductive health conditions, contraceptives and contraceptive 

supplies. 

Treatment and Dispensing Guidelines Clinicians



Effective for dates of service on or after August 1, 2022, the dispensing 

frequency is updated from “one dispensing is 15 days” to “two 

dispensing's in rolling 30 days” for the following drugs reimbursable under 

HCPCS codes S5000 and S50001.

• Cefixime

• Cephalexin

• Ciprofloxacin

• Metronidazole

• Sulfamethoxale and Trimethoprim (SMX/TMP)

• Tinidazola

Policy Update for Clinic Dispensing for
Certain Family-Related Drugs



Claim Form 

Documentation



Claim form documentation for contraceptive supplies and 

miscellaneous drugs dispensed onsite must be entered in the 

Additional Claim Information field (Box 19) on the CMS-1500 

claim form or the REMARKS field (Box 80) on the UB-04 claim 

form, or an attachment.

Refer to the Drugs: Onsite Dispensing Billing Instructions 

(drug) section of the PPBI manual for examples.

Claim Form Documentation



An example of claim form documentation required on a claim or attachment for 

condoms and foam dispensed onsite for contraceptive supplies for  condoms (20 

male) at $0.28 each and Foam (40 gm) at $0.20. 

• Name of drug/supply (male condoms)

• Size and/or strength, if applicable

• Number of units (e.g., 20 condoms)

• Clinic dispensing fee 10% for each contraceptive item, if applicable

• Total cost (e.g., include for each claim line

Claim Form Documentation



There is a $14.99 claim limit for all contraceptive supplies dispensed on a 

single date of service. For additional information and the Family PACT rate 

per unit, refer to the Drugs: Onsite Dispensing Price Guide (drug onsite) 

section of the PPBI manual. 

For claim completion for contraceptive supplies and miscellaneous drugs, 

refer to the Claim Completion: CMS-1500 (claim cms) section and Claim 

Completion: UB-04 (claim ub) section in the PPBI manual.

Note



Family PACT

Case Study

Amanda



Amanda is a new Family PACT client enrolled on October 1,2021 and 

comes in for family planning services. She thinks her period is late and is 

also experiencing UTI symptoms. Amanda has a new client family 

planning office visit, including counseling on all contraceptive methods. 

After being counseled on all FDA-approved contraceptives methods, 

Amanda decides she would like to try oral contraceptives.

Amanda provides her verbal consent to a pregnancy test. The pregnancy 

test is negative.

57

Amanda’s Visit



A dipstick urine test is performed in house for symptoms of a UTI, and it is 

confirmed she has a UTI. Amanda is given a written prescription for oral 

contraceptives and an antibiotic to treat the UTI. 

The provider dispenses:

•  (20) male condoms at $0.28 each [HCPCS code A4267])

•  40 gm of foam is dispensed at $0.20 [HCPCS code A4269U1]) for a

     quick start

57

Amanda’s Visit



Services performed at Amanda’s visit:

• Evaluation & Management Office visit (new client)

• Education & Counseling (individual orientation)

• Prescription (oral contraceptives and antibiotic)

• Pregnancy Test

• Male condoms and Foam (dispensed as back-up method with OC’s)

• Urine dip-stick test performed on-site

Provider is eligible for the clinic dispensing fee (CDF).The CDF is 10 percent 

of the total amount of contraceptive supplies dispensed onsite.

57

Services Performed



Note: Clients must sign an acknowledgement form or similar 

document when they provide a specimen per Welfare and 

Institutions Code (W&I Code), Section 14043.341. Providers are 

required to obtain and keep a record of Family PACT client 

signatures acknowledging the dispensing of a drug, device or 

supplies, or when obtaining a laboratory specimen.

57

Acknowledgement Form
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Use the information provided on this table, to complete the partial 

CMS-1500 claim form on workbook page 57, for Amanda’s case 

example. 

CPT, HCPCS and ICD-10-CM Codes



60

Amanda’s Visit 
Answer Key



60

4

Amanda’s Claim Example

L4:  20



Resources

• Medi-Cal provider website (mcweb.apps.prd.cammis.medi-cal.ca.gov)

o Provider Manuals

o Provider Bulletins

o Medi-Cal Subscription Service(MCSS)

o Medi-Cal Learning Portal

• Telephone Services Center (TSC): 1-800-541-5555

• Provider Field Representatives

• Claims Assistance Room (CAR)

• Small Provider Billing Assistance and Training 1-916-636-1275

http://www.medi-cal.ca.gov/


The following Reference Materials provide Family PACT program billing information.

Family PACT Policies, Procedures and Billing Instructions (PPBI) manual

Family PACT Update bulletin

Medi-Cal Update bulletin

Medi-Cal Rx website

Family PACT website

Family PACT website: Forms

Family PACT email address: familypact@dhcs.ca.gov

59

Additional Resources



Objectives Met

• Identified Family PACT categories of service

• Reviewed Family PACT approved contraceptive method

• Provided list of family planning & family planning-related ICD-

10-CM diagnosis codes

• Detailed requirements for Family PACT complication services 

for Treatment Authorization Requests (TARs)

• Clarified Family PACT excluded services



Objectives Met

• Discussed evaluation and management/education & 

counseling services

• Reviewed sterilization policy and the Sterilization Consent 

Form (PM 330)

• Detailed claim documentation requirements for dispensing 

drugs and supplies

• Featured a case study and a claim example



Family Planning, Access, 
Care & Treatment 

(Family PACT) Billing


	Slide 1: Family Planning, Access, Care & Treatment (FPACT) Billing
	Slide 2: Family Planning, Access, Care & Treatment (FPACT) Billing
	Slide 3: Family Planning, Access, Care & Treatment (FPACT) Billing 
	Slide 4: Purpose
	Slide 5: Objectives
	Slide 6: Objectives
	Slide 7: Acronyms
	Slide 8: Family PACT Overview
	Slide 9: Family PACT Overview
	Slide 10: Family PACT Overview
	Slide 11: Family PACT Program Standards
	Slide 12: Federal Regulation and Program Services
	Slide 13: Family Planning Services
	Slide 14: Family Planning Related-Services
	Slide 15: Family PACT  Overview
	Slide 16: Telehealth Policy
	Slide 17: Availability of  Covered Services
	Slide 18: Contraceptive Methods Availability
	Slide 19:   4
	Slide 20: ICD-10-CM Codes for Family Planning
	Slide 21: ICD-10-CM Codes for Family Planning
	Slide 22: Availability of  Covered Services
	Slide 23: Reproductive Health Screening Tests
	Slide 24: Reproductive Health Screening Tests
	Slide 25: Reproductive Health Screening Tests
	Slide 26: STI Risk Factors and Related ICD-10-CM Codes
	Slide 27: STI Risk Factors and Related ICD-10-CM Codes
	Slide 28: STI Risk Factors and Related ICD-10-CM Codes
	Slide 29: Family  Planning-Related  Services
	Slide 30: Family Planning-Related Services
	Slide 31: Claim Form Billing Requirements
	Slide 32: Sexually Transmitted Infections (STIs)
	Slide 33: Sexually Transmitted Infections (STIs)
	Slide 34: Sexually Transmitted Infections (STIs)
	Slide 35: Sexually Transmitted Infections (STIs)
	Slide 36: Sexually Transmitted Infections (STIs)
	Slide 37: Sexually Transmitted Infections (STIs)
	Slide 38: Sexually Transmitted Infections (STIs)
	Slide 39: Sexually Transmitted Infections (STIs)
	Slide 40: Sexually Transmitted Infections (STIs)
	Slide 41: Sexually Transmitted Infections (STIs)
	Slide 42: Sexually Transmitted Infections (STIs)
	Slide 43: Sexually Transmitted Infections (STIs)
	Slide 44: Recurrent or Persistent Nongonococcal  Urethritis or Cervicitis
	Slide 45: Recurrent or Persistent Nongonococcal  Urethritis or Cervicitis
	Slide 46: Expedited Partner Therapy
	Slide 47: Expedited Partner Therapy
	Slide 48: Urinary Tract Infection (UTI)
	Slide 49: Cervical  Cancer Screening
	Slide 50: Cervical Cancer Screening
	Slide 51: Cervical Cancer Screening
	Slide 52: Cervical Cancer Screening CPT Codes
	Slide 53: Screening Intervals
	Slide 54: Primary Cervical Cancer Screening  with High-Risk HPV Testing
	Slide 55: Primary Cervical Cancer Screening  with High-Risk HPV Testing
	Slide 56: Management of Cervical Abnormalities and Pre-invasive Cervical Lesions
	Slide 57: Cervical Abnormalities Codes
	Slide 58: Cervical Abnormalities Codes
	Slide 59: Cervical Cancer Screening
	Slide 60: Complication Services
	Slide 61: Management of Complications 
	Slide 62: Treatment Authorization Request (TAR)
	Slide 63: Treatment Authorization Request (TAR) 
	Slide 64: Medi-Cal Provider Portal
	Slide 65: Provider Portal Login
	Slide 66: System Use Notification
	Slide 67: Select an Organization
	Slide 68: Transaction Center
	Slide 69: Electronic Treatment Authorization Request (eTAR)
	Slide 70: TAR Requirements
	Slide 71: TAR Requirements
	Slide 72: Additional TAR Reminders
	Slide 73: TAR Requirements
	Slide 74: TAR Requirements
	Slide 75: CMS-1500 UB-04 TAR Documentation
	Slide 76: CMS-1500 Claim Form TAR Documentation
	Slide 77: UB-04 Claim Form TAR Documentation
	Slide 78: Transgender and Gender Diverse Services
	Slide 79: Gender Override
	Slide 80: Gender Override
	Slide 81: Family PACT Excluded Services
	Slide 82: Family PACT Excluded Services
	Slide 83: Evaluation and Management (E&M)
	Slide 84: Office Visits
	Slide 85: Office Visits
	Slide 86: Office Visits
	Slide 87: Billing Office Visits
	Slide 88: Billing Established Patient Office Visits
	Slide 89: Updated Policy E&M and E&C Office Visits Same Date of Service
	Slide 90: Updated Policy E&M and E&C Office Visits Same Date of Service
	Slide 91: E&M and CPT Codes Same Date of Service
	Slide 92: Allowable CPT Codes with E&M Same Date of Service
	Slide 93: Registered Nurses Billing CPT with E&M Codes
	Slide 94: Education and Counseling
	Slide 95: Office Visits
	Slide 96: Billing E&C Office Visits
	Slide 97: Billing E&C Office Visits
	Slide 98:  Summary of Difference Between E&M and E&C Services 
	Slide 99: Non-Clinician Counselors
	Slide 100: Non-Clinician Counselors
	Slide 101: Summary of E&C Visit Codes
	Slide 102: E&C Codes
	Slide 103: 42
	Slide 104: Sterilization Consent Form (PM 330)
	Slide 105: Codes Requiring  Consent Forms
	Slide 106: Consent Policy
	Slide 107: Coverage Conditions
	Slide 108: Coverage Conditions
	Slide 109: Coverage Conditions
	Slide 110: PM 330 Completion Tips
	Slide 111: PM 330 Completion Tips
	Slide 112: Sterilization Consent  PM 330 Form
	Slide 113: Accessing PM 330 Form
	Slide 114: Accessing PM 330 Form
	Slide 115: Accessing PM 330 Form
	Slide 116: PM 330 Consent Form – English/Spanish
	Slide 117: Sterilization Consent Form Ordering
	Slide 118: Sterilization Consent Form Ordering
	Slide 119: Onsite Dispensed Contraceptives
	Slide 120: Onsite Dispensed Contraceptives
	Slide 121: Onsite Dispensing Billing Instructions
	Slide 122: Onsite Dispensing Price Guide
	Slide 123: HCPCS Codes – Drugs & Supplies  Dispensed Onsite
	Slide 124: HCPCS Codes – Drugs & Supplies  Dispensed Onsite
	Slide 125: Drugs & Supplies Dispensed Onsite
	Slide 126: Treatment and Dispensing Guidelines for Clinicians
	Slide 127: Treatment and Dispensing Guidelines Clinicians
	Slide 128: Policy Update for Clinic Dispensing for Certain Family-Related Drugs
	Slide 129: Claim Form  Documentation
	Slide 130: Claim Form Documentation
	Slide 131: Claim Form Documentation
	Slide 132: Note
	Slide 133: Family PACT Case Study Amanda
	Slide 134: Amanda’s Visit
	Slide 135: Amanda’s Visit
	Slide 136: Services Performed
	Slide 137: Acknowledgement Form
	Slide 138: CPT, HCPCS and ICD-10-CM Codes
	Slide 139: Amanda’s Visit Answer Key
	Slide 140: Amanda’s Claim Example
	Slide 141: Resources
	Slide 142: Additional Resources
	Slide 143: Objectives Met
	Slide 144: Objectives Met
	Slide 145: Family Planning, Access, Care & Treatment  (Family PACT) Billing 

