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Application 
 
This Medical Policy only applies to the state of North Carolina. 
 

Coverage Rationale 
 
For medical necessity clinical coverage criteria, refer to the North Carolina Medicaid (Division of Health Benefits) Clinical 
Coverage Policy, Radiology: 1K-6, Radiation Oncology. 
 

Medical Records Documentation Used for Reviews 
 
Benefit coverage for health services is determined by the federal, state, or contractual requirements, and applicable laws 
that may require coverage for a specific service. Medical records documentation may be required to assess whether the 
member meets the clinical criteria for coverage but does not guarantee coverage of the services requested. 
 
The patient's medical record must contain documentation that fully supports the medical necessity for the requested 
services. This documentation includes, but is not limited to, relevant medical history, physical examination, and results of 
pertinent diagnostic tests or procedures. Documentation supporting the medical necessity should be legible, maintained in 
the patient's medical record, and must be made available upon request. 
 

Applicable Codes 
 
The following list(s) of procedure and/or diagnosis codes is provided for reference purposes only and may not be all 
inclusive. Listing of a code in this policy does not imply that the service described by the code is a covered or non-covered 
health service. Benefit coverage for health services is determined by federal, state, or contractual requirements and 
applicable laws that may require coverage for a specific service. The inclusion of a code does not imply any right to 
reimbursement or guarantee claim payment. Other Policies and Guidelines may apply. 
 

CPT Code Description 

32701 Thoracic target(s) delineation for stereotactic body radiation therapy (SRS/SBRT), (photon or 
particle beam), entire course of treatment 

61796 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); 1 simple cranial lesion 

Related Policy 

• Intensity-Modulated Radiation Therapy (for North 
Carolina Only) 

 

https://medicaid.ncdhhs.gov/providers/program-specific-clinical-coverage-policies
https://medicaid.ncdhhs.gov/providers/program-specific-clinical-coverage-policies
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-plan/nc/intensity-modulated-radiation-therapy-nc-cs.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medicaid-comm-plan/nc/intensity-modulated-radiation-therapy-nc-cs.pdf
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CPT Code Description 

61797 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); each additional cranial 
lesion, simple (List separately in addition to code for primary procedure) 

61798 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); 1 complex cranial lesion 

61799 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); each additional cranial 
lesion, complex (List separately in addition to code for primary procedure) 

61800 Application of stereotactic headframe for stereotactic radiosurgery (List separately in addition to 
code for primary procedure) 

63620 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); 1 spinal lesion 

63621 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); each additional spinal 
lesion (List separately in addition to code for primary procedure) 

77301 Intensity modulated radiotherapy plan, including dose-volume histograms for target and critical 
structure partial tolerance specifications 

77371 Radiation treatment delivery, stereotactic radiosurgery (SRS), complete course of treatment of 
cranial lesion(s) consisting of 1 session; multi-source Cobalt 60 based 

77372 Radiation treatment delivery, stereotactic radiosurgery (SRS), complete course of treatment of 
cranial lesion(s) consisting of 1 session; linear accelerator based 

77373 Stereotactic body radiation therapy, treatment delivery, per fraction to 1 or more lesions, including 
image guidance, entire course not to exceed 5 fractions 

77432 Stereotactic radiation treatment management of cranial lesion(s) (complete course of treatment 
consisting of 1 session) 

77435 Stereotactic body radiation therapy, treatment management, per treatment course, to 1 or more 
lesions, including image guidance, entire course not to exceed 5 fractions 

CPT® is a registered trademark of the American Medical Association 

 

HCPCS Code Description 

*G0339 Image guided robotic linear accelerator-based stereotactic radiosurgery, complete course of therapy 
in one session or first session of fractionated treatment 

*G0340 Image guided robotic linear accelerator-based stereotactic radiosurgery, delivery including 
collimator changes and custom plugging, fractionated treatment, all lesions, per session, second 
through fifth sessions, maximum five sessions per course of treatment 

*G0563 Stereotactic body radiation therapy, treatment delivery, per fraction to 1 or more lesions, including 
image guidance and real-time positron emissions-based delivery adjustments to 1 or more lesions, 
entire course not to exceed 5 fractions 

 
Codes labeled with an asterisk (*) are not on the State of North Carolina Medicaid Fee Schedule and therefore may not be 
covered by the State of North Carolina Medicaid Program. 
 

U.S. Food and Drug Administration (FDA) 
 
This section is to be used for informational purposes only. FDA approval alone is not a basis for coverage. 
 
The FDA has approved a number of devices for use in SBRT and SRS. Refer to the following website for more 
information (use product codes MUJ and IYE): http://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfPMN/pmn.cfm.  
(Accessed October 7, 2025) 
 

References 
 

North Carolina Medicaid, Division of Health Benefits, Clinical Coverage Policies, Radiation Oncology, 1A-27. Available at: 
https://medicaid.ncdhhs.gov/1k-6-radiation-oncology/download?attachment. Accessed October 7, 2025. 

 

http://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfPMN/pmn.cfm
https://medicaid.ncdhhs.gov/1k-6-radiation-oncology/download?attachment
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Policy History/Revision Information 
 

Date Summary of Changes 

02/01/2026 Medical Records Documentation Used for Reviews 
 Added language to indicate: 

o Benefit coverage for health services is determined by the federal, state, or contractual 
requirements, and applicable laws that may require coverage for a specific service 

o Medical records documentation may be required to assess whether the member meets the 
clinical criteria for coverage but does not guarantee coverage of the service requested 

o The patient's medical record must contain documentation that fully supports the medical 
necessity for the requested services 

o This documentation includes but is not limited to relevant medical history, physical 
examination, and results of pertinent diagnostic tests or procedures 

o Documentation supporting the medical necessity should be legible, maintained in the 
patient's medical record, and must be made available upon request 

Supporting Information 
 Updated References section to reflect the most current information 

 Archived previous policy version CSNCT0611.04 

 

Instructions for Use 
 
This Medical Policy provides assistance in interpreting UnitedHealthcare standard benefit plans. When deciding coverage, 
the federal, state or contractual requirements for benefit plan coverage must be referenced as the terms of the federal, 
state or contractual requirements for benefit plan coverage may differ from the standard benefit plan. In the event of a 
conflict, the federal, state or contractual requirements for benefit plan coverage govern. Before using this policy, please 
check the federal, state or contractual requirements for benefit plan coverage. UnitedHealthcare reserves the right to 
modify its Policies and Guidelines as necessary. This Medical Policy is provided for informational purposes. It does not 
constitute medical advice. 
 
UnitedHealthcare may also use tools developed by third parties, such as the InterQual® criteria, to assist us in 
administering health benefits. The UnitedHealthcare Medical Policies are intended to be used in connection with the 
independent professional medical judgment of a qualified health care provider and do not constitute the practice of 
medicine or medical advice. 
 


