
  

 
 
 
 
    

 

   

Trillium Medicaid Prior Authorization 
Date: 3/1/2024 

Trillium Community Health Plan (Trillium) requires prior authorization (PA) as a condition of payment for many 
services. This Notice contains information regarding such prior authorization requirements and is applicable to 
all Medicaid products offered. 
  
We are committed to delivering cost effective quality care to our members. This effort requires us to ensure 
that our members receive only treatment that is medically necessary according to current standards of 
practice. Prior authorization is a process initiated by the physician in which we verify the medical necessity of a 
treatment in advance using independent objective medical criteria and/or in network utilization, where 
applicable. 
 
It is the ordering/prescribing provider’s responsibility to determine which specific codes require prior 
authorization. 
 
Please verify eligibility and benefits prior to rendering services for all members. Payment, regardless of 
authorization, is contingent on the member’s eligibility at the time service is rendered. NON-PAR PROVIDERS 
& FACILITIES REQUIRE AUTHORIZATION FOR ALL HMO SERVICES EXCEPT WHERE INDICATED. 
 
For the complete CPT/HCPCS code listing, please see the Online Prior Authorization Tool on our websites at: 

• Trillium Community Health Plan: Medicaid Pre-Authorization Check 

 

Please view the following table for prior authorization requirements effective May 1, 2024.  

  

https://www.trilliumohp.com/providers/preauth-check/medicaid-pre-auth.html
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CPT/HCPCS 
Codes Description 

Prior-Auth 
Requirements 

15273 

Application of skin substitute graft to trunk, arms, legs, total wound surface area 
greater than or equal to 100 sq cm; first 100 sq cm wound surface area, or 1% of body 
area of infants and children No pre-auth required 

15274 

Application of skin substitute graft to trunk, arms, legs, total wound surface area 
greater than or equal to 100 sq cm; each additional 100 sq cm wound surface area, or 
part thereof, or each additional 1% of body area of infants and children, or part thereof 
(List separately in addition to code for primary procedure) No pre-auth required 

G3002 

Chronic pain management and treatment, monthly bundle including, diagnosis; 
assessment and monitoring; administration of a validated pain rating scale or tool; the 
development, implementation, revision, and/or maintenance of a person-centered 
care plan that includes strengths, goals, clinical needs, and desired outcomes; overall 
treatment management; facilitation and coordination of any necessary behavioral 
health treatment; medication management; pain and health literacy counseling; any 
necessary chronic pain related crisis care; and ongoing communication and care 
coordination between relevant practitioners furnishing care e.g., physical therapy and 
occupational therapy, complementary and integrative approaches, and community-
based care, as appropriate. Requires initial face-to-face visit at least 30 minutes 
provided by a physician or other qualified health professional; first 30 minutes 
personally provided by physician or other qualified health care professional, per 
calendar month. (When using G3002, 30 minutes must be met or exceeded) No pre-auth required 

49614 

Repair of anterior abdominal hernia(s) (i.e., epigastric, incisional, ventral, umbilical, 
spigelian), any approach (i.e., open, laparoscopic, robotic), recurrent, including 
implantation of mesh or other prosthesis when performed, total length of defect(s); 
less than 3 cm, incarcerated or strangulated 

Pre-authorization 
required for all providers 

49615 

Repair of anterior abdominal hernia(s) (i.e., epigastric, incisional, ventral, umbilical, 
spigelian), any approach (i.e., open, laparoscopic, robotic), recurrent, including 
implantation of mesh or other prosthesis when performed, total length of defect(s); 3 
cm to 10 cm, reducible 

Pre-authorization 
required for all providers 

49616 

Repair of anterior abdominal hernia(s) (i.e., epigastric, incisional, ventral, umbilical, 
spigelian), any approach (i.e., open, laparoscopic, robotic), recurrent, including 
implantation of mesh or other prosthesis when performed, total length of defect(s); 3 
cm to 10 cm, incarcerated or strangulated 

Pre-authorization 
required for all providers 

49617 

Repair of anterior abdominal hernia(s) (i.e., epigastric, incisional, ventral, umbilical, 
spigelian), any approach (i.e., open, laparoscopic, robotic), recurrent, including 
implantation of mesh or other prosthesis when performed, total length of defect(s); 
greater than 10 cm, reducible 

Pre-authorization 
required for all providers 

49618 

Repair of anterior abdominal hernia(s) (i.e., epigastric, incisional, ventral, umbilical, 
spigelian), any approach (i.e., open, laparoscopic, robotic), recurrent, including 
implantation of mesh or other prosthesis when performed, total length of defect(s); 
greater than 10 cm, incarcerated or strangulated 

Pre-authorization 
required for all providers 

49621 

Repair of parastomal hernia, any approach (i.e., open, laparoscopic, robotic), initial or 
recurrent, including implantation of mesh or other prosthesis, when performed; 
reducible 

Pre-authorization 
required for all providers 

49622 

Repair of parastomal hernia, any approach (i.e., open, laparoscopic, robotic), initial or 
recurrent, including implantation of mesh or other prosthesis, when performed; 
incarcerated or strangulated 

Pre-authorization 
required for all providers 

49623 

Removal of total or near total non-infected mesh or other prosthesis at the time of 
initial or recurrent anterior abdominal hernia repair or parastomal hernia repair, any 
approach (i.e., open, laparoscopic, robotic) (List separately in addition to code for 
primary procedure) 

Pre-authorization 
required for all providers 
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