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MEDICARE REIMBURSEMENT INFORMATION 
 (Effective January 1, 2020) 

 
 

Helicoll is recognized as high cost skin substitute.  (Ref.: MLN Matters® Number: MM11607 
Effective Date: January 1, 2020) (Ref.: 61142 Federal Register / Vol. 84, No. 218 / Tuesday, 
November 12, 2019 / Rules and Regulations). Medicare approved HCPCS CODE:  Q4164 

 
Helicoll was originally approved by the FDA as a medical device on August 5, 2004 with 510(k) 
number K040314. The product comes from USDA approved bovine sources with FDA required 
regulatory documentation to maintain and monitor the safety and quality of the procured animal 
derived raw materials.  

 

HELICOLL Documents available upon request:  

 FDA approvals 

 FDA letter to file documents 

 Medicare approval as high cost skin substitute  

 

Hospital Outpatient Department (HOPD) /Ambulatory Service Center (ASC) 

 
Effective January 1, 2014, the Centers for Medicare & Medicaid Services (CMS) updated 
reimbursement for skin substitutes by bundling payment into assigned high and low cost bundle 
amounts in the Outpatient Prospective Payment System (OPPS). Customers are advised to 
continue to bill the 1527X series for the application of Helicoll. The rates detailed below represent 
the National average of the Medicare allowable. 
 
Bundled Payments: Medicare does not separately reimburse for most skin substitute products, 
including Helicoll. Therefore, when Helicoll is applied in the hospital outpatient setting, Medicare 
reimburses the CPT code national average payment amounts listed below only; there is no 
separate reimbursement for skin substitutes, including Helicoll. The only exception is if a new 
product has applied and received pass-through status from Medicare.  

Copayments/Deductibles: As with all products and services, Medicare reimburses 80 percent 
of this allowable amount and the patient, or secondary/supplemental plan, is responsible for the 
remaining 20 percent copayment amount. The appropriate deductibles also apply.  

Sequestration: Since April 1, 2013, all Medicare claims with a date-of-service on or after April 
1, 2013 are subjected to 2 percent sequestration amount, which remains in effect in the U.S. 
budget until 2022. Please note, the 2 percent is deducted from the 80 percent allowable amount 
paid by Medicare and not the copayment amount.  

Wage Index: The actual amount a hospital or provider receives is also adjusted on the area 
wage index. Wage index is one of the factors used by Medicare to determine prospective 
payment to hospitals for the patient care they provide to Medicare recipients. It is intended to 
account for regional differences in the cost of wages in the Medicare reimbursement formula. 
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HELICOLL REIMBURSEMENT FEE SCHEDULE DETAILS 
 

Allowed Codes for Bundled Payment eligibility for Helicoll with Code Q4164 

Skin substitute Indications of Helicoll (US-FDA Allowed) 
HCPCS 

code 

Q4164 Helicoll, 
Type-I Collagen 

membrane 

1. Diabetic ulcers 
2. Pressure ulcers 
3. Venous ulcers 

4. Draining wounds 
5. Partial or full thickness wounds 
6. Tunneled, undermined wounds 
7. Surgical wounds (i.e., donor sites/grafts, post-Mohs’ surgery, 
post-laser surgery, podiatric, wound dehiscence) 
8. Trauma wounds (i.e., abrasions, lacerations, second-degree 
burns, skin tears) 

15271-
15278 

 

 

CPT Coding 

 
The Common Procedural Terminology (CPT®*) code set describes medical, surgical, and 
diagnostic services and is designed to communicate uniform information about medical services 
and procedures among physicians, coders, patients, accreditation organizations, and payers for 
administrative, financial, and analytical purposes. 

Wound Location:  
Determining the wound location and surface area is important in order to select the appropriate 
CPT code. Please reference the CPT descriptors below to ensure accurate billing.  
 
Add-on Codes:  
The + symbol signifies an add-on code. An add-on code cannot be used alone but must 
be billed with the initial code above it.  Please check the CPT 2020 coding book for further 
instructions.  
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Final Medicare OPPS & ASC Payment rates for  

CPT 15271 to 15278 

 

The HCPCS codes included in this billing guide are supplied for informational purposes only and 
represent no statement promise or guarantee by Helicoll that these codes will be appropriate or 
that reimbursement will be made. Coding practice will vary by site of care, patient condition, 
services provided, local payer instructions, and other factors. The decision as to how to 
complete a reimbursement form including amount to bill, is exclusively the responsibility of the 
provider. The provider is ultimately responsible for verifying coverage with the patient’s payer 
source and billing appropriately for services provided. 

The referenced amounts below are based on the National average payment amounts listed by 
Medicare2. 

Hospital Outpatient (HOPD) National Average Payment amounts3 

 

 

 

Ambulatory Service Center (ASC) 
 

 

 

 

Note: The referenced amounts above are based on the National average payment amounts listed by CMS and do not 

include copayments/deductible, sequestration, or wage index adjustments.  

 
Differentiating code description based on 2020 

CPT 

Code 

Total wound 

surface area 

Areas of 

application 

Size usage at the 

wound surface 
OPPS ASC  

15271 up to 100 sq cm trunk, arms, legs 1st 25 sq cm or less $1,622.74 $819.95 

+15272 up to 100 sq cm trunk, arms, legs additional 25 sq cm 
 

 

15273 ≥ 100 sq cm trunk, arms, legs 
1st 100 sq cm or 1% of 

body area 
$2,977.29 $1,504.38 

+15274 ≥ 100 sq cm trunk, arms, legs additional 100 sq cm 
 

 

15275 up to 100 sq cm head, neck, hand, ft 1st 25 sq cm or less $1,622.74 $819.95 

+15276 up to 100 sq cm head, neck, hand, ft additional 25 sq cm 
 

 

15277 ≥ 100 sq cm head, neck, hand, ft 
1st 100 sq cm or 1% of 

body area 
$1,622.74 $819.95 

+15278 ≥ 100 sq cm head, neck, hand, ft additional 100 sq cm 
 

 

CPT 
High Bundle Rates 

for 2020 

15271, 15275, 15277 $1,622.74 

15273 $2,977.29 

CPT 
ASC Bundle Rates 

for 2020 

15271, 15275, 15277 $819.95 

15273 $1,504.38 
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1.  The Final Rule for CY 2020 is available at the following link: https://www.cms.gov/Medicare/Medicare-Fee-for-

Service-Payment/HospitalOutpatientPPS/Hospital-Outpatient-Regulations-and-Notices 

 

2.  Payment rates for CY 2020 is listed separately for HOPD on the CMS website at the following link:  

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS/ 

 

File name: 2020_july_web_addendum_b.06262020 

https://www.cms.gov/medicaremedicare-fee-service-paymenthospitaloutpatientppsaddendum-and-
addendum-b-updates/july-2020-0 
File name: CY 2020 CN ASC Addenda.12122019 

https://www.cms.gov/medicaremedicare-fee-service-paymentascpaymentasc-regulations-and-notices/cms-1717-cn 

 

 

Physician Services Reimbursement 
(Using Part-B Claim of CMS1500 Form) 

 
 

Helicoll Product Reimbursement:  
If Helicoll is used in the outpatient department, payment for the product is included in the 
bundled payment to the facility (HOPD or ASC). The physician rendering services in HOPD or 
ASC, will bill separately for services rendered on the CMS-1500 claim form.  
 
When a physician submits a CMS-1500 claim for utilization of Helicoll in his/her office, the CMS-
1500 claim form should include billing for both the product and procedure on date services were 
rendered.  
 
In the physician’s office, Helicoll is not currently included on the Medicare Part B Average Sales 
Price (ASP) list published quarterly by CMS. Helicoll is paid based on submitted invoice cost 
when administered in the physician’s office. However, some Medicare Administrative 
Contractors (MAC) also list their own ASP amounts. Please check with your MAC and/or the 
Helicoll Reimbursement Hotlines for detailed information.  

 

Billing Instructions Box 19 and UPC codes:  

Box 19 on the CMS-1500 claim form allows the provider to include the invoice cost, UPC, and 
product details including product name and size used.  Payment based on invoice cost does not 
delay the electronic processing of claims.  

 

Copayments/Deductibles:  

As with all products and services, Medicare reimburses 80 percent of this allowable amount and 
the patient, or secondary/supplemental plan, is responsible for the remaining 20 percent 
copayment amount.  The appropriate deductibles also apply. 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS/Hospital-Outpatient-Regulations-and-Notices
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS/Hospital-Outpatient-Regulations-and-Notices
https://www.cms.gov/medicaremedicare-fee-service-paymenthospitaloutpatientppsaddendum-and-addendum-b-updates/july-2020-0
https://www.cms.gov/medicaremedicare-fee-service-paymenthospitaloutpatientppsaddendum-and-addendum-b-updates/july-2020-0
https://www.cms.gov/medicaremedicare-fee-service-paymentascpaymentasc-regulations-and-notices/cms-1717-cn
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Medicaid 
Medicaid is a joint federal-state program that provides health coverage or nursing home 
coverage to certain categories of low-asset people, including children, pregnant women, parents 
of eligible children, people with disabilities and elderly needing nursing home care. Medicaid 
was created to help low-asset people who fall into one of these eligibility categories and to pay 
for some or all of their medical bills.  

Medicaid reimbursement varies by state.  Each state establishes and administers its own 
programs and determines the type, amount, and scope of services it provides.  States are 
required to cover certain mandatory benefits; however they can choose to provide other optional 
benefits to their covered recipients. The Helicoll Reimbursement Hotline can provide detailed 
patient specific coding, coverage, and reimbursement information for Medicaid beneficiaries.  
The provider is responsible for verifying individual contract or reimbursement rates with each 
payer. 

 

Commercial Payers 
Check your facility’s specific payer contracts prior to applying Helicoll. Many insurers consider 
contracted rates to be proprietary information and they do not release this information upon 
verifying benefits. However, some insurers may release a general fee schedule allowable. Please 
verify your individual contracted rates by either accessing your contract or contacting your provider 
relations representative.  
 
Commercial payers reimburse physicians and facilities based on contracted rates, fee-for-service 
rates, and/or fee schedules. Some commercial payers may also require prior authorization/pre-
certification or pre-determination for Helicoll. A contracted rate is a set rate agreed to in a contract 
between the provider and the payer. Commercial payer contracts contain requirements regarding 
timely processing of claims and reimbursement. The payer contract explains how reimbursement 
payment determinations are made and what method will be utilized to calculate payment for 
covered services. This information is often considered proprietary by the insurer; however, the 
Helicoll Reimbursement Hotline can assist in understanding your payer contract and if necessary 
assist you with contract negotiation.  
 
A fee-for-service reimbursement method provides payment for physician services based on an 
established fee schedule for each service. In contrast, a fee schedule is a listing of established 
allowed amounts for specific medical services and procedures.  
 
Helicoll Reimbursement Hotline staff can provide detailed patient specific coding, coverage, 
reimbursement and prior authorization/pre-certification or pre-determination requirements for your 
commercially-insured beneficiaries. The provider is responsible for verifying individual contract or 
reimbursement rates with each payer. The Helicoll Reimbursement Hotline staff is not able to and 
will not confirm the contracted or reimbursable rates on your behalf. 
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MEDICARE – 2020 National Average Physician Fee Schedule 
 

Detailed below are the national average payment amounts per CPT for the facility (when the physician 
treats in the hospital/ASC) or non-facility (when the physician treats in his office). 
 

CPT 
 

Description 
 

National Average Payment 

Facility 
(Hospital/ASC) 

Non-Facility 
(Physician 

Office) 

15271 Skin sub graft trunk/arm/leg $88.42 $154.82 

+15272 Skin sub graft trunk/arm/leg add-on $18.41 $27.07 

15273 Skin sub graft trunk/arm/leg child $210.04 $322.28 

+15274 Skin sub graft trunk/arm/leg child add-on $47.64 $81.56 

15275 
Skin sub graft face, scalp, hands, feet, and/or multiple 

digits 
$99.25 $161.68 

+15276 
Skin sub graft face, scalp, hands, feet, and/or multiple 

digits 
$27.07 $35.37 

15277 
Skin sub graft face, scalp, hands, feet infants and 

children 
$238.19 $353.32 

+15278 
Skin sub graft face, scalp, hands, feet infants and 

children 
$60.27 $96.36 

 

MEDICAL BILLING INFORMATION AND GUIDELINES 

HELICOLL Units Billed:  
HELICOLL is intended for treatment of one patient and is utilized as single use only. Payers will 
reimburse for the entire one square centimeter piece, however, it is recommended that 
providers document wastage. One billable unit is 1 cm2. 
 
The CMS-1500 form is the standard claim form used by a non-institutional provider or supplier 
to bill Medicare carriers and durable medical equipment regional carriers (DMERCs) when a 
provider qualifies for a waiver from the Administrative Simplification Compliance Act (ASCA) 
requirement for electronic submission of claims4. 
 
The UB-04 uniform billing form is the standard claim form that any institutional provider can use 
for the billing of medical and mental health claims5. 
 

Modifiers 
Please check with the patient’s insurer or Medicare Administrative Contractor (MAC) to inquire if 
modifiers are required with HCPCS Q4164 and/or the CPT codes used (15271—15278). Some 
of the modifiers will impact reimbursement while others are informational only.   
 
Common modifiers5 may include:  
 
Modifier JC: skin substitute used as a graft  
 
Modifier JW: Drug amount discarded/not administered to any patient 
 
Modifier KX: Requirements in the medical policy have been met.   
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Modifier 25: is significant, separately identifiable evaluation and management [E/M] 
service by the same physician or Other Qualified Health Care Professional on the same 
day of the procedure or other service.  
 
Modifier 59: Distinct Procedural Service 
 
Modifier 76: Repeat Procedure or Service by Same Physician or Other Qualified Health 
Care Professional  
 
 
*Modifiers (XE, XP, XS, XU) are used to define specific subsets of the 59 Modifier. 
 
Modifier XE: a separate encounter, a service that is distinct because it occurred during a 
separate encounter 
 
Modifier XP: a separate practitioner, a service that is distinct because it was performed by 
a different practitioner 
 
Modifier XS: a separate structure, a service that is distinct because it was performed on a 
separate organ/structure 
 
Modifier XU: an unusual non-overlapping service, the use of a service that is distinct 
because it does not overlap usual components of the main service 
 
Modifier TA: left foot, great toe HCPCS Modifier Code 
 
Modifier TG:  Complex/high tech level care HCPCS Modifier Code 

 

4. https://www.cms.gov/Medicare/Billing/ElectronicBillingEDITrans/1500 

5. https://www.verywellhealth.com/preparing-the-ub-04-form-2317061 

6. https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-reimbursement/COMM-

Modifier-Reference-Policy.pdf  

 

BILLING REMINDERS7
 

 

Units Billed: Helicoll is used for single use only and should be billed accordingly as to size.  
Example: Helicoll Q4164 (2x2 inches) is billed as 25 units. 

Wound Size/Location: Determining the wound location and surface area is important in order 
to select the appropriate CPT code.  
 
Debridement: Debridement is considered a component code of skin substitute CPT application 
codes and is not typically separately reimbursed. Many insurers have specific guidelines on 
debridement services.   

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-reimbursement/COMM-Modifier-Reference-Policy.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/comm-reimbursement/COMM-Modifier-Reference-Policy.pdf
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Product Wastage Documentation Requirements: Any amount of wasted material should be 
clearly documented in the medical record.  Approximate amount of product unit used and 
Approximate amount of product unit discarded have to be noted. 
 
Diagnosis Code(s) Order: Check with the insurer to ensure diagnoses are in the proper 
primary and secondary order on claims forms.  
 
Modifiers: Check to see if modifiers are required with HCPCS Q4164 and/or the CPT codes 
used.  See the common modifiers listed above. 
 
Commercial Insurers/Contracted Rates: Check your facility’s specific payer contracts prior to 
applying Helicoll. Many insurers consider contracted rates to be proprietary information and they 
do not release this information upon verifying benefits. However, insurers may release a general 
fee schedule rate. Some insurers also require prior authorization and predeterminations before 
authorizing treatment for a patient.  Please verify your contracted rates by either accessing your 
contract or contacting your provider relations representative directly.  

Medical Necessity/Documentation: It is recommended that the provider review clinical 
evidence for Helicoll with respect to appropriate diagnoses, application, frequency, etc.  If there 
is an applicable LCD or medical policy for Helicoll, all requirement and guidelines must be met 
in order for the patient to be covered.  
 
7. https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c26pdf.pdf 

 
IMPORTANT PORTION OF THE INSURANCE FORM CMS1500: 
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SAMPLE (CMS 1500 form successfully reimbursed by a podiatrist) 
Note: Payment is packaged into other services, and no separate payment for outpatient Medicare 
services, or APC payment, is made. CMS requires all high–cost skin substitutes to be reported in 

combination with one of the skin application procedures described by codes 15271 to 15278. 

 

 
 
In the above Part-B claim by the Doctors OP Office clinic, two separate 2x2’ Helicoll skin 
substitutes were applied one on right toe and the other on the left toe of the same patient.  
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Diagnostic Codes Used above and their Descriptions: 

# Diagnosis Code Description 

A R2681 (R26.81) Unsteadiness on feet 

B I7389 (I73.89) Other specified peripheral vascular diseases 

C L03031 (L03.031) Cellulitis of RIGHT toe 

D M79674 (M79.674) Pain in RIGHT Toe(s) 

E M79675 (M79.675) Pain in LEFT Toe(s) 

F L97919 (L97.919) 
Non-pressure chronic ulcer of unspecified part of RIGHT lower leg with 
unspecified severity 

G L97929 (L97.929) 
Non-pressure chronic ulcer of unspecified part of LEFT lower leg with 
unspecified severity 

H L03032 (L03.032) Cellulitis of LEFT toe 

 
Place of Service Codes (CMS1500 box 24b)6: 
11 - Office Visit 
12 - Home 
13 - Assisted Living 
14 - Group Home 
20 - Urgent Care Facility 
21 - Inpatient Hospital 
22 - Outpatient Hospital 
23 - Emergency Room 
24 - Ambulatory Surgical Center 
31 - Skilled Nursing Facility 
32 - Nursing Facility 
33 - Custodial Care Facility 
34 - Hospice 
50 - Federally Qualified Health Center 
71 - State or Local Public Health Clinic 
 
6. https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/Website-POS-

database.pdf 

CPT/HCPCS Codes & Descriptions: 
 
99213: Outpatient Visit of a patient to Doctor’s office 
 
Code Range for Outpatient Visit 
99211-99215: Established Patient Office or Other Outpatient Services 
99201-99205: New Patient Office or Other Outpatient Services 
99354-99357: Prolonged Service with Direct Patient Contact 

 
15002: Surgical preparation or creation of recipient site by excision of open wounds, burn   
eschar, or scar or incisional release of scar contracture, trunk, arms, legs  
 
15002-15005: Surgical Preparation for Skin Replacement Surgery 
  Code Range for Wound Preparation 
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15271: Application of skin substitute graft to trunk, arms, legs, total wound surface area lesser 

than or equal to 100 sq. cm; first 25 sq. cm wound surface area. 

Q4164: Helicoll per square centimeter 

 
MEDICARE REIMBURSED ACTUAL AMOUNTS 

 
Dr. M’s office actually received following for the application of 2 sheets of 2”x2” Helicoll:.  

According to the Medical biller, CMS only accepts electronic submissions.  For the usage of two 

sheets of Helicoll (2x2 in) on the same patient with two separate wounds during 2017. They got 

reimbursed for both the applications as shown below: 
 

         Payment for Helicoll Product:                $940.38 X 2 =     $1880.76 

Payment for Wound Prep:        $275.89 X 2 =     $551.78 

Payment for Application:        $111.70 X 2 =     $223.40 
----------------------------------------------------------------------------------------------- 

Total for two applications of HELICOLL:     $1,327.97 X 2 =  $2655.94 
 

 
The Doctor’s Office got the payment of $1,327.97 per usage of the 2”x2” Helicoll. 

  

(Note: Medicare MAC required a copy of the actual Purchase invoice that showed the Purchase price of 
$800 per sheet accordingly, the reimbursement was 17.5% above the actual purchase price.) 
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SAMPLE UB-04 (CMS-1450) FORM – INPATIENT8
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SAMPLE UB-04 (CMS-1450) FORM – OUTPATIENT8
 

 

 
 
 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

8. https://www.amerihealth.com/pdfs/providers/npi/ub04_form.pdf 
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Sample Letter of Medical Necessity 
(Please Type on Physician’s Letterhead) 

 
Date  
 
Insurer Name  
Insurer Address  
City, State, Zip Code  
RE: Letter of Medical Necessity for Helicoll  
Patient’s Name  
Policy Number  
Group Number  
Date of Birth 
 
Dear [Insurance Contact Name]:  

I am writing to notify you of my intent to treat Mr./Mrs./Ms. <Patient’s Name>, DOB with 
Helicoll Q4164 and CPT __________.  I have seen the clinical success using Helicoll to treat 
other patients with hard to treat, chronic wounds that have not responded to good standard 
wound care and other advanced therapies. I feel this request is medically urgent and necessary. 
Mr./Mrs./Ms. <Patient Name>, is a <age> year-old man/woman who was referred to 
<Facility/Office Name> for treatment of <Wound type>, ICD 10 code: ______, ________.  
His/Her wound measurements were (LxWxD) on (mo/day/year) when Mr./Mrs./Ms.< (Last 
Name) first presented to the (Facility/Office Name). Since that time, my patient has not 
responded to conservative care and has not responded to more advanced therapy including < 
procedures, product name(s) tried and failed>.  It is my medical expert opinion that more 
aggressive treatment is medically necessary at this point of my patients care to prevent further 
damage and <list risk(s) of non-closure, comorbidities if applicable>. I believe my patient will 
benefit from Helicoll treatment to not only expedite his/her wound healing, but reduce any extra 
incurred healthcare costs associated with possible adverse complications should this wound 
remain unhealed. 
Helicoll is a biological skin substitute used in the treatment of acute and chronic wounds.  
To assist with your review of my recommendation, I have included the following information 
concerning Helicoll.  
 
Manufacturer and Product Description  
Helicoll is a bioengineered xenograft tissue matrix manufactured by Encoll Corp.  
 
There is published clinical data to support the use of Helicoll for patients with chronic non-
healing wounds. Studies have shown faster and higher healing rates with Helicoll than other 
treatments tested.  
 
It is my hope that upon complete and thorough review of this request and the information 
provided you will agree with my medical expert opinion to allow for treatment with Helicoll.  
I welcome an opportunity to discuss this with you over the phone if necessary.  Please feel free 
to contact me if additional information is required. 
Thank you for your valuable time.  I look forward to hearing from you.  
 
Sincerely,  
Physician Name  
Contact Information 
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Required Documentation 
* Pretreatment: 
1. Duration of ulcer (DFU: 3 weeks, VSU: greater than 4 weeks)  ______________ weeks 
2. Document failure to respond to conservative measures (a failed response is defined as an ulcer 
that has increased in size or depth and no indication that improvement is likely e.g., epithelial in 
growth and progression towards closure) 
3. Document measurement of the ulcer at baseline, following cessation of conservative 
management. 
4. Describe adequate treatment of the underlying disease process contributing to the ulcer 
5. Diagnosis of patient 
6. Document that wound is free of infection, redness, drainage, underlying osteomyelitis, 
surrounding cellulitis, tunnels and tracts, eschar or any necrotic material 
7. For DFU, document current HbA1C reading (HbA1C should not exceed 12%) 
8. Document adequate arterial blood supply as evidenced by an ABI of 0.65 or greater 
9. For DFU, document current HbA1C reading (it should not exceed 12%) 
10. Document adequate arterial blood supply as evidenced by an ABI of 0.65 or greater 
 
* Treatment: 
11. Document measurement of ulcer (width and length or circumference and depth) immediately 
prior to application of Helicoll ________________ sq cm 
12. Document whether this is an initial application of Helicoll or a reapplication. (Helicoll is limited to 
5 applications per ulcer) 
13. For Helicoll reapplications, document that applications have been successful (e.g. decrease in 
size or depth, increase in granulation tissue) 
14. Document the wound dressing changes and the standard conservative measures 
accompanying the wound treatment with Helicoll 
15. Document how the wound site was prepared, and how Helicoll was fixated on the wound  
 
Helicoll, biological skin substitute collagen membrane normally comes in sizes from 2x2 inch to 
15.75 x 15.75 inches. Smaller or Larger sizes to cover larger body areas can be easily produced.
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Applicable ICD-10 Diagnosis Codes 
 
Effective October 1, 2015, the International Classification of Diseases, 9th edition, Clinical Modification (ICD-
9) code sets used to report medical diagnoses and inpatient procedures was replaced by the International 
Classification of Diseases, 10th edition, Clinical Modification (ICD-10).  ICD-10 consists of two parts: 

    ICD-10-CM diagnosis coding for use in all U.S. health care settings  

   ICD-10-PCS in-patient procedure coding for use in U.S. hospital settings  
ICD-10 impacts diagnosis and in-patient procedure coding for everyone covered by the Health Insurance 
Portability Accountability Act (HIPAA), not just those who submit Medicare or Medicaid claims. The ICD-
10-CM/PCS system also provides significant improvements through greater detailed information and the 
ability to expand to capture additional advancements in clinical medicine. ICD-10-CM/PCS improvements 
include: 

 Coding to higher level of specificity with proper medical documentation will result in improved ability to 
measure health care services  

 Updated medical terminology and classification of diseases  

 Increased sensitivity when refining grouping and reimbursement methodologies  

 Enhanced ability to conduct public health surveillance  

 Codes that allow comparison of mortality and morbidity data 
ICD-10 codes must be coded to the highest level of specificity.  The following table is provided for 
informational purposes.  For specific codes to use in practice, please consult the ICD-10-CM Guidelines 
for Coding and Report in the AAPC 2020 ICD-10 CM coding books for additional coding guidelines.  
Please note that the insurer may verify and require that the diagnosis codes are in the proper order on 
claim forms. 

ICD-10 Code Description 

E10.621- E10.622 Type 1 diabetes mellitus with foot ulcer - Type 1 diabetes mellitus with other skin ulcer 

E11.621 - E11.622 Type 2 diabetes mellitus with foot ulcer - Type 2 diabetes mellitus with other skin ulcer 

E13.621 - E13.622 Other specified diabetes mellitus with foot ulcer - Other specified diabetes mellitus with other skin ulcer 

I83.002 - I83.008 

Varicose veins of unspecified lower extremity with ulcer of calf - Varicose veins of unspecified lower 
extremity with ulcer other part of lower leg 

I83.012 - I83.018 
Varicose veins of right lower extremity with ulcer of calf - Varicose veins of right lower extremity with ulcer 
other part of lower leg 

I83.022 - I83.028 
Varicose veins of left lower extremity with ulcer of calf - Varicose veins of left lower extremity with ulcer 
other part of lower leg 

I83.202 - I83.208  

Varicose veins of unspecified lower extremity with both ulcer of calf and inflammation - Varicose veins of   
unspecified lower extremity with both ulcer of other part of lower extremity and inflammation  

I83.212 - I83.218  
Varicose veins of right lower extremity with both ulcer of calf and inflammation - Varicose veins of right 
lower extremity with both ulcer of other part of lower extremity and inflammation  

I83.222 - I83.228  

Varicose veins of left lower extremity with both ulcer of calf and inflammation - Varicose veins of left 
lower extremity with both ulcer of other part of lower extremity and inflammation  

I87.311 - I87.313 
Chronic venous hypertension (idiopathic) with ulcer of right lower extremity - Chronic venous 
hypertension (idiopathic) with ulcer of bilateral lower extremity 

I87.331 - I87.333  
Chronic venous hypertension (idiopathic) with ulcer and inflammation of right lower extremity - Chronic 
venous hypertension (idiopathic) with ulcer and inflammation of bilateral lower extremity  

T87.81 Dehiscence of amputation stump 

*Always refer to the insurer-specific coverage policy or contact the insurer for instructions. The ICD-10 and HCPCS codes are supplied for 
informational purposes only and represent no statement, promise, or guarantee by Helicoll that these codes will be appropriate or that 
reimbursement will be made.  Coding practice will vary by site of care, patient condition, range of service provided, local paye r instructions, 
and other factors. The decision as to how to complete a reimbursement form, including amount to bill, is exclusively the responsibility of the 
provider.  The provider is ultimately responsible for verifying coverage with the patient’s payer source. Other relevant ICD-10 Diagnostic 
Codes (2020) & Descriptions: 

https://www.cms.gov/medicare-coverage-database/staticpages/icd10-code-range.aspx?DocType=LCD&DocID=34285&ver=18&Group=1&RangeStart=E10.621&RangeEnd=E10.622
https://www.cms.gov/medicare-coverage-database/staticpages/icd10-code-range.aspx?DocType=LCD&DocID=34285&ver=18&Group=1&RangeStart=E13.621&RangeEnd=E13.622
https://www.cms.gov/medicare-coverage-database/staticpages/icd10-code-range.aspx?DocType=LCD&DocID=34285&ver=18&Group=1&RangeStart=I83.002&RangeEnd=I83.008
https://www.cms.gov/medicare-coverage-database/staticpages/icd10-code-range.aspx?DocType=LCD&DocID=34285&ver=18&Group=1&RangeStart=I83.202&RangeEnd=I83.208
https://www.cms.gov/medicare-coverage-database/staticpages/icd10-code-range.aspx?DocType=LCD&DocID=34285&ver=18&Group=1&RangeStart=I83.222&RangeEnd=I83.228

