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EFFECTIVE DATE:  11/04/2008 
POLICY LAST UPDATED: 12/04/2012 

 
OVERVIEW 
This payment policy documents the coverage for Intravenous Immune Globulin Therapy.  Intravenous 
immune globulin (IVIg) has been used to correct immune deficiencies in patients with either inherited or 
acquired immunodeficiencies and has also been investigated as an immunomodulator in diseases thought to 
have an autoimmune basis. 

PRIOR AUTHORIZATION 

Prior authorization is not required.  

POLICY STATEMENT 

BlueCHiP for Medicare and Commercial products 

Intravenous Immune Globulin Therapy is covered. 
 
MEDICAL CRITERIA 

Not Applicable 

BACKGROUND 

Intravenous immune globulin (IVIg) is defined as an approved plasma derivative for the treatment of primary 
immune deficiency disease.  IVIg has been used to correct immune deficiencies in patients with either 
inherited or acquired immunodeficiencies and has also been investigated as an immunomodulator in diseases 
thought to have an autoimmune basis. 

COVERAGE 
Benefits may vary between groups/contracts. Please refer to the appropriate Evidence of Coverage, 
Subscriber Agreement  for applicable infusion benefits/coverage. 

Note: This medication is not available at the pharmacy. 

Specialty Pharmacy: 

For contracts with specialty drug coverage, please refer to the member agreement for benefits and 
preauthorization guidelines.  

CODING 
Blue CHiP for Medicare and Commercial Products 
 
CPT: 
90283  

HCPCS: 
J1557     J1566   
 
  

Payment Policy | Intravenous Immune Globulin 
Therapy  

sad 



 

  

500 EXCHANGE STREET, PROVIDENCE, RI 02903-2699 MEDICAL COVERAGE POLICY | 2 

(401) 274-4848   WWW.BCBSRI.COM 

 

RELATED POLICIES 

None 
 
PUBLISHED 

Provider Update Feb 2013 

Provider Update Dec 2008 

Policy Update Jan 2008 

Policy Update Jan 2007 

Policy Update Jan 2006 

Policy Update Jan 2005 

Policy Update Sep 2000 

 
REFERENCES 

N None e
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This medical policy is made available to you for informational purposes only. It is not a guarantee of payment or a substitute for your medical 

judgment in the treatment of your patients. Benefits and eligibility are determined by the member's subscriber agreement or member certificate 

and/or the employer agreement, and those documents will supersede the provisions of this medical policy. For information on member-specific 

benefits, call the provider call center. If you provide services to a member which are determined to not be medically necessary (or in some cases 

medically necessary services which are non-covered benefits), you may not charge the member for the services unless you have informed the 

member and they have agreed in writing in advance to continue with the treatment at their own expense. Please refer to your participation 

agreement(s) for the applicable provisions. This policy is current at the time of publication; however, medical practices, technology, and knowledge 

are constantly changing. BCBSRI reserves the right to review and revise this policy for any reason and at any time, with or without notice. Blue 

Cross & Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield Association. 

CLICK THE ENVELOPE ICON BELOW TO SUBMIT COMMENTS 
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