Code It Once. Count It Right.
CPT Category II Coding Quick Reference for HEDIS Quality Measures
	A small no-charge claim line can make a big quality impact.
CPT Category II codes are informational, non-reimbursed codes that help show care already completed, reduce unnecessary record requests, support more complete quality reporting, and help South Country connect members with timely resources.



Why providers should use CPT II codes
• Close gaps faster: Share important clinical results directly on the claim so HEDIS and quality gaps can be captured sooner.
• Reduce chart-chase burden: When results are available through claims, South Country may need to request fewer medical records during HEDIS season.
• Improve quality scores and data accuracy: More complete claims data supports HEDIS, Stars, MN Community Health Measurement HealthScores, and provider performance reporting.
• Support member outreach: Pregnancy, diabetes, blood pressure, and other result codes help South Country offer targeted resources, care coordination, and transportation support when eligible.
• Prepare for digital quality measurement: HEDIS and Stars reporting are moving toward digital data capture and ECDS reporting; CPT II coding helps build that readiness now.
Provider action: Add applicable CPT Category II codes as a no-charge line item when submitting claims. These codes are for reporting purposes only and are not paid.
Helpful links: MNCM Medical Group Profiles | AMA CPT Category II Codes | Questions: quality@mnscha.org

HEDIS CPT Category II Coding Reference Table
Use this quick table to identify common CPT Category II codes that support HEDIS-related administrative capture and reduce follow-up record requests. Always verify coding requirements against current official coding guidance and payer-specific instructions.
	Measure
	Measure Description
	What to report
	CPT II code(s)
	Provider tip / South Country support

	Blood Pressure Control for Patients with Hypertension and Diabetes
	The percentage of persons 18–85 years of age who had a diagnosis of hypertension (HTN) and whose blood pressure (BP) was adequately controlled (<140/90 mm Hg) during the measurement period. 

The percentage of persons 18–75 years of age with diabetes (type 1 or type 2) whose blood pressure (BP) was adequately controlled (<140/90 mm Hg) during the measurement period.
	Most recent systolic blood pressure less than 130 mm Hg
	3074F
	Report both systolic and diastolic CPT II result codes when available. South Country can connect eligible members to wellness supports, including Be Active rewards (https://www.mnscha.org/members/wellness-programs/), Hy-Vee dietitian service (https://www.mnscha.org/hy-vee-dietitian-services/), and the EX Program(smoking cessation) (https://www.mnscha.org/members/tobacco-cessation/) 

	
	
	Most recent systolic blood pressure 130-139 mm Hg
	3075F
	

	
	
	Most recent systolic blood pressure greater than or equal to 140 mm Hg
	3077F
	

	
	
	Most recent diastolic blood pressure less than 80 mm Hg
	3078F
	

	
	
	Most recent diastolic blood pressure 80-89 mm Hg
	3079F
	

	
	
	Most recent diastolic blood pressure greater than or equal to 90 mm Hg
	3080F
	

	Glycemic Status Assessment (GMI or HbA1c) for Patients with Diabetes
	The percentage of persons 18–75 years of age with diabetes (type 1 or type 2) whose most recent glycemic status (hemoglobin A1c [HbA1c] or glucose management indicator [GMI]) was at the following levels during the measurement period: 
• Glycemic Status <8.0%. 
• Glycemic Status >9.0%.
	Most recent hemoglobin A1c level greater than 9.0%
	3046F
	Some members receive rewards when they check their A1c (https://www.mnscha.org/wp-content/uploads/7447.pdf) 

	
	
	Most recent hemoglobin A1c (HbA1c) level greater than or equal to 8.0% and less than or equal to 9.0%
	3052F
	

	
	
	Most recent hemoglobin A1c (HbA1c) level less than 7.0%
	3044F
	

	
	
	Most recent hemoglobin A1c (HbA1c) level greater than or equal to 7.0% and less than 8.0%
	3051F
	

	Eye Exams for Patients with Diabetes
	The percentage of persons 18–75 years of age with diabetes (type 1 or type 2) who had a retinal eye exam (each year for members with evidence of retinopathy OR every other year for members without evidence of retinopathy)
	Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and reviewed; with evidence of retinopathy
	2022F
	Report the actual eye exam date, not the office visit date. Results may be reported by any provider with documentation of the exam result.

	
	
	Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and reviewed; without evidence of retinopathy
	2023F
	

	
	
	7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist documented and reviewed; with evidence of retinopathy
	2024F
	

	
	
	7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist documented and reviewed; without evidence of retinopathy
	2025F
	

	
	
	Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results documented and reviewed; with evidence of retinopathy
	2026F
	

	
	
	Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results documented and reviewed; without evidence of retinopathy
	2033F
	

	Medication Reconciliation Post-Discharge
	The percentage of discharges for persons 18 years of age and older who had:
Medication Reconciliation Post-Discharge. Documentation of medication reconciliation on the date of discharge through 30 days after discharge (31 total days).
	Discharge medications reconciled with the current medication list in outpatient medical record
	1111F
	

	Medication Review
	The percentage of persons 66 years of age and older who had the following during the measurement period: 
• Medication Review.
	Medication list documented in medical record AND Review of all medications by a prescribing practitioner or clinical pharmacist (such as, prescriptions, OTCs, herbal therapies and supplements) documented in the medical record
	1159F (Med List) AND 1160F (Review)
	Report BOTH 1159F and 1160F on the claim for medication review credit.

	Functional Status Assessment
	The percentage of persons 66 years of age and older who had the following during the measurement period: 
• Functional Status Assessment
	Functional status assessed
	1170F
	Use when functional status assessment is completed and documented.

	Prenatal Care / Timeliness of Prenatal Care*
	The percentage of deliveries of live births on or between October 8 of the year prior to the measurement period and October 7 of the measurement period. For these persons, the measure assesses the following facets of prenatal care 
• Timeliness of Prenatal Care. The percentage of deliveries that received a prenatal care visit in the first trimester on or before the enrollment start date or within 42 days of enrollment in the organization. 

	Initial prenatal care visit (report at first prenatal encounter with health care professional providing obstetrical care. Report also date of visit and, in a separate field, the date of the last menstrual period [LMP])
	0500F
	Use at the first prenatal encounter when applicable. Include pregnancy diagnosis coding as outlined in the maternity billing note below. 
South Country offers many benefits for pregnant and postpartum members including vouchers for prenatal (https://www.mnscha.org/wp-content/uploads/7453.pdf) and postpartum (https://www.mnscha.org/wp-content/uploads/7452.pdf) care, Embracing Life (https://www.mnscha.org/members/embracing-life-online/), and Delfine Care (https://www.mnscha.org/members/embracing-life-online/delfina-care-program/) 

	
	
	Prenatal flow sheet documented in medical record by first prenatal visit (documentation includes at minimum blood pressure, weight, urine protein, uterine size, fetal heart tones, and estimated date of delivery). Report also: date of visit and, in a separate field, the date of the last menstrual period [LMP] (Note: If reporting 0501F Prenatal flow sheet, it is not necessary to report 0500F Initial prenatal care visit)
	0501F
	

	
	
	Subsequent prenatal care visit (Prenatal) [Excludes: patients who are seen for a condition unrelated to pregnancy or prenatal care (eg, an upper respiratory infection; patients seen for consultation only, not for continuing care)]
	0502F
	

	Postpartum Care*
	The percentage of deliveries of live births on or between October 8 of the year prior to the measurement period and October 7 of the measurement period. For these persons, the measure assesses the following facets of postpartum care:
•Postpartum Care. The percentage of deliveries that had a postpartum visit on or between 7 and 84 days after delivery.
	Postpartum care visit
	0503F
	Use for postpartum visit completed 7–84 days after delivery when applicable.

	Advance Care Planning
	The percentage of persons 66–80 years of age with advanced illness, an indication of frailty or who are receiving palliative care, and persons 81 years of age and older who had advance care planning during the measurement period.
	Advance Care Planning discussed and documented advance care plan or surrogate decision maker documented in the medical record
	1123F
	Use when advance care planning discussion, document, or surrogate decision-maker information is documented.

	
	
	Advance Care Planning discussed and documented in the medical record, patient did not wish or was not able to name a surrogate decision maker or provide an advance care plan
	1124F
	

	
	
	Advance care plan or similar legal document present in the medical record
	1157F
	

	
	
	Advance care planning discussion documented in the medical record
	1158F
	


*Maternity coding note: Changes to prenatal and postpartum codes and billing guidance are expected for services effective January 1, 2027. The MN Department of Human Services (MDH) encourages providers to start billing per encounter for newly pregnant people as of June 1, 2026. If billing prenatal care per encounter, include the appropriate E/M code with TH modifier and an ICD-10 diagnosis code indicating pregnancy when applicable. MDH suggests the following timeline for providers who are unable to transition to billing per encounter for patients with 2027 due dates: 
May 15–July 14: 59246 + TH. Include pregnancy ICD-10 coding for quality capture when applicable.
July 15–August 31: 59425 + TH. Include pregnancy ICD-10 coding for quality capture when applicable.
September 1–December 31: bill per encounter with appropriate E/M + TH. Include pregnancy ICD-10 coding for quality capture when applicable.

