
t’s a rare occasion when a
drug comes along that can
both improve a neurolo-
gist’s ability to care for pa-
tients and also boost the

practice’s bottom line at the same
time. But ever since it first received

FDA approval in 1989, Botox (botu-
linum toxin A) has been doing just that,

offering neurologists a chance to effectively
restore mobility to cervical dystonia patients,

prevent intractable migraines, and treat facial
nerve disorders, spasmodic dysphonia, hyperhidro-

sis, lower back pain and stroke-related spasticity. Some
neurologists have even explored the lucrative area of cos-

metic enhancement that’s more commonly associated with
dermatology and plastic surgery but well within the purview

of neurology practice.
Despite this panoply of clinical applications, only a few uses

are FDA approved and, hence, easily reimbursed by third-party
insurers. For those applications lacking the FDA imprimatur, neurol-

ogists must either submit copious documentation to the patient’s insur-
er to justify the procedure in hopes of receiving reimbursement or, more

often than not, ask the patient to foot the bill.
Giving injections for off-label purposes can be profitable, but presents the

challenge of determining how much to charge in these cases. With third-party
reimbursement off the table, what’s a price that’s fair to both your patient and your
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practice? A vial of the toxin is not cheap (as of January 1st, a
container of 100 units costs $466) so you cannot charge too
much for the treatment without pricing it out of reach of many
interested patients. On the other hand, if you do not charge
enough, it may not be worth the time or expense, particularly
if you only perform a handful of Botox procedures.   

There are no set pricing guidelines for using Botox outside
of a reimbursement contract signed with a managed care pro-
vider. Rather, prices are determined by market forces—some-
thing alien to neurologists but quite common among your col-
leagues in dermatology, who’ve been performing off-label
Botox cosmetic procedures for years. Still, business-savvy neu-
rologists have found methods that work well for them. In this
article, we’ll look at how three Botox experts set their prices for
procedures so they are fair for patients and still profitable. We’ll
also look at how you can get the reimbursements you are enti-
tled to from insurance carriers, even when using the drug for
off-label purposes. 

FDA—and HMO—Approved
Like any other treatment, getting reimbursed for an FDA-ap-
proved therapy is largely a matter of taking Medicare’s rate or
whatever the contract with the managed care provider states.
Perhaps the most significant decision here is determining
which procedures you choose to offer at your practice.
Cosmetic enhancement will be the most attractive from a pure-
ly financial standpoint but if you’re like most neurologists,
you’ll likely find that cosmetic procedures will make up a small
part of your work, primarily as an “add-on” procedure for those
patients already coming to you for migraine prevention via
Botox. 

Bruce Richards, MD, of Gainesville, FL, has been offering
Botox procedures from his private practice for more than 12
years. In that time he has gone from administering injections
one half-day a month to one full day a week due to his grow-
ing business. Although most of his work is focused in cervical
dystonia, spasticity, hemifacial paralysis and the other move-
ment disorders Botox is approved for, he does some cosmetic
work on the side. “I’d say cosmetics makes up seven percent of
my practice volume,” he says. 

For the most part, Dr. Richards says there are no issues here
when it comes to setting prices for the medical (as opposed to

the cosmetic) procedures. “By and large, most of my work is
covered through Medicare or Blue Cross or PPOs, and those
usually have a predetermined rate,” he says. 

Stephen Gulevich, MD, a private practitioner in Littleton,
CO, says he started using the codes from the “McGraw-Hill
book” six years ago. “I’ve adjusted my prices upwards since then
due to the expense,” he says. 

Dr. Gulevich said he used to do cosmetic procedures, but
stopped two years ago when he realized he did not have enough
patients to effectively use all his inventory prior to spoilage. “If
you don’t have the right number of patients you have to throw
the extra Botox away at the end of the day,” he says, also not-
ing that he found working with the referral network for cos-
metic neurology too difficult to be effective. And, of course,
cosmetic patients are an entirely different animal, highly
demanding and not inclined to be happy with less than a 100
percent perfect result. This, too, is alien to neurologists, whose
other patients learn to be satisfied with modest or moderate
improvement when receiving treatment for medical conditions
rather than aesthetic enhancement. Instead of catering to these
demanding patients, Dr. Gulevich he tends to use Botox for its
approved indications as well as for intractable migraine, an area
he has found remarkable clinical success with.  

Still, with experience, it becomes possible to successfully
offer a mix of both medical and aesthetic treatments. Atlanta-
based neurologist and researcher Matthews W. Gwynn, MD
has been using Botox for more than a decade to treat spastici-
ty, wrinkles and glabellar furrows. “Nowadays most of my rates
for the medical indications are dictated by managed care,” he
says. “Initially I was able to charge a certain amount per mus-
cle injected, which I capped at three.”

Although he has taken advantage of Botox’s most recent
approval, Dr. Gwynn says he has seen only a few patients for
hyperhidrosis so far. In clinical applications, though, he says it
has proven useful for patients who have sweaty palms and feet
when injected in very small amounts. He also says he does not
use Botox for laryngeal injections. That’s something best left to
a specialist and not appropriate to dabble in.

Getting Reimbursed
The potential payment for Botox procedures is certainly attrac-
tive, but actually getting insurance coverage can be a bureau-

The neurotoxin gives neurologists a rare opportunity to 
perform profitable procedures. It offers pricing freedom in

many situations but requires careful planning.
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cratic nightmare, even for medical indications. Botox, though,
has another promising feature here that typically is unavailable
for other procedures: its manufacturer, Allergan, has a web site
and a hotline set up to facilitate the process and help you
process any claims that may be denied or underpaid (see side-
bar).  “Overall, we have a very comprehensive reimbursement
system,” says Caroline Van Hove, senior manager of corporate
communications at Allergan. 

Ms. Van Hove says that in addition to the reimbursement
umbrella program offered to physicians, Allergan also offers a
variety of options for patients who may be uninsured or unable
to afford the treatment. The company’s assistance program
helps those in need find public assistance and temporary cov-
erage in addition to hosting a voluntary HIPAA-compliant
patient connection program for support and information. 

Under Allergan’s rules, if a physician finds a claim denied or
underpaid after getting prior authorization, he or she can sub-
mit it to Allergan and the company will attempt to get it
processed. Dr. Richards speaks highly of this service, and rec-
ommends that neurologists who have only recently started
using Botox rely on the service to clear up any problems they
have. “Allergan will go to bat for you if it’s pre-approved and
then denied,” he says. “They really do offer a good service to
optimize the billing.” 

These days, as a veteran of several reimbursement battles,
Dr. Richards says he has little need for the program. His prac-
tice now orders more Botox than any of his colleagues in the
region. “I do a pretty good volume,” he says, “I guess because
of that, we’ve got our billing sorted out and the reimbursers
recognize our practice.” 

When submitting a claim to Medicare, Dr. Richards recom-
mends recording and documenting the medical necessity of the
procedure as protection from an audit. When possible, he
advises having another physician confirm the medical need or
providing your own consult for the procedure. 

Dr. Gwynn also says he experiences little trouble getting
reimbursed now that his staff has had years of experience filing
the claims. To make sure the procedure goes through, especial-
ly when using Botox for something it is not FDA approved for,
he says he always gets pre-authorization and has first-time
patients sign a waiver saying he will submit the claim for reim-
bursement, but if that fails the patient will cover the cost.
“Insurance has only balked once or twice, so it’s rarely a prob-
lem,” Dr. Gywnn says, adding he hasn’t had to charge many
patients yet. 

When it comes to getting reimbursement for off-label uses,
Dr. Gulevich says “Some insurers will allow it if you have a
good skill for writing letters of medical necessity.” For example,

Individual units of Botox are reimbursable by J Code J0585. Here are the existing CPT codes for Botox’s FDA-approved uses:

60640: Destruction by neurolytic agent (chemodenervation of muscle endplate), other peripheral nerve or branch

64612: Chemodenervation of muscle(s). muscles enervated by facial nerve

64613: Cervical spinal muscles 

64614: Extremity(s) and/or trunk muscle(s)

The EMG for Botox codes include 95860, 95861, 95867, 95868, 95869, 95870. The EMG needle may be reimbursable by some
payers with the CPT code 99070 or HCPCS code A4215. For more information, go to www.botox.com/site/professionals/home.asp
or call the Botox Advantage Reimbursement Hotline at 800-530-6680.

The CPT codes for hyperhidrosis should be available in 2006. Until then, here are the ICD-9 codes:

705.21 Primary hyperhidrosis

705.22 Focal hyperhidrosis 

While Botox is FDA approved for this indication, prior authorization is almost always required even when topical agents have failed
to treat the condition. For more information on using Botox here, go to www.sweathelp.org/treatment/insurance.asp.

Codes for Botox Procedures



when seeking approval
for a migraine injec-
tion, he usually docu-
ments how it was more
cost-effective to offer a
Botox session than an
emergency room visit.
Translating medical
decisions into dollars-
and-cents terms is
essential if you hope to
make any headway
with insurers.

If all else fails, Dr.
Gulevich says he can
usually get reimburse-
ment for the injection
and the EMG proce-
dure, although he
notes there is little
point in giving a scalp
EMG to a migraine patient. He also says it’s important for your
staffers to be sure they’re not entering the codes for Myobloc
(botulinum toxin B) when billing for cervical dystonia proce-
dures in the Medicare population, as he warns these codes are
very similar to the ones for Botox. 

Setting Your Own Price
Allergan itself has no set prices for its treatment outside of what
is dictated by payers, so you have a considerable amount of
freedom when it comes to setting your price for cosmetic or
off-label procedures, but it’s important to pick a number high
enough for you to make a profit on it without keeping it out
of your patients’ reach. Dr. Gwynn says his costs for elective
and off-label treatments vary from  $500 to $900, depending
on the amount used.

When it comes to setting the price for migraine/cosmetic
procedures, Dr. Richards says, “it is a cross between what the
market will bear and the cost of the treatment.” For a standard
migraine injection, he usually charges around $500 for each
procedure, enough to cover the cost of each vial of Botox with
a small extra profit for himself. For cosmetic work he charges
$10 for each unit injected. Although there are some dermatol-
ogists in his area, he says they are not formidable competition
for him. “There’s not a lot of volume of cosmetic procedures
being done by anybody,” he says.

Other neurologists charge more. Dr. Gulevich says he char-
ges $340 plus the cost of the vial when treating migraine
patients or doing other elective procedures. Jamie Koufman,
director of the Voice Center at Wake Forest University, says he

typically charges $650 for laryngeal injections, largely to cover
the diagnostic methods associated with this sort of treatment.
Also set a policy about whether or not any follow-up visits and
additional injections are included in the base price, and be sure
to discuss this possibility with patients up front. Otherwise,
patients with suboptimal results will feel you’ve built in “hid-
den fees” that they were not initially aware of.

Late Start on a Promising Future
Although a number of neurologists have already started using
Botox, particularly for its most traditional indications, there are
still some in the field reluctant to integrate it into their prac-
tice. Dr. Gulevich says the procedure itself is remarkably easy.
“If you can do an EMG, you can do Botox,” he says. “If you
can’t do an EMG, learn.”

Dr. Richards he says he presents Botox to interested practi-
tioners as a very elegant treatment that can provide relief for
lots of problems. It also gives neurologists the chance to step
outside of their standard diagnostic role and start offering a
treatment that tends to be more effective than other options.
“The patients who get relief from Botox get relief not available
anywhere else,” he says.

Researchers are working on yet more applications for Botox,
including treating the non-motor symptoms of Parkinson’s
such as sialorrhea, and if the studies prove favorable it could
earn an indication in the next few years. As the science pro-
gresses, this versatile option will likely become an increasingly
larger part of a neurologist’s practice, both as a treatment and
as a revenue source. PN

According to the Botox Reimbursement Center at botox.com, these are the most
common reasons claims are denied:

• Incomplete or missing information.

• Incorrect or inappropriate use of an ICD-9 diagnosis and/or CPT 
procedure code.

• Incorrect or inappropriate use of modifiers.

• Failure to observe the payer's exact requirements for coverage.

• Failure to correctly specify the amount of drug used.

• Inclusion of codes for both an evaluation and management (E&M)
service and an injection procedure on the same date of service, as well
as the J code for the drug.

If a claim is underpaid, the payer usually “down-coded” the
paperwork because some of the guidelines were not followed.  

Avoid These Common Coding Mistakes 
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