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 DRUG POLICY 
 

Glucose Test Strips 
NOTICE 

 
This policy contains information which is clinical in nature. The policy is not medical advice. The information 
in this policy is used by Wellmark to make determinations whether medical treatment is covered under the 
terms of a Wellmark member's health benefit plan. Physicians and other health care providers are 
responsible for medical advice and treatment. If you have specific health care needs, you should consult 
an appropriate health care professional. If you would like to request an accessible version of this document, 
please contact customer service at 800-524-9242. 
 

BENEFIT APPLICATION 
 
Benefit determinations are based on the applicable contract language in effect at the time the services were 
rendered. Exclusions, limitations or exceptions may apply. Benefits may vary based on contract, and 
individual member benefits must be verified. Wellmark determines medical necessity only if the benefit 
exists and no contract exclusions are applicable. This policy may not apply to FEP. Benefits are determined 
by the Federal Employee Program. 
 

DESCRIPTION 
 
The intent of the Glucose Test Strips prior authorization (PA) policy is to ensure that patients follow selection 
elements noted in labeling and/or practice guidelines in order to decrease the potential for inappropriate 
utilization. The health plan’s preferred glucose test strips are True Metrix and Accu-Chek. Requests for 
non-preferred glucose test strips may be approved when a patient utilizes an insulin pump or continuous 
glucose monitor that requires a specific blood glucose testing meter for communication between devices or 
if the patient has a visual impairment or another mental or physical disability that requires the use of a non-
preferred meter and glucose test strip. Requests for additional quantities (up to 10 per day) of glucose test 
strips and lancets may be approved only when the patient’s medical condition justifies more frequent 
testing.   

POLICY 
 
Criteria for Initial Approval 

I. Non-preferred glucose test strips may be considered medically necessary when at least ONE of 
the following criteria is met: 
• The patient is using an insulin pump that requires a specific non-preferred meter and glucose 

test strip (Contour test strips if used with a MiniMed insulin pump or Omnipod Dash insulin 
pump) 

• The patient has a visual impairment or another mental or physical disability that requires the 
use of a non-preferred meter and glucose test strip 
 

 
Approval will be for 12 months 
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Non-preferred glucose test strips are considered not medically necessary for patients who do not 
meet the criteria set forth above. 
 

II. Additional quantities of glucose test strips and lancets may be considered medically necessary 
when ALL of the following criteria are met: 
• The patient’s medical condition requires more frequent testing due to at least ONE of the 

following: 
o Patient is newly diagnosed (in the last 6 months) with type 1 diabetes 
o Patient has a diagnosis of gestational diabetes 
o Patient is less than 18 years of age with type 1 diabetes  
o Patient is on an insulin pump 
o Patient is on a high intensive insulin regimen with documentation of need to routinely test 

more than 4-5 times per day 
o Patient has been diagnosed with an impaired awareness of hypoglycemia or is taking a 

medication that may mask the symptoms of hypoglycemia 
• The need for and frequency of self-monitoring of blood glucose must be reevaluated at each 

routine visit to avoid overuse 
 

Approval will be for 12 months for quantities up to 300 per 30 days. Requests for quantities above 
300 per 30 days is considered not medically necessary. 

 
Quantity Limits Apply:  
150 test strips per 30 days. 150 lancets per 30 days. Quantities up to 300 per 30 days are allowed when 
post-limit PA criteria for approval is met 
 

PROCEDURES AND BILLING CODES 
 
To report provider services, use appropriate CPT* codes, Alpha Numeric (HCPCS level 2) codes, 
Revenue codes, and/or ICD-CM diagnostic codes. 

• Code(s), if applicable 
 
REFERENCES 

 
• Standards of Medical Care in Diabetes-2020: American Diabetes Association (ADA). Diabetes Care 

January 2020;43(Supplement1). 
• Manderson JG, Patterson CC, Hadden DR,Traub AI, Ennis C, McCance DR. Preprandial versus 

postprandial blood glucose monitoring in type 1 diabetic pregnancy: a randomized controlled clinical 
trial. Am J Obstet Gynecol 2003; 189:507–512. 

• Committee on Practice Bulletins–Obstetrics. Practice Bulletin No. 137: gestational diabetes mellitus. 
Obstet Gynecol 2013;122:406–416 

• Blumer I, et al. Diabetes and Pregnancy: An Endocrine Society Clinical Practice Guideline. J Clin 
Endocrinol Metab 2013;98(11):4227-49. 

• Gomes TG, et al. Association of a Blood Glucose Test Strip Quantity-Limit Policy with Patient 
Outcomes. JAMA Intern Med. Published online November 07, 2016. 
doi:10.1001/jamainternmed.2016.6851. 

• Miller KM, et al. Evidence of a Strong Association Between Frequency of Self-Monitoring of Blood 
Glucose and Hemoglobin A1c Levels in T1D Exchange Clinic Registry Participants. Diabetes Care 
36;2013:2009-14. 

• Ziegler R, et al. Frequency of SMBG correlates with HbA1c anc acute complications in children and 
adolescents with type 1 diabetes. Pediatric Diabetes; 2011 (12):11-17. 



Wellmark Blue Cross and Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association.  3 
© 2026 Wellmark, Inc. 

• Zhu H, Zhu Y, Siu-wai L. Is self-monitoring of blood glucose effective in improving glycaemic control 
in type 2 diabetes without insulin treatment: a meta-analysis of randomized controlled trials.BMJ 
Open 2016;6:e010524. 

• Malanda UL, et al. Self-monitoring of blood glucose in patients with type 2 diabetes mellitus who are 
not using insulin (review). Cochrane Database Syst Rev. 2012;1:Art CD005060. DOI: 
10.1002/14651858. 
 

POLICY HISTORY 
 
Policy #:  05.01.95 
Policy Creation: March 2016 
Reviewed: January 2026 
Revised: September 2025 
Current Effective Date: January 1, 2026 
 


