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Strategies for Coding, Billing and Getting Paid Appropriately�

	 INTRODUCTION

The California Academy of Family Physicians has produced the second edition of this valuable 	
monograph to assist family physicians with an essential component of your day-to-day existence: coding 
and billing for the services you provide. Coding appropriately and accurately is essential regardless of 
practice setting or size. We hope you will find this to be a useful overview and an updated set of guide-
lines for use in your practice. 

Over the years, physicians have learned that coding and billing are inextricably entwined processes. 
Coding provides the common language through which the physician can communicate – or bill – his or 
her services to third-party payers, including managed care organizations, the federal Medicare program, 
and state Medicaid programs. Getting paid appropriately for services the family physician provides 
involves more than just coding the service and billing the third-party payer. There are aspects of reim-
bursement management that occur before the coding is even done and aspects that occur long after the 
claim has been submitted.

	 HOW TO USE THIS GUIDE

It is extremely important that everyone in a physician’s office understands that they play a part in effec-
tive reimbursement management for the practice. In this guide, we will discuss the steps that should 
occur throughout the process and how to make sure everything is reported accurately.

This monograph is intended to be a guide for family physicians to illustrate the many benefits of the 
practice working as a team to optimize reimbursement by coding and billing correctly, and to recover 
any “lost” (previously un-billed) dollars.

The entire practice staff should review the chapters entitled “Tools of the Trade” and “The Reimburse-
ment Team”. Everyone should understand the role that he/she plays with reimbursement and how each 
member of the team must communicate and work with the other members of the team. Clinical staff 
and physicians play an essential role in ensuring that all services are documented, and then coded. 
They should be encouraged to review this monograph as well, paying particular attention to Chapter 6 
– “Don’t Forget to Bill for These Services”. The billing staff should use this monograph as a resource for 
training as well as a compliance check. For up-to-date listings of continuing medical education, including 
coding and billing education, go to www.familydocs.org. 
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	 DISCLAIMER

The material in this manual was written by a practice management consultant and published by the 
California Academy of Family Physicians. Any advice or information contained in this guide should not be 
construed as legal advice. When a legal question arises, consult your attorney for appropriate advice. The 
information presented in this guide is extracted from official government and industry sources. We make 
every attempt to assure that information is accurate; however, no warranty or guarantee is given that this 
information is error-free and neither the author nor CAFP accept responsibility or liability should an error 
occur. Current Procedure Terminology (CPT) codes used in this guide are excerpts from the current edi-
tion of the CPT book and are intended for instructional purposes only. They are not meant to substitute 
for up-to-date copies of the CPT that medical practices should keep on hand. CPT is copyrighted property 
of the American Medical Association.

	 ABOUT THE AUTHOR

Mary Jean Sage, CMA-AC has extensive experience in the health care field that spans more than 20 years. 
She is recognized nationally for her expertise in coding, billing and health care compliance. Her unique 
blend of administrative and clinical skills has earned her a reputation as an expert in managed care 
operations and reimbursement management. She was instrumental in developing the Certified Medical 
Billing Associate program, which credentials medical billers and served as the initial Certification Director 
for the program. She currently serves as an advisor to a number of billing and coding publications, and is 
a regular contributor to CAFP’s monthly Practice Management News column.

	

Copyright © 2008 California Academy of Family Physicians. All rights reserved.
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	 Basic Tools for the Business of Medicine

As a family physician, you have many options for completing the billing process in your 
practice. Many practices have transitioned from a basic practice management system 
that tracks accounts receivable and generates third-party claims to an electronic health 
record (EHR) that integrates the patient’s medical record and financial record to allow 
claims generation. Most EHRs will also produce practice productivity and accounts 
receivable reports to manage the financial health of your practice. While EHRs are often 
a major expense, they can provide some relief from other practice expenses such as 
additional staff (billing and transcription), paper product inventory (forms), storage 
space, and time (both physician and staff).  

Regardless of the type of billing system you are using or whether you are doing your 	
billing in-house or using a service bureau or billing company, you need to make sure 
that your practice has the required tools for coding and payment.  These include:

• 	 A thorough understanding of billing processes and terminology

• 	 Good forms, documents and templates

• 	 Current reference materials

• 	 Written policies and procedures that explicitly address billing issues

• 	 CPT and HCPCS procedure coding expertise

• 	 ICD-9-CM  diagnosis coding expertise

• 	 A fee schedule based on relative values

• 	 A well-designed patient information form to track patient	 demographics

• 	 A well-designed form or system for capturing charges

• 	 A thorough understanding of the insurance claims process

• 	 A thorough understanding of the practice’s third-party payer contracts

A directory of resources is available in Appendix A.
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	 Basic Steps of Medical Billing

Payment management starts the moment of first patient contact and ends only when the account 
balance is zero.  In between there is a series of important steps, each of which is critical for accurate 
billing and proper payment.  In order to maximize payment, you must be in control of each step of the 
process.  These steps include:

  1.	 Initial patient contact (by telephone or in-person, when the patient’s insurance	
	 	 		 status must be obtained)

  2.	 Patient registration completed or updated

  3.	 Copayment collected (if applicable)

  4.	 Charge document initiated (or EHR encounter initiated)

  5.	 Services documented by the provider

  6.	 Encounter form/document reviewed; payment collected

  7.	 Billing system updated

  8.	 Insurance claim prepared

  9.	 Document filed for review and follow-up

10.	 Payment received from insurance carrier

11.	 Inquiry letter received from insurance carrier

12.	 Denial received from insurance carrier

13.	 Patient billed

14.	 Patient pays the bill

15.	 Review accounts receivable

16.	 Collection efforts

17.	 Account closed
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	 Cultivating the Payment Team

As a physician and a business person, you must remember this maxim – your entire 
practice is the 	
billing department.  Billing for the services you provide is not just a job for the billing 
department.  Every staff member plays a role in determining how well or how poorly 
your payment management process works.  There are responsibilities that go along with 
each of these roles.  The schematic below illustrates the various positions in a medical 
practice and how they all must work together to ensure efficient, effective payment 
management.  Let’s discuss some of these positions and what role they play on your 
Payment Team.

SCHEDULER

↓

RECEPTIONIST

↓

CLINICAL STAFF

↓

PHYSICIAN (and Extenders)

↓

CASHIER

↓

INSURANCE BILLER

↓

COLLECTOR

Cha
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	 Scheduler

The Practice Appointment Scheduler is often the point of first contact for the patient and practice.  This is 
the person who makes those first decisions regarding office collections.  He/she sets patient expectations 
and conveys practice expectations as they communicate vital information about your practice and its 
billing operations and financial policies.  

The information that they collect from and give to your patients often has a direct bearing on how 
successful the practice will be in collecting for services.   Here are some questions you should review and 
monitor:

• 	 Can we see this patient? Are we a “Participating Provider” for the patient’s health plan?	
	 	 		 It is crucial that the appointment schedulers know the health insurance plans with which the	
	 	 		 practice contracts.

• 	 Is pre-authorization required for the service?  Does the scheduler know which of the services	
	 	 		 generally require pre-authorization from a third-party carrier?  If pre-authorization is required,	
	 	 		  whose responsibility is it to get that pre-authorization?

• 	 Is the patient eligible for coverage (i.e., wellness services or preventive care)?  Again, who will	
	 	 		  take responsibility for securing this eligibility information?

• 	 Have you given financial responsibility information?  Does the patient know what he/she will	
	 	 		 be expected to pay at the time of service?

• 	 Will you mail a new patient information package or direct them to your practice’s Web site?

	 Receptionist

You depend on the receptionist to gather complete, up-to-date demographic and insurance information 
- the grist for claims. 

• 	 Do you regularly verify patient information sheets?  Responsibility should be at least annually	
	 	 		 and more often if there are changes in such things as telephone numbers, emergency	
	 	 		 contacts and health insurance coverage changes. 

• 	 Receptionists should be a check point for information previously conveyed or gathered by the	
	 	 		 scheduler.  For example: 	

	 		 —	 Has eligibility for services been checked/verified?

			 —	 Has a preauthorization been received and recorded?

• 	 Have you asked for the patient’s copay?  

	 Clinical Staff

Clinical staff have responsibilities for billing and collecting, too. They must know which insurance plans 
with which you contract and the following things about those contracts:
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• 	 The ancillary services your practice can provide?

• 	 If you don’t perform lab/x-ray/PT, towhere can you refer patients (i.e., who has what contract)?

• 	 If you can provide medical and surgical services on the same day for this plan (and get paid).  

• 	 They must mark the service they provided “incident to” a physician’s service on the charge 	
	 	 		 document (i.e., injections and immunizations, diagnostic procedures such as EKG or Spirometry)? 

Physician (and Non-Physician Providers)

Since you provide services, you also have some responsibilities to help the billing department operate 
more smoothly. Ask yourself the following questions:

• 	 Do you code your own services and code correctly? Do you have a system in place to periodically	 	
	 	 		 assess how accurately you are coding and to track common mistakes?

• 	 Do you understand the significance of assigning appropriate diagnosis codes to support the 	
	 	 		 medical necessity of the services provided?

• 	 Do you know what services might be bundled and/or not paid separately?

• 	 Do you know which of your services may be denied for medical necessity because of diagnosis or	
	 	 		 frequency of service?  Do you inform patients and secure their consent for these services by having 	
	 	 		 an advanced notice of consent and acceptance of financial responsibility signed before you provide 	
	 	 		 the service?

Cashier

This is often the last stop for the patient before leaving the office. Don’t miss the opportunity to	
make one last check for accuracy on a number of things:

		  • 	 Have you collected the right co-pay/co-insurance?

		  • 	 Have you collected for non-covered services if appropriate?

	 	 • 	 Now is the time to check with the provider if the form is not complete. Have you checked the	
	 superbill/encounter form for completeness? Did you verify that the patient had all the services	
	 marked on the form, did the patient have any services not marked, and is there a diagnosis 	
	 available for each service? 

	 	 • 	 One last chance - have you verified the patient’s insurance company is current and correct?

Practices differ when it comes to whose responsibility it is when it comes to entering charges. Some 
assign this job to a front office cashier (e.g., the check-out clerk), while others batch encounter forms for 
the business or billing office to process. No matter who the responsibility falls upon, there should be a 
check and balance system in place to verify all charges are captured for all patients. 

Insurance Biller

Tasks and responsibilities for this position vary. Remember, the claim generation process starts when 
the charges are posted for a service. However, claims must be reviewed for accuracy and completeness 
before they are actually generated or sent out. 
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Does the person in this position know:

			   • 	 ALL the plans for which your practice is a provider?

			   • 	 What is considered a “clean claim”?

			   • 	 How to appeal for additional payment of denied or underpaid claims?

	 	 Further:		
			   • 	 To mail or transmit insurance claims at least once a week?

			   • 	 How you handle the day-to-day correspondence from health plans?

Collector

Sometimes the collector position and the insurance biller are one in the same; other times these 
duties are separated among several people. No matter the organization of your billing department, 
someone must be responsible for follow-up after claims generation so that each patient’s account 
has a zero balance. This position must:	

			   • 	 Know how to comply with the rules and regulations of each contracted plan and how to read	
	 	 		 the remittance advice or explanation of benefits from each.

			   • 	 Know what the expected payment is for each of your services from each health plan.

			   • 	 Know how to determine what is billable to the patient or another third-party and what needs	
	 	 		 to be written off for contractual adjustments.

This position should also have the responsibility for:

			   • 	 Checking and monitoring your explanation of benefits. You may be losing money due to	
	 	 		 inaccurate payment processing.	

			   • 	 Improving basic accounts receivable (A/R) management:

	 	 	 		 —	 Track percentage of A/R over 90 days

	 	 	 		 —	 Monitor percentage of charges written off to bad debt

	 	 	 		 —	 Calculate days in A/R

	 	 	 		 —	 Implement critical financial management for diverse payer mix of managed care contracts

			   • 	 Using your management information system for payment and financial analyses:

	 	 	 		 —	 Reasons for payment denial by major carriers

	 	 	 		 —	 Collection rates by individual payer

	 	 	 		 —	 Payment timing trends

	 	 	 		 —	 Contractual allowances and bad debt levels

	 	 	 		 —	 A/R aging by third-party payers

	 	 	 		 —	 Reimbursement by procedure to determine cost-effectiveness
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Something for All 

The number of staff members you actually have in your billing department will vary depending on the size 
of your practice. However, as you can see there are many aspects contributing to effective payment manage-
ment that occur outside the billing department.  It is important that you build a payment team that not only 
shares work but shares information as well. 

For example, A/R staff need to communicate with front office staff and charge entry staff about what they see 
on the payment denials and requests for further information that flow through the billing office. A regularly 
scheduled meeting to discuss A/R and insurance payment issues will encourage this form of communication. 
Cross-training among staff members is also smart. 

Put Your Billing Policies and Procedures on Paper

Most dysfunctional offices don’t have a manual of billing policies and procedures. Instead, staff depends on 
word-of-mouth to explain how things are done. This allows the bad habits of others to get passed on to new 
employees. Additionally, many routine processes may not be standardized (i.e., work a rejected claim). It also 
fosters individual standards and timelines for getting things accomplished or resolved. For example, if the 
standard for entering charges is “as soon as possible” this could mean two weeks in a poorly run operation, 
while most experts will agree that no more than 24 hours go by before a charge is entered. If you don’t already 
have a billing manual, you may think you don’t have the time to create one. While family medicine practices 
can be hectic, you and your staff’s time – and your practice’s finances - will not be optimized without one. 

You can begin to develop a manual by reducing to paper the steps required to get a claim out the door and 
paid. Follow the process displayed in the Payment Team schematic at the beginning of this chapter and ask 
yourself what happens from the time the patient makes an appointment until the service is provided and the 
patient’s account is brought to a zero balance. 

You can also purchase model policies and procedures from the Medical Group Management Association 
(www.mgma.org) and the American Medical Association (www.ama-assn.org). The models are a good starting 
point, but you should customize the policies for your practice.

If you need assistance in developing a billing policies and procedures manual, consider utilizing the services 
of a medical business or practice management consultant. You can access the names of vetted consultants in 
your area by visiting www.familydocs.org/practice-resources.php or access the FP Assist Program (a clearing-
house of management consultants) at www.aafp.org/fpassist.

In-House vs. Outsourced Billing

If you outsource your billing, expect to pay between nine and 12 percent of your collections. It is critical to 
monitor your billing operations and monitor associated costs accordingly. The pros and cons of in-house 
versus outsourced billing should also be considered.  While in-house billing gives you better control of your 
collection operations, it requires dedicated space for activities that do not generate income.  For an in-depth 
discussion on this subject, see the March 1999 issue of Family Practice Management available at www.aafp.
org/fpm/990300fm/37.html. For a discussion on how to evaluate a billing company, access the September 
2005 edition of CAFP’s Practice Management News (PM News) at www.familydocs.org.  For tips on evaluating 
your in-house billing department, access the July 2005 PM News at www.familydocs.org. 
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	 Medical Record Documentation and Coding and Billing

Medical record documentation is required to record pertinent facts, findings and observations about an 
individual’s health history including past and present illnesses, examinations, tests, treatments, and outcomes. 
The medical record chronologically documents patient care and is an important element contributing to high 
quality care.  The medical record facilitates:

	 1.	 The ability of the physician and other health care professionals to evaluate and plan the patient’s	
	 	  immediate treatment, and to monitor his/her health care over time

	 2.	 Communication and continuity of care among physicians and other health care professionals	
	 	 involved in the patient’s care

	 3.	 Accurate and timely claims review and payment

	 4.	 Appropriate utilization review and quality of care evaluation

	 5.	 Data collection that may be useful for research and education

An appropriately documented medical record can reduce many of the “hassles” associated with claims 
processing and may serve as a legal document to verify the care provided, if necessary.

	 What do Payers Want and Why?

1.	 The site of service.

2.	 The medical necessity and appropriateness of the diagnostic and/or therapeutic service provided.

3.	 Information that the services provided have been accurately reported.

	 General Principle of Medical Record Documentation

	 1.	 The medical record should be complete and legible.

	 2.	 The documentation of each patient encounter should include:

	 a.	 reason for encounter and relevant history, physical examination, findings and prior	
	 		 diagnostic test results

	 b.	 assessment, clinical impression of diagnosis

	 c.	 plan for care

	 d.	 date and legible identity of the observer

	 3.	 If not documented, the rationale for ordering diagnostic and other ancillary services should be 	
	 	 easily inferred.

	 4.	 Past and present diagnoses should be accessible to the treating and/or consulting physician.

	 5.	 Appropriate health risk factors should be identified.

	 6.	 The patient’s progress, response to and changes in treatment, and revision of diagnosis should 	
	 	 be documented.

	 7.	 The CPT and ICD-9-CM codes reported on the health insurance claim form or billing statement 	
	 	 should be supported by the documentation in the medical record.
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	 Documenting Evaluation and Management (E/M) Services

Your documentation should be thorough in describing the encounter’s medical elements. By following the 
E/M component listing, an effective documentation outline can be developed. The key components of level 	
of service selection are:

• 	 History:  The patient’s history should be documented as personally taken or reviewed. 	
	 Past, Family and Social History must be noted for detailed and comprehensive levels of service. 	
	 Physicians may note that the details were reviewed and considered non-contributory.

	 	 	 Chief Complaint:  A concise statement describing the symptom, problem, condition, diagnosis or 	
	 	 other factor that is the reason for the encounter, usually stated in the patient’s words.

	 	 	 History of Present Illness:  A chronological description of the development of the patient’s present	
	 	  illness from the first sign and/or symptoms to the present. This includes a description of location, 	
	 	 quality, severity, timing, duration, context, modifying factors and associated signs and symptoms	
	 	  significantly related to the presenting problem(s).

	 	 	 	Location – Where is the problem located?	

				   Duration – How long have the symptoms been present?

	 	 	 	Severity – How bad is the problem, pain, symptoms (i.e., on a scale  of 1-10, how bad is the pain 	
	 	 	if 1 is minimal and 10 is extreme)?

				   Quality – Description of the problem in terms such as sharp, throbbing, persistent, dull, etc.

	 	 	 	Context – What were the circumstances that surrounded the start of the problem?

	 	 	 	Timing – When does the problem occur (e.g., only at night)?

				   Modifying Factors – Does anything make the problem better or worse (i.e., when I turn on my side, 	
	 	 	it doesn’t hurt as much?)

				   Associated Signs & Symptoms - Are there any other problems or symptoms associated with 	
	 	 	this problem?	

	 Review of System (ROS):  An inventory of body systems obtained through a series of questions 	
	 seeking to identify signs and/or symptoms which the patient may be experiencing or has 	
	 experienced. For CPT, the following elements of a system review have been identified:

	 	 	 	a)	 Constitutional symptoms (e.g., fever, weight loss, etc.)

	 	 	 	b)	 Eyes

	 	 	 	c)	 Ears, Nose, Mouth, Throat

	 	 	 	d)	 Cardiovascular

	 	 	 	e)	 Respiratory

	 	 	 	f )	 Gastrointestinal

	 	 	 	g)	 Genitourinary

	 	 	 	h)	 Musculoskeletal

	 	 	 	i)	 Integumentary (e.g., skin and/or breast)

	 	 	 	j)	 Neurological

	 	 	 	k)	 Psychiatric
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	 	 	 	l)	 Endocrine

	 	 	 	m)	 Hematologic/Lymphatic                      

	 	 	 	n)	 Allergic/Immunologic

	 	 	 Past History:  A review of the patient’s past experience with illnesses, injuries and treatments that 	
	 	 include significant information about:

	 	 	 	a) Prior major illnesses and injuries

	 	 	 	b) Prior operations

	 	 	 	c) Prior hospitalizations

	 	 	 	d) Current medications

	 	 	 	e) Allergies (e.g., drug, food)

	 	 	 	f ) Age appropriate immunization status

	 	 	 	g) Age appropriate feeding/dietary status

	 	 	 Family History: A review of medical events in the patient’s family that includes significant 	
	 	 information about:

	 	 	 	a) The health status or cause of death of parents, siblings and children

	 	 	 	b) Specific diseases related to problems identified in the Chief Complaint

	 	 	 	c) History of the Present Illness and/or System Review

	 	 	 	d) Diseases of family members which may be hereditary or place the patient at risk

	 	 	 Social History:  An age appropriate review of past and current activities that includes significant 	
	 	 information about:

	 	 	 	a) Marital status and/or living arrangements

	 	 	 	b) Current employment

	 	 	 	c) Occupational history

	 	 	 	d) Use of drugs, alcohol and tobacco

	 	 	 	e) Level of education

	 	 	 	f ) Sexual history

	 	 	 	g) Other relevant social factors

	 • 	 Examination:  Details of the physical exam should include complaints, symptoms considered, observations 	
	 and areas examined.

	 • 	 Medical Decision Making:  This critical component should clearly describe the complexity of the process 	
	 by detailing all diagnoses or presenting problems, elements of data reviewed, patient risk, and treatment 	
	 options. Data reviewed may be documented by listing laboratory values evaluated or date ranges for review 	
	 of past complication.
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	 Contributory Factors for selecting levels of service are:

	 • 	 Counseling: Counseling is a discussion with a patient and/or family concerning one or more of the	
	  following areas:

	 	 a)	 Diagnostic results, impressions and/or recommended diagnostic studies

	 	 b)	 Prognosis

	 	 c)	 Risks and benefits of management (treatment) options

	 	 d)	 Instructions for management (treatment) and/or follow-up

	 	 e)	 Importance of compliance with chosen management (treatment) option

	 	 f )	 Risk factor reduction

	 	 g)	 Patient and family education

	 • 	 Coordination of Care: Appropriate for the problems/needs of patient and family

	 • 	 Nature of Presenting Problem:	

		  Minimal - may not require the presence of a physician, but is provided under physician supervision

		  Self-limited or minor - a problem that runs a definite and prescribed course, is transient, not likely to 	
	 permanently alter health status or has a good prognosis

		  Low severity - risk of morbidity without treatment is low, little to no risk of mortality without treatment, 	
	 and full recovery without functional impairment is expected

		  Moderate severity - risk of morbidity without treatment is moderate, moderate risk of mortality without 	
	 treatment, uncertain prognosis or increased probability of prolonged functional impairment

		  High severity - risk of morbidity without treatment is high, moderate to high risk of mortality without 	
	 treatment or high probability of severe, prolonged functional impairment

	 • 	 Time = More Than 50% of the Service:  When counseling or coordination of care equals more than 50 	
	 percent of the physician/patient encounter, then time is one of the key factors in qualifying for a particular 	
	 level of service. The extent of counseling and/or coordination of care must be documented.

	 The Consequences of Abbreviated Documentation 

The Documentation Guidelines, as developed by the Centers for Medicare and Medicaid Services (CMS), 
declare that, when documented in the medical record, non-specific global statements such as “ROS non-
contributory” or “remainder of exam normal” are insufficient to document the performance of a significant 
amount of care. Because there is no specific medical content, such documentation is treated as if no signifi-
cant care has been performed. This position also reflects a quality-of-care perspective, because such general 
statements do not report any questions that were actually asked or any patient responses; physicians cannot 
use this imprecise information to make critical medical judgments. 

Medical records with abbreviated documentation result in significant downcoding when subjected to E/M 
coding audits. Per Documentation Guidelines and also per U.S. law, reviewers are required to interpret lack of 
documentation as non-performance of the care. 
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	 Documenting the Different Levels of Service (E/M)

The levels of E/M services are based on four types of history, four types of examination and four levels of com-
plexity of medical decision making. Medical record documentation supports these levels of history, exam and 
medical decision making that are then incorporated into selecting the appropriate overall level of E/M service. 

	 HISTORY

	 The levels of history are:

	 	 	 Problem Focused – chief complaint, brief history of present illness or problem.

			   Expanded Problem Focused – chief complaint, brief history of present illness, problem pertinent 	
	 	 system review.

			   Detailed – chief complaint, extended history of present illness, problem pertinent system review 	
	 	 extended to include a review of a limited number of additional systems, and pertinent past, family and 	
	 	 social history directly related to the patient’s problems.

				   Comprehensive – chief complaint, extended history of present illness, review of systems which is 	
	 	 directly related to the problems identified in the history of present illness plus a review of all additional 	
	 	 body systems, and complete past, family and social history.

	 Each type or level of history includes some or all of the following elements:

		  • 	 Chief Complaint (CC)

	 	 • 	 History of Present Illness (HPI)

		  • 	 Review of Systems (ROS)	 	 	

	 	 • 	 Past, Family and/or Social History (PFSH)

	 A chief complaint is indicated for all levels of service.

The extent of history of present illness, review of systems and past, family and/or social history that is obtained 
and documented is dependent upon clinical judgment and the nature of the presenting problem(s).

	 Documentation for history includes the following guidelines:

		  • 	 The CC, ROS, and PFSH may be listed as separate elements of history, or they may be included in the 	
	 	 description of the HPI.

	 	 • 	 A ROS and/or a PFSH obtained during an earlier encounter does not need to be re-recorded if there is 	
	 	 evidence that the physician reviewed and updated the previous information. The review and update 	
	 	 may be documented by:

	 	 	 —	 describing any new ROS and/or PFSH information, noting there has been no change in the 	
	 	 	 information; and,

	 	 	 —	 noting the date and location of the earlier ROS and/or PFSH

	 	 • 	 The ROS and/or PFSH may be recorded by ancillary staff or on a form completed by the patient (i.e., 	
	 	 health history form). To document that the physician reviewed the information, there must be a 	
	 	 notation supplementing or confirming the information recorded by others.

		  • 	 If the physician is unable to obtain a history from the patient or other source, the record should 	
	 	 describe the patient’s condition or other circumstance which precludes obtaining a history.



Documentation of Services

Strategies for Coding, Billing and Getting Paid Appropriately18

	 	 	 	 	 	 	 	      	 	  Expanded	
	 	 	 	 	 	 	 	         Problem 	  Problem  	
	 	 	 	 	 	 	 	         Focused    	  Focused          Detailed         Comp.

HPI (history of present illness) elements:

r Location   r Severity    r Timing    r Modifying factors

r Quality      r Duration  r Context  r Associated signs 	
                                                                                      and symptoms  

r 

Brief

(1-3)

r 

Brief

(1-3)

r 

Extended	
(4+ or 
status of 	
3+ chronic/
inactive 
conditions

r 

Extended	
(4+ or status 
of 3+ chronic/	
inactive 
conditions

ROS (review of systems):

r Constitutional      r Ears, nose            r GI     r Integumentary	
        (wt loss, etc)                mouth, throat    

r GU
           (skin, breast ) 

r Eyes     r Cardiovascular    r Musculo     r Endo      r Neuro 

                     r Allergy, immunologic                    r Hem/lymph           

                     r Respiratory          r Psych           r  “All others neg.”   

r 

None

r 

Pertinent 	
to Problem

(1 system)

r 

Extended

	

(2-9 
systems)

r 

Complete	
(10 or more 
systems 
or some 
systems with 
statement

“all other 
neg.”)

PFSH (past medical, family, social history) areas:

r Past history (the pt.’s experiences with illnesses, operations, 	
        injuries & treatments)

r Family history (a review of medical events in the patient’s family,  	
       including  diseases which may be hereditary or place the patient 	
       at risk)

r Social history (an age appropriate review of past and current 	
       activities)

r 

None

r 

None

r 

Pertinent	
(1 history 
area)

r 

Complete	
(2 or 3 history 
area)

Determine a level of history using the table above.  If a column has 3 elements marked, draw a line up that column 
to the top row and circle the type or level of history. If no column has all of the elements marked, find the circle(s) 
farthest to the left.  Draw a line up that column to the top row and circle the type or level of history.

EXAMINATION

The levels of examination are:

		  Problem Focused – a limited examination of the affected body area or organ system

		  Expanded Problem Focused – a limited examination of the affected body area or organ system and any 	
	 other symptomatic or related body area(s) or organ system(s).

		  Detailed – an extended examination of the affected body areas(s) or organ system(s) and any other symp	
	 tomatic or related body areas(s) or organ system(s). 

		  Comprehensive – a general multi-system examination, or complete examination of a single organ system 	
	 and other symptomatic or related body area(s) or organ system(s). 
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For purposes of a multi-system examination, the following organ systems are recognized:	

	 1.	 Eyes		 	 	 	 	 	 	 	 7.	 Musculoskeletal

	 2.	 Ears, Nose, Mouth and Throat	 	 	 8.	 Skin

	 3.	 Cardiovascular	 	 	 	 	 	 9.	 Neurologic

	 4.	 Respiratory	 	 	 	 	 	 	 10.	 Psychiatric

	 5.	 Gastrointestinal	 	 	 	 	 	 11.	 Hematologic/Lymphatic/Immunologic	

	 6.	 Genitourinary	 	 	 	 	 	 12.	 Constitutional (vital signs, general appearance)

The 1997 Documentation Guidelines developed by CMS also define levels of examination and documentation 	
guidelines for the following single organ system exams:

	 • 	 Cardiovascular

	 • 	 Ears, Nose, Mouth and Throat

	 • 	 Eyes

	 • 	 Genitourinary (Female)

	 • 	 Genitourinary (Male)

	 • 	 Musculoskeletal

	 • 	 Skin

	 • 	 Neurologic

	 • 	 Psychiatric

	 • 	 Hematologic / Lymphatic / Immunologic

A general multi-system examination or a single organ system examination may be performed by any physician 
regardless of specialty. The type (general multi-system or single organ system) and content of examination are 
selected by the examining physician and are based upon the clinical judgment, the patient’s history, and the nature 
of the presenting problem(s). 

The three guidelines for documenting physical examination are:

	 1.	 Specific abnormal and relevant negative findings of the examination of the affected or symptomatic body 	
	 area(s) or organ system(s) should be documented. A notation of “abnormal” without elaboration is 	
	 insufficient.

	 2.	 Abnormal or unexpected findings of the examination of any asymptomatic body areas(s) or organ system(s) 	
	 should be described. 

	 3.	 A brief statement or notation indicating “negative” or “normal” is sufficient to document normal findings 	
	 related to unaffected area(s) or asymptomatic organ system(s). 
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	 1995 Guidelines

	 	 	 	 	 	 	 	      	 	  Expanded	
	 	 	 	 	 	 	 	         Problem 	  Problem  	
	 	 	 	 	 	 	 	         Focused    	  Focused          Detailed         Comp.

Body areas:

r  Head, including face      r Chest, including      r  Abdomen  	
                                                             breast and axillae

r  Back, including spine     r  Neck     r Genitalia, groin, buttocks

                                                                              r Ea.ext.

1 body 
area/system

   

   

2-4 areas or	
systems

5-7 areas or	
systems

8 + systems

 

  
Organ system:

r Cardiac     r Ears, nose     r Resp     r Musculo     r Psych	
                                  mouth, throat

r Eyes            r GI        r Skin       r Hem/lymph/immun.

                            r Cardiovascular      r GU       r Neuro 

	 1997 Guidelines

	 	 	 	 	 	 	 	      	 	  Expanded	
  	 	 	 	 	 	 	 	         Problem 	  Problem  	
	 	 	 	 	 	 	 	         Focused    	  Focused          Detailed         Comp.

Multi-System Exam:

r Constitutional       r Ears, Nose             r Resp    r Musculo   
       (e.g. vitals, gen app)   Mouth, Throat     r GI          r Skin    

r Hem/lymph/immun                                   r GU       

r Eyes                           r Cardiovascular   r Neuro   r Psych

1-5 bullets /

  elements

 

6 bullets /

 elements

  
12 bullets /

  elements

18 bullets 

Single Organ system:

r Cardiovascular            r Ears, Nose, Throat, Mouth    r Skin

r Musculoskeletal         r Eyes                   r Genitourinary (female)

r Neurological               r Psychiatric        r Genitourinary (male)

r Hematologic/Lymphatic/Immunologic        r Respiratory
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	 COMPLEXITY OF DECISION MAKING

Medical decision making is comprised of three (3) elements and four (4) types. Medical decision making refers 
to the complexity of establishing a diagnosis and/or selecting a management option as measured by three 
elements — data, risk and diagnostic and/or management options.

	 Medical decision making is:

			   • 	 The number of possible diagnoses and/or management options.

			   • 	 The amount and/or complexity of medical records, diagnostic tests, and/or other information that 	
	 	 		 must be obtained, reviewed and analyzed.

			   • 	 The risk of significant complications, morbidity and or mortality, as well as co-morbidities, 	
	 	 		 associated with the patient’s presenting problem(s), the diagnostic procedure(s) and/or the 	
	 	 		 possible management options.

Four types of medical decision making “complexity” are recognized:

			   • 	 Straight-forward

			   • 	 Low Complexity

			   • 	 Moderate Complexity

			   • 	 High Complexity

	 To qualify for a given type of decision making, two of the three elements must be met or exceeded.

# of Dx(s) -or-	
Mgmt Options

Amount and/or	
Complexity of Data	
Reviewed

Risks of Complication,	
Morbidity or	
Mortality

Type of 	
Decision Making

Extensive Extensive High High Complexity

Multiple Moderate Moderate Moderate Complexity

Limited Limited Low Low Complexity

Minimal Minimal or None Minimal Straightforward

	 Number of Diagnoses or Treatment Options	 	 Amount and/or Complexity of Data Review

	 Self-limited or minor 	 	 	 	 	 	 	 	 Clinical lab tests

	 Established problem, stable	 	 	 	 	 	 Radiology studies

	 Established problem, worse	 	 	 	 	 	 Medicine studies

	 New problem, no further work up	 	 	 	 	 Discussion with performing MD

	 New problem, further work up		 	 	 	 	 Review old records, discuss with other MD

	 	 	 		 	 	 	 	 	 	 	 	 	 Independent visualization
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	 Table of Risk
	 The highest level of risk in any one category determines the overall risk.

Level of
Risk

Presenting Problem(s) Diagnostic Procedure(s)
Ordered

Management Options
Selected

Minimal • One self-limited or minor problem, e.g., 
cold, insect bite, tinea corporis

• Laboratory tests requiring	
venipuncture

• Chest x-rays
• EKG/EEG
• Urinalysis
• Ultrasound, e.g.
Echocardiography
• KOH prep

• Rest
• Gargles
• Elastic bandages
• Superficial dressings

Low • Two or more self-limited or minor problems
• One stable chronic illness, e.g, well-
controlled hypertension or non-insulin 
dependent diabetes, cataract, BPH

• Acute uncomplicated illness or injury, e.g., 
cystitis, allergic rhinitis, simple sprain

• Physiologic tests not under 
stress, e.g., pulmonary func-
tion tests

• Non-cardiovascular imaging 
studies with contrast, e.g., 
barium enema

• Superficial needle biopsies
• Clinical laboratory tests
requiring arterial puncture
• Skin biopsies

• Over-the-counter drugs
• Minor surgery with no identified 
risk factors

• Physical therapy
• Occupational therapy
• IV fluids without additives

Moderate • One or more chronic illnesses with mild 
exacerbation, progression, or side effects of 
treatment

• Two or more stable chronic illnesses
• Undiagnosed new problem with uncertain 
prognosis, e.g., lump in breast

• Acute illness with systemic symptoms, e.g., 
pyelonephritis, pneumonitis, colitis

•  Acute complicated injury, e.g., head injury 
with brief loss of consciousness

• Physiologic tests under stress, 
e.g., cardiac stress test, fetal 
contraction stress test

• Diagnostic endoscopies with 
no identified risk factors

• Deep needle or incisional 
biopsy

• Cardiovascular imaging 
studies with contrast and 
no identified risk factors, 
e.g., arteriogram, cardiac 
catheterization

• Obtain fluid from body 
cavity, e.g., lumbar puncture, 
thoracentesis, culdocentesis

• Minor surgery with identified risk 
factors

• Elective major surgery (open, 
percutaneous or endoscopic) with 
no identified risk factors

• Prescription drug management
• Therapeutic nuclear medicine
• IV fluids with additives
• Closed treatment of fracture or 
dislocation without manipulation

High • One or more chronic illnesses with severe 
exacerbation, progression, or side effects of 
treatment

•  Acute or chronic illnesses or injuries that 
pose a threat to life or bodily function, 
e.g., multiple trauma, acute MI, pulmonary 
embolus, severe respiratory distress, 
progressive severe rheumatoid arthritis, 
psychiatric illness with potential threat to 
self or others, peritonitis, acute renal failure

• An abrupt change in neurologic status, e.g., 
seizure, TIA, weakness, or sensory loss

• Cardiovascular imaging 	
studies with contrast with 
identified risk factors

• Cardiac electrophysiological 
tests

• Diagnostic endoscopies with 
identified risk factors

• Discography

• Elective major surgery (open 
percutaneous or endoscopic) with 
identified risk factors

• Emergency major surgery (open, 
percutaneous or endoscopic)

• Parenteral controlled substances
• Drug therapy requiring intensive 
monitoring for toxicity

• Decision not to resuscitate or to 
de-escalate care because of poor 
prognosis
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	 Documenting Surgical or Procedural Services

When documenting surgical or procedural services, it is preferable to always follow the elements of a good 
operative report:

	 	 	 a)	 Site

	 	 	 b)	 Size and Number for lesions, defect, incisions, etc.

	 	 	 c)	 Diagnosis 

	 	 	 d)	 Complications, if any

	 	 	 e)	 Anesthesia, if any and what type

	 	 	 f )	 Disposition of patient

	 Economic Consequences of Noncompliant Coding and Documentation

From an economic perspective, one cannot overemphasize the importance of appropriate and compli-
ant E/M coding and documentation. Potential financial ramifications can result from either overcoding or 
undercoding. 

Overcoding occurs in one of two circumstances:

	 	 1.	 Documentation in the medical record for the three key components is not sufficient to support the 	
	 	 submitted E/M code

	 	 2.	 The nature of presenting problem is not of sufficient severity to warrant the level of care indicted by the 	
	 	 submitted E/M code

The negative financial consequences of overcoding begin with audits that reclaim “overpayments”. A more 
severe economic penalty may occur if a Medicare audit imposes additional penalties for fraud in cases where 
the reviewer determines that the physician has a consistent pattern of excessive overcoding. There is an 
additional danger that Medicare or private insurers may extrapolate a finite financial penalty from a limited 
audit and apply it to the entire populations of E/M claims that have been filed over a prolonged time period. 
All of these penalties have the potential to be financially devastating to a practice.

Undercoding generally occurs among physicians who fear financial penalties from potential audits and simply 
have no confidence in the accuracy of their documentation and coding. These physicians therefore code all E/
M services at low levels out of fear of being audited or investigated for fraud, even when they have performed 
and documented more comprehensive levels of care. The negative financial consequence of undercoding is 
insufficient reimbursement for the services physicians have rendered and documented. 	
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	 Analyzing the Financial Impact of Undercoding

Using the Medicare fee schedule as a base, and dependent upon geographic location, undercod-
ing outpatient initial visits by one code level costs between $30 and $40 per visit. Undercoding 
outpatient established visits by one code level costs between $15 and $37 per visit. Undercoding 
outpatient consultation visits by one code level costs between $30 and $50 per visit. Applying these 
values, if a physician were to care for 5,000 patients per year, undercoding by one level per visit 
would translate to a loss of between $150,000 and $200,000 per year of gross income.

There are similar negative financial consequences for undercoding other E/M services (e.g., inpatient, 
emergency department services). 

The goal for all family physicians should be to select all of their E/M codes appropriately, according to the 
nature of the presenting problem for each patient encounter, and to ensure that they generate medical 
records that demonstrate they have provided the level of care indicated by these codes.

Not thoroughly documenting non-evaluation and management services, such as injection administration, 
blood draws, joint injections and nebulizer treatments also have the potential of lost revenue. For example:

	 	 1.	 If services are not documented in the record, they may be lost in the charge capture system.

	 	 2.	 If services are not completely documented (e.g., what medication is used and how much, what local 	
	 	 anesthesia was used, how large was the wound repair, exactly how was the lesion removed), the 	
	 	 potential of payment denial due to lack of documentation is significant.

Remember, an office procedure should be documented just as it would be required to be documented if 
performed in the hospital or an outpatient surgical center. 
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E/M services codes were introduced into CPT nomenclature in 1992. These codes describe services 	
provided by physicians and non-physician providers to “evaluate” patients and “manage” their care. 
E/M codes replaced “visit” codes that described services generally as a “brief,” “intermediate” or “com-
prehensive” visit. These codes are widely used by physicians of all specialties and describe a very large 
portion of the medical care provided to patients of all ages. 

	 PRIMARY TYPES OF E/M SERVICES

Outpatient - Office visits for new and established patients (99201-99205) and 
(99211-99215) 

These codes are used to report E/M services provided in the physician’s office or in an outpatient or other 
ambulatory facility. A patient is considered an outpatient until inpatient admission to a health care facility 
occurs.

NEW PATIENT OFFICE VISIT
3 of 3 Components Must Be Met or Exceeded

Code History Physical Exam Medical Decision 
Making

Average Time	
(minutes)

99201 P P S 10

99202 E E S 20

99203 D D L 30

99204 C C M 45

99205 C C H 60

A patient is considered “new” to a practice if he/she has not received any professional services (face-
to-face) from the physician or another physician of the same specialty who belongs to the same group 
practice within the past three years.

ESTABLISHED PATIENT OFFICE VISIT
2 of 3 Components Must Be Met or Exceeded

Code History Physical Exam Medical Decision 
Making

Average Time	
(minutes)

99211 N/A N/A N/A 5 

99212 P P S 10

99213 E E L 15

99214 D D M 25

99215 C C H 40

	 Key: 	 History & Physical Exam	 	 	 	 	 Key: 	 Medical Decision Making

	 	 	 P – Problem Focused	 	 	 	 	 	 	 	 S – Straightforward

	 	 	 E – Expanded Problem Focused	 	 	 	 	 L – Low Complexity

	 	 	 D – Detailed	 	 	 	 	 	 	 	 	 	 M – Moderate Complexity

	 	 	 C – Comprehensive	 	 	 	 	 	 	 	 H – High Complexity

Cha


pter 
Coding Evaluation &

 M
anagem

ent Services
4
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	 Hospital Observation Service (99218-99220)

Hospital Observation Service codes are used to report E/M services provided to patients admitted as “observa-
tion status” in a hospital. It is not necessary that the patient be located in an observation area designated by 
the hospital. 

To report services to a patient designated as “observation status” who is discharged on the same date, use the 
services codes for Admission and Discharge on the same date (99234-99236).

Hospital Observation Service requires all three key components.

	 Observation Care Discharge Service (99217)

Observation care discharge of a patient from “observation status” includes final examination of the patient, 
discussion of the hospital stay, instructions for continuing care, and preparation of discharge records.

	 HOSPITAL INPATIENT SERVICES

According to one study done, based on 125 audits, 80 percent of hospital visits were miscoded. A likely reason 
for this is that the documentation for these visits is not in the doctor’s office – it’s in the hospital. Often these 
are not reviewed before a code is selected. This makes it hard to code correctly. 

A Critical Tip – There are only three levels of hospital visit. Remember that if the patient is stable, you cannot 
code higher than a level-one service. A level-two service patient requires that the patient be responding inad-
equately, or some indication of a need for change in therapy or medication is indicated. A level-three service 
should reflect increasing degrees of instability or significant new problems having occurred.

	 Initial Hospital Care (99221-99223)

Initial Hospital Care codes are used to report the first hospital inpatient encounter with the patient by the 
admitting physician. For initial inpatient encounters by physicians other than the admitting physician, see 
initial consultation codes or subsequent hospital care codes as appropriate.

When the patient is admitted to the hospital as an inpatient in the course of an encounter in another site, all 
E/M services provided by that physician on the date of and in conjunction with that admission, are considered 
part of the initial hospital care. The inpatient care level of service reported by the admitting physician should 
include the services related to the admission he/she provided in the other site as well as in the inpatient 
setting. E/M services provided on the same day related to the admission but provided in sites other than the 
hospital should NOT be reported separately.

Initial Inpatient Hospital Care codes require all three components. 
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	 Subsequent Hospital Care (99231 - 99233)

All levels of subsequent hospital care include reviewing the medical record and reviewing the results of 
diagnostic studies and changes in the patient’s status since the last assessment by the physician. Subsequent 
Hospital Care codes require two of three key components. “Patient status” must be considered when making 
the correct code selection. 

A patient may receive care from more than one physician on any given day, as long as it is for different 
diagnosis. Family physicians who have admitted a patient and requested a consultation should remember to 
diagnostically code only the reason(s) they are following the patient, not the code that corresponds to the 
reason for the consultation. Insurers typically deny services provided to patients by multiple physicians on the 
same day for the same diagnosis. 

	 Hospital Discharge Services (99238-99239)

Hospital discharge management codes are to be used to report the total duration of time spent by a physi-
cian for final hospital discharge. The physician who admitted the patient and did the initial work up is not 
required to do the discharge summary and bills for discharge day services. These codes include, as appropri-
ate, final examination of the patient, discussion of the hospital stay, even if the time spent by the physician 
on that date is not continuous. Instructions for continuing care to all relevant caregivers, and preparation of 
discharge records, prescriptions and referral forms are also part of this service.

	 Observation or Inpatient Service – Admit/Discharge Same Day (99234 – 99236)

To report services to a patient who is either placed on observation or admitted as an inpatient, and 	
discharged on the same date, use CPT codes 99234 – 99236. This set of codes mirrors the initial hospital 	
care code guidelines and documentation requirements. 

	 CONSULTATION

A consultation is defined as a type of service provided by a physician whose opinion or advice regarding 
evaluation and/or management of a specific problem is requested by another physician or other appropriate 
source.

A consulting physician may initiate diagnostic and/or therapeutic services.

The consultation request from the attending physician or other appropriate source and the need for a 
consultation must be documented on the patient’s medical record. The consultant’s opinion and any services 
that were ordered or rendered must also be documented and communicated to the requesting physician or 
other appropriate source.

A consultation initiated by a patient and/or family, and not requested by a physician, is not reported using 	
the initial consultation codes. It may be reported using the codes for confirmatory consultation or office 
visits, as appropriate. If a confirmatory consultation is required (e.g., by a third-party payer) the modifier “-32” 
mandated services, should also be reported.

Any specifically identifiable procedure (i.e., identified with a specific CPT code) performed on or subsequent 
to the date of the initial consultation should be reported separately.
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If a consultant subsequently assumes responsibility for the management of a portion of the patient’s 
condition(s) or the entire condition(s), consultation codes should not be used. In the hospital setting, the 
physician receiving the patient for partial or complete transfer of care should use the appropriate subsequent 
hospital carecodes. In the office setting, the appropriate established patient code should be used.

There are now only two subcategories of consultations:

	 1.	 Office or Other Outpatient

	 2.	 Initial Inpatient	

See each subcategory for specific reporting instructions. There are no longer CPT codes for follow-up inpatient 
consultation services or confirmatory consultation services. Services subsequent to an initial inpatient con-
sultation should be coded as subsequent hospital care. Confirmatory consultations should be billed as initial 
consultations if they are appropriately requested.  

Family physicians are often requested by surgeons to provide a consultation on their patients for surgical clearance. 
See the discussion of billing for surgical clearance services in Chapter Six. 

Office or Other Outpatient Consultations (99241-99245)

Office or Other Outpatient Consultation codes are used to report consultations provided in the physician’s 
office or in an outpatient or other ambulatory facility, including hospital observation services, home services, 
domiciliary, rest home, custodial care or emergency department.

Following the initial consultation, if an additional request for an opinion or advice is received regarding the 
same or a new problem from the attending physician and documented in the medical record, office consul-
tation codes may be used again. However, if the patient is only returning as a follow-up at the consulting 
physician’s request, the visit would be coded as an established patient visit.

Office or Other Outpatient Consultation codes require all three key components.

Pre-operative consultations: Physicians performing pre-operative and post-operative consultations for estab-
lished patients at the request of a surgeon may bill the appropriate HCPCS/CPT consultation code as long as 
all of the following five criteria are met and documented:

	 	 1.	 The surgeon must request the consulting physician’s opinion or advice regarding evaluation and/or 	
	 	 management of a specific problem (e.g., pre-operative clearance).

	 	 2.	 The surgeon’s request for a consultation and the need for consultation must be documented in the 	
	 	 patient’s medical record. In an inpatient setting, the request may be documented as part of a plan 	
	 	 written in the requesting surgeon’s progress note, an order in a hospital record, or a specific written 	
	 	 request for the consultation. In an office or other outpatient setting, it may be documented by a specific 	
	 	 written request for the consultation from the requesting surgeon or the physician’s records may show a 	
	 	 specific reference to the request.

	 	 3.	 The consulting physician’s opinion and any services ordered or performed must be documented and 	
	 	 communicated to the surgeon. The medical record should identify the specific problem (i.e., the 	
	 	 reason for the consultation), describe the extent of the history, physical and medical decision making 	 	
	 	 that supports the level of consultation code billed, and include the consultant’s findings and recom-	
	 	 mendations to the requesting surgeon.
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	 	 4.	 The consulting physician must provide all of the services necessary to meet the description of the level 	
	 	 of CPT code billed.

	 	 5.	 If the consultation is performed post-operatively, the same consulting physician cannot have already 	
	 	 performed a consultation pre-operatively. If a pre-operative consultation was performed by a 	
	 	 physician, the post-operative services of that same physician must be reported via the appropriate 	
	 	 subsequent hospital, office or other E/M procedure code.

	 Initial Inpatient Consultations (99251-99255)

Initial Inpatient Consultation codes are used to report physician consultations provided to the hospital 
inpatient, residents of nursing facilities, or patients in a partial hospital setting.

Only one initial consultation should be reported by a consultant per admission. Initial Inpatient Consultation 
codes require all three key components.

	 OTHER E/M SERVICES

	 EMERGENCY DEPARTMENT SERVICES

	 	 	 New and Established Patients		 	 	 	 	 99281 - 99288

	 	 	 	 	 • 	 All physicians may use

	 	 	 	 	 • 	 Critical Care Codes should be used if appropriate

	 	 	 	 	 • 	 New/established patients coded similarly (3/3 components)

	 	 	 	 	 • 	 Specialist referral by ER physician not considered consults

	 PATIENT TRANSPORT SERVICES	    	  	 	 	 	 	 99288 - 99289

	 CRITICAL CARE SERVICES	 	 	

	 	 	 First 60 Minutes	 	 	 	 	 	 	 	 99291

	 	 	 Additional 30 Minutes (each)	 	 	 	 	 	 99292

	 	 	 	 	 • 	 Not necessarily “continuous” time

	 	 	 	 	 • 	 15 minutes is the critical cut-off (1/2 hour - 1 hour, 14 min. = 99291)

	 	 	 	 	 • 	 99291 used once per day only

	 	 	 	 	 •   	 “Status” (diagnosis) not “Unit” is deciding factor

	 INPATIENT PEDIATRIC CRITICAL CARE

	 	 	 Initial	 	 	 	 	 	 	 	 	 	 99293

	 	 	 Subsequent	 	 	 	 	 	 	 	 	 99294

					     • 	 “Per Day” services

					     • 	 Ages 29 days thru 24 months 

	 INPATIENT NEONATAL CRITICAL CARE

	 	 	 Initial	 	 	 	 	 	 	 	 	 	 99295

	 	 	 Subsequent, Unstable	 	 	 	 	 	 	 99296

					     •	 Neonate – 28 days of age or less
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	 	 CONTINUING (NEONATAL) INTENSIVE CARE SERVICES

	 	 	 Subsequent, Body Wt. < 1500 gm	 	 	 	 	 99298

	 	 	 Subsequent, Body Wt. 1500 gm – 2500 gm	 	 	 99299

	 	 	 Subsequent, Body Wt. 2500 gm – 5000 gm	 	 	 99300

	 	 NURSING FACILITY SERVICES (SNF, ICF, LTCF)

	 	 	 Initial Care (per day), new or established	 	 	 99304 - 99306

	 	 	 Subsequent Care	 	 	 	 	 	 	 	 99307 - 99310

	 	 	 Discharge Services (based on time)	 	 	 	 99315 - 99316

	 	 OTHER NURSING FACILITY SERVICES

	 	 	 Annual Nursing Facility Assessment	 	 	 	 99318

	 	 DOMICILIARY, REST HOME, CUSTODIAL CARE SERVICES

	 	 	 New Patient	 	 	 	 	 	 	 	 	 99324 - 99328

	 	 	 Established Patient		 	 	 	 	 	 	 99334 - 99337

				    • 	 Includes Assisted Living 

	 	 DOMICILIARY, REST HOME (e.g., ASSISTED LIVING FACILITY), 	
	 	 or HOME CARE PLAN OVERSIGHT SERVICES

	 	 	 15-29 Minutes		 	 	 	 	 	 	 	 99339

	 	 	 30 minutes or more		 	 	 	 	 	 	 99340

				    • 	 Per Month Services

				    • 	 Patient need not be present

				    • 	 Place of Service is Office 

	 	 HOME SERVICES

	 	 	 New Patients	 	 	 	 	 	 	 	 	 99341 - 99345

	 	 	 Established Patient		 	 	 	 	 	 	 99347 - 99350

	 	 PROLONGED SERVICES

	 	 	 Direct Patient Contact - Outpatient 

	 	 	 	 1st hour	 	 	 	 	 	 	 	 	 99354

	 	 	 	 Each Add’l 30 minutes	 	 	 	 	 	 99355

	 	 	 Direct Patient Contact - Inpatient

	 	 	 	 1st hour	 	 	 	 	 	 	 	 	 99356

	 	 	 	 Each Add’l 30 minutes	 	 	 	 	 	 99357

	 	 	 Without Direct Patient Contact - 1st hr	 	 	 	 99358

	 	 	 	 Each Add’l 30 minutes	 	 	 	 	 	 99359

	 	 CASE MANAGEMENT SERVICES

	 	 Anticoagulant Management

	 	 	 Initial 90 days of therapy		 	 	 	 	 	 99363

				    • 	 Minimum 8 INR measurements
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	 	 	 Each subsequent 90 days	 	 	 	 	 	 99364

				    • 	 Minimum 3 INR measurements

	 	 Medical Team Conferences (30 minutes or more)

	 	 	 Direct Contact (face-to-face)	 	 	 	 	 	 99366

	 	 	 Without Direct Contact 

	 	 	 	 Physician		 	 	 	 	 	 	 	 99367

	 	 	 	 Non Physician Professional	 	 	 	 	 99368

	 CARE PLAN OVERSIGHT SERVICES (Per 30-day periods)

	 	 Patient Under Home Health Care Agency Care

	 	 	 15-29 Minutes		 	 	 	 	 	 	 	 99374

	 	 	 30 Minutes or more		 	 	 	 	 	 	 99375	 	

	 	 Hospice Patient

	 	 	 15-29 Minutes		 	 	 	 	 	 	 	 99377

	 	 	 30 Minutes or more		 	 	 	 	 	 	 99378

	 	 Nursing Home Patient

	 	 	 15-29 Minutes		 	 	 	 	 	 	 	 99379

	 	 	 30 Minutes or more		 	 	 	 	 	 	 99380

	 Family physicians often provide this type of service. Please see the discussion of this topic in Chapter Six.

	 PREVENTIVE MEDICINE SERVICES

	 	 (WELL EXAMS) – by age

	 	 New Patients	 	 	 	 	 	 	 	 	 	 99381 - 99387

	 	 Established Patient		 	 	 	 	 	 	 	 99391 - 99397

	 	 Counseling Risk Factor Reduction and Behavior Change Intervention

	 	 New or Established Patient

	 	 Individual Counseling 	 	 	 	 	 	 	 	 99401 - 99404

			   • 	 Time based by 15 minute units

	 	 Behavior Change Interventions – Individual

	 	 Smoking and Tobacco Use Cessation 

			   • 	 Intermediate 3-10 min.	 	 	 	 	 	 99406

			   • 	 Intensive > 10 min.		 	 	 	 	 	 99407

	 	 Alcohol and/or Substance Abuse

			   • 	 Brief 15-30 min.	 	 	 	 	 	 	 99408

			   • 	 Greater than 30 min.	 	 	 	 	 	 99409

	 	 Group Counseling

	 	 	 30 minutes	 	 	 	 	 	 	 	 	 99411

	 	 	 60 minutes	 	 	 	 	 	 	 	 	 99412
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	 	 Other Preventive Medicine	

			   • 	 Health Hazard Appraisal		 	 	 	 	 99420 

			   • 	 Unlisted	 	 	 	 	 	 	 	 	 99429

	 NEWBORN CARE	 	 	 	

	 	 History and Examination; Hospital		 	 	 	 	 99431

	 	 Other than Hospital or Birthing Center	 	 	 	 	 99432

	 	 Subsequent Hospital	 	 	 	 	 	 	 	 99433

	 	 Admission/Discharge; Same Day	 	 	 	 	 	 99435

			   • 	 Normal Newborn Care

	 	 Attendance at Delivery	 	 	 	 	 	 	 	 99436

			   • 	 May be reported in addition to 99431

			   • 	 May NOT be reported in	addition to 99440

	 	 Newborn Resuscitation	 	 	 	 	 	 	 	 99440

	 NON-FACE-TO-FACE PHYSICIAN SERVICES

	 	 Telephone Services

			   • 	 Established patient

			   • 	 No E/M service within the previous 7 days

			   • 	 Can’t lead to E/M or procedure service in next 24 hours	

	 	 	 	 5-10 minutes of discussion	 	 	 	 	 99441

	 	 	 	 11-20 minutes of discussion	 	 	 	 	 99442

	 	 	 	 21-30 minutes of discussion	 	 	 	 	 99443

	 	 Online Medical Evaluation	 	 	 	 	 	 	 99444

			   • 	 Response to patient inquiry 

			   • 	 Established patient

			   • 	 No E/M service by internet or other electronic communication within previous 7 days	

	 SPECIAL E/M SERVICES

	 	 Basic Life and/or Disability Evaluation	 	 	 	 	 99450

	 	 Work Related or Medical Disability Evaluation Services		 99455 - 99456

	 	

	 OTHER E/M SERVICES	 	

	 	 Initial Hospital Care of Non-Critically Ill Neonate	 	 	 99477	 	 	 	 	

	 	 Unlisted E/M Service	 	 	 	 	 	 	 	 99499
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INSTRUCTIONS FOR SELECTING A LEVEL OF E/M SERVICE

When selecting an E/M service level, remember that it is ultimately the responsibility of the physician 	
providing the service to determine the level of service. Physician documentation is of utmost importance; 	
it must support the level of service reported.

Specific steps must be taken to select the appropriate level of E/M service. These steps are:

1.	 Identify the category and subcategory of service

Refer to the table of categories and subcategories of E/M services in your CPT manual to identify the 
appropriate category and subcategory of service provided, e.g., office or other outpatient, new patient, 
established patient, in-patient – initial admission, subsequent care.

2.	 Review the reporting instructions for the selected category or subcategory

Most of the categories and many of the subcategories of E/M service have special guidelines or instructions. 
It is important to read and be guided by those special instructions.

3.	 Review the E/M service code descriptors in the selected category or subcategory

The descriptors for the levels of E/M services recognize even components (history exam, medical decision 
making, counseling, coordination of care, nature of presenting problem, and time). The first six are used in 
determining the level of service. Review the descriptors in the category or subcategory selected.

4.	 Determine the extent of history obtained

The medical history provides essential information for diagnosis and management, and varies based on 
the clinical judgment of the physician and each individual patient and problem(s). Obtaining the history 
includes: Chief Complaint, History of Present Illness, Review of Systems, Past, Family and/or Social History. 
There are four levels (extent) of history: Problem Focused, Expanded Problem Focused, Detailed and Com-
prehensive. Use the components of history obtained to determine the overall extent (level) of history.

5.	 Determine the extent of the examination performed

The extent of the examination depends on the physician’s clinical judgment and the nature of the patient’s 
presenting problems. Depending upon the number of systems examined, choose a level (extent) of exam 
from the following choices: Problem Focused, Expanded Problem Focused, Detailed and Comprehensive. 

6.	 Determine the complexity of medical decision making

Medical decision making refers to the complexity of establishing a diagnosis and/or selecting a manage-
ment option as measured by the three elements: data, risk and number of diagnostic and/or management 
options. Two of the three elements must be met or exceeded. Unless their presence significantly increases 
the complexity of the medical decision making, comorbidities/underlying diseases are not considered. 

7.	 Select the appropriate level of E/M services

The selection of the appropriate level of E/M service is based on the key components performed by 	
the physician and the number of key components required for the particular category/subcategory 
identified.

Some of the categories/subcategories require all of the key components to meet or exceed requirements 
stated in the code descriptor. Other categories/subcategories require only two of the three key components 
to meet or exceed the stated requirements. 






