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Legal Stuff

The information provided here is personal opinion only and
should not be construed as legal advice. Each provider is
ultimately responsible for bills submitted under their NPI
numbers. For specific legal guidance on any billing issue,

consult with your Medicare Carrier and/or your health care
attorney.

The information contained in this presentation should not be

copied or distributed without the permission of WVUPC or
Laura Sullivan, CPC.
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Documentation Tips £

 Z

A Provide specific and descriptive documentation

A Thorough documentation facilitates the rendition of high quality
patient care for payors, the medical record is also used to provide
documentation of the site of service, the medical necessity of the
ser(\j/i?e, and that the service documented was the service billed an
paid for.

A An appropriately documented medical record can reduce many (of
0KS GKFaatsSaégd |aaz20AFl 0SSR 6AGK
serve as a legal document to verify the care provided

A Good documentation is the key to correct coding of E/M services




General Documentation Principles for All Tyg

of Services

U The medical record should be complete and legible

U The documentation of each encounter should include:

U The reason for the encounter and relevant history, physical exam findings
and prior diagnostic test results

U An assessment, clinical impression or diagnosis
U A plan for care
U Thedate and legible signaturaf the physician

U If not documented, the rationale for ordering diagnostic or
other services should be easily inferred




General Documentation Principles f

All Types of Services

\d/

; medical record

U Past and present diagnoses should be accessible to the treating and/or

consulting provider
U Appropriate health risk factors should be identified
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revisions in the diagnosis should be documented

U The CPT and I&CM codes reported on the health insurance claim fo
or billing statement should be supported by the documentation in the
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Practice Pointer:

Remember proper selection of the level of E/M
service Is dependent on satisfaction on two or thre
key components.

at the highest level doasot necessarily mean that
the encounter in its entirety qualifies for the highe:
level E/M service.

Performance and documentation of one component

e

5t




E&M services (visits) include the following

Examination
Evaluation
Consultation
Treatments
Conferences

Counseling with
patient/family

Preventive Medicine

Critical Care
Emergency Room
Home Care
Nursing Home
Custodial Care
Hospice

Assisted Living
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Categories of E&M Services

A Office or Outpatient
A Hospital Observation
A Hospital Inpatient

A Observation/Inpatient
same day

A Consultations

A Emergency Room
A Critical Care

A Nursing Facility

A Domiciliary/Rest Home/
Custodial

A Care Oversight

A Home

A Prolonged

A Case Management

A Preventive Medicine
A Non-Face to Face

A Special E&M services
A Newborn Care

A Neonatal Critical Care
A Other




Components of an E&M Code

A History~

A Examination

A Medical Decision Making
A Counseling

A Coordination of Care

A Nature of presenting problem
A Time
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Key Components

History
Examination
Medical Decision Making

As a general rule these are the first components
considered when selecting a level of E&M code
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Contributing Factors

A Counseling
A Coordination of Care
A Nature of Presenting Proble

These components are not required for E&M
services but may be used in certain
circumstances.

mm) The exception factor
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For visits in which counseling and/or coordination of care
dominates the provider/patient and/or family encounter
(.e., takes up more than 50 percent of the time), time Is
considered the key or controlling factor to qualify for a
particular level of E/M service.

For timebased codes, the total length of time of the
encounter must be clearly documented in the medical
record, and the record should describe the counseling

and/or other activities to coordinate care.

In an academic setting;
not add resident time to t

teaching physician time fo
based codes
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Critical Care time:

The time spent caring for your patient, bedside,
reviewing labs/xrays, discussing care with
nursing staff, and discussing care options with
family members

Counseling timemnot psychotherapy services)

The total time of the visit must be documented
along with the time spent counseling. =

Example: Visit 35m Counseling time 20m



Code Selection

- This section will instruct you on how to select the
level of each of the 3 key components.

- This will allow you to successfully select the
appropriate code for billing purpose%

- The goal is to select the appropriate code based on
location of where the patient was seen, and the level
of the visit, using the key components as a guide.
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1styou need to select the location of where the
patient Is being seen.

A Office or Outpatient r-
A Hospital Observation ‘*
A Hospital Inpatient

|

A Emergency Room
A Nursing Facility
A Domiciliary/Rest Home/ Custodial

16



New or Established

A Once you determine the location that you are
using for billing then decide Iif the patient is
Gy Sgé 2N aSadlofAak

**There Is no distinction between new and established patients
In the Emergency Depit.
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New Patient Guidelines

A A new patient is someone that has not
received any professional services from you,
the physician, or a physician in the same
practice of the same specialty.

A To meet the coding levels foew patient
visits,3 of the 3 elementghistory, exam and
medical decisiotmaking) must be adequately
documented.




Established Patient Guidelines

To meet the coding levels for established patient viiits,

only 2 of the 3 key components (history, exam and

medical decisiormaking) must be adequately
documented

Examples:

A History & Exam
A Exam & MDM
A History & MDM
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Step by Step

Location

Type of patient

Doctors office Code set

Established patient
9921199215

This is an example of an established patient in the office
20
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A Once you determine the code set that you are using for

coding the documentation you must select the levels
each key component.

A Keeping in mind that new patients require all 3 key
components and established patients only use 2 of th

A History ‘
A Exam

f

e 3

A Medical Decision Making
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- History is broken down into the following:

A Chief Complaint (CC)

A History of Present lllness (HPI)

A Review of Systems (ROS); and

A Past, family and/or Social history (PFSH)
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A

U The chief complaint, review of systems and PFSH may be listed as
separate elements of the history, or they may be included in the HPI

U ROS and/or PFSH obtained during an earlier encounter does not neec
to be redocumented if there is evidence that the provider reviewed
and updated the previous information

U ROS and/or PFSH may be documented by ancillary staff or on a form
completed by the patient. However, the provider must notate that
he/she reviewed and has confirmed such information as documented
by others

U LT O0KS LINPYJARSNI Aa dzyloftS (02 20
condition, that fact must be reflected in the documentation



Chief Complaint

The Chief Complaint (CC) is a concise
statement describing the symptom, problem,
condition, diagnosis, physician recommended
return or other factor that is the reason for

the encounter. A

The Medical Record should always clearly reflect the
chief complaint
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History of Present lliness

The History of Present lliness (HPI) is a chronologice

from the previous encounter to the present. It
Includes

A Location (e.g. where the problem is located)
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A Severity (e.g. on a scale ofLD)

A Duration (e.g. how long the symptom has been present)

A Timing (e.g. how long it lasts and when it occurs)

A Context (e.g. improved upon walking)

A Modifying factors (e.g. tends to improve with ice)

A Associated signs/symptoms (e.g. visible swelling, redness)

RSAONALIGAZ2Y 2F (0KS RSO©
oresent illness from the first sign and/or symptom||
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HPI: Brief or Extended?

Brief and ExtendedPlare distinguished by the
amount of detall needed to accurately characterizé
the clinical problem

** A Brief HPWwill consist of one to
three elements of the HPI

** An Extended HPWill consist of at
least 4 elements
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Review of Systems

The Review of Systems (ROS) is an inventory of body sys

which is obtained through a series of guestions seeking to
Identify signs and/or symptoms that the patient may be
experiencing or has experienced

This is NOT a listing of medical problems or conditions

This is a
Review of
Symptoms

ren
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Recognized Systems for the ROS

U Constitutional U Integumentary (skin or
symptoms (e.g. fever) breast)

U Eyes U Neurological

U Ears, Nose, Mouth, U Psychiatric
Throat (i Endocrine

U CardiOvaSCUIar U Hematologic/

U Respiratory (and Lymphatic)

U Gastrointestinal U Allergic/lmmunologic

U Genitourinary

U Musculoskeletal
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Problem Focused/Pertinent ROS

Inquires about the system directly related to the
problems identified in the HPI

Documentation Tip:
¢CKS LI OASYOQa LIRaArAdAgdSsS
negatives for the system which relates to the
problem must be documented
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Extended Problem Focused ROS

Inquires about the system directly related to the problem/s
identified in the HPI, and a limited number of additional
systems

Documentation TIp

¢CKS LI OASYOQa LIR2aAaAdAgdS| N
negatives fol2 to 4systems must be documented for
an extended ROS.
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Complete ROS

Documentation Tip:

Inquires about all the systems directIY related to

the problem identified in the HPpJusall
P additional body systems

At least 10 organ systems must be reviewed for a com
ROS. Those systems with positive or pertinent negative
responses must be individually documented.

C2NJ UKS NBYPA%AY? 3eadsSya
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In the absence of such a notation, at least 10 systems n
be individually documented.
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Past, Family and/or Social History (PFSH

The PFSH consists of a review of three areas;:

PastHistory¢ KS LI GASy (i Qa LI} ad SELISNRS
and treatment

Family History! NBOASE 2F GKS YSRAOIf S
Including diseases which may be hereditary or place the patient at risk

Social HistoryAn age appropriate review of past and current activities
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Pertinent PFSH

- A review of the history area(s) directly relating
to the problem(s) identified in the HPI

Documentation Tip

C2NJ I AQLISNIAYSYyOd tcC{l ¢ |
any of the 3 history areas (past history, family history,
social history) must be documented
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¥/
Complete PFSH (¥
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PFSH areas, depending on the category of E/M
service.

that, by their nature, include a comprehensive
assessment of the patient.

services

x A review of 2 of the 3 areas Is sufficient for all oth

X A review of all 3 history areas Is required for services

er
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Unable to obtain history

A If the patient is unable to give you any part of
the history component due to their condition

you must document that condition.

Examples:

dzy 0fS G2 200G1FAY KAAG2NE
Gdzy 0f S (2 2001 AY KAAG2NE
Gdzy 60f S (2 2001 AY KAAG2NE
G200 AYSR LI NIOAFE KA&O2NE

35



