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Ownership of Webinars

 You may download one copy of the slides for the Webinars for your personal, non-commercial 
internal use only unless specifically licensed to do otherwise by himagine in writing. This is a license, 
not a transfer of title, and is subject to the following restrictions: you may not:

• Modify the webinars or use them for any commercial purpose, or any public display, 
performance, sale or rental

• Remove any copyright or other proprietary notices from the Webinars
• Transfer the Webinars to another person

 The educational webinars and the printed materials made available pursuant thereto (collectively, 
the “Webinars”) are the property of himagine solutions Inc. (“himagine”), are provided as a service 
to our employees and our clients, and may be used for informational purposes only. himagine has 
prepared the Webinars using official Centers for Medicare and Medicaid Services (CMS) documents, 
Federal Register, and recognized input from the Cooperating Parties. While himagine has made 
reasonable efforts to ensure the content of the Webinars is accurate, himagine makes no 
representation, warranty, or guarantee that this information is error-free, or that the use of 
information within the Webinars will prevent differences of opinion with payers. The ultimate 
responsibility for correctly using the coding system lies with the user. The Webinars may or may not 
qualify for Continuing Education Units (CEUs). While himagine may offer assistance to a participant 
with processing CEUs, it is up to the participant to ensure that this is completed. The Webinars are 
copyrighted and any unauthorized use of any Webinars may violate copyright, trademark, and other 
laws.
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Disclaimer

 THE WEBINARS ARE PROVIDED "AS IS" WITHOUT ANY EXPRESS OR IMPLIED 
WARRANTY OF ANY KIND INCLUDING WARRANTIES OF MERCHANTABILITY, 
NONINFRINGEMENT OF INTELLECTUAL PROPERTY, OR FITNESS FOR ANY 
PARTICULAR PURPOSE. IN NO EVENT SHALL HIMAGINE OR ITS SUPPLIERS BE 
LIABLE FOR ANY DAMAGES WHATSOEVER (INCLUDING, WITHOUT LIMITATION, 
DAMAGES FOR LOSS OF PROFITS, BUSINESS INTERRUPTION, LOSS OF 
INFORMATION) ARISING OUT OF THE USE OF OR INABILITY TO USE THE MATERIALS, 
EVEN IF HIMAGINE HAS BEEN ADVISED OF THE POSSIBILITY OF SUCH DAMAGES. 

 HIMAGINE MAKES NO COMMITMENT TO UPDATE A WEBINAR ONCE IT HAS BEEN 
COMPLETED.



4March 18, 2020

CEU Information

 You will be credited with one CEU for participation in today’s webinar.

 CEU certificates will be sent to the email address used at time of 
registration 

 To receive your CEU certificate you must complete the survey at the 
end of the webinar.

 Submit a ticket to 
https://himaginesolutionsit.jitbit.com/helpdesk/Tickets/New if you do 
not receive your certificate within 2-3 weeks.

https://himaginesolutionsit.jitbit.com/helpdesk/Tickets/New
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Housekeeping

 Todays webinar will be limited to 1.5 hours. 

● 60 minutes of educational content. 

● 30 minutes will be dedicated to question and answers.

 Please enter your questions in the Q&A box.

 A copy of all questions and answers will be emailed to webinar 
registrants.
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About the Presenter

 Kara Wagner, RHIT, CCS, CCS-P, AHIMA Approved ICD-10 Train the 
Trainer

● Himagine Educator

● 24+ years of HIM experience in coding, auditing, compliance and 
education

 Amy L Sawyers, CPC, CPMA, CEMC, CGIC, CCS-P

● Himagine Auditor/Educator

● 22+ years of HIM experience in coding, auditing, compliance and 
education
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himagine Solutions

 Do you have a Spring Break and Summer Vacations covered? (Coding Backlog)

 Do you start every Monday behind? (Weekend Help)

 Do you have hard to fill positions that remain Open? (IVR, Trauma, Transplants, Burns, Cardiac, Teaching, Multi-Specialty 
Physician)

 Do you need help with a CORONAVIRUS Risk Mitigation Plan?

Doug Montgomery VP of Client Development

dmontgomery@himaginesolutions.com (Use subject “Webinar”)

813.624-5300

 Are you a coder looking for a new opportunity?

 Would you like to supplement your income?

 Do you have high quality and high productivity?

 Are you super reliable and a dream employee?

● Email himagine solutions @ jhenk@himaginesolutions.com

mailto:sales@himaginesolutions.com
mailto:recruiters@himaginesolutions.com


8March 18, 2020

Agenda

 Proposed changes to Evaluation & Management 2021

 The Components of an Evaluation & Management Code

 Preventative Evaluation & Management Services

 Medicare Annual Wellness Visits (AWV’s)

 Subsequent Hospital Visits

 Billing an E/M Based on Time

 Split/Shared Visits

 Attestations

 Modifiers



Proposed 2021 E/M Changes
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Proposed Changes to E/M for 2021

 The proposed rule would finalize and implement changes originally proposed in the 2019 

fee schedule meant to simplify billing and coding requirements for office-based E/M 

services by aligning coding requirements with new guidance from the CPT Editorial Panel. 

These changes would apply to office/outpatient E/M visits beginning in 2021. To 

accomplish this, CMS proposes to

▪ retain five levels of coding for established patients,

▪ reduce the number of levels to four for office/outpatient E/M visits for new patients,

▪ revise the times and medical decision-making processes for all office-based E/M codes 
and require performance of history and exam only as medically appropriate, and

▪ allow clinicians to choose the E/M visit level based on either medical decision-making or 
time.
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Proposed Changes to E/M for 2021

 Affective January 1, 2021, CMS has finalized the following changes to coding and guidelines for 
99201–99215:

▪ Providers allowed to choose the level of visit based solely on total time or level of medical 
decision making (MDM)

▪ History and physical examination will no longer be scored and used to select the level of 
office/outpatient E/M visit; however, a medically appropriate history and physical examination 
should still be performed to demonstrate patient complexity and medical necessity

▪ Deletion of 99201

▪ Removed required face-to-face element.  Time now includes face-to-face and non-face-to-face 
time (ex.- reviewing test results beforehand, documenting clinical information in the medical 
record).

▪ New MDM table (https://www.ama-assn.org/system/files/2019-06/cpt-revised-mdm-grid.pdf)

▪ Revised code descriptors for 99202-99215 as they will appear in the 2021 edition of CPT

▪ Times included in the code descriptors have been revised and are listed as a range of time.

• Example:  Beginning in 2021:  99202 states 15-29 minutes of total time is spent on the date of 
the encounter.

https://www.ama-assn.org/system/files/2019-06/cpt-revised-mdm-grid.pdf
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Proposed Changes to E/M for 2021

 Descriptors to codes 99202-99205

▪ 99202:  Office or other outpatient visit for the evaluation and management of a new patient, 
which requires a medically appropriate history and/or examination and straightforward medical 
decision making.  When using time for code selection, 15-29 minutes of total time is spent on 
the date of the encounter.

▪ 99203:  Office or other outpatient visit for the evaluation and management of a new patient, 
which requires a medically appropriate history and/or examination and low level of medical 
decision making.  When using time for code selection, 30-44 minutes of total time is spent on 
the date of the encounter.

▪ 99204:  Office or other outpatient visit for the evaluation and management of a new patient, 
which requires a medically appropriate history and/or examination and moderate level of 
medical decision making.  When using time for code selection, 45-59 minutes of total time is 
spent on the date of the encounter.

▪ 99205:  Office or other outpatient visit for the evaluation and management of a new patient, 
which requires a medically appropriate history and/or examination and high level of medical 
decision making.  When using time for code selection, 60-74 minutes of total time is spent on 
the date of the encounter.
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Proposed Changes to E/M for 2021

▪ 99211:  Office or other outpatient visit for the evaluation and management of an established 
patient that may not require the presence of a physician or other qualified health care 
professional.  Usually, the presenting problem(s) are minimal. – The concept of MDM does not 
apply to 99211.

▪ 99212:  Office or other outpatient visit for the evaluation and management of an established 
patient, which requires a medically appropriate history and/or examination and straightforward 
medical decision making.  When using time for code selection, 10-19 minutes of total time is 
spent on the date of the encounter.

▪ 99213:  Office or other outpatient visit for the evaluation and management of an established 
patient, which requires a medically appropriate history and/or examination and low level of  
medical decision making.  When using time for code selection, 20-29 minutes of total time is 
spent on the date of the encounter.

▪ 99214:  Office or other outpatient visit for the evaluation and management of an established 
patient, which requires a medically appropriate history and/or examination and moderate level 
of medical decision making.  When using time for code selection, 30-39 minutes of total time is 
spent on the date of the encounter.

▪ 99215:  Office or other outpatient visit for the evaluation and management of an established 
patient, which requires a medically appropriate history and/or examination and high level of 
medical decision making.  When using time for code selection, 40-54 minutes of total time is 
spent on the date of the encounter.
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Proposed Changes to E/M for 2021
 Addition of a new add-on code (99XXX) for prolonged office visits when time is used for code level selection, including face-

to-face and non-face-to-face time of at least 15 additional minutes for level five office visits (99205, 99215).

 99215 (40-54 min)

▪ 99215x1 and 99XXXx1 (55-69 min)

▪ 99215x1 and 99XXXx2 (70-84 min)

▪ 99215x1 and 99XXXx3 or more for each additional 15 min (85 or more min)

 99205 (60-74 min)

▪ 99205x1 and 99XXXx1 (75-89 min)

▪ 99205x1 and 99XXXx2 (90-104 min)

▪ 99205x1 and 99XXXx3 or more for each additional 15 min (105 or more min)

 Due to the addition of the above CMS will no longer reimburse separately for codes 99358-99359 in association with office 
E/M services

 Per CMS, these revisions will still not adequately reflect resources used with certain primary care and specialty care 
services.  The changes will be put in place but they have simplified this additional payment by using a single add-on code:

▪ GPC1X:  Visit complexity inherent to E/M associated with medical care services that serve as the continuing focal point 
for all needed health care services and/or with medical care services that are part of ongoing care related to a patient’s 
single serious, or complex chronic condition.  (Add-on code, list separately in addition to office/outpatient E/M visit, new 
or established.



Evaluation and Management

History
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Chief Complaint

 Four Elements of History (Chief Complaint, PHI, ROS, PFSH)

▪ Can contain some or all of the following 4 elements

▪ The four elements may be listed as separate elements of history, or they may be 
included in the description of the history of the present illness

 Chief Complaint (CC)

• Brief statement, usually in the patients own words, that describes the reason 
the patient is seeing the physician.  This may be a symptom, condition, 
problem, diagnosis, or other medical reason.

• Required for every E/M

• If no Chief Complaint, the service can be deemed not billable
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HPI (History of Present Illness)

 History of Present Illness (HPI)

▪ Chronological description of the patient’s present illness from onset to the 
present.  Includes factors describing the medical reason for the encounter with 
the physician.  Usually includes the signs and symptoms associated with the 
patient’s condition.  

▪ Elements of the HPI
• Location

• Quality

• Severity

• Duration

• Timing 

• Context

• Modifying Factors

• Associated signs and symptoms
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HPI (History of Present Illness) – Example 1

 How many elements of HPI

 Example 1

 Patient has had sharp/stabbing abdominal pain for three days.  Also has nausea.  
They have tried taking Phenergan for nausea however it is not helping.

Answer

• Location: Abdomen

• Quality: Sharp/stabbing

• Modifying Factor:  Phenergan not helping

• Duration: Three days

• Associated signs & symptoms: Nausea
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HPI (History of Present Illness) – Example 2

 Example 2 – Elements of HPI

 23-year-old female presents with persistent, burning on urination x 1 week.  Pain 
8/10.  Also experiencing low back pain.

Answer

• Location: Urinary

• Timing: Persistent

• Quality: Burning

• Severity: Pain 8/10

• Duration: 1 week

• Associated signs/symptoms: Back pain
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Status of 3 Chronic Conditions

 What documentation requirements does CMS look for regarding HPI 
and the status of three chronic conditions? How does the inclusion of 
chronic conditions affect scoring for MDM?

▪ Answer:  When documenting the status of three chronic conditions in an HPI, 
the documentation should include the three conditions and whether they are 
stable (patient reports no change in related symptoms) or the patient is now 
reporting a change in symptoms or complaints.

▪ CMS allows for an assessment of moderate risk when the examiner has to 
consider two or more stable, chronic illnesses in the patient’s health profile.  
Although there may be no current complaints or findings relative to the chronic 
conditions, the examiner may elect to include their presence in treating the 
current complaint, since they may represent potential impact to the plan of care.
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Status of 3 Chronic Conditions

 Example:
• “History of HTN, compliant taking beta blocker and Lisinopril.  Does not report any headaches 

or blurry vision.

• History of DM compliant taking Glucovance.  Blood sugar log reviewed.  Sporadic Blood sugars 
between 75-100.

• History of Afib, compliant taking Lopressor.  Has not had any palpitations or lightheadedness.  
No falls or bleeding.”  
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ROS (Review of Systems)

 List of Body and Organ Systems
• Constitutional symptoms (fever, weight gain, weight loss, etc.…)

• Eyes

• Ears, nose, mouth, and throat

• Cardiovascular

• Respiratory

• Gastrointestinal

• Musculoskeletal

• Integumentary (skin and breasts)

• Neurological

• Psychiatric

• Endocrine

• Hematologic and lymphatic

• Allergies and Immunologic
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ROS (Review of Systems)

 Review of Systems (ROS)

▪ Documentation pertinent +/- of ten systems individually

OR

▪ Documentation of pertinent +/- of some systems and one of the following statements

• “all other systems reviewed and are negative”

• “all other systems negative”

• “the remainder of the system review is negative”

• “all other systems negative except as noted in the HPI”

OR

▪ Evidence that the physician reviewed and updated previous information

• Physician describes any new ROS information noting there has been no change in the 
information

AND

• Physician should note the date and location of the earlier ROS
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PFSH (Past Medical, Family, and/or Social History)

 Element 4

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

− Review of the patients major illnesses, injuries, operations, hospitalizations, medications, allergies, 
immunizations, and dietary status
• If infant/newborn – may include mother’s pregnancy and the birth of the child

• Past Family History
− Review of the medical histories of family members (parents, siblings, and children)
− Includes diseases in family members related to the patient chief complaint , present illness, or system 

review.  
− Also can include diseases present in family members that may place the patient at risk (hereditary 

conditions)
• Past Social History

− Age appropriate review of the patient’s nonmedical information
• Current employment
• Military status
• Occupation history
• Marital Status
• Living Arrangements
• Education
• Sexual History
• Use of alcohol, tobacco, and drugs
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PFSH (Past Medical, Family, and/or Social History)

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

▪ Documentation of pertinent +/- of the PFSH and one of the following statements

• “all other PFSH reviewed”

• “all other PFSH negative”

• “the remainder of the PFSH review is negative”

• “all other PFSH negative except as noted in the HPI”

OR

▪ Evidence that the physician reviewed and updated previous information

• Physician describes any new PFSH information noting there has been no 
change in the information

AND

• Physician should note the date and location of the earlier PFSH
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PFSH (Past Medical, Family, and/or Social History)

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

▪ Pertinent PFSH

• At least one specific item from any one of the history areas (Medical, Family, 
and/or Social)

▪ Complete PFSH

• At least one specific item from either two or three of the history areas 
(Medical, Family, and/or Social)

 Check your Medicare Contractor (MAC) for specific policies

▪ Example:  Novitas, Noridian, WPS, NGS, Cahaba all accept the statement “All 
others negative” if the pertinent positives and negatives are documented in the 
note
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History (Comparison of E/M and requirements)

Established patients require at minimum:

99215 = 4 HPI (extended), 10 ROS, 2 PFSH

99214 = 4 HPI (extended), 2-9 ROS, 1 PFSH (pertinent)

99213 = 1 HPI (brief), 1 ROS (pertinent), no PFSH

99212 = 1 HPI (brief), no ROS, no PFSH

New patients require at minimum: 

99205 = 4 HPI (extended), 10 ROS, 3 PFSH

99204 = 4 HPI (extended), 10 ROS, 3 PFSH

99203 = 4 HPI (extended), 2-9 ROS, 1 PFSH (pertinent)

99202 = 1 HPI (brief), 1 ROS (pertinent), no PFSH

99201 = 1 HPI (brief), no ROS, no PFSH



Evaluation and Management

Exam
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Physical Examination

 Physical Examination

▪ The process by which a physician or other healthcare provider assesses a patient 
for the presence or extent of an illness or injury.  

▪ Provider uses their own senses of touch, sight, and hearing as well as 
instruments designed to assist in this process  (stethoscope, Ophthalmoscopes, 
or otoscopes…)
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Physical Examination
 Body areas for an examination

▪ Head and/or face
▪ Neck
▪ Chest, including breast and axilla
▪ Abdomen
▪ Genitalia, groin, and buttocks
▪ Back
▪ Each extremity

 Organ Systems for an examination

▪ Constitutional (vital signs, general appearance, etc…)
▪ Eyes
▪ Ears, nose, mouth, and throat
▪ Cardiovascular
▪ Respiratory
▪ Gastrointestinal
▪ Genitourinary
▪ Musculoskeletal
▪ Skin
▪ Neurologic
▪ Psychiatric
▪ Hematologic, lymphatic, and immunologic
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‘95 vs ‘97 Guidelines
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‘95 Examination (Comparison of E/M and requirements)

Established/ New Patient:

99215/ 99205/ 99204 = 8 organ systems

99214/ 99203 = 2-7 organ systems with 1 in detail

99213/ 99202 = 2-7 organ systems

99212/ 99201 = 1 organ system

99211 = is used for a nurses visit only.
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Can I combine body areas and organ systems? (‘95 Guidelines)

 It is important to refer to your CMS carrier guidelines.

 Carriers that do not allow mixing of BA and OS for any level of exam

▪ Palmetto GBA

▪ Noridian

▪ Cahaba

▪ Novitas

 Carriers that allow mixing of BA and OS (up to the comprehensive level)

▪ WPS

▪ NGS
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Credit to Organ System or Body Area?

 Neck

▪ “Neck Supple” is counted under Body Area (Neck)

▪ “Abdomen benign or Abdomen obese” is counted under Body Area (Abdomen)

▪ Extremities
• Could be credited towards either Organ System or Body Area, depending on the extent of the 

documentation.
− Can be credited towards musculoskeletal system when components of extremity exam include joints, 

ROM, gait, etc.
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‘97 Guidelines

 1997 guideline has specific content requirements that must be 
included

 A statement of “negative” or “normal” is acceptable  to indicate 
normal findings related to an unaffected body area or organ system.

 A notation of “abnormal” of an affected organ system without 
elaboration is not sufficient documentation.

 1997 requires counting elements or bullets
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‘97 General Multi-System Exam

 A general multi-system exam involves the exam of one or more organ 
systems or body areas.
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‘97 Single-Organ System Exam

 A single organ system exam involves a more extensive exam of a 
specific organ system.



Evaluation and Management

Medical Decision Making
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Medical Decision Making
 Medical decision making refers to the complexity of establishing a diagnosis and/or selecting a management 

option 

 Medical decision making drives medical necessity and, therefore should be 1 of the 2 key components that 
drives the level of E/M for established services and the basis for any E/M service.

 Measured by documentation of the following:

▪ Number of presenting problem(s)
▪ Diagnostics ordered or reviewed
▪ Management options

 The Table of Risk is the tool that is used to determine the level of Risk

 To qualify for a given type of decision making, two of the three elements in the table must be either met or 
exceeded 
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Medical Decision Making – Box A
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MDM Box A - Number of Diagnoses/Management Options

 New/Established problem is defined as “new to the provider” or “established to the provider”

 Additional work-up planned = work done beyond the encounter

▪ Examples of additional work-up:

• Physician sees patient in the office and further testing is necessary

− Physician orders Labs, Radiology to be done after the encounter

− Consult (request opinion of another provider).

− Decision for surgery/procedure.  Diagnostic = additional work-up.  Therapeutic is not
additional work-up

▪ Not considered additional work-up:

▪ Physician orders/performs testing in office and receives results right away.
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Medical Decision Making – Box B
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Medical Decision Making – Box C
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Moderate Risk Examples

 Presenting Problem

▪ One or more chronic illnesses w/mild exacerbation

• Patient with Hypertension has elevation of BP and change of medication

• Patient with Diabetes with significant increase in blood sugar

• Patient with COPD and Asthma comes in with Shortness of Breath

▪ Undiagnosed New Problem

• Chest pain, work-up in progress

• Lump in Breast
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High Risk Examples

▪ One or more chronic illnesses w/severe exacerbation

• Patient with Asthma comes in with Severe Exacerbation

• Patient with COPD comes in with Acute Respiratory Failure

▪ Acute or Chronic Illness or injury that pose a threat to life or bodily function

• Organ Failure

• CVA with Altered Mental Status (AMS)

• Diabetic Ketoacidosis



Preventive E/M Levels

& Problem Specific E/M Visits
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Billing an E/M level with an Office Visit

 During a preventive exam, patients often say, “Oh, by the way …,” 

 Medical Necessity Should Determine Services and Coding

 AMA CPT® instructs, “If an abnormality is encountered or a preexisting problem is 
addressed in the process of performing this preventive medicine evaluation and 
management service, and if the problem or abnormality is significant enough to 
require additional work to perform the key components of a problem-oriented 
E/M service, then the appropriate Office/Outpatient code 99201-99215 should 
also be reported.”

 Billing largely depends on the payer, and sometimes on contractual agreements, as 
well as provider documentation.
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Billing a Preventative E/M with an Office E/M

 Documentation needs to support billing both services.  The provider may choose 
to create two separate notes to support the two separate services. 

 “Carve-out” the problem-oriented History, Exam, and Medical Decision Making 
from the preventive service. For example:

▪ The key elements supporting the additional problem E/M must be apparent to 
an outside reviewer.

▪ A separate History of Present Illness (HPI) paragraph describing the 
chronic/acute condition that supports the additional work needed in the history.

▪ The provider should clearly list in the Assessment & Plan the acute or 
exacerbated chronic condition(s) that are being managed at the time of the 
encounter.  Only the content of work associated with the separate E/M service 
should be considered when assigning the correct E/M code.
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Example

 A patient is scheduled for a well visit. He arrives and is complaining of 
severe low back pain due to a slip and fall on the ice that morning.

▪ Assuming documentation is complete, code for the well visit with abnormal 
findings (low back pain). Also code an E/M service (if it was significant) to 
address the problem, and append modifier 25. 

▪ Code the signs and symptoms, unless a definitive diagnosis is documented.
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Preventive Visits – Chronic Conditions

 It is important to note that refilling prescriptions and checking the 
status of a patient’s chronic conditions is expected during the course 
of a Preventive or AWV visit, therefore would not support coding an 
E/M separate from the Preventive E/M.

 However, if a chronic condition is not well controlled and measures are 
taken/decisions are made about how change medications or change 
medications, this could support a separate E/M, depending on the 
documentation from the provider.



Medicare Annual Wellness Visits

Also Known as an AWV
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Initial AWV:  The ABC’s
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Subsequent AWV’s:  The ABC’s
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FAQ’s of AWV’s

 Can I bill a separate Evaluation and Management (E/M) service at the same visit as the AWV? 

 Medicare may pay for a significant, separately identifiable, medically necessary E/M service (Current 
Procedural Terminology [CPT] codes 99201 – 99215) you bill at the same visit as the AWV with modifier 
-25. That portion of the visit must be medically necessary to treat the beneficiary’s illness or injury, or 
to improve the functioning of a malformed body member. Documentation must support both services. 
A preventive visit requires a comprehensive history and patient exam; therefore, effort to support the 
additional E/M service must be beyond that documented to support the preventive medicine visit 
already performed. Any work performed for the preventive service does not count toward the E/M 
service. A separate HPI (history of present illness) describing the patient’s complaint supports 
additional work in the history. If a portion of the exam performed is not routine for a preventive 
service, identify that portion.

 CMS specifically allows a separate E/M service with its annual wellness visit, but requires:

 … a significant, separately identifiable medically necessary E/M service (Current Procedural 
Terminology codes 99201-99215) billed at the same visit as the Annual Wellness Visit, (AWV) [must be] 
billed with modifier -25. That portion of the visit must be medically necessary to treat the beneficiary’s 
illness or injury, or to improve the functioning of a malformed body member.

https://questions.cms.gov/
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Question Re: AWV’s

 If a patient is scheduled for a follow up visit of several conditions, is it 
allowed for the provider to separately bill an Annual Wellness Visit 
performed on the same day?

▪ Answer: If a patient has several chronic conditions, all of which are clinically 
stable, there is no medical necessity for an E&M service on the same day as the 
Annual Wellness visit (AWV), since a review of those conditions will be include in 
the AWV. A separate E&M service would only be medically necessary if the 
patient were to present for a scheduled AWV with signs and symptoms 
warranting separate assessment and clinical care.



Hospital E/M Coding

Initial and Subsequent
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Initial Inpatient E/M Leveling
 Admission Order

 Per CMS the admission order must

▪ Specify the admitting practitioners' recommendation to admit  “to inpatient,” “as an inpatient,” “for 
inpatient services,” or similar language specifying his or her recommendation for inpatient care.

▪ CMS purpose is to reinforce the policy that the physician should be involved in the determination of 
patient status and to improve clarity regarding whether the patient is being treated as hospital 
inpatient or hospital outpatient.
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Initial Inpatient E/M Leveling

 Hospitalist – attends to patients from the time of admission through 
discharge

 AI Modifier

▪ 2010 Medicare eliminated consultation codes

▪ Providers of all specialties have been instructed to report initial hospital  care 
codes (99221 to 99223) for their first encounter with the patient.  

▪ The AI modifier is appended to the initial hospital care service performed by the 
attending of record.
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Subsequent E/M Leveling

 99231 – 99233

▪ Requires a Chief Complaint

• Cannot just state Follow-up

▪ Included is reviewing the medical record, diagnostic studies and changes in 
patient’s status – such as history, physical condition and response to treatment 
since last assessment

 Key Components for Subsequent Hospital Care

▪ At least two of the three components are needed to select the correct code

• Components:

− History

− Exam 

− Medical Decision Making
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Issues in the code range (99231-99233)

 Frequently history and decision making are the most contributory components in 
this code range and the exam is often limited to the affected area

 This is the description of an interval history:

▪ Problem Focused interval history – focuses on HPI since the last visit

▪ Expanded Problem Focused history – includes the HPI but also includes some ROS

▪ Detailed History – Simply has more of the above 

▪ These are all limited by what has occurred from the last visit

 Diagnosis code selection

▪ Remember in Physician coding that each note stands alone.  Your diagnoses could 
very well change from day to day.

 Report subsequent hospital E/M codes when the minimum requirements for the 
lowest level of Initial Hospital E/M is not met.



Evaluation & Management

Time-Based Documentation
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Time-Based Documentation

 The total face-to-face time must be documented; and greater than 50% of the visit 
was spent on counseling/coordination of care.  This does not include obtaining 
history, performing the examination, or the medical decision making

 Counseling topics

▪ Prognosis

▪ Medications

▪ Risks/benefits of treatments regimen

▪ Diagnostic results/procedures must be documented in the note

 Outpatient services patient must be present

 Inpatient services include floor time along with bedside/face-to-face time
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Time Statements

 Acceptable Statement:

▪ “I spent 25 minutes with the patient and his wife of which greater than 50% of 
the visit was spent on counseling them on the patient’s new diagnosis of 
diabetes and the lifestyle changes he will need to make.”

▪ “Greater than 50% of the 25 minute visit was spent discussing with the patient 
about lifestyle changes that need to be made regarding their diabetes.”

 Non-Acceptable Statement:

▪ “I spent the entire visit talking to the patient about the new diagnosis of 
diabetes.”  

▪ “I spent 25 minutes with the patient.”

▪ “Counseling and coordination of care was done with the patient.”

▪ “Greater than 50% of the visit was spent talking with the patient.”



Split/Share
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Split/Share - Documentation

 A split/shared visit is a medically necessary encounter with a patient, where the 
physician and a qualified NPP each personally perform a substantive portion of an 
E/M visit face-to-face with the same patient on the same date of service.

 Split-Shared Documentation Criteria

▪ Physician must provide a face-to-face encounter with the patient.  Must 
specifically say what he/she has personally done.  Physician does not have to 
supervise the NPP.

• A portion of the key components must be documented by both provider and 
NPP.  Both notes can be combined together to establish the level of E/M.

▪ Documentation must show the NPP performs a portion of the E/M and physician 
performs a part of the encounter with a signature by both.

• NOTE:  It is NOT sufficient for the physician to note “seen and agree” or simply 
countersign; he/she must specifically document what he/she has personally 
done.
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Split/Share – Settings Allowed/Non-Allowed

 Allowed settings

▪ Office/Clinic (Incident-to rules apply)

▪ Hospital Inpatient/Outpatient 

▪ Emergency Department

▪ Hospital Observation

▪ Hospital Discharge

 Non-allowed settings

▪ SNF/Nursing Facility

▪ Critical Care services

▪ Consultation services

▪ Procedures

▪ Patient Home/Domiciliary Sites
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Split/Share – Who can charge for the services?

 Split/Share is limited to:

▪ Physician Assistants

▪ Nurse Practitioners

▪ Clinical Nurse Specialists

▪ Certified Nurse Mid-Wives
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Split/Share Guidance

 Billing and Coding

▪ The service provided must be reasonable and medically necessary, must be 
within the NPP's scope of practice as defined in state law where he/she 
practices; and performed in collaboration with a physician. 

▪ Physician & NPP are from the same group practice OR employed by the same 
employer.

▪ Can be billed by either the physician or the non-physician practitioner – they 
must be seen by both on the same date of service to bill as a split/share

 Collaboration must be documented by either the NPP or MD (Remember the 
Physician does not have to supervise the NPP).

▪ “I have seen the patient with the NP/PA today”

▪ “Refer to the NP/PA note who also saw the patient today”

▪ “I have seen the patient with Dr. XXX today” 
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Split/Share Guidance Continued

 Documentation that does not meet the requirements of the 
shared/split visit rule:

▪ I have personally seen and examined the patient independently, reviewed the 
PA’s Hx, exam and MDM and agree with the assessment and plan as written.

▪ Seen and examined.

▪ As above.

▪ NPP documentation that the patient was seen and examined by myself and Dr. X. 

▪ It is NOT sufficient for the physician to note “seen and agree” or simply 
countersign; he/she must specifically document what he/she has personally 
done.
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Split/Share Guidance Continued

 Can Bill based on Time (when the following 3 things are met):

▪ Total Time should be documented

▪ Must have statement that more than 50% of time was spent providing 
counseling or coordination of care

▪ Description of the content of the counseling or coordination of care
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Split/Share Signatures Question

 Question:

▪ Does the physician have to sign the medical record when providing a split/shared 
visit with a non-physician practitioner?

 Answer:

▪ Both parties must document and sign the work they perform.  These can be 
electronically signed.
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In Conclusion for Split/Share

▪ Split/Share services may be billed by either the physician or the non-physician 
practitioner

▪ Physician must have a face-to-face encounter with the patient in order to bill

▪ Services may occur jointly, or at separate times of the day

▪ Both practitioners must record and sign off on the work they performed

▪ Does not require direct physician supervision

▪ Critical Care and Procedures cannot be Split/Shared

▪ Allowed in the hospital setting only (inpatient, outpatient and emergency room)



Teaching Physicians
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Teaching Physician Guidance

 Medicare will pay for services furnished in teaching settings if the 
services are:

▪ Personally furnished by a physician who is not a resident.

▪ Service provided by a resident when a teaching physician is physically present 
during the critical or key portions of the service; or

▪ Service provided by a resident under a primary care exception within an 
approved Graduate Medical Education (GME) program.

 Services furnished by Intern or Resident must be within the scope of 
an approved training program.
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Teaching Physician Attestations

▪ At this time, CMS is neither requiring nor instructing providers to use a certain 
form or format. 

▪ The following are examples of valid attestation statements that may be used in 
the event that a provider would choose to submit one:
• 1. Admitting Note: “I performed a history and physical examination of the patient and 

discussed his management with the resident. I reviewed the resident’s note and agree with 
the documented findings and plan of care.” 

• 2. Follow-up Visit: “Hospital Day #3. I saw and evaluated the patient. I agree with the findings 
and the plan of care as documented in the resident’s note.” 

• 3. Follow-up Visit: “Hospital Day #5. I saw and examined the patient. I agree with the resident’s 
note except the heart murmur is louder, so I will obtain an echo to evaluate.” 

• 4. Initial or Follow-up Visit: “I was present with the resident during the history and exam. I 
discussed the case with the resident and agree with the findings and plan as documented in 
the resident’s note.” 

• 5. Follow-up Visit: “I saw the patient with the resident and agree with the resident’s findings 
and plan.” 
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Teaching Physician Attestations Continued

 Examples for unacceptable attestation statements:

▪ “Agree with above.”, followed by legible countersignature or identity; 

▪ “Rounded, Reviewed, Agree.”, followed by legible countersignature or identity; 

▪ “Discussed with resident. Agree.”, followed by legible countersignature or 
identity; 

▪ “Seen and agree.”, followed by legible countersignature or identity; 

▪ “Patient seen and evaluated.”, followed by legible countersignature or identity; 
and 

▪ A legible countersignature or identity alone. 

 Such documentation is not acceptable, because the documentation does not make 
it possible to determine whether the teaching physician was present, evaluated 
the patient, and/or had any involvement with the plan of care.
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Example 1

 The teaching physician personally performs all the required elements of an E/M 
service without a resident. In this scenario the resident may or may not have 
performed the E/M service independently.

▪ In the absence of a note by a resident, the teaching physician must document as 
he/she would document an E/M service in a nonteaching setting.

▪ Where a resident has written notes, the teaching physician’s note may reference 
the resident’s note. The teaching physician must document that he/she 
performed the critical or key portion(s) of the service, and that he/she was 
directly involved in the management of the patient. For payment, the composite 
of the teaching physician’s entry and the resident’s entry together must support 
the medical necessity of the billed service and the level of the service billed by 
the teaching physician
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Example 2

 The resident performs the elements required for an E/M service in the 
presence of, or jointly with, the teaching physician and the resident 
documents the service. 

▪ In this case, the teaching physician must document that he/she was present 
during the performance of the critical or key portion(s) of the service and that 
he/she was directly involved in the management of the patient. The teaching 
physician’s note should reference the resident’s note. For payment, the 
composite of the teaching physician’s entry and the resident’s entry together 
must support the medical necessity and the level of the service billed by the 
teaching physician
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Example 3

 When a medical resident admits a patient to a hospital late at night and the teaching physician does 
not see the patient until later, including the next calendar day: 

▪ The teaching physician must document that he/she personally saw the patient and participated in 
the management of the patient. The teaching physician may reference the resident's note in lieu of 
re-documenting the history of present illness, exam, medical decision-making, review of systems 
and/or past family/social history provided that the patient's condition has not changed, and the 
teaching physician agrees with the resident's note.

▪ The teaching physician's note must reflect changes in the patient's condition and clinical course 
that require that the resident's note be amended with further information to address the patient’s 
condition and course at the time the patient is seen personally by the teaching physician. 

▪ The teaching physician’s bill must reflect the date of service he/she saw the patient and his/her 
personal work of obtaining a history, performing a physical, and participating in medical decision-
making regardless of whether the combination of the teaching physician’s and resident’s 
documentation satisfies criteria for a higher level of service. For payment, the composite of the 
teaching physician’s entry and the resident’s entry together must support the medical necessity of 
the billed service and the level of the service billed by the teaching physician. 



Emergency Department

Evaluation and Management
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Emergency Department E/M

 ED visit 99283 vs. 99284

• Medical necessity for performing Detailed History and Examination in addition 
to Moderate level of Medical Decision Making – systemic involvement – more 
than one system involved

 99285 is the only E/M code that allows the provider to bypass the Examination 
requirements if the Examination cannot be performed due to the urgency of the 
Patient presentation.    The provider must document the inability to perform a 
comprehensive examination in order to receive credit.
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Work-up in the ED

 Additional Work-up Planned vs. No Additional Work-up

▪ Additional Work-up Planned

• If additional work-up is planned during the encounter, which is 
considered more than just the history and exam done on the 
patient, then you would count 4 points as a new problem 
w/additional work-up planned.

▪ No Additional Work-up

• If no additional work-up other than the history and exam is 
planned during the encounter, then you would only count 3 
points for the new problem w/no additional work-up planned.
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Consult Codes in the ED
 CMS Claims Processing Manual Chapter 12

▪ Use of Emergency Department Codes by Physicians Not Assigned to 
Emergency Department Any physician seeing a patient registered in the 
emergency department may use emergency department visit codes (for 
services matching the code description). It is not required that the 
physician be assigned to the emergency department.

▪ Regarding a visit in the ED in which the patient is not admitted.  It is not a 
consult code, as those have been eliminated from the CPT manual.

▪ If a patient is evaluated in the ED and not admitted to the hospital, then you use 
codes from 99281-99288.  Yes, these are the same codes the attending ED 
physician will use.  If the physician (other than the attending ED) personally 
evaluates the patient in the ED and the patient is admitted the codes from 
99221-99223 will be used.  However, if the patient goes home from the ED 
(never admitted or under observation status then the codes from 99281-99288 
will be used.



Modifiers

Most Commonly Used
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GC/GE Modifiers

 GC Modifier:  

▪ Reported by the teaching physician to state that these services have been 
performed by a resident under the direction of a teaching physician.

 GE Modifier:  

▪ Claims for services provided by a resident without the presence of a Teaching 
Physician under the primary care center exception.

▪ Cannot bill higher than a level 3 E/M code

• 99201-99203

• 99211-99213

 GC and GE are recognized by Medicare, however there are some commercial 
payers that recognize them as well.
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Modifier -24

 Description:  Unrelated evaluation and management service

 This modifier may be used to indicate that an evaluation and management (E/M) 
service or eye exam, which falls within the global period of a major or minor surgery 
and which is performed by the surgeon, is unrelated to the surgery

 The global period of a major surgery is the day prior to, day of and 90 days after the 
surgery. Note that although the CPT description of CPT modifier 24 reflects 
'postoperative,' you may submit this modifier for a visit performed the day prior to a 
major surgery when the visit is unrelated to the surgery.

 The global period of a minor surgery is the day of and 10 days after the surgery

 This modifier may only be submitted with E/M and eye exam codes

 The diagnosis for the E/M service must clearly substantiate that the visit was 
unrelated to the surgery
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Modifier -24 Examples

 A patient had a cholecystectomy and returned to the general surgeon for a 2-week follow-up visit.  
At that time, the patient complained of a sore throat and throbbing headache.  Examination 
showed streptococcal infection, which was unrelated to the postoperative follow-up visit.  
Physician prescribed medication for the infection in addition to the routine post-op exam.

▪ Rationale for using modifier 24 with appropriate E/M code: The streptococcal infection was 
unrelated to the cholecystectomy, and the claim would be reported with a different diagnosis.

 A patient underwent excision of a 1.0 cm lesion on the left forearm 14 days ago in a family 
practitioner’s office.  The physician reported this procedure with CPT code 11401.  The lesion was 
sent to pathology, and the results were benign.  Today, the patient came to the office with a red 
and itching rash over the excision site.  The physician documented a level 2 established office visit 
and gave the patient a prescription to treat the dermatitis and an appointment to return in 10 
days.

▪ Rationale for NOT using modifier 24 with 99212: Modifier 24 would not be appended because 
the global period for the initial lesion excision using 11401 is 10 days.  The documentation stated 
the patient returned 14 days later, which is past the global period.  Modifier 24 is not required 
for this visit because treatment is related to the first procedure and is not in the global period.
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Modifier -25

 Modifier -25 indicates a significant, separately identifiable E/M service by the same provider on the 
same day of a procedure or other service. 

 To append modifier -25 appropriately to an E/M code, the service provided must meet the 
definition of a “significant, separately identifiable E/M service” as defined by CPT.

 Outpatient Code Editor only requires the use of modifier -25 when the E/M services is reported 
with a procedure code having a status indicator of S or T.

 Questions to ask:

▪ Is an evaluation above and beyond the preoperative evaluation for the procedure necessary and 
documented?

▪ Is there sufficient history, examination and medical decision making documented above and 
beyond the preoperative evaluation of the area to be treated to support a separate E/M service?

▪ Has a plan for treatment or additional testing related to the planned procedure been created 
prior to this encounter; e.g., a previous encounter with the patient with the same provider or 
provider of the same specialty and same group practice?
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Modifier -57

 Modifier 57 is used to indicate an Evaluation and Management (E/M) service resulted in the initial 
decision to perform surgery either the day before a major surgery (90 day global) or the day of a major 
surgery

▪ Append, only to the E/M procedure code, where the decision to perform surgery is made the day of 
or day before a major surgery during an E/M service.
• Global Period Includes:  Day before surgery, Day of the surgery; and Number of days following the 

surgery
• Note:  A major surgery has a 90 day post-operative period and a minor surgery has either a zero or 

a 10 day post-operative period.
• E/M service resulting in initial decision to perform major surgery is furnished during post-

operative period of another unrelated procedure, then the E/M service must be billed with both 
the 24 and 57 modifiers.

 Inappropriate Uses:

▪ Appending to a surgical procedure code.
▪ Appending to an E/M procedure code performed the same day as a minor surgery.
▪ When the decision to perform a minor procedure is done immediately before the service, it is 

considered a routine preoperative service and not billable in addition to the procedure.
▪ Do not report on the day of surgery for a preplanned or prescheduled surgery.
▪ Do not report on the day of surgery if the surgical procedure indicates performance in multiple 

sessions or stages.



Conclusion
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Conclusion

 CMS:

▪ Medical Necessity  of a service is the overarching criterion for payment in 
addition to the individual requirements of a CPT code.   It would not be 
medically necessary or appropriate to bill a higher level of evaluation and 
management service when a lower level of service is warranted.   The volume of 
documentation should not be the primary influence upon which a specific level 
of service is billed.  Documentation should support the level of service 
supported.   The service should be documented during, or as soon as practicable 
after it is provided in order to maintain an accurate medical record.   

 Joint Commission

▪ If it is not documented, it was not done. 
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Questions
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