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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
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IMPORTANT CEU NOTE FOR WEBINAR ATTENDEES

 himagine solutions offers industry-specific webinars at no cost to the attendee.   Each webinar is approved by AHIMA, AAPC or the NCRA and provides 
continuing education units (CEU).   We list important points below which you should read if you elect to attend one of our free webinars.  himagine is 
not responsibleshould you not qualify to receive or did not receive your CEU certificate.

▪ You must attend at least 45 minutes of the webinar to earn the CEU(s).

▪ You must enroll for each webinar and provide a valid email address where the CEU certificate will be sent.  Please be aware i f you use your work 
email, it may be considered spam and prevent you from receiving.  We suggest you add to your contact list the email address h imagine will use to 
send the CEU certificate, himeducation@himaginesolutions.com.  This may allow the email to go to your inbox instead of spam.  You may want to 
check with your employer’s IT department.

▪ The CEU is sent two to three weeks post the webinar.

▪ It is your responsibility to print, insert your name, title and date of the webinar and store the CEU for future reference.  You will need the 
certificate when it comes time to renew your certification.  It is the responsibility of the attendee to ensure he or she has the documents required 
for maintaining his or her certification.  himagine no longer tracks this information.

▪ While himagine will still record the webinar and place the webinar on our website, beginning May 2020, you must attend one of the scheduled 
live sessions to receive the CEU certificate.  We will continue to offer several sessions for this reason.

▪ While previously recorded webinars will still be available to view, CEU certificates will no longer be provided.  You may vie w the webinars through 
the himagine solutions home page “Webinars –Previous Webinars” or by clicking the link https://himaginesolutions.com/previous-webinars/.

▪ You will not receive email notifications post the webinar.  The CEU certificate is sent from an email address which does not allow a return 
response.

 While we recognize the changes recently made differ from past practice, over 88% of attendees receive the CEU email which con tains the certificate 
simply by following instructions.  Of the 88% of attendees who received the CEU email, 81% opened, printed and completed the required information.

 himagine is committed to the ongoing development of HIM professionals and the changes we made will help ensure we are able to continue 
providing webinars at no cost to attendees 

 himagine is considering offering premium access to participants willing to pay a nominal fee. Premium members would:

▪ Get guaranteed access into the webinars (you don’t have to worry about not accessing the webinar because we’ve reached maximum 
participation)

▪ Get live customer support

 Please answer the premium webinar question in the post webinar survey so that we can gauge your interest.  

 We thank you for your continued participation in our webinars. 

mailto:himeducation@himaginesolutions.com
https://himaginesolutions.com/previous-webinars/


5March 22, 2021

Housekeeping
 Todays webinar will be limited to 1 hour. 

 Please enter your coding questions in the Q&A box.

 A copy of all coding questions and answers will be emailed to webinar 
registrants within 1-2 weeks.

 Google Chrome is the ideal platform.

 Please do not use the chat box for technical questions.

 Hit F5 to refresh the page if having issues viewing presentation.

 Log out and back in.

 Restart your computer, if needed.

Technical Questions/Tips
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About the Presenters

Sandy Pedersen, CPC, CEMC, CPMA

▪himagine Educator/Auditor
▪12+ years of HIM experience in coding, auditing, 

compliance and education

Jody Meece, RHIA, CCS

▪himagine Educator/Auditor

▪ 27+ years in HIM experience in coding, education, 
auditing and compliance
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Himagine Solutions

Brad Justus, VP of Client Development
bjustus@himaginesolutions.com
813.331.0713 / 727.492.6360

➢ Do you know an HIM professional that is 
looking for the following:

• A new opportunity
• Supplemental income
• Flexibility of working from home

Mason Henk, Manager of Recruitment
jhenk@himaginesolutions.com

mailto:bjustus@himaginesolutions.com
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Agenda

➢ History and Evolution of Telehealth 

➢ Telehealth today, during the Covid-19 Public Health Emergency

➢ Telehealth Modifiers

➢ Evaluation and Management Modifiers

➢ CPT/HCPCS Modifiers



Telehealth
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Telehealth

 Telehealth – the use of electronic information and 
telecommunication technologies to support and promote long-
distance clinical health care, patient and professional health-related 
education, public health and health administration.

 Provides greater access to healthcare, especially in areas where 
there is limited or no access to care, especially for certain 
specialties. It also eases the burden created by physician shortages 
and has the potential to reduce the cost of healthcare. 

 It is typically limited in scope: Some examples of barriers include 
restrictions on payment, licensure laws and regulations that limit 
the availability of telehealth across state lines, areas without 
adequate broadband service, and funding for necessary technology.
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Types of Telehealth

 Types of Telehealth:

▪ Synchronous (Real-Time) Telemedicine (with modifier 95) – uses a secure 
interactive audio and video telecommunication system between a patient 
who is at an approved originating site and a physician at a distant site. 
• Only CPT codes from CPT Appendix P (that are identified with the ★ symbol) are allowed, 

and only when patient was located at an approved designated site distant from the 
provider.

▪ Asynchronous (Store-and-Forward) – Not in real time, and not considered 
Medicare telehealth services.
• E-Visits (99421-3) - An established patient initiates a non-face-to-face service with an 

inquiry through an online patient portal, cumulative time over a 7-day period. 98970-2 –
An established patient initiates an on-line  service to a non-physician provider (QHCP)

• G2012 – Virtual Check-ins: Brief communications between a healthcare practitioner and a 
patient established with the billing practice by telephone, video, text, email or patient 
portal not related to a medical visit within the previous 7 days and does not lead to a 
medical visit within the next 24 hours

• Remote Patient Monitoring: G2010 – A remote evaluation of recorded video and/or 
images submitted by an established patient 
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Terms

 QHCP - Qualified Healthcare Professional (includes PA, NP, PT, CNS, 
as allowed by scope of practice)

 PHE - Public Health Emergency due to Covid-19

 Distant Site: The site where the provider is located

 Originating Site: An approved location where a patient goes to 
receive telemedicine services. It must be either:

▪ A county outside a Metropolitan Statistical Area (MSA), or

▪ A Rural Health Professional Shortage Area (HPSA) in a rural census tract, and

▪ Must be in a specific eligible facility site, such as physician offices, hospitals, 
CAH, RHC, FQHC, SNF, Facility dialysis center, home dialysis patient’s home, 
or Mobile Stroke Unit

▪ CPT Q3014 – Telehealth originating site facility fee may be billed by the 
originating site facility 
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Synchronous Telemedicine Guidelines

 Appendix P lists the CPT codes (identified in CPT with the ★ symbol) 
that may be billed as Telehealth when a patient is located at an 
approved originating site distant from the provider. 

▪ Office E/M, Subsequent inpatient, Office and Inpatient consultations, 
Psychiatric evaluations, psychotherapy, ESRD management, Retinal imaging 
interpretation, External telemetry, Genetic counseling, Nutrition therapy, 
Patient self-management, Subsequent nursing facility, and other codes

▪ Modifier 95 Guidelines state: The totality of communication of information 
exchanged between the provider and the patient must be of an amount and 
nature that would be sufficient to meet the key components and/or 
requirements of the same service when rendered face-to-face.

▪ Telehealth provider must be located within the country when providing the 
service, and must be a Physician, Nurse practitioner (NP), Physician Assistant 
(PA), Nurse-Midwife, Clinical nurse specialist (CNS), Certified registered nurse 
anesthetist, Clinical Psychologist, Clinical Social Worker (CSW) or Registered 
Dietician or nutrition professional

▪ Place of Service (POS) code 2 (Telehealth) is used
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Synchronous (Real-Time) Telemedicine

Service CPT/HCPS Code Level

ED or Initial Inpatient consult G0425-G0427 Time-based

Follow-up Inpatient consults furnished in 
hospitals or SNFs 

G0406-G0408 Time-based

Subsequent hospital 99231-99233 Level using History, 
Exam, and MDM

Office or Other Outpatient 99202-99215 Level using Office or 
other Outpatient 
Guidelines

Office or Other Outpatient Consults 99241-99245 Level using History, 
Exam, and MDM

Inpatient Pharmacologic Management G0459 Service-based

Initial Critical Care G0508 Time-based

Subsequent Critical Care G0509 Time-based
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Items to Remember for Telehealth

 Verbal consent is required.

 Place of Service (POS) code “02” is to be used.

 Reimbursement policies vary from payer to payer.



Telehealth During the Covid-19 
Public Health Emergency
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Changes to Telehealth during COVID-19

 During the Covid-19 Public Health Emergency (PHE) CMS and private 
payers have relaxed some restrictions on telehealth to help curb the 
spread of Covid-19.  Most changes are intended to be temporary, but 
some changes could become permanent:

▪ Telehealth codes may be billed even when the “originating site” is now a 
patient’s home (or any other site) during the pandemic.

▪ Medicare will pay physicians the same rate for telehealth services as they do 
for in-person visits during the pandemic. This is not only for Covid-related 
services.

▪ New CPT codes are allowed to be billed as Telehealth during the pandemic.

▪ Telehealth codes that were previously restricted may now be billed for new 
patients as well as established.

▪ CMS has suspended in-person supervision requirements for providers, 
allowing physicians to supervise other healthcare professional through audio 
and video.

▪ Physicians who are licensed in one state are allowed to see a patient in a 
different state.
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Payment for Telehealth during COVID-19

 Reimbursement during the pandemic:

▪ Modifier 95 may be used for Medicare and other payers to allow physicians to 
be paid at the higher non-facility rate.

▪ For Medicare encounters, the Place of Service (POS) should be the code the 
physician would have used if the service had been provided in person (e.g., 
POS 11 – Office). This will allow for full payment.

▪ For claims with POS 02 – Telehealth will be paid at the normal facility rate, 
which is typically less than the face-to-face reimbursement.

▪ If the originating site is the patient’s home, Q3014 originating site may not be 
billed.

▪ Physicians are allowed to waive or reduce cost-sharing for telehealth visits.
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Telephone Visit Expansion During COVID-19

 Medicare will now temporarily allow payment for telephone codes 99441, 
99442 and 99443. They also require audio-only visits (using an electronic 
device) to be billed with these telephone codes.

 Medicare will separately pay for phone and audio-only E/M visits at the same 
rate as in-person visits through the conclusion of the PHE. 

 These codes may be billed for new patients in addition to established patients, 
only during the PHE.

 Other requirements of telephone visits remain the same: the “not originating 
from a related E/M service provided within the previous 7 days nor leading to 
an E/M service or procedure within the next 24 hours or soonest available 
appointment” restrictions still apply.

 These codes are time-based per CPT, and therefore time must be documented 
in the medical record.  Please note that a minimum time of 5 minutes must be 
documented in order to meet CPT 99441 “5-10 minutes of medical discussion.”
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New CPTs Allowed for Pandemic

 Medicare has also allowed more CPT codes to be billed as 
Telehealth during the pandemic. The most current list of 
approximately 245 allowable codes may be found at:  

https://www.cms.gov/Medicare/Medicare-General-
Information/Telehealth/Telehealth-Codes

 This list includes a column labeled “Can Audio-only Interaction Meet 
the Requirements”. Audio-only is defined as audio with no video 
using an electronic device, and not just a phone call.

 This temporary list has added prolonged services, Observation, 
Inpatient, ER, Critical Care, Nursing facility, Home visits, Domiciliary, 
and many Mental health evaluations and therapy codes. 

 Check with individual commercial payers to see if they use this CMS 
list.

https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
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Examples of CPTs Allowed During COVID-19 PHE

CPT Type of Enct CMS Status Audio-only 
Allowed?

95/CS 
Modifiers

POS

99202-
99215

Office None (Has always been 
allowed from an originating 
site)

Not for Medicare 95-Telehealth
CS if applies

11 if provided 
from office

99441-
99443

Telephone Temporary addition Yes CS if applies 11 if provided 
from office

99218-
99220

Initial 
Observation

Temporary addition Not for Medicare CS if applies 22

99217, 
99224-
99226

Subsq
Observation 
and D/C

Available through year in 
which the PHE ends

Not for Medicare CS if applies 22

99221-
99223

Initial 
hospital (IP)

Temporary addition Not for Medicare 21

99231-
99232

Subsq 
hospital (IP)

None (Has always been 
allowed from an originating 
site)

Not for Medicare 95-Telehealth 21

99282-
99285

ER Visit Available through year in 
which the PHE ends

Not for Medicare CS if applies 23

97802-
97804

Medical 
nutrition

Available through year in 
which the PHE ends

Yes 95-Telehealth
CS if applies

11 if provided 
from office
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Telehealth and Teaching Encounters during Covid

 Telehealth Supervision of Residents in a Teaching Setting: 

▪ CMS is allowing supervision of residents in teaching settings through 
audio/visual real-time communications technology to remain in place for the 
duration of the PHE to provide flexibility for communities that may 
experience resurgences in COVID-19 infections.

▪ The list of services included in the primary care exception has been 
expanded. Teaching physicians may meet the requirements to bill for their 
services involving residents through virtual presence on a permanent basis 
for services furnished in residency training sites that are located in rural 
areas.

▪ Under the primary care exception at section 415.174, A teaching physician 
may meet the requirement to review a visit furnished by a resident remotely 
using audio/video real time communications technology during the PHE.



Telehealth Modifiers
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Synchronous Telemedicine Modifiers

 Modifier 95: (not used by Medicare prior to COVID-19 pandemic 
because of use of POS 2): Synchronous Telemedicine Service 
Rendered Via a Real-Time Interactive Audio and Video 
Telecommunications System 

▪ Synchronous telemedicine service is defined as a real-time interaction 
between a physician or other QHCP and a patient who is located at a distant 
site from the physician or other QHCP. The totality of the communication of 
information exchanged between the physician or other QHCP and patient 
during the course of the synchronous telemedicine service must be of an 
amount and nature that would be sufficient to meet the key components 
and/or requirements of the same service when rendered via a face-to-face 
interaction. 

▪ Modifier 95 may (normally) only be appended to services in Appendix P. 
Appendix P is the list of CPT codes for services that are typically performed 
face-to-face, but may be rendered via real-time (synchronous) interactive 
audio/video telecommunications system. Medicare has instructed to use 
Modifier 95 during the Covid PHE.
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Other Telemedicine Modifiers

 Modifier G0 (zero): Telehealth services for diagnosis, evaluation, or 
treatment, of symptoms of an acute stroke. Also note that 
telehealth for the treatment of stroke has additional allowed 
originating sites.

 GT: Formerly used by Medicare for telehealth, but no longer used 
now that POS 02 is used. (However, is used for billing under the CAH 
Optional Payment Method II)

 GQ: Via asynchronous telecommunications system. (Except for 
demonstrations in Alaska and Hawaii, all telehealth must be 
interactive.)



CPT Modifiers
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CPT Modifiers

 Modifiers are 2-character suffixes appended to a CPT code that 
provide extra details to payers that describe the specific work done 
during the treatment of a patient, without changing the definition 
of a procedure.

 Not all modifiers may be used with all CPT codes. Encoders and 
some CPT manuals list the modifiers that are allowed for a 
particular CPT. Level I and II CPT modifiers are found in Appendix A 
of the CPT Manual. 

 A modifier may provide details not included in the code descriptor, 
such as the anatomic location of the procedure, a service was 
increased or reduced, a procedure was bilateral, was performed by 
more than one provider, or was provided to the patient more than 
once. 
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CS  Modifier

 Don’t forget to use modifier CS if the service results in the order or 
administration of the Covid-19 test. CS Modifier: Cost-sharing 
waived for specified COVID-19 testing-related services that result in 
an order for, or administration of, a COVID-19 test and/or used for 
cost-sharing waived preventive services furnished via telehealth in 
Rural Health Clinics and Federally Qualified Health Centers during 
the COVID-19 public health emergency.

▪ This modifier is currently required by federal law and allows for 100% 
payment to the facility and waiving of patient cost-share during the 
pandemic 

▪ May be applied to the COVID-19 test

▪ May also be applied to Office, Observation, ER, Nursing facility, and Nursing 
home E/M codes (codes where a cost-share normally applies)

▪ It is placed before modifier 95 since it is a payment modifier



CPT Modifiers for Evaluation 
and Management Services
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Modifier 25

Significant, Separately Identifiable E/M Service by the Same 

Physician or Other QHCP on the Same Day of the Procedure 

or Other Service: It may be necessary to indicate that on the day a 

procedure or service identified by a CPT code was performed, the patient's 

condition required a significant, separately identifiable E/M service above and 

beyond the other service provided or beyond the usual preoperative and 

postoperative care associated with the procedure that was performed. …The E/M 

service may be prompted by the symptom or condition for which the procedure 

and/or service was provided. As such, different diagnoses are not required for 

reporting of the E/M services on the same date. 

 Use on E/M services only. Modifier 25 should not be automatically applied with 

every CPT, use when there is an NCCI edit and the E/M is the column 2 code, 

and if modifier 25 rules are met.
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Modifier 25 on same day as Minor Procedure

 In general, E/M services performed on the same date of service as a 

minor surgical procedure (zero days or 10 global days) are included in 

the payment for the procedure. 

 However, a significant and separately identifiable E/M service unrelated 

to the decision to perform a minor procedure may be reported. 

▪ Discussion of inherent risk of the procedure; education about the procedure; nursing 
care; obtaining consent; pre-procedure prep; documentation of procedure, post-
procedure reassessment are all included in the procedure.

▪ Does not depend on whether a patient is new or established, it depends on the 
amount and complexity of the additional work required. For new patients or new 
problems, the E/M may be billable if the provider had to first evaluate the problem 
before deciding that a procedure was necessary.

▪ Both services must be medically necessary. If the minor procedure was pre-panned 
and already scheduled, the E/M would not generally be medical necessary, unless 
the procedure results led to the need for an E/M.

▪ Different diagnoses are not required for reporting of the E/M services on the same 
date.
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Modifier 25 on Same Day as “XXX” Minor Procedure

 Modifier 25 may be used on an E/M with a minor procedure or 
diagnostic test with an assigned global days of “XXX”, however an 
E/M should not be reported for:

▪ The performance of the procedure

▪ The supervision of others performing the procedure

▪ The inherent pre-procedure and intra-procedure work performed by a 
physician

▪ The interpretation of the procedure
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Services that may Support Modifier 25

 A separate condition requiring distinct evaluation and management

 If E/M is for the same condition as the procedure: 

o Must extensive counseling be done, or multiple differential diagnoses that 
must be considered?

o Is there high risk due to co-morbidities that must be considered, or counseling 
done?

o Was there need for development of a treatment plan?
o Was there need for more diagnostic testing due to the results of the minor 

procedure?

 A preventive visit performed the same day as a separately 
identifiable E/M

 A procedure result may indicate the need for an E/M following the 
procedure
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Examples of Modifier 25

 An Ortho provider sees an established patient who has been 
receiving steroid injections for knee osteoarthritis. The provider 
injects the knee again, but notes that the pain is not at goal and 
decides to order an MRI to rule out soft tissue disorders, and 
spends a significant amount of time discussing different treatment 
options with the patient, including possible surgery.

 An ENT provider sees a new patient for chronic pain in the facial 
area and hoarseness associated with a globus sensation. The 
provider decides to perform a nasal endoscopy as one part of a 
detailed exam of the entire ENT system. The diagnoses are listed as 
chronic sinusitis and GERD and treatment plans are recommended. 
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Modifier 57

Decision for Surgery: An E/M service that resulted in the initial 

decision to perform the surgery may be identified by adding 

modifier 57 to the appropriate level of E/M service.

 For a Major Procedure: For E/M service that resulted in a 

decision to perform a major surgery and is within the 90-day 

global period of that surgery, use modifier 57 instead of 25. 

The global period includes a total of 92 days per CMS: 1 day 

prior to the surgery, the day of the surgery, and the 90 days 

after the surgery.

 This modifier is not necessary if the decision for surgery is 

made prior to the day before the surgery.
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Modifier 24

 Unrelated E/M Service by the same physician or other QHCP during a 
postoperative Period: The physician or other QHCP may need to 
indicate that an E/M service was performed during a postoperative 
period for a reason(s) unrelated to the original procedure. Reported by 
adding modifier 24 to the appropriate level of E/M service.

 Should not be used when E/M is for routine post-operative care such as 
suture removal or wound treatment. However, CMS does state that 
Mod 24 may be used for an E/M related to an unexpected complication 
of surgery.

 Should not be used if the service occurs outside of the global period 

 May be used if unrelated care is needed, such as:

▪ An unrelated condition

▪ Chemo management for the underlying condition that required surgery, or 
managing immunosuppression therapy during the post-op period of a 
transplant. 
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Other Evaluation and Management Modifiers

 Modifier 27: Multiple Outpatient Hospital E/M Encounters on the Same 
Date: Use this modifier if a patient was seen in two different hospital-based clinics on 

the same date of service, used on the subsequent E/M codes  (eg, hospital emergency 
department, clinic).

 Modifier 55: Postoperative Management Only: When 1 physician or other 

QHCP performed the postoperative management and another performed the surgical 
procedure, the postoperative component may be identified by adding modifier 55 to the 
usual procedure number. 

 Modifier 56: Preoperative Management Only: When 1 physician or other 

QHCP performed the preoperative care and evaluation and another performed the 
surgical procedure, the preoperative component may be identified by adding modifier 56 
to the usual procedure number.



CPT Modifiers for Procedure 
Codes



39March 22, 2021

Modifier 59 – Distinct Procedural Service

 Modifier 59: Distinct Procedural Service: Indicates that a procedure 
was distinct or independent from another non-E/M service 
performed on the same day, that would not normally reported 
together, but are appropriate under the circumstances (e.g., due to 
different session, different procedure or surgery, different site or 
organ system, separate incision/excision, separate lesion, or 
separate injury.

▪ Often used incorrectly, still one of the major sources of errors and 
overpayments

▪ NCCI Edits (updated quarterly): When there is an edit between 2 codes, this 
means that they are not normally billable together, and only the Column 1 
code should normally be billed. 

▪ “Modifier Allowed” does not mean that modifier 59 may automatically be 
applied. It means that the CPT codes remain bundled unless documentation 
shows an unusual exception that allows both codes with a modifier 59. It 
should never be used strictly to prevent a service from being bundled or to 
bypass the insurance carrier’s edit system.
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Modifier 59 Tips

 CMS Website (cumbersome to use): 

https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd

 Use a good encoder to determine if there is an NCCI edit between 2 
codes, and to determine the Column 1 code.

 Modifier “Not allowed” means that modifier 59 may not be used to 
“break” the NCCI edits under any circumstances for the same 
patient for the same date of service.

 Modifier 59 is always applied to the Column 2 code, if 
documentation supports.

 Watch the “Do not report in conjunction with” notes with the 
CPT/HCPCS codes. 

 Never used on an E/M. If an E/M is a Column 2 code, and all 
requirements are met, see modifier 25.

https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd


41March 22, 2021

Modifier 59 Warnings

 If a modifier is allowed:  Under certain circumstances, it may be 
necessary to indicate that a procedure or service was distinct or 
independent from other non-E/M services performed on the same 
day. Documentation must support:

▪ different session, 

▪ different procedure or surgery, 

▪ different site or organ system, separate incision/excision, 

▪ separate lesion, or separate injury (or area of injury in extensive injuries) not 
ordinarily encountered or performed on the same day by the same 
individual. 

 Look at the NCCI Edit this way:  The CPT codes remain bundled 
unless the procedures are performed at different anatomic sites or 
separate patient encounters or meet one of the other three 
scenarios described in upcoming slides.
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CMS: Modifier 59 – Different Site

 Per CMS: Modifier 59 is used for different anatomic sites during the 
same encounter only when procedures which are not ordinarily 
separately billable on the same day are performed on different 
organs, or different anatomic regions, or in limited situations on 
different, non-contiguous lesions in different anatomic regions of 
the same organ. 

 XE, XP, XS, XU – same rules as mod 59. These simply may replace 
mod 59 to provide better specificity of the unique circumstance 
which allows billing of Column 2 code. These are not required, but 
may be used to replace modifier 59.

 Do not use Mod 59 when another already established modifier is 
appropriate, such as anatomical modifiers. Only use if no more 
descriptive modifier is available, and the use of modifier 59 best 
explains the circumstances.
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Different Site Examples

 Different organ

 separate lesion, or separate injury (or area of injury in extensive 
injuries) not ordinarily encountered or performed on the same day 
by the same individual. A separate incision may be used.

 Only in certain instances, different [parts] of the same organ. The 
treatment of contiguous structures in the same organ or anatomic 
region does not generally constitute treatment of different 
anatomic sites. For example per CMS: 

▪ Treatment of the nail, nail bed, and adjacent soft tissue distal to and 
including the skin overlying the distal interphalangeal joint on the same toe 
or finger constitutes treatment of a single anatomic site.

▪ Treatment of posterior segment structures in the eye constitutes treatment 
of a single anatomic site. 

▪ Arthroscopic treatment of structures in adjoining areas of the same shoulder 
constitutes treatment of a single anatomic site. 
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Other Circumstances for Mod 59

 Different Session:  Modifier 59 is used appropriately when the 
procedures are performed in different encounters on the same day. 
(very rare circumstance)

 Different Procedure or Surgery:  Modifier 59 is used inappropriately 
if the basis for its use is that the narrative description of the two 
codes is different. The edit indicates that the two procedures should 
not be reported together if performed at the same anatomic site 
and same patient encounter, as those procedures would not be 
considered “separate and distinct.”
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Mod 59 - Other, Cont’d

 Modifier 59 is used for two services described by timed codes 
provided during the same encounter only when they are performed 
sequentially. If two timed services are provided in time periods that 
are separate and distinct and not interspersed with each other (i.e., 
one service is completed before the subsequent service begins), 
modifier 59 may be used to identify the services.

 Modifier 59 is used for a diagnostic procedure which precedes a 
therapeutic procedure only when the diagnostic procedure 
precedes and is the basis for performing the therapeutic procedure. 
However, if the diagnostic procedure is an inherent component of 
the surgical procedure, it should not be reported separately.
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Mod 59 - Other, Cont’d

 Modifier 59 is used appropriately for a diagnostic procedure which 
occurs subsequent to a completed therapeutic procedure only
when the diagnostic procedure is not a common, expected, or 
necessary follow-up to the therapeutic procedure:

▪ It must occur after the completion of the therapeutic procedure and not be 
interspersed with or otherwise co-mingled with services that are only 
required for the therapeutic intervention.

▪ It must not constitute a service that would have otherwise been required 
during the therapeutic intervention. If the post-procedure diagnostic 
procedure is an inherent component or otherwise included (or not 
separately payable) post-procedure service of the surgical procedure or non-
surgical therapeutic procedure, it should not be reported separately.
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Modifier 22 – Increased Procedural Services

 Modifier 22: Increased procedural services.

▪ Not to be used on an E/M

▪ When the work required to provide a service is substantially greater than 
typically required, it may be identified by adding modifier 22. 
Documentation must support substantial additional work and the reason for 
the additional work (i.e., increased intensity, time, technical difficulty of 
procedure, severity of patient's condition, physical and mental effort 
required).

▪ This a payment modifier that will affect the amount of reimbursement, and 
as such, should be placed prior to non-payment modifiers. Use and approval 
of this modifier will result in 110% of normal reimbursement.
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Modifier 50 - Bilateral Procedure

 Modifier 50:Bilateral Procedure

▪ Modifier 50 applies to surgical procedures (CPT codes 10040-69990) and to 
radiology procedures performed bilaterally.

▪ Used to report bilateral procedures performed in the same operative 
session. 

▪ Bill the CPT code with units of “1” with modifier 50. Do not report two line 
items to indicate a single bilateral procedure, unless a payer requests this.

▪ Do not use with surgical procedures described as "bilateral" (e.g., 27395, 
lengthening of hamstring tendon, multiple, bilateral), or as "unilateral or 
bilateral" (e.g., 52290, cystourethroscopy, with meatotomy, unilateral or 
bilateral).

▪ Used when the bilateral indicator on the MPFS is “1”.

▪ Do not use LT, RT in addition to modifier 50

▪ Do not use with add-on codes (see Appendix D)

▪ This a payment modifier that will affect the amount of reimbursement, and 
as such, should be placed prior to non-payment modifiers. Since using the 
modifier indicates that the same procedure was done twice, most 
contractors pay out approximately 150% of the fee schedule. 
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Modifier 51 – Multiple Procedures

 Rarely used modifier 51: Multiple procedures on same day (a multiple 
procedure payment reduction will be applied to the secondary CPT 
codes to reflect the reduced cost of performing 2 or more surgeries 
together) 

▪ Modifier 51 is not used if there are NCCI edits between 2 codes. For this situation, see 
modifier 59

▪ Medicare does not accept, along with many larger payers. They now have systems that 
automatically calculate the multiple procedure payment reduction

▪ Primary procedure (with the highest RVU) must be listed on the claim first, the 
multiple procedure payment reduction will be applied to the secondary lines

▪ Not used on E/M, add-on codes (CPT Appendix D), Modifier 51-exempt codes (CPT 
Appendix E), with Modifier 50 (the multiple procedure discount is already included in 
reimbursement for bilateral procedures), or with Modifier 59

▪ This a pricing modifier that will affect the amount of reimbursement, and as such, 
should be placed prior to non-payment modifiers. Reimbursement is paid at 100% 
allowable for the first procedure and is then reduced by 50% for each subsequent 
procedure unless the CPTs are exempt from multiple procedure logic.  
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Modifier 52 – Reduced Services

 Used for surgical procedures and certain diagnostic procedures for 

which anesthesia was not planned. Report this modifier when the 

procedure was partially reduced or discontinued at the discretion of the 

provider (after the patient was prepared and brought to the room where 

the procedure was to be performed.)

▪ An example: A barium swallow test is started, but the patient could not handle the 
barium: Use 74270-52

▪ Use when the CPT descriptor states “bilateral procedure,” but the actual service was 
performed unilaterally (e.g. a unilateral tonsillectomy CPT 42820-52)

▪ Do not use if there is a CPT code that already describes the reduced service (for 
instance when a 2-view chest x-ray was planned, but only 1 view performed, use 
71010 instead of 71020-52)

▪ Do not use when the CPT descriptor says “unilateral or bilateral” (e.g. a unilateral 
nasal endoscopy CPT 31231)

▪ Do not use just because a surgery was partially or wholly unsuccessful.

▪ This a payment modifier that will affect the amount of reimbursement, and as 
such, should be placed prior to non-payment modifiers
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Modifier 53 – Discontinued Procedure

 Modifier 53: Discontinued Procedure

▪ Under certain circumstances, the physician or other QHCP may elect to 
terminate a surgical or diagnostic procedure after it was started, due to 
extenuating circumstances or those that threaten the well being of the 
patient. 

▪ This modifier is not used to report the elective cancellation of a procedure 
prior to the patient's anesthesia induction and/or surgical preparation in the 
operating suite. 

▪ For outpatient hospital/ambulatory surgery center (ASC) reporting of a 
previously scheduled procedure/service that is partially reduced or cancelled 
as a result of extenuating circumstances or those that threaten the well 
being of the patient prior to or after administration of anesthesia, see 
modifiers 73 and 74.
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Assistant at Surgery Modifiers

 Assistant at Surgery Modifiers: 

▪ AS –Physician assistant, nurse practitioner, or clinical nurse specialist services 
for assistant at surgery

▪ 80 – Assistant Surgeon

▪ 81 – Minimum Assistant Surgeon

▪ 82 – Assistant Surgeon (when qualified resident surgeon is not available)

 Used with MPFS Payment Policy Indicator of “2”: Payment 
restriction for assistants at surgery does not apply to this procedure. 
Assistant surgeon may be paid.

 May also be used with MPFS Payment Policy Indicator of “0” only if 
supporting documentation is submitted in order to establish 
medical necessity of the assistant.
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Modifier 62 – Two Surgeons/Co-surgery

 Modifier 62: Two surgeons: When 2 surgeons work together as 
primary surgeons performing distinct portion(s) of a procedure 
identified by a single CPT code: 

▪ Only allowed for certain CPT codes with a CO-SURG MPFS indicator of:
• “2”: Co-surgeons permitted. No documentation is required if two specialty requirements 

are met, or 

• “1”: Co-surgeons could be paid only if supporting documentation is required to establish 
medical necessity of two surgeons for the procedure.

▪ Each surgeon should report the co-surgery using the same procedure code(s) 
and modifier 62. Each provider must document their own operative notes, 
detailing which portion of the procedure they performed.

▪ Add modifier 62 to the procedure code and any associated add-on code(s) 
for that procedure as long as both surgeons continue to work together as 
primary surgeons. 

▪ If a co-surgeon acts as an assistant in the performance of additional 
procedure(s), other than those reported with the modifier 62, during the 
same surgical session, those services may be reported using separate 
procedure code(s) with modifier 80 or modifier 82 added, as appropriate.

▪ Not for cases where one procedure is completed by one surgeon, who then 
leaves the OR, and a 2nd surgeon then performs a distinctly separate surgery
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Global Surgery Modifiers

 Modifier 58: Staged or related procedure or service by the same 
physician or other QHCP during a postoperative period

▪ The performance of a procedure or service during the postoperative period 
was: (a) planned or anticipated (staged); (b) more extensive than the original 
procedure; or (c) for therapy following a surgical procedure.

▪ Examples: Replacement with permanent breast implant after breast 
reconstruction with tissue expanders, or division and inset of a tubed pedicle 
flap

 Modifier 78: Unplanned return to the Operating/Procedure room by 
the same physician or other QHCP following initial procedure for a 
related procedure during a postoperative period.

▪ Examples: Mechanical loosening of a prosthetic joint during the first 90 days 
requiring an additional surgery

 Modifier 79: Unrelated procedure or service by the same physician 
or other QHCP during a postoperative period. 

▪ Examples: Surgery performed on a different body part
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Lab Modifiers

 90: Reference (Outside) Laboratory: Labs performed by a party 
other than the treating or reporting physician.

 91: Repeat Clinical Diagnostic Laboratory Test: When it is necessary 
to repeat the same laboratory test on the same day to obtain 
subsequent (multiple) test results. 

 92: Alternative Laboratory Platform Testing: Lab performed using a 
kit or transportable instrument that wholly or in part consists of a 
single use, disposable analytical chamber. 

 LR: Laboratories should submit HCPCS modifier LR (informational 
purposes only) to indicate "Round Trip" when using HCPCs code 
P9604 (Travel allowance, prorated trip charge). 

 QW: CLIA Waived Tests. The modifier is used to identify waived tests 
and must be submitted in the first modifier field. 
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MPFS Payment Policy Indicators

 To find the MPFS Payment Policy Indicators which affect modifier 
reimbursement, use a good encoder, or go to:

 The Medicare Physician Fee Schedule (MPFS) lists Payment Policy 
indicator codes that affect the use of several procedure modifiers 
(50, 51, 80, AS, 62, 66, 26, TC). The search tool may be found at:

https://www.cms.gov/medicare/physician-fee-schedule/search/license-
agreement?destination=/medicare/physician-fee-schedule/search%3F

 The CMS guide for how to use this search tool and a list of what the 
Indicator Codes mean may be found at:

https://www.cms.gov/files/document/2020-physician-fee-schedule-guide.pdf

https://www.cms.gov/medicare/physician-fee-schedule/search/license-agreement?destination=/medicare/physician-fee-schedule/search%3F
https://www.cms.gov/files/document/2020-physician-fee-schedule-guide.pdf


HCPCS Modifiers
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Examples of HCPCS Modifiers

 HCPCS Level II codes and modifiers are maintained by the Centers 
for Medicare & Medicaid Services (CMS) and are found in the 
HCPCS code book. Some examples include:

▪ TC: Technical component – As a pricing modifier, this would be listed first on 
a claim

▪ 26: Professional component – As a pricing modifier, this would be listed first 
on a claim

▪ Anatomical modifiers – should be used in place of modifier 59 whenever 
possible

▪ CMS NCCI Modifiers (used in place of modifier 59:
• XE – “Separate encounter, A service that is distinct because it occurred during a separate 

encounter” This modifier should only be used to describe separate encounters on the 
same date of service

• XS – “Separate Structure, A service that is distinct because it was performed o a separate 
site

• XP – “Separate Practitioner, A service that is distinct because it was performed by a 
different practitioner

• XU – “Unusual Non-Overlapping Service, the use of a service that is distinct because it 
does not overlap usual components of the main service” performed on a separate 
organ/structure” 
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Anatomical Modifiers

Modifier Description

LT Left side of body

RT Right side of body

E1-E4 Eyelids

FA-F9 Fingers

TA-T9 Toes

LC/RC Left/right circumflex, coronary artery

LD Left anterior descending coronary artery

LM Left main coronary artery

RI Ramus intermedius
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Anesthesia Physical Status Modifiers

 Anesthesia procedures have their own special set of modifiers, 
which are simple and correspond to the condition of the patient as 
the anesthesia is administered:

▪ P1 – a normal, healthy patient

▪ P2 – a patient with mild systemic disease

▪ P3 – a patient with severe systemic disease

▪ P4 – a patient with severe systemic disease that is a constant threat to life

▪ P5 – a moribund patient who is not expected to survive without the 
operation

▪ P6 – a declared brain-dead patient whose organs are being removed for 
donor purposes
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