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Eva | uation * We will now look at the each of the components
necessary for an accurately reported E/M level of
and service. The primary components are:

Management * History
* Examination
Components

* Medical decision making

* Time may be considered as a component, but ONLY
when counseling and coordinating of care dominate the
encounter.

* Time may NOT be used as a “seat belt”.
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* There are times when it is more appropriate to report an E/M
encounter based on the amount of time the provider spent with the
patient.

* Examples of instances when time may be better suited to the
encounter:

* Visit intended for the review of labs or testing results and care
plan options with the patient
* Test results consume the visit

* Reviewing risks and benefits of a treatment are discussed

* In order for the documentation to qualify for time-based billing, the
documentation should include the total amount of face-to-face time
between the provider and the patient along with a few sentences
stating what was discussed.

Time-based Documentation

* There is no recommendation that states where this must be
noted within the medical record.

* CMS does require, according to 30.6.1C of the Claims
Processing Manual that still time alone is not the only
consideration in counseling and coordination of care.

“... The physician may document time spent with the

patient in conjunction with the medical decision making
involved...”

* CMS expects that the level of service should be selected
based on the total time, but also the MDM of the encounter.

Time-based Documentation
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Key Component: History

* The history portion of the medical record should include documentation in four distinct areas.

* Chief complaint should be documented to tell us why the patient is having the current
encounter.

* History of Present lliness (HPI) must be included to explain how the chief complaint is
affecting the patient symptomatically.

* Review of Systems (ROS) is required documentation because it tells how the chief complaint
is affecting the patient’s body systems.

* Past, Family, and Social History (PFSH) is important documentation as it tells how the
patient’s previous history has or will affect the chief complaint.

* Using these elements, the history works together to define the severity of the problem according
to the patient.

Chief Complaint

* This is the only true documentation guidelines we have for chief complaint.
* What if the CC was missing?
* What about a CC of “follow up”?

CHIEF COMPLAINT (CC)

The CC s a concise statement describing the symptom, problem, condition, diagnosis, physician
recommended return, or other factor that is the reason for the encounter.

* DG: The medical record should clearly reflect the chief complaint.




8/7/2017

History of Present lliness (HPI)

The HPIl is a description of the development of the patient’s present illness from
the first sign and/or symptom or it tells changes/developments since the previous
encounter(s).

The HPI expands the documented chief complaint by telling us how the chief
complaint has affected the patient symptomatically.
We have two ways to evaluate the HPI

* Using a max of 4 of the 8 HPI elements

* Status of 3 chronic or inactive diseases

* Negative findings in the HPI more clearly represent the ROS

8 Elements

* Location— This element documents the
location of the patient’s problem.

* An auditor may not use an implied
location.

* How much location is enough location?

* Neither 95 nor 97 guidelines define
location to an extent that would not

Histo ry of Present allow any clearly defined location.

lllness (H P |) * Quality— This element should communicate
within the documentation the standard of the
presenting problem as measured to the
patient’s normal condition.

* Easily documented for most any
condition.

* Many auditors do not fully understand
what quality is supposed to define.




History of Present
llIness (HPI)
...continued

History of Present
llIness (HPI)
...continued

8 Elements (cont’d)

Severity—Severity is the degree of compromise that the
patient is experiencing due to the presenting problem.
¢ Many auditors feel that the pain scale is the only
valid method of documenting the severity of the
patient.
Duration—This tells the physician how long the patient
has had the presenting problem(s)
* Durations not associated with the presenting
problem should not be considered.
Duration is not met when the provider documents
how long since their last visit, or 6 month follow up.
* Some auditors allow “onset” to be used for duration.
Timing—The physician needs to know when the patient’s
identified problem is affecting them the most.
¢ Timing tells us if the problem is occurring only at
night, continuously, intermittently, or any type of
repetitive pattern.
Oftentimes there is confusion between duration and
timing.

8 Elements (cont’d)

Context—This identifies such characteristics as where the
patient is or what the patient was doing when the first
symptoms occurred.

* Context can also identify what was present before
and/or after the problem began.

« Context that indicates the patient has no known
injury can be very significant in treating the patient.

* It would need to be applicable to the patient’s
presenting problem.

Modifying Factors— defines about the patient exactly
what it says.
¢ Tell what the patient does to try and modify their
current condition.

* This can range from changes in lifestyle, movement,
ADLs to what medications or procedures the patient
has had to try and alleviate the problem.

¢ Tell what makes the problem worse as well.

e There is an auditor opinion that if the
documentation does not indicate if the patient

experienced relief or not, that it does not meet the
standard for this HPI element.
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8 Elements (cont’d)

* Associated Signs & Symptoms—This
element of the HPI is sometimes
inadvertently bundled into the chief
complaint.

* There are auditing concerns of

- extracting this information out of
History of Present the chief complaint and fears of this
llIness (HPl) being a double dipping scenario.
and ﬂnally HPI elements are most always

positive findings of symptomology

the patient has related to their
presenting problem.

Negative findings are supportive of
the ROS as they indicate how the
patient is NOT being affected.

The 1997 documentation guidelines give more
flexibility in the documentation of the HPI.

» Allow for the status of three chronic or
inactive conditions of the patient.

CMS has recently advised that the HPI may be
documented in this 97 standard and also use a
95 exam during the same encounter.

* Not all carriers have agreed to this new
definition.

Status of 3 » CMS has not updated their own E/M
Services Guide to reflect this change.

How much “status” of the problem should be
included?

At minimum the documentation should identify
the problem is stable or not.
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History: Review of Systems (ROS)

Whether documenting with the 1995 or the 1997 documentation guidelines, the ROS rules are
consistent.

The ROS documentation should be an accounting of how the patient’s organ systems are being affected
by the presenting problem.

Must be documented as either a negative or positive responses.
We must be able to count how many organ systems were reviewed.
Words such as unremarkable and noncontributory are not acceptable forms of ROS documentation.

It is not necessary for a physician to tell us within the ROS what the specific negative findings are;
however, the documentation should list the specific pertinent positive findings.

The ROS would include documentation of each organ system, but the key is being able to analyze the
findings for accurate system accounting.

Review of Systems (ROS)

* Avery effective way to document the ROS is by using a braod “all other systems are
negative.”

* Some providers do have concern regarding legal implications, so we recommend a
slight variation of “all other systems are negative as they relate to the chief
compliant”

* This is substantiated within 1995 and 1997 documentation guidelines.

* There are 2 keys to documenting in this way:
1. We must be able to clearly identify the other organ systems as normal or negative.
2.  We must be able to make note the number of organ system by the wording.

* Why is this effective?
* Reduces the risk of contradictions
* Reduces the appearance of “cloning” or inappropriate template usage
* If the patient’s body is truly not be affected by the chief complain in any other area, it is the
most effective word choice to convey this
. Accordin%(to guidelines, the “work” of the ROS may be the work of ancillary staff, or
even work of the patient.



Review of Systems

Guidance: Must an encounter ALWAYS include documentation in ALL 3 key
components

No additional guidance

The same documentation/entry in the notes may not be counted in two areas. The same
statement cannot be used as an example for HPI and ROS, just one or the other. The HPI as a
reminder is reviewing elements related to the chief complaint.

* You cannot Carrier
double dip oars
* Double dipping
refers to using Noridian
one symptom for
scoring in 2 Novitas

different

ROS inquiries are questions concerning the system(s) directly related to the problem(s) identified
in the HPI. Therefore, it is not considered "double dipping" to use the system(s) addressed in the
HPI for ROS credit.

components such Cahaba

No additional guidance

as the HPIl and
the ROS

First Coast

The same element would only be counted once. In the example given, there are two different
elements indicated (shortness of breath and chest pain), so this would count for both HPI and ROS,
respectively.

* No MAC indicates | i.meto

Documentation cannot be used twice under the History Component. This is referred to as 'double
dipping.' Example: Allergies may be used under the ROS (Allergic/Immunologic) or under past
history.

they allow double

No additional guidance

dipping NGS

CGS

No additional guidance

Past Family Social History (PFSH)

Within the 3 areas of PFSH, the following defines examples of what would be expected
documentation within these areas.

* Past History—The documentation of the past history

* Social History—This documentation should

should tell us information pertinent to the patient’s past include information regarding the social
that may have an impact on the current treatment of the interactions the patient may have that will
patient. affect the regimen of care.

* Immunization status
¢ Current medications
¢ Past surgeries

* Past illnesses/injuries
* Prior hospitalizations
* Prior operations

* Age appropriate feeding/dietary status

* Allergies (e.g. drug, food)

* Smoking

* Alcohol intake

* Marital status or living condition
* Sexual history

* Educational information

* Military history

* Family History—This history information should tell us * Druguse
any problems that have been relevant to the patient’s « Other relevant social factors
immediate family that may have a bearing on the chief
complaint and the plan of care. CPT indicates: ¢ Employment status

* Health status or cause of death of parents, siblings, and

children

* Hereditary diseases or diseases of the family that put the

patient at risk

8/7/2017
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Scoring the Overall History of the Encounter

* The area scoring the lowest level defines the overall level of history.
* We do NOT drop the lowest area documented.

* The easiest way to remember how to use the audit grid in this area is
“to the left, to the left”

Exam




Exam

* Significant difference between 1995 and 1997 Documentation Guidelines.

* 1995 Documentation Guidelines are more general in nature and allow a
broader form of documentation of the findings.

* 1997 Documentation Guidelines are specialty specific and therefore the
findings of the exam are much more specific

* The exam is the objective portion of the documentation.

* Seeks to find how the patient is externally of the perceptions, thoughts, or
feelings.

Exam

Exam documentation must be specific to that date of service.
Provider cannot refer to a previously performed/documented exam.
Nor could the provider refer to an exam performed by another provider.

Documented to demonstrate the findings are either negative/normal or what the
pertinent positive problems of the exam are.

8/7/2017
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Exam

Templated exams a common form of documentation.
Organ system with a “laundry list” of findings noted for each.
Template documentation is allowed according to Medicare.

Advise providers that if the documentation indicates those organ systems as being examined,
then it would be expected that the patient could confer they were examined.

1995 Documentation Guidelines

1995 does specifically identify the body areas within the guidelines and it does indicate their
inclusion.

An auditor must be sure they have an understanding of the limited use allowed of the body areas.

In the guidelines all levels of exam are noted as including the following statement:
* An [ ] examination of the affected body area or organ system...

Since 1995 exam guidelines focus on the full organ system examined, there are no specific finding
necessary other than that of negative/normal or the pertinent positive findings of the exam.

It would be inappropriate for the provider to document that an organ system is abnormal and not
identify what about that organ system is abnormal.




1995 Documentation Guidelines

Level Findings
PF Exam 1 organ system: the exam should include the site of the presenting problem
EPE Exam 2 organ systems: the exam would include the sit of the presenting problem along with
another organ system
D Exam 2 organ systems: the exam would include an exam that we can considered an extended
exam of the site of the presenting problem along with another organ system
CExam 8 or more organ systems or a complete exam of the affected organ system

Detailed Exam Discrepancies

Carrier Guidance: Carrier Discrepancies over "Detailed" Exam
WPS Medicare [Same guidance as 1995 Documentation Guidelines
Noridian Same guidance as 1995 Documentation Guidelines
Our reviewers utilize one of the following when making a determination on whether an examination is expanded
problem focused or detailed. The method chosen must be the one that is most beneficial to the physician.
Novitas 0 1997 E&M examination guidelines,
0 1995 E&M examination guidelines utilizing the 4 x 4 tool, or
0 1995 E&M examination guidelines utilizing clinical inference
Detailed Exam is Defined as: It may be either an examination of at least five organ systems/body areas (according
Cahaba tto the 1995 version of the documentation guidelines) or the performance and documentation of at least 12
specific exam findings (according to the 1997 version). This would indicate same guidance as 1995 Documentation
Guidelines of at least 2 organ systems with one in detail.
First Coast |Same guidance as 1995 Documentation Guidelines
[The 1995 body systems detailed exam requires documentation of two through seven body systems with more
detail. The 1995 body areas detailed exam requires documentation of two through seven body areas with more
detail.
Palmetto 'More detail' refers to the extent of the exam. The level of detail involved in an exam is a clinical judgment based
lon the documentation for each individual medical record. There is an expectation that the exam will be more
involved, and therefore more documentation would be submitted for a detailed exam. The documentation for a
detailed exam would consist of at least two findings for at least two body areas or two organ systems.
NGS Detailed (level 4): 6-7 organ systems or body areas.
CGS Same guidance as 1995 Documentation Guidelines

8/7/2017
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1997 Documentation Guidelines

* Examinations focus on specific body systems and the findings must be specific instead of broad
general statements like “normal.

III

* In 1997 an organ system exam is weighted on the complexity by volume documented.

* 1997 exam guide applies a “bullet” methodology

* The 1997 Exam Guide offers 2 forms of exam styles.

* The less common one used is the General Multisystem Exam.

* The more commonly used 97 exams are the organ specific exams, which include exam templates
for the following organ systems:

Cardiovascular

Ears, nose, mouth, and throat

Eyes

Genitourinary of female
Genitourinary of male
Hematologic/Lymphatic/Immunologic

* Musculoskeletal
* Neurological

* Psychiatric

* Respiratory

» Skin

1. While 19 guidelines are organ system
specific, they still require inclusion of
“other” organ systems.

e

Cardiovascular Examination

2. Heading to
identify the

organ sygytem
exam templ3teThis listing for each organ system

Elements of Examination /4‘/

identifies what about the organ

4. Numerical

systemshould have been examined.

Considerations

must be met.

System/Body
Area
Constitutional +  Measurement of any three of the following seven vital signs: 1) sitiing
or standing blood pressure, 2) supine biood pressure, 3) pulse rate and
reqularity. 4) respiration, 5) temperature, 8) height. 7) weight (May be
measured and recordad by ancillary staff)
+  General appearance of pafient (eg. development, nutrificn, body habitus,
deformities, attention to grooming)
Head and Face
Eyes Inspection of clivae and lids (eg, xar
Ears, Nose. +  Inspection of feeth. gums and palate
Mouth and
Throat +  Inspection of oral mucosa with notation of presence r or cyanosis
Neck ,
+  Examination of jugular veins (eg. distension; a, v or cannon & waves)
. of thyroid (=g. mass)
Respiratory . piratory effort (eg, use of v
muscles. dlaphag“ah: movement)
+  Auscultstion of lungs (eg. breath sounds. adventitious sounds. rubs)
Cardiovascular +  Palpation of heart (eg, location, size and foreefuiness of the point

impact; thrills; lifts: palpable 53 or 54)

Andominal aorta (eg. size, bruits)

for ‘edema andfor

i re
Carofid arteriss (=g, waveform, pulse ampiitude, bruits, apical-carotid del,

Femaral arteries (eg. pulse ampitude, bruits)

Pacal puises (ag, puise ampituds)

5| Note- not all areas will require

8/7/2017
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6. These are the “Bullets” of the 97 exam. W

documentation to make it easier to co

en

auditing, circle all identified bullets noted in the
nt them for

ile others remain unsha

7 [Bullets wnﬁﬁ“ﬁ%mﬁ@mﬂﬁt&ﬁlk require
all corwpoWéH?tgﬁ&%\Ge aﬁﬂégﬂagﬁﬁted by a

" \a/han cfﬁmdm_ghmust be

}eg,/are oternphaif el dxghntofor
are NQT a |re @ifinhibebaigyatimntibute t

/m”udiﬁgo/:locumeﬂmtdntgaum. ystem.
irefiNagative/normal” alone is

!

Q

3

Qo

never sufficient enough.
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Specialty Specific Exam

1. The exam level is chosen
based on the number of
bullets noted in the exam

8/7/2017

5. Exam MUST include:
¢All bullets on the exam template
¢In shaded boxes every element must be noted
¢In unshaded boxes- only one element must be noted.

Content and Documentation Requirements

Level of Exam

Preform and Document:

Problem focused
99201-99212

One to five elements identified by a bullet. |

2. Minimum of one bullet

Expanded Problem

3. Minimum of six bullets

Focused At least six elements identified by a bullet. —
99202/99213

Detailed At least twelve elements identified by a bullet. _ {——]
99203/99214

4. Minimum of twelve
bullets

Comprehensive

Perform all elements identified by a bullet; document

99204/99205/99215

every element in each box with a shaded border and at
least one element in each box with an unshaded border.

General Multi-System Exam

Content and Documentation Requirements

Level of Exam

Preform and Document:

1. Minimum of one bullet

2. Minimum of six bullets

—
Prgfl})zl%r{\_;%czulszed One to five elements identified by a bullet.
Expandgegz%ré)/tggg\lgocused At least six elements identified by a bullet. ~—|
Detailed At least two elements idfen_tified bya bullet from each
etaile of six areas/systems
99203/99214 OR at least twelve elements identified bm
two or more areas/systems.
. _Perform all elements identified by a bullet in at least
Comgrehenswe nine or%an systems or body areas and document at least
99204/99205/99215 two elements identified by a bullet from each of nine

areas/systems.

3. Minimum of twelve
bullets, but must satisfy
either:

1) 2 bullets from 6 boxes
2) 12 bullets but must be at

least 2 organ systems

4. A minimum of 9 organ systems and MUST include:
All bullets in that box
A minimum of 2 elements in each bullet is required

14
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Medical Decision Making

Medical Decision Making

* The medical decision making (MDM) section of the encounter standardly
houses.
* The diagnoses formally assigned to the patient
* May include lab/x-ray/test findings
* The plan of care for the patient’s condition(s)
* Include an assessment of the overall complexity of the patient.

* The MDM includes:

* The diagnosis section
* The data and complexity of orders and information reviewed by the provider

* The table of risk
* We are able to drop the lowest area documented.

* Typically, we find that the data and complexity of orders and information
reviewed by the provider.

15
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Diagnosis Section

* The diagnosis section causes confusion for many providers.

* Be sure that diagnoses counted are those that are relevant to the
encounter that is being audited.

* Consider the following example:
* Eric presents to the clinic today with sore throat, diarrhea, and fever. In the
MDM of the

* Encounter the provider notes the following diagnoses:
* Pharyngitis

* Diarrhea

* OA of the Right Knee

* GERD

Diagnosis Section

* Each diagnosis should now be categorized for appropriate point value.

* The categories to consider are:
* New problem to the provider
* Established problem to the provider
* Self-limited problem

16
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Diagnosis Section

* New problem to the provider:

* Documentation guidelines actually refer to this category as a
presenting problem without an established diagnosis

* According to Documentation Guidelines:

* For a presenting problem with an established diagnosis the record should
reflect whether the problem is: a) improved, well controlled, resolving or
resolved; or, b) inadequately controlled, worsening, or failing to change as
expected.

* For a presenting problem without an established diagnosis, the assessment or
clinical impression may be stated in the form of a differential diagnoses or as
"possible", "probable"”, or "rule out" (R/O) diagnoses.

Diagnosis Section

* Presenting problems without an established diagnosis are further
categorized into two different categories:
* New problems with additional workup and
* New problems without additional workup.
* Additional workup is considered work that must be performed
beyond the office visit in order to further treat and/or diagnosis the
patient’s problem.

17



Carrier
Discrepancies:
Additional
Workup

Carrier

Carrier Discrepancy: Additional Workup

Cahaba

No additional guidance

CGS

No additional guidance

First Coast

No additional guidance

NGS

IAdditional workup includes all requests by the provider to obtain
further diagnostic information to help establish a final diagnosis and
plan of care. This includes orders for diagnostic tests and requests for
consultative input from other specialty providers.

Noridian

IAdditional workup is anything done beyond that encounter at that
time. For example, if a physician sees a patient in his office and needs
tto send that patient on for further testing, that would be additional
workup. The physician needs to obtain more information for his
medical decision-making.

Novitas

IAdditional workup is anything done beyond that encounter at that
time. For example, if a physician sees a patient in his office and needs
tto send that patient on for further testing, that would be additional
workup. The physician needs to obtain more information for his
medical decision-making.

Palmetto

IAdditional Work-up' consists of any diagnostic testing, laboratory
testing, etc. and may be performed at the time of the visit.

WPS Medicare

No additional guidance

Diagnosis Section

* Established problem to the provider:

* Scored based on whether the current diagnosis is improving, stable, or
worsening, inadequately controlled or failing to change as expected.

* This is the information that many providers fail to adequately document in

their note to appropriately define the complexity of care.

* 1995 and 1997 Documentation Guidelines expressly state within the MDM
that the provider is permitted to have an “implied” state of the patient’s

condition

* For each encounter, an assessment, clinical impression, or diagnosis should
be documented. It may be explicitly stated or implied in documented
decisions regarding management plans and/or further evaluation.

8/7/2017
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Diagnosis Section

Status # of points Example

Stable 1 per diagnosis No changes made to current management of the
patient

Improving 1 per diagnosis Medications, therapies, or restrictions are discharged
from the patient

Worsening 2 points per diagnosis New testing, medications, consults, or procedures are

performed/ordered for the patient

Data and Complexity

* This section equates point value to the provider for services provided

to the patient during the encounter.

* The points in this area are then combined for a total which then
converts to a specific level of service.

* The maximum number of points needed in this section is 4.

8/7/2017
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Data and Complexity

* Points vary and are assigned for:

1 Point: Documentation supporting that the provider reviewed testing results
of a patient with the provider who performed the test.

1 Point: Documentation identifying that the provider requested records from
another facility or provider for the patient.

1 Point: Documentation would need to indicate that additional history was
received from a source other than the patient. The information received from
the source would be additional history information that would supplement
that of the patient’s noted history. This component is not for instances when
the entire history his obtained by someone other than the patient. Much
confusion exists in this point as it relates to pediatrics. Supplementing the
history information of a minor child from a guardian would be a normal
course of the E&M encounter in the pediatric office and not eligible.

Data and Complexity

2 Points: Documentation that indicates that the entire history of the patient had to
be obtained by a source other than the patient.

2 Points: Documentation indicating that the old records were obtained for the
patient and brief overview of the findings of the records.

2 Points: Documentation that the provider discussed the case with another health
careProvider. There is no rule as to how long this conversation must last, nor whom
is defined as a healthcare provider within this component. Documentation
Guidelines reference this only as The results of discussion of laboratory, radiology, or
other diagnostic test with the physician who performed or interpreted the study
should be documented.

2 Points: When the documentation indicates that the provider performed direct
visualization of an image, tracing, or specimen of a test that was previously
interpreted by another provider, thereby delivering a unique independent
interpretation then 2 points may be credited.

* The total points are added together and this total helps to demonstrate the
level of service for this portion of the MDM.

20



Table of Risk

columns on the table.
* Presenting problem
* Diagnostic procedure(s) ordered
* Management options

* Do not score all three of these categories.

complex level of risk for the patient encounter.

* When first approaching the TOR it works well to begin with the
Management Options in the far right column.

Evaluating the patient’s overall complexity through a risk scoring level.
The Table of Risk (TOR) has three categories represented through vertical

Chose the element in the entire table that supports the highest or most

Use the risk table below as a gukde o assign risk fachors. It is understood that the table balow does not contain all speciic Instances of
medical cane: the Babie Is Intendad io be used 35 3 guide. Saiect Me check boxes of Me most appropriate faciors) In each category. The
owerall measure of risk is based on the highest leval presant

Risk of Complications and/or Morbidity or Mortali

Level of Risk

Presenting Problemis)

Diagnostic Procedure(s) Ordered

Management Opticns

Minimal

T Ona sef-imited or minor probiem,
e.g., coid, Insact bite, Tinea Corporis

Low

Using the TOR

O TWO or more Ser-imied or minor
probiEms

O One slahie chronic iness, 2.9., wel
controded hypertension of non-nsulin
dapandent diabetes, cataract, BPH

O Acute uncompiicated BNess or
injury , e.g., cystlis, allengic minitis,
simple sprain

Moderate

T One OF MOIE GGG INESSEs With
mild ex3cerhation, progression, or siie
effects of treatment

= Tweo or more stable chonk inesses
= Unoiagnosed nevw probiem with
uncertain prognosis, e.g., lump in
breast

T Acufe Miness with sysiemanc
Symptoms , .., pysionephitis,
prieumanitis, coiltis.

= Acute compicated Iy, e.g.. head
Injury with brief loss of consclousness

High

T One Or MOrE CIvonic INESSEs With
SEVETE EXECEDENION , POQrESSIoN, of
siga effects of reatment

T Acufe or chronic Inesses or njures
that may pose a threat to We or bodly
function, e.g., muitiple trauma., acute
M|, puimonary embolus, severs
respiratony diSiess, PrOQREsSive Sevens
reumatold arihitis, peychiaing lness:
with podential threat to seif or others,
penionitis, acute renal falune

= An abrupt change in neursioglc
SHatus, e.q., selzure, TIA, weakness o

sensory loss

= Lab t=sts requinng venipuncturs
= Chest

T EKG/EES

Z Urinalysis

= Uirasound, 4., echo

= KCH prep

O Rest

O Gangles

O Elastic bandages

= Superficial dressings

= Physiologis 15516 Mok Under s0ess, 8.9,
pulmnary function tests
 Non-cardovascular imagng studies
with coRirast, ... banum enama

= Supercial neatle biopsies.

= Cilnical laboratory tests rquinng arenal
puncture

= SKIn biopsies

= Physioig’s 551 Nol Under hess, £.4.,

cardiac siress bast, fetal contraction stress

tast

= Diagnostic endoscoples with no
Igentiad faciors

= Deep needis orinclsional bopsy

= Carfiovascular Imaging studies with
contrast and no igentined risk factors, e.9.
artemogram candiac cath

= Obtain fuld from body cavtty, &.q..
lurnbar puncture, tharacentesis,
culdecanisis

= Candiovascular maging siudies Wil

contrast with identified nsk factors

= Calac alectophysiokogical tests

= Diagnostic endoscopies with dantfiad
risk factors

= Discography

O Over-Te-Courier dnugs.

T MInor SuRgeny with no Identfied
sk factors

O Physlcal therapy

= Occupational thesapy

Z IV tukds

T Winor sUrgery Wil IGenined ek

Tactors.

= Major surgery (open,
percutaneous or endoscopic ) with no
Igentified risk factors

= Prescription dnsg management

O Therapeutic nuciear medicing

O IV fukds with adatives

O Closad treatmant of fracture or
@slpzation without manipulaton

O Mafor surgery {open,
PeTCULENEUS O Endoscopl: Wil
Igentified risk factors ).

T Emergency major surgery open,
parcUtanenus of ENdasCopic)

T Parenteral controlid subsiances
T Drug therapy requining Iniensive
monktoring for icity

= Decision not to resuscitate or de-
escalate care bacause of poar
prognosis

8/7/2017
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Scoring the Medical Decision Making

* Within the medical decision making, one of the three areas we discussed can be omitted in the
scoring process

* We would access all three categories of the MDM, and drop the one that represents the lowest
level of complexity

* Example:
Impression:  Diabetes

This is an established patient who has had diabetes for 12 years and over the past month it is fluctuating
and not as well controlled. | have requested that he take his sugars three times daily and keep a log, along
with monitoring diet, and exercise and return next week for us to evaluate his overall well-being were his
sugars are concerned. He would prefer to NOT make any changes to his medications if there is another
contributing factor.

Diagnosis lorless 2 3 4 or more
Complexity 1orless 2 3 4 or more
Risk Minimal Low Moderate High
Level Straightforward Low Moderate High
99201/99202/99212 | 99203/99213 | 99204/99214 | 99205/99215

Medical Necessity of the Encounter
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Acute Problems:
Office Setting

New or
Established
Patients

Chronic Problems:
Office Setting

New or
Established
Patients

8/7/2017

ACUTE
PRESENTING
PROBLEM AR

Level 5 N

The acute
problem poses
threat to life or
bodily function
during today's

LEVEL 4

| The problem is acute
with complicating
| factors contributing to
L the complexity of
A caring for the patient
A0 this date of servig

Level 5

The chronic
problem is
severly
exacerbated and
posing threat to
the patient

LEVEL 4

A chronic
problem that is
exacerbated or

the management

of 2 chronic 4

problems

LEVEL 2

The problem is minimal
in nature and
questionable if the
patient even truly
needed to be seen on
hat given date of servig

LEVEL 3

The problem is
acute and
uncomplicated in
presentation to the
provider

CHRONIC
PROBLEM

LEVEL 2

The problem is
minimal in nature
and questionable if |
the patient even  §

LEVEL 3

The problem is

achronic stable
problem and
currently not
exacerbated 4
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Should we
count this as a
modifying
factor or are
we assuming?

\\

\\Gl.[I'EI"It medication

8/7/2017

Patient Encounter to be audited:
A Sally Ridersmchidten

Review the CPT/ICD-9 coding on the sample claim form.
Audit the encounter, and answer the questions below.

Z1. DIAGNIISIS DA, MATURE OF ILLNESS 06 MDY |Reiste Ihers L. 2, 3 or 4 i [kom 242 iy Une) 2. FETICAID RESUEMISSIN

1 ™M 3 CO0E ORIGIRAL KEF. .

33, PRIDA. MUTHORIZATION MUMSIR

1 a 1 1

B 2 [PROCEGURES, SENWICES, 08 SURRLIES e s | ERSOT

PLACE OF [Expisin Uramssd Croumatace; DIRGNOSES 4 | Faréy | 1 |RESDERBG
.| EERMCE | EMG CRTBCPCE ROUFIR | POINTEL

sounce | s | ran’ | qu | S0

CHEC T CERC R =0 12 T 1 — W

Ll
AF

Akl

Atlantic Coast Multispecialty Group

626 NAMAS Avenue
Beachville, FL 32955
321-987-6543
Harriet Oz, M.D. Gregory Peck, M.D. Sadie Piat, M.D. Andrew Wall, M.D.
Does this statement support a level of

_ ; ) severity or quality of the pain?

Patient: Sally Ridersmchidten

Gender: F, DOB: 4012009 Encounter Date and Time. 506/2013 10 | ocation
Examiner: Harriet Oz. M D

Chief complaint

The Chief Co Elm : Mother broug F'Tln today due toP T waking up screaming and crying with Left ear pain.
Mol o5 €6 mpicer  foverto mesni

Associated Sign/Symptom? Or
ot HPI — count as ROS __—— part of the directions from the
Children's Mucinex Cough 5-100 mg#5 mL Ligd 3.5 mL by Oral route every 4 hours. _—— medication?

Cheratussin AC 10-100 mg'S mL Ligd 2.5 mL by Oral routs every 4 hours for cough or -::Dngaslmn.

Emfrmnmsnrad Exposure: Mo exposure to lead.

Perscnal history __—— Social History

Behavioral: Mever a smoker and never a smoker.

Home Emvironment: Brother{s) residing in household, 1 sister(s) residing in household, and living with a single parent.
Mo secondhand tobacco smoke in home. Housing has a well.

Manial: Single. . . i

Family history no significant family history. —— Family History- Not Valid
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New Office Q) Established Office
New Hospilalo Subsequent Hospital (9]

Consult O
Atlantic Coast MuItlspeaaIty Gmup E/M Documentation Auditor's Instructions
626 ':‘A::’I'As Avenue o iewer Shannon DeCond Date of Review: 030712016
Beachville, FL32955 o Hariett Oz, MD Date of Service 05/06/2013 |D: Ridersmehidten
321.987-6543
Harriet Oz, M.D. Gregory Peck, M. Sadie Piat, MD. Andrew Wall, M.D. Ii ”'S!OW ]

Refer o data section (table below) in order to quantify. After referring to data, circle the entry farthest to the RIGHT in the table that best describes the
HPI, ROS and PFSH. If one column contains three circles, draw a line down that column to the bottom row to identify the type of history. If no column

Patient: Sally Ridersmeicten contains three circles, the column containing a circle farthest to the LEFT identifies the type of history. After completing this table that classifies the
Gender- . DOB: 40172009 Encounter Date and Time: S062013 10:46AM history, circle the type of history within the appropriate grid in section 5.
Examiner: Hamiet Oz, M D O
Chief complaint | . _
o . HPI (History of Present liiness): Characterize HP1 by considering EITHER the Status of
m:;s ‘ot ,:::;:m’xﬂ“":m oy dusto PT wakingup sereaming and aying it Lef e pan. status of 3 chronic or inactive conditions OR the number of elements recorded. 3 Chronic
) Conditions
Current medication
Chidren's Mucinex Cough 5100 mg/S L Ligd 3.5 mL by Oral route every 4 hours. [associated Signs ® o)
Cherat AC 10-100 'l Ligd 2.5 mL by Oral route 4 hours for stion. - .
e St Lid 25wl by s " cough or conge Location DSeventy Dﬂmlng & Symptoms Brief Extended
g;‘mi. No pmvicgs Nhuospluumna Quality Couration [context Factors (1-3) (4 or More)
ral: Na prior surgery. -
Exposure: No exposurs to tuberculosis ROS (Review of Systems): ¢} © [s]
Emironmenta! £ + No exposure to lead. EConsmuuuna\ DNIJImmunu [Cears, nose, mouth, throat E Intequmentary Pertinent to compiete
Persanal history Eyes Omuscuio CMNeuro Oxemaymph Clcardiacs vase. problem P
‘Behavioral: Never a smoker and never a smoker. Clcu Ore o Psych End {1system) |  Extended (pert & all
Home Environment: Brother|s) residing in housshold, 1 sister(s) and living with & esp syl ndo (pert & others) | others)
an_m;r;mn tobacoo smoke in hom. Housing has a wel [Jail other systems were negative N/A (2-9 systems) | (10 systems)
Marial: Single
Family history no significant family history. PFSH (Past, Family, Social History): (@] (8] (@] ®
Epasi history (the patient's past experiences with illnesses, operations, injuries
Vials: Temg: 09.2 Weight: 31 Ibs Height 30.5in and treatments)
Damlly history (a review of medical events in the patient's family, including Pertinent Complete
diseases that may be hereditary or place the patient at risk) 1 history 2-3 history
¥|Social history (an age iate review of past and current activities) N/A N/A item areas
* Complete PFSH -
2 history areas: a) established patients - office (outpatient) care, domiciliary PROBLEM COMPRE-
care, home care; b) emergency department; ¢) subsequent nursing facility FOCUSED | F ED| DETAILED HENSIVE
care; and d) subseguent hospital care. ggg?; ggglg gg?ﬁ 9923;;!1?;205
3 history areas: a) new patients - office care, y care, _ L
home care; b) consultations; c) initial hospital care; d) hospital observation; Final History requires all 3 components
and e) initial nursing facility care. above are met or exceeded

Let’s Review Medical Necessity

Complexity o
along the way... care per
history?
Atlantic Coast Multispecialty Group
626 NAMAS Avenue
Beachville, FL 32955 ¢ When accessing the overall history of
) _ 321-987-6543 the patient, was his chronic problem
Harriet Oz, M.D. Gregory Peck, M.D. Sadie Piat, M.D. Andrew Wall, M.D. Stable, eXaCerbated, or SeVerely
exacerbated?
Patignt: Sally Ridersmchiciten
Gender: F, DOB: 40172009 Encounter Date and Time: 506/2013 10:46AM
Examiner: Harriet Oz. M D
Chief complaint Level 3-

The Chief Complaint is: Mother brought PT in today dus to PT waking up screaming and crying with Left ear pain. .
Mother has ot naficed a fever tis morming. Uncomplicated
Current medication

Children's Mucinex Cough 5-100 mg/5 mL Ligd 3.5 mL by Oral route every 4 hours.

Cheratussin AC 10-100 mg/5 mL Ligd 2.5 mL by Oral roule every 4 hours for cough or congestion.

e s ko oo Level 4-Mild
Exposure: No exposure to fuberculosis. H icati
Environmental Exposure: No exposure fo lead. ACUte Patlent Compllcatlons
Personal history
Bahavioral: Never a smoker and never a smoker.
f ErrkunmsMn:. Biumar{sb} rgsﬂh':ng in household, 1 a‘i::'(s:resldmg in household, and living with a single parent. Leve| 5_

la in home. Housi a
Meritat Single. Complications
Family history no significant family history. POSing Th reat
Vitals: Temp: 99.2 Weight: 31 Ibs Height: 39.5in Llfe/BOdy

Function
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Exam Findings:

Vitals: Temp: 99,2 Weight: 31 |bs Height: 39.5 i 1.
Constitutional 2.
e and responds appropriately o exam. 5.
with good tungor. Mo rash or eruption. 4.
7~“R - Refer to data section (table below) in order to quantify. After referring fo data, identify the type of examination
e * Circle the type of examination within the appropriate grid in section 5.
dal [CpT Type of Exam 95 Guidelines 97 Guidelines
#9q MNeck -
R irat Lungs Problem Focused
#‘fLS,Ooma ory Cardig Exam (PF) One body area or organ system 1-5 bulleted elements
Cardiovascular  gq Expanded Problem 27 Boty S No detail o
#11 Focused Exam (EPF) - Redy S:z::msn;qu‘i’m: frorany 6-11 bulleted elements
Gastrointestinal Asses
Acute (9] (]
Acute Detailed Exam (D) 2-7 body systems 12-17 bulleted elements for
Allergi w/affected system
g - k 2 or more systems
in detail
Plan _ —
«Chilg | Comprehensive Exam (C) e —— Edy SEETE Not Applicable for 1997 Guidelines
= Cher
= cafdi
Reass 18 or more bulleted
Follow Comprehensive Exam (C) elements for 9 or more
Not Applicable to 1995 Guidelines systems.
Signa See requirements for
Elecin individual single system exams
Vitals: Temp: 992 Weight: 31 |bs Height: 39.5 i

Constitutional

ive and responds appropriately fo exam.
with good tungor. Mo rash or eruption.

yes - PERRL EOMI.

N bR}
<5 - Left TM is red. Canals are normal bilst- Full Ramge OF Motion
e - Mares are patant. Sg ts midline. There is some clear discharge.

at - Phal erythema, exudate or injectipe-Jhere is some clear posterior drainage. MMM.
#9 Neck - Supple with FROM. No MP_% Lymphadenopathy
Respiratory Lungs - CTA without wheeze or rales.
#10 Cardiovascular - Heart is RRR without Murmur. Pulses are 2+ and symmetrical.
. Abdomen - Soft, NT, BS+. Mo organomegaly.
i“lVld'OV“““/W Ext - Intact with FROM. No Edsma.

Gastrointestinal  Exam Fiy\d{ngs:
Constitutional
Psych
Neurologic
Integumentary
Eyes

ENT
Musculoskeletal
Lymphatics

X NSO AWD R

Complex
exam

findings?

Exam Documentation is Comprehensive
Does the Medical Necessity support the same comprehensive level?

Constitutional
Psych
Neurologic
Integumentary
Eyes

ENT
Musculoskeletal
Lymphatics

ehensive

aded.

Review the Medical Necessity of

the Exam

Did the exam note any abnormal
findings to suggest “other
system” involvement?
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Diagnosis Scoring:

Acute otitis media: New problem to the provider, no additional Data & Complexity of
workup noted Review/Orders:
Acute URI: New problem to the provider, no additional Nothing is documented
workup noted -difficult due to no HPI, clear as being ordered or
exam, but do not question the clinical reviewed
interpretations of a provider unless you can
perform peer-to-peer.
Allergies/Reactions: Nothing is documented in the encounter
regarding this
Diagnosis Scoring is & points, and therefore this area of MDM is at max
e 3 points for diagnosis
Acute otiis medis——> n agnosi ). .
Acute upper respiratory infsction ——— 3 points for diagnosis W{th”/.\ th.e plan the first 2
Allergies and Adverse Reactions no Known Allergies. medications were on the
Plan current med list within this
+ Children's Mucinex Cough 5-100 mg's mL Liqd 3.5 mL by Oral route every 4 hours: L\I'StOVy pOV'tI'OV\ of the note.
= Cheratussin AC 10-100 mg!5 mL Ligd 2.5 mL by Oral route every 4 hours for cough of congestion.
« cafdinir 2 mL Suspension for Reconstitution. 2.5 mL by Oral reute 2 times per day for 10 days. How would you then count
Reassurance and Age iate instruction provided. Mather to Push PO fluids and use Tylenol/lbuprofen as needed. these?
Follow Up as needed.

Prescription drug management is
provided through initiation of an
antibiotic
TOR: Moderate Risk

Signoff Information
Electronically Signed By: Hamiett Oz, M Don 05/06/2013 at 05:30 PM.

Diagnosis Scoring: .
Diagnosis Scoring is & points, and therefore this area of MDM is at max ~ Data & Complexity of

wniTnfmde Active and responds appropriately fo exam. R'ewe'w/Orders:

Skin is warm and dry with good turgor. Mo rash or erupfion. NOtL\IV\g is documented
Head - NC, AT. ;

Even PERRI EOML as being prdered or
Ears - Laft TM is red. Canals are narmal bilat. reviewed

Mose - Mares are patent. Septum is midline. There is some clear discharge.
Throat - Pharynx is without erythema, exudate or injection. There is some clear posterior drainage. MMM,
MNeck - Supple with FROM. No LAP.

Lungn - GTA withoul winoza or men. Prescription drug management is
Cardiovascular - Heart is RRR without Murmur. Pulses are 2+ and symmetrical. d d th h initiati F
Abdomen - Soft, NT, BS+. No organomegaly. pVOVl e rough nitiation or an
Ext - Intact with FROM. No Edema. antibiotic

Assessmant TOR: Moderate Risk

Acute otitis media

Acute upper respiraiory infection
Allergies and Adverse Reactions no Known Allergies.

Plan

= Children's Mucinex Cough 5-100 mgf5 mL Ligd 3.5 mL by Oral route every 4 hours.

« Cheratussin AC 10-100 mg/5 mL Ligd 2.5 mL by Oral rnoute every 4 hours for cowgh or congestion.

= cafdinir 250 mgiS mL Suspension for Reconstitution. 2.5 mL by Oral route 2 times per day for 10 days.

Reassurance and Age appropriate instruction provided. Mother to Push PO fluids and use Tylenol/lbuprofen as needed.

Follow Up as nesdsd.
Signoff Information ﬁnal Result for Comelexitv
Electronically Signed By: H A m Minimal Limited Multiple Extensive
B Amount zf”:aﬁmp'ew Minimal or low Limited Muitiple Extensive
[ Highest risk options Minimal Low Moderate High
Complexity of decision making Straight Forward Low MogRgre High
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Diagnosis Scoring:

Diagnosis Scoring is & points, and therefore this area of MDM is at max

WHN in NAD. Alert, Active and responds appropriately o exam.

Skin is warm and dry with good turgor. Mo rash or eruption.

Head - MC, AT.

Eyes - PERRL EOMI.

Ears - Left TM is red. Canals are normal bilat.

Mose - Mares are patent. Septum is midline. There is some clear discharge.
Throat - Pharynx is without erythema, exudate or injection. There is some clear posterior drainage. MMB.
Neck - Supple with FROM. No LAP.

Lungs - CTA without wheeze or rales.

Cardiovascular - Heart is RRR without Murmur. Pulses are 2+ and symmetrical.
Abdomen - Soft, NT, BS+. Mo organocmegaly.

8/7/2017

Data & Complexity of
Review/Orders:
Nothing is documented
as being ordered or
reviewed

Prescription drug management (s
provided through initiation of an
antibiotic

Ext - Intact with FROM. Mo Edema.

TOR: Moderate Risk

Complexity

Assessment

Acute otitis media

Acute upper respiratory infection

Allergies and Adverse Reactions no Known Allergies.

Plan
+ Children's Mucinex Cough 5-100 mg'5 mL Ligd 3.5 mL by Oral route eveny 4 hours.
» Cheratussin AC 10-100 mg!5 mL Ligd 2.5 mL by Oral route every 4 hourg for cough or congestion.

= cafdinir 250 mg/S mL Suspension for Reconstitution. 2.5 mL by Oral routs\2 times per day for 10 days.

Reassurance and Age appropriate instruction provided. Mather to Push PORuids and use Tylenolflbuprofen as needed.
Follow Up as needed.

according to
the provider?

Signoff Information

¢ What about the provider’s assessment and the plan of
Electronically Signed By: Hamiett Oz, M Don 05/06/2013 at 05:30 PM.

care of the patient? Is there any indication that the
problem is uncomplicated, or does the assessment and
POC indicate it is an acute uncomplicated problem?

New omce8 Established Office: 8
New Hospital O Subsequent Hospital

IZ Exammatmn |

Consult Refer to data section (table below) in order to quantify. After referring to data, identify the type of examination.
itar Circle the type of ithin the appropriate grid in section
S B Eg M D Auditor’ suz/umms CPT Type of Exam 95 Guidelines 97 Guidelines
Reviewer. Shannon one Date of Review:
Problem Fe d
Doctor. _Hamett Oz MD Date of Service 05062013 10 Ridersmotidien " Bxam (?:?)se One body area or organ system 15 mueug elements
iS5
e e e e Expanded Problem o °
Jiietugh Focused Exam (EPF) 2-7 Body Systems - No detail of any 611 bulleted elements
i system required
[ o0 | o
Status of 2.7 body systt
st S Detailed Exam (D) 2oy st 1271; bulleted elements for
| condions | n detail or more systems
DlAssociated Signs 0 com ]
prehensive Exam (C)
Boor Bom B i Bl |mm ity o |l
R0S (Revew of Systomsy o | e ) O
[Aconsitutonat [atimmuno T ears, nose, mouth, troat  Clitegumentary pertnent ol 18 or more bulleted
Dy uscuo CNeuro  [JHemympn Clcarsac vase PO | s | o Comprehensive Exam (C) elements for 9 or more
Heu Oresp  Oot Dlesyen do TR gl Ribeby Not Applicable to 1995 Guidelines ystem:
Dt oher systems were negative NA @9sysiems) | 10 systems) See requirements for
BBty o s st i s, et eiees | © | O individual single system exams
ana )
amily istoy (s eve of mcical event i th patients famiy, o Complete -
e e o 71 470 Pertoent | 2 ety [5. Level of Service
NA NIA it areas. '
pyse— - QUTPATIENT, CONSULTS (QUTPATIENT, INPATIENT & CONFIRMATORY), AND ER
2nistoryareas s eroBLEm (B covere-
o :mx&ﬁ};ﬁ%}‘ﬁ;ﬂé?éﬁ%ﬂlﬁtznmﬁll‘f” Focused |7 oeTaLeD | Hetsve “Established Office
* comiciar care, w212 i oo | seats New Office/Consults requires 2 components within
Final qures all 3 componens . L
and o) el nursig facity care above are met or exceeded requires 3 components within shaded area shaded area
F EPF
History PF EPF D c c PF D C
inati D c c CE
FInal Resurtfor Compiexiyy Examination PF EPF PF EPF D
A reatment options Minimal Limited Muttiple: Extensive Complexity
B Amountane Somele® | vanimalorlow Limited Mugple Extensive of Medical M
c Fighest isk options Winimal Low Hgn cer SF
Complexity of decision making | Straight Forward Low e High Decision SF L M H SF L H
A | 99201=10 99202=20 | 99203=30 | 99204=40| 99205=60
\Efﬁme\sr?e NEW NEW NEW NEW NEW 99212 | 99213 99814 99215
OFFICE OFFICE OFFICE OFFICE OFFICE = = =
10min.{ 15 min. . 40 min.
99241=15 99242=30 | 99243=40 | 99244=60| 99245=80 Est Est Est Est
S S S| S|
QUT-PT QUT-PT OUT-PT QUT-PT OUT-PT N N N
CONSULT |CONSULT | CONSULT | consuLT| consuLt |Office | Office | Office | Office
LEVEL | I} n v )i |1} n IV \i

* Level | established visit is for when a patient sees the nurse, not the doctor.
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Patient Encounter to be audited:
Andy Cheek

Review the CPT/ICD-9 coding on the sample claim form.
Audit the encounter, and answer the questions below.

21, DIAGNOSIS OR NATURE OF JLLNESS OR INJURY (Relste Rems 1, 2, Sord to

ftem 248 by Une) 22, MEDICAID RESUBMISSION

L 30 5 T3z CODE ORIGINAL REF, NO
2, 3000 4, VsaEs 23. PRICR AUTHORIZATION NUMSER
- 5 1
F 3 H L
24, A. DATE(S) OF SERVICE 8. S D.PROCEDURES, SERVICES, OR SUSPUES € oavs | epsor
From To PLACE OF (Explain Unusual Orcumstances) DIAGNCSIS oR | Famiy | 1D, | RENDERING
SERVICE G THO) OOIFIE i CHARG T 3 W
W BB W W Do vy |SEVICE NG CPT/HCPCS MODIFIER || POINTER sounge | uvms | pan | QuaL nn;;nvepa
10 w1 7 w21 75
| o 95211 1 s b NP1 1zeseres
| NPl
] NPI
| NP1
I NPL
| NPl

Harriet Oz, M.D.
Current Medications Modifying
Taking Lexapro 10 MG Tablet TAKE | factor

TABLET DAILY

Discontinued Diflucan 150 MG Tablet | tabler
Oine a day

Discontinued Triamcinolone Acetonide 0.1 %
Cream 1 application to affected area Twice a
Day medication List reviewed and reconciled with

Brep 00-4)
Surgical History
Denigs Pagt Surgical History
Iy

Father: deceaged, Father emphyserma;
Mother: alive
3 brother(s) , 3 sister(s) . 1soas) , 1 daughter

Tobaces Use:

Tobacco Use/Smoking Are you a:
Nomsmoker.

Dirugs/ Aleohol:

Alcohol Screen

Foints a Interpretation Negarive
Miscellaneous:

Caffeine: none.

Exercise: occasional.

Atlantic Coast Multispecialty Group

626 NAMAS Avenue
Beachville, FL 32955
321-987-6543

Gregary Peck, M.D. Sadje Piat, M.D, | Andrew Wall, M.D.
What do you think Patient: Andy Chesk
: : atient:
of this c'hreF DOB: 5.4.1935
complaint? 10-1-2014
HPI =2
Re: for Appointment ROS =1
1. Med Refills- Lexapro PFSH =3
2. Meeds full fasting labs .
Quality

istory of Present lliness Instead use as constitution
terim History: ROS

Hire for med refill of Lexapro; reporis feeling well: takes Brand

Lexapro due to SE's from generic, ie dizziness, lightheadedness.

Also requests to have fasting labs ASAP.

Wital Signs
Temp 99 F, HR 68, BP [/4/62 mm Hg, Ht 64 in, Wt 130 Ibs, BMI
22.31 Index.

General Examination:

GENERAL APPEARANCE: alert, well hydrated, in no distress.
HEAD: normacephalic.

HEART: 51, 52 normal.

LUNGS: clear to auscultation bilaterally, no wheezes, rales,
rhonchi.

EXTREMITIES: full range of motion, no clubbing, cyanosis, or
edema.

29



8/7/2017

New Office O Established Office @
New Hospitalo Subsequent Hospital O

Consult O
E/M Documentation Auditor’s Instructions
Reviewer: DeConda, Shannon Date of Review- 03/07/2016
. . . Doctor:  Sadie Piat, MD Date of Service 10/01/2014 \D#: Cheek
Atlantic Coast Multispecialty Group
626 NAMAS Avenue L History ]
Beachville, FL 32955 Refer to data section (table below) in order to quantify. After referming to data, circle the entry farthest to the RIGHT in the table that best describes the
321:987-6543 HPI, ROS and PFSH. If one column contains three circles, draw a line down that column to the bottom row to identify the type of history. If no column
et 0e M. ool contains three circles, the column containing a circle farthest to the LEFT identifies the type of history. After completing this table that classifies the
o What 0 4ot k e histary, circle the type of history within the appropriate grid in section 5
¢ Patient: Andy Cheek O
DOB: 511935
Curent Modcatons it HPI (History of Present lliness): Characterize HPI by considering EITHER the Status of
Taking Lexapeo 10 MG Tablet TAKE | \ chronic or inactive conditions OR the number of elements recorded. 3 Chronic
TABLET DALY \ 1 Med Refll- Letagro \ -
Do D 08 Tk | 3 \CCECIE TR0 o \ Conditions
” uality
D T i1 4 - i [Associated Signs [ (0] o
Day mdcson L v d o i e Hisory Locati Cseverity D riming & Symptoms Brief Extended
|l| kamh‘:h\'f:l'uzh\a[m‘vhm‘l: fecing well: nkes Brand D(]ual\ty tion [Jcontext ving_Eactors (1-3) {4 or More)
e o 1 xapro due 1o SE's from generic, i dizziness, g f
Surgica Fstory Also requests 10 have fasting labs ASAP ROS (Review of Systems): \Q’ ® (8] O
D Pag SerpealHvory _
@L‘j;@ Vital Signs Cunsﬁtutional DAlllImmunoDEars‘ nose, mi Integumentary Pertinent to Complet
o G P 2 mm Hg 3 omplete
1“&1 m:.aum cmphy rn:.‘; :‘:':;IIR 68, BP 1/4/62 men Hg, Hu 64 in, Wt 130 Ibs, BMI :‘Eyes DMUSCUIO D Neuro DHemflym ardiac! vasc. (rr:yil;mm) Exenged (perl?& -
St s, § Ccu Oresp o Orsych  Cends (pert & others) | others)
(Sochl hstory) General Examination:
e GENERAL APPEARANCE: aert, well hydrated,in o distress. [Jai other systems were negative | A (2-9 systems) | (10 systems)
lmml-wm: Ase you & HEAD: normacephalic. PESH (Past, Family, Social History): O O @
[,‘r":'\“‘;m HEART: §1, 52 normal. [ZlPast history (the patient's past experiences with illnesses, operations, injuries
Al S LUNGS: clear 1o auscultation bilaterally, no wheezes, rales, and treatments)
o rpecttna Neganve thooch:
L:f:i‘_ - EXTREMITIES: full range of motion, no clubbing, cyanosis, or |Z|Family history (a review of medical events in the patient's family, including Pertinent Complele
:i“; ] edema diseases that may be hereditary or place the patient at risk) 1 history 2-3 history
Hsocial history (an age appropriate review of past and current activities) N/A N/A item =S
* Complete PFSH =
2 history areas: a) established patients - office (outpatient) care, domiciliary PROBLEM | SR £l COMPRE-
care, home care; b) emergency department; ¢) subsequent nursing facility FOCUSED DETAILED HENSIVE
care; and d) subseguent hospital care ggg?; 021 ggg?i 992?;295205
3 history areas: a) new patients - office (outpatient) care, domiciliary care, ~ L
home care; b) consultations; c) inifial hospital care; d) hospital observation; Final History requires all 3 components.
and e} initial nursing facility care. above are met or exceeded

Atlantic Coast Multispecialty Group @ Findines:
1- Constitutional
626 NAMAS Avenue

2- Neuro
Beachville, FL 32955
3- Psych
321-987-6543 .
Harriet Oz, M.D. Gregary Peck, M.D. Sadie Piat, M.D. Andrew Wall, M.D. 4- Ca rd lovascu Ia r

Patient: Andy Cheek >~ Respiratory
DOB: 5-1-1935 6- Musculoskeletal

10-1-2014

Current Medications

Taking Lexapro 10 MG Tablet TAKE | Reason for Appaintment

TABLET DAILY = ; . -
Discontinued Diflucan | 50MG Tablet 1 table 194 Refills- Lexapro Carvier dr'sc repancy with
One a day 2. Meeds full fasting labs Detailed exam?
Discontinued Triameinolone Acetonide o1 % .

Cream 1 application 1o affected area Twice a History of Present lliness EPF: 2+ Organ Sgstems
381!' ITlf‘ﬂi-f&h'Dﬂ List reviewed and reconciled with  Interim History: D: 2+ Organ SySt@VV\S
-] 1 7 5 i . 1 . . . .
Pact Medical History lore fored refl T Lexapro; reports feeling el with one in detail

Amxiety Depression (3004) : exapro due to SE's from generic, ie dizziness, lighth OR
Surgical History Also requests to have fasting labs ASAP.

Dienics Past Surgical History o 5-7 Organ Systems
Farily History \Vital Signs

Father: deceased, Father emplysena; emp 99 F, HR 68 , BP 1]4/62 mm Hg, Ht 64 in, W1

Mother: alive a1 e & Exam supports EPF Level
3 brother(s) , 3 sister(s) . 1soas) , 1 daughter ) )

{s).

Social history Gieneral Examination: @ @

Tobaceo Use: GENERAL APPEARANCE: ¥, well hydrated, inG distress.

'I'_nhsn:n Use/Smoking Are you a: e P e el

Nomprmeler. 4HEART: Sl S2 normal.

Dirugs/ Aleohol: T i . . X .

Aleahol Screen 5LLNG_5. clear to auscultation bilaterally, no wheezes, Fale:..

Poinis a Inferpreiation Negaiive rhonchi. Truly cardio, no muscle

Miscellancous: © EXTREMITIES: full range of mmion.(no clubbing, cyanosis, or

Caffeine: none. edema)

Exercise: occasional.
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Atlantic Coast Multispecialty Group

626 NAMAS Avenue
Beachville, FL 32955
321-987-6543 o
WarietO, MD.  GregoryPeck, MD.  Sadie ot MD.  Ancrew Wal, MD, I5.Leve.lofSerwce—l
patent. Andy Choek QUTPATIENT, CONSULTS (OUTPATIENT, INPATIENT & CONFIRMATORY), AND ER
DOB: 5-1-1935 “Established Office
10-1-2014 New Office/Consults requires 2 components within
Cument Medications i i
Taing Lovaeo MG Tablt TAKE | Raason o Aporman requires 3 components within shaded area shaded area
TABLET DAILY i
iy — 1. Med Refills- Lexapro )
g:::uﬂ..wmm SOMG Tt bl Tating s History PF EPF D c c PF * D c
Discontinued Trismeinolane Acetonide 1% £pF
Cream 1 application o affecied area Twicea History of Present liness P
Dy medicricn L esiewed sd ol i Ineris Histoy: Examination PF EPF D c c PF D c
g" ‘m’“ dcal Hi Here for med refill of Lexapro; reports feeling well; takes Brand Complexity
A::\[y;::ﬁﬂm% 0 Lexapro due o SE's from generic, ie dizziness, lightheadedness of M_Efjlcal
Suu_;ica\ History ! Also requests to have fasting labs ASAP. Decision SF SF L M H SF L M H
E;n'ﬁ::mowéml History Vil Signs N ; 99201=10 | 99202=20| 99203=30 | 99204=40( 99205=60 09212 | 99213 99014 99215
verage time
Fuher: doceasd, Father emphysens; Temp 99F, HR 68, BP 114/62 mm He, Ht 64 in, Wt 130 Tos, BMI (minutes) NEW NEW NEW NEW NEW
Mother: alive 2231 Index. OFFICE OFFICE OFFICE OFFICE OFFICE = = = =
3 beothers), 3 sistefs) . 1 sons), 1 daughiee - 10min.| 15min. | 25min. | 40 min.
@)- f— ) 99241=15 | 99242=30 | 09243=40 | 99244=60| 99245=80 = = = =
Social history eneral Examination: = = . =
> " . : OUTPT | OUTPT | OUT-PT | OUTPT [ OUTPT
Tabacco Use: GENERAL APPEARANCE: alert, well hydrated, in no disiress. . 9 .
{_ﬁm@mw,g Areyous HEAD: normacephalc CONSULT [consuLT| consulT | consult| consult |Office| Office | Office | Office
m— .
PrugyAlotel: HEART: §1, 81 noemal LEVEL 1 1l I v v 0 I W v

Aleohol Screen

Poiuts a Interpretaion Negative
Miscellaneous:

Caffeine: none.

Exercise: accasional.

Marital status: marmi

LUNGS: clear to auseultation bilaterally, no wheezes, rales,
thonchi.

EXTREMITIES: full range of motion, no clubbing, cyanosis, or
edema

* Level | established visit is for when a patient sees the nurse, not the doctor.

Documentation addressed as 1 issue
not 2 and it is difficult to tell if
both were problems addressed due
to poor HPI documentation

Gyn History
Last Pap smear 04/18/13 WNL.
Last Mammogram 6-9-2012 D/S DENSE,

CATE2.

Date of Last Period 3 weeks ago.

Birth Control none.

013 History

Pregnancy # 1: normal spontaneous vaginal
delivery (NSVD).

Diagnosis Findings: Established Stable

Problem
1 point

Data R/O: Labs ordeved, but not
documentation of further work

1 point

TOR: Prescription drug management

Moderate complexity

Assessments

1. Depressive Disorder, not elsewhere classified - 311 (Primary)

2. Anxiety State, unspecified - 300.00

3. Mixed Hyperlipidemia - 272.2 — Not addressed

4. Encounter for long-term (current) drug use - VS8.69

Treatment Not a separate diagnosis- this is a result of problem 1/2
Depressive Disorder, not elsewhere classified

LAB ORDERS:

LAB: CBC (INCLUDES DIFF/PLATELET)

LAB: COMP COMPREHENSNE METABOLIC PANEL |

LAB: LIPID PANEL

LAB:TSH

LAB: VIT B1Z/FOLATE

LAB: Vitamin D, 25-Hvdroxv

Notes: Cont. Lexapro as directed; recheck labs ASAP and flu for

review.

Refill of medications given and patient is to return in 3 weeks for

Final Result for Complexity ve.
TrTmer T G e O | o
A atment options Minimal Limited Multiple Extensive
B | Ao ooy [l o | e
(o4 Highest risk options Minimal Low | Moderate High
Complexity of decision making Straight Forward Low Moderate High
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New Office 8
New Hospital

E/M Documentation Auditor’s Instructions

Reviewer: DeConda, Shannon
Sadie Piat, MD

Date of Review: 03/07/2016
Date of Senvice 10/01/2014

1D Cheek

Established Office 8',
Subsequent Hospital
(o)

Doctor
IE

IRElor 0 Gata seclo (1able below) 1 rOST 10 QUanify. ARer (/e 10 Gaa, Icle the ety arhest 1o he RIGHT I he tale hat bes Gescrbes the
H no

HP1, ROS and PFSH

EFT identfes
istory e
Status of
the numberof 3 Chronic
Condiions
Dlassociated Signs ) o
DOocaton  [severty Cniming & Symploms Bret Extended
Juaiity puration_[context difying Factors (3 (4 or More)
[ROS (Review of Systems) o [¢]
consttutonal ClammmunoClears, nose, mouth, troat Hlnmqummmw Rutentiol Congiee
Oy Muscuto Cneuro JHemympn lcarciact vasc peoshan
(system)| Extended | pertaan
Oeu Oresp Dot Endo (pert & others) ers)

I other systems were negative NA @9 systems) | 10 systems)
PESH (Past, Famiy, Social History): [ ) ®
[ZPast history (e patients past experiences with inesses, operations, injuries
and treatments)

te
including Pertinent e
seases that may be hredtanyor piace th patient at sk) ory | 23 istory
= (an NA /A item areas
* Compete PFSH
et domiciiary | PROBLEM PR
care, nome care; b) emergency departmen; ¢ subsequent nursig facity FocusED el o
care; and o) subsequent hosptal care poesil el 9204196205
o212 | w13 | s oot
Final History requires all 3 components

and e) ntial nursing facilty care.

|2. Examination

8/7/2017

Refer to data section (table below) in order to quantify. After referring to data, identify the type of examination.

Gircle the type of

CPT Type of Exam

ithin the appropriate grid in section 5.
5 Guide

97

Problem Focused

Exam (PF)

One body area or organ system

1-5 bulleted elements

Expanded Problem
Focused Exam (EPF)

2-7 Body Systeﬁ*ﬁll of any system
u

6-11 bulleted elements

Detailed Exam (D)

O
2.7 body systems
wiaffected system
in detail

1217 bulleted elements for
2 or more systems

Comprehensive Exam (C)

8 or more body systems

Not Applicable for 1997 Guidelines

Comprehensive Exam (C)

Not Applicable to 1995 Guidelines

18 or more bulleted
elements for 9 or more
systems.

See requirements for
individual single system exams

5. Level of Service

OQUTPATIENT, CONSULTS (OQUTPATIENT, INPATIENT & CONFIRMATORY), AND ER

above are met or exceeded
“Established Office
New Office/Consults requires 2 components within
requires 3 components within shaded area shaded area
- History EPF D C (] PF EPF D c
Final Result for Complexit EPF
A treatment aptions Minimal Limited Multiple Extensive (E:xaml‘natrlon PF EPF D C c PF D c
"Amount and complexity P omplexity
B Limited Muttiple Extensive ©
of data Minimal mi of Medical SF
c Highest risk options Minjmal Low Moderate High Decision SE SF L M H L M H
Complexity of decision making | Strai d Low Moderate High
. 95201=10 | 99202=20| 99203=30 | 99204=40| 99205=60

Aurage e o NEW NEW ew | owew 99212 90214 | 99215

OFFICE | OFFICE | OFFICE | OFFICE | OFFICE = = =
10 min. 25min. | 40 min

90241=15 | 09242=30 | 09243=40 | 00244=60| 99245=80 Est 3 Est Est

OUT-PT | OUT-PT | OUT-PT | OUT-PT | OUT-PT 8 5 S S
CONSULT |consuLT| consuLT | consuit| consult |Office | Office | Office | Office

LEVEL I 1] [} v v [ 1 v v

*Level | established visit is for when a patient sees the nurse, not the doctor.

Patient Encounter to be audited:

Review the CPT/ICD-9 coding on the sample claim form.
Audit the encounter, and answer the questions below.

21, DUGNOSIS OR NATURE

1,30

2, %0m

24, A, DATE(S) OF SERVICE
From To

NESS OR INIURY (Relste Roms 1, 2,

or & to ftem 24 by Une)

0 PROCEOURES, SERVICES, 08 SLPUES £
Euploin Unusul Crcumzzances)

COTHCNS

w0

DIAGNOSIS
R || POINTER

22, NEDICAID R

CODE

SOHMRGE | NS

Andy Cheek

JBNISSION

ORIGINAL REF, NO.

AUTHORIZATION NUMBER

H L
EPSOT
Famly | 10,
P

RENDERING

PROVIDER
QA
o e

Review Questions:

Isa 99211 supported in this
encounter?

What LOS did the documentation

1.

2.

support?

Should the auditor have any
comments for the provider
regarding a 99211 in this
scenario?

What about medical necessity?
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Step into the Medical Necessity

Level 3-(1)
Chronic Stable
Problem

(@61 01 o [STAROR o \When accessing the overall history of the patient, was his

care per chronic problem stable, exacerbated, or severely Chronic Chronic Stable
. ?
history? eracerbated: Patient acerbated

Chronic

Complex * Did any of the exam findings note this as anything Level 5-Seriously
Unstable Chronic

eéxam more than a follow up encounter of a stable chronic ;
findings? problem? Problem

Complexity e What about the provider’s assessment and the

according to plan of care of the patient? Did anything note
anything more than a chronic stable problem?

the provider?

Documentation Scoring

* Documentation 99213
* Medical Necessity 99213

* Overall level of service supported is a 99213 encounter
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For More Information

Shannon DeConda

877-418-5564
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