OFFice VisiTs AND CONSULTS

Office/Outpaticnt—New Patient *

New or initial: 3 of 3 key components {history, physical, decision-making)
must be met or exceeded.

Office!Outpatient—Established Patient

Established palient. 2 of 3 key compenents {history, physical. decision-
making) must be exceaded.

Oifice/OP, Est, 19211 99212 53213 95214 99215
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Qihce/OP. New 99201 99202 99203 95204 99205
Consults. Office 99241 89242 99243 95244 99245 History —
Consulls, fnit, IP 93251 99257 99233 59254 85255 History Problem- [ Exp. Prob.-Yf Defafed \| Compre-
History Focused |\ Focused honsive
History Protiam. | Exp. Frob-| Detaled | Compre- | Compre- Chisf Complaint Required | Required | Required | Required | Required
Focused | Focused hensive | hensive History {HP1) Brief (1-3) | Brief{1-3) | Ext (4¢) | Ext. {44}
Chiel Complaint Required | Required | Required | Required | Reguired System Review Prob.-Pert. | Ext (2-9) |Comp {10+)
History {HPI} Briel (13} | Brief{1:3) | Ext.(44) | Ext.(d4) | Ext.(4%) Past History Pertingnt’ | Complets!
System Review Prob. Pest, | Ext {2-8) {Comnp {10+){ Comp {10+) Family History Pertinent® | Complete!
Past History Pestinent® | Complela! | Compiete? Social History Pertinnt” | Complete!
Farnily History Pertinent* | Complets! | Complete? Physical -
Social History Pestinent' | Complete! | Complete! Exam Problem- YExp. Prob. N[ Dotsied ¥ Compro-
phys":a] Focused Y Focused hensive
Exam Probtem. | Exp. Prob-| Detelad | Compre- | Compre- Medical Decision-Making _____
Focused | Focused hensive | hensive Decision-Making Stiwd  { Low Compy Mad Comp } High Comp
Medical Decision-Making Huymber of diag- Minma™ | Lo Ml | Extensive
Declsion-Making | Sthwd | Stiwd | Low Comp | Mod Comp | High Comp :Sf 0‘: 1&1"39&
N ! diag- Minimal i i i
n:ame:e;on;;aagg& e vinimel ried Multple | Extensive Aml andfor com- None-Min. | Limited | Moderate | Extensive
ment options plex of data to be
. reviewed
Ami and/or com- Nona-Min. | None-Min. i Mod E; i
pexalgaaobe | | e Ll crale | Extensive Risk of compl Minmal | Low | Moderats |  High
reviewed and/or nprbidi—
Risk of comp) Mimimal | Mnmal | Low | Woderals | Figh Iyfmortally
and/or morbidi- = Alleast 1item of 1 PFSH area must be documented
ty!movtality t Alleast 1 item of 2 PFSH areas mus! be documented

+ Atleast 1 ltemof 1 PFSH area must be documented

1 Atleast 1 item from each PFSH area mus! be documented

For Medical Detision-Making, 2 of 3 elements In the table must be met or
exceeded; choose the type of decision-making based on lhe two highest
elements.

Selecting the E/M level: The code associated wih the lowest companent
{history, physical, decision making) determines the level of service

Contributory Components
Timp—Face {o Face (Qvernides other components if »50% of time is counseling)

QfficalOP 10 20 30 45 60
OP Censuls 15 0 40 60 80
IP Consulis 20 40 55 80 110

Severily of Presenting Problem {Problem mus! jusiify treatment)

For Medical Decision-Making, 2 of 3 elements in the table must be met or
exceeded, chonse the type of decision-making based on the twa highest

elernents

To select the E/M level, find the 2 highest components (history, physical,
medical decision-making).

Contributory Components

Time—Face lo Faca (Qverrides other components if > 50% of time is counseling}

OfficelOP i

T

%5 |

40

Saverity of Presenting Preblem (Problam musd justify trealment)

Risk of Morb/Mort | None-Min. | Sesf-Limited | LowMad | ModHigh | Mod-High

Office or Other Outp

Prolanged (face-to-lace) Servicas

Tctal lamg spent face-to-face must be dog

Rigk of MorbiMon_| Seff-Limited | Low | Moderaie | Mod-igh | Mod-High

NOTE: A "consultation® initiated by a palient and/ar famdy, and not requested by a
physician, is not reporied using the consyltation codes but may be reported using the
office visit codes, as appropriate.

If subsequent o the completion of a consultation, the consullan! assumes responsiblity
for the management of a portian or all of the patient’s condition(s), the appropriate
Evaluation and Management services coda for the site of service should be reparted. In
the hospilal setting, the consulting physician should use the appropriate haspital consul-
tation code lor the initial encounter and then subsequent hospital care codes. In the

office seﬂini the aim-m‘a!e established patient code should be sed.
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Must excaad EAM fimp fhepsholds above by ot leas! 3) mintes

+ 99354

Profonged physician, requinng direc! {lace-loJace); firs| howr

+ 93355

Profonged physician, requining direct {face-io-{ace); each addional 30 min
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POCKET E/M

Tha history, examination, and medical decision making are the key companenis in
selecting the level of E/M services The suggested times in the visit code descriptors are
avarages, and lherefora represent a range of times which may be higher or lower
depending on actual dinical circumstances
In the case where counseling andior coordination of cane dominates more than 50% of
the physician/patienl and/cr family encounter, then lime is considered the key or control
ling Factor to quallly for a particular level of EM senvice.

GENERAL PRINCIPLES OF MEDICAL RECORD DOCUMENTATION
The principies of documentaticn isted below are applicable to all types of medical and

surgical services In all setlings.

1 The medical record should ba complete and legible
2 The documentation of 2ach patient encounter should include:
= Reason for the encounler and relevant hislory, physical examination findings
and prior diagnostic lest resulls
» Assessment, clinical impression, or diagnosis

» Plan for care

e Date and legible identity of the observer

If not documented, the rationale for ordering diagnostic and other ancillary services
should be easity infered.

Pasl and present diagnoses shauld be accessible lo the treating andfor consulting
physician.

Appropriate heaith risk lactors should be identified.

The patient's progress, response to and changes in ireatment, and revision of
diagnosis should be documented.

The CPT and ICD-3 codes reported on the health insurance clam form or biling
glalefpent should be supported by the documentation in the medical record

vhiem-focused: CC; brief HPI ELS
Expanded fem-focused: CC, bnef HPI: pertinent ROS et

> Noling the date and locaticn of the easlier RDS and/or FFSH

The ROS andlor PFSH may be recorded by ancillary staff of on a form completed by
tha patlent, To documen! that the physician reviewed the informalion, thers must ba
& nolelion supplementing or confirméng the infomation recorded by others,

If the physician Is unable to obtain a hisicry from the patierit or other source, the
recard should descnbe the patient's condition or circumstance which precludes ob-
taining a history

Al of the elements for a given type of history must be mel 1o achiave that lavel of ser-
vice. A chief complaint must always be present.

DOCUMENTATION GUIDELINES FOR EXAMINATION

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

Abnormal or unexpected findings of the examination of the unatiected or asymple-
matic body area{s} or organ system{s) should be deacribed

A brief statemen) of notation indicating "negative® or *normal” is sulficent to docu-
ment normal findings refated fo unaffected areafs) of asymptomatic ofgan sys
lem{s)

MEDICAL DECISION MAKING

Four types of medical decision making are recognized: Straightionvard, jow complenty.
moderate complexity, and high complaxity,

Medical decision making refers ta the complexity of establishing a diagnasts and/or
salecting a management oplion as measured by

The rumber of possible diagnoses andlor the number of management aptions that
must be consdered

The: amount and/or complexity of medicat records. diagnostic tests, and/or other
informaticn that must be ciiained, reviewed and analyzed

The risk of significant complications, morbidity and/or monafty, as well as comor-
bidities. associated with the patient's presenting problem(s). the diagnaslic proce-
dure{s) and/or the passible managament options

Two of these elements must ba met or exceaded:

Detaifed: CC, extended HPI: extended ROS; perlinent PFSH

s Comprehensive: CC extended HPI; complete ROS; complele PFSH

History of Present llinass Revjew of Sys{ems Elements of Past History
Brgf = 1-3 elements Problem-partinent = Pertinent = 1 element
Extended = 4+ glements Syslem Complele = 2-2 elernenls
or the status of J chronic o Extended = 2.9 systoms
inactve conditions Complete = 10+ systems
Lecalion Conslitutional Past Medical Histary
Quality Eyes Family History
Severity Ears, Nose, Mouth, Throat Social History
Timing Hematologic/Lymphatic .
Duration Cardiovascular _ For comprehensive
Context Gastrointestinal histary, 21l three elements
Motifying Factors Genitourinary of PBSI History must be
Assoc. Signs B Symptoms Intequmantary Teviewed far new oulpa-
Neurctogic lent visits, Initiak inpatient
Psychiatric wisits, and for consulta-
Endocsine tlons {except follow-up
Afergiclimmunologic inpatient consults)
Respiratory
Musculoskelelal

DOCUMENTATION GUIDELINES FOR HISTORY

The chief comgiaint (CC), review of systems (ROS), and past, family, social history

{PFSH) may be listed a5 separate elements of history, o they may be induded in

the description of the history of the presenl iliness.

An ROS andfor PFSH oblained during an earlier encounter does not need ta be re-

recorded if there is evidence that the physiclan reviewed and updated the previous

information, This may occur when a physician updates hia or her own record or in an

institutional setting or group praclice where many physicians use a commen record

The review and updale may be documented by

# Desceribing any new ROS and/or PFSH information or noting there has been o
change, and

Numper of Possible | Amount andior Risk of Comy Typa of Declai
Diagnases or Man- Complaxity of Data To | and/or Morbidity or | Making

agemeni Oplions B Raviewed Mortality

Minimal Minimal or none Minimal Straghtiorward
Limited Limited Low Low complexity
Multipte Moderate Maderate Moderate compiexity
| Extensive Exiengive High High complexity

Comortidilies/underlying diseases, in and of themselves. are not considered In selecling

alevel of E/M services unfess their presence significantly increases the complexity of ke

medical decision making
DOCUMENTATION GUIDELINES TO INCLUDE FOR MEDICAL
DECISION MAKING

*

Assessment, clinical imprassion, of diagnosis

Whether or not problem is diagrosed or undiagnosed

Established problem resolving, impraving, worsening or faling to change as ex-
pecled

Undiagnosed problem as “pessible,” probable,” or *rle out®

The need to seek a consullation of referral andior discussion of test results with
performing/interpreting physician

Diagnostic tests ordered, planned, or schaduled (document findings o initial and
date report)

Independent review of tesls such as 2n image, tracing, of specivien previously of
subsequently interpreted by asolher physician

Decision to obtain old records ancior history eblamed lrom source in additen o
patient

Relevant findings from review of old records and/ar other souice

Risk of presenting problem between present encounter and the naxt scheduled
encounter

Comorbiditiesfundeying diseases which increase risk of complications, morbidity
mortality

Plan for surgical o invasive diagnostic pracedures (document urgency)
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DOCUMENTATION REQUIREMENTS
1997 General Multisystem Examination

Levef of Exam Porform and Document
Problem-Focused Dne to fave elernents identified by a bullet
Expanded Problem-Foc=pd At feast six elements identified by a bullet
etailed Al Teast two elements identified by a bullet from each
of six areas/systems or at least 12 elements identified
by a bullet in twa or more areas/systems.
Comprehensive Pertorm aif elements identified by a bullet in at lzast

nine crgan systems of body areas; document af Jeas?
Iwo from each of nine areas/systems.

onal

Measuremertt of any three of the
following seven vital signs: 1) sitting
of slanding blood pressure, 2) supine
blood pressure, 3) pulse mate and re-
gularity, 4) respiration, 5) temparature,
6) heighl, 7) weight {may be meas-
ured and recorded by encillary stalf).
Genera) appearance of patient (e.g.,
davelopmendt, nutrition, body habitus,
deformities, attention to grooming).

EyEs

Inspection of conjunclivae and #ds.
Examination of pupis and ifises (e.g.,
reaction to ipht and accommodation,
sita and symmetry).

Ophthalmoscapk: examination of oplic
&ses (e g., size, C/D ratio, appear-
ance) and posterior segments (e 9.,
vessel changes, exudates, hemorr-

(eg.. overall appearance, scars, le-
S10NS, Masses).

Qloscopic examination of extenal
autitory canals and tymganlc mem-
branes,

+  Assessment of hearing (e.g., whis-
peted volca, Bnger rub, tuning fark).

+  Inspection of nasal mucosa, seplum
and turbinales.
Ingpection of lips, teeth and gums.
Examnination of oropharynx: oral
mucosa, hard and solf patates, fon-
gua, lonsils and posterior phanyny.

« Examination of neck (e.g., masses,
overall appearance, symmetry, tra-
cheal position, crepius).

«  Examination of thyreid {e.g., enlarge-
menl, iendemess, mass).

Ruspratory

¢ Agsessment ol respiraiory effort (a.g.,
intercostal retractions, use of acces-
sory muscles, diaphragrmatic move-
mant).

*  Percussion of chest (e.g., duliness,
flatness, hyperresonanca).

» Paipation of chest {e.9., lactile fremi-
s8],

s Auscultation of lungs (e.g., breath

sounds, adventitious scunds, rubs).

Cardiovascular

Examination of:

Female:

Pelvic examination {with or withoul specl-
men collection for smears and cultures},
including.

Auscullation of lungs {e.g., breath
sounds, adventilious sounds, rubs).

Paipation of heart (e g, location, size,
thrilts),

Auscullation of hear with notation of
abnormal sounds and mumurs.

Carolid erteries (6.9., pulse, ampli-
{ude, bruits.

Abdominal aorta (e.g , size, bruits).
Fermoral areries (e.g., pulse ampli-
tuda, bruits).

Pedzt pulses {e.g., pulse amplifuda).
Extremnilies kor edema andfor variensi-
lies

Inspection of breasts (e.g., symmetry,
nipple dischange)

Palpation of breasts and axilles (e.q.,
masses o [umps, lendemess},
Examination of abdomen with notation
of presence of masses of tendermess.
Examination of kiver and spieen.
Examination for presence or absence
of hemia.

Examination of anus, pefineum and
reclum, including sphincter tone,
presence of hemarrholds, rectal
masses, when indicaled,

Obtzin stoal sampta far oecull blood
lest when indicated.

Examination of the scrolal conlents
(8.9, hydrocele, spermatocele, ten-
derness of cord, testicular mass).
Examination of the penis.

Dighal rectal examination of prastate
gland {e.g.. size. symmetry, nodulari-
1y, tendemess}

Examination of external genitalia (e.g.,
general appearanca, hair disinbution,
lesions) and vagina (e g., general ap-
pearance, estrogen effec, discharge,
lesions, pelvic support, cystocele, rac.
locele).

Examination of urethra (e.g., masses,
ferdemess scarring). .
Examination cf bladder (e.g., fullness,
masses, lendemess),

Cervix (e 9., general appearance,
leslons, discharge).

Uterus {e.g,, size, contour, position,
makbxity. lendemess, consistancy,

descenl or suppor}.

«  Adnexalparametria {e g., masses,
tendemess, organemepaly, nodulari-
ty).

Palpation of lymph nodes two or more
araas:

»  Netk.

o Axillae.
s Groln.
o Other.

Examination of gait and station,
Inspection and/or palpation of digits
and nails {e.g., clubbing, cyanosis, in
flammatory conditions, petechiae,
ischemia, infections, nodes).
Examination of joints, bones and muscles
of one or more of the following six
areas: 1) head and neck; 2} spine, ribs
and petvis; 3) righl upper extremity; £) left
upier exirarmity; 5) tight knwer extremity;
and 6) lefi lower extremity The examing.
tion of a given areaincludes:

» Inspaction ancdlar palpalion with
notation of presence of any misalign.
thent, asymmetry, crepilation, defects,
tendemess, masses, effusions

* Assessment of range of motions with
notation of any pain, crepitation or
contracture.

e Assessmen of stability with notation
of any dislocation {luxation), subluxa-
tion or [axity.

»  Agsessment of muscle strength and

{one (e.q., flaccid, cog whee?, spastic)

with notation of any atrophy or abnor-

mal movements.

o Inspaction of skin and subcutaneows
fissue [e.g, rashes, lesions, ulcers).
Palpation of skin and subcutaneous
tissue (e.g., induralion, subcutaneous
nodules, lightening},

Tesl cranial nerves with notation of

any deficits.

« Examination of deep tendon reflexes
wilh nolation of pathological reflexes
{e.g., Bahinsli).

« Examination of sensation (e.g., by

louch, pin, vibration, proprioception),

s Description of pafient's judgment and
insight.

Brief assessment of mental slatus,

including:

¢ Crientation to ime, place, and person.

= Recent and remole memory,

Mood and aflect {e.g., depression, anxiety,

agitation).
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.I"-‘\-'l_cdiml Decision Mukr'l_d-
A)

Number of Pruldems Lo Examiner

C) Risk of Comptications and/er Morbidity/AMortality (Bring sesult te Ling & in Tinat Resull of MDM)

3 KEY Component

Number of Diagnoses ar Treatmenl Optiogs

Number X Peints=ficsul)

Self-limited or minor
{stable, impovod or warscning)

Maam2

Ustablished problem  {to cxamsner),
stalle, improved

Lstablished problem (o examner), w

oesening

New problem  (to exarminer);
NO additional workup planned

Mav w3

New problem  {lo esaminer),
addrttonal workop planned

Hring total to Line A in Tinal Resull for MIAI

B)

TOTAL =

Amount and/or Complexity of Data to be Reviewed

Dalkx to Be [eviewed and/or Dedercd

Folnt

Review and/or vrder of ¢linical lab

lests 1

Review and/far order of tests in the s

adiology section of C ~

Res lew and/or order of tests In the medicine section of ClJ

1scussion of fest results with perfo

someone other than patient

Decision 1o obtain old records and/or ehiyn histery (rom s

Aty

of case with unother heal

Review and summarjzation of el.l recordy and/or obtaini
t]s o \cuuina

iself

{rat simply reviviy of fepont

Independent visualization of image bracing or speximien

rning phyviclan
=
tietil andfor gh 2
rovider
2

)

Bring tutal to Line B in Final Result of MDM

TOTAL=___ _

FINAL RESULT OF MEDICAL DECISION MAKING

Tumbs . T
| A r;:mm:::;ﬁ‘::r::‘ 1) } 1 2 (N
| Minitnal | Lemited Multiple | Extensive
-] I :
Amount and I |
I 2 3 2
! B| Comploaly of Minimal | Lamuted Maderate; Estensive
1 Data or low |
€[ Hhuhest Risk Miztimal | Low Moderate]  Hig
i Type of Dechsian | Stralght-| 7 Low Kfodcraley
Making Forward [y Comples j |k Complery) Comple

(MUST meet ar exceed 2/3 MDM areas Tar a level of service)

severe rheumaloid arthailis,
prychiatric illness with
polential thresl i others, acute
cenal fallure, peritonitis
= Anabrupt change in
logic status, e.g. sei 2
TIA, weakness of sensary lote

[Levet | Presenting Diagnostic Management
of Risk Prollemnis) Procedure(s) Qsdered DOpliont Selected
+0ng self-lmited o minar sLaboratery lest requiring * Rest
- problem, e.5. cold, Insect venipuncture * Gargles
= bile, linga corparis * Chest x-rays + Elastie Landages
= « EKGAEG « Supesficial
F4 * Urinslysis degssbigs f
= * Ulisasound, e.g. echo |
| * KOH prep
+ Two or mase sell-limiled |+ Physlologic lesls not under + Over-the-counter dougs
ar minoz problems i stresse.g. pulm. function fests| * Minor surgery
+ One stable chronle ilness, ¢g.| * Noncardiovascular imaging with nu identified
= well controlled hypertension, studies with contrast, e.g- rish factors
o non-insulin dependent batium ¢nema » Physteal therapy
-t dizbetes, cataract, BI'I = Superficlal needle biopsics | * Occupational therapy
¢+ Aewbte uncamplicated illness | + Clinical laboratory lesls 1o IV fluids withoul
EL 3 mﬁmﬁﬁmﬁk Tequiring arterlal punciure | additives
ehinilis, simple sprain + Skin biopsies ||
'ﬁﬁmmeun *Physiologic tests uruder stress | = Minoe surgery wilh
with mild exacetbalion, ¢.g. cardiac slices lest, fets| identified risk faciors
progression, or side effects contraction stress test * Etective major surgery
of treatment « Diagnostic endoscopies with | {spen. perculancous,
w « 2or>stable chrondc illnesses | no identified risk faclors endoscopic) with na
= e Unds Lwith | = Deep needle or incitionsl Identified elsk Lactor
é upcestain prog. .8, breast blopsy *Prescription drug
w fump * Cardiovascular, imaging studi ‘management
=] e Acute Hiness wihth systemle with cantrast and no identified 'ﬂﬁ%ulﬁ nuclear
g | T T teeeitis visk lactors, o.g. arteriogram, medicine.
| Tyeloncphritis, cotitts catdlac cath, IV Nuids with additlves
* Acute complicated Injury * Obtain Muld from body cavity] *Closed reatment of
EL Lf | e.g. head injury with brief e.g. lumbar punctuse, {racture or dislocation
loss of cons¢lousness thotacentests, culdocentesis | without manipulation |
* One or more chronic Hinesses| ¢+ Cardinvascular Imaging = Elective mafor surgery
| with severe exacerbation, studies with contrast with [open, percutancous, er
| progression, or side effects of f  Identified risk €aclors endascopic) with
* Acule or cheendc iflnesses or | ¢ Cardlac electrophysiological identified rish factors
injurics that may pose a threal|  lest + Emergency milor
to life o1 bodily function, e.g. | * Diagnostic endoscoples with | surgery {open, percutan.
& multiple trauma, scute ML, | identified risk factors or endoscopic)
o putmonary embolus, severe |+ Discography «Parenteral controlled
= respiralory distress, progressive] ubslanees

* Drug therapy requising
intensive moniloring for
tanicity

* Decislon not to
resuscitate or to de-
escalate care because of
[poor prognosis




