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Coding - Objectives

• Understand documentation requirements 
for preventive, disease and procedure-
based billing compliance

• Differentiate between level 3 and level 4 
established patients

• Differentiate disease-based from 
preventive services billing



Types of Billing Encountered Most Frequently

• Evaluation and Management

• Preventive Care

• Obstetrics

• Procedures

• Consultations



• Billing compliance ≠ quality medical care

• “Guidelines" for coding and documentation are actually a 
morass of rules that seem to encourage down-coding by 
making the rules vague and the penalties harsh

• Coding is a mixture of rote memorization and gut instinct 
– Level 3 vs. Level 4: most doctors have a sense of what 
one feels like

• Capitation matters (~65%)
– Keystone East
– U.S. Healthcare
– Health Partners
– Keystone Mercy
– Health Partners
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Billing Guides



Disease-based Billing



*Note: 3 of 3 at the billing level are required
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10SPFPF99201
Time (min)DMExamHistoryCode

New Patient*



*Note: 2 of 3 at the billing level are required
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How do I start?
…Decision Making



Decision Making

*Note: 2 out of 3 at the billing level are required

4High4HC
3Mod3MC
2Low2LC
1Min1S

DataRiskDxDecision*

3

4



Decision Making - Dx

4New, work-up

Max of 33New, no work-up

+1 for uncontrolled or worsening1Established Dx

Max of 21Self-limited, minor

CommentsPointsProblem

3 points = level 4



Decision Making: Risk

Problems: 1+ chronic with severe effects; life-threatening; abrupt neuro changes
Dx Procedures: Endoscopy with risk factors
Mx Options: Parental controlled substances; Rx - intensive monitoring; DNR decision

High

Problems: 1+ chronic with mild effects; >1 chronic; new prob - no Dx; acute illness with 
systemic effects; acute complicated injury
Dx Procedures: Cardiac stress testing; fetal contraction stress test; endoscopy; deep 
needle or incisional biopsy; arteriogram; LP; thoracentesis
Mx Options: Minor surgery with risk factors; Rx drugs; IVFs; closed fracture

Moderate

Problems: > 1 self-limited/minor; 1 stable chronic; acute uncomplicated
Dx Procedures: PFTs; BE; FNA; arterial puncture; skin biopsy
Mx Options: OTCs; minor surgery; PT; OT; IVFs

Low

Problems: One self-limited/minor
Dx Procedures: Venipuncture; CXR; EKG; UA; US; echo; KOH prep
Mx Options: Rest, gargles, bandages

Minimal

ExamplesRisk Level

3

4



Decision Making: Data

*Note: Requested or reviewed

2Summary of old records

1Old records

1Discussion of results

2Second opinion

1Medical Studies*

1Radiology*

1Labs*

PointsData

3 points 
= level 4



3 or 4?

• Most of the time…Yes!

• It is probably NOT a 2

• It may be a 5



Think 99214 if the patient has…

• a new complaint with a potential for significant 
morbidity if untreated or misdiagnosed;

• a new problem that requires a prescription;

• three stable problems that require medication 
refills; or

• one stable problem and one inadequately 
controlled problem that requires medication 
refills or adjustments



*Established or **New patients

2* or 3**9+3+C

12+3+D

011+EPF

001+PF

SHx / FHxROSHPIHistory

What needs to be in a history?

3

4



History Components
• History of Present Illness:

– location, quality, severity, duration, timing, context, modifying 
factors, associated signs and symptoms OR status of chronic 
diseases

• Review of Systems:
– Constitutional, Eyes, ENT/mouth, Cardiovascular, Respiratory, 

GI, GU, MSK, Skin/Breasts, Neurologic, Psychiatric, Endocrine, 
Hem/lymph, and Allergy/immune

– Sufficient documentation: At least one complete system + 
“Remainder of ROS is negative in detail”

• Past Family, Social History: 
– Sufficient documentation: “PFSHx: Non-Contributory”



What needs to be in the exam?

18+9+C
12+2+D
6+1+EPF
1+1+PF

BulletsSystemsExam

3

4



General Multi-system Exam

Judgment and insight; orientation to time, place and person; recent and remote memory; AND mood and affectPsychiatric

CNs noting deficits; DTRs noting pathological reflexes; AND sensationNeurologic

Inspection AND palpation of skin and subcutaneous tissuesSkin

Gait and ; digits and nails; joints, bones and muscles of the 1) head and neck; 2) spine, ribs and pelvis; 3) RUE; 4) LUE; 5) RLE; 
6) LLE noting malalignment, asymmetry, crepitation, defects, tenderness masses or effusions; ROM noting pain, crepitation or 
contracture; muscle strength and tone noting atrophy or abnormal movements

Musculoskeletal

Neck; axillae; groin; AND otherLymphatic

(FEMALE) external genitalia and vagina; urethra noting masses, tenderness, or scaring; bladder; cervix; uterus; AND adnexa / 
parametria
(MALE) scrotal contents; penis; AND DRE or prostate

Genitourinary

Exam of abdomen noting masses or tenderness; liver and spleen; hernia; anus, perineum and rectum noting sphincter tone, 
hemorrhoids or rectal masses; AND stool for occult blood testing

Gastrointestinal 
(abdomen)

Inspection of breasts; AND palpation of breasts and axillaeChest (breast)

Palpation of heart; auscultation of heart noting abnormal heart sounds and murmurs; carotid arteries; abdominal aorta; femoral 
arteries; pedal pulses; AND edema and/or varicosities

Cardiovascular

Respiratory effort; percussion of chest; palpation of chest; AND auscultation of lungsRespiratory

Neck; AND thyroidNeck

External ears and nose; external auditory canal; hearing; nasal mucosa, septum and turbinates; lips, teeth and gums; AND 
oropharynx, oral mucosa, salivary glands, hard and soft palates, tongue, tonsils and posterior pharynx

Ears, nose, mouth 
and throat

Conjunctivae and lids; pupils and irises; AND optic discs and posterior segments Eyes

Any 3 vital signs; AND general appearanceConstitutional

BulletsSystem



Example Physical
.physical

OBJECTIVE (EPF=1/6; D=2/12; C=9/18): 
Constitutional (2): .vs
General: {appearance:50}
HEENT (10): Anicteric with normal conjunctivae and lids.  PERRLA.  EOMI. Normal external nares and 

pinnae. Normal external canals.  Grossly normal hearing.  Normal nasal septum and turbinates 
with normal mucosa.  Normal dentition.  Moist mucus membranes with normal palate, tongue, and 
posterior pharynx.  Neck is supple without evidence of thyromegaly or nodules.

Cardiovascular (2): Normal palpation of the heart.  Regular rate and rhythm; no murmurs, rubs or 
gallops.

Respiratory (4): Normal respiratory effort with normal percussion and palpation of the chest.  Clear to 
auscultation bilaterally without crackles or wheezes***

Gastrointestinal (3): Normal bowel sounds.  Soft and non-tender without hepatosplenomegaly or 
evidence of hernia

Musculoskeletal (5): Normal gait.  No effusions in upper or lower extremities bilaterally.  No instability 
noted on exam and normal range of motion.  Normal muscle tone and bulk.

Lymphatic (1):no neck adenopathy
Skin (2): No lesions noted or palpated.
Neurologic (3): Cranial nerves 2-12 intact bilaterally. Sensation intact to light tough.  2+ DTRs

bilaterally.



Preventive Medicine
• Comprehensive history, ROS and exam
• Counseling (anticipatory guidance / risk reduction 

intervention):
.Ag00to02 Discussed car seats, feeding, normal growth and development, immunizations, and 

home safety issues.
.Ag03to10 Discussed car seats, feeding, normal growth and development, immunizations, 

helmets, seatbelts, passive smoke exposure, regular exercise, and home safety issues.
.Ag19to49 Discussed seat belts, cholesterol screening, exercise, tobacco, alcohol, substance 

abuse, and sexually transmitted disease exposures.
.Ag50to64 Discussed seat belts, cholesterol screening, exercise, tobacco, alcohol, substance 

abuse, fecal occult blood testing, as well as flexible sigmoidoscopy vs. colonoscopy for colon 
cancer screening.

.Ag65andover Discussed seat belts, exercise, tobacco, alcohol, substance abuse, and 
documented height.

• V-Codes where diagnoses are entered = Preventive 
billing (well adult {V70.0}, child {V20.2}, etc.)

• Caution when using



Note!



Billing based on time

• New: 10, 20, 30, 45, and 60 minutes
• Established: 5, 10, 15, 25, 40 minutes

• Only required documentation

.Counseling
Discussed with the patient: diagnostic results***, prognosis***, 
risk and benefits of management options***, instruction for 
management***, compliance***.
The total time for the visit was *** minutes.  More than 50% of 
this time was spent counseling the patient. 

• Caveats (resident time = nada; documentation is 
important)

60HCCC99205

45MCCC99204

30LCDD99203

20SEPFEPF99202

10SPFPF99201

Time (min)DMExamHistoryCode

New Patient*

40HCCC99215

25MCDD99214

15LCEPFEPF99213

10SPFPF99212

5---99211

Time (min)DMExamHistoryCode

Established Patient*



Procedures
• Usually no level of service or low level of service if only 

reason for visit is procedure

• Remember to bill for medications used and for the 
procedure itself in CPT section

• Must be “supervised” by attending (note: GC modifier)
…the attending must be present during all critical and key 
portions of the procedure and be immediately available to furnish 
services during the entire procedure 

• Document the procedure separate from other issues

• Must have a 25 modifier



Consultations
• Documentation of the request from an outside provider

• Documentation of the assessment

• Documentation of having sent information to requesting 
provider

• Attending must see patient while in office (GC)

• Levels of consultation billing in LOS-section



The primary care exception

• First 6-months or until cleared by 
residency: all visits must be GC-precepted

• After this period: any visit can be GC-
precepted, but only level 4 visits need be 
(otherwise GE modifier)



Notes
• Evaluation and Management Documentation Provided by 

Students: Any contribution and participation of a student to the performance of a billable service (other 
than the review of systems and/or past family/social history which are not separately billable, but are taken as part 
of an E/M service) must be performed in the physical presence of a teaching physician or physical presence of a 
resident in a service meeting the requirements set forth in this section for teaching physician billing.

• Inpatient Billing: In this situation, a resident may or may not have performed an independent service. 
– In the absence of a note by the resident, the teaching physician must document on the same basis he or she would document an 

E/M service in a non-teaching setting. 

– Where a resident has written notes, the teaching physician’s documentation may refer to the resident’s note and provide summary 
comments that establish, revise, or confirm the resident’s findings and the appropriate level of service required by the patient. For 
example, the teaching physician would not have to restate the review of systems and family social history in the case of an initial 
hospital service. However, the teaching physician must document that he or she performed the critical or key portion(s) of the 
service and that he or she was directly involved in the management of the patient. For payment, the composite of the teaching 
physician’s entry and the resident’s entry together must support the medical necessity and the level of the service billed by the 
teaching physician. 

The following is an example of minimally acceptable documentation:
Admitting Note: “I performed a history and physical examination of the patient and discussed his management 
with the resident. I reviewed the resident’s note and agree with the documented findings and plan of care.”

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

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



Billing Information

• 215-349-5423 (info)

• 215-349-5422 (reporting)

• http://www.hgsa.com/professionals/bguide
s/teach.shtml



Cases


