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Learning Objectives

• Identify key topics in the changing regulatory environment as it 
relates to documentation compliance

• Apply rules of documentation along with defining the multiple users 
of this information

• Explore pros and cons for managing documentation compliance 
within the electronic medical record



The Documentation Process 
• According to the Centers for Medicare & Medicaid Services (CMS), 

medical record documentation is a “chronological” record of 
pertinent facts, findings, and observations about a patient’s health 
history, including past and present illnesses, examinations, tests, 
treatments, and outcomes. 

• What Is Required For Providers to Document? And if you don’t?
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Linan, Luis Enrique, M.D., Lic. No. H8214, El Paso 
On December 4, 2015, the Board and Luis Enrique Linan, M.D., entered into 
an Agreed Order requiring Dr. Linan to within one year complete at least 16 
hours of CME, divided as follows: four hours in patient communications, four 
hours in risk manage-ment and eight hours in medical recordkeeping. The 
Board found that there was a lack of documentation in the medical record 
related to Dr. Linan’s counseling of a patient as to the severity of her 
condition and need for quick evaluation and treatment. 
 
http://www.tmb.state.tx.us/dl/AF40A541-5429-9B53-1AF6-65389490E753 

http://texreg.sos.state.tx.us/public/readtac$ext.TacPage?sl=R&app=9&p_dir=&p_rloc=&p_tloc=&p_ploc=&pg=1&p_tac=&ti=22&pt=9&ch=165&rl=1


Texas Medical Board Complaints

• Over 8000 complaints a year 

• TMB is authorized under HIPAA to obtain medical records without the 
patient’s consent.

• If standard of care/treatment violations are at issue, all relevant 
information, including medical records, will be reviewed by at least two 
members of the TMB Expert Panel who are board-certified in the same or 
similar medical specialty as the respondent. 

• Your documentation is then reviewed, for not only the facts of the case, 
but also if the documentation is complete and accurate.  Even if standard 
of care is met and/or the complaint is dismissed.  Physicians may still be 
cited if medical documentation is not accurate and an administrative or 
other non-medical care violation can be levied.  
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Legible Documentation Use

• A provider’s ability to evaluate and plan the patient’s immediate 
treatment and to monitor his or her healthcare over time

• Communication and continuity of care among providers involved in 
the patient’s care

• Contributes to high quality care

• Accurate and timely claims review and payment

• Appropriate utilization review and quality of care evaluations

• Data collection that may be useful for research and education
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Legible Documentation Use

• Avoidance of denied or delayed payments by insurance carriers 
investigating the medical necessity of services

• Enforcement of medical record-keeping rules by insurance carriers 
contractually or by regulation, requiring accurate documentation that 
supports procedure and diagnostic codes

• Subpoena of medical records by state investigators or the court for 
review

• Execution of the physician’s written instructions by a patient’s 
caregiver or other health care team members 

• Defense of a professional liability claim or medical board complaint
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The Importance of 
Medical 
Documentation 

• As Defined by the OIG
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https://www.youtube-nocookie.com/embed/1M7kKGqSa14?wmode=transparent
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Comprehensive Error Rate Testing (CERT)

• Based on a review of the erroneous claims identified by CMS’s Medicare CERT 
contractor for FY 2009, HHS/OIG found that 6 types of health care providers 
accounted for $4.4 million, or 94 percent, of the $4.7 million in improper 
payments.  The provider types were inpatient hospitals, DME suppliers, hospital 
outpatient departments, physicians, and home health agencies (HHA). Analysis 
of the erroneous claims also found that 3 types of errors accounted for about 98 
percent of the $4.4 million in improper payments:  insufficient documentation, 
miscoded claims, and medically unnecessary services and supplies. HHS/OIG 
recommended that, as part of its analysis of the FY 2009 CERT improper 
payments, CMS use the results of this analysis in identifying (1) the types of 
payment errors indicative of programmatic weaknesses and (2) any additional 
corrective actions needed to strengthen the CERT program.*

• Current CERT Results - from Millions to Billions
*https://oig.hhs.gov/publications/docs/hcfac/hcfacreport2010.pdf
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https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/CERT/index.html?redirect=/cert/


Legalities of Health Record Billing Patterns 

• Billing Patterns Causing Possible Audit
• Billing intentionally for unnecessary services
• Billing incorrectly for services of physician extenders
• Billing for diagnostic tests without a separate report in the medical record
• Changing dates of service on insurance claims to comply with policy coverage dates
• Waiving copayments or deductibles, or allowing other illegal discounts
• Ordering excessive diagnostic tests
• Using two different provider names to bill the same service for the same patient
• Misusing provider identification numbers, resulting in incorrect billing
• Using improper modifiers for financial gain – 2019’s gem, modifier 25
• Consistently not following National or Local Coverage Determination guidelines
• Failing to return overpayments made by the Medicare program 

• 60 days from discovery of overpayment
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Elements of Documentation 

• Common medical office documents
• Patient registration (demographic 

information)
• Medication record
• History and physical examination 

notes or report
• Progress or chart notes
• Consultation reports
• Imaging and x-ray reports
• Laboratory reports
• Immunization record
• Consent and authorization forms
• Operative report
• Pathology report

• Problem-oriented record system
• Documents are flow sheets, 

charts, graphs

• Source-oriented record system
• Documents stored in sections

• Electronic health record system
• Collection of medical information 

about a patient
• EHR is a health record with 

multiple provider input
• EMR the record of one provider
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Documentation Guidelines for Medical Services 



Medicare LCD   Novitas

• Local Coverage Determination
• www.novitas-solutions.com
• The Centers for Medicare and Medicaid Services contract with private 

insurers to administer Medicare claims in every state/district.  
• Each Medicare carrier is required by CMS to have a physician Contractor 

Medical Director to oversee the development of local Medicare policies in 
their jurisdiction.  

• To assist Medicare carriers in the development of Local Coverage 
Determinations (LCDs), each state is required to have a Carrier Advisory 
Committee (CAC).
• 2019 Changes: Purpose of the CAC is to discuss evidence in literature. Meetings are 

now open to the public, though to speak must be invited with COI disclosures. Based 
on the literature review, new LCD’s will be drafted and comments taken through the 
internet.

• Multi-Jurisdictional CAC for NCD

https://www.cms.gov/medicare-coverage-database/indexes/lcd-list.aspx?Cntrctr=332&ContrVer=1&CntrctrSelected=332*1&s=All&DocType=All&bc=AgAAAAAAAAAAAA%3D%3D&#ResultsAnchor
http://www.novitas-solutions.com/


LCD Limitations
• Limitations

Testing of an unaffected Medicare eligible individual or family member is considered not reasonable and necessary. 

BRCA1/BRCA2 genetic testing is considered not reasonable and necessary, thus it is non-covered, for the following indications:
• Genetic screening in the general population or
• Testing of individuals with no personal history of breast, ovarian*, fallopian tube, primary peritoneal, pancreatic or 

prostate cancer. Such testing is considered screening and is excluded by Medicare statute. An ABN must be obtained for 
BRCA 1 and BRCA 2 testing for individuals without signs and symptoms of breast, ovarian* or other BRCA-related cancer 
syndromes as indicated in this policy.

• Testing of individuals less than 18 years of age.
• If a patient has been previously tested for BRCA1 and BRCA2, repeat testing prior to Lynparza therapy is not reasonable and 

necessary and will not be covered by Medicare.

• For frequency limitations please refer to the Utilization Guidelines section below. 

Notice: This LCD imposes frequency limitations as well as diagnosis limitations that support diagnosis to procedure code 
automated denials. However, services performed for any given diagnosis must meet all of the indications and limitations stated in 
this policy, the general requirements for medical necessity as stated in CMS payment policy manuals, any and all existing CMS
national coverage determinations, and all Medicare payment rules.

• Other Types of Limitations that can occur:  Training,  Prior conservative treatments

• https://www.cms.gov/medicare-coverage-database/details/lcd-
details.aspx?LCDId=36715&ver=43&SearchType=Advanced&CoverageSelection=Local&ArticleType=SAD%7cEd&PolicyType=Both&s=51&DateTag=C&kq=true&bc=IAAAACAAAAAA&



Medicare Advanced Beneficiary Notice

Sign prior to service: Lists:  Item/Service: Why Medicare won’t pay and cost.

OPTIONS: Check only one box. We cannot choose a box for you.

• ☐ OPTION 1. I want the D. listed above. 
You may ask to be paid now, but I also 
want Medicare billed for an official 
decision on payment, which is sent to me 
on a Medicare Summary Notice (MSN). I 
understand that if Medicare doesn’t pay, I 
am responsible for payment, but I can 
appeal to Medicare by following the 
directions on the MSN. If Medicare does 
pay, you will refund any payments I made 
to you, less co-pays or deductibles. 

• ☐ OPTION 2. I want the D. listed above, 
but do not bill Medicare. You may ask to 
be paid now as I am responsible for 
payment. I cannot appeal if Medicare is 
not billed. 

• ☐ OPTION 3. I don’t want the D. listed 
above. I understand with this choice I am 
not responsible for payment, and I 
cannot appeal to see if Medicare would 

pay. 

15



Medicare E&M Guidelines

• Medicare-Learning-Network

• Signature Requirements

• “Providers should not add late signatures to the medical record, 
(beyond the short delay that occurs during the transcription process) 
but instead should make use of the signature authentication process”.

• https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/pim83c03.pdf 3.3.2.4 - Signature Requirements Page 34 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243514.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/pim83c03.pdf


Attestation & Medicare Audit Guidelines

• Should a provider choose to submit an attestation statement, they may choose to use the following 
statement: 

• “I, _____[print full name of the physician/practitioner]___, hereby attest that the medical record 
entry for  _____[date of service]___ accurately reflects signatures/notations that I made in my 
capacity as  _____[insert provider credentials, e.g., M.D.]__when I treated/diagnosed the above 
listed Medicare beneficiary.  I do hereby attest that this information is true, accurate and complete 
to the best of my knowledge and I understand that any falsification, omission, or concealment of 
material fact may subject me to administrative, civil, or criminal liability. 

• If signature requirements the reviewer may determine that the medical necessity for the service 
billed has not been substantiated.

• Noridian MAC Question/Answer
• After a service has been rendered, what amount of time is acceptable to Medicare for the doctor to sign the 

notes? 
• Noridian expects that in most cases the notes would be signed at the time services are rendered. Further delays 

may require an explanation.

• https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/pim83c03.pdf  Page 36, 41

• https://med.noridianmedicare.com/web/jeb/cert-reviews/signature-requirement-q-a



Other Service Documentation Requirements

Diagnostic Services
• LAB

• Attestation statements do not apply to 
unsigned physician orders, denials stand

• Imaging
• Separate result page from E&M 

documentation
• What the future holds

• DME
• Requires Proof of Delivery signed by 

patients

• ABN
• Use when Medicare might not pay and 

when there are time related restrictions on 
the service

Restricted Services
• Time Related 

• Frequency Limitations – ?X per lifetime
• Seen in genetic markers and other diagnostic 

testing

• Scope of Practice
• Provider Training Limitations built into LCD

• Scribes
• CMS does not require the scribe to 

sign/date the documentation. May 5, 2017

• Shared Services
• Hospital inpatient/outpatient observation & 

emergency department where physician 
documents face to face encounter, same 
day

https://www.itnonline.com/videos/video-clinical-decision-support-requirements-cardiac-imaging


Coming in 2020
Appropriate Use Criteria 
(ACU)  Clinical Decision 
Support Mechanism (CDSM)

• CMS will use a combination of G-codes and 
modifiers to report the AUC information on 
claims but will consider creating a unique 
consultation identifier in the future. 

• CMS finalized hardship exceptions unique to 
the AUC program. Clinicians are not required 
to include AUC information if they have 
insufficient internet access, EHR or CDSM 
vendor issues, or extreme and uncontrollable 
circumstances. 

• To claim hardship exceptions, ordering 
physicians must attest that they are 
experiencing a significant hardship at the time 
that they place an order for imaging services 
and provide information on the hardship to 
the furnishing physician, along with the AUC 
consultation information- noted by a 
modifier.. 

• https://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-
Instruments/Appropriate-Use-Criteria-
Program/index.html

The Protecting Access to Medicare Act (PAMA) of 2014, Section 
218(b), 

New program to increase the rate of appropriate advanced 
diagnostic imaging services provided to Medicare beneficiaries, 
include:

• computed tomography (CT)

• positron emission tomography (PET)

• nuclear medicine

• magnetic resonance imaging (MRI)

Under this program, at the time a practitioner orders an advanced 
diagnostic imaging service for a Medicare beneficiary, he/she, or 
clinical staff acting under his/her direction, will be required to 
consult a qualified Clinical Decision Support Mechanism (CDSM). 
CDSMs are electronic portals through which appropriate use 
criteria (AUC) is accessed.



EHR Software

The Good
• Improved data accessibility

• Computerized physician order 
entry

• Charge capture

• Preventive health

• Ease in reviewing and signing 
PA/NP notes

• E-messaging for providers

The Bad

• Lack of interoperability between 
technologies/EMRs

• Cost of set-up and maintenance

• Productivity

• Delays in documentation

• E-messaging between providers

• Continuous need for updates and 
lack of accountability for doing so



EHR Software

The Ugly
• HIPAA violations

• Empty data fields

• Copy and paste

• Inadequate security settings

• Forensics tracking

• Templating difficulties and 
confusing record printout 

http://www.beckershospitalreview.com/healthcare-information-technology/electronic-health-records-the-good-the-bad-and-the-ugly.html

This Photo by Unknown Author is licensed under CC BY-NC-SA

http://www.ph2dot1.com/2014/05/the-good-bad-and-ugly.html
https://creativecommons.org/licenses/by-nc-sa/3.0/


• EHR deficits and bugs
• Physicians hold dual responsibility, physician leaders must address these barriers and test

• Copy/Paste 
• Tempting but dangerous

• are you engaged in patient care
• casts doubt on entire record

• Passwords 
• Problem in court if in discover it is found someone is using yours to change records 

• Ignore clinical decision support at your peril
• Not using EMR as designed
• Allergy information in text instead of clicking a box engaging notices
• Fault for ignoring prompts

• EHRs changing the standard of care
• Standard of care driven by use of EHR 

• Medicine reconciliation to meet meaningful use
• Use EHR to meet standard of care

• Turning Patients into Litigants
• EHR reduces the amount of eye contact

• negatively impacting communication which is key to reducing suits

EHR Software Liabilities and Malpractice Danger

Oh no…What else is 
there to worry about?

https://www.youtube.com/watch?v=AvouqE63cVk


Patient Visit Barriers to EHR Record Use 
• Brigham and Women’s Hospital cross-sectional survey of 501 

primary care clinicians of 225 respondents - 53 (24%) never or only 
sometimes used any EHR functionality during patient visits

• The most commonly reported barriers to using the EHR during 
patient visits were
• 62% loss of eye contact with patients 

• 52% falling behind schedule 

• 49% computers being too slow 

• 32% inability to type quickly enough 

• 31% feeling that using the computer in front of the patient is rude

• 28% preferring to write long prose notes

“EHR developers and healthcare system 
leaders must address social, workflow, 
technical, and professional barriers if 
clinicians are to use EHRs in the presence of 
patients and realize the full potential of 
ambulatory clinical decision support”



Internal Monitoring for Physician Compliance

• What about 
physician 
compliance?

• The OIG recommends 
• practice reviews existing standards and procedures regularly

• determine if the standards are current 

• modify those which are ineffective or outdated

• Quarterly self-audits of a practice’s actual coding, billing and documentation performance by 
compliance officer and/or team or by individuals with appropriate billing and medical expertise 

• Self-audits are used to determine whether
• Bills are accurately coded 

• Documentation is complete and correct 

• Services or items are reasonable and necessary 

• Any incentive exist for unnecessary services 

• If a problem is discovered, address it as soon as possible
• Follow through on stated consequences 

• Up to and including terminating physicians 

https://www.youtube-nocookie.com/embed/bFT2KDTEjAk?wmode=transparent


Documentation Flow and 
Responsibilities

•Review documentation for 
coding, charging, hospital 
services: Capture documentation 
for accurate E/M billing or 
accurate capitated payments 
using Hierarchical Conditions 
Categories (HCC)

Facility OP Service 
or Physician Office

•Capture E/M, accurate ED facility 
coding, Justify necessity of OP or 
H\hospital Stay

•Document for the 2 Midnight 
rule, justifying the need for 
hospital services through at least 
2 midnights

Emergency 
Department •Capture documentation for 

appropriate patient status 
assignment or possible inpatient 
stay

• Inpatient documentation for 
appropriate reimbursement, 
quality and compliance

Observation or 
Inpatient Stay



Documentation Includes the Recording of 
Hierarchical Conditions Categories(HCC)

• HCC documentation is used
• As a risk adjustment model for 

hospital readmissions, VBP 
Morality  and Hospital Acquired 
Conditions Reduction Programs

• Medicare Advantage Plans are 
reimbursed by the risk adjustment 
of the HCC model

• HCC include such conditions 
such as Cystic Fibrosis, Cerebral 
Hemorrhage, Acute Myocardial 
Infarction  ….see page 87 

• CMS HCC risk and payment 
model

https://www.cms.gov/Medicare/Health-Plans/MedicareAdvtgSpecRateStats/Downloads/Announcement2017.pdf


How Hospital Payments 
are Made with a Disease 
Hierarchy:
If a beneficiary triggers Disease 
Groups 135 (Acute Renal Failure) 
and 136 (Chronic Kidney Disease, 
Stage 5), then DG 136 will be 
dropped. 

In other words, payment will always 
be associated with the DG in 
column 1, if a DG in column 3 also 
occurs during the same collection 
period. 

Therefore, the organization’s 
payment will be based on DG 135 
rather than DG 136.

Important to document and 
diagnose to the highest level.

Hierarchical 

Condition 

Category

(HCC)           

If the Disease Group is Listed in this column… …Then drop the Disease Group(s) 

listed in this column

Hierarchical Condition Category (HCC) LABEL

8 Metastatic Cancer and Acute Leukemia 9,10,11,12

9 Lung and Other Severe Cancers 10,11,12

10 Lymphoma and Other Cancers 11,12

11 Colorectal, Bladder, and Other Cancers 12

17 Diabetes with Acute Complications 18,19

18 Diabetes with Chronic Complications 19

27 End-Stage Liver Disease 28,29,80

28 Cirrhosis of Liver 29

46 Severe Hematological Disorders 48

54 Drug/Alcohol Psychosis 55

57 Schizophrenia 58

70 Quadriplegia 71,72,103,104,169

71 Paraplegia 72,104,169

72 Spinal Cord Disorders/Injuries 169

82 Respirator Dependence/Tracheostomy Status 83,84

83 Respiratory Arrest 84

86 Acute Myocardial Infarction 87,88

87 Unstable Angina and Other Acute Ischemic Heart

Disease

88

99 Cerebral Hemorrhage 100

103 Hemiplegia/Hemiparesis 104

106 Atherosclerosis of the Extremities with Ulceration or

Gangrene

107,108,161,189

107 Vascular Disease with Complications 108

110 Cystic Fibrosis 111,112

111 Chronic Obstructive Pulmonary Disease 112

114 Aspiration and Specified Bacterial Pneumonias 115

134 Dialysis Status 135,136,137

135 Acute Renal Failure 136,137

136 Chronic Kidney Disease, Stage 5 137

157 Pressure Ulcer of Skin with Necrosis Through to

Muscle, Tendon, or Bone

158,161

158 Pressure Ulcer of Skin with Full Thickness Skin Loss 161

166 Severe Head Injury 80,167



Inpatient Coding From Physician Documentation

• Coders can use only documentation 
• By physicians directly caring for the 

patient during that admission.
• Includes documentation by resident 

physicians, physician assistants, or 
nurse practitioners if the attending 
documents agree. 

• Notes of nurses and allied health 
professionals cannot be used. 

• Consultants’ notes can also be used for 
coding, except when their findings 
contradict those of the attending 
physicians

• That follows universal terminology
• physicians need to understand coding principles and 

learn to document using appropriate terminology. 

• Includes documentation of diagnoses, conditions, 
symptoms, or procedures defined by CMS. 

• The large number of quirks in the coding 
vernacular used by CMS sometimes makes this 
lexicon confusing and difficult for physicians. To 
ensure appropriate documentation, physicians 
must abandon ‘‘doctorese,’’ the shorthand 
vernacular that is commonly used for 
documentation. 

• Even when a coder is able to correctly infer the 
diagnosis, he or she cannot use this information 
because the diagnosis was not specifically 
documented. 
• It will either be lost or generate a query; both are 

negative consequences for the hospital and physician 
• Reimbursement might be inappropriately low and the 

true level of severity of illness might not be appreciated. Noel H. Ballentine, MD, FACP



Importance for Quality 
Scores and Quality Based 
Reimbursement Readmissions, Value Based Purchasing, 

Hospital Acquired Conditions, Patient 
Severity Indexes

Reimbursement

Medial Necessity and Expected

Length of Stay

Quality Ratings

VBP by CMS

Documentation Coding

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/Hospital_VBPurchasing_Fact_Sheet_ICN907664.pdf


Tom Price, MD

“During 20 years as a practicing physician – both in office and hospital setting – I learned a good bit about 
not just treating patients but about the broader health care system and where it intersects with 
government – local, state and federal. A couple of lessons stand out. One – many patients I knew or 
treated were never more angry and frustrated than when they realized that there was someone other 
than themselves and/or their physician making medical decisions on their behalf – when there was 
someone not involved in the actual delivery of care that was standing between them and their doctor or 
treatment.”

Another lesson came the day I noticed that there were more individuals within our office who were 
dealing with paperwork, insurance filings, and government regulations than there were individuals 
actually seeing and treating patients. It was in those moments that it became crystal clear that our health 
care system was losing focus on the number one priority – the individual patient. 

Tom Price, HHS  

Secretary of U.S. Department of Health & Human Services 

January 18, 2017

This Photo by Unknown Author is licensed under CC BY-SA

http://dangerousharvests.blogspot.com/2012/06/hope-isnt-really-buddhist-teaching.html
https://creativecommons.org/licenses/by-sa/3.0/


Seema Verma
Jul 12, 2018 

• “Today’s proposals deliver on the pledge to 
put patients over paperwork by enabling 
doctors to spend more time with their 
patients,” said CMS Administrator Seema 
Verma. “Physicians tell us they continue to 
struggle with excessive regulatory 
requirements and unnecessary paperwork 
that steal time from patient care. This 
Administration has listened and is taking 
action. The proposed changes to the Physician 
Fee Schedule and Quality Payment Program 
address those problems head-on, by 
streamlining documentation requirements to 
focus on patient care and by modernizing 
payment policies so seniors and others 
covered by Medicare can take advantage of 
the latest technologies to get the quality care 
they need.”

Press Release Doctor Patient Relationships

This Photo by Unknown Author is licensed under CC BY-NC-ND

https://www.cms.gov/newsroom/press-releases/cms-proposes-historic-changes-modernize-medicare-and-restore-doctor-patient-relationship
http://dietjustice.blogspot.com/2011_10_01_archive.html
https://creativecommons.org/licenses/by-nc-nd/3.0/


2019 • For relevant information already 
contained in the medical record, 
clinicians will only be required to 
focus their documentation on 
what has changed since the last 
visit or on pertinent items that 
have not changed, rather than re-
documenting a defined list of 
required elements such as review 
of a specified number of systems 
and family/social history. 

• Clinicians must still review prior 
data, update as necessary, and 
indicate this in the medical 
record.

• CMS finalized a several add on 
codes and an “extended visit” add-
on for prolonged services that can 
be billed in addition to the primary 
care or specialty add-on code that 
can be billed with Levels 2-4 visits. 

• The primary care and specialty 
add-ons can be billed with Levels 
2-4 visits for new or established 
patients and recognize additional 
relative resources for primary care 
visits



2021 • Changes to office/outpatient E/M visit codes including a single rate for E/M 
office/outpatient visit levels 2, 3, and 4 (one for established and another 
for new patients). CMS will also apply a minimum supporting 
documentation standard associated with Level 2 visits when clinicians use 
the current framework or MDM to document the visit.

• New add-on codes that describe the additional resources inherent in visits 
for primary care and particular kinds of specialized medical care. These 
add-on codes will only be reportable with E/M office/outpatient Levels 2-4 
visits, and their use generally will not impose new per-visit documentation 
requirements.

• A new “extended visit” add-on code for use only with E/M 
office/outpatient Levels 2-4 visits to account for the additional resources 
required when physicians need to spend extended time with the patient.

• Rather than establish single payment rates for visit Levels 2-5, as originally 
proposed, the final rule establishes single blended payment rates for Levels 
2-4 (one for new patients and one for established patients) with Level 5 
visits remaining separate. 

• The Level 5 visits will remain at current payment amounts and require 
documentation that meets Level 5 visit guidelines, though they will be able 
to choose from any of the three new documentation options (current 1995 
or 1997 guidelines, medical decision making, or time). 

For E/M 
office/outpatient 
Levels 2 through 5 
visits, CMS will 
allow for flexibility 
in how visit levels 
are documented, 
specifically a 
choice to use the 
current framework 
(1995 or 1997 
documentation 
guidelines), 
medical decision 
making (MDM), or 
time.



Questions?

34

We will break into groups

Physician 
Satisfaction?EMR

?
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