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o Keys to compliant notes

o What's the problem with my notes the way they are?

o Initial Visit




KEYS
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1. Initial paperwork: Collect it all from the patient and input it
correctly. (*See 6/28/2022 webinar)

2. KEEP IT SIMPLE!

o Don't complicate diagnosis codes

o Don’'t creative billl

o Document every patient the same despite Financial Profile

MACRQOS simple. You're contradicting yourself

on Diagnosis codes




KEYS

5. Remember...THERE'S NO SUCH THING AS PERFECT NOTES!
6. Use your express note to help you.
o Functional Goal reminder for example. le. Walking 10 feet




. DOCUMENTATION ERRORS

#1 Insufficient treatment plan - 83%

#2 Medical necessity not shown or miscoded - 67%
#3 Contraindications not checked - 66%

#4 Evaluation: Improper or missing - 34%

#5 Diagnosis: Improper or missing - 33%




DOCUMENT EVERYONE THE SAME

Not only is it easier for your office, its a State Law!
o Did you know that your State Board has rules/requirements for
Record Keeping and Documentation?

o This means that even your cash/no charge patients must
have the minimum documentation on each visit.
. Colorado Rule 22




INITIAL VISIT
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Subjective: All New Patients:
History An individual who did not receive any professional
Chief Complaint (CC) services from the physician within the previous 3 years.

History of Present lliness (HPI) * 99202 or 99203
Review of Systems (ROS)

Past, Family, and Social History (PFSH)
Medicare:

Objective: New paﬁgnt, New condition, & Exacerbations.
Exam ** This means a New Casel
oskeletal exam * 99202 or 99203
sach specific + 99212 0r 99213



SUBJECTIVE

o Chief Complaint (CC)

o History of Present lliness (HPI)

o Review of Systems (ROS)




CHIEF COMPLAINT (CC)
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A CC is a concise statement that describes the symptom,
problem, condition, diagnosis, or reason for the patient
encounter. * The CC is usually stated in the patient’s own words.

Keys:
lon, Laterality, Radiation (if radiates, location) for EACH




CHIEF COMPLAINT (CC)

EEEEEE

Examples:
o The patient complains of right low back pain that does not
radiate.

o The patient complains of left low back pain that radiates
down the back of the left leg o the bottom of his fooft.

ain that does not



INDARY COIVIPLAINTS

What is the difference between a Chief and Secondary Complainte

Chief complaint — Symptom causing patient to seek tfreatment

Secondary Complaints — Other complaints not related to the CC
Mmay have existed before, but were not severe enough 1o
ne in for a visit.




NOTE: EXAMPLE 1
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Example 1 - Patient presents with acute low back pain from
working in the yard. They also report they have had chronic upper
back and neck pain over the years too.

* How many regions could you bill vs diagnosise 1/3

te:

atient presen’rs with right low back pain that
: They also repor’r they have



NOTE: EXAMIPLE 2
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Example 2 - Patient tripped and fell while working in the yard and
they now have a acute low back, mid back, and neck pain.
* How many regions could you bill vs diagnosise 3/3

Nofte:
nief complaint: The patient presents with right low back pain, pain
olades on both sides, and left lower neck pain




HISTORY OF PRESENTILLNESS (HPI)

VELOCE

EEEEEE

HPI is a chronological description of the development of the patient’s present illness
from the first sign and/or symptom or from the previous encounter to the present.
Include history of onset/mechanism of trauma.

HPI elements are: LOPPQRST

Location (example: left leg)

Quoll’ry (example: aching, burning, radiating pain)
xample: 10 on a scale of 1 to 10)




) PAST, FAMILY, AND/OR SOCIAL HISTORY (PESH)

VELOCE

PFSH consists of a review of three areas:

1) Past history includes experiences with illnesses, operations, injuries, and freatments.
(Meds, allergies, operations, hospitalizations)

2) Family history includes a review of medical events, diseases, and hereditary
conditions that may place the patient at risk (health status of 1st degree relatives —
hildren, siblings)
s the patient does not know. (ie. Adopted)vs. Unremarkable

ent activities



REVIEW OF SYSTEMS (ROS)

ROS is an inventory of body systems obtfained by asking a series of questions to identify
signs and/or symptoms the patient is currently experiencing.

These systems are recognized for ROS purposes:
1) Constitutional Symptoms (for example, fever, weight loss)

2) Eyes
3) Ears, nose, mouth, throat
yrdiovascular




HISTORY REQUIREMENTS PER E/IM LEVEL
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HISTORY REQUIREMENTS per E/M LEVEL

99202 = Expanded Problem Focused
CC = Required

HPI-Brief = at least 1-3 out of 8 elements of the present HPI (Location, Quality, Duration)
ROS-Prablem Pertinent = list the system directly related to the problem (musculeskeletal)
PESH = N/A

99203 = DETAILED

CC = Required

HPI-Extended = at least 4 out of B elements of the present HPI (Location, Quality, Severity, Duration)
ROS-Extended = list the system directly related to the prablem and 2-9 additional systems. (musculoskeletal,
neurclogical and constitutional = the problem plus 2 additional systems)

PFSH-Pertinent = must document at least one item from any of the three history areas directly related to the
problem. (Past history, Family History, Social History)



INNATE

Initial Visit - Subjective section




OBJECTIVE

o Exam
o Musculoskeletal exam
*Include PART for each specific Subluxation

o Results

indings (If x-ray taken)




EXAIVIINATION
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Reference: 1997 Documentation Guidelines for 2. Single Organ Examination
Evaluation and Management Services - We will focus on the
Musculoskeletal exam

11 systems:
Cardiovascular The 4 levels of exam:
Ears, Nose, Mouth, and Throat 1. ProblemFocused—————————— 99201
Eyes 2. Expanded Problem Focused 99202

Gastrointestinal 3. Detailed 99203
>enitouring 4. Comprehensive — Will Never Use! 99204-99205




Single Organ Examination - Musculoskeletal
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|5FECIELT'I" EXAM: MUSCULOSKELETAL

Ruoler to daln section (table below) in order o quantify. Afber reviewing the medical recond documentabion, identify
the level of axaminaton. Cirde the level of examinabion within e appropriate grid in Section § (Page 3},

Performed and Documented Lewel of Exam
One o fve bullets 99201 ‘ Protiem Focused
Six to eleven bullets 99202 Expanded Problem Focused
Twalva or more bullets 99203 Dataied
Modes 99204 & 99205 conptersee

{Circke the bullots thal ane documentad |
NOTE: For iha descriphons of the alamants of axamnaion conlaaning e wonds "and”, "amd'or, only ons (1) of Bhode
i’ nis ereasd bae doc ke,

System/Body
Area

Elements of Examination

Cardiovascular & Emmination ol parpharal vasosar sysiem by ohssrvaton (6.0., sealing,
warcosfies ) and palpabon (0.9.. pulses, lomperalure, sdema, lendomoss)

Lymphatic # Palpation of lymph nodes in reck, axdlles, groin, andioe oiher lncalion

Extrarmilias {Soe Musosloskeletal and Skin)

Skin *  Inspechion andior palpaton of skin and suboulargcus BSE0 (6.0., SIS,
rashas, Wsions, cale-au-lalt spots, ulcars] in Tour of tha following sl aroas:
1) head and neck, 2] runk, ) nght upper exiremnity, ) el uppes sxtmemity,
5) righd lower axtremily, and ) lell lower exiremity

Holn:  For the comprebernive lsvel. the examination of all fouw anatcmic
Afwird mal be peclonTed and dotumenied. Fof lhe thies cwer
hranls of axamirabon, sach body area s oxunled separalaly. For
axanphs, nspockon and'or palpation of the sun ard
tissun of two v 3

Meurologcal’ #  Tesl coodination [o.g. finger healknaa’shin, mpid akemating
Pswchiatric s in the upper and ioeer odromises, evabuation of fine mobor
cnardiration in young chekd ren)

& Esxgmination of deep terdon refloxes and'or nars siredch osi with notation
ol p i f (0.g.. Babinski)

# Expmination of sensafion (0.9, by louch, pin, wibmion, proprocepion
Bried assassmant of menta| stahss inchakng:
& Orepriabon bo S, place and parson

® Moo and alfect (s g, depression, ansely, aglaton)

[FEcE TR TE O SORWECE 1
Erﬂ:ﬁ"ﬂm Elements of Examination
rea
Consiilubonal # Maasuremanl of sy hres of the lollowing seven «ital signs: 1) sifling or slanding

Binod prossune, 2) suping blsod pressuate, 3) pulse rate and regulanty, 4) espialion,
4} inmparatune, &) hoighl, T) weight {May be moaswod and reconded by ancilang
slaf)

& Gaoraral sppoarance of pationt (e.g., dovelopment, nuinbon, body bbb,
daformilisd. alberlon 1 groaming)
=

Musculoskelatal

MOTE: Determing the number
ol body areas addrassed within
aach bulel  Enter thal numbaer
o tha e baside sach bullsl

Tofal af the botiom of this box

INSpaCton, pHTLESan andior
palpaticn

& Examinalion of gak amd stafion "(f cicled. add %o iolal o bollom of column o the lefl)

Examination of pont(s), bones |, ard muschs(s iendon]sj of fowr of the iollowing six
araas 1) head and neck: X} spine. rbs, and pelds; 1) nght upper axtremity; 4] lef upper
wxireemity; 5) right lower extresmity. and ) left lowes admamity. The sxamination of a given
araa Feludes

& mpaclion, p ion andior palpadcn wilh reotaton of any resalgnmsnd,

Asanssrrent ol range of maotion:

Asanssme of sabiity

¥ ¥, crepilation, delects, lendemess, masses or efusions

& fAssessment of range of moSon with notation of ary pain (9., straight leg rasng )
crepdaton or confroctune
& Aszossmaoni of stabiy with nolation ol any dislocation fuxaton), subloadon o kot

Asinsument ol musce strength
and lers

*Totel Buets:
firctusing cad and slabion)

- A t i mascks strangth and lons (o.q., Maccs, ooy wheol, spastic] with
redabion of aimy abrophy or abrcemal movements

Mofe:  For e comprohensive lovel of examinalion, ol lour clemaents identilied by a
bulol mus! by poriormed ard documented for sach of fowr analomic amas. For

the three lower levels of ion, sach el " P by Tor
wach by aran, For pxample, assessing rarge of melion i feo axiemibes
consbiuies teo olemens.

|Entar the numbar of circled bullets in the boxes below. Then arde the approprabe level of care )

Ona i Frvn S to Eleven Tweshen of
E Bukaty Bty e Bulets All Eullsts
ko
w
Expanded Problom
Frabkem Focusod Forussd Datadad Camprahonssa

Moln:  Tha Chost (Breasts ), Gastroiniestnal (Abdomaen |; GenBswinary; HeadFace: Eyes; Ears, Mosa, Mowth and Throat; Mock
and Respiraiory sysieraibody areas are nol considared o0 be par of ths Musculcskeletal axam.




SUBLUXATON
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2 Ways to document a subluxation:
. PART thru examination
2. X-ray
* X-ray report MUST document the subluxation (RESULTS)

Location of subluxation - Level and listing specific
Subluxation must correlate and be causal to the symptoms reported

anual, Chapter 15, Section 240.1.3 states: “The patient must
euromusculoskeletal condition
ave a direct



SUBLUXAION - PART TRHRU EXAMINATION

Evaluation of Musculoskeletal/nervous system through Physical Exam.
Documenting Subluxation:

P:. Pain/tenderness, evaluated in terms of location, quality, & intensity
A: Asymmetry/misalignment idenftified on sectional or segmental level

motion abnormality (changes in active, passive, and accessory joint
e or decrease of sectional or segmental mobility)

including



VELOCE
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X-ray was taken no more than 12 months prior or three months following initiation of
treatment;

or

History supports chronic subluxation (e.g. scoliosis) has existed longer than 12 months and it
can be reasonably concluded that condition is permanent;




OUTCOME ASSESSMENT TOOLS (OAT)

VELOCE

This tools are objective measures that help document the patient’s progress. They are
usually required by most insurance companies to justify freatment progress.

Examples:
- Functional Ratfing Index (FRI)

- Oswestry

.
N\ TN O




INNATE

Initial Visit - Objective section




ASSESSMENT

o Diagnosis

o Subluxation Listings




DIAGNOSIS

EEEEEE

o ForInsurance, it varies by state and carrier
o For Medicare, this is LCD Specific

o In some LCDs: Claims must include a primary diagnosis of
subluxation and a secondary diagnosis reflecting the patient’s
romusculoskeletal condition. The patient’s medical record
ices submitted.




DIAGNOSIS

EEEEEE

Hinfts:
o Order these to match order of CC

o M99 codes: include P — pain
o Only add secondary diagnosis of pain/’-algias’ when
equired to have the secondary present.

e a diagnosis to point

(4

Vs



SUBLUXATIONS

EEEEEE Hints:
o Order these to match Diagnosis and CC

o Make sure 1o have # of subluxations that matches your billing
codes here * See Plan section

remities subluxations. * See Plan




INNATE

Initial Visit - Assessment section




o Plan of Care (Treatment Plan)
o Use Objective Measures
o le. Functional Rating Index (FRI)




PLAN OF CARE (TREATMENT PLAN)

MOST IMPORTANT NOTE!!!
Recommended level of care (duration and frequency of visits)

Initial date of treatment: xx/yy/zzz
Resolution of C/C: approximately 20 days from initial date of treatment (# of treatments)

Progress evaluation: Re-evaluate in 30 days (MAXIMUM)
Frequency: 3 times a week until progress evaluation

inal Manipulation, IST, ET.....THIS IS WHERE YOU PUT YOUR WHY!

/



PLAN OF CARE (TREATMENT PLAN)

Specific treatment goals & Objective measures to evaluate treatment
effectiveness (OAT) —ie. Functional Rating Index

“Pain in and itself is not sufficient to support medical necessity. There must be
functional limitations on ADLs to support treatment, with a reasonable expectation
of measurable improvement through treatment.”

m and Long Term goals)
health condition - Short and Long Term




PLAN OF CARE (IREATMENT PLAN)

EEEEEE

HINT: You do NOT need to use an OAT unless the insurance company requires if.

“Pain in and itself is not sufficient to support medical necessity. There must be
functional limitations on ADLs to support treatment, with a reasonable expectation
of measurable improvement through treatment.”

So.. In examination you can add other objective functional measures:
motion with degrees




PLAN NOTES
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Keep them simplell
Don't put verbiage in here that is not in your S or O notes abovell

9894# - Manual manipulation of the spine to correct subluxation. Specific level

adjusted.

97012 — Intersegmental traction was performed to mobilize the spinal segments

nd below the level of subluxation
' ed today




SHOOSING THE RIGHT CODE

2021 Evaluation and Management Guideline - Updates

Select the appropriate level of E/M services based on the following:
1. The level of the medical decision making as defined for each
service;




2021 MEDICAL DECISION MAKING

VELOCE
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Medical decision making includes establishing diagnoses, assessing the status of a
condition, and/or selecting a management option. Medical decision making in the office
and other outpatient services code set is defined by three elements:

= The number and complexity of problem(s) that are addressed during the encounter.

= The amount and/or complexity of data to be reviewed and analyzed. This data includes
medical records, tests, and/or other information that must be obtained, ordered,
reviewed, and analyzed for the encounter. This includes information obtained from
interprofessional communications that are not separately reported. It

ot separately reported. Ordering a test is included
It is part of the encounter and




2021 MEDICAL DECISION'MAKING

= The risk of complications, morbidity, and/or mortality of patient management decisions
made at the visit, associated with the patient’s problem(s), the diagnostic procedure(s),
treatment(s). This includes the possible management options selected and those
considered, but not selected, after shared medical decision making with the patient
and/or family.

« For example, a decision about hospitalization includes consideration of alternative
levels of care. Examples may include a psychiatric patient with a sufficient degree
of support in the outpatient setting or the decision to not hospitalize a patient with

mentia with an acute condition that would generally warrant
al is palliative tfreatment.




2021 MEDICAL DECISION'MAKING
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Elements of Medical Decision Making

Level of MDM Amount and/or Complexity of Data to be Reviewed and Analyzed
(Based on 2 out of 3 Number and Complexity of Problems  *Each unique test, order, or document contributes to the combination of Risk of Complications and/or Morbidity or
Code Elements of MDM) Addressed 2 or combination of 3 in Category 1 below. Mortality of Patient Management

99211 N/A N/A N/A N/A
99202 | Straightforward Minimal Minimal or none Minimal risk of morbidity from additional
99212 ¢ 1 self-limited or minor problem diagnostic testing or treatment
99203 | Low Low Limited Low risk of morbidity from additional
99213 * 2 or more self-limited or minor (Must meet the requirements of at least 1 of the 2 categories) diagnostic testing or treatment

problems;

or Category 1: Tests and documents

» 1 stable chronic illness; s  Any combination of 2 from the following:
or . Review of prior external note(s) from each unigue source®;

* 1 acute, uncomplicated illness or
injury

. review of the result(s) of each unique test®;
«  ordering of each unique test*

or
Category 2: Assessment requiring an independent historian(s)

(For the categories of independent interpretation of tests and discussion
of management or test interpretation, see moderate or high)




VELOCE
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240024 1)/ | =

Total time on the date of the encounter (office or other outpatient services [99202-99205, 99212-
99215]): For coding purposes, time for these services is the total time on the date of the encounter. It
includes both the face-to-face and non-face-to-face time personally spent by the physician and/or
other qualified health care professional(s) on the day of the encounter (includes time in acfivities that

require the physician or other qualified health care professional and does not include time in activities
normally performed by clinical staff).

Physician/other qualified health care professional time includes the following activities, when

performed:

atient (ie. review of tests)
ained history




2021 TIME
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New Patient

« (99201 has been deleted. To report, use 99202)

« 99202 Office or other outpatient visit for the evaluation and management of @

new patient, which requires a medically appropriate history and/or

examination and straightforward medical decision making.
ing time for code selection, 15-29 minutes of total time is spent on




NEW PATIE
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History (z.f3)

-II!-
---
25| [ 12in2 |




INNATE

Initial Visit - Plan section




INNATE

Initial Visit — Introduction & Closing sections




SUBSEQUENT VISIT
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Subjective:
Review of chief complaint
Changes since last visit
ESN note — LEVEL SCENARIO IS A B or W. If they tell you something you need to Document. (remember the
GOAL)
System review (if relevant)

Objective:
Changes since last visit

Y

=d in diagnosis



INNATE

Subsequent Visit




RE-EXAIVIINATION VISIT
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Subjective:
History
Chief Complaint (CC) - review
Review of Systems (ROS)
Encounter Specific Note

Objective:
Exam
Musculoskeletal exam
ART for each specific Subluxation

~ aYe




SHOOSING THE RIGHT CODE - r

2021 Evaluation and Management Guideline - Updates

Select the appropriate level of E/M services based on the following:
1. The level of the medical decision making as defined for each
service;




2021 TIME

Established Patient

VELOCE

EEEEEE

« 99211 Office or other outpatient visit for the evaluation and management of
an established patient, that may not require the presence of a physician or
other qualified health care professional. Usually, the presenting problem(s) are
minimal.

« 99212 Office or other outpatient visit for the evaluation and management of
ablished po’rlen’r which requires a medically appropriate history and/or
rward medical decision making.

inutes of total time is spent on




SHED PATTENIFE/AVISVIATIRIX

WWWWWWW

History (zef3) Exam MDM  2cf3)

| P | ROs | prsH | 97DGs | Dx | Data | Risk |
------
| 13 [ 1 | na | 61 | 2 | 2 [ low |



INNATE

Re-examination Visit




HOW TO DOCUMENT A FLARE-UP
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Subjective:
Review of chief complaint
Changes since last visit
History of Present lliness — Document the flare-up.
System review (if relevant)

Objective:
Changes since last visit
Physical exam

oine involved in diagnosis




ININATE

Document a Flare-up
o Flare-up is same condition, same case

o Extends current Plan of Care

o Even if you did a normal re-examination update yesterday that showed
Improvement, you can use today to document a flare-up.
OA amination, Treatment plan!




) =\ \ = D) aia)m® o2 Reference: Noridian — Documentation Guidelines for
r\J\/J :J J D L D f< L C/ Q f) D —/ Amended Medical Records —8/14/2018

EEEEEE

Late entries, addendums, or corrections to a medical record are legitimate
occurrences in documentation of clinical services.
* Must show current date the entry was made and be signed by person
change.

« LATE ENTRY: A late entry is something that was omitted from the original. Add as
soon as possible and only if the person documenting has total recall of the
' ion. Sign and date.

ight lower neck without radiation. John Doe 07/19/2022



) =\ \ = D) aia)m® o2 Reference: Noridian — Documentation Guidelines for
F\J\/J :,J J D L D f< L C/ Q fJ D —/ Amended Medical Records - 8/14/2018

EEEEEE

CORRECTIONS: When making a correction to the medical record, never write
over, or otherwise obliterate the passage when an entry to the medical record
was made in error. Hanrdwritten-notes-Electronic notes: Leave the error alone

and add a correction note referencing the error note. Both notes must make
clear the change made. Sign and dafte.

 FALSIFIED DOCUMENTATION: - Felony Offense
reation of new records when records are requested



= NipY=p ='ale \Q Ref : Noridian - D tation Guidelines f
AMENDED RECORDS! i i
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« DISCHARGE SUMMARY: Release from care

PROGRESS REPORT: Follow up with a patient regarding their care. Use when you haven't heard from
them in while.

ENCOUNTER: Use this if you have a second visit that same day or a phone consult etc... Document
the encounter here.




INNATE

Amended Records

And Final Note Sample




