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Disclaimer

This material is designed to offer basic information for coding and 
billing. The information presented here is based on the experience, 
training, and interpretation of the author.  Although the information 
has been carefully researched and checked for accuracy and 
completeness, the instructor does not accept any responsibility or 
liability with regard to errors, omissions, misuse, or misinterpretation. 
This handout is intended as an educational a guide and should not be 
considered a legal/consulting opinion
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PitFall

• A hidden or unsuspected danger or difficulty

• Synonyms:
• Hazard

• Danger

• Risk

• Peril

• Difficulty
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New Patient

• Office
• Level  4 and Level 5

• Comprehensive History

• Comprehensive Exam

• Hospital
• Level 1 and Level 2 and Level 3

• Comprehensive History

• Comprehensive Exam

Medical Decision Making
Determines the 
Level of Service
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Comprehensive History

• History Of Present Illness (HPI)
• 4 items

• Since the onset of symptoms what has been going on 
• What’s wrong with the patient

• How bad? 

• How long? 

• What makes it better/worse? 

• 1 other
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Patient #1

• A week ago, pt had a loss of consciousness while at home.  

• He was taken to the hospital, diagnosed with a seizure disorder, 
presumably due to his previous MVA.  

• He has been taking seizure medicine twice per day, but does not 
know the name of the med.  

• He has not been driving, he has a follow up with neurology.
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Patient #2

• Pt presents for management of chronic/new conditions.  She is doing 
well, denies chest pain shortness of breath, palpitations, 
dizziness/headaches or syncope.  Exercising 3x per week for 30 
minutes.  Feels she eats healthy.

• In August she had a sore throat for quite a while.  When she 
examined her throat she saw nodules on the tonsils.  After a week 
they were not gone so she saw an ENT.  

• ENT did a biopsy that came back lymphangioma.  She obtained a 
second opinion from U of M and pathology came back the same.  She 
needed no further treatment.  
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Comprehensive History

• Review Of Systems (ROS)
• 9+ items

• A complete ROS inquires about the system(s) directly related to the 
problem(s) identified in the HPI plus all additional body systems.
• !DG: At least ten organ systems must be reviewed. Those systems with 

positive or pertinent negative responses must be individually documented. For 
the remaining systems, a notation indicating all other systems are negative is 
permissible. In the absence of such a notation, at least ten systems must be 
individually documented.
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Review of Systems (ROS)

• A problem pertinent ROS inquires about the system directly related to 
the problem(s) identified in the HPI.
• !DG: The patient's positive responses and pertinent negatives for the system 

related to the problem should be documented. (1 system)

• An extended ROS inquires about the system directly related to the 
problem(s) identified in the HPI and a limited number of additional 
systems. 
• !DG: The patient's positive responses and pertinent negatives for two to nine 

systems should be documented.
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Patient #1

• ROS:  Neurologic, cardiopulmonary, constitutional, urologic, 
gastrointestinal, infectious, negative except as in history of 
present illness. 

• What was in the HPI?  

• HPI:  Patient complains of SOB for 2 days  
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Patient #2

• ROS:  Constitutional, ENT, endocrine cardiac, pulmonary, GI, 
musculoskeletal, neurologic, hematologic, dermatologic,  negative 
except as in HPI
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Comprehensive History

• Past, Family, Social History (PFSH)
• 1 element of each of 3 areas

• Family history frequently the one missed
• Non-contributory

• None on file
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Past Family Social History

• Don’t forget Family History 
• If it is missing, encounter may downcode to subsequent care day.  

• Watch the “not” specific phrases – considered unacceptable
• Non contributory

• Not on file

• Mother Alive
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History Un-obtainable
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What do you document to get credit?

Document your efforts
Maybe, document that without a patient’s history, the MDM will 
be at high level.



History – A Narrative

• When writing a narrative history of the patient to be carried forward 
for the next physician

• Do NOT put under HPI – make a separate heading
• May be confused with HPI 

• May appear cloned as an HPI which is problematic
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Interval History 

• Used for categories of:
• Subsequent hospital care

• Follow-up inpatient consultations 

• Subsequent nursing facility

• Not necessary to record information on Past, Family and Social 
history.  
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EXAM (1995 E&M Guidelines)

• The extent of examinations performed and documented is dependent 
upon clinical judgement and the nature of the presenting problem(s). 

• They range from limited examinations of single body areas to general 
multi-system or complete single organ system examinations.

• !DG: Specific abnormal and relevant negative findings of the 
examination of the affected or symptomatic body area(s) or organ 
system(s) should be documented. 

• A notation of "abnormal" without elaboration is insufficient.
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EXAM (1995 E&M Guidelines)

• !DG: Abnormal or unexpected findings of the examination of the 
unaffected or asymptomatic body area(s) or organ system(s) should 
be described.

• !DG: A brief statement or notation indicating "negative" or "normal" 
is sufficient to document normal findings related to unaffected area(s) 
or asymptomatic organ system(s).

• !DG: The medical record for a general multi-system examination 
should include findings about 8 or more of the 12 organ systems.
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EXAM  (1995 E&M Guidelines)

• Detailed -- an extended examination of the affected body area(s) and 
other symptomatic or related organ system(s).

• 5-7 body areas or organ systems

• Patient #1
• RRR, CTA, PERRLA, Throat Clear, No hepatosplenlmegaly
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EXAM  (1995 E&M Guidelines)

• Comprehensive -- a general multi-system examination or complete 
examination of a single organ system.

• Patient #2
• General well developed female, PERRLA, throat clear, cranial nerves intact, 

heart: RRR; Lungs CTS; Abdomen soft, no hepatosplenomegaly

22



Medical Decision Making (MDM)

• Patient here for check of headaches.  Several years ago when she was 
menopausal she had frequent migraines that were treated with Imitrex.

• ROS negative except HPI

• Exam:   Well nourished female, in no distress, 

• Heart RRR n1, s1,s2, no murmurs, no s3,s4,nl PMI, pulses intact, no thrills, 
no bruits

• Lungs: Clear to auscultation and percussion

• Skeletal:  Normal ROM

• Abdominal:  BS soft, non tender, no hepatosplenomegaly, no pulsations, no 
bruits, no masses, no hernias
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• Is it obvious (stated) that the 
patient’s problem is new?

• List diagnoses that are 
diagnosed, treated, addressed 
or affect the providers 
medical decision making

• Make note of problems that 
are not “stable” – i.e. 
worsening, not responding as 
expectedDG: Comorbidities/underlying diseases or other factors that increase the

complexity of medical decision making by increasing the risk of
complications, morbidity, and/or mortality should be documented.
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Just because a report has been pulled 
into your progress note does not 
mean you get credit for it.  

Must be mentioned or addressed 
in your note

Independent visualization of films  
can hold extra credit

Personally visualized
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With Risk Factors

• Risk above and beyond the normal risk  
• Patient with kidney issues having a CT scan with contrast

• State in the record that the patient is at risk 

• Perhaps list why at risk (if not “inherently obvious”)
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Drug Therapeutic Requiring Intensive 
Monitoring for Toxicity

• “Monitor labs”
• Does not tell the untrained auditor that they are being monitored because of 

toxicity

• Change to 
• “Monitor Labs for toxicity”

30



Diagnoses 

• Chart documentation
• In order of severity

• List in chart must match claim form 
• In order

• In severity

• Don’t list the Problem List

• What are YOU taking care of today?
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Patient #1

• Patient Active Problem List
• Pulmonary embolism
• Colon polyp
• Nephrolithiasis
• Erectile dysfunction
• BPH
• Closed head injury
• Essential hypertension
• Impaired fasting glucose
• Chronic renal impairment, stage 3
• Seizure
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Diagnosis 

• Why is test being ordered?
• EHR may require match up

• Signs and Symptoms
• Negative test
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Diagnosis

• Diagnostic Match Up – Ordering Tests or Preforming services
• Match the proper diagnosis to the procedure

• #1 and #1 or A and A

• Do not rely on front desk to know
• They cannot change without specific instruction from the provider

• Encounter that has diagnoses circled
• Need to also be ordered

• Not listed alphabetically
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Diagnosis

• Pt seen for follow up of Sleep 
Apnea.  

• Pt also complains of asthma flare.  
SOB, can’t sleep

• Doctor prescribes shot of antibiotic 
and of steroids

• Depo-medrol - Sleep Apnea
• Rocephin – Sleep Apnea
• Office Visit – Sleep apnea

- Asthma

• Patient seen for follow up of 
dislocated finger

• Patient also has been coughing 
productively and wheezing

• Chest x-ray was taken in the office

• Chest X-ray – Dislocated Finger
• Office Visit – pneumonia, unsp
• -- dislocated finger
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Minor Surgical Procedures - PATH

• Procedures that take only a few minutes (5 minutes or less) to 
complete (e.g. simple suture) 

• The teaching physician must be present for the entire procedure 

• Teaching physician or resident may document the teaching physician’s 
presence for the entire procedure 
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ENDOSCOPY - PATH 

• Teaching physician must be present during the entire viewing
• Viewing starts at the time of insertion of the endoscope and ends at the time 

of removal of the endoscope 

• Viewing the entire procedure through a monitor in another room 
• Does not qualify 

• Teaching physician or resident may document the teaching physician’s 
presence for the entire procedure 
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Prolonged Care & 
Counseling and Coordination of Care

• Medical Necessity still must be met

• Documentation of  time
• Start and stop

• Plus – how much spent in C&C

• Note must reflect discussion for C&C 

• Note must reflect why extra time was needed for Prolonged

• Do not put C&C time information at the end of every visit “just in case”

39



Cloned 

• Cloned documentation does not meet medical necessity 
requirements for coverage of services 
• Lack of specific, individual information
• Documentation must be specific to the patient and her/his situation at the 

time of the encounter

• Cloning of documentation is considered a misrepresentation of the 
medical necessity requirement for coverage of services. 
• Falsification of medical record
• Do not pertain to specific visit to which they are added

Priority Health
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Medicare  Contractors

• “Cloned documentation will be considered 
misrepresentation of the medical necessity requirement 
for coverage of services due to the lack of specific 
individual information for each unique patient. 
Identification of this type of documentation will lead to 
denial of services.”

• They warned doctors that it would refuse to pay them if 
they submitted “cloned documentation.” 

•NGS
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Clinical Plagiarism

• One journal article on EMR cloning went so far as to declare that 
physicians who copy and paste text from other physicians’ notes may be 
committing “clinical plagiarism” since they are documenting work that 
they did not perform. The article points out that, “from an auditor’s 
standpoint, you don’t know how much work was actually done.”

• Reed Gelzer, MD, MPH, co-founder of the Advocates for Documentation 
Integrity and Compliance
• “Overwriting (cloning) misrepresents who provided the service, which could alter 

the amount billed. In addition, by submitting cloned documents for billing you are 
committing (insurance) fraud.”
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Provider Attitude Toward Cut & Paste

• Cross sectional survey Resident and faculty physicians at two 
academic medical centers
• 90% of physicians who wrote inpatient notes

• electronically used copy and paste functionality

• 70% used it almost always

• Inconsistencies and outdated information were common (71%) in notes 
containing copy and paste text.

• 80% wanted to continue to use copy and paste functionality.

• (J. Gen Intern Med. 2009 January; 24(1):63-68)
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Details Questions

• Type of Service
• Office

• New patient

• Established patient

• Hospital
• Admissions

• Initial Encounters 
• Previously called Consults

• Subsequent care

• Location
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100.1.1 - Evaluation and Management (E/M) Services 
(Rev. 3971, Issued: 02- 02- 18, Effective: 01-01-18, Implementation: 03- 05-18) 
B.  E/M Service 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. 
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Physically Present

• The teaching physician is located in the same room (or partitioned or 
curtained area, if the room is subdivided to accommodate multiple 
patients) as the patient and/or performs a face-to-face service. 

MCM Chapter 12: Sec 100

• Documentation by the resident of the presence and participation of 
the teaching physician is not sufficient to establish the presence and 
participation of the teaching physician. 

MCM Chapter 12: Section 101
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100.1.1 - Evaluation and Management (E/M) Services 
(Rev. 3971, Issued: 02- 02- 18, Effective: 01-01-18, Implementation: 03- 05-18) 
B.  E/M Service Documentation Provided By Students 

• Students may document services in the medical record. However, the 
teaching physician must verify in the medical record all student 
documentation or findings, including history, physical exam and/or 
medical decision making. 

• The teaching physician must personally perform (or re-perform) the 
physical exam and medical decision making activities of the E/M
service being billed, but may verify any student documentation of 
them in the medical record, rather than re-documenting this work.
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Teaching Physician MUST

• Verify 
• All student documentation or findings

• Including history, physical exam and/or medical decision making. 

• Personally perform (or re-perform) 
• Physical exam

• Medical decision making activities of the E/M 

• May verify student documentation of them rather than re-
documenting this work
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J8 Part B Provider Outreach and Education 
Advisory Group (POE AG) Meeting

• All other policies of the Teaching Physicians Section remain in place

• Verified by other POE AG groups, meetings

• CMS –
• No comment

• Look to MAC for further comment
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100. Teaching Physician Services- MCM Ch 12

• Documentation must be dated and include a legible signature or 
identity. Pursuant to 42 CFR 415.172 (b), documentation must 
identify, at a minimum, the service furnished, the participation of the 
teaching physician in providing the service, and whether the teaching 
physician was physically present.
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100. Teaching Physician Services- MCM Ch 12

• In the context of an electronic medical record, the term 'macro' 
means a command in a computer or dictation application that 
automatically generates predetermined text that is not edited by the 
user. 

• When using an electronic medical record, it is acceptable for the 
teaching physician to use a macro as the required personal 
documentation if the teaching physician adds it personally in a 
secured (password protected) system. 
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100. Teaching Physician Services- MCM Ch 12

• In addition to the teaching physician’s macro, either the resident or 
the teaching physician must provide customized information that is 
sufficient to support a medical necessity determination. 

• The note in the electronic medical record must sufficiently describe 
the specific services furnished to the specific patient on the specific 
date. 

• It is insufficient documentation if both the resident and the teaching 
physician use macros only. 
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Scenario 2: The resident performs the elements required for an 
E/M service in the presence of, or jointly with, the teaching 
physician and the resident documents the service

• In this case, the teaching physician must document that he/she was 
present during the performance of the critical or key portion(s) of the 
service and that he/she was directly involved in the management of the 
patient. 

• The teaching physician’s note should reference the resident’s note. 

• 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. 

Chapter 12: Sec: 100.1.1
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Scenario 2

• Minimally acceptable documentation for scenario: 
• I was present with the resident during the history and exam. I discussed the 

case with the resident and agree with the findings and plan as documented in 
the resident’s note.

• Chapter 12: Sec: 100.1.1
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Scenario 4 - Medical resident admits a patient to a hospital late 
at night and the teaching physician does not see the patient 
until later, including the next calendar day: 

• The teaching physician must document that he/she personally saw the 
patient and participated in the management of the patient. 

• The teaching physician may reference the resident's note in lieu of re-
documenting the history of present illness, exam, medical decision-making, 
review of systems and/or past family/social history provided that the 
patient's condition has not changed, and the teaching physician agrees with 
the resident's note. 

• The teaching physician's note must reflect changes in the patient's condition 
and clinical course that require that the resident's note be amended with 
further information to address the patient’s condition and course at the 
time the patient is seen personally by the teaching physician. 

Chapter 12: Sec: 100.1.1
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Scenario 4 - Medical resident admits a patient to a hospital late 
at night and the teaching physician does not see the patient 
until later, including the next calendar day: 

• The teaching physician’s bill must reflect the date of service he/she 
saw the patient and his/her personal work of obtaining a history, 
performing a physical, and participating in medical decision-making 
regardless of whether the combination of the teaching physician’s and 
resident’s documentation satisfies criteria for a higher level of service. 

• For payment, the composite of the teaching physician’s entry and the 
resident’s entry together must support the medical necessity of the 
billed service and the level of the service billed by the teaching 

Chapter 12: Sec: 100.1.1
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Scenario 4

• Minimally acceptable documentation for the scenario: 
• I saw and evaluated the patient. I reviewed the resident’s note and agree, 

except that picture is more consistent with pericarditis than myocardial 
ischemia. Will begin NSAIDs.

• I saw and evaluated the patient. Discussed with resident and agree with 
resident’s findings and plan as documented in the resident’s note.

• See resident’s note for details. I saw and evaluated the patient and agree with 
the resident’s finding and plans as written.

• I saw and evaluated the patient. Agree with resident’s note but lower 
extremities are weaker, now 3/5; MRI of L/S Spine today.

• Chapter 12: Sec: 100.1.1
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100.1.1 - Evaluation and Management (E/M) Services 

• Following are examples of unacceptable documentation: 
• “Agree with above.”, followed by legible countersignature or identity; 

• “Rounded, Reviewed, Agree.”, followed by legible countersignature or 
identity; 

• “Discussed with resident. Agree.”, followed by legible countersignature or 
identity; 

• “Seen and agree.”, followed by legible countersignature or identity; 

• “Patient seen and evaluated.”, followed by legible countersignature or 
identity; and 

• A legible countersignature or identity alone.
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100.1.1 - Evaluation and Management (E/M) Services 

• Such documentation is not acceptable, because the documentation 
does not make it possible to determine whether the teaching 
physician was present, evaluated the patient, and/or had any 
involvement with the plan of care. 
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100.1.1 - Evaluation and Management (E/M) Services 

• For purposes of payment, E/M services billed by teaching physicians 
require that they personally document at least the following:
• That they performed the service or were physically present during the key or 

critical portions of the service when performed by the resident; and 

• The participation of the teaching physician in the management of the patient. 

• When assigning codes to services billed by teaching physicians, reviewers will 
combine the documentation of both the resident and the teaching physician. 

• USE OF GC MODIFIER**
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