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Importance of the Medical Record

To document appropriate/quality care
Liability issue
3'd Party payor plan eligibility/QA
Provides proof of accurate coding/billing
Medicare/Medicaid/3™ Party Payor




Qualifications for ANP/PA to be a Medicare Provider

Advanced Practice Nurses:

* Have a valid state license as an NP
» Be certified as an NP by a recognized national certifying body.
*The recognized NP national certifying bodies are:
AACN, AANP, ANCC, National Board on Certification o f Hospice and Palliative Nurses
National Certification _Corporation, Oncology _Nursing Certification Corporation
Pediatric Nursing National Certification Board
Physician Assistants:

*Be licensed or certified by state
*Graduated from a PA Program accredited by the Accreditation Review Commission on Education for the PA

(prior to 2001, either by the Committee on Allied Health Education and Accreditation or the
Commission on Accreditation of Allied Health Education Programs; OR passed the national
certification examination by NCCPA
Be supervised
*Varies by State.
*Unless required by state law or hospital regulation, physician supervisors are not required to be present
on-site while PAs furnish care physician supervisor (or his or her physician designee) be available to
the PA for consultation purposes by telephone or other reliable means of communication.
» Medicare defers to state law regarding PA scope of practice and allows PAs to prescribe medication
and durable medical equipment per their state laws.
Ownership Interest
Effective April 1, 2002, CMS removed a restriction on PA ownership by allowing a PA to have an
ownership interest in an approved corporate entity (e.g., a professional medical corporation) that bills the
Medicare program as long as the business entity is consistent with state law.




“Incident to” Billing for PA/ANP’s

“Incident to" billing is a Medicare term which can  be applied to patients being billed under
the fee for service system with Medicare. = Medicare's "incident to" billing has specific
requirements which must be met to bill physician services "“incident to" a physician.

(Medicare Regulations at 42 C.F.R. Section 410.26 provide that Medicare Part B will pay for services and supplies
incident to a physician's professional services, including drugs and biologicals that cannot be self-administered, as
long as the services or supplies are of the type that are commonly furnished in a physician's office or clinic, and
are commonly furnished either without charge or are included in the physician's bill.)

Requirements:

service must be an integral part of the physician's professional service,

commonly provided without charge or included in the physician's bill;

commonly furnished in physician offices;

furnished by the physician or by an individual who qualifies as an employee of the physician.

A physician can bill for the services of a PA/ nurse practitioner if the practitioner's services are
billed incident to the physician's services;

the physician must meet certain supervision requirements.

direct personal supervision requires that the physician initiate the course of treatment for which
the service being performed by the practitioner is an incidental part

The physician remain actively involved with the patient's care.

The physician must also be physically present in the same office suite and be immediately
available to render assistance If necessary.

The practitioner must be employed by the physician (or be a leased employee).

The advantage of billing "incident to" is the practice receives 100% of the physician fee schedule
for the service.

Incident to billing is not permitted in hospitals, skilled nursing facilities or in the home.




PA/APN’s Employed by Hospitals

A hospital can not bill for inpatient PA/APN
services If they receive Medicare
reimbursement for the Practitioners’
salary.

A Practitioner can not bill for services
Included In the surgeon's global fee such
as pre- or post-op outpatient visits, pain or
wound management, or suture or drain
removal




Incident-to Billing -- Appropriate Use Unclear

» Hypertensive patient at f/u with NP/PA reports new complaint of sinusitis
* Is incident-to billing appropriate?
Differing interpretations among clinicians and auditors of the phrase "the
physician must perform the initial service," found in the "incident-to" rule.
Some clinicians may interpret this rule to mean that only the first visit to the
practice must be conducted by the physician. Others interpret "perform the
Initial service" to mean that when there is a new problem, the NP must
either bill under his or her own number or refer the patient back to the
physician.

 CMS has not defined "initial service." CMS has not clarified the phrase
"subsequent services of a frequency which reflect [the physician's] active
participation in the management of the course of treatment.” "Active
participation" may mean different things to different clinicians, auditors, and
administrators. For example, active participation may mean chart review, or
face-to-face visits, depending upon the reader's interpretation.




Incident -to Billing -- lllegal Use

A physician employs an NP to work in a
satellite office. The physician Is never
present. Incident-to billing Is inappropriate,
as the requirements are not met. However,
the NP's services may be billed under the
NP's provider number, and Medicare will
pay 85% of the physician rate for the
services.




What not to do. The following billing practices are clearly inappropriate, under the
rules on billing shared visits:

Practice bills an NP's evaluation/management servic e to an emergency room
patient under the provider number of a physician em ployed by the same
practice without the physician ever having a face-t o-face encounter with the
patient.

Private practice bills the work of an NP employed b  y the hospital.
What to do. Adopt one of these policies for patients covered by Medicare:

Policy A: Bill any and all visits performed by an N P under the NP's provider
number. If adopting this policy, a physician need n ot evaluate a patient daily,
under Medlcare s rules. However, a physician will ne  ed to be the "attending
physician," who directs the care of the hospitalize d patient, to conform with

Medicare's conditions of participation regarding hos pitals.

Policy B: Bill an NP's services to hospitalized pat  ients under the provider
number of a physician in the practice if that physi cian has seen the patient,
face to face, that day. The physician must document in the hospital record
his/her face-to-face encounter. The CPT code billed may reflect both the NP's
services and the physician's services.

Billing an Assistant's Services Under an NP's Provi der Number

A medical practice may bill the services of a non-NP incident to an NP's services (ie,
bill an assistant's services under an NP's provider number) if the rules for incident-to
billing are followed. For example, if an NP sees a patient and orders an
electrocardiogram (EKG), and an office technician performs the test, the NP may bill
for the EKG as if the NP had performed it, under the incident-to billing provision.




PA Billing

As of January 1, 1998, Medicare pays PAS'
employers for medical services provided by PAs at
85 percent of the physician fee schedule.

This rate applies to PAs practicing in all care
settings including hospitals (inpatient, outpatient ,
and emergency departments), nursing facilities,

homes, offices, and clinics; it also applies to fir st
assisting at surgery.

All visits should be billed at the full physician r ate;
the PA's NPI number (or PIN) will signal the Medica re
carrier to implement the 15 percent discount.

Two notable exceptions to the physician assistant 8 5
percent reimbursement rate, "incident to" and

shared visit billing, are available for services

meeting strict Medicare criteria.




MAMedicare Policy Chart forr Phyvsician Assistants

SETTING

SUPERENVISTON
EEQUIREMENT

EEIMBURSEMENT
BEATE

SEREVICES

Office’/clhinic
when phorsician
15 noi on-site

State lamw

E5%% of physician fee

zcheduls

All services PA 15 legally authornized
to prowvide that would have bean
coveared if provided personally by a
phyv=ician

Office’/clhinic
when phorsician
1z on-sits

Phorsician mmst be 1m
the sumite of offices

103:0% of physician fee
schaduls

Aoy service provided to an
established patient of the practics and
related to an ongomg condition for
which a plan of care was established
v a physician of the praciics

Heome wisit
howse call

State law

E53%s of physician fee
scheduls

Al services PA 15 legally authonzed
to prowvide that would have bean
covared if provided personally by a
physician

Skilled marsing
facality &
nursing facilitw

State lamw

E5%% of physician fee

zcheduls

Same as abowve

Hospatal; momn-
shared <=t

SEIVCE

State lamw

E5%% of physician fee

zcheduls

Same as abowve

Hospatal; shared

visik service

State lamw

100724 of physician fee
scheduls

Aoy mon-consultation EM sermnace;
oo procedures, no critical care

First assisting at
surgery im all
sattings

State law

E53%s of physician frst
assist fee scheduls”

Al services PA 15 legally authonzed
to prowide that would have bean
covared if provided personally by a
physician

Federally
certifiad rural
health clinics

State law

Cost-based
reimburserient

Same as above

HMO

Fembursement 15 on
capitation basis

Al services contracted for as part of
an HBO contract

'TTsing cammier gunidelinas fior “incident to™

sErvices

“1.e., B3%% x 16% = 13 .6% of surgeon's fee.




First Assisting by PA’s

Medicare covers PAs for first assisting at
surgery at 85 percent of the physician fee
schedule or 13.6 percent of the primary
surgeon's fee for the surgery (85 percent of the
physician first assistant rate, 16 percent). PAs
can provide the same range of first assistant
services as physicians. A claim for first assisting
at surgery should be submitted with the PA's
NPI number (or PIN) and the AS modifier to the
surgical code.




Documentation of History

Chief complaint
History of present iliness

Past, family, and/or social history
Review of systems




Documentation of History

PFSH

NON

Type of history

N/A

N/A

Problem
focused

N/A

Problem
pertinent

Expanded
problem
focused

Extended

Pertinent

Extended

Detailed

Extended

Complete

Complete

Comprehensive




History of Present lliness

Includes following elements
Location
Quality
Severity
Duration
Timing
Context
Modifying factors
Associated signs and symptoms

Brief HPI: 1-3 elements of HPI

Extended HPI: 4 or more elements of HPI or status of at
least 3 chronic or inactive problems




Past, Family, and/or Social History

Pertinent PFSH
At least one specific item from any of the 3
areas

Complete PFSH
Review of 2 or all 3 of the areas

New outpatient, initial inpatient, consultation-
need one item from each of the 3 areas

Established outpatient-need one item from 2
of the 3 areas




Review of Systems

The following systems are recognized.:

Constitutional symptoms
(fever, weight loss)

Eyes

Ears, nose, mouth, throat
Respiratory
Cardiovascular
Gastrointestinal
Genitourinary

Musculoskeletal
Hematologic/Lymphatic
Allergic/Immunologic
Endocrine
Integumentary (skin)
Neurological
Psychiatric




Review of Systems

Problem pertinent ROS

Positive responses and pertinent negatives for the system
related to the problem

Extended ROS

Positive responses and pertinent negatives for 2 to 9 systems

Complete ROS

Systems directly related to problem in HPI plus all additional
body systems

At least 10 organ systems must be reviewed

Those systems with pertinent positive or negatives must be
iIndividually documented

For remaining systems, a notation indicating all other systems
are negative is permissible




Documentation of History

The chief complaint, PFSH, and ROS may be
listed as separate elements or may be included
in HPI

A PFSH or ROS obtained during an earlier
encounter does not need to be re-recorded if
there Is evidence that physician reviewed and
updated information

Describing any new PFSH and/or ROS

Noting there has been no change in the information

Noting the date and location of earlier PFSH and/or
ROS




Documentation of History

The PFSH and/or ROS may be recorded by
ancillary staff or on form completed by patient.

Must be notation confirming or supplementing
recorded information

If the physician is unable to obtain a history from
the patient or other source, the record should
describe the patient’s condition which precludes
obtaining a history




Documentation of History

PFSH

NON

Type of history

N/A

N/A

Problem
focused

N/A

Problem
pertinent

Expanded
problem
focused

Extended

Pertinent

Extended

Detailed

Extended

Complete

Complete

Comprehensive




Documentation of Examination

Can use either 1997 or 1995 guidelines, 1995 guidelines less
onerous

Problem focused - limited exam of affected body area or organ
system

Expanded problem focused - limited exam of affected body area
or organ system and other symptomatic or related organ system(s)

Detailed - extended exam of affected organ system and other
symptomatic or related organ systems (at least 8 organ systems)

Comprehensive - a general multi-system exam or complete exam
of a single organ system (at least 8 organ systems)




Documentation of Examination

Constitutional
Eyes

Ears, nose, mouth,
throat

Respiratory
Cardiovascular
Gastrointestinal

Musculoskeletal
Genitourinary
Lymphatic

SKin

Neurologic
Psychiatric




General Multi-System Exam — ‘97

Problem focused exam
1-5 elements in one or more organ systems

Expanded problem focused exam
At least 6 elements in one or more organ systems

Detailed exam
At least 2 elements in at least 6 organ systems
At least 12 elements in two or more organ systems

Comprehensive exam
At least 2 elements In at least 9 organ systems




Complexity of Medical Decision
Making

Number of possible diagnoses and/or number of
management options that must be considered

Amount and/or complexity of medical records,
diagnostic tests, and/or other information that

must be analyzed

Risk of significant complications, morbidity
and/or mortality, and comorbidities associated
with the present problem(s), diagnostic
procedure(s), and/or possible management
options




Complexity of Medical Decision
Making

Number of Amount and/or | Risk of Type of decision
diagnoses or | complexity of complications making
management |data to be and/or morbidity
options reviewed or mortality

Minimal Minimal Minimal Straightforward

Limited Limited Low Low complexity

Multiple Moderate Moderate Moderate
complexity

Extensive | Extensive High High complexity

To qualify for a given type of decision making, two of the
three elements in the table must be met or exceeded




Complexity of Medical Decision
Making

Number of diagnoses or management options

An assessment, clinical impression, or diagnosis should be
documented

For a presenting problem with established diagnosis, should
record whether problem is:

Improved, well controlled, resolving, or resolved
Inadequately controlled, worsening, or failing to change as expected

For a present problem without an established diagnosis, the
assessment may be stated in the form of differential diagnosis or

as a “possible”, “probable”, or “rule out” diagnosis

The initiation of or changes in treatment should be documented

Referrals or consultations should be documented




Complexity of Medical Decision
Making

Amount and/or complexity of data to be reviewed

If a diagnostic test is ordered, planned, scheduled, or
performed at the encounter, this should be
documented

The review of lab, radiology, and/or other diagnostic
tests should be documented

Relevant findings from review of old records and/or
additional history from family or other sources should
be documented

The direct visualization and independent interpretation
of an image or other test such as PFT should be
documented




Complexity of Medical Decision
Making

Risk of significant complications, morbidity,
and/or mortality

Comorbidities or other factors that increase the
complexity of medical decision making by increasing
risk of complications or morbidity should be
documented

Ordering or planning a surgical or invasive diagnostic
procedure should be documented

The referral for or decision to perform a surgical or
Invasive diagnostic procedure on an urgent bases
should be documented




Level of risk

Presenting
problem

Diagnostic
Procedures

Management
options

Minimal

One self-limited or
minor problem, eq,
cold

Laboratory tests
requiring
venipuncture
Chest x-rays
EKG/EEG

Rest
Gargles
Elastic bandages

Superficial
dressings

Two or more self-
limited or minor
problems

One stable chronic
NRESS

Acute
uncomplicated
illness

Physiologic tests
not under stress,
eg, PFTs
Non-cardiovascular
imaging studies
with contrast
Superficial needle
biopsies

Clinical laboratory

tests requiring
arterial puncture

Skin biopsies

Over the counter
drugs

Minor surgery with
no risk factors
Physical therapy

IV fluids without
additives




Level of risk

Presenting
problem

Diagnostic
Procedures

Management
options

Moderate

One or more
chronic illnesses
with mild
exacerbation,
progression, or
side effects of
treatment

Two or more stable
chronic illnesses

Undiagnosed new
problem with
uncertain
prognosis

Acute illness with
systemic
symptoms

Acute complicated
injury

Physiologic tests
under stress, eg,
cardiac stress test
Diagnostic
endoscopies with
no identified risk
factors

Deep needle or
incisional biopsy
Cardiovascular
imaging studies
with contrast and
no identified risk
factors, eg, cardiac
catheterization
Obtain fluid from
body cavity, eg
lumbar puncture,
thoracentesis

Minor surgery with
identified risk
factors

Elective major
surgery (open,
percutaneous or
endoscopic) with
no identified risk
factors

Prescription drug
management

Therapeutic
nuclear medicine

IV fluids with
additives




Level of risk

Presenting
problem

Diagnostic
Procedures

Management
options

One or more
chronic illnesses
with severe
exacerbation,
progression, or side
effects of treatment

Acute or chronic
ilinesses or injuries
that pose a threat to
life or bodily
function, eg, acute
MI, pulmonary
embolus, severe
respiratory distress

An abrupt change in
neurologic status,
eg, seizure, TIA,
weakness, sensory
loss

Cardiovascular
imaging studies with
contrast with
identified risk
factors

Cardiac
electrophysiological
tests

Diagnostic
Endoscopies with
identified risk
factors

Elective major
surgery (open,
percutaneous or
endoscopic) with
identified risk factors

Emergency major
surgery (open,
percutaneous or
endoscopic)

Parenteral controlled
substances

Drug therapy
requiring intensive
monitoring for toxicity
Decision not to
resuscitate or to de-
escalate care
because of poor
prognosis




Billing Codes

Hospital Inpatient Services'
Hospital Discharge

Initial Hospital Care Subsequent Hospital Care Services

99221 (9922299223 99231 99232 |99233 |99238*| 99239*

History D/C C C PF EPF D —
Examination D/C C C PF EPF D —

Medical
Decision Making| SF/LC | MC HC |SF/LC| MC HC —

minutes | More than

Typical Time 30 50 70 15 25 35 130 or less | 30 Minures

All Three Key Components | Two of Three Key Components | *Code according to total
duration of time spent for

final hospital discharge

PF=Problem focused EPF=Expanded problem focused D=Detailed
C=Comprehensive

SF=Straight forward LC=Low complexity MC=Moderate complexity HC=High
complexity




Billing Codes

Office & Other Outpatient Visits

New Patient Codes Established Patient Codes

MMM 99204 M@MMM@

History
Examination '
Medical
Decision Making
Typical Time 10 15

All Three Key Components Two of Three Key Components

PF=Problem focused EPF=Expanded problem focused D=Detailed
C=Comprehensive

SF=Straight forward LC=Low complexity MC=Moderate complexity HC=High
complexity




Billing Codes

Consultations

Office & Other Outpatient Confirmatory

99241

99242

99243

99244

99245

99272

99273

99274

History

Examination

Medical

Decision Making

Typical Time

PF
PF

SF
15

EPF
EPF

SF
30

D
D

LC
40

C
C

MC
60

C
C

HC
80

EPF
EPF

SF

D
D

LC

C
C

MC

All Three Key Components

All Three Key Components

PF=Problem focused EPF=Expanded problem focused D=Detailed
C=Comprehensive

SF=Straight forward LC=Low complexity MC=Moderate complexity HC=High
complexity




PROBLEM FOCUSED,

10MIN

EXPANDED PROB.FOCUSED, 20MIN

LOW COMPLEXITY,

30MIN

MODERATE COMPLEXITY, 45MIN

HIGH COMPLEXITY,

60MIN

ESTABLISHED VISIT

99211 MINIMAL NURSE, 5SMIN

99212 PROBLEM FOCUSED, 10MIN
99213 LOW COMPLEXITY, 15MIN
99214 MODERATE COMPLEXITY, 25MIN
99215 HIGH COMPLEXITY, 4O0MIN

OTHER

99241
99242
99243
99244
99245

36415

CONSULT VISIT

PROBLEM FOCUSED, 15MIN
EXPANDED PROB.FCCUSED, 304IN
DETAILED, 40MIN
COMPREHENSIVE, 6(1.1N
COMPREHENSIVE, 80MIN

COLLECTION OF VENCUS RLOOL
BY VENIPUNCTURE




HEART FAILURE
0-Unspec.

428.2x
428.3x
428.4x
428.0

_ o
AMI-Unspecified Site

0ld Myocardial Infarction

CORONARY ARTERY DISEASE

Angina Decubitus

Angina Pectoris, Unspecified
Aneurysm, Coronary Vessel
Arterial Embolism, Unspec.Artery
Cor.Atherosclerosis,Unspec.Vess
Cor.Atherosclerosis,Native Vess.
Cor.Atherosclerosis,Auto Vn Graft
Dissection of Rorta,Unsp.Site
Intermediate Coronary Syndrome
Ischemic Heart Dis.Other (ACute) 426.7
426.0
426.10
426.53
426.9
426.11
426.2
426.3
426.6
426.4
427.81

CARDIOMYOPATHY
l1-Acute 2-Chronic 3-Acute on Chr.

Systolic Heart Failure
Diastolic Heart Failure
Comb.Syst.and Dist.Heart Fail
CHF,Unspec. (no 5th digit)

MYOPATHY
Alcoholic CM
Cardiomegaly
Hypertrophic Obstructive CM
Ischemic CM
Ischemic Heart Disease,
Primary CM
Secondary CM, Unspec.

427.31
427.32
427.89
427.9
427.61
427.0

Unspec.

Mitral Stenosis

Other & Unspec.Mitral Valve Disorders
Aortic & Mitral Valve Stenosis
Aortic & Mitral Valve Insufficiency
Tricuspid Valve Disorder, Rheum.

PROSTHETIC VALVES
Transplanted Valve
Prosthetic(Aortic,Mitral, Tricuspid,
or Pulmonary)

RHYTHM

Anomalus Atrioventricular Exit.
AV Block, Complete

AV Block, Unspecified

Bilateral Bundle Branch Block, Oth
Conduction Disorder, Unspecified
lst Degree AV Block

Left Bundle Branch Hemiblock
Left Bundle Branch Block Other
Other Heart Block

Right Bundle Branch Block
Sinoatrial Node Dysfunction

SUPRAVENTRICULAR DYSRHYTHMIAS

Atrial Fibrillation

Atrial Flutter

Cardiac Dysrhythimia, Other Spec.
Cardiac Dysrhythimia, Other Unsp.
Supraventricular Premature Beats
SVT, Paroxysmal

VENTRICULAR DYSRHYRTHMIAS

427.5
427.41
427.1

HYPERTENSION
Benign Hypertension
Malignant Hypertension
HTN Heart Disease, Benign w/o CHF
HTN Heart Disease, Benign w/CHF
HTN Heart Disease, Malig w/o CHF
HTN Heart Disease, Malig w/CHF
Hypotension, Unspec.
Orthostatic Hypotension
Sec.HTN, Unspec., Renovascular
Complicated Heart Transplant

465.
490
416.
416.
496
514
515
511.
486
416.
424.
799.
518.

PERICARDIAL DISORDERS
Pericardial Disease, Unspec

Cardiac Arrest

Ventricular Fibrillation

Ventricular Tachcardia, Paroxyma
PULMONARY DISEASE

Acute URI, Unspec., Site

Bronchitis

Chronic Pulmonary Hrt.Dis.Spec.

Chronic Pulmonary Hrt.Dis.Unsp.

Chronic Airway Obstruction, NEC

Congestion&Hypostasis, Pulmonary

Fibrosis, Pulmonary Postinflam.

Pleural Effusion, Unspec.

Pneumonia

Primary Pulmonary Hypertension

Pulmonary Valve Disorders

Respiratory Arrest

Respiratory Failure

785.9 Bruit

OCCLUSION & STENOSIS

433.10 Occl.&Sten.Carotid Arter,w/p infs
PERIPHERAL VASCULAR

442.2 Aneurysm/dilation of 1!
444.0 Aortoiliac Obstruction
459.9 Circulatory System Discrdier,
459.81 Venous Insufficiency, Uasp
443.9 Peripheral Vascular Disea-:e,
444.2 Low Exterm Art.Embol & Thramh

AORTIC ANEURYSM

441.4 Abdominal Aortic Aneurysm, wW/o

441.9 Aortic Aneurysm,Unsp.Site w/o Rpt
CONGENITAL DISORDERS

Congenital Heart Anomaly,Otr Spc

Congenital Heart Block

Ostium Secundom Atrial Septal Def

Septal Closure Defect, Unsp

Tetralogy of Fallot

Ventricular Septal Defect

MISCELLANEOUS
Acute Rheumatic Heart Dis.Unsp.
Anemia, Unspecified
Asthma w/o Stat.Asthmaticus, Unsp
Diabetes-IDDM, controlled
Diabetes-NIDDM, contolled
Diabetes~Type II, uncontrolled
Diabetes-Type I (Juvenile),uncont-’
Dismetabolic Syndrome X
Exam-Clinical Research
Heart Contusion-Closed
Hyperlipidemia, Other & Unsp.
Hypothyroidism
Hypovolemia
Liver Disorder, Unspec
Mixed Hyperlipidemia
Neoplasm, Benign, Heart
Postsrg Stat Aortocoronary Bypass
PTC Angioplasty Status
Pure Hypercholesterolemia
Chronic Nephritis
Renal Failure, Acute, Unspecified
Renal Failure, Chronic
Routine Medical Exam
Subarachnoid Hemorrhage
Surgery Follow-up, Surgery Unspec
Urinary Tract Infect.Unspe.Site
Exam-Clinical Trial Participante

ac Arte v
Unsy:

Unen

746.8
746.86
745.5
745.9
745.2
745.4

391.
285.
493.
250.
250.
250.
250.
277.
V70.
861.
272.
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Billing by Time

Encounter dominated by counseling or
coordination of care

When counseling and/or coordination is more
than 50% of the encounter, one can use time
to determine the level of E/M service

The total length of time of encounter and

amount of time spent on counseling should be
documented

The record should describe the counseling
and/or activities to coordinate care













