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Intranet Resources 

 

Scroll down to find > “Coding and Billing Changes” and “Provider Quick Links” 
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Quality and Reporting > Tableau Dashboards 
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Coding Best Practices 

Code E/M in 2 steps: 

1. Use total time if that credits you appropriately for the work you did, 
2. Use medical decision making to code the visit based on the level of problems you addressed and medication 

management. 
3.  

Document Medical Decision-Making level in 1 sentence: 
Problem:                                                           Status:                                Rx (prescription management): 
Hypertension (HTN)                                      BP elevated                       Increase amlodipine 
Diabetes mellitus (DM)                                 A1C not to goal                Increase insulin glargine 
(ADHD)                                                            Not improving                   Increase Adderall 
Hyperlipidemia                                                Worsening                         Start atorvastatin 
Chronic kidney disease                                 Stable                                  Continue current medication 
Coronary artery disease                               Controlled                          Continue isosorbide mononitrate 
Depression                                                       Doing well                          Taper off sertraline 

 

Level 3 examples (one stable chronic Illness + Rx): 

•        ADHD, doing well, continue amphetamine/dextroamphetamine 20 mg. OR 
•        Gout, controlled, uric acid 4, continue allopurinol 300 mg. OR 
•        Type 2 DM on insulin, A1C 6.5%, continue current medications. 

 

Level 4 examples (one unstable or two stable chronic conditions + Rx): 

•        Mixed hyperlipidemia, not to goal, increase atorvastatin to 40 mg. 
•        Hypothyroidism, controlled, continue current dose of levothyroxine and Peptic ulcer disease, stable, continue 

omeprazole. 

Key things to remember: 

•        When documenting unstable chronic illnesses, it is imperative to use descriptive terms such as “unstable,” “not to goal,” 
“not improving,” “elevated,” “worsening,” or “uncontrolled.” Failing to do so may result in level 4 work being coded as 
level 3. 

•        Be careful how you word an “improving” chronic condition. If it’s improving but still not to goal, make sure to say so. 
Otherwise, it could be interpreted as now stable rather than unstable, and level 4 work could be downgraded to level 3. 
This is easier to document for conditions that have a quantitative goal, such as an A1C below 7% for patients with 
diabetes under age 75. For conditions that don’t have a quantitative goal, such as depression, you can write something 
like “improved, but still significant.” 

•        Include “continue current medications” in your documentation to signal that you evaluated a patient’s response to 
medication and, therefore, should be credited with prescription drug management even if you decided not to change 
anything. You might think that statements such as “HTN stable” or “diabetes controlled” imply Rx management, but it’s 
best to spell it out explicitly for coders, insurers, and auditors. 

— edited from Keith W. Millette, MD, FAAFP, RPh by S. Killip 
Posted on Dec. 12, 2022 

Medical Decision-Making Guideline 

See MDM 2023 Chart (B. Nicoletti Presentation) 

https://www.aafp.org/pubs/fpm/blogs/gettingpaid/entry/emcoding-series-part-two.html
https://www.aafp.org/pubs/fpm/blogs/gettingpaid/entry/emcoding-series-part-three.html


5 | P a g e  
 

Codes Overview 
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Medical Decision Making Vs. Time Based Billing Chart 
 From Millette, K. W. (2020) Countdown to the E/M Coding Changes. FPM. www.aafp.org/fpm.  

 

 
  

http://www.aafp.org/fpm
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Updates for Billing 99214 

The recent training with Betsy highlighted some nuances with billing for 99214’s that I want to highlight here.  

• If you bill a 99214 by medical complexity, the EKG does not count as data(because you bill separately 

for this). 

• When you bill on medical complexity you need to meet that requirement with 2 of the 3 columns: 1) the 

number and complexity of problems 2) data 3) risk of treatment.  

• It is sometimes difficult to meet the requirement through data. This needs to be 3 unique tests that are 

not billed for separately like an EKG.  

• The “Risk” column is more about the risk of treatment. Prescribing a medication and the risk of that 

treatment is a factor. Documenting a decision to hospitalize or not hospitalize is a good way to meet 

the risk column if applicable (chest pain).  

• Examples: For a patient with palpitations: If you do an EKG, this can’t count as a data as we bill 

separately for it. However, if you order a CBC, TSH, and a Holter monitor this would meet the data 

requirement. If you document a discussion about needing/not needing to go to the hospital, this would 

meet the risk column for 99214.  

• Example: For a patient with chest pain being worked up outpatient, if you order a stress test and you 

document your medical decision making on hospitalization versus not hospitalization, then this can meet 

the risk column for a 99214. You will not meet the 99214 requirements by data, you need to meet it by 

(1) documenting the risk of the treatments plus (2) the complexity of the problem.  

E&M at Wellness visits  

Betsy agreed that at MOST wellness visits it is appropriate and expected to add an E&M code. Take credit for 

the work you are doing. Currently we are at about 40%. Please make sure you have the documentation to 

support the E&M code in the chart, A&P.  

TCMS  

The Medical complexity decisions for billing a 99214 vs 99215 also translate in choosing HIGH vs. 

MODERTATE TCMS codes. Most TCMS visits are probably moderate, even if they meet the 7-day time 

frame. Do not choose the TCMS code solely based on the time frame.  
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RVU Comparison Charts 

 

 

 

 
(Sources Kantner, 2023) 
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RAF 

-Heat maps are reviewed in the quality dashboard to see how often a provider touches the RAF diagnosis. Goal is over 

50%.  

 

-If the Athena RAF counter has disappeared. Here is how to fix it:  
 

Go to the gear on Athena Health 
Go to User preferences 
Put a check next to “show patient risk score instead of potential diagnosis count in Problem List” 
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Counseling codes 

Reminders for using counseling codes Caution to how many time-based codes you add on to a wellness. You 

may be better off with an E&M code added to the wellness 

Explanation of Counseling (G Codes) 

 

Sometimes a provider will do more screening/counseling on a certain topic. Here are some examples: 

 

Cardiovascular Counseling 99446: 

This involves screening a patient for cardiovascular risks with cholesterol and blood pressure measurements. 

Discussing a patient’s 10-year cardiovascular risk. Exploring the pros and cons of medications including aspirin 

for risk modification. Discussing lifestyle changes that will help reduce cardiovascular risk.  

  

GCODE: CVDcounsel-G0446 (>7.5m) 

Today we discussed your 10-Year cardiovascular disease risk and ways to reduce your chances of 

having a heart attack or stoke. Things that that you can do to help prevent cardiovascular events include 

eating a diet high in fiber (fruits and vegetables) and low in simple carbohydrates (bread, rice, pasta, 

alcohol, potatoes), decreasing processed foods, limiting juice and alcohol, limiting saturated fats (butter, 

ice cream, and cheeses), and adding regular daily activity. Having blood pressure that is <130/80. 

Having well controlled cholesterol (LDL and triglycerides) by eating a healthy diet and taking 

medications when necessary. Managing daily stress with meditation or yoga. Taking a daily aspirin to 

reduce cardiovascular disease risks may be recommended in people with high risk for heart attack or 

stroke-as discussed. 

>7.5min add to procedure 

 

Depression Screening/Counseling G0444 

This involves completing a screening tool for depression. Your provider will then review and discuss the results 

with you.  

 

Depression counsel EP:G0444 (annual subsequent medicare only-g0439)  

Today we screened for, reviewed, and discussed ways to help manage depression and anxiety. Many 

patients live with symptoms of depression and anxiety. Tools that can help manage these symptoms 

include good sleep hygiene, regular daily activity, meditation, and mindfulness practices. Having good 

supports from friends, family, and therapists are beneficial. Occasionally medications can be used.  

>7.5min add to procedure 

 

 Anxiety/depression ScreeningEP:96127 Z13.89 

We completed a mental health screening tool. We discussed the results.  

 

 

Alcohol Use Screening and Counseling G0442/3 

This involves screening for alcohol use. The provider will review the results, discuss, and counsel based on the 

screening tool results.  

 

Alcohol ScreenEP:G0442 (1x a year 15m) or just screen 96127 

We screened for alcohol use today using the AUDIT tool. We discussed your risks of alcohol 

consumption. We explored alternatives to drinking for stress relief.  
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Alcohol counsel EP: G0443 (4x/year 15m) 

We have used the 5 As ( assess, advise, agree, assist, arrange) to evaluate your daily alcohol use and 

create strategies to improve your health. We discussed your alcohol use and the health risks associated 

with drinking. We explored ways to reduce or stop alcohol consumption to improve your overall health. 

We discussed resources available to support your goal to cut back or stop including primary care 

behavioral health, AA, medications.  

Your personal goal: 

Time >7.5minutes-Add to procedure 

 

Tobacco Cessation Counseling 99406 

This involves a provider engaging in a discussion about stopping or cutting back on smoking in order to reduce 

risk of stroke, heart problems and lung problems.  

 

Tobacco EP 99406/ Z13.89 

We discussed your smoking today for more than 3 minutes. Cigarette use is the leading cause of 

preventable disease, disability, and death in the United States. We talked about tools and medications 

available to help you in smoking cessation. We discussed utilizing our smoking cessation coach and 

online resources.  

Your personal goal:  

 

Greater than 3minutes added to procedure 

 

Obesity Counseling 99447: 

This involves screening for and counseling patients with a BMI>30. It involves discussing a patient’s diet, and 

exploring behavioral modifications that might help a patient reach a healthy weight. 

 

 BMI>30counsel: G0447 

We reviewed your current weight. We discussed your goal to work towards a body weight that allows 

you to feel comfortable participating in daily activities. We discussed that working towards your best 

weight will decrease strain on your joints and reduce your risks of developing issues with your heart and 

sugar. We explored strategies to reach your healthy weight goal such as daily activity, portion control, 

reducing simple carbohydrates in your diet. We also discussed online and in person tools that might help 

you reach your goal. 

Your personal goal: 

>7.5min add to procedure 
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BILLING CODES 

Type Code Requirements Time Frequency Notes 

Digital Rectal 
Exam 

G0102 For prostate cancer 
screening, over 50 years 
old 

N/A Annually Procedure template.  DX Z12.5 

Diabetes 
Outpatient Self 
Management 
Teaching 

G0108 How to use glucometer, 
insulin teaching, how to 
adjust insulin, etc 

> 15 mins     

Alcohol Misuse 
Screening 

G0442 Screening or discussion 
of limiting alcohol.  
Must use screening tool 
such as Audit-C in chart.  
Review family and social 
HX. 

> 7.5 min Annually Procedure template.  DX Z13.89     

Positive Alcohol 
Screen 
Discussion 

G0443 Counseling a patient on 
positive alcohol screen 

> 7.5 min Up to 4X 
year 

Procedure template.  DX Z71.41 

Annual 
Depression 
Screening 

G0444 Completion of PHQ-9, 
scoring of screening, 
provider reviewing 
score, brief discussion 
with patient of result 

>7.5 min Annually Procedure template.   DX Z13.89 

High Risk Sexual 
Practices 
Counseling 

G0445 High intensity 
counseling to lower risk 
of STIs and change 
sexual practices 

>15 mins Semi-
annually 

  

Cardiovascular 
Risk Reduction 
Counseling 

G0446 Behavior change 
counseling to lower 
cardiovascular risk 
(weight reduction, 
medication adherence, 
etc).  40 years and 
older.  Must discuss BP, 
weight, exercise, family 
HX and ASA. 

>7.5 min Annually Procedure template.  Do not have to 
have CVD but can still bill for patients 
w/CVD as trying to reduce risk.  DX 
Z71.9, HTN, HLD, CVD etc. 

Behavioral 
Counseling for 
Obesity 

G0447 Counseling, developing 
weight loss plan, BMI 
over 30 

>7.5 mins First 
month: 
Weekly x 
4 weeks. 
2-6 
months: 
every 
other 
week.  7-
12 
months 
can bill if 
lose 3 kg 

Procedure template.  Can add on to a 
HTN or Diabetes visit, etc if discussed 
weight loss plan.  DX = obesity. 
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up to 22 
visits per 
year. 

Prolonged 
Prevention 
Service 

G0513 Prevention service > 30 mins   Need to document reason.  Must be 
beyond typical service time of primary 
procedure.  Cannot be billed incident 
to.  Must be billed by performing 
provider.  

Developmental 
Screening 

96110 Pediatric     Modifiers:  U1 Physician, no behavioral 
health needs ID'ed.  U2 Physician, 
behavioral health needs ID'ed.  U5 NP 
no behavioral health needs ID'ed U6  
NP, behavioral health needs ID'ed.  U7 
PA no behavioral health needs ID'ed.  
U8 PA behavioral health needs ID'ed.   

Behavioral 
Health Scored 
Screening 
Tests/Brief 
Emotional 
Assessment 

96127 Opioid Risk Tool, PHQ-9, 
BH screening tests such 
as GAD and MCHAT 

N/A Up to 4 
tests per 
visit 

Procedure template.  Can be used for 
PHQ-9 if using to monitor patients with 
depression (bill G0444 if with physical).  
Results need to be scored and 
documented in chart.  If the test is 
positive, needs a brief action plan.  

Chart/Historical 
Medical Record 
Review 

99358 Reviewing medical 
records, talking to other 
providers regarding 
case,  if family came to 
visit without patient 
present 

30 min or 
more of 
non-face 
to face 
time.  One 
continuous 
block of 
time (not 
in place of 
CCM 
billing) 

    

Chart/Historical 
Medical Record 
Review, Addtl. 
30 mins. 

99359 Reviewing medical 
records, talking to other 
providers regarding 
case,  if family came to 
visit without patient 
present 

30 
additional 
minutes of 
non-face 
to face 
time 

    

Smoking and 
tobacco use 
counseling 

99406   3-10 
minutes 

Up to 8 X 
year 
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Smoking and 
tobacco use 
counseling 

99407   > 10 mins Up to 8 X 
year 

  

Advanced Care 
Planning 

99497 Counseling and 
discussion, can include 
MOLST and health care 
proxy form 

> 15 mins   Procedure Template.   

Advanced Care 
Planning, addtl 
30 mins.   

99498 Counseling and 
discussion, can include 
MOLST and health care 
proxy form 

Each addtl 
30 min 
(can bill 
after 
spending 
45 min).   
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Medicare Wellness Required Elements 

SOURCE 
FPM Toolbox To find more practice resources, visit https://www.aafp.org/fpm/toolbox. 

Developed by Cindy Hughes, CPC, CFPC. Copyright © 2016 American Academy of Family Physicians. Physicians may 

duplicate or adapt for use in their own practices; all other rights reserved. Related article: 
https://www.aafp.org/fpm/2016/0700/p9.html. 

How to avoid Medicare annual wellness visit denials 

https://www.aafp.org/fpm/2016/0700/p9.html
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If you’re seeing a high number of denials for Medicare annual wellness visits (AWVs), you’re not alone. 
Identifying whether to code for an Initial Preventive Physical Exam (IPPE, or the “Welcome to Medicare” visit), 
an initial Medicare AWV, or a subsequent Medicare AWV can be tricky. 

Common reasons for denial include the following: 

1. Billing a G0438 (initial Medicare AWV) or G0439 (subsequent Medicare AWV) when the patient has been 
enrolled in Medicare Part B for 12 months or less. This situation instead calls for billing G0402 (IPPE). 

2. Billing for a Medicare AWV when the patient only has Medicare Part A. They must have Part B coverage as 
well. 

3. Using the wrong primary diagnosis code. If the primary diagnosis code is problem-oriented (e.g., diabetes or 
hypertension), Medicare will most likely deny a claim for an AWV, because AWVs are “well visits.” Instead, list a 
well code (e.g., Z00.0X, “encounter for general adult exam”) as the primary diagnosis. 

The IPPE also has a slightly different set of required components (e.g., advance care planning and visual acuity 
screening with documentation of results in the note) than the two types of AWVs (e.g., instrumental activity of 
daily living and assessment of cognitive function). 

Here are some frequently asked questions to help you further navigate the world of AWV billing, as well as a 
side-by-side comparison of the three types of Medicare wellness visits. 

FAQs 

Q - What is the difference between a Medicare AWV and a preventive visit? 

A - Medicare AWVs consist of three specific visit types statutorily covered by Medicare with no co-pay or 
deductible. They are the IPPE (the “Welcome to Medicare” visit, G0402), the initial AWV (G0438), and the 
subsequent AWV (G0439). These visits do not require a comprehensive physical exam. Preventive visits 
(9938X and 9939X) are covered by commercial/managed care and Medicaid plans and require a 
comprehensive physical exam. They are also include no co-pay or deductible. 

Q - Can a Medicare patient receive a preventive visit? 

A - Yes, but traditional Medicare does not cover these visits (9938X and 9939X are statutorily prohibited), so 
patients with that coverage will have to pay 100% out-of-pocket. However, some Medicare Advantage plans 
cover both Medicare AWVs (G codes) and non-Medicare (commercial) preventive visits (9938X and 9939X). 
Medicare Advantage patients would need to check their plan benefits to find out if they have coverage for both. 

Q - Is the IPPE the same as the initial AWV? 

A - No, the IPPE is the Initial Preventive Physical Examination, also known as the "Welcome to Medicare" visit 
(G0402), while the initial AWV (G0438) is the patient’s first Medicare AWV following the IPPE. These are two 
different types of visits, and billing a G0438 when the patient was actually only eligible for a G0402 is a 
common cause of denials. 

Q - What diagnosis code should I use to bill a Medicare wellness exam? 

A - Use the Z00 family of codes. 

Q - Do Medicare wellness visits need to be performed 365 days apart? 
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A - No. A Medicare wellness visit may be performed in the same calendar month (but different year) as the 
previous Medicare wellness visit. For example, if a patient had a Medicare AWV on June 30, 2020, then that 
patient is eligible again on June 1, 2021. If a patient had a Medicare AWV on June 1, 2020, then that patient is 
also eligible again on June 1, 2021. But if you bill a Medicare AWV for either patient on May 31, 2021, it will be 
denied, because it is in a different calendar month and too soon. 

Q - Can I bill for a Medicare AWV and a commercial insurance preventive visit for the same patient in the 
same year? 

A - Yes, you can do this if the patient has both as part of their covered benefits. Some patients have a 
commercial payer as their primary insurance and Medicare as their secondary. 

Q - Can I perform Medicare wellness visits in skilled nursing facilities or as home visits? 

A - Yes. Just make sure the place of service (POS) on the claim corresponds to the correct location. 

Q - Can I perform a pap smear or pelvic exam during a Medicare AWV? 

A - Yes, and they are both separately billable. Use code Q0091 for the screening pap smear in a Medicare 
patient. The pelvic exam must be combined with a breast exam and then billed together using G0101. Specific 
documentation components are required for the G0101. 

Q - If a patient has a managed Medicare plan (non-traditional Medicare), can I still bill a G code (G0402, 
G0438, or G0439) for a wellness visit? 

A - Yes. Traditional Medicare and all managed Medicare plans will accept the G codes for AWVs. 

Q - Can I bill a routine office visit with a Medicare AWV? 

A - When appropriate, a routine office visit (9920X and 9921X) may be billed with a Medicare AWV. Modifier -25 
should be appended to the evaluation and management (E/M) code. Cost sharing will apply to the E/M service, 
though, just as it would without the Medicare AWV. Make sure patients are aware of this, as some may expect 
that all services provided on the same day as the Medicare AWV are covered at 100%. 
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Which type of Medicare AWV is this? 

  
IPPE (Welcome to 

Medicare, G0402) 
Initial AWV (G0438) Subsequent AWV (G0439) 

How often? Once in a lifetime Once in a lifetime Annually 

Eligibility 
Within first 12 months of 

Medicare Part B enrollment 

12 months after the IPPE (or if 

patient did not receive an IPPE 

during 12-month eligibility 

window) 

Every year after the initial AWV 

Minimum time since 

previous AWV   
Not applicable (first visit) 

At least 11 full months after 

G0402. (Can be billed when you 

reach same calendar month as 

previous year's visit.) 

At least 11 full months after 

G0438 or G0439. (Can be billed 

when you reach same calendar 

month as previous year's visit.) 

Required physical 

exam components 

Height, weight, body mass 

index (BMI), blood pressure 

(BP), visual acuity screening 

(w/ documentation) 

Height, weight, BMI, and BP 

(visual acuity screen not 

required) 

Weight and BP (height, BMI, 

and visual acuity screen not 

required) 

Electrocardiogram 

(ECG) screening 

covered? 

Yes, but co-pay and 

deductible apply (ECG 

codes G0403, G0404, and 

G0405) 

No No 

Can advance care 

planning (ACP) be 

billed separately? 

No. ACP is included as a 

mandatory component of 

this visit. 

Yes, CPT 99497 and 99498 can 

be billed separately as long as 

minimum time requirements are 

met. Use modifier -33 to avoid 

co-pay and deductible. 

Yes, CPT 99497 and 99498 can 

be billed separately as long as 

minimum time requirements are 

met. Use modifier -33 to avoid 

co-pay and deductible. 

— Vinita Magoon, DO, JD, MBA, MPH, CMQ, Baylor Scott & White Health, Temple, Texas 

Posted on Feb 04, 2021 by FPM Editors 
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IUD Coding 
Pharmacy provided vs. Buy and Bill 

- Check appointment note and patient case for info if IUD was pharmacy provided or buy and bill. 

(Pharmacy provided units will have a pharmacy label on the box.)  

- If the unit is NOT pharmacy provided: the unit is a “buy and bill.” The provider will need to bill for the 

unit in addition to billing for the procedure insertion code.  

o Code for IUD unit 

o Code for insertion or insertion/ removal 

- If the unit is pharmacy provided (there is a pharmacy label on the unit), then bill for the insertion 

procedure only.  

o Code for insertion or insertion/ removal  

-  It is helpful to write in comments to the biller these details as a secondary safeguard. 

Insertion AND Removal in the same visit  

- Always bill for the insertion (58300) first and then the removal (58301) 

- modifier 51 should be added to the removal procedure (58301), the lesser paying code 

Failed insertions and procedures  
- Any failed IUD must be kept in the original packaging and given to the health center manager, even if it 

was opened.  

o If package was opened, place IUD back in package and biohazard bag with patient info. Give to 

Nurse manager or IUD contact person.  

- Failed insertion codes with modifiers must be added to the encounter plan 

o Please document reason for failed insertion. This may include any code associated with reason, 

such as cervical stenosis.  

Common IUD Codes for Discontinued Services 
- Failed insertion Code- 58300, with modifier -52 (failed proc.) -53(discontinued) 

o Diagnosis code: Z30.42, encounter for IUD + Diagnosis of complication which caused 
failed procedure/discontinuation 

o Modifier 52 failed d/t stenosis or anatomical abnormality 
o Modifier 53, discontinued d/t patient well-being, pain, vasovagal 

- Perforation - 58300- 53, if procedure d/c due to perforation 
o Diagnosis codes Z30.430 + T83.39XA (other mechanical complication of IUD initial, sub, 

seq) 
- Failed removal code – 58301, w/ modifier 52/53 

o modifier 52(failed for anatomical/ structural reason) or 53(stopped d/t patient well-being 
concerns) 

o Diagnosis Encounter for IUD and T83.32XA, displacement of IUD 
▪ Document reason for failed/ stopped procedure 

- Modifier 59- removal/insertion same day, document reason (expired) 
- Modifier 76/77, repeat procedure, ex. IUD expelled.  

 
IUD Removals 

- Please bill a removal procedure code 58301.  
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Incident-to Billing and Medicare: A reminder and key points 
 

Key points to remember is that since we no longer auto default to incident-to billing, you must instead 

document in the note/ billing slip if "incident-to" criteria is met. This will result in a 15% increase in Medicare 

reimbursement.  

 

-Medicare pays Advanced practice clinician (APC) visits at 85% of a physician’s fee schedule. Billing 

“incident-to” will result in 100% reimbursement.  

 

-When billing incident-to, there needs to be a physician visit that the incident-to service directly relates to. 

 

-If the APC(NP/PA) is following a plan of care that a physician established in the previous visit, the visit 

qualifies as incident-to billing. 

 

-If a new course of care is needed and differs from the prior physician’s plan, the service is not billed as 

incident-to. 

 

-However, if the treatment plan needs to be adjusted and the APC discusses this with a collaborating physician 

who does a quick “face-to-face”, the visit can then be billed incident-to. 

 

-For compliance, a physician must be physically on site and available.  

 

-Best practice for documenting is to write in the chart note; “Dr. XYZ is on site and available.”  Also document 

on the billing slip "billing incident-to DR. XYX."  

 

-Also, the physician could add an addendum on the chart stating that they “reviewed the note and agree with the 

plan of care.” Although this addendum is not a CMS requirement.  

 

Reference 

Ulmer, E. G. & Harris, A.V. (2023). Billing for Non-Physician Provider Services to Support the Delivery of 

Physician Care. Family Practice Management, 30(1): 13-17. 

https://www.aafp.org/pubs/fpm/issues/2023/0100/billing-for-npp-services.html 

 

 

  

https://www.aafp.org/pubs/fpm/issues/2023/0100/billing-for-npp-services.html
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Additional Cheat Sheets and Resources 

 

Coding based on time 

CODE 
New/Established 

TOTAL TIME 
New/Established 

MDM:  
medically 
appropriate H&P 
plus: 

99201/99211 n/a - 

99202/99212 15-29 mins/ 10-19 
mins 

Straightforward  

99203/99213 30-44 mins/ 20-29 
mins 

Low Level  

99204/99214 45-59 mins/ 30-39 
mins 

Mod Level  

99205/99215 60-74 mins/ 40-54 
mins 

High Level  
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Please watch training from Betsy Nicoletti posted on the intranet from September 13, 2023. The slide below is 

from her presentation.  
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from the 
AMA(2020) 

 Elements of MDM: Coding based on 2 out of 3 of these elements   

 
Established/Ne
w 

MDM # of Problems 
Addressed 

Amount/ Complexity of Data 
Reviewed 

Risk Level Examples 

Level 2: 
99212/99202 

Straightfor
ward 

1 self-limited, minor 
problem 

Minimal/None Minimal  

Level 3: 
99213/99203 

Low 2 or more self-
limited problems 
-or- 
1 stable chronic 
illness 
-or- 
1 acute, 
uncomplicated 
illness or injury 

Limited (1 of 2 categories required)  
Category 1: Test/Documents/Historians 
(need 2) 
-reviewing prior external notes 
-reviewing results, each unique test 
-ordering of a unique test 
Category 2:  
-assessment requiring a historian that is 
independent 

Low Risk 
from 
testing/ 
treatment  

URI 

Level 4: 
99214/99204 

Moderate  1 or more chronic 
illness (w/ 
exacerbation/progre
ssion/ 
side effects of 
treatment) 
-or- 
2 or more stable 
chronic illnesses 
-or- 
1 undiagnosed new 
problems/ uncertain 
prognosis 
-or- 
1 acute illness w/ 
systemic symptoms 
-or- 
1 acute complicated 
injury 

Moderate (1 out of 3 categories 
required) 
Category 1: Test/Documents/Historians 
(need 3) 
-reviewing prior external notes 
-reviewing results, each unique test 
-ordering of a unique test 
-assessment requiring a historian that is 
independent 
Category 2: Independent Interpretation 
-independent review of a test performed 
by another healthcare professional, not 
reported separately 
Category 3: External Discussions 
-Consultation/ discussion with external 
health care provider on management or 
test interpretation  
 

Moderate 
Risk from 
additional 
testing/ 
treatment  

Medication 
managemen
t, minor or 
elective 
surgery 
discussions, 
social 
determinant
s of health 
limit 
diagnosis & 
treatment 

Level 5: 
99215/99205 

High 1 acute or chronic 
illness or injury that 
threatens life or 
bodily function 

Extensive (2 out of 3 categories 
required) 
Category 1: Test/Documents/Historians 
(need 3) 
-reviewing prior external notes 
-reviewing results, each unique test 
-ordering of a unique test 
-assessment requiring a historian that is 
independent 
Category 2: Independent Interpretation 
-independent review of a test performed 
by another healthcare professional, not 
reported separately 
Category 3: External Discussions 
-Consultation/ discussion with external 
health care provider on management or 
test interpretation  

High Risk 
from 
additional 
testing/ 
treatment  

Decision to 
hospitalize, 
start 
Warfarin 
therapy, 
decision for 
elective 
major or 
emergent 
surgery, DNR 
discussion 
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Updated Coding cheat sheets 

 

Updated 2023  

Code based on either total time or medical decision making. ( Millette, K. W. (2020) Countdown to the E/M Coding Changes. FPM. www.aafp.org/fpm.    

Updated 
Visit 
level  

Total time  Medical decision making  Example 

Level 2  <20 minutes (<30 minutes for 
new patients)  

No medication prescribed   viral URI, or simple recheck 
for stable problem 

Level 3  20-29 minutes (30-44 minutes for 
new patients)  

One acute problem PLUS medication prescribed OR 
one test ordered and reviewed  

strep screen, UTI w/ 
Urinalysis 

Level 4  30-39 minutes (45-59 minutes for 
new patients)  

At least one of the following:  

• One unstable chronic illness  

• Two stable chronic illnesses addressed  

• Acute complicated injury (e.g., concussion, 
fracture),  

• Acute illness with systemic symptoms (e.g., 
pyelonephritis or pneumonia),  

• New problem with uncertain prognosis (e.g., 
breast lump).  

PLUS at least one of the following:  

A. Prescription drug management,  

B. X-ray or ECG that is ordered and interpreted 

(But not reported separately)   

C. Total of three unique tests ordered or reviewed, 
external notes reviewed, or independent historians 
used (requires three “points” where each instance 
equals one point — e.g., three unique tests ordered 
or reviewed equals three points),  

D. Patient’s management or test discussed with 
external provider,  

E. Patient’s diagnosis and treatment limited by lack 
of money, food, or housing.  

OR:  

Prescription drug management plus at least one of 
the following: B, C, or D above.  

 

Unstable=includes BP or A1C 
not to goal  

Chronic illness: HTN, DM, 
CKD 

Level 5  40-54 minutes (60-74 minutes for 
new patients)  

Severe acute illness or worsening chronic illness 
posing a threat to life or bodily function (e.g., 
myocardial infarction, pulmonary embolism, acute 
renal failure, severe respiratory distress, acute 
neurological change)  

PLUS at least one of the following:  

• Two of three from B, C, or D above,  

• Patient admitted by someone other than yourself,  

• Patient placed on warfarin,  

• Patient made DNR, care de-escalated.  

 

http://www.aafp.org/fpm

