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When to Refer

= Patient not getting better after reasonable time
and sequence of treatment

= Patient worsening after reasonable time to
evaluate

= Patient’s condition is outside the scope of

practice e

%

If you are put on notice of lawsuit

= Report claim to insurance company

= Do NOT alter or destroy your records

= Keep records safe

= Never give originals to anyone other than your
attorney

= Do not discuss case with friends or anyone other
than insurance company or attorney

Important documentation

« Sign In Sheets
Sign in Sheet
Signed Daily Notes
 Intake Forms
Case History
Review of Systems
Daily Progress Form (can be daily sign in, Patient
fills out)
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Important documentation cont.
INTAKE FORMS; FINANCIAL

o Insurance Information
© Assignment of Benefits
oUCC Lien/ Insurance Lien
o Financial Agreements
o Patient Acknowledgement or Rejection of Daily
Receipt of Services (patient services required)

Authorizations r 4
O j e

@)
* Authorizations
oFax
oEmail
oProduce records
oDiscuss with attorney
oDiscuss with third party

oDocumentation of Daily Charges
1

Authorization of Alternative Communication
)
U,
« I hereby authorize ABC Chiropractic Clinic to
communicate with me by

| { FAX at the following fax
~r
| { Email at the following email address

 Patient signature =~ DATE
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Clinical forms (mandatory) M

O —

« Informed Consent =

» Consent to Treat . —

» Consent to Treat a Minor Child (patient
signature required)

» Non pregnant form (for x-rays)

Clinical forms (mandatory)
+ Exam
 Diagnosis Sheet
« Daily notes

» Treatment Plan
« X-Ray Report
« Daily Progress Forms (for patient to fill out)

5
2

>

HIPAA (mandatory) 3

+ HIPAA manual

» Employee Acknowledgement of Privacy Practices
and Procedures (all employees)

» Notice of Privacy (posted in reception area)

» Acknowledgement Form (patient signature)
 Standard Authorization (patient signature)

« Release of PHI (patient signature)
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Optional HIPAA forms
« Restriction to Consent Usé of PHI

+ Revocation of Authorization of Use and Disclosure
of PHI

+ Accounting of Disclosure

» Request for Accounting of PHI Disclosures

« Request of Confidential Communication of PHI

* Request to Inspect or Copy PHI

* Request to Amend PHI ()

Business Associate’s Agreement

= Special agreement with Business associates that
come into contact with protected health information.

» Business Associates must agree to treat PHI similarly
to the way the doctor must treat it

 Can not disclose information without the required
contract language

Business Associate Agreement

« Billing Services

« Provider’s Personal Attorney

« Provider’s Personal Accountant

« Cleaning Service ]
« Computer Servicemen

« Computer Software Consultant

« Practice Management Consultant

« IME or Case Reviewers

« Massage Therapist who is not employee
« Independent Transcriptionist

« Mobil Diagnostic Technician
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Compliance Manual

» Acknowledgement of Office Compliance (all

employees must sign)
tz

A
A

Record Keeping

= Good patient care

= TBCE requires adequate record keeping
= Personal injury cases

= Malpractice cases

= Insurance Reimbursement @

¢ o
i
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TIME IS MONEY

= The better the records the better the
reimbursement

= Less time later spent to explain your records or
care

=

Record Keeping

= Accurate and thorough

= Records that are consistent with vour
practice

= Each doctor should initial J

« Each assistant initial the therapy — *
= Document therapy in detail

= Patient sign daily notes

Initial History Form

= Patient must complete form
= Thorough answers

= Diagram of pain

= History

= Family history
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Daily Notes

= Patient progress

= Patient handwriting

= Follow up with lack of progres

= Accurate

= Daily notes must be consistent with billing

You should document

= Use of more complicated codes
= Non compliance

= Referrals (whether patient goes or not)
= Consistent abbreviations
= Legible writing

= Timely

Computerized Notes

= Must be accurate
= Done timely
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= Document treatment plans in detail
= Document
Treatment goals
Objective measures
Recommended levels of care
Frequency
Duration

Must be in writing and not just oral

Slide 59 Coding

= Do NOT UPCODE
Billing a more complex and higher paid service
than the one documented in the medical record

- Do NOT MISCODE
Bill for one service which is covered instead of
the service you performed which is not

« DOCUMENT ALL TREATMENT '

Slide 60 . . ..
Documentation- first visit

Physical exam E; '

Diagnosis =
Complete patient history S -
Symptoms causing patient to seek treatment v -
Family history if relevant

Past health history

Mechanism of trauma

Quality and character of symptoms
Onset during, intensity, frequency, location of symptoms
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Documentation- Initial visit

= Aggravating or relieving factors
= Prior treatments, medication
= Secondary complaints

Documentation on subsequent visit

. . o Q@ .
= Review of chief complaint & Iﬁ‘\/m[
= Changes since last visit \_M\\\L/

=

= System review, if relevant 1
= Exam of area of spine involved in diagnosis

= Change in condition since last visit

= Evaluation of treatment effectiveness

= Documentation of treatment provided

Documentation- Therapy
= Document, Document, Doéument
= Time

= Increment Iﬁ%\ﬁf
= Specific areas ?
= If supervised, WHO Lié\
= Specifics, specifics

= Take the time, to get paid
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m

Upcoding =

= Does not meet Medicare guidelines when records
indicated a problem in one area of the spine which was
examined, but treatment to several areas of spine

= Abuse of 98942 was greater than 80%
= 7% of billings have no documentation

&

Evaluation /Management Services

+ E&M Codes consist of 7 elements

History ®
Examination A
Medical Decision 5
Counseling

Coordination of Care
Nature of Presenting Problem
Time

E &M Codes

» Key Components (Hx, Ex, & Medical -
Decision)
All 3 must be met or exceeded on a new patient
2 of 3 on established
» Case Management codes should not be
billed on same day as E/M
» Time is only a factor when billing over
50% face to face
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E &M

» Documentation must be done on each visit which an
E/M service is billed. The level of service is
dependent on presenting complaints of the patient
and documentation done.

» Codes are for history, exam, medical decision,
counseling, and coordination of care.

* Not “office visits”

» Do not bill “time” uness only face to face counseling
makes up 50% of the visit.

+ Codes do not replace or include CMT “adjustment”
codes.

REQUIREMENT

MUSCULOSKELETAL EXAMINATION

Constitutional .

pressure, 2) supineblod pressure, 3 puserae and egulty, 4) espication, 5)
temperature ) height, 7) weight (May be measured andecorded by ancilary staf)
+ Genenl appearanceofpatien ez, developnent, nutiion, body habit, dformites,

atentonto grooming)
Cardiovascular + Examination of peripheral vascular sysem by obseraio (e selling, varosies) and
pulpation (e, pule, temperaur,edem, endercss)

Lymphatic + Palpation of ymph nodes in neck,axilac, groin andior other ocation

MUSCULOSKELETAL EXAMINATION
CMS DOCUMENT! \'l'T}\)V REQUIREMENT

Musculoskeletal + Eunition of gatandsaton
Erington of oin(s),bone(s)and mscles)endon(s)offourofthe olowing s areas: 1)
ead and neck; 2)spine,ibs and pelvis; 3) rght upper eremty; 4)kf upperetremity; 5)
vight lover extenity; and 6 kf lower extenity. The eaminaion ofagiven area ncudes:
© spect asymery,

creptaton, defects, endemess,musses o efusions
. Assessnentof rnge of motion with notation of any pain (cg, stright keg mising),
crepitation orcontracture
Assessmntofstabily with notatonofany disloation (wation), sublvaton or iy
flaceid, vheel, vith notation of

any atrophy orabnomal moverents
TE: Forallthe comprehensivelvel, the amination ofall four anatoic areas must be
fomed snd docuented ek 3

anately. For epk,
femiles consiues o lements
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MUSCULOSKELETAL EXAMINATION

CMS DOCUMENTATION REQUIREMENT
o~

Bitentes e muscabslktaland ]

Skin . " jon of ki ears, rashes, sion
afeau-i spots,uleen) i fourofthe ollowing i aeas: 1) beadand nek; 2 tnnk;
3 right upperexteniy; 4) kil upperetenity; 5 right lower ety and)
lower exrenity.

NOTE: For e kel the exminaion ofal

pefomed and docurented.For ththre ower ves o eination, each bodyarea i counted

sepantely. Forcxple, nspectionandorpelpation oftheskinand subeutaneous issieoftyo

exrenities constitutes two elements,

Kaihy Jones © all ights reserved

MUSCULOSKELETAL EXAMINATION

CMS DOCUMENTATION REQUIREMENT

( )
\/

Neurlogical . fingeinose, heebkneelshin, apid ahemat the
Psychiatric

i i youngchidren)
Eunination of deep endon efewes andlornerve treichtestwithnotaionof
pathologicalreflees (eg Babnski)

Euminaton of ensatoneg,bytouch, i, vibation, propriocepion)

Ontation t i, place andpeson

Mood and afct eg,depression anvty, agitation)

E \

Kathy Jones © all ighs rserved

MUSCULOSKELETAL EXAMINATION

CMS DOCUMENTATION REQUIREMENT

)
)
N4
Levelof Exam Perform and Document
Prblem Fucused 99201199212 One o e eemens enied by abulkt.

Fpunded Proem Focused 9920

Atkeastsixlements dentifed byabulet

Desiled 9920399214 Ateasitvele clemats et bya bkt

Conprebensive s Perfom all s ideniied bya fcachbox

Kaihy Jones © all ights reserved
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Medical Decision Making

CMS Documentation Requirement

Which one.
pays mo

Nunker o dagnoses  Anont andor~~ Riskof conliations Tige of deision

o management complexiy of it to  andor morbidty or meking

otons Te reveed mortliy

Mininal Mininal or None Mininal Straightforward 99201/99202/%9212
Linited Linited Low Low Complesiy 9920399213
Mgl Modee Modee ModeraeCompleiy 3920499214
Bxensive Bxansive Hgh High Complsity 9920599213

Questions

Thanks




