
Test your knowledge with an interactive session! 
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Disclaimer  
 This presentation provides general information and is not intended 

to provide clinical, legal, or financial advice; it is for informational 
purposes only. Oncology practices will need to do their own research 
and make their own decisions when seeking reimbursement 

 

 Regulations and policies concerning Medicare reimbursement are a 
rapidly changing area of the law. While we have made every effort to 
be current as of the issue date, the information presented may not be 
current or comprehensive when you review it or may contain 
inaccuracies or typographical errors 

 

 Please consult with your legal counsel for any specific reimbursement 
information 
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AMA CPT 
CPT copyright2011 American Medical Association.  

All Rights Reserved  

 

 

 Fee schedules, relative value units, conversion factors and/or related 
components are not assigned by the AMA, are not par of CPT, and the 
AMA is not recommending their use. The AMA does not directly or 
indirectly practice medicine or dispense medical services. The AMA 
assumes no liability for data contained or not contained herein. 
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Take Your Test!! 
 Take a couple of minutes to read down the questions on the 

document in front of you and answer any/all questions you 
can. 

 

 Throughout today’s presentation we will be prompting 
your response to the questions... 
 When summoned, you will use your “clicker” to respond 

 You will choose answers using NUMBERS 

 Your information will be captured and displayed on the screen  

 

 Lets Get Started!! 
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Demographic Information 
 Tell me about yourself….. 

1. I am a healthcare provider 

 (Physician, Midlevel Provider, Nurse, etc.) 

2. I am an administrator/office manger 

3.  I am a biller 

4.  I am a pharmaceutical representative 

5.  I am something else or have no idea who I am or why I 
am here! 
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Why Should I Learn This Stuff? 
 Compliance – Fraud and Abuse 

 If YOU have responsibility for providing services billed to 
a payer, documentation, coding or billing, you have a 
responsibility to understand the rules   

 

 From the Office of Inspector General website: 
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Compliance – Fraud and Abuse 
 Could I be implicated/charged with fraud and abuse if 

the policy was published by CMS but I never saw it? 

 

1.  YES 

 

2.  NO 

 

3.  Not if they can’t find me! 
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Compliance – Fraud and Abuse 
 Answer:  Yes, it is possible to be held liable 

 
 If instructions concerning the coding or billing practices in question have been 

published and disseminated by the federal government or your fiscal 
intermediary (such as in a provider bulletin), you "should know."  

 
 If the issue is addressed in official ICD-9-CM coding guidelines (as published in 

Coding Clinic) or in the CPT rules (contained in the CPT book), you "should 
know."  

 
 Lack of personal knowledge because the provider bulletins came to the business 

office and were never disseminated to the HIM department or because your 
facility chose not to subscribe to Coding Clinic is not a justifiable defense.  

 
 As far as the authorities are concerned, the pertinent payment policies and 

official coding guidelines were published and available and you "should know." 

Source: http://www.warrenbensonlaw.com/medicare-fraud/ 8 



Compliance Plans 
 

 Have you heard this……… 

 The need for healthcare organizations to develop and 
implement a compliance program is transitioning from 
voluntary to mandatory with the passing of the Patient 
Protection and Affordable Care Act (PPACA), passed in 
2010, which now requires healthcare providers to have a 
compliance program in place when they enroll in 
Medicare.  
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Compliance Plans 
 Is it true that at this moment, a physician practice 

MUST have an active compliance plan in place? 

 

1.  Yes 

 

2.  No 
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Compliance Plans 
 Answer – No, but almost! 

 
 Excerpt from CMS-1686-FC (Final Rule) February 2, 2011 

 “2. Proposed Ethics and Compliance Program Provisions In order to consider the 
views of industry stakeholders, we solicited comments on compliance program 
requirements included in the ACA. We do not intend to finalize compliance plan 
requirements in this final rule with comment period; rather, we intend to do further 
rulemaking on compliance plan requirements and will advance specific proposals at 
some point in the future.  We were most interested in receiving comments on the 
following: 
 The use of the seven elements of an effective compliance and ethics program as 

described in Chapter 8 of the U.S. Federal Sentencing Guidelines Manual 
(http://www.ussc.gov/2010guid/20100503_Reader_Friendly_Proposed_Amendment
s.pdf, pp. 31–35) as the basis for the core elements of the required compliance 
programs for Medicare, Medicaid and CHIP enrollment. 

 
To review Final Rule and specifically this excerpt, see page 5942 of CMS-1686-FC – 2/2/11 
http://edocket.access.gpo.gov/2011/pdf/2011-1686.pdf 
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Compliance Plans 

Continued……. 
12 



Compliance Plans 

http://www.thehealthlawpartners.com/docs/20110228_mmlr_medicare_enrollment_screening_process_nm_add
.pdf 
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Compliance Plans 
 

 Being Prepared….. 
 Compliance Plan must be effective and “active” 
 Should demonstrate periodic review and follow through 
 Should document periodic audits 
 Should be kept current; 

 perform training on and distribute information about the program’s standards and 
procedures 

 monitor, audit, and evaluate the program, as well as provide a method for anonymous 
or confidential reporting 

 respond appropriately when inappropriate conduct is found 

 
 
 A complete list of the standards for an effective compliance and ethics program can be 

found at: https://www.cms.gov/MedicareContractingReform/Downloads/compliance.pdf  
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Improper Payment Information Act 
of 2002 (IPIA) 

 Defines “improper payment as: 

 Payments that…  

 should not have been made, or  

 payments made in an incorrect amount  

 (including overpayments and underpayments) 
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Improper Payment Information Act 
of 2002 (IPIA) 
 Which would be considered an improper payment? 

1. payment to an ineligible recipient 

2. payment for an ineligible service 

3. any duplicate payment 

4. payment for services not received 

5. all of the above 
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Improper Payment Information Act 
of 2002 (IPIA) 

 Which would be considered an improper payment? 

1. payment to an ineligible recipient 

2. payment for an ineligible service 

3. any duplicate payment 

4. payment for services not received 

5. all of the above 
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Who’s Looking for Improper Payments? 
 

 Which Acronym below is NOT a type of Auditing body… 

1. CERT 

2. RAC 

3. MAC 

4. CAC 
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Who’s Looking for Improper Payments? 

 Which Acronym below is NOT a type of Auditing body… 

1. CERT 

2. RAC 

3. MAC 

4. CAC – Carrier Advisory Committee 

 Physicians on this committee advise state Carrier Medical directors (CMDs) 

about coverage policies and impact on their specialty and patient care 
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Who’s Looking for Improper Payments? 

CERT 
 
 What Does This Acronym Stand For? 

1. Complete Error Recovery Testing 

2. Corrective Error Recovery Table 

3. Comprehensive Error Rate Testing 

4. Corrective Error Rate Testing 

5. None of the above 
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Who’s Looking for Improper Payments? 
 

 CERT - a program integrity activity that the Centers for Medicare & Medicaid 
Services (CMS) established to monitor the accuracy of the Medicare Fee-For-
Service program. 

 
 What Does This Acronym Stand For? 

1. Complete Error Recovery Testing 

2. Corrective Error Recovery Table 

3. Comprehensive Error Rate Testing 

4. Corrective Error Rate Testing 

5. None of the above 
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Who’s Looking for Improper Payments? 
 CERT – Changed……   More Stringent Review Criteria 
 

 Records from the treating physician not submitted or incomplete  

 In the past, CERT would review available documentation, including physician orders, 
supplier documentation, and patient billing history, then apply clinical review judgment. 
Now, CERT requires medical records from the treating physician and does not review 
other available documentation or apply clinical review judgment. 

   

 Missing evidence of the treating physician's intent to order diagnostic tests 

 In the past, CERT would consider an unsigned requisition or physicians' signatures on test 
results. Now, CERT requires evidence of the treating physician's intent to order tests, 
including signed orders and/or progress notes. 

   

 Medical records from the treating physician did not substantiate what was billed 

 Again, in the past, CERT would review available documentation, including physician 
orders, supplier documentation, and patient billing history, then apply clinical review 
judgment. Now, CERT requires medical records from the treating physician and does not 
review other available documentation or apply clinical review judgment. 

   

 Missing or illegible signatures on medical record documentation  

 In the past, CERT would apply clinical review judgment in considering medical record 
entries with missing or illegible signatures. Now, CERT disallows entries if a signature is 
missing or illegible. 
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Who’s Looking for Improper Payments? 
 CERT 
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Who’s Looking for Improper Payments? 
 CERT - Tidbits 
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Who’s Looking for Improper Payments? 
 CERT-Tidbits 
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Who’s Looking for Improper Payments? 
 CERT – Tidbits 

 Keep an eye on your MAC website 
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Who’s Looking for Improper Payments? 
 CERT –Tidbits 

 Keep an eye on other MACs and CMS site for trends…. 

https://www.cms.gov/cert/ 
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Who’s Looking for Improper Payments? 
 RAC (Recovery Audit Contractor) 

 

 Who is the RAC for Pennyslvania? 

1. Diversified Collection Services (DCS) 

2. CGI Technologies 

3. Connolly, Inc. 

4. Health Data Insights (HDI) 

5. None of the above 
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Who’s Looking for Improper Payments? 

 RAC (Recovery Audit Contractor) 

 

 Who is the RAC for Pennsylvania? 

1. Diversified Collection Services (DCS) 

2. CGI Technologies 

3. Connolly Consulting 

4. Health Data Insights (HDI) 

5. None of the above 

 

www.dcsrac.com 
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Who’s Looking for Improper Payments? 
 RAC 

 

 How many here today have had a RAC audit? 

 

1. Yes, I have had a RAC audit 

 

2. No, I have not had a RAC audit 
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Who’s Looking for Improper Payments? 
 RAC 

 

 How far back can a RAC review? 

1. January 1, 2007 

2. 1 year from the claim paid date 

3. 2 years from the claim paid date 

4. 3 years from the claim paid date 

5. None of the above 
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Who’s Looking for Improper Payments? 
 RAC 

 

 How far back can a RAC review? 

1. January 1, 2007 

2. 1 year from the claim paid date 

3. 2 years from the claim paid date 

4. 3 years from the claim paid date 

5. None of the above 
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Who’s Looking for Improper Payments? 
 RAC 

 
 When records are requested by the RAC, providers have how 

many days to return records? 

1. 30 

2. 45 

3. 60 

4. 90 
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Who’s Looking for Improper Payments? 
 RAC 

 

 When records are requested by the RAC, providers have 
how many days to return records? 

1. 30 

2. 45 

3. 60 

4. 90 

 This is not much time – all offices should have a point person for all 
record requests (from anyone) and be aware of timelines! 
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Who’s Looking for Improper Payments? 

 RAC 

 Keep an eye on the “Issues List” and 

  audit yourself first! 

 

 

 

Sort by Issue, Provider Type  or 
Date! 

You’ll find: 
New Patient Visits 

Neulasta 
Untimed Codes 

IV Hydration 
Place of Service 

Duplicate Claims 
Add-on Codes 
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 RAC 

 FY 2010 FFS 
Recovery Audit 
Program Results 

 
 
 
 

 RAC Demonstration 
findings:  
www.cms.gov/rac 
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http://www.cms.gov/rac


 RAC – Watching the other RACs will help give an idea 
where they may look next…… 
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Who’s Looking for Improper Payments? 
 OIG – Office of Inspector General 

 Since its 1976 establishment, the Office of Inspector General of the 
U.S. Department of Health & Human Services (HHS) has been at the 
forefront of the Nation's efforts to fight waste, fraud, and abuse in 
Medicare, Medicaid and more than 300 other HHS programs.  

 OIG 2012 “Work Plan”  (released on October 1, 2011) 

 

 Which Item below is not a NEW item on the OIG “Work Plan”? 
1. High Cumulative Part B Payments 
2. Evaluation and Management Services: Trends in Coding of Claims 
3. Payments for Off-Label Anticancer Pharmaceuticals and Biologicals 
4. Physician-Administered Drugs and Biologicals 
5. Medicare Payments for the Drug Herceptin 

 
http://oig.hhs.gov/reports-and-publications/workplan/index.asp 
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Who’s Looking for Improper Payments? 
 

 OIG – Office of Inspector General 
 

 Which Item below is not a NEW item on the “Work Plan”? 
1. High Cumulative Part B Payments 
2. Evaluation and Management Services: Trends in Coding of 

Claims 
3. Payments for Off-Label Anticancer Pharmaceuticals and 

Biologicals 
4. Physician-Administered Drugs and Biologicals 
5. Medicare Payments for the Drug Herceptin 

 THEY ARE LOOKING NOW!   

 Do you bill all the same level???    Are you an EASY target! 
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Who’s Looking for Improper Payments? 
 OIG looking 

closer at 
Highmark 
Medicare! 

 

 Released 
8/22/2011! 
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Who’s Looking? 
 OIG - Learn about….. 

 Fraud and Abuse Laws 
 False Claims Act 

 Anti-Kickback 

 Self Referral  

 Exclusion Statute 

 Civil Monetary Penalties Law 

 Physician Relationships with Payers 

 Physician Relationships with Vendors 

 Compliance Programs 

 Where to go for Help 

 What to Do If You Think You have a problem 

http://www.oig.hhs.gov/compliance/physician-education/roadmap_web_version.pdf 
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Audit Yourself First 
 Who What How Where When Why…and now what?  

 Answers should be in your Compliance Plan 

 What to review 

 Evaluation and management (E&M) services 

 Injections 

 Procedures 

 Diagnostic tests 

 

 

42 



Audit Yourself First 
 What do you do if during your self audit you unveil a 

significant issue where you were inappropriately 
reimbursed for a service or services?   

 You should….. 

1. Immediately make a copy of all the EOB’s, write a check and 
send it to the payer 

2. Fix the problem for all future billings document your 
compliance plan 

3. Contact a healthcare attorney 

4. Ignore the request and make them ask more than once 
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Audit Yourself First 
 What do you do if during your self audit you unveil a 

significant issue where you were inappropriately 
reimbursed for a service or services?   

 You should….. 

1. Immediately make a copy of all the EOB’s, write a check and 
send it to the payer 

2. Fix the problem for all future billings document your 
compliance plan 

3. Contact a healthcare attorney 

4. Ignore the request and make them ask more than once 
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http://www.justice.gov/usao/mie/news/2011/2011_9-28_stmary.html 

Self 
Reported 

“Incident To” 

Violation! 
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Where are you? 
 Place of Service 

 

 

 
 

 Place-of-Service Codes Caused $13 Million in Overpayments 
 

 Entering your place-of-service (POS) number on your claim form may seem 
routine, but a recent OIG audit found that practices are not giving POS 
numbers the care they deserve. 
 Based on a review of 100 non-facility Part B claims from 2007, the OIG 

found that only 10 of the sampled claims had the correct POS code 
assigned to it, resulting in overpayments of over $4,700. 
 Based on the sample, the OIG estimated that Medicare nationally 

overpaid physicians $13.8 million in POS coding errors, according to 
the report. 

 

 OIG Reports: 
 www.oig.hhs.gov/reports.asp 
 http://oig.hhs.gov/reports-and-publications/workplan/index.asp#current 

 Location of Codes 
 Medicare Claims Processing Manual, Chapter 26, Section 10.5 - Place of Service Codes (POS) and Definitions [PDF, 601KB]  
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Who are you? 
 Incident to: 

 From the OIG 2012 Work plan: 
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Incident To 
 Is the supervising physician required to read and co-sign a 

midlevel provider’s history and physical, progress note or 
other documentation? 

 

1. Yes 

 

2. No 
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Incident To 
 Is a the supervising physician required to read and 

cosign a midlevel provider’s history and physical, 
progress note or other documentation? 

1. Yes 

 

2. No 

 

Excerpt from :  
 National Coverage Provision  
Incident to a Physician's Professional Service in the Office or Clinic  49 



E & M 
 New vs Established Patient 

 

 Patient  never seen in office.  Previously seen by another 
physician from our group practice 2.5 years ago for a 
benign hematology problem.  Patient presents today for 
recently diagnosed cancer. 

1. New 

2. Established 
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E & M 
 New vs Established Patient 

 
 Patient  never seen in office.  Previously seen by another physician 

from our group practice 2.5 years ago for a benign hematology 
problem.  Patient presents today for recently diagnosed cancer. 

1. New 

2. Established 

 

 Even if the problem is new or it is a different physician in 
the same group practice/same specialty, they are still 
considered an “established” patient 
 Hematology Oncology is considered one specialty 
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E & M 
 New vs Established Patient 

 

 Patient had surgery for a hernia 2.5 years ago by a 
member of our group.  Presented today for a recently 
diagnosed colon cancer. 

1. New  

2. Established 
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E & M 
 New vs Established Patient 

 
 Patient had surgery for a hernia 2.5 years ago by a 

member of our group.  Presented today for  recently 
diagnosed colon cancer. 
1. New  

2. Established 

 

 As long as the patient is seen by a different specialty, 
even within the same group, they can be considered a 
“new” patient. 
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E & M 
 New vs Established Patient 

 

 Patient last seen for follow up of colon cancer 4 years 
ago by a member of our group.  Presented today  to see 
the same physician for recurrence of colon cancer. 

1. New  

2. Established 

 

54 



E & M 
 New vs Established Patient 

 

 Patient last seen for follow up of colon cancer 4 years 
ago by a member of our group.  Presented today  to see 
the same physician for  recurrence of colon cancer. 

1. New  

2. Established 

 

 Always a new patient if not seen by the group practice 
within the last 3 years 
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E & M 
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E & M 
 Under the CPT guidelines, which item below is not 

considered a KEY component in selecting the level of 
service? 

1. History 

2. Examination 

3. Medical Decision-making 

4. Counseling and coordination of care 

 

57 



E & M 
 Under the CPT guidelines, which item below is not 

considered a KEY component in selecting the level of 
service? 

1. History 

2. Examination 

3. Medical Decision-making 

4. Counseling and coordination of care 
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E & M 
 A patient presents for an office visit after preliminary work-

up.  The physician sees the patient in his office and discusses 
the treatment options and subsequent lifestyle effects of the 
treatment for 40 minutes.  The physician did not complete a 
history or physical exam.   
 

 What level of service can the physician bill? 
 

1. Level 1 – 99211 
2. Level 3 – 99213 
3. Level 4 – 99214 
4. Level 5 – 99215 
5. The physician cannot bill for this service 
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E & M 
 A patient presents for an office visit after preliminary work-up.  The 

physician sees the patient in his office and discusses the treatment options 
and subsequent lifestyle effects of the treatment for 40 minutes.  The 
physician did not complete a history or physical exam.   

 

 What level of service can the physician bill? 
1. Level 1 – 99211 

2. Level 3 – 99213 

3. Level 4 – 99214 

4. Level 5 – 99215 

5. The physician cannot bill for this service 

 

 Next slide reviews the “time” related to levels of service 
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E & M 
 Billing using time….. 

 

 Physician is face to face with an established patient in 
the office for 35 minutes, counseling and coordinating 
care.  Which code would you bill? 

1. 99214 (25 min) 

2. 99215 (40 min) 

3. Beats the heck out of me! 
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E & M 
 Billing using time….. 

 Physician is face to face with an established patient in the office for 35 
minutes, counseling and coordinating care.  Which code would you bill? 

1. 99214 (25 min) 

2. 99215 (40 min) 

3. Beats the heck out of me! 

 

 CPT Assistant, August 2004 / Volume 14, Issue 8, page 3 

 "In selecting time, the physician must have spent a time closest to the code 
selected.  

 For example, 99214 has a typical time of 25 minutes and 99213 has a typical 
time of 15 minutes. If the face-to-face office time is 21 minutes, code 99214 
would be selected as it is more than half of the time difference." 

 
63 CPT and CPT Assistant available on the AMA site:  www.ama-assn.org 



E & M 
 Billing using time… 

 What % of time must the counseling and coordination of 
care dominate? 

1. At least 50% 

2. More than 50% 

3. 75% 

4. 100% 
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E & M 
 Billing using time… 

 What % of time must the counseling and coordination of 
care dominate? 

1. At least 50% 

2. More than 50% 

3. 75% 

4. 100% 

DOCUMENTED 
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E & M 
 Billing using time…. 

 
 In the office setting, which component below cannot be 

included when determining time? 
1. Time spent face to face with the patient counseling the 

patient 

2. Time spent examining the patient 

3. Time spent answering questions from the patient’s family 
with the patient in the same room 

4. Time spent after the visit coordinating care with another 
physician 

5. None of the above 
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E & M 
 Billing using time…. 

 
 In the office setting, which component below cannot be 

included when determining time? 
1. Time spent face to face with the patient counseling the 

patient 

2. Time spent examining the patient 

3. Time spent answering questions from the patient’s family 
with the patient in the same room 

4. Time spent after the visit coordinating care with another 
physician 

5. None of the above 
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E & M 
 Billing using time… 

 

 In the hospital setting, which component below cannot 
be included when determining time?  

1. Time down the hall from the patient’s room communicating 
with the patient’s family 

2. Time spent in pathology department  reviewing patient’s 
findings 

3. Time at the bedside discussing test results 

4. Time at the bedside reviewing chart 

5. Time  at the nurses’ station (same floor) writing the note 
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E & M 
 Billing using time… 

 

 In the hospital setting, which component below cannot 
be included when determining time?  

1. Time down the hall from the patient’s room communicating 
with the patient’s family 

2. Time spent in pathology department  reviewing patient’s 
findings 

3. Time at the bedside discussing test results 

4. Time at the bedside reviewing chart 

5. Time  at the nurses station (same floor) writing the note 

69 



E & M 
 Billing based on time –  

 Documentation 
required components 
 
 Total face to 

face/floor time 

 
 More than 50% spent 

counseling and 
coordinating care 

 
 Summary counseling 

topics and/or how 
time was spent 
coordinating the 
patient’s care 
 

70 

If the components of time are 
documented , this trumps 

other documentation and will 
be used for level 
determination 



E & M 
 If a physician has established the code based on time 

but spends a long time with the patient, can you also 
consider billing the prolonged add-on code? 

 

1. Yes 

 

2. No 
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E & M 
 If a physician has established the code based on time and a prolonged 

time occurs, can you also bill for the prolonged add-on code? 
 

1. Yes 
 

2. No 

 

 The prolonged codes are “add on” codes and as long as you meet the time 
requirements, it would be appropriate  

 

 99354 – 99357 prolonged codes do require face to face time in both the 
outpatient hospital and office setting 

 

 Prolonged time of less than 30 minutes cannot be reported separately 
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E & M 
 Prolonged Services 
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E & M 
 Prolonged Services… 

 A physician performed a visit that met the criteria of an office visit 
code 99213-based on history, exam and medical decision making, less 
than 50% was spend counseling and coordinating care.  The total 
duration of the direct face-to-face service was 65 minutes.   

 What would the physician bill? 

1. 99213 (15) alone 

2. 99213 (15) and 99354 (>30) 

3. 99214 (25) 

4. 99214 (25) and 99354 (>30) 

5. 99215 (40) 

6. Beats me and I’m getting a headache 
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E & M 
 Prolonged Services… 

 A physician performed a visit that met the criteria of an office visit 
code 99213-based on history, exam and medical decision making, less 
than 50% was spend counseling and coordinating care.  The total 
duration of the direct face-to-face service was 65 minutes.   

 What would the physician bill? 

1. 99213 (15) alone 

2. 99213 (15) and 99354 (>30) 

3. 99214 (25) 

4. 99214 (25) and 99354 (>30) 

5. 99215 (40) 

6. Beats me and I’m getting a headache 
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E & M 
 Prolonged Services 

 Physician spends 60 minutes with a patient counseling 
and coordinating care; 

 Which would you bill? 

1. 99214 (25) plus 99354 (>30) 

2. 99215 (40) plus 99354 (>30) 

3. 99215 (40) alone 

4. None of the above 
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E & M 
 Prolonged Services 

 Physician spends  60 minutes with a patient counseling 
and coordinating care; 

 Which would you bill? 

1. 99214 (25) plus 99354 (>30) 

2. 99215 (40) plus 99354 (>30) 

3. 99215 (40) alone 

4. None of the above 

 

**See next slide for explanation 
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E & M 
 **H. Prolonged Services Associated With Evaluation and 

Management Services Based on Counseling and/or 
Coordination of Care (Time-Based)  

 “When an evaluation and management service is dominated by counseling and/or 
coordination of care (the counseling and/or coordination of care represents more 
than 50% of the total time with the patient) in a face-to-face encounter between the 
physician or qualified NPP and the patient in the office/clinic or the floor time (in 
the scenario of an inpatient service), then the evaluation and management code is 
selected based on the typical/average time associated with the code levels. The time 
approximation must meet or exceed the specific CPT code billed (determined by the 
typical/average time associated with the evaluation and management code) and 
should not be “rounded” to the next higher level.” 

 

 “In those evaluation and management services in which the code level is selected 
based on time, prolonged services may only be reported with the highest code level 
in that family of codes as the companion code. “ 

**http://www.cms.gov/transmittals/downloads/R1490CP.pdf 
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E & M 
 Prolonged Services -  

 What is the approximate Medicare reimbursement for 
the 99354 

 prolonged physician service in the office or other outpatient 
setting requiring direct (face-to-face) patient contact beyond 
the usual service; first hour 

1. $25.00 

2. $55.00 

3. $95.00 

4. $115.00 
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E & M 
 Prolonged Services -  

 What is the approximate reimbursement for the 99354 

 prolonged physician service in the office or other outpatient 
setting requiring direct (face-to-face) patient contact beyond 
the usual service; first hour 

1. $25.00 

2. $55.00 

3. $95.00 

4. $115.00 
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E & M 
 Prolonged Services 

 What is the approximate reimbursement for the 99355 

 prolonged physician service in the office or other outpatient 
setting requiring direct (face-to-face) patient contact beyond 
the usual service; Additional 30 minutes 

1. $25.00 

2. $55.00 

3. $95.00 

4. $115.00 
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E & M 
 Prolonged Services 

 What is the approximate reimbursement for the 99355 

 prolonged physician service in the office or other outpatient 
setting requiring direct (face-to-face) patient contact beyond 
the usual service; Additional 30 minutes 

1. $25.00 

2. $55.00 

3. $95.00 

4. $115.00 
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FYI 
 CMS Fee Schedule Search 

https://www.cms.gov/apps/physician-fee-schedule 

1. Start 
search 

2. Choose 
options 

3. Quick results! 
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E & M 
 The Basics….. 

 **All E & M visits must have “Chief Complaint” 

 “A chief complaint is a concise statement describing the 
symptom, problem, condition, diagnosis, or other factor that is 
the reason for the encounter, usually stated in the patient’s 
words. 

 WATCH OUT:  Patient is here for chemo. 

 3 KEY components  

 History 

 Examination 

 Medical Decision making 
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E & M 
 Many practices use templates to meet the highest level of 

care for the History and Examination  

  we will review problems with cloning in a few minutes….. 

 

 History: 

 History  of present Illness (HPI) 

  Documented by physician 

 Review of Systems ** 

 Past , family and social history (PFSH)** 

 **Often recorded on an office health history questionnaire 
completed by patient or ancillary staff & reviewed and SIGNED 
and DATED by the physician 
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E & M 
 ROS – HISTORY 

 Patient has stage III colon cancer diagnosed in July, 2011 and has been feeling 
fairly well.  There is no family history of cancer.  Patient has never been sick 
before and never goes to the doctor.  Patient does not drink or smoke. 

 Review of symptoms: Patient continues to loose weight and has trouble sleeping.  
Complains of decreased appetite due to GI upset.  All other systems negative. 
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Highmark E & M worksheet found at: 
https://www.highmarkmedicareservices.com/em/pdf/scoresheets/8985.pdf 



E & M 
 Can the Review of Systems (ROS) and/or Past, Family, Social 

History (PFSH) sections of the History component of an 
Evaluation and Management (E/M) be recorded by 
ancillary staff? 

 

1. Yes 

 

2. No 
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E & M 
 Can the Review of Systems (ROS) and/or Past, Family, Social 

History (PFSH) sections of the History component of an 
Evaluation and Management (E/M) be recorded by 
ancillary staff? 

 
 From the CMS.gov - Q & A portion of website: 

 Yes, according to the 1995 E/M Documentation Guidelines, The 
ROS and/or PFSH section of the history component of an E/M 
may be recorded by ancillary staff. There must be a notation 
supplementing or confirming the information that was recorded 
by the ancillary staff member by the physician. 

 Date Posted: 10/16/2009, Date Revised: 08/23/2011 
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E & M 
 Examination 

 Generally – today the physical exam is routine and often documented with 
templates which constitute a Comprehensive Exam (but was it medically 
necessary?) 

 Oncology patient follow up – usually yes. 
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E & M 
 Medical Decision Making (MDM) 

 THIS IS IT –  
 LEARN IT – UNDERSTAND IT – TEACH IT 

 

 NEVER the same 

 In my opinion – the KEY factor to determining the level of service 

 Established patient – not required to use MDM but using it 
seems to keep the level chosen more accurate 

 

 WHAT DID YOU DO FOR THIS PATIENT TODAY? 

 Number of diagnosis OR treatment options 

 Amount and/or complexity of data reviewed (and documented) 

 Risk of Complications and/or Morbidity or Mortality 
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E & M 
 Medical Decision Making – 

 Number of Diagnosis or Treatment Options 
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E & M 
 Medical Decision Making 

 Amount and/or Complexity of Data Reviewed 

 **easiest to determine – one CPT code = One point 
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E & M 
 Medical Decision Making 
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E & M 
 Medical Decision Making – Final Result 
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E & M 
 Medical Decision Making Example – physician note: 

 Recurrent colon cancer, stage 4 

 Summary 
 Reviewed the results of his recent CT scan which showed his disease 

advancing and a new mass.  I recommended continued chemotherapy 
however, he has decided he is going to take some time off and travel with 
his wife for at least a month.  I plan on seeing him in follow-up in one 
month when he returns and at that time a CA125 and CBC w/differential 
will be done. 

 
 Example:  

 Established problem worsening (2 pts) 

 Data (2 pts) Labs and CT 

 Risk – High; chemotherapy 
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E & M – Final Results 

 PF = 

 Problem Focused 

 

 EPF = Expanded 
Problem Focused 

 

 D = Detailed 

 

 C = 
Comprehensive 
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E & M 
 Cloned Notes - CAUTION 

 OIG Work Plan Item in  2011 and 2012…. 
 (OEI; 04ı10ı00181; 04ı10ı00182; expected issue date: FY 2012; work in progress) 

 

 “Medicare contractors have noted an increased frequency of medical 
records with identical documentation across services. We will also 
review multiple E&M services for the same providers and beneficiaries 
to identify electronic health records (EHR) documentation practices 
associated with potentially improper payments.” 
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 Cloned Notes - CAUTION 
 
 Old paradigm: If it’s not documented it wasn’t done 

 
 New: It’s documented…was it done? (OIG Inspector quote) 
 

  Cloning notes:  OIG will search for excessive use of copy/paste. 
 OIG acknowledges convenience but is it used in a way that is accurate? 
 OIG looking for identical documentation across services, especially 

consistent medical decision making notes 
  Similar but different? What makes a note different enough? 
 Current documentation rules are from 1995, but technology has moved 

forward 
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E & M 
 Is it ok to “clone” (copy and paste) information from 

the previous visit to create the current medical record? 

 

1. Yes 

2. No 

3. Some portions 

4. One portion 
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E & M 
 Is it ok to clone part of the visit? 

1. Yes 

2. No 

3. Some portions 

4. One portion 

 
 ONE PORTION 

 HPI & ROS – should be from that day 
 Past medical history – YES 

 Past medical, social and family history can be carried from previous note 
 The documentation guidelines state the history doesn’t have to be re-documented, not 

that the work doesn’t need to be done. 
 May add – “Family history  reviewed, unchanged” 

 BUT what if the family history was blank? 

 

 Populating note with information from last visit? 
 Dangerous 
 One mistake and the whole note could be thrown out 

 Others too….. 
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Physician Order 
 1st step in a self audit related to infusions/injections 

 

 Important elements of a physician chemotherapy order; 

 Drug 

 Dose 

 Route 

 Frequency 

 Date 

 Physician Signature – LEGIBLE 

 Include signature attestations with all record requests! 
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Physician Order 
 Billing Scenario 

 During the treatment, the patient experienced a reaction.  The nurse 
spoke with the physician and the physician told the nurse to 
administer 50 mg Benadryl.  The nurse documented the verbal order 
including  name of physician, date, medication, dose and route of 
administration.   

 

 Will this pass an audit? 

1. Yes 

2. No 
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Physician Order 
 

 Will this pass an audit? 

1. Yes 

2. No 

 

 “Verbal orders that are written, dated, and signed or 
initialed by a non-physician health care professional 
or other staff must also must be dated and signed 
or initialed by the physician.” 
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Physician Order 
 GENERAL Verbal Orders Guidelines 

 Requirements: 

 Name of physician giving the order 

 Date order is taken 

 Elements of a written order 

 Staff member signature or initials 

 Staff member’s credentials 

 Note: “Verbal orders that are written, dated, and signed or initialed by a non-physician 
health care professional or other staff must also be dated and signed or initialed by the 
physician.” 
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Drugs and Biologicals 
 Top on Audit Radar - Audit Pitfalls 

 Waste billed – not documented 

 Amount given does not match order 

 Incorrect units 

 Drug given off-label (antiemetics) 

 Incomplete order (does not include pre-meds) 

 Missing order/order not signed 

 Different than order – dose, frequency 
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Drugs and Biologicals 
 Single Dose Vial – Waste 

 

 When using a 100 mg single dose vial with 4 hours 
shelf life after reconstituted – and 3 patients receiving 
20 mg each, how do you document and bill for the 
waste? 

1. Bill for waste by dividing waste by all patients who used that vial  

2. Bill for waste on the last patient only 

3. You can’t bill for the waste in this situation 
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Drugs and Biologicals 
 Single Dose Vial – Waste 

 

 When using a 100 mg single dose vial with 4 hours 
shelf life after reconstituted – and 3 patients receiving 
20 mg each, how do you document and bill for the 
waste? 

1. Bill for waste by dividing  waste by all patients who used that vial  

2. Bill for waste on the last patient only 

3. You can’t bill for the waste in this situation 
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Drugs and Biologicals 
 Single Dose Vial – Waste 

 
 Billing Examples Using JW Modifier  
 Per-Unit Example, Multiple Patients:  

 A physician schedules three Medicare patients to receive botulinum toxin type A (J0585, 
botulinum toxin type A, per unit) on the same day within the designated shelf life of 
the product. Currently, Botox® is available only in a 100-unit size. Once Botox® is 
reconstituted in the physician’s office, it has a shelf life of only four hours. Often, a 
patient receives less than a 100-unit dose. The physician administers 30 units to 
each patient. Your claim for these patients would indicate J0585 billed at quantity 30 
(to indicate the amount administered to the patient). Billing J0585 JW is not 
appropriate for these patients.  
 

 Your claim for the last patient receiving Botox® in those four hours is where the remaining 
10 units are to be billed to Medicare. Your last patient’s claim would indicate J0585 billed 
at quantity 30 (to indicate the amount administered to the patient) on one detail line. The 
next detail line would indicate J0585 JW billed at quantity 10 (to indicate the 10 units 
wasted from the 100-unit vial).  

108 



Administration 
 Avoid Pitfalls 

 Order must include route of administration 

 Documentation must include; 
 Date of service 

 Route, start/stop time for each drug/fluid 

 Can identify concurrent vs sequential 

 Signature and credentials of individual providing service 

 Include attestation statements when records are requested 

 Understand coding rules; 
 One “initial” code per day 

 Correct class of administration – Chemo vs therapeutic 

 Timing rules 
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Unsure  - ASK 
 Medicare “Ask the Contractor” calls 

 

 

 

 

 

 

 

 Provider outreach at Highmark offers; 
  “Request for Education” 
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Thank You! 
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Michelle Weiss – Weiss Oncology 
Consulting 

 
michelle@weissconsulting.org 

Questions? 


