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Go Green!

Why should you sign up to receive Healthcare Business Monthly in
digital format?

Here are some great reasons:

z

« You will save a few trees.
- You won't have to wait for issues to come in the mail.

«You can read Healthcare Business Monthly on your computer, tablet; or
other mobile device—anywhere, anytime.

- You will always know where your issues-are.

« Digital issues take up a lot less room in your home or office than paper
issues.

Go into your Profile on www.aapc.com and make the change!
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www.aapc.com/medical-coding-jobs/project-xtern/

Need Answers?

Visit our Frequently Asked Questions (FAQ) page at
www.aapc.com/master-fag.aspx.

FAQs are categorized under the following topics:

« Membership «1(D-10 Training « Project Xtern

« C(ertification Exams ~ « CEUs « Forums
- Training - (EU Vendors « Books
- |CD-10 « HEALTHCON - Practicode

Still not finding what you're looking for? Search our entire database of
articles. (http://aapc.force.com/knowledgebase).

For coding questions, please use our forums (www.aapc.com/memberarea/
forums/) or Ask an AAPC Expert service (www.aapc.com/resources/ask-an-
expert/ask-an-expert-purchase.aspx).
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CEO's Message

Soft Skills:
Credentials Are

Just the Beginning

I n an extremely complex and fast changing
industry, where additional layers of learning
can be a critical step in career growth, it’s
essential to regularly seek outand prepare for
the qualifications you’ll need for future suc-
cess. And while stackable credentials validate
the hard skills required for role candidacy,
they are only part of your career success.
The easily defined and measured abilities
you used to get to your current job aren’t
always (unfortunately) the ones you’ll need
to advance in the healthcare marketplace.

Separate Yourself as a “Great”

A decade ago, Marshall Goldsmith, in his
book What Got You Here Won't Get You
There, argued that behavioral problems, not
technical skills, separate the great from the
near great. He made a compelling case for

soft skills.

The World Economic Forum (WEF), an
international business think tank, listed 10
professional skills considered essential in
2020. They are:

* Complex problem-solving

¢ Critical thinking

e Creativity

* People management

* Coordinating with others

* Emotional intelligence

* Judgmentand decision-making

¢ Service orientation

* Negotiation

* Cognitive flexibility
Emotional intelligence and cognitive flex-

ibility are the newest entrants to the 2020
list, having just edged out quality control and

(surprisingly) active listening from the 2015
WEF top 10 list. Emotional intelligence is
the ability to recognize your emotions and
those of others, label them, and use them to
guide behavior and decisions; and cognitive
flexibility is what helps you face new and
unexpected conditions in your environment.

Hone Essential Skills

A good place to hone essential skills is your
AAPC local chapter, where interacting with
your peers and volunteering to fulfill leader-
ship roles will help you evolve, progress, and
advance. Soliciting honest feedback and
suggestions from your leaders, peers, and
subordinates at work, followed by active
efforts to improve, is also key to your future
success.

Through online personal and career de-
velopment courses, AAPC now provides
training on many of these topics, and more
are planned next year. Cost is minimal
($49), with trainings dropping to half price
after you've completed your first course,
and we're looking to bundle and make a
low-cost subscription available as another
member benefit. Look for “Professional
Development” under the educational tab
on our AAPC website or go directly to
www.aapc.com/SoftSkills.aspx.

We're also regularly delivering webinars,

publications, and other educational content
to help you; and your employer may offer
their own resources.

The bottom line? Hard skills may have got
you the job, but soft skills will ensure your
success.

Sincerely,

Bevan Erickson

AAPCCEO

We're also regularly delivering I
webinars, publications, and other educational
content to help you; and your employer
may offer their own resources.

WWW.aapc.com December 2018 7



| etters to the Editor

Please send your letters to the editor to:
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Hospicels Part A,
Not Part B

In the article “Know
the Essentials of
Hospice Billing and
Reimbursement” on
page 22 of November’s
Healthcare Business Monthly, the first sen-
tence in the article should read, “Hospice isa
Medicare Part A covered benefit most often
provided to terminally-ill patients who wish

to remain in their homes,” not Medicare
Part B.

Correction:
ciiwszetze (lobal Period
‘ ‘ Begins One Day
Prior to Major
Surgery

The article “Know the
Right Time to Append E/M Modifiers”
(October, pages 24-25) states, “Modifier 57
is used when an E/M service is rendered

within the three days preceding, or on the
same day as, a procedure with a 90-day global
period.” T have never heard of the three-day
rule. T researched the resources that were
included with the article and do not find
where a three-day rule is referenced. Would
you please let me know where this informa-
tion is found? Thank you.

Kelly J. Traver, CPC

The “three-day” statement was an error. In fact, Modifier
57 Decision for surgery may be appended when an E/M
service resulting in a decision for surgery is rendered

one day prior, or on the same day as a procedure with a
90-day global period.

This quidelineis found in the Centers for Medicare & Medicaid
Services (CMS) Global Surgery Booklet (cms.gov/Outreach-
and-Education/Medicare-Learning-Network-MLN/
MLNProducts/downloads/GloballSurgery-ICN907166.
pdf), which states:

90-day Post-operative Period (major procedures).
+ One day pre-operative included
« Day of the procedure is generally not payable as a
separate service.
« Total global period is 92 days. Count 1 day before
the day of the surgery, the day of surgery, and the
90 days immediately following the day of surgery.

Ifthe decision for surgery is made two or more days prior
to the procedure, it falls outside the global time frame
and a modifier is not required to secure reimbursement
for the E/M service.

Modifier 57 does not increase reimbursement. It allows for
separate payment within the global period, however, the
E/M will reimburse according to the level billed. Typically,
a decision for surgery warrants a higher-level E/M service.

Elizabeth Redman, CPC, COSC

a Kudos

Kudos to the Lahey Health Coding Team

Kim Oepen and the Code Book Carousel

Member

The coding team at Lahey Health deserve kudos from their manage-
ment team because they are a unique group of professionals who are
driven to constantly adapt to the changes in healthcare. The diverse
skills enable them to thrive in this fast-paced environment.

Asweend 2018, the team has started working towards a vibrant 2019
with a clear strategy to tackle any coding challenges. One of the
strategies is to review current infrastructure to be sure it will align

with 2019 coding changes.

They continue to build relationships with other stakeholders within
the organization’s revenue cycle. These relationships increase the
level of open, transparent dialogue among the key players within the
revenue cycle.

As the team faces challenging healthcare decisions in 2019, my man-
tra from my native language Igbo, a tribe in Nigeria, is “igwebuike,”
which means “united we stand.”

Oby Egbunike, CPC, COC, CPC-1, CCS-P

8 Healthcare Business Monthly

Kim Oepen,
CPC-A, donated a code book
carousel to the Charlotte,
North Carolina, local chapter.
This carousel can hold both
ICD-10 and CPT® code books
and it turns for easy access.
The Charlotte chapter is
taking raffles until the end of
the year. All proceeds will go
towards the AAPC Chapter
Hardship

Code book carousel raises money for the
Hardship Scholarship Fund.

Association’s

Scholarship Fund.

For decades the Charlotte, North Carolina, Carolina Coders have
been fortunate to have members who have volunteered their time to
the chapter and we are thankful for them all.

Elizabeth Martin, RHIT, CDIP, CPC, CPC-I, CRC



| Am AAPC @

NEHA BHARGAVA, (PCA

Icame to America in 2006 and, shortly after, enrolled

in Purdue University in the Biomedical Engineering
program. After graduation, I worked as a research associate
at the Veterans Affairs hospital in Memphis, Tennessee,
and San Francisco, California. I contributed to a research
publication while working in Mempbhis.

With a deep interest and knowledge in anatomy, physiol-
ogy, and medical devices, I researched career options in the
healthcare industry aligned with those interests. After moving
to Charlotte, North Carolina in 2016, I came to know about
the Certified Professional Coder (CPC°®) credential and as-

sociated job prospects.

I purchased AAPC’s CPC® Study Guide and practice material,
which gave me the necessary tools and flexibility for online
study at my own pace. With self-motivation and determina-
tion, I completed the practice material and was certified in my
first attempt, in only eight months.

My Chapter Helped Me Find My First Coding Job

After a few months of applying for work, I reached out to the
Charlotte, North Carolina local chapter President Elizabeth
Martin, RHIT, CDIP, CPC, CPC-I, CRC, via email,

#lamAAPC

Healthcare Business Monthly wants to know why
you chose to be a healthcare business professional.
Explain in less than 400 words why you chose your
healthcare career, how you got to where you are,
and your future career plans. Send your stories

and a digital photo of yourself to Michelle Dick
(michelle.dick@aapc.com).

introducing myself and my background. She welcomed me
to the chapter and said she looked forward to meeting me in
person at the next meeting. When I met her, I mentioned my
interest in getting a full-time job. Martin told me the chapter
provides job leads via newsletter and social media. I asked her
if she would look over my resume, and she did. After attending
several meetings, I learned of a job atalocal pathology billing
company. [ applied, interviewed, and landed my first job as a
professional coder. I love every aspect of my job.

I’'m Grateful for the Carolina Coders

Alongside my determination and hard work was a chapter
with volunteers who shared my passion and who were willing
to support me as I embarked upon my new career path. 'm
proud to be a member of the Charlotte, North Carolina, local
chapter, and ’'m very grateful for how they support members.
Attendinglocal chapter meetings provided a platform for net-
working with other professionals, keeping up with the trends,
and learn about news in the coding arena. We exchange ideas
and learn from each other. #IAMAAPC

AAPC's CPC® Study
Guide and practice
material, which gave
me the necessary
tools and flexibility
for online study at
my own pace.

WWWw.aapc.com December 2018



B AAPC Chapter Association

Implement eight unique
ways to make your chapter fun.

hen my fellow officers and I started the Plattsburg, New York,

local chapter back in 2002, the four of us were quite green. We
were excited, ready to share our ideas, earn continuing education
units (CEUs), network, and meet fellow coders. As of today, we have
over 90 members and very proud of it.

Over the years, we've learned that there are times when members
need just a bit more excitement. Sure, the education is fantastic, but
who doesn’t like to have fun and receive education at the same time?

Here are eight tried-and-true ideas thatare sure to liven up your local
chapter meetings:

1. Havea picnic. Most towns and cities have parks, beaches, or
some open area where you can meet and have a picnic. Everyone
bringa dish to share. Don’t forget the dessert and blankets.

10 Healthcare Business Monthly

By Susan O'Loughlin, CPC, CPMA, AAPC Fellow

Bored with

the Same
Old Chapter
‘Humdrum?
l‘iven It Up!

W\

L

2. Hold aseminar or a one-day workshop. There are many
speakers who will come and speak for an hour or two for little
or no cost. Depending on your education content, you may
be able to offer six CEUs for a six-hour workshop. Offer food
and time to network to make it feel more like more of a social
event.

3. Takeatour. Arrange a tour of one of the departments at your
local hospital. For example, our chapter took a tour of radiol-
ogy. We split into groups and rotated through the various
imagingareas led by a department manager. It was fascinating
to learn about MRIs, CT scans, and unusual films. We met
with a few interventional radiologists who were more than
pleased to show us their reading rooms and what they were
looking at — so interesting!

4. Bephilanthropic. Every chapter has at least one very crafty
person. Ask them to make a special craft for the chapter to
raffle off and donate the proceeds to AAPCCA’s Hardship
Scholarship Fund to help a fellow coder in need. Another
idea: Collect socks, toothpaste, combs, brushes, blankets, and
find-a-word puzzles, and donate these items to a local nursing
home or shelter.




New Chapter

5. Makelocal chapter T-shirts. Get creative and colorful,
and make sure to use the AAPC-approved logo. Wear your
T-shirts to meetings and other coding events with pride.

Susan 0’Loughlin, CPC, CPMA, AAPCFellow, hasbeenin the medical field for over 30 years
and is director of revenue cycle at University of Vermont Health Network, Champlain Valley
Physicians Hospital Medical Center. She is a 2017-2020 AAPCCA board of directors Region 2

representative and amember of the Plattsburgh, N.Y., local chapter.

6. Ask community organizations to speak at a meeting.
Ask your local American Red Cross, American Diabetes
Association, Alzheimer’s Association, etc., to speak at your

Have a costume

chapter. Other good sources include your local police depart-
ment, physicians’ office, nursing home, etc.

contest, host a

7. Getfestive with fall fun! October can be a tedious month
during elections, but next year look at it as an opportunity to
enjoy seasonal festivities. Have a costume contest, host a pot
luck dinner — just make sure someone brings the “ghoulash!”

pot luck dinner

8. HaveaDecember holiday party. Wear your ugly sweaters

and do a cookie exchange. Play fun coding games and

celebrate a successful year!

These are just some ideas thatare fun, interactive, and won’t interfere

with your education time. Best of all, you can enjoy your chapter and

truly get to know one another. You never know what opportunity
may knock at your door when you think outside of the box and have
fun while learning.

Chapter News

— just make sure
someone brings

the “ghoulash!”

By Gina Piccirilli, CPC, CPMA

PREPARE YOUR INCOMING OFFICER BOARD

lections are over! Now is the time to

prepare your incoming officer board for
the new year and ensure you're handing off
an organized local chapter. Don’t forget
to update AAPC’s website with your new
officers by Nov. 30.

It's common practice to hold a “kick-off”
meeting for the new board, which can be in
person or via a conference call. Here’s how
to hold a kick-off meeting with success:

* Discuss each position in detail.

* Havea copy of the Local Chapter
Handbook for this meeting. This
is your guide for running the
perfect local chapter. Each officer
should have access to it. If you
have a question, the answer is in

the handbook. Ifit’s not there,
send an email to your AAPC
Chapter Association (AAPCCA)

representative, so it can be added.

Tie up loose ends regarding finances.
Treasurers: This is a good time to
report earnings and walk the new
treasurer through the uploading of
financial documents.

Thank the exiting board and
introduce the incoming board to your
members.

Be enthusiastic! This is an exciting
time, as the new officers will bring

fresh ideas.
Tell the new board about all the

resources they have, like their

WWWw.aapc.com

AAPCCA regional representative and
social media pages.

* Have officers sign up for the 2019
Officer Facebook page, if they have a
Facebook account. Otherwise, they
can sign up for the AAPC Group
Facebook page.

Asalways, thank you for your volunteerism.

We appreciate everything you do. Have an
incredible year!

Gina Piccirilli, CPC, CPMA, is director of HIM at Ellenville Regional
Hospital. She also consults in documentation improvement and E/M
auditing. Sheis aRegion 2 — Atlantic AAPCCA representative and can be
reached atgina.piccirilli@aapcca.org.
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B Local Chapter Spotlight

Monica Jordan, CPC
Covington, Georgia, Local Chapter

- The December
spotlight belongs

By Gina Piccirilli, CPC, CPMA

During her term, the

to Monica Jordan,
CPC, who has been
in the medical field
since 2008. She ob-
tained her Certified
Professional Coder
(CPC®) credential
in December 2007.
Jordan has held vari-
ous positions from
payment posting to
accounts follow-up to appeals, and today works in coding
denials. She enjoys learning, helping, and sharing with other
members.

During the October 2017 elections Jordan was nominated to
be the 2018 member development officer for the Covington,
Georgia, local chapter, which boasts more than 400 members.
She felt compelled to reach out, try something new, and gain
experience.

Being a member development officer has been a confidence-
boosting experience for Jordan. “This position has helped my
normally shy self, build confidence with meeting new people,”

she said.

This is the first officer position Jordan has held, and she
loves welcoming new members into the chapter. During her
term, the Covington chapter started a back-to-school drive,
where they collected school supplies and donated them to an
elementary school in the community.

“I have a deep desire to learn,” Jordan said. “Even though I
may not absorb it at first, I just keep on until T have.” She is not
afraid of failure because she seesitasalesson learned, and these
lessons have shaped her to be the person she is today.

Jordan takes pleasure in learning all that this medical field
has to offer and is studying for her Certified Risk Adjustment
Coder (CRC) certification. nem

Gina Piccirilli, CPC, CPMA, is director of HIM at Ellenville Regional Hospital.
She also consults in documentation improvement and E/M auditing. She is a
Region 2— Atlantic AAPCCA representative and can bereached at gina.piccirilli@
aapcca.org.
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Covington chapter started
a back-to-school drive,
where they collected
school supplies and
donated themto an
elementary school in the

community.

If you are interested in becoming a Certified Professional Coder (CPC®) or a Certified Risk
Adjustment Coder (CRC™), like Monica Jordan, CPC, go to www.aapc.com/certification/
cpc/ and www.aapc.com/certification/crc/ to find out more.
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AAPCNATIONAL ADVISORY BOARD

By Vanessa L. Moldovan, CPC, CPMA, CPPM

AAPC Resources and
Support Are at Your Fingertips

Find what you're looking for at aapc.com.

goal of the National Advisory Board

(NAB) is to bring to light the extensive
resources and support AAPC offers to ensure
its members achieve career success in the
business of healthcare. Let’s discuss two
topics that many of you have discussed with
me: how to use AAPC’s website to serve your
individual needs and using AAPC’s support
network.

Go to AAP(’s Website for Resources

AAPC’s website is overflowing with infor-
mation regarding education, networking,
membership, certifications, and resources.
There isn’t a question that isn’t answered
on www.aapc.com. Some of my personal
favorites are:

e AAPC Coder (check out a free trial at:
www.aapc.com/code/);

*  Knowledge Center (www.aapc.com/blog/);

and

* Askan Expert (www.aapc.com/resources/
ask-an-expert/ask-an-expert-purchase.aspx).

I encourage you to explore the website. You
can also reach out to your regional NAB
representative(s) and request they come to
your chapter and give a demo.

Get the SupportYou Need

In my nineyearsasan AAPC member, [ have
experienced AAPC asa heartfelt, supportive,
resourceful, and innovative organization,
but I understand that everyone’s journey
with AAPC is different. It’s the gaps in any
member’s experience that the NAB would
like to close. If you are experiencing a lack of
support, need assistance with exams or job
searches, or just need encouragement, please
consider the following:

* Contact AAPC directly through the
website (the Contact Us page has
a “Chat Now” button, as shown in
figure above)

¢ Talk toyourlocal chapter officers

* Reach out to your regional NAB
representative

You can also get help with coding questions
through the Knowledge Center, Ask an
Expert, and Forums. Contact information
and details are on the AAPC website.

Reap the Rewards

I sincerely hope you take advantage of the
resources and support that AAPC offers
online. I am 100 percent certain you'll find
what you are looking for. You may even find
something like discounted movie tickets that
you didn’t know you needed.

WWWw.aapc.com

Let us know how it goes! uem

7 Vanessa L. Moldovan, CPC, CPMA, CPPM, is a
| revenue cycle expert at Medic Management, LLC. Her
focus for more than 17 years has been on education and
B the physician revenue cycle. Moldovan holds a Bachelor

of Arts degree in Healthcare Administration from
Ashford University. She has worked as arevenue cycle assessor, a revenue
cycle manager, an executive account manager, and a consultant.
Moldovanis the NAB's Region 5 representative. She has been serving as a
Des Plaines, lllinois, local chapter officer since 2013; she served as
president from 2014-2017, and is 2018 educational officer.

®

Know Who to Contactat AAPC

Not sure who at AAPC s the best person to contact

for help with your situation or need? Read the article
“Know Who Represents You and Who to Contact at AAPC,”
0n page 66.
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B ADDED EDGE

By Brenda Edwards, CPC, CDEQ, CPB, CPMA, (RC, CPG, CEMC, CMRS

TAB YOUR CODE BOOKS FOR EFFICIENCY

Make learning fun and tab up your books for easy code look-up.

|am avisual learner and a “tabber.” Tabbing CPT*, HCPCS Level 11,
and ICD-10 code books enables me to use them with the utmost ef-
ficiency. Each year, Ilook forward to receiving my new code books, so I
canstart tabbing. Tabbingisa good way to familiarize yourself with the
new year’s code and guideline changes, as well as layout changes to the
books. This tabbing system is especially helpful for locating codes while
taking an exam for a new AAPC medical coding credential, where you
can’t use an electronic code lookup tool such as AAPC Coder.

ICD-10-CM

To find a code in ICD-10-CM, begin by looking for the main term
in the Alphabetic Index. Then, verify the accuracy of the code in the
Tabular List. Your code search is not complete until you've checked
the ICD-10-CM Official Guidelines for Coding and Reporting for

any further guidance. These guidelines are in the front of your book.

Chart A: Tab your ICD-10 code book with terms you'll remember.

Areyou sold? Then read on to learn how to tab your code books.

Become Familiar with the Layout

All AAPC code books come with labeled sticky tabs. Use these color
coordinated tabs to mark sections and make your code searches more
efficient.

As an AAPC ICD-10-CM trainer during the big transition from
ICD-9-CM to ICD-10-CM, we had some catchy ways to remember
chapters. My brain is still programmed to consider each chapter with

a catchy term instead of the medical language itisassigned. The chart
we used was originally created by Donna Stewart, CPC, COC,
CPCO, CPC-P,CPMA, CPC-1, and, over the years, I've morphed it
into whatyou see in ChartA. You can use the “ICD-10-CM Catchy
Term” column to label tabs for the corresponding “ICD-10-CM
Tabular Section” column.

A00-B99 Certain Infectious and Parasitic Diseases ~ Aids, Bacteria H60-H95 Diseases of Ear and Mastoid Process Hearing
Infectious Ear

(00-D49 Neoplasms Cancer 100-199 Diseases of Circulatory System Infarction
Neoplasm Circulatory Ischemia
D50-D89 Diseases of Blood and Blood-forming Dracula J00-J99 Diseases of Respiratory System Junkinthe Lungs
Blood Organs Deficient (immune) Respiratory

£00-E89 Endocrine, Nutritional and Metabolic Endocrine K00-K94 Diseases of Digestive System Kaopectate
Endo Diseases al

F01-F99 Mental and Behavioral Disorders Flashback L00-L99 Diseases of Skinand Subcutaneous Tissue  Lesion
Mental Skin

600-6G99 Diseases of Nervous System “Gittery” M00-M99 Diseases of Musculoskeletal Systemand ~ Muscles
Nervous Gravis (Myasthenia) Musculoskeletal  Connective Tissue

HOO0-H59 Diseases of Eye and Adnexa Hordeolum NOO-N99 Diseases of Genitourinary System Nephrology
Eye/Adnexa aU
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Tabbing

000-0% Pregnancy, Childbirth and the Puerperium OB 5S00-T88 Injury, Poisoning and Other Consequences ~ Sprain
OB/GYN Injuries of External Causes Trauma
P05-P96 Certain Conditions Originating in the Perinatal V00-V99 Accidents Vehicles
Newborn Perinatal Period WO00-W99 Falls, Exposure, Drowning Whoops
Q00-Q99 Congenital Malformations, Deformations  Quirky X00-Y90 Explosive, Assault Exit Wounds
Congenital and Chromosomal Abnormalities Y92-Y99 Placeand Actvty Why
R00-R99 Symptoms, Signs and Abnormal Clinical ~ Rash Activity Where
Signs & Symptoms  and Laboratory Findings 100799 VCodes TistheNewV

CPT®

When the coding world began, there were no classes or certification
exams. Like many others, I taught myself how to maneuver code
books. It’s much easier to find codes by going directly to the organ
system within each code book. It’s beneficial because you become
extremely familiar with your books.

Chart B: Use tabs to identify more than just sections.

Asshown in Chart B, you can tab your CPT* code book by sections,
and then break it down even further to include the code range, organ
system, and the most common corresponding ICD-10-CM chapters.
(Please keep in mind that the ICD-10-CM column is notall-inclusive
and is justa place to start.)

9921199499 E/M Services All chapters 90281-90756 Vaccinations/Immunizations 7
00100—01999 Anesthesia All chapters 90785—90899 Psychiatry Fl
1002119499 Skin L, MR,S-T,Z 90935—-90999 Dialysis N
20005—-29999 Musculoskeletal M,S-T,Z 9101091299 al K
3000032999 Respiratory JPQRZ 9200292499 Eyes H
33010-37799 (ardiovascular ,0,PQ,R Z 9250292700 Ears H
4049049999 @l K 92920—93998 Cardiovascular |
50010—58399 aU N,0,P.Q 9400295199 Respiratory/Allergy J
54000—55899 Male GU N.PQ 9524995251 Endocrine E
5640558999 Female GU N,0,PQ 95782-96020 Neurology G
6100064999 Nervous G,HM,0,PQR, Z 96360 —96549 Injection/Admins All chapters
6509168899 Eyes HLRZ 96567 —96999 Skin A-B,GD,H,L,M,P.Q,RS-T.Z
6900069979 Ears HLRZ 97161-98962 PT/0T/Wound/Chiro ELMQRSTZ
70010—79999 Radiology All chapters 98960 —99199 Misc. (may not be paid) All chapters
80047 - 89398 Pathand Lab All chapters 99500—99607 Home Services/Med Mgmt. All chapters
Enter Other REALMS Chart C: Use REALMS torememberwhich modifiersare applicable towhich sections.

Another tidbit for customizing your CPT® code book is to use
“REALMS” on the inside cover and in the modifier appendix. The
information is already in your book, but we all know how “test day”
can make us forget the simplest things! Chart C s just another quick
reference: My descriptions are abbreviated compared to what you will
find inside the cover.

KEY:R—Radiology, E— E/M, A-Anesthesia, L — Lab, M — Medicine, S - Surgery

Modifier Description REALMS
22 Increased procedure S
23 Unusual anesthesia S
24 Unrelated E/M service same provider during post-op E
25 Significant, separately identifiable /M same ‘
provider, same day of procedure/service
WWW.aapc.com December 2018 15



Tabbing

Modifier Description REALMS Modifier Description REALMS
26 Professional component R M 66 Surgical team S
32 Mandatesservice E 76 Repeat procedure/service by same provider R L
33 Preventive service E 77 Repeat procedure/service by another provider R L
47 Anesthesia by surgeon S 78 Unplanned return to OR by same provider in post-op S
50 Bilateral procedure R M S 79 Unrelated procedure S
51 Multiple procedures S 80 Assistant surgeon S
52 Reduced services R M S 81 Minimum assistant surgeon S
53 Discontinued services R S 82 Assistant surgeon (qualified resident not available) S
54 Surgical care only S 90 Reference (outside) lab L
55 Postop management only S 91 Repeat clinical diagnostic lab test L
56 Preop managementonly S 92 Alternative lab platform testing L
57 Decision for surgery E 95 Synchronous telemedicine service via real-time E M
58 Stage/related procedure by same provider in post-op S 9% Habilitative services E M
59 Distinct procedural service R MS 97 Rehabilitative services E M
62 Two surgeons S 99 Multiple modifiers REALMS
63 Procedure oninfantless than 4 kg S

HCPCS Level

Consider HCPCS Level II the catchall of what you don’t find in
CPT*. HCPCS Level II codes are usually used with the main proce-
dure code set, but also may be used independently. If you don’t spend
much time in your HCPCS Level II code book, that’s all the more
reason to become familiar with the layout of each chapter. Use Chart
D to help you tab your book.

ChartD: Use tabs to help you rememberwhat s included in each section.

Alpha Code Included

Ambulance
A Supplies
Administrative
B Enteral/Parenteral therapy
C OPPS
E DME (have to be reusable)

Customize Your Learning

There is not a one-size-fits-all approach to learning the layout of your
code books. Evaluate your learning style and do what makes the most
Sense to you. HBM

@eed Code Books?

For all your 2019 medical code book needs, go to AAPC's online bookstore,
where you can buy them individually or in bundled package deals

(www.aapc.com/medical-coding-books/).
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Procedures/Professional services

Alcohol/Drug abuse treatment

Drugs (notadmin codes)
DME (MACdiscretion)
Orthotics/Prosthetics

Medical services
Pathand lab

Temporary

Diagnosticradiology

Temporary (non-Medicare)
Medicaid

Visionand hearing

| |lv|[m|lo|Z|([==|r ||— ||

Brenda Edwards, CPC, CDEO, CPB, CPMA, CRC, CPC-I, CEMC, CMRS, has more than 30
years' experience in chart auditing, coding and billing, education, consulting, practice
management, and compliance. She has worked closely with practices, providers, and residency
programs to ensure documentation is compliant and accurate. Edwards is an avid writer with a
humorous and engaging presentation style at AAPC conferences and local chapter meetings.
She is also a webinar presenter. Edwards served on the AAPC Chapter Association (AAPCCA) board of directors
from 2010-2014 and held office as chair. She continues to advocate for the AAPCCA Hardship Scholarship
Program. Edwards is passionate about mentoring, is co-founder of the Northeast Kansas (NEKAAPC) chapter, and
has served many officer positions
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By John Verhovshek, MA, CPC

CMS Revises E/M Policy,

PROMISES MORE CHANGES

CMS stirs the pot with a final rule to follow through on E/M changes.

arlier this year, the Centers for Medicare &

Medicaid Services (CMS) caused a stir by
proposing radical changes to the documenta-
tion requirements, coding conventions, and
payment of new and established outpatient
evaluation and management (E/M) services.
With the Nov. 1 release of the Medicare
Physician Fee Schedule (MPES) final rule for
calendar year 2019, CMS has shown it will
follow through with many of its proposed
changes — albeit over a three-year period.

Proposed Changes

CMS’ 2019 MPES proposed rule, published
in the July 27 Federal Register, outlined three
primary, proposed changes relative to office/
outpatient visit CPT® codes 99201-99215.

Proposal 1: Simplify the history and exam
documentation requirements for estab-

18 Healthcare Business Monthly

lished patients, “such that, for both of these
key components, practitioners would only
be required to focus their documentation
on what has changed since the last visit or
on pertinent items that have not changed.”
For both new and established patients,
“practitioners would no longer be required
to re-enter information in the medical
record regarding the chief complaint and
history thatare already entered by ancillary
staff or the beneficiary. The practitioner
could simply indicate in the medical re-
cord that they reviewed and verified this
information.”

Proposal 2: Eliminate the history and exam
from consideration when choosing an E/M
service level. Medical decision-making
(MDM) would stand as the sole determinant
of E/M service level (except when counsel-
ing or coordination of care dominated the

visit, in which case time could be used as
the primary component to select an E/M
service level).

Proposal 3: Providers would receive a flat fee
of $135 forall level 2-5 new patient visits, and
a flat fee of $93 for all level 2-5 established

patient visits.

The proposed rule contains additional sug-
gested changes to include reduced documen-
tation requirements for home visits, reduced
reimbursement for E/M services provided on
the same day as a procedure, and the creation
of add-on G codes to be reported by primary
care physicians and certain specialists to
compensate for the inherent complexities of
specified E/M visits.

In total, CMS argued that reduced adminis-
trative burden associated with less stringent
documentation requirements would offset

I Coding/Billing
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E/M Changes

any potential loss in reimbursement from
the rate changes.

Finalized Changes

As outlined in the 2019 MPES final rule,
for2019 and 2020 CMS will follow existing
coding guidelines and payment structures
forall E/M services. That means you should
continue to use either the 1995 or 1997
Documentation Guidelines for Evaluation
and Management Services when assigning
E/M service levels. There will be no change
in how the history and MDM components
will be treated when selecting an E/M
service level. And Medicare will continue
to pay varying amounts for different E/M
service levels (i.e., there will be no “single”
E/M payment, as previously proposed).

CMS will follow through with a number
of important E/M changes in 2019, per the
CMS Newsroom fact sheet “Final Policy,
Payment, and Quality Provisions Changes
to the Medicare Physician Fee Schedule for
Calendar Year 2019:”

* Elimination of the requirement to
document the medical necessity of a
home visit in lieu of an office visit;

* Forestablished patient office/
outpatient visits, when relevant
information is already contained in
the medical record, practitioners may
choose to focus their documentation
on what has changed since the last
visit, or on pertinent items that
have not changed, and need not
re-record the defined list of required
elements if there is evidence that the
practitioner reviewed the previous
information and updated it as needed.
Practitioners should still review
prior data, update as necessary, and
indicate in the medical record that
they have done so;

¢ For newand established patients,
E/M office/outpatient visits,
practitioners need not re-enter in
the medical record information on
the patient’s chief complaint and
history that has already been entered
by ancillary staff or the patient. The
practitioner may simply indicate in

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

the medical record that they reviewed
and verified this information; and

* Removal of potentially duplicative
requirements for notations in medical
records that may have previously
been included in the medical records
by residents or other members of the
medical team for E/M visits furnished
by teaching physicians.

Looking Ahead

The 2019 MPES final rule lays out further
changes to E/M policies that CMS will
finalize beginning in 2021. These include:

* Asingle payment rate for E/M
office/outpatient visit levels 2-4 for
established and new patients. Level
5 visits will continue to be paid ata

higher rate.

¢ Elimination of the history and
exam as required components when
selecting a service level for E/M
office/outpatient visits, levels 2-5.
Physicians who wish to do so could
continue to use the current 1995 or
1997 E/M documentation guidelines.

¢ More flexibility in how E/M office/
outpatient levels 2-5 visits are
documented. Per CMS, “... when
using MDM or current framework to
document the visit, we will ... apply a
minimum supporting documentation
standard associated with level 2 visits.
For these cases, Medicare would
require information to support a level
2 E/M office/outpatient visit code
for history, exam and/or medical
decision-making.”

* Iftime s the controlling component
when selecting an E/M service
level, providers will be required to
document the medical necessity of
the visitand that the billing provider
personally spent the required time
face-to-face with the patient.

¢ Implementation of add-on codes
for use with level 2-4 E/M office/
outpatient visits to describe additional
resources inherent to primary care
and certain specialized medical care
visits.

WWWw.aapc.com

* Adoption of a new “extended visit”
add-on code to use with level 2-4
E/M office/outpatient visits to
account for additional resources when
practitioners spend extended time
with a patient.

Although implementation of these steps is
assumed, CMS “intends to engage in further
discussions with the public to potentially
further refine the policies for CY 2021.”

Off the Table

The final rule lays to rest several propos-
als that CMS says it will not adopt. These
include reduced payment when an E/M
office/outpatient visit is furnished on the
same day as a procedure and separate codes
and payment for podiatric E/M visits.

AAPCWill Bring You More

The 2019 MPES final rule was released as
this issue of Healthcare Business Monthly
was going to press. Keep an eye on future
issues, as wellas AAPC’s Knowledge Center
(www.aapc.com/blog/) for more informa-
tion about the final rule, including further
details about new policies regarding new
and established patient office/outpatient
visit codes 99201-99215. uem

John Verhovshek, MA, CPC, is managing editor at AAPC and a
memberof the Hendersonville-Asheville, N.C., local chapter.

Resources

Medicare Program; Revisions to Payment Policies under the
Physician Fee Schedule and Other Revisions to Part B for CY
2019 at: https://s3.amazonaws.com/public-inspection.
federalregister.gov/2018-24170.pdf

(MS Newsroom, Fact Sheet, “Final Policy, Payment, and
Quality Provisions Changes to the Medicare Physician

Fee Schedule for Calendar Year 2019 at: www.cms.gov/
newsroom/fact-sheets/final-policy-payment-and-quality-
provisions-changes-medicare-physician-fee-schedule-
calendar-year

1995 or 1997 Documentation Guidelines for Evaluation and

Management Services:

« www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNEdWebGuide/
Downloads/95Docguidelines.pdf

« www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNEdWebGuide/
Downloads/97Docguidelines.pdf
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Review the
2019 1CD-10-CM
(ode Changes

n addition to updated guidelines sum-

marized in November’s Healthcare Business
Monthly (“Change Is Here: Review the 2019
ICD-10-CM Guideline Updates,” pages
32-36) the 2019 ICD-10-CM code book
gains 279 new codes, revises 143 codes, and
deletes 51 codes. To help you prepare for the
yearahead, here’sa quick, chapter-by-chapter
rundown of the notable changes.

Chapters with No Changes

There are no changes in Chapter 1: Certain
Infectious and Parasitic Diseases (A00-B99),
Chapter 3: Diseases of the Blood and Blood-
forming Organs and Certain Disorders
Involving the Immune Mechanism
(D50-D89), and Chapter 8 Diseases of
the Ear and Mastoid Process (H60-H95).
Chapter 10: Diseases of the Respiratory
System (J00-J99) has one minor revision to
correct formatting.

Chapter 2: Neoplasms (C00-D49)
There are 45 codes added to describe neo-

plasm sites of the right or left, upper or lower
eyelids. As a result, 19 less-specific codes are

deleted.

20 Healthcare Business Monthly

By Amy C. Pritchett, BSHA, CPC, CPMA, (PG, CEDO, CANPC, CASCC, CEDC, CRC, ICDCT-CM/PCS, (CS

CHANGE IS HERE

.

Chapter 4: Endocrine, Nutritional
and MetabolicDiseases (E00-E89)
Six codes are added:

£72.81
E72.89
E75.26

Disorders of gamma aminobutyric acid metabolism
Otherspecified disorders of amino-acid metabolism

Sulfatase deficiency

E78.41  Elevated Lipoprotein (a)
E78.49  Otherhyperlipidemia
E88.02  Plasminogen deficiency

Two codes are deleted: E72.8 and E78.4.

Code E67.1 was revised to correct the
spelling of “hypercarotenemia” and E72.53
(hyperoxaluria) now specifies “primary.”

There are 45 codes
added to describe
neoplasm sitesincluding
right and left, upper and
lower eyelids.

Chapter 5: Mental, Behavioral and
Neurodevelopment Disorders (FO1-F99)

Five codes are added:

F12.23  (annabisdependence with withdrawal
F12.93  Cannabis use, unspecified with withdrawal
F53.0 Postpartum depression

F53.1 Puerperal psychosis

F68.A  Factitiousdisorderimposed onanother

Code F53 is deleted and F68.10-F68.13 are
revised to indicate factitious disorder imposed
onself... (new text is underlined).

Chapter 6: Diseases of
the Nervous System (G00-G99)

Four codes are added in the G51.31-G51.39
range for right, left, bilateral, and unspecified
clonic hemifacial spasm and four codes added
in the G71.00- G71.09 range describe zhe
types of muscular dystrophy.

The less-specific codes are deleted: G51.3
and G71.0.
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Chapter 7: Diseases of
the Eye and Adnexa (H00-H59)

A total of 42 new codes are added to include
the addition of upper and lower eyelids.

Chapter 9: Diseases of
the Circulatory System (100-199)

Four codes are added:

163.81  Other cerebral infarction due to occlusion or stenosis of
small artery

163.89  Other cerebralinfarction

167.850  Cerebral autosomal dominant arteriopathy with subcorti-
calinfarctsand leukoencephalopathy

167.858  Otherhereditary cerebrovascular disease

Code 163.8 is deleted, and four cerebral
infarction codes are revised: 163.219 and
163.239 change “arteries” to “artery” and the
word “due” is added to 163.333 and 163.343.

Chapter 11: Diseases of
the Digestive System (K00-K95)

There are 15 new codes:

K35.20  Acute appendicitis with generalized peritonitis, without
abscess

K35.21  Acute appendicitis with generalized peritonitis, with
abscess

K35.30  Acute appendicitis with localized peritonitis, without
perforation organgrene

K35.31  Acuteappendicitis withlocalized peritonitisand gangrene,
without perforation

K35.32  Acuteappendicitis with perforation and localized peritoni-
tis, without abscess

K35.33  Acuteappendicitis with perforation and localized peritoni-
tis, with abscess

K35.890 Otheracute appendicitis without perforation or gangrene

K35.891 Other acute appendicitis without perforation, with
gangrene

K61.31  Horseshoe abscess

K61.39  Otherischiorectal abscess

K61.5 Supralevatorabscess

K82.A1  Gangrene of gallbladder in cholecystitis

K82.A2  Perforation of gallbladder in cholecystitis

K83.01  Primarysclerosing cholangitis

K83.09  Other cholangitis

Five less-specific codes are deleted as a result
of these new codes, which offer improved
specificity of acute appendicitis, ischiorectal
abscess, and cholangitis.

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

Chapter 12: Diseases of the Skin
and Subcutaneous Tissue (L00-L99)

There are three revised codes (new text is
underlined):

198.495  Non-pressure chronic ulcer of skin or other sites with

muscle involvement without evidence of necrosis

198.496  Non-pressure chronic ulcer of skin of other sites with bone

involvement without evidence of necrosis

198.498  Non-pressure chronic ulcer of skin of other sites with other

specified severity

Chapter 13: Diseases of the
Musculoskeletal System and
Connective Tissue (M00-M99)

Four codes are added:

M79.10  Myalgia, unspecified site

M79.11  Myalgia of mastication muscle

M79.12  Myalgia of auxiliary muscles, head and neck
M79.18  Myalgia, other site

Less specific code M79.1 Myalgia is deleted.

Chapter 14: Diseases of the
Genitourinary System (N00-N99)
Seventeen codes are added:

N35.016
N35.116

Post-traumatic urethral stricture, male, overlapping sites

Post infective urethral stricture, not elsewhere classified,
male, overlapping sites

N35.811
N35.812
N35.813
N35.814

Other urethral stricture, male, meatal
Otherurethral bulbous stricture, male
Other membranous urethral stricture, male

Other anterior urethral stricture, male, anterior

Five less-specific

codes are deleted as

a result of these new
codes, which offer
improved specificity

of acute appendicitis,
ischiorectal abscess, and
cholangitis.

WWWw.aapc.com

N35.816
N35.819
N35.82

N35.911
N35.912
N35.913
N35.914
N35.916
N35.919
N35.92

N99.116

QOther urethral stricture, male, overlapping sites
Other urethral stricture, male, unspecified site

Other urethral stricture, female

Unspecified urethral stricture, male, meatal
Unspecified bulbous urethral stricture, male
Unspecified membranous urethral stricture, male
Unspecified anterior urethral stricture, male
Unspecified urethral stricture, male, overlapping sites
Unspecified urethral stricture, male, unspecified site
Unspecified urethral stricture, female

Postprocedural urethral stricture, male, overlappingsites

With the addition of these more specific
codes, N35.8 and N35.9 are deleted.

Chapter 15: Pregnancy, Childbirth

and the Puerperium 000-094)

Codes are added in the ranges
030.131-030.139  Triplet pregnancy,
trichorionic/triamniotic, (first, second,
third and wunspecified trimester) and
030.231-030.239 Quadruplet pregnancy
(first, second, third and unspecified trimester).

Other new codes include:

086.00 Infection of obstetric surgical wound, unspecified

086.01 Infection of obstetric surgical wound, superficial incisional
site

086.02 Infection of obstetric surgical wound, deep incisional site

086.03  Infection of obstetricsurgical wound, organ or space site

086.04  Sepsisfollowingan obstetrical procedure

086.09 Infection of obstetric wound, othersurgical site

The less-specific code 086.0 is deleted.

Chapter 16: Certain
Conditions Originating in
the Perinatal Period (P00-P96)

There are 25 new codes involving newborn
complications related to maternal drug use,
metabolic disorders in the newborn, and
newborns affected by the Zika virus:

P02.70  Newborn affected by fetal inflammatory

response syndrome
P02.78  Newborn affected by other conditions
from chorioamnionitis
P04.11  Newborn affected by maternal
antineoplastic chemotherapy
P04.12  Newborn affected by maternal cytotoxic drugs
P04.13  Newborn affected by maternal use of anticonvulsants
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P04.14  Newborn affected by maternal use of opiates

P04.15  Newborn affected by maternal use of antidepressants

P04.16  Newborn affected by maternal use of amphetamines

P04.17  Newborn affected by maternal use of sedative-hypnotics

P04.18  Newbornaffected by maternal other maternal medication

P04.19  Newborn affected by maternal use of unspecified
medication

P04.40  Newbornaffected by maternal use of unspecified drugs of
addiction

P04.42  Newborn affected by maternal use of hallucinogens

P04.81  Newborn affected by maternal use of cannabis

P04.89  Newborn affected by other maternal noxious substances

P35.4  Congenital Zikavirus disease

P74.21  Hypernatremiaof newborn

P74.22  Hyponatremia ofnewborn

P74.31  Hyperkalemia of newborn

P74.41  Alkalosis of newborn

P74.421 Hyperchloremia of newborn

P74.422  Hypochloremia ofnewborn

P74.49  Othertransitory electrolyte disturbance of newborn

The less-specific codes for these conditions
are deleted: P02.7, P04.1, P04.8, P74.2,
P74.3,and P74.4.

Chapter 17: Congenital
Malformations, Deformations and
Chromosomal Abnormalities (Q00-Q99)

Seven codes are added:

051.20  Otherdoubling of uterus, unspecified
Q51.21  Othercomplete doubling of uterus
Q51.22  Otherpartial doubling of uterus
Q51.28  Otherdoubling of uterus, other specified
Q93.51  Angelmansyndrome

Q93.59  Otherdeletions of part of a chromosome
Q93.82  Williamssyndrome

Two less-specific codes are deleted: Q51.2
and Q93.5.

Chapter 18: Symptoms,

Signs, and Abnormal Clinical and
Laboratory Findings, NEC(R00-R99)
There are 10 codes are added:

R82.991
R82.992
R82.993
R82.994

Hypocitraturia
Hyperoxaluria
Hyperuricosuria

Hypercalciuria
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R82.998 Otherabnormalfindingsin urine

R93.811  Abnormalradiologic findings on diagnostic imaging right
testicle

R93.812  Abnormalradiologicfindings ondiagnosticimaging of left
testicle

R93.813  Abnormal radiologic findings on diagnostic imaging of
testicles, bilateral

R93.819 Abnormal radiologic findings on diagnostic imaging of
unspecified testicle

R93.89  Abnormalfindingsondiagnosticimaging of other specified

body structures

The two less-specific codes for these condi-
tions are deleted: R82.99 and R93.8.

Five codes in the range of
R40.2330-R40.2334 (coma scale) are
revised to correct the omission of the word
“flexion” in the descriptors.

Chapter 19: Injury, Poisoning,
and Certain Other Consequences
of External Causes (S00-T88)

A total of 54 codes are added, to include:
* T43.641-T43.644 - Poisoning by

ecstasy (accidental, intentional,
assault, undetermined) (initial,
subsequent, sequela)

e T74.51X-T766.2X - Adult, child
forced sexual exploitation/labor
exploitation (confirmed) (suspected)
(initial, subsequent, sequela)

e T81.40X-T81.43X - Infections
following a procedure (initial,
subsequent, sequela)

o T81.44X-T81.49X - Sepsis following a
procedure (initial, subsequent, sequela)
Three codes representing infection fol-
lowing a procedure (initial, subsequent,
sequela) are deleted: T81.4XXA-S.
There are 87 revised codes: Many of the
revisions result from the replacement of
“medial” with “middle” in the fractures
of the phalanx in subcategory codes

S62.626A-S62.659S.

Chapter 20: External
Causes of Morbidity (V00-Y99)
Assingle code is added:

Y07.6 Multiple perpetrators of maltreatment and

neglect

Chapter 21: Factors Influencing
Health Status and Contact with
Health Services (Z00-299)

Seventeen new codes are added:

204.81  Encounter for examination and observation of victim
following forced sexual exploitation

204.82  Encounter for examination and observation of victim
following forced labor exploitation

204.89  Encounter for examination and observation for other
specified reasons

213.30  Encounterforscreening examination for mental healthand
behavioral disorders, unspecified

213.31  Encounterforscreening for depression

213.32  Encounterforscreening for maternal depression

213.39  Encounter for screening for other mental health and

behavioral disorders
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ICD-10-CM

213.40  Encounter for unspecified developmental dela H 1
p p y for any addendums or errata to the new Five COdeS in the range
213.41  Encounterforautism screening codes that may follow.
71342 Encounter for screening for global developmental delays i If you haven’t purchased an ICD-10-CM Of R40.2330-R40.2334
(milestones) code book or updated your encoder sub-
213.49  Encounterforscreening for other developmental delays scription, do so now. Not only were these (Coma Scale) are rEVISGd P
720.821 Contact with and (suspected) exposureto Zika virus codes changed, but there were changed to h L. 8
228.83  Immunization not carried out due to unavailability of guldellnes, codmg instructions, indexes, to CorreCt t € omission —
vaccine and other elements of the code set. nem g
" . 7
| . of the word “flexion” in [N
262.813 Ere]rlrlsdohnoa;dhlstory of forced labor or sexual exploitation in Amy C. Pritchett, BSHA, CPC, CPMA, CPC-l, (o =]
i —
CEDO, CANPC, CASCC, CEDC, CRC, ICDCT-CM/PCS H
’ ’ ’ ’ ’ ’ F
183.430 Family history of elevated lipoprotein(a) (CS, has been a coder for over 25 years, most recently th € d escri pto I's. -
283.438  Family history of other disorder of lipoprotein metabolism gt Change Healthcare a5 the faclty coding services =
and otherlipidemia line manager. She owned and operated Gulf Coast HIM [y}
Solutions and now shares her expertise in publications and as a lecturer
791.42  Personalhistory of forced labor or sexual exploitation at conferences such as HEALTHCON and Coding-Con for The Coding
. Institute. Pritchettis a member of the Mobile, Ala., local chapter, where
Two less—speclfic codes are deleted: Z04.8 she has served as president, vice president, member development, and
and Z13 4. education officer.
Stay up to date on the newest code set
changes for 2019 by monitoring the AAPC
Knowledge Center at www.aapc.com, the
Centers for Medicare & Medicaid Services
(CMS), and American Hospital Association
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" CODING/BILLING

By Stephanie A. Thebarge, CPC, CEMC, CHONC, CPPM

*Get to Know i

the Nuancesiof

~ Skilled Nursrng}F‘ae |iltyi'-
Consolidated Iﬂﬂﬂﬂ[m

i
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-
f you don’t work in a skilled nursing facility (SNF), you may not ¢ SNF residents are patients admitted to a Medicare-
understand how SNF consolidated billing (CB) affects you. The participating SNF.

way you answer the following two questions may help you to see the  There are strice requirements for SNF coverage. The patient must:
connection: I g
* Beeligible for Medicare Part A;

* Haveyou ever had a Medicare patient come to your office from Require daily skilled services;

a nursing facility?
¢ Have had at least three consecutive days of inpatient hospital

¢ Have you ever had Medicare recoup their payment due to . . .
Y b pay care for a related illness or injury; and

patient residing in a SNF? Be admitted to the SNF withi d Fhosital disch
If you answered yes to either question, you need to know about SNF cadmittedio the within 30 days ofhospital discharge.

consolidated billing, Nursing homes can have skilled care within their establishment; and
patients can be residents ofa nursing home, but not require skilled care.
Re(ognize Skilled Care Years ago, SNFs had the option to furnish the services or transport

the patient to a physician for care. This “outsourcing” method created

Before delving into Medicare billi les and j , let id
elore Ce VI tnte Viedicare bl TIng rues and Jargon, ‘et's consider several billing and liability issues, including duplicate billing.

what a SNF is and how it differs from a nursing home. For example:
In the Balanced Budget Act of 1997, Congress mandated that pay-

ment for the majority of services provided to beneficiaries in a
Medicare-covered SNF be included in a bundled prospective pay-
ment made through the Part A Medicare Administrative Contractor

o Skilled care is provided by nurses, licensed practical nurses,
physical therapists, occupational therapists, speech-language
pathologists, and audiologists; and

24 Healthcare Business Monthly M Coding/Billing Auditing/Compliance I Practice Management



Years ago, SNFs had the option to furnish the services or transport

the patient to a physician for care. This “outsourcing” method

created several billing and liability issues, including duplicate billing.

(MAC). A Part A-covered SNF stay covers a patient’s medical
services and room and board; a Part B non-covered SNF stay (when
Part A benefits are exhausted) does not cover a patient’s room and
board, but does cover certain medical services, if provided and
medically necessary.

Payment for the majority of services to patients in a Medicare-
covered Part A SNF stay, including most services provided by
entities other than the SNF, are included in a bundled prospective
payment through a MAC to the SNF. The SNF must bill these
bundled services to the MAC in a consolidated bill. For services
subject to CB and provided by entities other than the SNF, the
entity looks to the SNF for payment, and cannot (legally) bill
Medicare separately for those services.

Know How SNF Patients Affect Your Billing

SNFs bill Part A. You bill Part B. Are your services bundled with
theirs?

The answer is: Yes.

Example: Medicare patient Peggy is admitted to the hospital for a
hip fracture. She is unable to go home and perform daily functions
after her inpatient stay at the hospital, so she needs to be admitted
to a SNF for rehabilitation. Peggy is being treated for her breast
cancer by her primary oncologist. The SNF transports Peggy to the
oncologist for treatment. The oncologist reviews labs and decides to
proceed with the recommended treatment.

In this scenario, Peggy needs to be seen by her oncologist, but she is
also covered under a Part A SNF stay. If her oncologist were to bill
Medicare, any charges that are subject to SNF CB rules would be
denied.

Know What to Bill and What Not to Bill

Here’s the good news: There is a list of services that are billable
through Medicare Part B even for patients covered under a Part A
SNF stay. There are four files located on the Annual Part B MAC
Update webpage:

* File1-Part A Stay - Physician Services

* File2 - Part A Stay - Professional Components of Services to
be Submitted with a 26 Modifier

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

* File 3 - Part A Stay - Ambulance
* File4 - Part B Stay Only - Therapy Services
Each file provides a listing of CPT® and HCPCS Level II codes

updated annually (make sure to verify the year against the
date of service). The services represented by these codes are not
subject to SNF CB for Medicare beneficiaries in a SNF Part
A-covered stay and should instead be submitted to the Part B
MAC for payment consideration. Ifa code is not on the list, it’s not

billable.

In our example, best practice would be to coordinate the care
with the SNF prior to the patient coming into the office. Usually,
the SNF arranges the appointment with the nurse; if the nurse
communicates this to your billing department, you may be able to
save time and money.

If your front desk staff notifies the billing department when
a patient is transported from a SNF, then someone could call
to verify SNF coverage. If you are aware the patient is in a Part
A-covered SNF, then alert the SNF about the charges the patient
(like Peggy) will incur. The SNF appreciates the right to refuse to
have the oncologist treat the patient, and instead may wish that
labs and smaller injectables be performed at their facility. If the
SNF verbally agrees to the expense, you may bill the charges to
the SNF.

When billing a SNF, use a form letter (see the link to a sample form
letter in the Resources section) stating that your practice has been
advised that “Peggy” was a patient at the facility at the time services
were rendered by your practice, and that you wish to bill the facility
for the services on the enclosed claim(s), in accordance with the
SNF CB Prospective Payment System. Adjust all the codes to the
Medicare allowable rate, so the facility is aware of the amount it
needs to render to your practice.

Bill the Part B-covered services as usual and bill the SNF Part A
services on a CMS-1450 (UB-04).

To provide further understanding, let’s recap Peggy’s scenario:

1. Peggy checks in with Mary at the front desk. Peggy was
transported by the SNF and has paperwork from them,
indicating she is in a Medicare Part A SNF stay. Mary alerts
billing of Peggy’s arrival and skilled care status.

WWW.aapc.com December 2018



SNF

2. Peggy is due for labs, chemotherapy, and hydration today. 4. You bill the SNF for the services included under CB rules
Billing calls the SNF to address the plan of care of the and receive payment in a timely fashion.
patientand to notify the administration of services provided
under the CB rules. Consider Every Option

3. The SNF agrees Peggy must have her chemotherapy and What if you didn’t know the patient was in a SNF? Perhaps Peggy
accepts the terms of the treatment and payment for services  was transported by her daughter and no one at the SNF was alerted.
included in CB.

Unfortunately, this is a common scenario, and one of two things

could happen:

1. Medicare could deny the charges. On your remittance
advice, you will see Remittance Advice Remark Code
(RARC) CO-109: Claim not covered by this payer/contractor.
You must send the claim to the correct payer/contractor with
Claim Adjustment Reason Code (CARC) N538: The facility
is responsible for payment to outside providers who furnish these
services/supplies/drugs to its patients/residents. You will have
to bill the SNF for the services rendered, and hope they pay

without a verbal agreement.
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2. Medicare could recoup the money from the physician’s
office once they have received a bill from the SNF and it’s
posted to the Common Working File (CWF). This would

Get the Latest Healthcare Updates with
AAPC Webinars

GROUP | INDIVIDUAL | SINGLE

SUBSCRIPTION SUBSCRIPTION EVENT

EDUCATION ¢ CEUs < UPDATES

@AAPC See our upcoming webinars at aapc.com/webinars
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SNF

trigger a review by your account receivables (A/R) staff to
find out why Medicare is recouping payments and possibly
bill those services included in CB to the SNF.

Remember when billing Part B services provided to a Part A SNF
patient to:

¢ Verify whether the Medicare beneficiary’s residence is a
home, nursing home, or an SNF.

e Work with the staff of the SNF to verify patient information
(Part A stay?) and establish an agreement that outlines
payment.

* Make billing staff aware of the excluded and included
services for the SNF CB.
e Watch your remittance advice for denials or recoupments.

Hopefully, you can avoid delays in payment, costly recoupments,
and unpaid claims related to CB. The No. 1 thing you need to
remember is to communicate — within your practice, with your
patient, and most importantly with the SNF. uem

Chapter News

Stephanie Thebarge, CPC, CEMC, CHONC, CPPM, is the compliance manager for New
England Cancer Specialists in Southern Maine. She has more than 18 years of experience in
™ healthcare, working in oncology coding, evaluation and management auditing, and revenue
cycle management. She manages the Accounts Receivable team at NECS. Thebarge is the
owner of Seacoast Health Compliance Consultation, LLC, auditing and educating physician
practices. She serves on AAPC's National Advisory Board, representing Northeast Region 1
and 2018 education officer for Portland, Maine, local chapter.
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Consolidated Billing Claims Processing Instructions:
www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/Downloads/flowchart.pdf

Medicare Learning Network, SNF Billing Reference booklet: www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-LN/MLNProducts/MLN-Publications-Items/
(MS1244978 html?DLPage=1&DLEntries=10&DLFilter=snf&DLSort=0&DLSortDir=descending
SNF Consolidated Billing at CMS.gov:
www.cms.gov/Medicare/Billing/SNFConsolidatedBilling/index.html

Annual Part B MAC Update:
www.cms.gov/Medicare/Billing/SNFConsolidatedBilling/2018-Part-B-MAC-Update.html

Refer to the CMS web page “Best Practices Guidelines,” for sample forms:
www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/BestPractices.html

MLN Booklet, SNF Billing Reference: www.cms.gov/Outreach-and-Education/Medicare-
Learning-Network-MLN/MLNProducts/Downloads/SNFSpellllinesschrt.pdf

By Marti Johnson

“MY AAPC” APP MAKES IT EASY

Memberahip OR Code

N

T0 GET CEUS AT CHAPTER MEETINGS s

Your chapter officers hope you'll be joining them at the next
chapter meeting and are excited to see you for several reasons.
They are beginning a new process of tracking attendance at their
meetings. Chapter officers now have the capability to use one of the
latest features in the My AAPC app to make the check-in process
more efficient. They can scan your membership card, which is
found in the form of a QR code (barcode) in the app on your
mobile device, to mark your attendance for the meeting. This will
automatically insert applicable continuing education units (CEUs)
into your CEU Tracker, which is now also available in the app.

To use it at your next meeting:

1. Download and install My AAPC from the App store on
your Apple or Android smartphone or tablet prior to the
chapter meeting (if it’s already installed, you will need to
update it).

2. Loginto the app with the same username and password you
use to log into your member account on www.aapc.com.

3. Check your email address in the My Account section on
your device to make sure it’s up to date. If it is invalid or
incomplete, the feature won’t work.

4. Click on your Member ID from the home page (or go to
Membership in the menu) and you should see your member-
ship QR Code to the right of your membership card. Just
slide or click on it to view it.

5. Show your Membership QR Code at the meeting to have
your attendance scanned straight to your CEU Tracker.

Getting CEUs couldn’t be easier!

We hope you’ll come out to your meeting and experience this new
procedure. When you do, if for some reason your chapter officers
don’t scan your mobile device, let them know they can contact
AAPC for help in understanding the process.

MartiJohnsonis director of local chapters at AAPC.

WWWw.aapc.com
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™% CODING/BILLING

To Fee

or Not to
Fee OB?

Know when

and how to report
fee-for-service
obstetric visits.

any obstetric offices charge for obstetric

(OB) visits using a global care code. In
some cases, however, you may need to report
OB visits individually as fee-for-service visits.
Let’s review the steps to ensure your providers
are hitting all documentation requirements
for these services.

STEP 1:Recognize when
Fee-for-Service Is Appropriate

As part of the “typical” global obstetrical
package, the provider will see the patient:

¢ Onceamonth until the patient reaches
28 weeks; then once every two weeks
until the patient reaches 36 weeks; and
then weekly until the patient delivers.
Usually, these services are billed using a
single global CPT® code at the end of the
pregnancy. The appropriate code depends
on the patient’s delivery type. For example:

59400  Routine obstetric care including antepartum care, vaginal
delivery (with or without episiotomy, and/or forceps) and
postpartum care

59510 Routine obstetric care including antepartum care, cesarean
delivery, and postpartum care

59610  Routine obstetric care including antepartum care, vaginal

delivery (with or without episiotomy, and/or forceps) and
postpartum care, after previous cesarean delivery

But what happens if the patient moves out
of state and needs to resume prenatal care
via a different provider? Or the patient’s

28 Healthcare Business Monthly

employer changes insurance carriers during

the pregnancy? These instances require fee-
for-service billing.

STEP 2: Be Sure Documentation
Supports the Services

Documentation requirements for fee-for-ser-
vice routine OB charges are no different than
the requirements for any other fee-for-service
charge. Evaluation and management (E/M)
guidelines indicate an addressed abnormality
or complaint establishes a problem-oriented
E/M service reported with a CPT* code from
range 99201-99215.

A chief compliant (CC) is required for all
levels. The degree of information gathered
for the remaining elements related to a
patient’s history depends on the clinician’s

By Morgan Jones, CPC, COBGC, CPRC

'q-

judgement and the nature of the presenting =
problem. The CC for this type of patient can —
be as simple as routine obstetrics (ROB) or as
complex as: :

A25-year-old Gravida I Para 0-0-0-0 female
complains of nausea in the morning for the
past 2 weeks. She has been able to tolerate the
nausea because it usually subsides by 10 a.m.

Stockph

She is very active with a full-time legal aid
position, but has noted more fatigue at the
end of the day. She has not had any vaginal
bleeding. She has not felt fetal movement as
of this time.

The history of present illness (HPI) is a
sequential description of the development
of the patient’s present illness from the first
sign/symptom or from the previous encoun-
ter to the present. This is also a required

I Coding/Billing
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Obstetrics

element when reporting fee-for-service OB
visits. The HPI elements are:

e Location (e.g., labia)

¢ Quality (e.g., aching, burning,
radiating pain)

e Severity (e.g., 10 onascale of 1 to 10)

e Duration (e.g., started 3 days ago)

e Timing (e.g., constant or comes and
goes)

* Context (e.g., coitus)

*  Modifying factors (e.g., better when
heat is applied)

* Associated signs and symptoms (e.g.,
numbness in toes)

There are two different types of HPI: brief
and extended. The HPI for this type of
patient can be as simple as “doing well,” or

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

it can go on to list the problems the patient
may have had in the interim.

The review of systems (ROS) is a list of
body systems attained by asking the patient
different questions. Thisisanother required
E/M element for any problem-focused
visit. There are three different types of ROS:
problem pertinent, extended, and complete.
For an OB patient, the provider may docu-
ment something as simple as “GYN ROS
negative;” or they may document a more
extended or complete ROS, depending on
the severity of what the patient’s complaint.
In all cases, the extent of the ROS should be
supported by medical necessity.

A physical exam (required) may involve
several organ systems or a single organ sys-
tem. The type and degree of the completed
exam is based on the clinician’s judgement,
the patient’s history, and the nature of the
presenting problem. This information can
be pulled from the patient’s prenatal sum-
mary, kept and reviewed at each patient
visit, which includes height, weight, fundal
height, fetal movement, fetal heart rate, and
urinalysis results obtained at the beginning
of the visit.

Medical decision-making (MDM) refers
to the complexity of establishing a diagnosis
and selecting management options. This
is determined by the number of possible
diagnoses and management options, as well
as the amount and complexity of medical
records, diagnostic tests, and other infor-
mation that must be acquired, reviewed,
and evaluated. This is where the provider
documents prenatal labs the patient needs
completed, as well as radiology testing,
medication, etc. The provider also reviews
the testing results with the patient and
makes recommendations and directions
that the patient needs to follow until her
next visit.

STEP 3:Don’t Overdo It

Although including all the required ele-
ments (detailed above) may seem like a lot
of information, these can be simple notes

WWWw.aapc.com

that don’t require a lot of extra information.

Here’sa great example of a problem-oriented

OB visit:
S- 25-year-old Gravida I Para 0-0-
0-0 female complains of nausea in
the morning for the past 2 weeks.
She has been able to tolerate the
nausea because it usually subsides
by 10 a.m. She is very active with
a full-time legal aid position, but
has noted more fatigue at the end
of the day. She has not had any vag-
inal bleeding. She has not felt fetal

movement as of this time.
O-B.P. 120/80, P 72, Weight 130

Uterine Size about 2 cm below the
umbilicus FHT 120

Urinalysis — negative
Here’s an example of a patient at 12-weeks
gestation with nausea:

P- 1. Continue taking prenatal

vitamins.

2. Supportive care for nausea — to
notify me if increased problems.

3. Offer childbirth classes in the

future.

4. Appointment in 4 weeks with
UA.

Finally, here’s a great example of a routine
OB visit:

CC: ROB - doing well
GYNROS - neg

Reviewed prenatal lab results,
discussed nutrition, fetal screen-
ing options. RTC in 4 weeks.

By having your provider add a bit more
documentation in the frontend, you can en-
sure they are being reimbursed appropriately
for their time spent on the back end. nem

Morgan Jones CPC, COBGC, CPRC, is senior clinic
coderforalargehealthcare systemin the Midwest and
amemberofthe St. Louis West, Mo., local chapter.
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CODING/BILLING

By John Verhovshek, MA, CPC, and Raemarie Jimenez, CPC, CPB, CPMA, CPPM, CPC-I, CDEO, CANPC, CRHC

Nearly every section in the
code book has updates: The
stakes are high that your
coding is affected.

Coding/Billing Auditing/Compliance Practice Management




CPT* 2019 includes 212 new Category I and III codes, 50 revised
code descriptors, and 71 deleted codes— plus revised introductory
guidelines, and new and revised parenthetical references. Neatly
every section of the code book (except anesthesia and Category 11
codes) receives significant updates. You'll find major changes in
the reporting of remote patient monitoring, fine needle aspiration,
skin biopsy, peripherally inserted central venous catheters, mo-

lecular pathology, medicine services, and emerging technologies.
Here’s a review of what CPT* 2019 holds.

Guideline Change for Modifier 63

New guidelines allow you to append modifier 63 Procedure per-
formed on infants less than 4 kgs with Medicine/Cardiovascular
(90000-series) codes to describe increased complexity of proce-
dures performed on patients of less than 4 kg (approx. 8.8 Ibs.). Per
CPT" Changes 2003: An Insider’s Guide.

In this population of patients, there is a significant in-
crease in work intensity, specifically related to temperature
control, obtaining IV access (which may require upwards
of 45 minutes) and the operation itself, which is technical-
ly more difficult, especially with regard to maintenance
of homeostasis.

CPT* disallows modifier 63 with many codes that describe proce-
dures involving congenital anomalies, and those valued to reflect
heightened complexity associated with prematurity. You can find a
complete list of modifier 63 exempt codes in Appendix F of CPT®.

Evaluation and Management (E/M) Services

CPT*2019 introduces two new codes to report remote physiologic
monitoring services (e.g., weight, blood pressure, pulse oximetry)
duringa 30-day period: one for device setup and patient education
(99453), and a second for supply of the device with daily recording

or programmed alert transmissions (99454).

Also added is 99457 to report remote physiologic monitoring
treatment management services. Per CPT®, these services “are
provided when clinical staft/physician/other qualified health care
professional use the results of remote physiological monitoring
to manage a patient under a specific treatment plan.” The code
describes “time spent managing care when patients or the practice
do not meet the requirements to report more specific services.”

A new, time-based chronic care management code (99491) de-
scribes the work of a qualified provider to establish, implement,
revise, or monitor the care plan for a patient with two or more
chronic continuous or episodic health conditions thatare expected

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

to last at least 12 months (or until the death of the patient) and
put the patient at significant risk of death, acute exacerbation/
decompensation, or functional decline.

Integumentary System

CPT* 2019 will include a single code to report fine needle aspira-
tion (FNA) of an initial lesion without imaging guidance (10021,
which has been revised) and four new codes (10004-10007) to
report FNA of an initial lesion using specified imaging modalities
including ultrasound, fluoroscopy, computed tomography (CT),
and magnetic resonance imaging (MRI). Add-on codes (10008-
10012) will report FNA for each additional lesion targeted beyond
the first, depending on whether (and what type of) imaging guid-
ance is used. You can “mix and match” the primary and add-on
codes in any combination necessary to report medically-necessary
services, as provided. You may not separately report imaging with
any of the new FNA codes.

Six new codes are added to describe biopsy by various techniques:

e 11102, +11103 describe tangential biopsy. CPT* 11102 is for
a biopsy of a single lesion and add-on code 11103 is for each
additional lesion biopsied, beyond the first. A tangential
biopsy is performed with a sharp blade to remove a sample
of epidermal tissue (which may include some underlying
dermis).

* 11104, +11105 describe punch biopsy. Punch biopsy
requires a punch tool to remove a full-thickness cylindrical
sample of skin and includes simple closure of the defect.
CPT* 11104 describes biopsy of a single lesion, and add-on
code 11105 describes each additional lesion biopsied.

* 11106, +11107 describe incisional biopsy. Incisional biopsy
is performed using a sharp blade to remove a full-thickness
sample of tissue via a vertical incision or wedge, penetrating
deep to the dermis, into the subcutaneous space. CPT®
11106 describes biopsy of an initial lesion by this method,
and add-on code 11107 describes additional lesions targeted
by incisional biopsy.

You may combine the new codes to report biopsy by various
methods.

Musculoskeletal System

New add-on codes will allow clinicians to report osteoarticular
(20932), hemicortical (partial) intercalary (20933), and complete
intercalary (20934) allografts in addition to tumor removal
procedures.
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'ed' to describe implantation (33274) and removal
ent leat‘l]ess pacemakers, as well as the implanta-
and removal (33286) of subcutaneous cardiac thythm
~ monito q,lfd;fm{!lantatlon of a wireless pulmonary artery pressure
o, s&s_lop(ﬁlﬁ289)

<5 oﬂe 33440 is added to describe the Ross-Konno procedure (a
{'fmcthod of aortic valve replacement).

CODING/BI_LI,ING

/] New add-on code 33866 reports aortic hemiarch graft when per-
formed in addition to an ascending aortic graft (33860, 33863, or
33864), when ascending aortic disease involves the aortic arch.
Codes for peripherally inserted central venous catheter (PICC) lines
will experience a refresh for 2019. Existing codes 36568 (younger
than age 5) and 36569 (age 5 and older) are revised to report PICC

placement without subcutaneous port or pump, and without imag-

ing guidance. Two new codes —one for a patient younger than age
5 (36572) and the second for age 5 and older (36573) — are added
to describe PICC line procedures that bundle imaging guidance,
image documentation, and all associated radiological supervision
and interpretation. The codes include documentation of evaluation
of the potential puncture sites, patency of the entry vein, real-time
ultrasound visualization of needle entry into the vein, and confir-
mation of catheter tip location. If confirmation of the catheter tip
location is not performed, CPT® tells us to report a reduced service.

Hemicand Lymphatic System

Code 38531 is added to report open biopsy or excision of inguino-
femoral lymph node(s), which are located near the groin.

Digestive System

Code 43760 is deleted and replaced by two new codes that define
simple versus complex replacement of a percutaneous gastrostomy
tube: 43762 for percutaneous replacement of gastrostomy tube

e Care Management — CPT Coding (10 CEUs
¢ Prime Time: ICD-10-CM for Primary Care
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HealthcareBusinessOffice LLC: Toll free 800-515-3235
Email: info@HealthcareBusinessOffice.com
Web site: www.HealthcareBusinessOffice.com

Don’t go! Stay with the
family and earn CEUs!

Need CEUs to renew your CPC®? Stay
home for the holidays. Use our CD courses
anywhere, any time, any place. You won't have to
travel, and you can even work on ‘em at home.

¢ From the leading provider of computer-based
interactive CD courses with preapproved CEUs

e Take it at your own speed, quickly or leisurely
« Apple® Mac support with our Cloud-CD™ option
o Windows® support with CD-ROM or Cloud-CD™

e CD-ROM — best option if Internet access in your
area is slow or not reliable (requires CD/DVD drive)

e Cloud-CD™ — lower cost, immediate Web access
¢ Add’l user licenses — great value for groups
Finish a CD in a couple of sittings, or take it a

chapter a day — you choose. So visit our Web site to
learn more about CEUs, the convenient way!

Check out our newly remodeled website!
And a new addition to our catalog ...

wy
— Healthcare —

BUSINESSOFFICE
Continuing education. Any time. Any place. **

(All courses with
AAPC CEUs
can also earn CEUs
with AHIMA.
See our Web site.)

32 Healthcare Business Monthly




without imaging or endoscopy and 43763 for percutaneous replace-
ment of gastrostomy tube with removal when performed without
imaging or endoscopy.

Urinary System
Code 50395 is deleted and replaced by two new codes: 50436

describes enlargement of an existing percutaneous tract to the renal
collecting system to allow the use of instruments used during an
endourologic procedure; 50437 reports the same service with the
addition of new access into the renal collecting system during the
same session, if there is no pre-existing tract.

New code 53854 describes the use of radiofrequency energy to
transform sterile water into vapor (steam). The resulting thermal
energy is used to destroy obstructive prostate tissue cells.

Nervous System

Codes +61641 and +61642, which describe dilatation of intracra-
nial vasospasm, have revised descriptors, but the application of these
codes is not affected.

Several codes within the nervous system are deleted due to low
utilization. In the rare case you need to report a deleted service,
revert to an unlisted procedure code.

Radiology
Added codes 76978-76979 report ultrasound procedures that use

dynamic microbubble-sonographic contrast with targeted ultra-
sound to evaluation lesions. Report 76978 for the initial lesion
targeted and +76979 (with 76978) to report additional lesion(s)
targeted, beyond the first.

Three new codes report ultrasound elastography (USE), which
works on the principle that abnormal tissue (e.g., a2 neoplasm) is
“stiffer” than normal tissue, and may be identified by ultrasound
elastography:

* 76981, parenchyma (i.e., the functional parts of a body organ)

76982, first target lesion
*  +76983, for each additional target lesion (reported a
maximum of two units per session)
Existing breast MRI codes 77058 and 77059 are deleted. In
their place, CPT* 2019 introduces four new codes for breast
MRI:

* 77046: Unilateral (MRI imaging of one breast)

without contrast

A
a

* 77048: Unilateral (MRI imaging of one breast) with contrast

* 77047: Bilateral (MRI imaging of both breasts) without
contrast '

s 77049: Bilateral (MRI imaging of both breasts) with contrast

Pathology and Laboratory

Due to frequent use, many services previously classified within “Tier
2” molecular pathology codes are now described using standalone
“Tier 1” codes (examples include 81171-81172 and 81173-81183).

BRCA1 and BRCA2 testing codes (e.g., hereditary breast cancer)
are revised due to changes in clinical practice and to standardize
molecular pathology code structure.

Medicine
A new vaccine product for influenza virus gains a code, 90689.

Code 92275 is deleted and replaced by three new codes for electro-
retinography (ERG). Per CPT®, ERG:

is used to evaluate function of the retina and optic nerve of the
eye, including photoreceptors and ganglion cells. A number of
techniques are used which target different areas of the eye, in-
cluding full field (flash and flicker) (92273) for a global response
of photoreceptors of the retina, multifocal (92274) for photore-
ceptors in multiple separate locations in the retina including the
macula, and pattern (0509T) for retinal ganglion cells.

New code 95836 describes recording of electrocorticogram (ECoG)
from electrodes chronically implanted on or in the brain, and
includes unattended recording with storage for later review and
interpretation during a 30-day period.

A group of new codes (95976-95984) describe services related to

implanted neurostimulator pulse generator/transmitter.

A new subsection for Adaptive Behavior Services is
added, with the conversion of Category III
codes 03597T, 03607, 0361T,

.............
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If a Category lll code is available, you must use it

in place of a Category | unlisted procedure code.

0363T, 0364T-0372T, and 3747 T to time-based Category I codes.

These services include:
e Behavior identification assessment (97151 and 97152);
e Adaptive behavior treatment by protocol (97153 and 97154);
e Adaptive behavior treatment with protocol modification
(97155);
* Family adaptive behavior treatment guidance (97156 and
97157); and

e Group adaptive behavior treatment with protocol
modification (97158).

Two new, time-based codes describe developmental testadministra-
tion (96112, first hour and +96113, each additional 30 minutes).
These services must include an interpretation and report when
performed by a qualified provider.

Codes 96130, +96131, 96136, +96137, 96138, +96139, 96146 are
added to report time-based, psychological testing evaluation and
administration and scoring services.

Category 1l Codes

Category I1I codes report emerging technologies and allow for data
tracking. Ifa Category III code is available, you must use it in place
ofa Category I unlisted procedure code.

New Category III codes 0512T and +0513T report extracorporeal
shock wave therapy (ESWT), a non-surgical treatment that involves
the delivery of shock waves to musculoskeletal areas to reduce pain
and promote healing of the affected soft tissue (existing codes 0101T
and 28890 are used to report ESWT to the musculoskeletal system
and plantar fascia, respectively).

Revised code 0335T describes extra-osseous (lateral aspect) implan-
tation of a subtalar implant to stabilize a talotarsal displacement
(partial dislocation of the ankle bone on the heel bone). Two
new codes describe removal (0510T) and removal and reinsertion
(0511T) of sinus tarsi implant.

Codes 0515T-0523T are added to report services related to wireless
cardiac stimulator system (e.g., insertion of various components,
device programming, etc.), which provides biventricular pacing of the
heart using a previously implanted pacemaker or defibrillator and a
wireless electrode implanted on the endocardium of the left ventricle.

Healthcare Business Monthly

Similarly, new codes 0525T-0532T describe services related to in-
tracardiac ischemia monitoring system, an implantable electrogram
device that records cardiac data and detects ischemic events by way
of an intracardiac lead in the right ventricular apex. The system
provides a warning if it detects an impending acute ischemic event
to help reduce the time from ischemic event onset to the onset of
care.

Parkinson’s KinetiGraph™ (PKG™) gains several codes,
0533T-0536T, for patient setup and training, data analysis, etc.
The PKG is a passive, wearable device that continuously measures
and tracks the movements of patients with Parkinson’s disease. The
resulting data is used to manage patient care and treat symptoms
such as bradykinesia, dyskinesia, and tremor.

Two codes now report magnetocardiography (MCG), a non-
invasive technique to measure and map magnetic fields produced
by electrical activity in the heart. MCG is more sensitive to weak
cardiac signals than is ECG, which is beneficial when diagnosing
ischemic heart disease (IHD).

Code 0541T describes the technical portion ofan MCG study (e.g.,
performance of the test using equipment as specified in the code
descriptor), while 0542T describes the related interpretation and
report (i.e., the professional portion of the service).

There’s More to Learn!

This is only a summary of changes to CPT® 2019. For a complete
rundown of the new, revised, and deleted codes and guidelines, sign
up for AAPC’s comprehensive 2019 CPT® Coding Updates Virtual
Workshop, which airs “live” on Dec. 6 and is available on demand
starting Dec. 7. Go to: www.aapc.com/workshops/2019-cpt-coding-updates.aspx.

And ifyou haven’talready, be sure to get your 2019 CPT® code book,
renew AAPC Coder, or view this year's 2019 CPT Changes webinar
at www.aapc.com/medical-coding-books.

John Verhovshek, MA, CPC, is managing editor at AAPC and a member of the Hendersonville-Asheville,
N.C., local chapter.

Raemarie Jimenez, CPC, CPB, CPMA, CPPM, CPC-1, CDEO, CANPC, CRHC, isvice president, Memberand
Certification Development, at AAPCand a member of the Salt Lake City, Utah, local chapter.
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B Member Feature

By Michelle A. Dick, BS

Get the Most Out of HEALTH

You'll feel like a winner after three days with AAPC in Las Vegas.

fyou're interested in, or work on, the business of healthcare, the place

to be on April 28 through May 1, 2019, is Caesars Palace in Las Vegas,
Nevada. That’s where thousands of medical coders, billers, compliance
officers, practice managers, auditors, and clinicians will gather from
all around the world to hone their skills in outpatient and inpatient
revenue cycle management. AAPC brings exhibitors and healthcare
business professionals together to share their expertise and network.

Here’s what you can look forward to at HEALTHCON 2019.

Great Location: The Best Food and Entertainment

I’s easy to getaround at HEALTHCON with Caesars Palace ideally
located right on the Las Vegas Strip, which gives you central walking
access to some of the best entertainment and food in the city. Past
AAPC National Advisory Board President Jaci Johnson Kipreos,
CPC, COC, CPMA, CPC-I, CEMC, said, “I think it’s great to have
access to so many shows all at one location. And if you like to people
watch, it’s a great location for that.”

HEALTHCON offers a delicious variety of food during educational
breaks, with healthy options at every meal. When it comes to finding
excellent food outside of the conference, Vegas delivers big time.
“There are so many great places to eat. Each time I go to Vegas, there
are more new restaurants,” Kipreos said. Some restaurant favorites are

Bobby Flay’s Mesa Grill, which is in Ceasars Palace, Hexx in the Paris
Hotel and Casino, and Giada’s restaurant at The Cromwell.

Unprecedented Education

Nowhere else can you earn 18 continuing education units (CEUs) in
one shot. HEALTHCON offers over 90 educational sessions with
a wide variety of topics to choose from. There are General Sessions
and Breakout Sessions that cater education to your individual needs:

General Sessions

The first General Session will be the “Conference Welcome” pre-
sented by AAPC’s CEO Bevan Erickson, where he delivers his State
of AAPC address.

This year’s keynote speaker is former Acting Assistant Secretary
for Health at the U.S. Department of Health and Human Services
Karen B. DeSalvo, MD, MPH, MSc. She will share her unique

perspective and expertise on healthcare.

A General Session favorite at HEALTHCON will be featured again
this year: “Legal Trends and Issues.” This discussion, led by AAPC’s
Legal Advisory Committee, offers insight, and answers your pressing
legal questions regarding healthcare organizations facing increased
financial scrutiny and regulation.

A
HEALTHCON 2019

LASVEGAS
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Breakout Sessions

Ahot topicat conference will undoubtedly be the finalized evaluation
and management (E/M) services coding changes, which have caused
quite a stir among the healthcare community. HEALTHCON
2019 will offer the latest information on the latest regulations.
Presentations include:

e “The Future of E/M Coding” — Suzan Berman Hauptman,
CPC, CEDC, CEMC

¢ “Advanced E/M - Dissection of a Clinical Note” — Lewanda
Dawn Teehee, CPC, CPC-I, CEMC

e “The Complexities of Inpatient E/M Services” — Shannon
O’Tyson DeConda, CPC, CPMA, CPC-1, CEMC

Risk adjustment is another hot topic among the medical coding
community. HEALTHCON 2019 offers the breakout educational
session “Tackling Risk Adjustment in the Emergency Department.”
This is presenter Rik Salomon’s, CPC, CRC, CEDC, first time
speakingat HEALTHCON. “I am beyond excited!” he said. “Having
an opportunity to share my passion for coding and offer information
to others is rare.” In his presentation, he will discuss HCC coding
in the emergency department arena (pro-fee versus facility). “It’s a
timely topic, which deserves attention,” Salomon said. Thisisan area

of the coding world where coding

professionals can directly help
patients, he said. “It’s a win-win!”
Salomon said.

Other topics include HEDIS,
Medically Unlikely Edits, clinical
documentation improvement pro-
grams, becoming a subject matter
expert, infusion and injection
services, gender identity and elec-
tronic health records and insur-
ance barriers, opioid crisis, mental
health, oncology, non-physician
practitioner services, endovascular

aneurysm repair, radiology, foren-
sicauditing, telemedicine, MOHS
surgery, inpatient coding, fraud,
wound care, hypertension, criti-
cal care, colon and rectal surgery,
MACRA, hierarchical condition
categories (HCCs), and more!

There will also be extra events

offered that you may be interested

in attending, such as “CPC® Exam Review Course,” “MGMA Lean
Six Sigma White Belt Program,” and “Teach the Teacher,” as well as
AAPC exams, leadership training, and an Anatomy Expo.

Networking and AAPCMembers Supporting Members

HEALTHCON is a great place to meet new friends and reunite with
old ones from across the country who do the same thing you do every
day. There is a Networking Expo where you can enjoy coffee while
mingling with AAPC employees, National Advisory Board members,
subject matter experts, and other like-minded colleagues.

If this will be your first time, “HEALTHCON Rookies - Learn
the Ropes” is for you. It teaches you how to get the most out of your

HEALTHCON experience.

This year’s charity walk is “Walk the Block,” where AAPC promotes
better health, education, and wellness. It is a quick walk between
sessions to give you a chance to network, meet AAPC leadership, and
donate to the AAPC Chapter Association’s Hardship Scholarship
Fund, which helps AAPC members affected by a natural disaster or
financial crisis maintain their membership and credentials.

Wares to Improve Your Productivity

Top-notch vendors are there to offer career options, resources,
tools, and products to make your coding life easier. You'll see
familiar companies represented, such as the American Medical
Association (AMA), Optum 360, The Coding Network, Healthicity,
National Healthcareer Association, ReadyMed, and Find-A-Code.
HEALTHCON 2019 dedicates time each day in the schedule for

attendees to browse products and services at the vending booths.

Fond Memories

Salomon went last year for the first time and he was hooked. “This
will be my second consecutive HEALTHCON,” he said. “It’s going

to be a fantastic time!”

Looking back on last year, Salomon said, “My most memorable
experiences involve meeting and networking with fellow coders and
auditors. Having wonderful conversations, and attending seminars
geared towards those topics I enjoy the most, always makes it worth
the trip.”

“The wealth of information is immeasurable!” he said.

For more information and to register, go to www.healthcon.com.

Michelle A. Dick, BS, is executive editor at AAPC and a member of the Flower City Professional Coders local
chapterin Rochester, N.Y.
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Even after the addition of coding guidelines for acute myocardial
infarction (MI) in 2017, many coders remain confused between
the different types of MI and the relevant code categories. You may
wonder, for example, what differentiates acute MI from subsequent
MI. Proper diagnosis coding of MI requires you to know what it
is and what causes it. This review will help you comprehend and
remember the details of MI coding guidelines.

What Is Myocardial Infarction?

Myocardium means muscle of the heart. /nfarction means death of
a tissue or necrosis. Acute MI means death of the tissues of the heart
muscle.

The heart pumps blood through the body in a cyclic manner by
powerful contraction and relaxation of the heart muscle. The heart
muscles require oxygen, glucose, and other nutrients to survive and to
work. These elements are supplied through the blood that is pumped
through the body by the heart muscle (myocardium). The blood
vessels supplying the myocardium are known as coronary vessels.

38 Healthcare Business Monthly

Get a reading on the latest diagnosis
coding guidelines for heart disease.

By Sujit Sharma, CPC

1
)
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Obstruction in the flow of coronary blood vessels may cause a cut in
the blood supply to the heart, which may lead to an MI, also known
as a heartattack.

The coronary arteries supply the oxygenated blood to the myocar-
dium and the cardiac veins drain the deoxygenated blood. Figure A is
aflow chart that illustrates the way major coronary arteries originate
from the aorta and then branch off.

The major cause of MI is atherosclerosis — plaque formed in the
coronary artery, reducing the lumen of the artery and obstructing
blood flow. Plaques can become unstable, rupture, and promote
the formation of a blood clot in an artery; this can occur in minutes.
Blockage of an artery can lead to tissue death of tissue being supplied
by thatartery.

There are other causes, as well, which may reduce the blood supply to
the myocardium such as spasm of coronary artery, some infections,
high fever, and complication of certain procedures (e.g., coronary

artery bypass grafting (CABG)).

I Coding/Billing I Auditing/Compliance I Practice Management
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FIGURE A: CORONARY CIRCULATION
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The major risk factors for MI are smoking, hypertension, diabetes, ~ Along with the clinical signs and symptoms, diagnostic tests used
low high-density lipoprotein (HDL), high low-density lipoproteins  to detect MI include:

(LDL) and high triglycerides, and inadequate physical activity. * Electrocardiogram (EKG or ECG) - Changes in
electrocardiography, as interpreted by a physician.

Types of Mi .

Cardiac biomarkers - The injury caused to the heart

MI classification from the Third Universal Definition of muscle releases
Myocardial Infarction is: certain substances FIGURE B: EKGREADINGS FOR STEMI AND NSTEMI
1. Type1- Spontaneous Ml is related to plaque erosion and/or (biomarkers) into the
rupture, fissuring, or dissection. blood, which may help STSEGMENT

to diagnose an episode

N IECG
of acute MI. There orma

2. Type2-Mldue to ischemia results from increased oxygen

demand or decre.:ased supp.ly (e.g. coronary artery spasm, are many biomarkers —fP\_V :
coronary embolism, anemia, arrhythmias, high or low blood .
) released but troponins QRS
pressure). are preferred. Troponin
3. Type 3 -MIduesudden cardiac death is when no biomarkers levels rise within two to STEMI
are found in the blood. three hours of injury to STElevation
4. Typed4: heart muscles. Other T
biomarkers are creatine q
. Type 4a —.MI related to percutaneous coronary phosphokinase (CPK)
intervention (PCI). . and myoglobin. -
* Type4b - MIrelated to stent thrombosis. MI can also be classified ac- .
* Type4c- Ml related to restenosis. cording to the EKG pattern. STDepression
5. Type5 - Ml related to CABG As shown in Figure B: \
1. ST segment elevation
i i myocardial infarction
Diagnosing MI y i STEM
. . . . (STEMI) —Is where
The most common symptom of M1 is chest pain, which may radiate ‘
. . the ST segment of the Tinversion
to the leftarm, neck, lower jaw, and back. Other symptoms include . .
EKG is elevated in the —f\—\‘

shortness of breath, palpitations, lightheadedness, fainting, nausea, thythm pattern. There

and vomiting,.

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/. Www.aapc.com December 2018 39
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If a type 1 NSTEMI evolves to a STEMI, assign the
STEMI code. If atype 1 STEMI converts to a NSTEMI
due to thrombolytic therapy, itis still coded as STEMI.

o
=
—
—
<
() is 100 percent blockage of the coronary artery and immedi- ~ Circulatory System (100-199). The important points, as mentioned
= ate catheterization treatment is required. in the 2018 ICD-10-CM code book, are:
8 2. Non-ST segment elevation myocardial Infarction 1. Type1lSTEMIand NSTEMI:
A (NSTEMI) —Is where t.he ST segment oft'he EKG is not * Subcategories 121.0-121.2 and code 121.3 ST elevation
elevated. The blockage in coronary artery is severe but not (STEMI) myocardial infarction of unspecified ite are
100 percent. This can be treated by clot/blockage dissolving used for STEML.
med{cﬂ;fs, but catheterization and stenting may also be e Code21.4 Non-ST elevation (NSTEMI) myocardial
required. infarction is used for NSTEMI and non-transmural Mls.
. * Ifatype 1 NSTEMI evolves toa STEMI, assign the
COdmg AcuteMi STEMI code. Ifa type 1 STEMI converts toa NSTEMI
The guidelines for coding of acute MI are found in the ICD-10-CM due to thrombolytic therapy, it is still coded as STEML.

Guidelines for Coding and Reporting, Chapter 9: Diseases of

Give the gift of time.
Code faster with

AAPC Coder

Learn more at
aapc.com/coder
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The sequencing of the 122 and 121 codes

depends on the circumstances of the encounter.

* For unspecified acute M1, code 121.9 Acute myocardial

infarction, unspecified.

2. Subsequent Acute MI:

* Useacode from category 122 Subsequent ST elevation

(STEM]I) and non-ST elevation (NSTEMI) myocardial
infarction when a patient who has suffered a type 1 or
unspecified acute MI has a new acute MI within the
four-week time frame of the initial acute M1.

* Useacode from category 122 in conjunction with a

code from category 121 Acute myocardial infarction.

* Thesequencing of the 122 and 121 codes depends on

the circumstances of the encounter.

* Do notassign code 122 for subsequent MIs other than

type 1 or unspecified. For subsequent type 2 acute MI
assign only code 121.A1 Myocardial infarction type 2.
For subsequent type 4 or type 5 acute M1, assign only
code 121.A9 Other myocardial infarction type.

3. Other types of MI:

Type 1 MI are assigned to codes 121.0-121.4.

Type 2 M1, due to demand ischemia or secondary to
ischemic balance, is assigned to code I21.A1 with a
code for the underlying cause.

Sequencing of type 2 acute MI or the underlying cause
is dependent on the circumstances of admission. When
atype 2 acute MI code is described as NSTEMI or
STEMLI, only assign code I21.A1.

Codes121.01-121.4 should only be assigned for type 1
acute Mls.

Acute MIs type 3, 4a, 4b, 4c, and 5 are assigned to code
121.A9.

Figure C may help for better understanding.
The Code Also and Code First notes in the ICD-10-CM code book

should be followed related to complications, and for coding of

post-procedural MI during or following cardiac surgery.

Sujit Sharma, CPC, is a graduate in alternative system of medicine with a diploma in
international business operations. He has more than nine years of outpatient coding, auditing,
and training experience. Sharma is assistant manager for Coding Compliance and Audit with
RTRCM Global Pvt. Ltd.,a U.S.-based leading RCM company. Sharmais a published author of the
shortstory (medicalfiction), “Carcinosin: The Fiction” and “Theory of Systematic Randomization”
on Amazonkindle. He isa member ofthe Hyderabad Telangana, India, local chapter.

FIGURE C: CODINGACUTEMI

New/old/subsequent MI:

vz New Ml within 4weeks — subsequent Ml (122 category)

AcuteMI
N New Ml after4 weeks — Old Ml
When to code STEMI/NSTEMI?

Type TNSTEMI Type 1STEMI
convertsto STEMI / convertstoNSTEMI
STEMIis
coded

Codes for different types of MI:

Type1
(121.0-121.4)

Type5 |
(21.A9 T — |
Acute MI

7\
Type4a, 4b,

4¢(121.89)

Type2
(121.A1)

Type3
(121.A9)

Coding subsequent MI:

Tobe used forasubsequent
typel orunspecified Ml only
|
ForsubsequentType4or SubsequentMl 122cat.code mustbe
5AMlassign121.A9 only (122 Category) used with 21 cat. code

Forsubsequent Type2
Mlassign121.A1 only
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Make sure your practice

is billing testing and
immunotherapy preparation
and provision correctly.

llergy services are on the radar of third-party payer investigation

units because they have found that many practices code and bill
these services wrong. Similarly, many practices fail to follow the Part
B Medicare rules for billing the preparation of the allergy immuno-
therapy serum. Let’s review the requirements for correct reporting
of allergy testing, immunotherapy serum prep, and provision of
immunotherapy to patients.

Know Supervision Requirements

The firststep in the allergy immunotherapy process is allergy testing.
Typically, this is performed by medical assistants, nurses, nurse
allergists (specialty certification in nursing), and other non-physician
providers. You may think these ancillary staffand non-physician pro-
viders are working and billing under the incident-to rules, but their
services actually fall under the diagnostic services supervision rules,
which require the practice to provide them with either “general,” “di-
rect,” or “personal” supervision. Although these levels of supervision
are the same as described in incident-to services, a different set of rules
apply to diagnostic services. Each diagnostic CPT* code is assigned a
supervision level requirement in the Medicare Physician Fee Schedule
(MPEFS) database depending on the perceived risk of the procedure.

General supervision means the procedure is furnished under the
physician’s overall direction and control, but the physician’s presence
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By Barbara Cobuzzi, MBA, CPC, COC, CPCG-P, (PG, CPCO, CENTC

is not required. Under general supervision, the training of the
non-physician personnel who perform the diagnostic procedure =
and the maintenance of the necessary equipment and supplies is the
continuing responsibility of the physician.

Direct supervision means the physician must be present in the
office suite and immediately available to furnish assistance and
direction throughout the performance of the procedure. The physi-
cian does not have to be present in the room where the procedure or
service is performed. Direct supervision guidelines for diagnostic
testing and incident-to services are the same, but not all diagnostic
procedures call for direct supervision.

Personal supervision means the physician mustbe in the room dur-
ing the performance of the procedure. This is required for diagnostic
procedures that pose the highest risk to the patient.

The MPES database carries a “1” in the Diagnostic Supervision
field if the code only needs general supervision, a “2” if the code
requires direct supervision, and a “3” if the code requires personal
supervision. If the field carries a “9,” the supervision concept does

not apply.

M Coding/Billing Auditing/Compliance I Practice Management



Allergy

Common allergy testing codes that require direct supervision are:
95004

Percutaneous tests (scratch, puncture, prick) with allergenic extracts, immediate type reaction,
including testinterpretation and reportby a physician, specify number of tests

95024  Intracutaneous (intradermal) tests with allergenic extracts, immediate type reaction, including
testinterpretation and report by a physician, specify number of tests

95027 Intracutaneous (intradermal) tests, sequential and incremental, with allergenic extracts for
airborne allergens, immediate type reaction, including test interpretation and report by a
physician, specify number of tests

95028 Intracutaneous (intradermal) tests with allergenic extracts, delayed type reaction, including
reading, specify number of tests

95044  Patchorapplication test(s) (specify numberoftests)

95052  Photo patch test(s) (specify number of tests)

95056  Phototests

High-risk codes requiring personal supervision are:

95060  Ophthalmicmucous membrane tests

95070 Inhalation bronchial challenge testing (not including necessary pulmonary function tests); with
histamine, methacholine, or similar compounds
95071 withantigens or gases, specify

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

The most common form of allergy
testing, often called a “scratch
test,” is reflected by code 95004.

The concept of diagnostic testing supervision does not exist, as
reflected by a “9” in this field in the MPES, because neither the
provision of the allergy serum nor the allergy shots are diagnostic.
Instead, these services fall under the rules of incident-to services
and, therefore, require direct supervision if performed by someone
other than the physician.

Identify the Type of Skin Testing

Allergy skin testing codes are divided into environmental, venoms,
and food (there are other codes for testing other substances, but the
bulk of the codes fall into these three broad categories). Some codes,
such as 95004, do not differentiate between the type of allergen
that is tested.

There are three types of skin testing: prick or scratch testing (most
common), incutaneous testing, and sequential and incremental
testing.
*  Prick or scratch testing “pricks” or “scratches” the surface of
the skin to see if there is a reaction to the allergen antigen.

*  Incutaneous testing involves a syringe that injects a small
amount of the allergen antigen into the skin.

o Sequential and incremental (often referred to as “SET testing”
(skin endpoint titration testing)) employs syringes. The
testing may involve four or five dilutions, increasing the
concentration of the antigen with each dilution, challenging
the patient to react to the allergen.

The most common form of allergy testing, often called a “scratch
test,” is reflected by CPT® code 95004. The units for this test are
counted by the number of allergens tested. If five different allergens
are tested, which involves pricking the patient with five different
substances and reading the reactions, the code is reported with five
units.

Codes 95017 Allergy testing, any combination of percutane-
ous (scratch, puncture, prick) and intracutaneous (intradermal),
sequential and incremental, with venoms, immediate type reaction,
including test interpretation and report, specify number of tests and
95018 Allergy testing, any combination of percutaneous (scratch,
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puncture, prick) and intracutaneous (intradermal), sequential and
incremental, with drugs or biologicals, immediate type reaction,
including test interpretation and report, specify number of tests in-
volve any combination of percutaneous (scratch, puncture, prick),
intracutaneous (intradermal), sequential and incremental testing.
Both tests look for immediate-type reactions and include the test
interpretation and report.

Counting the units for 95017 and 95018 is more complicated than
with 95004. For these tests, the number of scratch, puncture, or
prick tests and incutaneous tests are counted per allergen, as with
95004 and 95024; but then you add the number of dilutions, or
the number of patient sticks performed during the sequential and
incremental testing.

Example 1: A patient is given four increments of five antigens
during the sequential and incremental portion of the testing, for 20
units (4x 5). This isadded to the number of antigens that were prick
tested and incutaneous tested (for example, another five antigens).
The number of units billed is then 25 (five for the prick testing
plus 20 for the sequential and incremental testing. The selection
of 95017 versus 95018 is determined by what was tested, venoms
(95017) or drugs/biologicals (95018).

Code 95024 represents the second type of skin testing described
above, where the skin is injected with allergen antigen to see if a
reaction can be provoked. As with prick tests (95004), the units
counted for 95024 equal the number of allergen antigens tested.

Code 95027 describes sequential and incremental (SET testing) and
is used for environmental allergies. As with 95017 and 95018, the
sequential and incremental testing does not count just the number
of allergen antigens tested, but also the number of times the patient
is stuck (each allergen antigen will require the patient to be tested
multiple times at increasing dilutions). If 10 allergen antigens are
tested at four dilutions, the number of units billed is 40 (10 antigens
x 4 dilutions).

The codes and types of testing discussed so far have been for
immediate reactions. An “immediate” reaction is considered to
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occur within 15-20 minutes. Incutaneous testing, described by
95028, differs in that it looks for a delayed reaction 24-72 hours
after administration of the antigen(s).

Account for Allergy Immunotherapy Serum Prep

After testing is completed and the provider has determined what the
patient is allergic to, a regimen of immunotherapy is formulated.
The immunotherapy starts out with highly diluted antigen, which is
gradually increased over time. The goal is for the patient to increase
their tolerance to what they are allergic to.

It takes a long time for the dilution to be brought to what is con-
sidered the “maintenance dose” for the patient. In 2000, Medicare
Part B would not pay for dilutant beyond what is needed for the
maintenance dose when billed for the immunotherapy serum. This
created a lot of confusion and problems in the specialty. Treatment
vials are created from undiluted antigen that are then drawn from
and put into dilution vials. Each of the dilution vials have sequen-
tially increasing dilutions. Traditionally, payers are billed for the
total number of cubic centimeters (cc) of serum that is created from
the non-diluted vial.

Example 2: 10 units of maintenance dose can be diluted down to a
total of 70 units. Until Medicare published a rule in 2000, all payers
would have been charged for 70 units of serum. After Medicare
published this rule, for Part B Medicare only, the practice can only
charge for the maintenance doses created: 10 units. All other payers
may be billed 70 units, but Medicare Part B may be billed only 10
units.

The rule does not apply to Medicare Advantage plans, but applies to
all patients with Medicare Part B. This is important for calculating
units for 95145-95180. The most commonly used code for the
provision of serum is 95165 Professional services for the supervision
of preparation and provision of antigens for allergen immunotherapy;
single or multiple antigens (specify number of doses). Overbilling
Medicare Part B for the units for this service is “on the radar,” and
can get the practice into trouble. Be sure your Medicare Part B units
are calculated correctly!



Discussthisarticle
ortopicinaforumat
Www.aapc.com

0

Allergy

Factorin Administration
of Allergy Inmunotherapy

Administering allergy immunotherapy, commonly known as “allergy
shots,” can be performed in a variety of ways. Some allergy practices
give the patients the serum vials to bring to their primary care physi-
cian (PCP) to administer the shots according to the treatment plan.
Some providers let the patients self-administer the shots, while other
allergists say they consider patient self-administration to be unsafe.

When the provider who makes up the serum isalso the administer of
the allergy shots, the provider may make up the sequentially diluted
serum sets that are specific to the patient and then administer first
from the most diluted vial, moving on to the next most diluted vial,
and eventually up to the maintenance vial. Although each vial may
have been billed based on 1 cc doses, the doses given to the patient
may be 0.5 cc doses, which means a vial can last for 20 doses. The
payer pays for the serum up front for 95145-95180 (and most often
95165), times the number of units billed. Then, the practice bills one
of the two injection codes.

Some antigens do not mix with other antigens and must be diluted
in separate vials. The number of vials determines the number of
shots the patient receives. The two possible injection codes for
administering immunotherapy are:

95115  Professional services for allergen immunotherapy notincluding provision of allergenic extracts;
single injection
95117 2ormoreinjections

Note that 95117 is not an add-on code: Do not report 95115 with
95117; one or the other is coded, not both.

Some doctors prepare their serum for immunotherapy “off the
board.” Using this technique, the technician works with the formula
and has a board of all the different antigens. She draws up into the
syringe a specific amount of antigen A, a specific amount of antigen
B, and a specific amount of dilution per a formula for the patient,
and then administers the shot. Although 95120 Professional services
for allergen immunotherapy in the office or institution of the prescribing
physician or other qualified health care professional, including provision

of allergenic extract; single injection and 95125 Professional services for
allergen immunotherapy in the office or institution of the prescribing
physician or other qualified health care professional, including provision
of allergenic extract; 2 or more injections) (or 95130-95134 for venoms
are the codes that most reflect what is done when allergy immuno-
therapy is performed “off the board,” no payers process claims using
these more appropriate codes. Asa result, the practice still mustbill as
if they make up pre-made vials and then administer the shots, using

95145-95180 (most often 95165) and 95115 or 95117.

Finally, there are providers who make up maintenance dose vial sets
and then use an “off the board” process, diluting the patient’s full
maintenance dose with the appropriate dilutant when preparing
the immunotherapy. These services also must be coded using
95145-95180 (95165, most often), plus the shot administration
using 95115 or 95117.

Keep Payer Limitsin Mind

Many insurance companies limit the number of allergy tests that
may be performed at a single session and may set medical neces-
sity requirements for sequential and incremental SET testing.
They also may limit the number of units of antigen they allow for
95145-95180 (most often, 95165) at one time. Be sure to review
each payer’s guidelines on their website, so your practice knows the
limitations and medical necessity requirements. It’s a good idea to
log each payer’s information in an Excel spreadsheet to make sure
the practice doesn’t perform services that will not be paid. nem

Barbara Cobuzzi, MBA, CPC, COC, CPC-P, CPC-I, CPCO, CENTC, is CEO of CRN Healthcare
Solutions. She is an expert in otolaryngology coding and billing. Sheis a past member of the
AAPC National Advisory Board as well as their EB. Cobuzzi owned Cash Flow Solutions, a
billing company, for 13 years before she entered into full-time consulting. She isa member of
the Monmouth, N.J., local chapter.

*

N/

Resource

MPES: www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/
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By Alicia Scott, CPC, CPCl, CRC

An Qutpatient Coder’s
Basic Crash Course in ICD-10-PCS

This open and expandable
procedural code set is nothing
to be intimidated by.

hen outpatient coders talk about ICD-10, they typically mean
the ICD-10-CM (diagnosis) code set. But there’s another ICD-
10 code set: ICD-10-PCS. If youre unfamiliar, here’san introduction.

PCS Describes Inpatient Procedures

The ICD-10-PCS code set is used to code inpatient procedures; PCS
stands for Procedure Coding System. The code set was funded by the
Centers for Medicare & Medicaid Services (CMS) and released for
trial in the spring 0f 1998.

46 Healthcare Business Monthly

ICD-10-PCS builds on Volume 3 of ICD-9 —formerly used to report
inpatient procedures, prior to adoption of ICD-10 — to enhance four
major attributes. The first three of these attributes are based on code
format:

¢ Completeness: Unique codes are not based on body parts or
different approaches within a body system.
¢ Expandability: New codes are easily incorporated as unique
codes.
¢ Multiaxial: Independent characters may be used to expand an
individual axis.
But it’s the forth attribute, standardized terminology, that really
sets ICD-10-PCS apart from other code sets.

In ICD-9-CM Volume 3, the same term often had multiple mean-
ings, depending on the context (the CPT* code set suffers a similar
problem). This confusion is eliminated in ICD-10-PCS: Terminology

I Coding/Billing I Auditing/Compliance I Practice Management
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ICD-10-PCS

is consistent throughout the code set. When using ICD-10-PCS,
there is no guesswork or ambiguity.

How to Build an ICD-10-PCS Code

Each character in ICD-10-PCS “builds” on the previous character.
The first character describes the section. Think of this as the area of
medicine that best describes the procedure — for example, Medical
and Surgical (0) isa commonly used section. Other sections include
Obstetrics (1) and Mental Health (G). Additional characters follow

and expand on the code definition, as such:
* Character 1 = Section
* Character 2 = Body System
* Character 3 = Root Operation
*  Character4 = Body Part
* Character 5 = Approach
*  Character 6 = Device
e Character 7 = Qualifier

Approximately 30 root operation terms are defined. When choosing
PCS root operations, the relevant factor is the outcome of the
procedure. For example, ICD-10-PCS defines a bypass as:

Bypass: Altering the route of passage of the contents of
atubular body part

Consider also how ICD-10-PCS defines detachmentversus removal:

Detachment: Cutting offall or part of the upper or low-
er extremities

Removal: Taking out or offa device from a body part

Following these definitions, a below-the-knee amputation is a
detachment, not a removal. A removal must involve a device (e.g.,
a halo device).

Each section (character 1) lists the root operations (character 3) that
apply within that specific section (notall root operations are relevant
in every section). There is no need to memorize the root operations
because they are always listed in your code book or encoder.

The fourth character of an ICD-10-PCS code (body part) is directly
related to the second character (body system) in which the proce-
dure was done. For example, if you are in the Medical and Surgical
section (0), Heart and Great Vessels body system (2), and coding
an Excision root operation (B), you will not find Mediastinum as a
possible body part (described using the fourth character) because
it is not part of the heart or great vessels. Mitral Valve (G) is an
option because it is part of the Heart and Great Vessels body system.
ICD-10-PCS removes the guesswork by eliminating inappropriate
options.

The fifth character tells the approach. This character also relates
to the previous character choices. For example, an excision on the
Mitral Valve (G) offers Open (O), Percutaneous (3), or Percutaneous
Endoscopic (4).

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

... terminology is consistent, throughout
the code set. When using ICD-10-PCS,
there is no guesswork or ambiguity.

Thesixth characters often describes a device. A device must remain in
place after the procedure is done. If the device is removed before the
completion of the procedure, or using a device is not an option with
agiven procedure, the correct option is No Device (Z). The ICD-10-
PCS Official Guidelines for Coding and Reporting, section B6.1b,
state, “Materials such as sutures, ligatures, radiological markers and
temporary post-operative wound drains are considered integral to the
performance of a procedure and are not coded as devices.”

The seventh, final character of an ICD-10-PCS code is the Qualifier.
This character allows room for code expansion, if necessary. Example
characters are Diagnostic (X) or No Qualifier (Z). Terms often used as
qualifiers in the Medical and Surgical (0) section are:

* Allogeneic - Taken from different individuals of the same
species. Two or more individuals are said to be allogeneic to one
another when the genes at one or more loci are not identical.

* Synogeneic - Genetically identical or closely related to allow
tissue transplant; immunologically compatible (one identical
twin to another).

* Zooplastic - The surgical transplantation of living tissue to
the human body from an animal.

Is PCS the Future?
Unlike CPT®, the ICD-10-PCS code set is open and expandable;

for example, there’s no need for “re sequenced” codes, as in CPT®.
ICD-10-PCS allows for a high degree of specificity; and with
practice, it’s faster to use than CPT®. There is even a possibility
that ICD-10-PCS could eventually replace CPT*® for outpatient
procedure coding, which would give us a single code set for use in
both inpatient and outpatient settings. uem

Alicia Scott, CPC, CPC-1, CRC, is the educational director for CCO.us. She has more than 30
years of experience in healthcare, beginning as a certified nursing assistant, emergency
medical technician, and pharmacy technician and then as a medical records abstractor and
analyst. Scott’s passion for ICD developed while working onrisk adjustment contracts. She has
alsotaught coding for almost 10 years. Scottis a member of the Temple, Texas, local chapter.

Resources

Development of the ICD-10 Procedure Coding System (ICD-10-PCS):
www.cms.gov/Medicare/Coding/ICD10/downloads/pcs_final_report2012.pdf
Dictionary.com, Zooplasty definition: www.dictionary.com/browse/zooplastic

ICD-10-PCS Official Guidelines for Coding and Reporting:
www.cms.gov/Medicare/Coding/ICD10/2019-1CD-10-PCS.html
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™% CODING/BILLING

By Robert Gilbert, COC, FHFMA

Charge Description Master:
Use It to Optimize Revenue

Secure hospital revenue integrity by implementing
best practices for compliant charge capture.

hen billing hospital services, it’s important to know the fun-

damental elements of the Charge Description Master (CDM).
Here’s guidance to ensure your CDM is correct and compliant to
keep your hospital’s financial livelihood strong,.

Recognize (DM Functionality

CDM, commonly referred to as the “Charge Master” or “CDM,”
is the heart of a hospital’s cash flow. This system master file is the
catalogue of every chargeable item that a hospital offers. Every
patient revenue dollar that flows through an organization is generated
through this file. Hospitals that take great care to ensure their CDM
is correctare able to optimize their revenue cycle for enhanced patient
experience and improved financial sustainability.

Animproperly set up and maintained CDM can costan organization
millions of dollars in lost revenue or compliance penalties. Medicare
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and the Office of Inspector General consider accepting overpayments
from health insurance companies or the government to be fraud,
which can result in substantial penalties.

Proper CDM setup and maintenance is especially important as the
healthcare system faces declining reimbursements and rising scrutiny
of charging accuracy, pricing transparency, and justification. These
factors have put hospitals in difficult positions to generate revenue.
Hospitals have had to take a hard look at their revenue cycle best
practices and seek opportunities for improvement, starting with the

CDM.

Improve Coding Accuracy

Medical coders play a critical role in a hospital’s revenue cycle. By
gaining an appreciation for the function of the CDM, you can
improve your coding accuracy and, in turn, optimize your hospital’s
revenue cycle and improve patient expe-
rience by mitigating billing errors. This
starts by fostering a culture of account-
ability and communication between
CDM managers, coders, and clinical
staff to ensure the CDM is properly set
up and maintained.

Break Down the
(DM Components

CDMs can vary from hospital to hos-
pital. Generally, there are several basic
elements:

Description of Service: The Healthcare
Financial Management Association’s
(HFMA) Patient Friendly Billing Project
recommends that all patient financial
communications be clear, concise, and
correct. Many modern billing systems
can have multiple description lines, the
most common are a technical description
and a billing description. The technical

I Coding/Billing Auditing/Compliance I Practice Management
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Animproperly set up and maintained CDM can cost an organization

millions of dollars in lost revenue or compliance penalties.

description is typically what is used internally, and the billing
description is typically what appears on a patient’s itemized bill.

Most organizations have the same description on all lines, but there
may be situations where different descriptions make it easier for
patients to understand their bill. For example, CPT* code 95808
Polysomnography; any age, sleep staging with 1-3 additional parameters
of sleep, attended by a technologist is for polysomnography. Although
this is an acceptable description for internal use, from a patient
perspective it may make sense to use “sleep study” as the external
description for the itemized claim.

CPT°/HCPCS Level II Codes: Most of the charge master is com-
prised of services where the code will not change. When the service
is not likely to change, then the codes are directly programmed as
part of the charge. If the CPT® code is variable, then generally the
charge is a “shell” charge and coders assign those codes.

Modifier Codes: Modifier codes can also be programmed as part
of the charge; but be careful when placing a modifier in the CDM.
Modifiers should only be added when a specific situation calls for
modifier use 100 percent of the time.

For example, a single-view wrist X-ray does not have a specific
code, while a two-view wrist X-ray is reported using CPT* 73100
Radiologic examination, wrist; 2 views. As such, it’s appropriate to
report 73100 with modifier 52 Reduced services when only one view
is taken, to communicate to the payer that full payment should not
be received for this charge.

Revenue Codes: Designated by the National Uniform Billing
Committee, revenue codes inform the payer where the service took
place. For example, an infusion given in the emergency room is
reported with revenue code 0450 Emergency Room — General. This
differentiates it from an infusion given in an infusion clinic, which
is reported with revenue code 0260 IV Therapy - General. Medicare
also uses these codes to group revenue for cost reporting.

Identify Chargeable Supplies

Supplies often fall into a “gray area” in terms of what is considered
chargeable. Many supplies are considered non-chargeable because
they are part of a hospital’s “floor stock,” which means they are
included in an inpatient’s room and board charge orare included in
the payment for the outpatient procedure/service.

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

Hospitals can improve their revenue capture of chargeable supplies
by developing guidance based on the following questions:

* Istheitem medically necessary and specifically ordered by a
physician?
* Istheitem used specifically for and by the patient?

* Istheitem not commonly furnished as part of a medical
procedure or treatment?

* Istheitem not commonly available for patient use in the
medical department or setting?

¢ Isitdocumented within the medical record that the item was
used?

From a compliance perspective, this last question (documentation
of supplies used within medical records) is very important. Auditors
often cite hospitals for insufficient documentation of supplies used,
especially for operating room procedures.

Hospitals should not rely on physicians to dictate all of the supplies
as part of their procedure notes; rather, nurses should be trained to
document all supplies used on an inventory sheet with attestation
and capture revenue this way.

Check the Price

One area that varies widely from hospital to hospital (unlike any
other industry) and that confuses patients the most is pricing. Pick
any three hospitals within a 30-mile radius of each other and you
can bet the price of the same procedure at each hospital varies —
sometimes, greatly.

Medicare does not dictate how an organization should establish
their pricing, but it does offer the following guidance in the
Medicare Paper Based Manual (section 2202.4) to ensure a reason-
able relationship between costand price:

Charges refer to the regular rates established by the provid-
er for services rendered to both beneficiaries and to other
paying patients. Charges should be related consistently to
the cost of the services and uniformly applied to all patients
whether inpatient or outpatient.

For compliance best practice, hospitals should price services for
reimbursement maximization only.

* Service prices should be defendable - for example, be sure
the price can be explained to a consumer.
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¢ Service prices should be consistent - for example, left and
right should have the same price.

* Service prices should be logical - for example, a computed
tomography (CT) scan without contrast should be priced less
than a CT scan with and without contrast.

Consideration should be given to commercial fee schedules to assess
if the organization is leaving money on the table.

Maintain the CDM for Accurate Payments

CDM maintenance, whether centralized or decentralized, needs to
be consistent and often. Many hospitals centralize oversight of the
charge master with a CDM analyst/manager. These positions are
important but are not enough on their own. Clinical departments
must be accountable for their charges because the CDM analyst/
manager, although responsible for ensuring consistency within the
CDM, is not a practitioner and does not know the actual practice at
the patient’s bedside.

An often-overlooked area of CDM maintenance is external ancil-
lary systems, which are not directly part of the CDM but do
interface with the patient accounting system (e.g., lab, radiology,
and pharmacy). This extra complexity is why maintaining the
CDM should be a shared responsibility between the CDM analyst/
manager and the clinical department.

Although modern patient accounting systems are more integrated
than 10 years ago, periodic reviews should include mapping out
these external ancillary systems within the CDM. Hospitals can
inadvertently charge the wrong service if said service is not mapped
correctly throughout the system. Clinical departments should
review their charges annually, ata minimum.

Ensure Proper Charge Entry

Charges can be processed in many ways: Typically, charges are
automated or connected with clinical documentation. Clinicians
may not be aware that, as they document in the record, charges are
being generated. As such, it’s essential for the CDM to be set up to
facilitate proper billing.

Example:

A nurse in an oncology clinicadministers bevacizumab to a patient.
The patient needs 950 mg. Bevacizumab (HCPCS Level II code
J9035 Injection, bevacizumab, 10 mg) needs to be billed in 10 mg
increments. If this charge is not set up to reportin 10 mg increments,
the hospital is at risk of receiving a significantly incorrect payment.

The national reimbursement rate for Medicare is $76.66 per unit.
For a 950 mg dose (excluding reporting waste), 95 units should be
reported, for a Medicare payment of $7,282.70. Incorrectly report-
ing the bevacizumab per milligram would result in 950 unitsand an
overpayment of $72,827. Incorrectly reporting the drug per dose, as
one unit, would result in an underpayment of $76.66.

It’s important for departments to have a full understanding and
ownership of their charges, including reconciling charges on a con-
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Organizations with a defendable
pricing structure and effective
revenue integrity/charge capture
programs will secure their revenue

now and in the future.

sistent basis. One way to ensure that consistent and ongoing charge
reconciliation is happening is to periodically complete charge audits
on clinical departments.

Maintaining the charge master is more than entering a charge in a
systems’ master file. Other aspects to consider include:

* Charges thatare too high, too low, or inconsistent

* Improper revenue codes for where the service has been
completed

¢ Incorrect CPT®/HCPCS Level I codes for the actual bedside

service
* Inappropriate pharmacy units
* Obsolete charges
*  Zerovolume charges
* Inadequate or inappropriate charge descriptions
* Use of miscellaneous charge codes

* Application of markup policies for drugs and supplies

Ensure Compliance and Proper Charge Capture

Creatinga culture in an organization where maintaining the charge
master is a team effort is critical to ensuring proper compliance and
charge capture, especially as high deductible plans force pricing
transparency and billing scrutiny.

Teaming up with compliance can be an effective way to expedite
a CDM accountability culture. Organizations with a defendable
pricing structure and effective revenue integrity/charge capture
programs will secure their revenue now and in the future. The end
goal is to ensure your organization is paid every dollar due: no more,
no less. uem

Robert Gilbert, COC, FHFMA, is senior manager in the Healthcare Consulting Practice at
Baker Newman Noyes. He specializes in operational areas including charge capture, revenue
cycle, revenue integrity, charge master, claims, provider reimbursement, and business
systems. Gilbert has dedicated his career to assisting healthcare organizations with revenue
cycle. Heisamember of the Seacoast-Dover, N.H., local chapter.

Resource

Medicare Paper-based Manual, Section 2202.4:
www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Paper-Based-Manuals.html
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AUDITING/COMPLIANCE

By Trevor Wasden, MPH, CPC

Determine Medical Necessity for 99233

Know what payers are looking
for in subsequent hospital care
claims and how to give it to them.

Medical necessity is the No. 1 consideration when selecting an
evaluation and management (E/M) service code. Without
medical necessity to support billed services, your practice is put at a
serious noncompliance risk. Consider, for example, one payer’s review
of claims including inpatient subsequent care CPT* code 99233
Subsequent hospital care, per day, for the evaluation and management of
a patient, which requires at least 2 of these 3 key components: A detailed
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interval history; A detailed examination; Medical decision making of
high complexity. The results of this review may help you to improve
coding accuracy and compliance in your healthcare office or facility.

Review Deficienciesin Documentation

Prior to the introduction of Targeted Probe and Educate reviews, the
Parts A/B Medicare Administrative Contractor (MAC) for jurisdic-
tions E and F, Noridian Healthcare Solutions, undertook a service-
specific probe review for internal medicine providers reporting 99233.

Most of the published findings reflected simple process issues, such
as lack of signature, failure to submit documentation, incorrect date
of service, incorrect provider, and illegible documentation. But one
finding was more significant: insufficient documentation/medical
necessity.

Insufficient documentation reflects a failure to meet the docu-
mentation requirements based on the CPT® code description.
Documentation requirements for supporting 99233 are two of the
following three key components:

* Detailed interval history
¢ Detailed exam
* High complexity medical decision-making (MDM)
Ifbilling 99233 based on time, 35 minutes floor/unit time in the care

of the patient with the majority in counseling or coordination of care
must be documented.

These documentation requirements for 99233 are seemingly straight-
forward, but Noridian cited deficiencies in both documentation and
medical necessity.

Define Medical Necessity

To understand the medical necessity requirements for 99233, begin
by reviewing the Social Security Act and the Medicare Claims
Processing Manual (emphasis added).

Social Security Act, Section 1862(a)(1)(A):

Notwithstanding any other provision of this title, no pay-
ment may be made under part A or part B for any expenses
incurred for items or services — which, except for items and
services described in a succeeding subparagraph, are not rea-
sonable and necessary for the diagnosis or treatment of
illness or injury or to improve the functioning of a mal-
formed body member.

Medicare Claims Processing Manual, Chapter 12, Section 30.6.1:

imeravi

Medical necessity of a service is the overarching criterion
for payment in addition to the individual requirements of
a CPT code. It would not be medically necessary or appro-

Stockphot
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99233

priate to bill a higher level of evaluation and management
service when a lower level of service is warranted. The vol-
ume of documentation should not be the primary in-
fluence upon which a specific level of service is billed.
Documentation should support the level of service reported.

In other words, just because the physician documents a detailed his-
tory and detailed exam doesn’t necessarily mean you can bill 99233.
All billed services must be reasonable, necessary, and warranted.

Consider Patient’s Condition

Neither guideline provides fully objective, quantitative criteria
by which medical necessity for an E/M service may be judged.
Understanding the medical necessity for ordering alab or radiologic
exam is comparatively easy: for example, a provider orders a chest
X-ray for suspected pneumonia, or serial troponins are ordered for
chest pain to rule out acute coronary syndrome. Connecting the
dots between 2 99233 and medical necessity is not as clear.

Fortunately, CPT* provides a clue in the full code descriptor for
99233: “Usually, the patient is unstable or has developed a signifi-
cant complication or a significant new problem.”

The full descriptions for subsequent care codes 99231 Subsequent
hospital care, per day, for the evaluation and management of a patient,
which requires at least 2 of these 3 key components: A problem focused
interval history; A problem focused examination; Medical decision mak-
ing that is straightforward or of low complexity and 99232 Subsequent
hospital care, per day, for the evaluation and management of a patient,
which requires at least 2 of these 3 key components: An expanded problem
Sfocused interval history; An expanded problem focused examination;
Medical decision making of moderate complexity also include a “usu-
ally” statement referencing the stability of the patient:

* 99231 — “Usually, the patient is stable, recovering or
improving.”

* 99232 — “Usually, the patient is responding inadequately to
therapy or has developed a minor complication.”

Based on these statements, it is the documented stability of the
patient that determines the medical necessity of these subsequent
care levels (when not billing based on time).

Differentiate Between “Significant” and “Unstable”

I'm often asked, “What constitutes ‘significant’ or ‘unstable?””
Although these terms are not specifically defined, we can use
Medicare’s 1995 and 1997 Documentation Guidelines for
Evaluation and Management Services to point us in the right
direction — specifically, the examples for a high level of risk under
the Presenting Problem(s) column in the Table of Risk:

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

* Acute or chronic illnesses or injuries that pose a threat to
life or bodily function, eg, multiple trauma, acute MI,
pulmonary embolus, severe respiratory distress, progressive

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

You must look at the overall
picture of the patient’s stability,
as painted by the provider’s note.
One condition documented as
“improving” does not mean the

patient’s overall condition is stable.

severe theumatoid arthritis, psychiatric illness with potential
threat to self or others, peritonitis, acute renal failure

* Anabrupt change in neurologic status, eg, seizure, TTA,
weakness, sensory loss

For a new complication or problem to be considered “significant,” it
should be comparable to the table of risk examples.

“Unstable” also follows this guideline, but for ongoing conditions
rather than new problems or complications. Example: A patient
admitted yesterday for sepsis with respiratory failure and acute
kidney injury, who today remains tachypneic and tachycardic, with
worsening oxygen requirements and significantly elevated blood
urea nitrogen (BUN), creatinine, and lactate levels. Accounting
for the presenting problems and the “usually” statements in CPT®,
and factoring in critical care, you can create a spectrum of patient
stability that points to the medical necessity requirements for each
subsequent care code level, as shown in ChartA.

ChartA: Create a spectrum of patient stability.

99231 99232 99233 99291
New : T * -
Problem: N/A Minor Significant Critical

. Stable .
Dngomg‘ Recovering Responding Unstable* Critical
Problem: . Inadequately
Improving
*High Risk Presenting
Problem (MDM)

Identify Medical Necessity within a Note

Although you still need to count the history and exam elements to
meet the 99233 documentation requirements, you should keep in
mind the stability of the patient’s conditions by asking:

* How s the patient responding to treatment (e.g.,
« . » « » « » «s . » ?
worsening,” “uncontrolled,” “stable,” or “improving”)?

* Are there new complaints or symptoms?

* Whatand how severe are the abnormal findings in the exam?
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The audit elements for MDM complexity should espe-
cially help painta picture:

¢ Isthereanew undiagnosed problem or
complication the provider is working up?

* Isthe provider ordering additional diagnostic
services?

¢ How frequently does the provider want labs run?

¢ Whatdiagnostic results is the provider pulling in to
theirnote,and whatare they sayingaboutthe results?

¢ Does the provider need to seek advice from
another physician?

¢ How do comorbidities increase the risk of the
presenting problem(s)?

¢ Isthe provider changing the treatment plan
because the problem is worsening or failing to
change as expected?

You must look at the overall picture of the patient’s
stability, as painted by the provider’s note. One condition
documented as “improving” does not mean the patient’s
overall condition is stable.

Time-based Coding Changes the Criteria

How is medical necessity met when reporting 99233 based on time?
In this case, we find additional guidance from both the CPT* code
book and the Medicare Claims Processing Manual (emphasisadded).

Medicare Claims Processing Manual, Chapter 12, Section 30.6.1:

However, the physician may document time spent with the
patient in conjunction with the medical decision-making
involved and a description of the coordination of care or
counseling provided. Documentation must be in suffi-
cient detail to support the claim.

CPT* code book, Evaluation and Management Services Guidelines:

This includes time spent with parties who have assumed re-
sponsibility for the care of the patient or decision making
whether or not they are family members (eg, foster parents,
person acting in loco parentis, legal guardian). The extent
of counseling and/or coordination of care must be doc-
umented in the medical record.

There must be “sufficient detail” to justify the time spent, but what
constitutes this requirement?

We've discussed how all the elements of the history, exam, and
complexity of MDM should paint a picture of the severity of a pa-
tient’s condition. A provider does not necessarily need to document
an equal amount of text detailing the counseling or coordination
of care; however, there does need to be more than a list of topics
covered, or more than a sentence or two detailing the content of
the counseling and coordination of care. When reporting on time,
a provider is essentially saying, “I needed to spend more time than
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expected based on the stability of the patient, and here is why.” The
amount of content documented should correlate with the amount

of time spent (e.g., more content is expected for a 35-minute 99233
than a 15-minute 99231).

The content of the counseling and coordination of care can be docu-
mented with the provider’s time statement, or the time statement
can include the context of the counseling and coordination and
connect back to the body of the note where the content is located.

Review these examples of good documentation from portions of a
hospitalist’s daily progress notes:

Example 1

I spent 45 minutes floor/unit time in the care of this patient,
greater than 50 percent in counseling and coordination of care on
an incredibly complex individual, with multiple barriers to care.
Unfortunately, pt. has an incredibly complex medical situation,
and low motivation to take good care of himself. I suggested
that he might do best going to skilled nursing for at least a while
after discharge, and he adamantly refused this. I asked about his
reluctance, and he told me that he’s got his garden and if he goes
to a facility the garden will die. I countered with the fact that he
nearly died yesterday from hyperkalemia, and if he hadn’t been
able to summon his neighbor, he would have probably died from
a hyperkalemic arrest within hours. This did not seem to faze him
as I would’ve expected. He values his independence, finds nursing
home life demoralizing, and wants to go home with home health
at the time of discharge. I think this is a plan for disaster as he has
demonstrated on multiple occasions that he is not able and/or
willing to appropriately take care of himself.
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Example 2
Assessment/Plan

1. Pneumonia, Parapneumonic effusion: Pt. has pneumonia
with a parapneumonic effusion. Her two-view chest X-ray
yesterday, which I reviewed personally, demonstrates in-
creasing consolidation of the left base, with a probable small
associated effusion. Effusion was confirmed with chest
ultrasound. We discussed the risks, benefits, and alternatives
to thoracentesis. She was willing to proceed, and I talked
with radiology to accomplish this. Painful effusions do have
aslightly higher potential for infection. Of note, I gave hera
small dose of Toradol, which markedly improved her pain.
We'll see if we can geta sputum culture, in case she hasa
resistant organism, considering the worsening consolidation
on X-ray.

2. Chest pain, pleuritic: Pleuritic chest pain likely due to
parapneumonic effusion. We will use NSAIDs temporarily,
recognizing increased kidney risk.

3. Acute respiratory failure with hypoxemia: She is still requir-
ing 2 L of oxygen, but hopefully now that she is not splinting
she’ll use her incentive spirometry more.
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QRRRX®
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Powered by AAPC

I spent 40 minutes of floor/unit time caring for this patient, more
than 50 percent of which was spent on counseling and coordination
of care. I discussed in detail with the patient the disease process,
prognosis, and treatment options, as well as the treatment plan, as
noted in the assessment and plan. This included my initial visit to
discuss my concerns about her chest X-ray, with a second visit to fol-
low up on her chest ultrasound and to consent her for thoracentesis.

Ialso coordinated care with radiology for the procedure. T anticipate
a third visit later today to discuss results of thoracentesis.

Key Takeaway

The key takeaway for providers regarding when to report a 99233
is that, in addition to the documentation requirements, their note
needs to establish that the patient is unstable or has developed
a significant complication or a significant new problem; or give
enough content of the counseling or coordination of care to justify
the documented time spent. uem

Trevor Wasden, MPH, CPC, is the lead consultant for hospitalist and radiation oncology
physician coding at Intermountain Healthcare. He reqularly consults, educates, and presents to providers,
billing staff, and operational leadership regarding coding guidelines and payer policies. Wasden completed his
graduate workin PublicHealth at the University of Utah. Heis amember of the Salt Lake City, Utah, local chapter.
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It's FREE!
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& PRACTICE MANAGEMENT

By Maria Rita Genovese, CPC, PCS

Improve Healthcare Through
a Personalized Patient Experience

With a personal, patient-centered practice, you can
provide complete, quality and efficient care for your patients.

he patient experience encompasses the entire range of interac- have a quick turnaround time, inform the provider; they may
tions that patients have with a healthcare system. Understanding be able to add time to see the patient.
patient experience is key to moving toward patient-centered care and * Clearly communicates between the physicians, clinical team,
complete healthcare quality. and the patient. Communication huddles should occur at the
beginning of the session and should include all team members,
Factor into the Patient Experience including the front desk.
The patient experience encompasses several key components: *  Offers timely appointments with a quick turnaround time. It’s
 Effectiveness: Your practice is effective when it allows patients critical to inform patients about delays. If a provider is running
to access care efficiently, and in a timely manner. For example, late, contact your patients throughout the day to inform them.
consider the turnaround time for return phone calls and look The front desk should communicate to patients abour delays
at ways your practice can help patients navigate the healthcare every 15 minutes.
system. * Accounts for patient preferences. Consider providing multiple

* Culture of Safety: Create an environment that promotes a locations with different hours. Evening and Saturday hours
culture of safety in your organization. Safety culture is the add convenience for patients.
attitude, beliefs, perceptions, and values that employees share  You can take some simple steps to personalize the healthcare experi-
in relation to safety in the workplace. ence for your patients:

* Responsiveness: This applies to individual preferences, such * DPersonal details matter: Take the time to acknowledge
as catering to patients’ needs and values. For example, think birthdays, special occasions, and holidays. When staff
about your office hours: Patients should be able to access care remember specific details about a patient (such as asking them
at times convenient to them. Consider having hours early in about their children, their job or hobbies, or a favorite pet), it
the day, in the evenings, or on weekends. makes them feel appreciated and special.

* Clear Communication: This includes creating guides to * Employees should seek to establish a dialogue with patients
define the expectations of the patient and care team. For and display empathy at all times. Pay attention to patient
example, you might assign a navigator to a disease-based demographics and participate in active listening.
team to assist the patient in accessing appointments, as well as «  Usinga patient’s name is personal and respectful, but try to
informative guides that list all the services your practice offers. use the patient’s preferred name. For instance, a patient named

e APatient Committee: Create a committee of current “Joseph” may like to be called “Joey.”
and former patients to discuss initiatives and process 3

Always meet and greet: Encourage face-to-face interaction in
your office, welcome the patient, and inform them of pertinent
information.

improvements. The committee discusses their experiences and
what should be improved or remain the same.

* Useall possible channels for engagement. A smile and eye
contact goes a long way.

Make It Personal
Making it personal is about making the patient feel valued, respected,

and cared for. It’s about making them feel that their Well-being Look Beyond Appointments and PrOCedures

matters. Patients will value an experience that: . . . .
The patient experience encompasses more than appointments with

. i i i . . . .
Provides easy appointment scheduling. Access to care and physicians for whatever ails them. It can also include:

an easy scheduling process matter to patients, as does a quick . . . .
g * Outreach programs, including community health screenings

response to phone calls. If the provider’s schedule does not . , .
such as breast screenings and men’s health education.
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Patient Experience

Nutritional education and seminars.

Concierge service (e.g., having a navigator to assist with
treatment).

An integrative medicine program, which focuses on
incorporating the three pillars of a healthy lifestyle —
nutrition, physical activity, and emotional health — into the
patient’s care plan.

Complementary medicine programs for emotional healing,
ranging from healing gardens to cooking sessions. This
program enhances the quality of life and wellness of
individuals living with, through, and beyond a cancer
diagnosis, for example. Such a program uses scientific-based
therapies that focus on mind, body, and spirit, while
supporting mainstream medical care.

Explore Complimentary Medicine

While traditional medicine and healthcare treat the illness, comple-
mentary medicine therapies help promote wellness in the whole
person. Itempowers participants by providing them with an oppor-
tunity to take a positive, active role in their care and treatment. For
example, complementary therapies in our practice are designed to
lessen the pain, stress, and anxiety associated with cancer. Therapies
provide patients assistance with handling the side effects of tradi-
tional treatments such as radiation and chemotherapy.

Complementary medicine programs may include laughter work-
shops, therapeutic massage and reflexology, mindfulness, guided
imagery and meditation, Qi Gong, creative arts for healing, horti-
cultural healing, and chair yoga.

Use Data to Measure Satisfaction

The patient experience is measured through outcomes data and sur-
vey results. Institutions are part of this process and results are acquired
and distributed to review and improve upon. Most institutions use
Hospital Consumer Assessment of Healthcare Providers and Systems
(CAHPS) or Press Ganey. Areas surveyed often include:

Overall assessment Ease of the registration

* Likelihood of * Helpfulness of registration
recommending person
*  Overall rating of care * Informed about delays

Staff worked together to

4 Waiting time in
RIOMICEEaIC registration, and test or

Personal issues treatment areas

Concerns for privacy Explanations given by staff

Sensitivity to patient needs . .
ytop Friendliness of staff

Skill of techs/therapists/

Response to concerns/

complaints

e Registration LLLIISCS '

* Ease of scheduling . Staff.concern/questlons
appointment worries

We've got more great articles on the Knowledge Center at: www.aapc.com/blog/.

To achieve positive survey results, the question “What Do Patients
Want?” factors into discussion. Generally, according to National
Association of Healthcare Access Management’s (NAHAM)
“Customer Service to Patient Experience: The Cultural Shift”
patients desire:

Confidence: This is the belief that patients can trust the
practice or facility’s physicians and clinical team to deliver on
its promises.

Integrity: This reflects the belief that the hospital always
treats patients fairly and satisfactorily resolves problems that
occur.

Pride: This is the degree to which a patient feels good about
using the hospital and about how using the hospital reflects
on them.

Passion: The belief that the practice or facility is
irreplaceable and an integral part of patients’ lives.

Overcome Challenges
There are many challenges to overcome when trying to provide a
personalized patient experience, such as:

Access
Morale

To understand how to give the best personalized experience, every

Poor quality

Cost of healthcare

employee must experience care the way your patients do. Encourage
every employee to think about their purpose, not just their functions.
Teams muststop giving cues of indifference and uncaring. Theway in
which we deliver care is just as important as the service itself.

Teach your employees how to handle a patient or family member’s
complaint and create a blame-free environment. Empower staff
to manage up, and not to blame other departments for issues that
a patient may incur. “Sorry” may be the hardest word to say, but
everyone needs to learn when to say it. Have sessions regarding

empathy using role playing for staff (for example, Ted Talks).

Examine your patient flow or perform daily team meetings to
isolate problem areas and to anticipate patient needs. Understand
that improving patient satisfaction is about systems, just as much
as smiles. HBm

Maria Rita (Rita) Genovese, CPC, PCS, is the vice-president of AAPC's Greater
Philadelphia Local Chapter, and is a former chapter president and vice president. She is a
formermember ofthe AAPC's National Advisory Board, aformer member ofthe AAPC Chapter
Association (AAPCCA) board of directors and she served on its executive board. Genovese is
the director of revenue cycle and business operations for MD Anderson Cancer Center at
Cooper. She educates physicians and staffin medical coding and complianceregulations.

Resources

NAHAM, Customer Service to Patient Experience: The Cultural Shift: https://cdn.ymaws.com/www.
naham.org/resource/resmgr/2016_NE_Presentations/Customer_Service_to_Patient_.pdf

TED Talks, TED Conferences, LLC: www.ted.com/talks
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B ADDED EDGE

By Ann Barnaby, CPC, CRC, CASCC

Navigate Your Path to Career Satisfaction

Find your passion and follow it all the way to success.

We all deserve to work in a job we love. Preparing yourself for the
journey can make all the difference in achieving career success.

Find Your Passion

Identifying your true passion in the business of healthcare is one of
the first steps to realizing your career dreams. This may be a decision
you make right after you earn your first coding credential, or it may
bean idea that comes to you after years of working as a medical coder. No
matter what the stage of your career, it’s never too late or too early to
think about what brings you the most satisfaction at your job.

To find your passion, ask yourself:
e WhatdoIlove mostabout medical coding?

e Which section of the CPT*® code book interested me most as I
prepared for the Certified Professional Coder (CPC®) exam?

* Thinkingback to previous jobs I've held, what aspects did
like and what didn’t I like?

After you've answered these questions, focus your job search and
career path to drive results that will allow you to pursue your passion.
Make every step count toward the goal of finding a career in your
chosen field. This may require more certification, further education,
or years of experience that you don’t have. Don’t let those obstacles
cloud your vision. If you can dream it, you can do it.

Maximize Your Job Search Tools

Discovering jobs, companies, and positions that use medical coders
can be fascinating. To unlock the opportunities available to you, it’s
important to use search tools and job listings to your advantage.

We've all used the tried-and-true search keywords “medical coder”
to search for open positions in our area. This term sounds like the
obvious choice — we are, after all, medical coders! But we’re not
JUST medical coders; we deal with so much more: the Centers for
Medicare & Medicaid Services (CMS) guidelines, HIPAA policies,
revenue cycle, claims submission, education, and many other aspects
ofhealthcare. If you use those keywords in your job search, the results
will increase exponentially.

The next time you're surfing the Web for job postings, try different
search terms and check out the results. For example, what positions
have the term “CPT” in the description? By using focused terms and
specific aspects of the medical coding process, you’ll expose yourself
to countless jobs that may have never crossed your mind.

Don’tlimit your search to coding terms or job search sites. Googling
“healthcare nearby” will supply an extensive list of hospitals, physi-
cian practices, even healthcare sales organizations. Take the time to
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explore each result: Go to each company’s website and look in the
“Careers” section to find jobs they may not have advertised on a large
job search site. You never know what you’ll find with creative job
search terms and a little bit of time.

Get Organized

As the saying goes, “Finding a job is a job in itself.” This may sound
intimidating, but the job search process doesn’t have to be. Preparing
for the abundance of information that comes with a job search, and
remaining organized, will drive your success through the process.

Asyou start your job search, stay organized by following key steps:

* Keep alist of companies that may have positions available now
or in the future.

*  On this list, make note of the positions you've applied for,
received an email in response, or heard back from an employer.

*  Keep track of dates, contact names, phone numbers, etc.

This reference list will help you to feel in control of your applica-
tions and quickly become invaluable. There’s so little we can control
in the job application process; organizing your progress can have a
calming effect.

Sharpen and Finalize Your Resume

Your resume is your first introduction to em-
ployers, hiring managers, and recruiters.

It’s important to present an error-

free document that describes

yourself and your talents,

just as you would do if

you were to intro-
duce yourself in
person.
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Make your resume serve as a snapshot of your certifications, skills,
education, and experience. Don’t go overboard or write long para-
graphs of what you've accomplished and what you have to offer; there
will be plenty of time for that during the interview.

Include specific information that will help employers get a sense of
your strengths and capabilities. Always include your coding certifica-
tions after your name — you earned them, show them off. Include
a more detailed list of your certifications and what they represent in
the body of the resume.

Your education — even education that isn’t coding education — is
important to include, as well. Completing (or even enrolling in)
education programs shows employers that you have ambition and are
willing and ready to learn.

Make a succinct list of your coding-related skills. This list will
help employers find you when they perform a search of candidates’
resumes for specific skills needed for their listed position.

Finally, list your work experience. Don’t be worried if you don’t have
experience specific to coding and billing. A good hiring manager will
see the skills you've gained from other work experience and envision
how those skills apply to coding. For instance, a customer service
position requires patience, perseverance, the ability to cope under
high-pressure situations, and the ability to prioritize and resolve issues.
These skills are essential for coders, too. Show off the work you've
accomplished and make your resume a true reflection of yourself.

Ensure a Successful Job Interview

You've made it to the next step: You've scheduled a job interview. As
intimidating as that might sound, job interviews don’t have to be
nerve-wracking or scary. Justlike it was in any other phase of

the job search, preparation is key to success.

. Before you go to a job interview, research
the company. This is an important
step that many people neglect.
Having information about

the company, their

values, their services,

and the people

who work

Beforeyougotoajob

interview, research the company.

there allows you to interview feeling prepared and not as if you're
talking to a complete stranger.

Confirm the location of your interview and your contact when you
arrive. There’s nothing more stressful than getting lost or not having
a name for the receptionist who asks you who you're there to see.

Arrive at your interview 10 minutes early. There are several reasons
behind the 10 minute “rule.” If you arrive too eatly, your interviewer
may feel pressed to finish a project or abandon their work to meet you.
Ifyou arrive too late, you've already created a bad first impression.

After checking in with reception, sit quietly in the waiting area. Don’t
check your phone: It is awkward to greet someone and not be able to
shake hands until you put your phone away. Leave your phone in the
car if you can’t resist its lure.

During the interview, listen to your interviewer and take notes on the
information they give to you. Always bring a portfolio or notepad to
an interview. This minor action, along with taking notes during the
interview, can be the difference between getting the job and gettinga
“Thanks, but no thanks” email. Use the notebook to your advantage:

* Make notes for yourself about projects you've completed or
items about your background that you don’t want to forget.

*  Write the word “Smile!” in the margins. When you see it,
you’ll inevitably smile, putting yourself at ease and letting
your interviewer see that you're relaxed and enjoying the
conversation.

* Attheend of the interview, if you're asked if you have any
questions, always have two or three questions prepared (in case
your mind goes blank). For example, you might ask:

o

What is a typical day like for the person in this position?

o

Who would I report to?

o

What are the production and quality expectations?
Asking questions gives you a chance to relax, and lets the interviewer
do the talking for a change.

Embarking on a new career is an exciting and fulfilling endeavor.
With preparation, self-reflection, confidence, and organization, you
can find your dream job. Don’t give up! Hem

Ann Barnaby, CPC, CRC, CASCC, is the managing director of Project Resume, a company
providing professional development education to medical coders. She began her professional
journey when she earned a Bachelor of Science degree in Health Policy and Administration as a
student at Pennsylvania State University. Barnaby has enjoyed a career in medical coding and
billing, recruiting, training, and management of medical coding teams. She is a member of the
Richmond, Va., local chapterand can be reached at ann@projectresume.net.
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Member Experience

By David Blackmer, MSC

What AAPC Stands For

Our name has changed over the past 30 years, but our mission is the same.

Since AAPC’sinception in 1988, our official name has changed a few
times. A decade into existence, we went from the American Academy
of Procedural Coders to the American Academy of Professional Coders.
That name lasted a little over 10 years, at which point we officially
simplified it to AAPC. We had roughly 100,000 members at the time,
and we were noticing a broader spectrum of careers being represented.
Our growth was attracting individuals with diverse job titles — those
who were still involved in the business of healthcare, but who were not
necessarily medical coders.

We Represent a Diverse Group

We expanded our horizons to include and welcome billers, audi-
tors, compliance officers, practice managers, educators, clinicians,
lawyers, etc. The name change reflected this expansion, as the focus
was no longer narrowed to medical coders, but open to all who cared
about advancing the business of healthcare. The largest segment of
our membership still handles coding for a living (42 percent), but
more than half of our members are involved in different careers.

Our Commitment Is Unwavering

Offering more training, certification, and resources for these other
career paths does 70z come ata cost to the core medical coding crowd
we have served from the beginning. We have maintained the same
level of commitment to our foundational certifications, simply add-
ing various options and services to accommodate those who are not
medical coders.

In fact, medical coders find the expanded networking, extra articles
and webinars, and other educational tools available to be new and
helpful perspectives to fulfill their current job duties or prepare for
a career shift in the future, if desired. Since the last name change,
we’ve seen our community of healthcare professionals grow to an
impressive network.

AAPCStands for Excellence

Unfortunately, history lessons don’t make for the most interesting
responses when someone is trying to figure out what AAPC stands
for. Equally deflating is the factual statement that the letters in AAPC
aren’t even associated with words anymore!

Our name has changed over the years, but our mission remains the
same: to set and uphold a higher standard. Our credentials are now
known throughout the industry as a sign of excellence, and it’s all
thanks to our members. AAPC is you!

David Blackmer, MSC, is the director of member experience at AAPC. He is a member of the Salt Lake South
Valley, Utah, local chapter.

Since the last name change, we've seen
our community of healthcare professionals

grow to an impressive network.

PROPSTO OUR CUSTOMER SERVICE REPRESENTATIVES

We appreciate feedback from members about their experiences
with AAPC’s customer service. We especially love receiving props!
Here’s what a few members said recently about their customer care
experiences:

“I give Jenika an 11 on your scale of 10! She was super helpful. She was

prompt in getting back to me by email with the proctor-to-examinee
instructions she promised to send me. It was available within a couple
minutes after [ hung up. Now that it prompt! She knew right where
to find the CPC® questions per section and helped me locate that in
seconds. Keep up the good work.”

It also sounds like you knew what you were looking for. You
mentioned great resources to prepare for the administrative ex-
amination processes. Proctor instructions are accessible from our
Exam Tips page (www.aapc.com/ExamTips), and each certification page
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(e.g., www.aapc.com/certification/cpc) has details on the bottom of what’s
covered on the exam.

“Each and every time I call I-800-626-2633, I receive professional and
accurate information regarding my questions. Not only is the AAPC
representative professional, but also kind and courteous, just like Jaci
was today. Each member of your team that I met at the Anaheim
Conference was friendly and helpful, roo. It is apparent that each of
you enjoy the job you do and your employment with AAPC. Thanks

so much!”

We DO love being a part of AAPC! Employees are dedicated to
serving our membership, whether at a live event, on phone/chat/
email, or wherever you may encounter us.

To nominate an AAPC employee for excellent service you received,
send an email to thanks@aapc.com.


http://www.aapc.com/ExamTips
http://www.aapc.com/certification/cpc
mailto:thanks@aapc.com

Can't find your name? It takes
about three months after you
pass the exam before your
name appears in Healthcare
Business Monthly.

Magna Cum

Abdus Shahid Sheikh, COC, CPC
Alissa VanHook, CPC-A

Angela K Alexander, CPC, CIRCC
Aswani Vk, CPC-A

Bethany Williams, CPC-A

Brittany Simmons, CPC-A

Chris Jones, CPC-A

Christi Barrow, CPC

Corrina Rottum, CPMA, CGIC, CRC
Dawn Osborn, CPC-A

Dea Lu Furgason, CPC-A

Debra Trexler, CPC-A

Donna Akins, COC, CRC

Elymi Peralta, CPC

Gouthami Chinthakindi, CPC-A
Heather Hunt, CPC-A

Hyunhee Kim, CPC-A

Jasusri Jayasimhan, CPC-A
Jeanette Aldrich, CIRCC

Jennifer Gallipo, CPC-A, COPC
Jennifer Holben, COPC

Jennifer Thau, CPC-A

Jocel Mae Lovendino Noriega, CPC-A
Kelli Greene, CPC

Kimberly Gay A Villena, CPC-A
Koppula Sudhakar Reddy, CPC-A
Kris Ann Allen, CPC-A

Laurie Davis, CPC-A

Laverne Calupaz Canlas, CPC-A
Maddu Dinesh Naidu, CIC, CPC-A
Maimoona Fatima, CPC-A
Mangesh Prakah Patole, CPC-A
Marci Kelley, CPC-A

Martha Pung, CPC-A

Mary Harmon, COC, CIRCC
Moirangthem Jasmine Chanu, CPC-A
Muralidharan P K, CPC-A, CIRCC
Nikki York, CPC, CRC

Patricia Kennedy, CPC, CPMA, COPC
Peggie Rossi, CPC-A

Rachel Hamm, CPC, CUC
Rajender Narayanapuram, CPC-A
Rakhi Sinha, CPC-A

Ramya Vaidyanathan, CPC-A
Renji Paul, CPC-A

Sara Mattison, CPC-A

Shekkina JC Shammah Shekkina, CPC-A
Soleti Anusha, CPC-A

Stacie Meyer, CPC-A

Sumpi Borgohain, CPC-A

Swati Mohalikar, CPC-A

Teresa Molsbee, CPC-A

Veera Mekala, CPC-A

Virginia Mares, CPC-A

Vivian Liu, COPC

CPG

Abigail Bennett, CPC

Adrian Figueroa, CPC

Adriana C Garcia Portuondo, CPC
Adrienne Dolezal, CPC

Agena Hendrix, CPC

Alisha Capener, CPC

Alma Garcia, CPC

Aloisis Lobelles Santana, CPC
Alyson Collins Bartell, CPC
Alyssa R Guerrero, CPC
Amanda Hernandez, CPB, CPC

Amina Qamar, CPC

Andrea Jackson, CPC
Andrea M Garnett, CPC
Andriana Gionis, CPC
Andru Maldonado, CPC
Anita Gue, CEDC, CPC
Anna Hendrickson, CPC
Anna Szczesny, CPB, CPC
Ariana Merino Landrau, CPC
Arlene Capati, CPC

Ayla Vertrees, CPC

Barbara B Sanclemente, CPC
Barbara Schultz, CPC
Belinda Lewis, CPC

Beverly L Sullivan, CPC
Brandi Elsman, CPC
Brianna Crowley, CPC
Brittany Ooley, CPC
Brittany Whisenant, CPC
Caleshia Myles, CPC
Camela Gordon, CPC
Camille Morrison, CPC
Candice Roach, CPC
Carlos Felipe Dominguez, CPC
Carol A Aube-Glick, CPC
Carol Kost, CPC

Carol Tackett, CPC

Carolyn Bauder, CPC
Casey Tarlas, CPC

Catina E Collier, CPC
Charelle Johnson, CPC
Cheryl Boomgaarden, CPC
Cheryl Manes, CPC

Christa Scheve, CPC
Christie Farmer, CPC
Christina Henson, CPC
Christine Lothi, CPC
Christopher Dela Cruz, CPC
Christopher Valladares, CPC
Christy May, CRC, CPC
Ciara Vaughn, CPC

Cynthia Alvarez, CPC
Cynthia Herring, CPC
Cynthia Middaugh, CPC
Dana Walker, CPC

Debora J Fullmer, CPC
Deborah Steward, CPC
Dena Wagner, CPC

Divina Ibera Agunat, CPC
Donna Sue Bishop, CPC

E Marie Williams, CPC
Elizabeth Lyle, CPC

Erika Saunders, CPC

Erin L Sharp, CPC

Erin Ward, CPC

Estell Lam, CPC

Eyana Handsome-Walker, CPC
George Morris, CPC

Glinner Wilson, CPC

Gonzalo Portal Lemock, CRC, CPC

Heather D Bettis, CPC
Heather Ellis, CPC
Heather Maguire, CPC
Herpsima Khatchadorian, CPC
Ife Baptiste, CPC

Iris Havelka, CPC

Jack H Sycz, CRC, CPC
Jacqueline Macak, CPC
Janet Kunze, CPC

Janice Mercaldi, CPC
Jeanette Wright, CPC
Jennifer Chance, CPC
Jermisha Person, CPC
Jessi | Faso, CPC

Jessica Courtney, CPC
Jessica Gerding, CPC
Jessica Marie Welter, CPC
Joie Lane, CPC

Jose Pecanha, CPC

Julia Ann Durfee, COC,, CPC
Kalilou Kane, CPC

Karen Beery, COC
Karikalan M, CPC

Karina Hesterberg, CPC

Karla Martinez, CPC, CRC, COC
KaSheena Quinones, CPC
Katherine Davila, CPC

Katrina Guzman, CPC

Kaydi Gregston, CPC

Kayla M Smith, CPC

Kelly Perry, CPC

Kendall Moss, CPC

KerryAnn Martel, CPC

Kim Miller, CPC

Kimberly Matthews, CPC
Krista Burks, CPC

Krista Tjelmeland, CPC

Kristi Elaine Shaffer, CPC
Kristie McAdams, CPC
LaKenya Brazelton-Howard, CPC
Laura Curtis, CPC

Laura Ellor, CPC

Laura P Martinez, CPC

Lauren Marie Cassano, CPC
Laverne Singleton, CPC

Leigh Ellis, COC

Leodanis Rodriguez, CPC
Lindsay Ireland, CPC, CEMC, CGSC, COC
Lisa Balsam, CRC, CPC

Lisa Collins, CPC

Lisa Davis, CPC

Lisa Neidy, CPC

Lisa Zagresky, CPC

Loretta Wesley, CPC

MV Ganesamoorthy, CPC

Ma Amelia Tadios, CPC
Manuel Silva, CPC

Maria America Mac Kizer, CPC
Mary Kaye Kurvink, CPC, COC
Mary Ruth McCray, CPC

Melissa Harris, CPC
Melissa Wheeler, CPC
Melissa Yuhas, CPC
Meredith R Crowley, CPC
Michaela Grant, CPC
Michelle Berkshire, CPC
Monique Green, CPC
Mynesha Trenee Brown, CPC
Nancy A Zerillo, CPC

Nga Diep, CPC

Nicole Matthews, CPC
Nicole Norris, CPC
Nirmala Narayanan, CPC
Odalys Dupotey Obregon, CPC
Pamela Mason, CPC
Patricia L Jones, CPC
Patricia Parker, CPC
Perlita Hernandez, CPC
Phylicia Patterson, CPC
Princia Preethi, CRC, CPC
Priscilla McGinness, CPC
Quddusa L Anderson, CPC
Raji Maheshan, CPC
Raquel Garcia, CPC

Raul Hernandez, CPC
Rebecca Staples, CPC
Rhonda Johnson, CPC
Ricki Rekow, CPC

Roopa Dadlani, CPC, CPMA, COC
Rose Dunaway, CPC
Roselon Williams, CPC
Rossana Perez, CPC
Roxana Trujillo, CPC
Roxann Royce, CPC

Ruth Morrow, CPC
Sabrina Butcher, CPC

Samantha Coppola, CPC
Samantha Williams, CPC
Sandra Hlenski, CPC
Sarah Mantle, CPC
Sarah Wendt, CPC

Sarah Willey, CPC

Sarita Ritter, CPC
Shamra Griffith, CPC
Shannon Bosley, CPC
Shelia Marie Brown, CPC
Sherry Jean Garavet, CPC

Siufan Cheung, CPC, CPMA, COC

Stacey Lewis, CPC
Stacie McClenney, CPC
Stephanie Marie Weaver, CPC
Stephanie Spencer, CPC
Susan Chinn, CPC
Tamika Perkins, CPC
Tammy Roy, CPC

Tanea Hoffman, CPC
Tara Mounce, CPC
Tawanda Gainer, CPC
Telitha Xavier, CPC, COC
Teri A Didonna, CPC
Timothy Yonish, CPC
Tomika Ward Taylor, CPC
Tony Hetchler, CPC
Tracey Adair, CPC

Traci Toups, CPC

Tracy Schutt, CPC

Tricia Olsen, CPC

Tris Hazlett, CPC

Twilla Squire, CPC
Victoria Bossard, CPC
Vonda Parks, CPC
Yamile Valdesprieto, CPC

TNAAPC
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Apprenti

A Sandhya, CPC-A

Abdul Rashid, CPC-A

Abdul Shukoor, CPC-A
Abraham Varghese, CPC-A
Adrea Ann Nevin, CPC-A
Afreen Sheik, CPC-A

Agnes Elizabeth Antony, CPC-A
Ajay Kumar, CPC-A

Ajeesh Lukose, CPC-A

Ajit Sadashiv Gawade, CPC-A
Akashvani Chavan, CPC-A
Akhil S Raj, CPC-A

Akhlag Ahmad, COC-A, CPC-A
Alan Philip Thomas, CPC-A
Alecia Hanke, CPC-A
Alejandro - Lopez, CPC-A
Alethea Vest, CPC-A
Alexander Johnston, CPC-A
Alexandra Boton, CPC-A
Alexandra Stock, COC-A
Alexis Moczygemba, CPC-A
Alexis Skog, CPC-A

Alisa Jones, CPC-A

Alisha Rose Hebert, CPC-A
Alison Wingrove, CPC-A
Allison Bowersox, CPC-A
Alyssa Eller, CPC-A

Alyssa Hodge, CPC-A
Amanda Chevez, CPC-A
Amanda Hewitt, CPC-A
Amanda Kiddey, CPC-A
Amanda Liset Cangas, CPC-A
Amanda Meng, CPC-A
Amanda R Lowery, CPC-A
Amanda West, CPC-A

Amber Turner, CPC-A

Amneh Mika, CPC-A
Amrutha K George, CPC-A
Amy E Quinn, CPC-A

Amy Jarman, CPC-A

Amy Krysiak, COC-A, CPC-A
Amy Rochowiak, CPC-A

Amy Shope, CPC-A

Amy St Clair, CPC-A

Amy Watson, CPC-A

Amy Young, CPC-A

Anais Maria Jimenez, CPC-A
Anandhi Priyadharshini D, CPC-A
Anandu A, CPC-A

Anbarasi Ladislaus Gaspar, CPC-A
Ancy Sam, CPC-A

Andon Morgan, CPC-A
Andrea Sanchez, CPC-A
Andrew Lauer, CPC-A
Andrew Nichole Acosta Barro, CPC-A
Angela D Smith, CPC-A
Angela Denise Baytops, CPC-A
Angela LeMay, CPC-A

Angela Martinez, CPC-A
Angela Turner, CPC-A

Anitha S, CPC-A

Anjali Krishna S, CPC-A
Anjana Thampi, CPC-A
Anjumol Abraham, CPC-A
Ann Marie Dacion, CPC-A
Anna Maria Dabbicco, CPC-A
Anna Muri, CPC-A

Anna Philip, CPC-A

Anne Kausalik, CPC-A
Annette Vesey, CPC-A

Annie Stinson Sams, CPC-A
Anooja J, CPC-A

Anupama Manoj, CPC-A
Anuradha Manoharan, CPC-A
Anusha V, CPC-A

Anvin S Mathew, CPC-A
Anweshraju Brhamandabheri, CPC-A
Aracely Suri, CPC-A

Arathi Alexander, CRC, CPC-A

(FAAPC

Arathi Pillai, CPC-A

Arax Nazarian, CPC-A

Archana PriyaS, CPC-A

Arianna Miller, CPC-A

Arijana Krajnovic, CPC-A

Arlena Seim, CPC-A

Arlene Cochran, CPC-A

Arlinda Abadilla Balancad, CPC-A
Arun Kumar, CPC-A

Ashley Britt, CPC-A

Ashley Layton, CPC-A

Ashley McConnell, COC-A
Ashton Smith, CPC-A

Ashwini Shetty, CPC-A

Asna Abdul Shukkoor, CPC-A
Aspen Orr, CPC-A

Aswathy KR, CPC-A

Athena Martisha Theodorides, CPC-A
Audra Castillo, CPC-A

Autumn Westbury, CPC-A
Autumn Willis, CPC-A

Avinash Nimse, CPC-A

B Praveen Goud, CPC-A

Balaji Gillela, CPC-A

Balaji V, CPC-A

Balakrishna Molleti, CPC-A
Balamanikandan Gunasekaran, CPC-A
Bandaru Swathi, CPC-A

Barbara Portera, CPC-A

Barbara Smith, CPC-A

Battula Lakshmi, CPC-A

Bavithra Boobalakrishnan, CPC-A
Beck Christina, CPC-A

Ben Auerbach, CPC-A

Bency Vincent, CPC-A

Bensil Mathew, CPC-A

Beth Braum, COC-A, CPC-A

Beth Hudson, CPC-A

Bethany Harris, CPC-A

Bethany Lykins, COC-A

Beula Priyadarshini B, CPC-A
Beulah Yolanda Brogden, CPC-A
Beverley Tortora, CPC-A

Beverly Andzelik, CPC-A

Bhagya Laxmi B, CPC-A

Bharani Chitavoiena, CPC-A
Bhavana LL, CPC-A

Bhavanaben Sureshbhai Patel, CPC-A
Bhoopathy Balraj, CPC-A

Bianca Moreno, CPC-A

Bill Kasse Bakayoko, CPC-A

Bo Zhang, CPB, CPC-A

Bobbie Lerma, CPC-A

Bolla Subba Rao, CPC-A

Brandi Beckman, CPC-A
Brandi J Kimmet, CPC-A

Brandy Duran, CPC-A

Brenda Hale, CPC-A

Breon Mccoll-Stork, CPC-A

Brian K Aken, CPC-A

Bridget Johnson, CPC-A
Bridgette Route, CPC-A

Brielyn Alena Aponte-Whaley, CPC-A
Brittany Baggett, CPC-A

Brittany Boyers, CPC-A

Brittany Rhoades, CPC-A
Brittany Webb, CPC-A

Brittney Allison Michaels, CPC-A
Brooke King, CPC-A

Brooke Riggan, CPC-A

Brooklynn Bullard Sheats, CPC-A
Bryn Shank, CPC-A

Budumuri Parathpara Rao, CPC-A
Bushra S Qasim, CPC-A

Caitlin Crane, CPC-A

Caitlyn Brennan, CPC-A

Camille Eloisa Asuncion Cardenas, CPC-A
Candice Zelasney, CPC-A

Carla Graham, CPC-A

Carrie Franklin, CPC-A

Casey Arnold, CPC-A

Casey Hawkins, CPC-A

Casey Petrauskas, CPC-A
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Cassandra Bolen, CPC-A
Cassandra Omalley, CPC-A
Cathleen Cyr, CPB, CPC-A
Cathy Jo Symonds, CPC-A
Cathy Lee Butler, CPC-A
Cathy Polasek, CPC-A
Celeste Alford, CPC-A

Celia Nicole Cash, CPC-A
Chan Basha Shaik, CPC-A
Chandana Y, CPC-A
Chandrika G, CPC-A
Chandrika Raghavendraprasad, CPC-A
Channing Yip, CPC-A
Chantel Mast, CPC-A

Charity Grace Panizares Delgado, CPC-A
Charles Jensen, CPC-A
Charlotte Karlsson, CPC-A
Chelse Matheny, CPC-A
Chelsea Nadine Chartrand, CPC-A
Cheri Gilbert, CPC-A

Cheryl L Hoover, CPC-A
Cheryl Lewton, CPC-A
Chette Swathi, CPC-A
Cheyenne Torres, CPC-A
Chinonye Salome Uzobuife, CPC-A
Chithambaram Mariyappan, CPC-A
Chitra Ranganathan, CPC-A
Chitra Saragadam, CPC-A
Chris Calkins, CPC-A
Chrislyn Fountain, CPC-A
Christi Cannon, CPC-A, CPMA, COC-A
Christian Gray, CPC-A
Christian P Estefanio, CPC-A
Christie Doss, CPC-A
Christin Dohlmann, CPC-A
Christina Lopez-Martinez, CPC-A
Christina Patterson, CPC-A
Christina Saltijeral, CPC-A
Christina Schmidt, CPC-A
Christy Haley, CPC-A

Christy Snodgrass, CPC-A
Cindy Hall, CPC-A
Clementina Lewis, CPC-A
Cody Bruns, CPC-A

Colleen Hill, CPC-A
Constance Steiner, CPC-A
Corey Ogle, CPC-A

Corine Ferris, CPC-A

Corinna Martin, CPC-A
Corren Reddick, CPC-A

Cory Blamire, CPC-A
Courtney L Dalton, CPC-A
Courtney Muldrow, CPC-A
Crystal Ann Green, CPC-A
Crystal Barnard, CPC-A
Crystal Guthrie, CPC-A
Crystal Humphrey, CPC-A
Crystalyn McDaniel, CPC-A
Cyndie Stiller, CPC-A

Cynthia M Donaldson, CPC-A
D Jyothi Reddy, CPC-A
Daisha Anderson, CPC-A
Dana Lucas, CPC-A

Danay Padilla, CPC-A
Danelle Sullivan, CPC-A
DanielJohnson CobbHenryJohnson, CPC-A
Daniel Supan, CPC-A
Daniele Giuggia, CPC-A
Danielle Garlinger, CPC-A
Danielle Hanrahan, CPC-A
Danielle Lang, CPC-A
Danielle Tommasone, CPC-A
Danielle Veronneau, CPC-A
Darcie Bowman, CPC-A
Darline Foltz, CPC-A

David Danner, CPC-A

David Williams, CPC-A

Dawn Rogers-Weir, CPC-A
Dawn Torres, CPB, CPC-A
Dawn Williams, CPC-A
Dayanti Rodriguez, CPC-A
Debbie Cundiff, CPC-A
Deborah Julian, CPC-A

Deborah Stephens, CPC-A
Debra Boosinger, CPC-A
Debra Hayward, CPC-A

Debra Jumonville, CPC-A
Debra Vong, CPC-A

Deepa Alias, CPC-A

Deepa Ganesan Ramakrishnan, CPC-A
Deepa Gunasekaran, CPC-A
Deepa S, CPC-A
Deepakarunyan Thangavel, CPC-A
Deepali Chaudhari, CPC-A
Deepti Bastin, CPC-A

Delia Thayer, CPC-A

Delita L Taft, CPC-A

Dena Califano-Amore, CPC-A
Devavaram Kandula, CPC-A
Devendiran Durai, CPC-A
Dhanalakshmi Veeramani, CPC-A
Dhanashree Naik, CPC-A
Dhanasree N, CPC-A

Diana E Van Winkle, CPC-A
Diane Marsh, CPC-A

Diane Sommers, CPC-A

Diann Hoffman, CPC-A

Dimi Divakaran, CPC-A
Dinesh Argula, CPC-A

Dinesh Kumar Veeramani, CPC-A
Divya Jaganath, CPC-A

Donna Smith, CPC-A

Dr Litty Thomas, CPC-A

Dr Rishab Gupta, CPC-A

Dr. Rachana Shetty, CPC-A
Dudipala Lavanya, CPC-A
Durga Prasad, CPC-A
Durgabhavani Laxminarayanan, CPC-A
Dyan Piacentini, CPC-A

Edna N Silva, CPC-A

Eileen DiBartolomeo, CPC-A
Eileen Ferrini, CPC-A

Eivenn T Panerio, CPC-A
Elaine Kiritani, CPC-A

Elaine Ngo, CPC-A

Elijah G Tolibas, CPC-A
Elisabet Lopez, CPC-A
Elizabeth A Blair, CPC-A
Elizabeth | Persaud, CPC-A
Elizabeth Paulin, CPC-A
Elizabeth Roman, CPC-A
Elkhansa Ali, CPC-A

Emami Kaneez Fatima, CPC-A
Emi Varghese, CPC-A

Emily Humphreys, CPC-A
Emily Pople, CPC-A

Emily Strunk, CPC-A

Eric Miller, CPC-A

Erica Deissinger, CPC-A

Erica Rudd, CPC-A

Erica Sutter, CPC-A

Erika Brown, CPC-A

Erika Nava, CPC-A

Ernesha Gatling, CPC-A

Ethan Ling, CPC-A

Evelyn Torio Parallag, CPC-A
Fardhana Sharil Babu, CPC-A
Fatma Barham, CPC-A

Febie Rodriguez Dingcong, CPC-A
Fernando Pacheco Pineyro, CPC-A
Flora Yang, CPC-A

G. Srilatha, CPC-A

Gadekal Vamsi Krishna, CPC-A
Gail Lane, CPC-A

Ganesan E, CPC-A

Ganesh RS, CPC-A

Ganji Sumalatha, CPC-A

Gary Guerra, CPC-A

Georgina Nunnari, CPC-A
Gina Harris, CPC-A

Glenda Malone, CPC-A
Golden Annisha, CPC-A
Greshiel Mailander, CPC-A
Gretel Lopez, CPC-A

Guddeti Ramu, CPC-A

Guhan Kathiravan, CPC-A

Guillie Rose Carillo, CPC-A
Gunasekar Mayilsamy, CPC-A
Haley Hensley, CPC-A
Hannah Bunge, CPC-A

Hari Prasath, CPC-A
Hariprasad Karnati, CPC-A
Haritha TV, CPC-A

Harley John Calabines, CPC-A
Haseena P, CPC-A

Hazel Dionisio, CPC-A
Heather Martinez, CRC, CPC-A
Heather Ramsey, CPC-A
Heather Rosario, CPC-A
Heather Sander, CPC-A
Helen Lange, CPC-A

Helen Tomson, CPC-A

Helisa Rivera, CPC-A

Hema Gunasekaran, CPC-A
Hemalatha Ramachandran, CPC-A
Hilda Agel, CPC-A

Holly Horton, CPC-A

Holly Lynn Morris, CPC-A
Honymol Mol P, CPC-A

Hugo Barriga, CPC-A

Idalmis Barbara Pena Licea, CRC, CPC-A
Imran Shaikh, CPC-A

Ingrid Hercules, CPC-A
Ingrid Rees, CPC-A

Irene Quail, CPC-A

Irfana Febin M, CPC-A

Irina Rakhmatoullina, CPC-A
Irine David, CPC-A

Iris Kimball, CPC-A

Isabella Burns, CPC-A
Iveliese Valdes, CPC-A

Jacob K Ammon, CPC-A
Jacob Wilson, CPC-A
Jacqueline Kelsey, CPC-A
Jacy Eubanks, CPC-A

Jaime Cabungcal Jacla Jr, CPC-A
Jaime Curry, CPC-A

Jaimi Reynolds, CPC-A

Jam Kaye Flores, CPC-A
James Rickles, CPC-A

Jamie Hall, CPC-A

Jamie Hill, CPC-A

Jamie Vibbert, CPC-A

Jamie Wilson, CPC-A

Jamika Scott, CPC-A

Jamila Jones, CPC-A

Jan Ramleht Bautista, CPC-A
Janelle Mirabeau, CPC-A
Janet Smith, CPC-A

Janine Walker, CPC-A

Janna Brees, CPC-A

Jared Gross, CPC-A

Jasmi M S, CPC-A

Jasmine CV, CPC-A

Jasmine Harvey, CPC-A
Jasmine Rashawn Mitchell, CPC-A
Jasniban Sulaiman, CPC-A
Jaspin Ravindran, CPC-A
Jayakumar Raghu, CPC-A
Jayne Mills, CPC-A

Jazmine Westfall, CPC-A
Jean Kehs, CPC-A

Jean Taylor, CPC-A

Jeanette Uland, CPC-A
Jeanne Fitzgerald, CPC-A
Jeanne Thompson, CPC-A
Jeannette Sabillo, CPC-A
Jeffrey C Ames, CPC-A
Jennifer Anderson, CPC-A
Jennifer Autry, CPC-A
Jennifer Dunn, CPC-A
Jennifer Geonnotti, CPC-A
Jennifer Holloway, CPC-A
Jennifer lwanycky, CPC-A
Jennifer Johnson, CPC-A
Jennifer Jones, CPC-A
Jennifer Lemoine, CRC, CPC-A
Jennifer Major, CPC-A
Jennifer Neighbors, CPC-A



Jennifer Petrus, CPC-A
Jennifer Sidden, CPC-A
Jennifer Smith, CPC-A
Jennifer Weaver, CPC-A
Jessica Buss, CPC-A

Jessica Fitzgerald, CPC-A
Jessica Hoppe-Weise, CPC-A
Jessica Koehr-Kreienheder, CPC-A
Jessica Lapointe, CPC-A
Jillian Schmitt, COC-A

Jinal Patel, CPC-A

Jincy Jose, CPC-A

Jisha M X, CPC-A

Jithu Sivan, CPC-A

Joann David, CPC-A

JoAnne Burgardt, CPC-A
Jobelle Ariola, CPC-A
Jocelyne Colpitts, CPC-A
Jodi Coyne, CPC-A

Jodi Moody, CPC-A

Jody Auclair, CPC-A

Joe Martinez, CPC-A

Joey Thomas, COC-A
Johanna Cabatingan, CPC-A
Joleen Gifford, CPC-A
Jomuel Anthony Panganiban Peralta, CPC-A
Jonathan Hoffman, CPC-A
Jonelle Chuch, CPC-A

Joni Clark, CPC-A

Jose Arevalo Leyva, CPC-A
Joseph M Foster, CPC-A
Joseph Schlapik, CPC-A
Joseph Warner, CPC-A

Josna K Joseph, CPC-A
Joyce Eaton, CPC-A

Juanita Pardo, CPC-A

Judith Robinson, CPC-A

Julia Harrington, CPC-A

Julie Brefeld, CPC-A

Julie C Limon, CPC-A

Julie Coddington, CPC-A
Julie Erlandson, CPC-A

Julie Gustafson, CPC-A

Julie Kate Hutchinson, CPC-A
Julie Keener, CPC-A

Julie Kunde, CPC-A

Julie Lindenfelser, CPC-A
Julie Montgomery, CPC-A
Julie Ricci, CPC-A

Julie Vogler, CPC-A

Julie Zajac, CPC-A

Julita P. Joy, CPC-A

Justin Berning, CPC-A

Justin Bribiesca, CPC-A
Jyoshna Gayam, CPC-A
Jyothi Kumari Jawadi, CPC-A
Jyothish K.C, CPC-A

K Gangadhara Naresh, CPC-A
Kaitlyn Stolte, CPC-A
Kalaivani Arumugam, CPC-A
Kaley Savannah Stevens, CPC-A
Kallan McKaye Winkler, CPC-A
Kalyan Adepu, CPC-A
Kanchana Veeran, CPC-A
Kandace Jones, CPC-A
Karen Deuerling, CPC-A
Karen Diana Thomas, CPC-A
Karen Shuflat, CPC-A
Karissa Parker, CPC-A

Karn Aikens, CPC-A

Karri A Dyal, CPC-A, COC-A
Kartheeswari Krishnasamy, CPC-A
Karthi Raj L R, CPC-A
Karthic Chinnakannu, CPC-A
Karthick Rajasekar, CPC-A
Karthik Bugata, CPC-A
Karunakar Kariveda, CPC-A
Kasondra Brill, CPC-A
Kassey Sunil Kumar, CPC-A
Katherine Kingery, CPC-A
Katherine Weber, CPC-A
Kathleen Farrell, CPB, COC-A
Kathryn Amiot, CPC-A

Kathy Petersen, CPC-A

Kathy David, CPC-A

Kathy LaSure, CPC-A

Kathy Strohacker, CPC-A
Kathy Yancy, CPB, CPC-A
Katie Costa, CPC-A

Katie Holcman, CPC-A
Katrese Williams, CPC-A
Katrina Messer, CPC-A
Katrina Perez, CPC-A

Katrina Willis, CPC-A

Kavita Choudhri, CPC-A
Kavitha N. Sakthikumar, CPC-A
Kayla Adams, CPC-A

Kayla Hargraves, CPC-A
Kayla Lowe, CPC-A

Kayla Oldham, CPC-A

Kaylyn Morgan, CPC-A

Kazi Sharmin Sultana, CPC-A
Keeley Mendoza, CPB, CPC-A
Keerthana Subramanian, CPC-A
Keerthana Thirumoorthi, CPC-A
Keerthika Kumar, CPC-A
Kelley Shanley, CPC-A

Kelli Fowler, CPC-A

Kelly Chaplain, CPC-A

Kelly Elise McDonough, CPC-A
Kelly Reagan Hence, CPC-A
Kelly Ungerecht, CPC-A
Kelsea Alexis Owen, CPC-A
Kelsey McNutt, CPC-A
Kendra Hartwick, CPC-A
Kendra Marks, CPC-A
Kenneth Kijellander, CPC-A
Kerinne Gill, CPC-A

Kevin F Dempsey, CPC-A
Kevin Red Angeles, CPC-A
Kevin Reed, CPC-A
Khadezjah Wiggins, CPC-A
Khalialah Vernoy, CPC-A

Kim Jansen, CPC-A

Kim Lincoln, CPC-A

Kimara Montero, CPC-A
Kimberly Castillo, CPC-A
Kimberly H Martin, CPC-A
Kimberly Hadlock, CPC-A
Kimberly Kleiber, CPC-A
Kimberly Lashuna Brown, CPC-A
Kimberly Liddycoat, CPC-A
Kimberly Smith, CPC-A
Kimberly Upshaw, CPC-A
Kiranmayee Modumudi, CPC-A
Kola Dhana Lakshmi, CPC-A
Komala Seralathan, CPC-A
Komma Viswanath, CPC-A
Konstantina Mavropoulos, CPC-A
Koraleigh Ebbs, CPC-A
Koreen Charnick, CPC-A
Krishna Priya, CPC-A

Krista Kay Anderson, CPC-A
Kristal Dupuis, CPC-A

Kristen Domke, CPC-A
Kristen Suggs, CPC-A

Kristen Thrasher, CPC-A
Kristin Marie Buschermohle, CPC-A
Kristin Willoughby, CPC-A
Kristina Davis, CPC-A
Kristina Rail, CPC-A

Krystle Thomas, CPC-A

Kunal Dinesh Thakur, CPC-A
Kylee Christensen, CPC-A
Lacey J McKiddy, CPC-A
Lakesh D, CPC-A

Lakshmi Ravindran, CPC-A
Lakshmy Theerdha, CPC-A
Laksmir Lewis, CPC-A

Lalitha Vaiyapuri, CPC-A
Lamiya C, CPC-A

Latesa Woods, CPC-A

Latia Masterson, CPC-A
Laura Ramsey, CPC-A

Laura Rodarte, CPC-A
Laurice Hymes, CPC-A

Laurie Reynolds, CPC-A
Lavanya Samraj, CPC-A

Laykin Harris, CPC-A

Lee Anna Ralston, CPC-A

Lee Becourtney, CPC-A

Lee Chang, CPC-A

Lekshmi C, CPC-A

Lena Marie Huynh, CPC-A
Lesley Sopraseuth, CPC-A
Lincy Samuel, CPC-A

Linda Anderson, CPC-A

Linda Davis, CPC-A

Linda Sue Davenport, CPC-A
Linda Ward, CPC-A

Lingareddy Hima Bindu, CPC-A
Lisa A Weissman, CPC-A

Lisa Brown, CPC-A

Lisa Clark, CPC-A

Lisa Garland, CPC-A

Lisa Henley, CPC-A

Lisa Hillis, CPB, CPC-A

Lisa Macey, CPC-A

Lisa Stump, CPC-A

Lisa Supple, CPC-A

Lisa Whitlock, CPC-A

Lisa Young, CRC, CPC-A
Logeshwaran Manjula, CPC-A
Logeshwaran S, CPC-A

Lora Kay Campbell, CPC-A
Loren Ocampo, CPC-A

Lori Park, CPC-A

Lori Werner, CPC-A

Lori Yackley, CPC-A

Lorna Ruby S Quiros, CPC-A
Ma. Rona Fabila, CPC-A

Macie Bradbury, CPC-A
Mackenzie Groves, CPC-A
Mackenzie Robert Dewar, CPC-A
Mackenzie Robison, CPC-A
Madhanraj B, CPC-A
Madhubala Krishnan, CPC-A
Madison Carroll, CPC-A
Madison DeTonancour, CPC-A
Madonna Reeder, CPC-A
Magaly Guirado, CPC-A

Magdy Milad, CPC-A

Maggie Belluscio, CPC-A
Maheshwari Pounanandhan, CPC-A
Mahin Sultana, CPC-A
Makeisha Melton, CPC-A
Mamidala Rajkumar, CPC-A
Manali Adarkar, CPC-A
Manasa Mohan, CPC-A
Mangala R S, CPC-A
Manikandan Selvaraj, CPC-A
Manju CG, CPC-A

Manonmani Madasamy, CPC-A
Manthra Kumar, CPC-A
Manthri Aquila Solomon, CPC-A
Marcie Eick, CPC-A
Mareeswaran Rajagopal, CPC-A
Maria Aritha Dominguez Aimuete, CPC-A
Maria Aurora Chan Victoriano, CPC-A
Maria Caridad Garcia, CPC-A
Maria Isabel Fernandez, CPC-A
Maria Miller, CPC-A

Maria N Brown, CPC-A

Maria Sebastian, CPC-A
Mariah Mueller, CPC-A

Mariah Toledo, CPC-A

Marijo St-Laurent Dean, CPC-A
Marilyn Johnson, CPC-A
Marissa Winnett, CPC-A

Mark McNeeley, CPC-A
Marsha Jean, CPC-A

Martina Wynn, CPC-A

Marvin Vallespin Hora, CPC-A
Mary Becker, CPC-A

Mary F Pierce, CPC-A

Mary Hill, CPC-A

Mary Kay Mitchell, CPC-A
Mary Mader, CPC-A

Mary P J Jacot, CPC-A

Mary Prabha, CPC-A

Maryann Fitzpatrick, CPC-A

Matthew Archie, CPC-A

Maya Aponte-Whaley, CPC-A

Mayber Paez Gallardo, CPMA, CRC,
CPC-A

Mayelin Mendez, CPC-A

Megan Jennison, CPC-A

Megan Laura Argyle, CPC-A

Megha Balasaheb Chalke, CPC-A

Meghana Kanduri, CPC-A

Melanie Elkins, CPC-A

Melanie Garcia, CPC-A

Melanie Heckert, CPC-A

Melia Sayre-Jackson, CPC-A

Melissa Ann Johnston, CPC-A

Melissa Engle, CPC-A

Melissa Goodman, CPC-A

Melissa Martin, CPC-A

Melody Love, CPC-A

Meredith Hoffler, CPC-A

Merlin Babu, CPC-A

Merline Samedi, CPC-A

Michael Dancel Calzo, CPC-A

Michael Inkoom, CPC-A

Michael McDowell, CPC-A

Michael Ward, CPC-A

Michele L Fernandez, CPC-A

Michelle Chupp, CPC-A

Michelle Lapinski, CPC-A

Michelle Outlaw, CPC-A

Michelle Ryan, CPC-A

Michelle Sterling, CPC-A

Miguel Eduardo Sanchez Lopez, CPC-A

Mindy K Spagnola, CPC-A

Minu S Babu, CPC-A

Minumula Rajesh, CPC-A

Miranda Daniels, CPC-A

Miranda Lynn Brashear, CPC-A

Misty Dawn Scott, CPC-A

Misty K Pollock, CPC-A

Mithun S, CPC-A

Mitselle Jean Kimura, CPC-A

Mogili Gurunadham, CPC-A

Mohamed Kareem Ibrahim Ghazy, CPC-A

Mohammed Jaweed, CPC-A

Mohanambigai Gunasekaran, CPC-A

Moideen Fais, CPC-A

Monica Beirlair, CPC-A

Monica Gavaldon, CPC-A

Monique Tedesco, CPC-A

Monishapushpam Mohanraj, CPC-A

Morgan Folley, CPC-A

Morgan Parr, CPC-A

Morgan Whittaker, CPC-A

Mounika T, CPC-A

Muhammad Abdullah Basheer, CPC-A

Muhammad Shahid, CPC-A

Muhlisa C, CPC-A

Mujeebpasa Abdul, CPC-A

Murshida Thayyil, CPC-A

Nagaraj Varadharaju, CRC, CPC-A

Nagavenkata Udayasri Pagadala, CPC-A

Nageswari Chandran, CPC-A

Najiya Hassan, CPC-A

Nakka Chiranjeevi, CPC-A

Nalimela Vinod Kumar, CPC-A

Namita Raorane, CPC-A

Namith A Sumoj, CPC-A

Nancy Diaz Sanchez, CPC-A

Nancy Walker, CPB, CPC-A

Nandhini N. Ganapathi, CPC-A

Naseera Farsana, CPC-A

Natalie Lopez, CPC-A

Natallia Dadzelava, CPC-A

Nate Mark, CPC-A

Nathan William Dandridge, CPC-A

Navya Lakshmi V, CPC-A

Nayana AC, CPC-A

Nayana Ankipalli, CPC-A

Neelam Manjunath Gowda, CPC-A

Neema Kollikkura Bhashir, CPC-A

Neethu SL, CPC-A
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Nelson Tagab, CPC-A

Nestor Martell, CPC-A

Nicole Senter, CPC-A

Nicole Heckman, CPC-A

Nicole Hudson, CPC-A

Nicole King, CPC-A

Nicole Ray, CPC-A

Nidumolu Rajesh, CPC-A

Niki Jolin, CPC-A

Nikima Taylor, CPC-A

Nilam Sarse, CPC-A

Nimisha Nachane, CPC-A
Noemi Gere, CPC-A

Octavio Billalva, CPC-A

Olga Daniela Lopez Castorena, CPC-A
Orlando Cintron, CPC-A

P Kalpana, CPC-A

Paage Beach, CPC-A

Pamela Samara, CPC-A

Pamela Van Note, CPC-A
Pandaga Uma, CPC-A
Paranthaman K, CPC-A

Parris Hampton, CPC-A
Parthiban Selvaraj, CPC-A
Patricia Renner, CPC-A

Patrick George McSweeney, CPC-A
Patrina Cave, CPC-A

Paul Simpson, CPC-A

Paul Yakatan, CPC-A

Paula Ames, CPC-A

Paula Jones, CPC-A

Pauli George, CPC-A

Pavan Sidda, CPC-A

Pavani Satya Annepu, CPC-A
Pavithra Selvam, CPC-A

Payel Das, CPC-A

Peggy Stevens-Tusing, CPC-A
Peggy Cichos, CPC-A

Peter Wamen Lau, CPB, CPC-A
Philo Crescencia Navis, CPC-A
Phoebe Rush, CPC-A

Ponduru Raju, CPC-A

Pooja Gupta, CPC-A

Poondla Manoj Reddy, CPC-A
Potlapally Vidya, CPC-A

Praba Muthuramalingam, CPC-A
Prajakta Hiraman Patil, CPC-A
Prakash Babu Jetty, CPC-A
Pramod Manepalli, CRC, CPC-A
Pranitha Goli, CPC-A
PrapoornaTej Kanaparathi, CPC-A
Prasad Rawool, CPC-A

Praveen Babu, CPC-A

Preena P, CPC-A

Preethi Muralidharan, CPC-A
Priscilla Cornejo, CPC-A

Priscilla Garcia, CPC-A

Prixie Pangilinan - Bustos, CPC-A
Priya Dhinakaran, CPC-A

Priya Karthikeyan, CPC-A

Priya Pavul, CPC-A
Priyadharshini Anandhakumar, CPC-A
Priyadharshini B, CPC-A
Priyadharshni Muthusamy, CPC-A
Proctor Rogers, CPC-A
Prudhvisagarchowdary Nara, CPC-A
Puja Chaudhari, CPC-A
Pushpalatha Koyya, CPC-A
Quoc Hoang, CPC-A

Rachael Walters, CPC-A

Rachel Andrews, CPC-A

Rachel Ann Gomez Tolentino, CPC-A
Rachel Ann Lubin, CPC-A
Rachel Glisson, CPC-A

Rachel Haas, CPC-A

Rahul R, CPC-A

Rainee Uhrich, CPC-A

Raja Sagar, CPC-A

Rajesh Joshy K, CPC-A

Rajesh Sekar, CPC-A

Rakesh Gowda, CPC-A

Rakesh Kumar Pradhan, CPC-A
Rakhi L, CPC-A
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Rakhi Sankar, CPC-A
Raksha Hegde, CPC-A
Ramesh kumar J, CPC-A
Ramya Nettikopula, CPC-A
Randy Daniels, CPC-A
Ranjith Kumar, CPC-A
Raquel Walker, CPC-A
Rashmi S, CPC-A

Rebecca Fine, CPC-A
Rebecca DuBois, CPC-A
Rebecca Losh, CPC-A
Rebecca Newcity, CPC-A
Rebecca Parker, CPC-A
Rebecca Reidt, CPC-A
Rebecca Riley, CPC-A
Rebecca Sanders, CPC-A
Reena Lahiri, CPC-A

Rehna RC, CPC-A

Reji Philip, CPC-A

Remya Natarajan, CPC-A
Ren Lee, CPC-A

Renee Eller, CPC-A

Renee T Hassell, CPC-A
Rhawny Riley, CPC-A
Richard Henry Lee Harris IV, CPC-A
Richelle Morris, CPC-A
Rima Panchal, CPC-A

Rintu Atley, CPC-A

Rita Meade, CPC-A

Riyo Yoshikawa, CPC-A
Robert Mate, CPC-A

Robert Vasquez, CPC-A
Robert Wolske, CPC-A
Robin Atchison, CPC-A
Roger Smith, CPC-A

Romal Mathew, CPC-A

Rona Padilla, CPC-A

Rosa Mom, CPC-A

Rosa Ferragonio, CPC-A
Rosie Burke, CPC-A

Ruba Rani Karthik, CPC-A
Ruben Betancourt, CPC-A
Ruth SuganyaMary, CPC-A
Ryan Emerick, CPC-A

Ryan Nguyen, CPC-A

S Bhagavan Singh, CPC-A
Sabrina Wilson, CPC-A
Sachin MD, CPC-A

Sachith Siriwardane, COC-A
Safina Zahra Faisal Raza Ansari, CPC-A
Sagy P Thomas, CPC-A
Saileela Venna, CPC-A
Saivarna Bommichetty, CPC-A
Sam Sudhin, CPC-A
Samantha Denton, CPC-A
Samantha Seedorf, CPC-A
Samantha Yeaton, CPC-A
Samivel Dakshinamoorthy, CPC-A
Sandhya Ch, CPC-A
Sandhya Vijit Pillai, CPC-A
Sandra DeLand, CPC-A
Sandra Lucas, CPC-A
Sandra Talbet, CPC-A
Sandra Wareham, CPC-A
Sangeeta Amit Kumar, CPC-A
Sangeeta Kumawat, CPC-A
Sanjana Muthyam, CPC-A
Santhini Ramachandran, CPC-A
Sara Dutcher, CPC-A

Sara Kristen Harris, CPC-A
Sarah Giles, CPC-A

Sarah Haman, CPC-A
Sarah Kubler, CPC-A

Sarah Lynn Sallee, CPC-A
Sarah Wait, CPC-A

Saranya Maria Babu, CPC-A
Saravanan Ramalingam, CPC-A
Saritha Surepalli, CPC-A
Sathiya Moorthy Kasi, CPC-A
Satish Mekala, CPC-A
Sayali Naik, CPC-A

Seetha Lekshmi, CPC-A
Selin Varghese, CPC-A
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Selva Gokulam V, CPC-A

Seth Hoge, CPC-A

Shameena Begum, CPC-A
Shameer Shaik, CPC-A

Shamili S, CPC-A

Shane Bernier, CPC-A
Shanimol Shaji, CPC-A
Shaniqua McCombs, CRC, CPC-A
Shannon Knight, CPC-A
Shannon McCubbins, CPC-A
Shannon Shick, CPC-A
Shantelle Edmonds, CPC-A
Sharmila A, CPC-A

Sharon Morrison, CPC-A
Shashikant Shamrao Amate, CPC-A
Shauna D. Sirk, CPC-A
Shawanda Grier, CPC-A
Shawna Randall, CPC-A
Shawna Stevens, CPC-A
Shawnda Warnock, CPC-A
Shawnique Myers-Toro, CPC-A
Sheeba Baby, CPC-A
Sheeshma AK, CPC-A

Sheila Cain, CPC-A

Sheila D Parks, CPC-A

Sheila Mae Tuazon Tapar, CPC-A
Shelley Francis, CPC-A
Sherami Dance, CPC-A
Sheree Nyerges, CPC-A
Sherina George, CPC-A

Sheron Philips Thomas, CPC-A
Sherri Butters, CPC-A

Sherry Smith, CPC-A

Shilfa Aninol P, CPC-A

Shinuba Kizhiseri, CPC-A
Shiny Baby, CPC-A

Shirece Collier, CPC-A

Shirley Roberts, CPC-A
Shobajini P, CPC-A

Shundrea Bennett, CPC-A
Shyamshetty Manikanta, CPC-A
Sibiya Mariam, CPC-A

Siddiqul Akbar, CPC-A

Silpa Babu, CPC-A

Sini George, CPC-A

Sinsha P S, CPC-A

Sirisha Kanchi, CPC-A
Sivaranjani M, CPC-A
Sivasubramanian Panneerselvam, CPC-A
Smitha Reena Reena Joseph, CPC-A
Sofiya Shaikh, CPC-A

Sonia Cruz, CPC-A

Sonia Perez, CPC-A

Sonia Stenzel, CPC-A

Soniya Deenadayalan, CPC-A
Sonya Williams, CPC-A
Soumya S, CPC-A
Soundararajan Jayaraman, CPC-A
Sourabhya Rajan, CPC-A
Sowmya Runku, CPC-A

Sravan Kumar Hinge, CPC-A
Sravani Narava, CPC-A
Sreedhanya N V, CPC-A
Sreelakshmi V'S, CPC-A
Srinivas V, CPC-A

Srividhya Ravichandran, CPC-A
Srujana K, CPC-A

Stacey Ann Hrabak, CPC-A
Stacey Boothe, CPC-A

Stacey Spadgenske, CPC-A
Stacey Wood, CPC-A

Stacy Bell, CPC-A

Stacy Brake, CPC-A

Stacy Sanchez, CPC-A
Stephanie (Hull) Cook, CPC-A
Stephanie Clark, CPC-A
Stephanie Haug, CPC-A
Stephanie Henson, CPC-A
Stephanie Korican, CPC-A
Stephanie Leon, CPC-A
Stephanie Marie Craven, CPC-A
Stephanie Nunez, CPC-A
Stephanie Weik, CPC-A
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Stephanie Williams, CPC-A

Stephanie Yard, CPC-A

Stephy Joseph, CPC-A

Sudhir Pawar, CPC-A

Suganthi Durai, CPC-A

Suganya Durairaj, CPC-A

Suhani Surolia, CPC-A

Sujata Biswas, CPC-A

Sujith R J, CPC-A

Sumayya Thazhathepeedikakkal, CPC-A

Sumitha K, CPC-A

Sunil Sampath, CPC-A

Surabhi Suresh, CPC-A

Susan Brandt, CPC-A

Susan Margaret Mangery, CPC-A

Susan Powell, CPC-A

Sushma Bunga, CPC-A

Sushma Priya G, CPC-A

Susmita Mallick, CPC-A

Suzanne Smith, CPC-A

Swarupam Rai, CPC-A

Swathy S, CPC-A

Swetha Jagadeeshan, CRC, CPC-A

Swetha P, CPC-A

Swetha Paramasivam, CPC-A

Tabassum Begum, CPC-A

Tadimarri Shaik Mohammed Simal,
CPC-A

Taffy Willoughby, CPC-A

Tamara Peterson, CPC-A

Tameka Sykes, CPC-A

Tamika Welch, CPC-A

Tamilarasan Balaji, CPC-A

Tamilselvan M, CPC-A

Tammy Long, CPC-A

Tammy Spoon, CPC-A

Tammy Yvette Mccoy, CPC-A

Tana King, CPC-A

Taniya Pillai, CPC-A

Tanner Sease, CPC-A

Tanya Negi, CPC-A

Tanya Wentworth, CPC-A

Tara Pendergrass, CPC-A

Taylor Bergman, CPC-A

Taylor Wildrick, CPC-A

Teena Joseph, CPC-A

Teena Kp, CPC-A

Tejasree Kollipara, CPC-A

Tekia Murray, CPC-A

Teresa L Cowan, CPC-A

Teri Elworthy, CPC-A

Terri Simon, CPC-A

Thadaka Shirisha, CPC-A

Thanuku Sai Krishna, CPC-A

Tharani Rajendiran, CPC-A

Theresa Gambino, CPC-A

Theresa Mae Kristyl Jacinto Cua, CPC-A

Thota Devi, CPC-A

Tia Thompson, CPC-A

Tiffany Corbin, CPC-A

Tiffany Davis, CPC-A

Tiffany Eve Moore, CPC-A

Tisha Hurst, CPC-A

Titty Joseph, CPC-A

Tonya Carlson, CPC-A

Tori Eckstrom, CPC-A

Townley Townley, CPC-A

Toya Campbell, CPC-A

Tracy Corbin, CPC-A

Travis Turner, CPC-A

Tylar Bills, CPC-A

Tyreka Galloway, CPC-A

Umaima Ejaz, CPC-A

Usha Gouriraju, CPC-A

Uzma Aman, CPC-A

Vadivel V, CPC-A

Vail Leslie, CPC-A

Vairamathi Nagarajan, CPC-A

Vaishakh DA, CPC-A

Valarie Beth Blezinski, CPC-A

Valerie Ann Horn, CPC-A

Valerie Burnham, CPC-A

Valerie Wilkin, CPC-A

Vanitha Victoria, CPC-A

Vanitha Viji Rasneed Balasamy, CPC-A
Vannamuthu Govindaraj, CPC-A
Varinia Diamond, CPC-A

Vasanth Nagaraj, CPC-A
Veeranjaneya Gopikrishna Jada, CPC-A
Venakteswararao Yenigalla, CPC-A
Venkatesh Chinthalpathi, CPC-A
Ventrese Birdyshaw, CPC-A

Verma Anubha, CPC-A

Verna Lea Raspado, CPC-A
Vetrithamizh Vasantha Manimaran, CPC-A
Vibha C, CPC-A

Vicki Smothers, CPC-A

Vicky B De Vero, CPC-A

Vicky Neal, CPC-A

Vijaya Nallamothu, CPC-A
Vijayalakshmi Vaithiyanathan, CPC-A
Vimal Narnavar, CPC-A

Vinayak Navgire, CPC-A

Vincent King, CPC-A

Vineetha Ram, CPC-A

Vinitha W, CPC-A

Vinoth Kishore, CPC-A

Vinothini Ramaiya, CPC-A
Vinothkumar Karuppusamy, CPC-A
Virginia Johnson, CPC-A

Vishwas Narayanaswamy Pinisetty, CPC-A
Vrinda Suresh, CPC-A

Vuppala Sandeep, CPC-A

Walaa Abdelgader, CPC-A

Wanda Christmas, CPC-A

Wendy Briggs, CPC-A

Whitney Shipman, CPC-A

Whitney Tuttle, CPC-A

Wisteria Hiehle, CPC-A

Yadira Sepulveda, CPC-A
Yaharajan R, CPC-A

Yamilet Garcia, CPC-A

Yamilett Graybill, CPC-A

Yamini Priya Moorthy, CPC-A
Yamisleydis Leon, CPC-A

Yetsy Betancourt, CPC-A

Ying Deng, CPC-A

Yogaraj P, CPC-A

Yogesh B, CPC-A

Yolanda Diaz, CPC-A

Yuko Plambeck, CPC-A

Yunaisy Hoyo Diaz, CRC, CPC-A
Yvonne Cisneros, CPC-A

Yvonne Korol, CPC-A

Zachary Sears, CPC-A

Zahiry Pena, CPC-A

Zeeshan M, CPC-A

Zhigin Hong, CPC-A

Specialti

Adeola Omowunmi Kunrunmi, CPB
Adrian Avila Limbo, CPC, CPMA
Adriene Williams, CPC, CPB

Agena Foiles, CPC, CPMA, CIRCC
Alex Niederhofer, CRC

Alicia Berrett, CPB

Alicia De La Torre, CIRCC

Alina Uchenik, CPMA

Alka Suresh Jhurani, CCC, CDEO
Allison Wise Stewart, CPC, CRC

Alvin Glenn Digo Banaag, CPC, CPMA
Amanda E Coates, CPC, CRC
Amanda Gail Griffith, CPC, CPMA
Amanda Hartman, CPC, CPMA, CEMC
Amanda K Rupansingh, CPC, CFPC, CRC
Amanda Kim Boutte, CHONC
Amanda Long, CRHC

Amanda Rene Morgan, CPC, CRC
Amaya Tabraue, CRC

Amber Care, CRC

Amia Thrash, CRC

Amy Heath, CRC

Amy L Burrows, CPC, CRC

Anagha Jadhav, CPC, CPMA

Andrea E Siekierski, CPC, CRC

Andrea McClung, COBGC

Angela Dailey, CPEDC, CRHC

Angela Shumate, CPC, CRC

Angela Watts, CPC-A, CRC

Angelia Barrett, CPC, CRC, CPMA

Angina Aromin, CPB

Anna Kharitonov, CPC, CRC, CPMA

Anna M Cruz, CPC, CPC-l, CEDC

Anne Barber, CIC

Anne Jordan, CPB

Anne L Pedigo, CRC

Anne M Noel, COC, CPC, CPB, CRC,
CPC, CIRCC

Anthony Neelankanil Raphael, CPMA

Anyei Pichel, CPC, CRC, CPMA

April Boyce, CPC, CRC

April Cooper, CPC-A, CPB

Aracely Figueroa, CPC, CRC

Arelis Batan-Martinez, CPC-A, CRC

Arielle Hepler, CPC-A, CRC

Ashley Burdsall, CPC, CPMA

Ashley Curry, CPC, CRC

Ashley Johnson, CPC, COBGC

Ashley Mcintosh, CPB

Ashley Moore, CPC, CRC

Ashley Nicole Johnson, CPC, CPMA

Aura Garcia, CPC, CRC

Barbara A Johnston, CPC, CRC

Barbara Butler, CPC, CGSC, CPMA

Barbara Regalado, COC, CPC, CPMA, CRC

Beth Crabtree, CPC, COBGC

Betty J Ellsworth, CPC, CPMA

Brady Wesson, CPB

Brandi Thigpen, CPC-A, CRC

Brandy Marczuk, CPPM

Brenda Alvarez-Nieves, CRC

Brenda Mier, CPC, CRC

Bridget C Brown, CPC, CPMA, CGSC

Britanous Talley, CPC, CGSC

Brittany L Koemm, CPC, CPMA

Brittany Mumper, CPC-A, CPMA

Brittany Nicole Fiscus, CPC, CRC

Caroline Barnard, CPC, CRC

Caroline Shannon Krettler, COC, CPC,
CCC, CPMA

Carolyn Dorothy, CPC, CPC-l, CPB

Carra Benson, CPC, CPMA

Carrie Darling, CPC, CEMC, CPCD

Cassandra Harvette Jenkins, CPC, CRC

Charlene R Travis, CPC, CRC

Charles Sweatt, CRC

Cheley Reynolds-Limner, CPC, CRC

Chelsea Durrell, CPB

Chelsea Lynn Barry, CPC, CPMA, CEMC,
CDEO

Cheri Lee Matthews-Wagner, CPPM, CRHC

Cheryl Marie DeSarno, CPC, CPB, CPMA,
CANPC, CRC

Cheryl Marie DeSarno, CPC, CPB, CANPC,
CPMA, CRC

Cheryl Sak, CPC, CPB

Chiquita L Jones Rawson, CPC, CRC

Christi Cannon, COC-A, CPC-A, CPMA

Christina Serrano, CPB

Christina Blackburn, CPC, CRC

Christina Drennen, CPC, COPC

Christina Piantedosi, COC, CPMA

Christine Nicholl, CRHC

Christy Carlson, CPC, COBGC

Cindi Kirk, CPB

Cindy D Veninga, CPC, CRC

Cindy Salas, CPC-A, CPB

Claire Somerville, CPB

Clarissa Ortiz, COC-A, CPC-A, CRC, CPMA

ClaudiaPatriciaBruch, CPC,CCVTC,CIRCC

Colleen Follick, CPMA

Colleen Spatafore, CPC-A, CEDC, CPB

Connie Cotton, CRC

Cory Hart, CPB

Cotina Armstrong, COC, CPC, CEMC

Courtney Wolf, CPB, CGIC



Crystal Bishop, CPC, COBGC

Cynthia Acosta, CPC, CEMC

Cynthia Adams, CPB

Cynthia Marrer, CPC, CRC

Cynthia Renee Marshall, CPC, CIRCC

Dalania L Carson, COC, CPC, CPC-P, CRC

Damaris Lopez, CPC-A, CRC

Danese Williams, CPC, CANPC, CRC

Danielle Caskey, CPC, CRC

Danielle Smith, CPC, CPEDC

Dariann Velazquez, CPC, CRC

David Ryan Ward, CPC-A, CRC

Dawn Gray, CIRCC

Dawn Marie Cusimano, CRC

Dawn Rosenbaum, CPB

Deborah A Zenzal, CPC, CRC

Deborah Quick, CRC

Debra Braby, CRHC

Della DeYoung, CPC, CRC

Denise Corner, CPC-A, CPB

Denise Geyer, CPB

Denise M Martin, CPC, CRC

Denise Mrozek, CPC, CRC

Denise Walsh, CPC, CGSC

Dennis T Tse, CPC, CPMA

Devyn Berube, COC, CRC

Deyris Arias, CPC, CPMA, CRC, CDEO

Diane Crosthwaite, CPC, CANPC, CDEO

Diane Jackson, CPC, CEMC

Diane McKenzie, CRC

Dianne Henson, CPC, CPMA, CUC

Donna Matcho, CRC

Donna Stevens, CFPC

Dorca Iris Flores, CPC, CPMA

Dorothy Jean Wood, CPC, CPMA

Dr. Shazia Naaz Syed Musthafa, CPC-A,
CPMA

Eboni Brunson, CPPM

EireneRosalie DelaSilvaGuiam,CPC,CPMA

Elisabeth Griffin St Laurent, CPC, CPMA

Elizabeth Apicella, CPC, CENTC, COSC,
CPMA

Elizabeth Mathew, CPC, CRC

Elizabeth Moore, CRC

Elizabeth Priest, CPB

Emilea Treece, COBGC

Emily F Nerreter, CPC, CRC

Emma Lynott, CPB

Erica Brown, CPC, CRC

Erin Danielle Garrett, CPC, CPPM

Eva Ramos, CPC, CGSC

Fairfax Arnold, CPC, CRC

Gabriela Alfaro, CPB

Garrison Whitt, CPB

Geneva Kimsey, CPC, CEMC

George L Esguerra, COC-A, CPC-A, CPB,
COSC, CIRCC

Grace Josselyn, CPC, CFPC, CSFAC, CDEO

Grace Mon Kuriakose, CPC, CRC, CPMA

Gwendolyn Braithwaite, CPC-A, CRC

Haidy Metz, CPC, CPMA, CRC

Harmony Monday, CPC, CPPM, CPMA

Hauns Martin, CPC, CPC-l, CRC

Heather Dailey, CRHC

Helen Ho, CPC, COBGC

Helen Kavlock, CPC, CPB

Hilda Iris Collazo, CPC, CRC

Holli A Lancaster, CPC, CPMA, CRC, CPB

Holly Ann Millon Sainte-Claire, COC, CRC

Holly Eggert, CPB

Holly Goss, CRC

Hung Tan, CRHC

lidiko Ferro, CPC, CRC, CPMA

Ingrid P Bialy, CPC, CPPM, CEMC,
COBGC, CPB

Irwan Roebini, CPC, CRC

Jaclyn Shirakata, CPB

Jamie Lynn Bean, CPC, CEMC

JamieMcLachlanBearden,CPC,CPC-|,CRC

Jamie Michelle Esteban, CPC, CPMA

Jane Conway, CRC

Janet Beagles-Johnson, CPC, CUC

Janice Willis-Gillam, CPC, CGSC

Janifa Raj Durai Raj, CPC, COBGC, CPMA

Jasmine Looney, COC-A, CPC-A, CRC

Jason Manley, CPC, CRC

Jeanne Philp, CPC, CPCO, CPMA,
CHONC, CRC

Jeannette Ford Cardinal, CPC, COSC

Jeannine Dunn, CPC, CRC

Jelisa Hobson, CRC

Jenna Marie Henise, CPC, CPCD

Jennifer B Frady, CPC, COSC

Jennifer Denny, CPB

Jennifer George, CPC, CHONC

Jennifer Gray, CPC-A, CRC

Jennifer Lynn Nguyen, CPC, COBGC

Jennifer M Connell, COC, CPC, CPCO,
CPC-P, CPB, CPMA, CPPM, CPC-,
CENTC, CEMC

Jennifer Ordner, CPC, CEDC, CRC

Jennifer Roush, CPC, CRC

Jennifer Steen, CPC, CCVTC, CEMC, CIRCC

Jennifer Thompson, CPC, CPMA

Jennifer Turgeon, CPC, CPMA

Jeremy Stacey, CPC, CRC

Jessi Mitchell, CPC, CRC

Jessica Bauer, CPC, CEMC

Jessica Demott, CPC, CRC

Jessica Haider, CPC, CRC

Jessica Hondal, CPPM

Jessica L Barnett, CPC, CPMA

Jessica Miner, CPC, CPEDC

Jessica Prokop, CPC-A, CRC

Jessica Ruby, CPC-A, CGSC

Jill D Daniels, CPC, CRC

Jillian Kline, CPB

Jillian Schouten, CPC, CRC

Jillian Thomas, COC, CPMA

Joan Bertsch, COC, CPC, CPMA

Joanne Chambers, CPC-A, CPMA

Joe Monico, CPC, CPB, COSC

Johnna Lynn Martin, CPC, CCC, CPB

Jose Abel Fernandez Marimon, CRC

Juanyi Wu, CRC

Judith Marsh, CPC, CGSC, COSC

Judith Nardo, CPC, CRC

Judith Wallas, CPB

Julie A Miller, CPC-A, CRC

Julie Attaway, CRC

Julie Bramlage, CPC, COPC

Julie Wickersham, CPC, CIMC, CRC

Kara Witte, CPC, CPC-, CRC

Karen Aragon, CPC, CRC

Karen E Locke, CPC, CIRCC

Karen Elizabeth Mee, CPB

Karen Garcia, CRHC

Karen Guarino, CPC, CPB

Karen R England, CPC, CRC

Karen Sue Ukleja, CPC, CPMA

Karina Annette Johnson, COC, CPC,
CPCO, CDEO, CIC, CPB, CPMA, CPPM,
CPC-l, CANPC, CCC, CGSC, CHONC,
COBGC, CPCD, COSC

Kate Starkey, CPPM

Katherine Jacobson, CPC, CPMA

Katherynn Garita, CPC, CFPC

Kathleen Cochran, CPC, COSC

Kathleen M Skolnick, COC, CPC, CPCO,
CPB, CPMA, CPPM, CRC, CPC-l, CEMC,
CDEO

Kathryn Pfeifer, CPC, CPMA, CRC

Katie Lynn Taylor, CRHC

Katie Thomas, CPB

Kay L McGraw, CPC, CDEO, CRC

Kay Merritt, CPC, CPCO, CPMA

Kayla Duenas, CPC, CRC

Keith Youngblood, CPC-A, CRC

Kelley Baker, CRC

Kelley Ludlow, CPC, CPC-l, CGSC

Kellie Herron, CPC, CRC, CIC

Kelly Denise Lara, CPC, COBGC

Kelly Soger, COC, CPC, COSC

Kellye Hickey, CPB

Kendra A Sturdivant, CRC

Kerry Allen, CPC, CPMA

Kerry Allen, COC-A, CEDC

Kesia Polk, CRC

Ketteya Mean, CPC, COPC

Kimberly Cotter, CPC, CRC

Kimberly E Williams, CPC-A, CRC

Kimberly Mulford-Rambis, CPC-A, CRC

Krishnamoorthy Kuppuswamy, CPC, CPMA

Kristi Ameson, CIRCC

Kristi McCreary, CPC, CPPM

Kristin D’Ambrisi, CPC, CPMA

Kristin E Piccolo, CPC, CPMA

Kristin L Schoemann, COC, CPC, CPMA,
CPPM, CPB

Kristina Garis, CPC, CPMA

Kristyna Cornell, CPC, CHONC

LaKesha Davis, CPC-A, CRC

Lakshmi Priya Gurusamy, CPC, CRC, CPMA

Lamiss Rifai, CPC, CPMA

LaTaisha Shumpert, CPC, CPCO, CPB,
CRC, CPMA

Laura Beck, CPC, CPCO, CRC

Laura E Hill, CPC, CPMA, CPC-, CRC

Laura Hoople, CPB

Laura Lattanzio, CPC-A, CRC

Lauren Lucchese, CPC, CRC

Lauren Siegel, CPMA

Lauren Simpson, CPPM

Lea Rice, CPC, CRC

LeeAnn J Glogowski, CPC, CRC

Leigh Ann Howe, CPC, CEMC, CFPC, CDEO

Leigh Lawson, CPC, CPPM, CIRCC

Leslie Resendez, CPC, CRC

Lillian Thayer, CPC, CPB, CPMA

Linda Gibaud, CPC, CRC

Linda Hempe, CPB

Linda Medlecot, CPB

Linda Renee Robinson, CPC, CRC, CGIC,
CHONC, cuc

Lindsey Batrich, CPC-A, CPB

Lindy Hornbuckle, CPC-A, CRC

Lisa Bastedo, CPB

Lisa Ryan, CPC, CPB

Lisa Santoyo, CIRCC

Lisa Veronica Ortega, CPC, CPMA, CRC

Liuda Rieche, CPC, CRC

Liya James, COC, CPMA

Lois E Burridge, CPC, CPMA, CEMC

Lori L Cassel, CPC, CRHC

Lori Lee Powell, CPPM

Lori Lee Snyder, COC, CPC, CRC

Lorlyn J Rabonza, CPC, CRC

Lulu Qudsi, CPMA

Lydia Taylor, CPC, CHONC, CIMC, CEMC

Lynn Whitfield, CPC, CEMC, CPMA

Ma Ana Lourdes Paez, CPC-A, CRC

Marcie Southfield, CPC, CHONC

Maria Elena Gonzalez Pelaez, CRC

Marie Polanco, CPC, CPPM

Marie Seffron, CPC, CPMA

Marilyn Bledsoe, CRC

Marilynn Mitchell, CPB

Marisela Lopez, CPB

Marissa Shaw, CPC, CRC

Maritess Khayatan, CPC-A, CIRCC

Mary B Freeman, CPC, CPCO, CPMA,
CEDC, CEMC, CRC

Mary Blevins, CHONC

Mary J Cordray, CPC, CPMA

Mary Lynn Connor, CPC, CRC

Mary McCreary, CPC, COSC

MaryWolfe, CPC,CPCO,CPB,CPMA,CPPM

Maureen Alsheimer, CPB

Meagan York, CPPM

Megan Clark, CPC, CRC

Megan Laney, CPC, CRC

Melanie Torbert, CPC, COBGC

Melinda Baker, CPPM

Melineh Rodriguez, CPC, CPMA

Melissa K Hoff, CPC, CRC, CEMC, CPMA

Melissa Kathryn McLeod-Seyfert, CPC,
CPC-, CRC

Melissa Kunzer, CPC, CGSC, CEMC

Melissa L Hartley, CPC, CPCD, CRC

Melissa Silva, CPC, CRHC

Meredith Rarus, CPC, CRC

Merideth Levin, CPC, CPPM

Meshelle Zakroski, COC, CRC

Michael Frierson, CPB

Michael Kushner, CPC, CPMA

Michele Goldstein, CPC, CRC

Michele Pisapia, CPC, CRC

Michelle Brummett, CRHC

Michelle Gamble, CPC, CPMA

Michelle Hafford, CPC, CEMC

Michelle Kapp, CRC

Michelle Kinney, CPC, CEMC

Michelle Natasha Crawford, CPB

Michelle Sinak, CRHC

Mindy Redden, CPB

Misty Hurdle, CRHC

Mitzy Hernandez, CPC, CRC

Molly Murphy, CPC, COSC, CGSC

Molly Weldon, CRC

Monica Heredia, CPC, CEMC

Myrna Fletchall, CPB

Nancy Ellis, CRHC

Naren Gomez Rivera, CPC, CGIC

Natasha Thompson, CPC, CPMA, CRC,
CEMC

Naveen Baliga, CPC-A, CPMA

Nicole Conditt, CPC, CPMA

Nilsa Cruz, CRHC

Pam White, CPC, CPMA, CRC, COBGC

Pamela D Cain, CPC, CASCC, CGIC

Pankaj Kumar, CRC

Patricia Becker, CPEDC

Patricia A Lynch, CPC, CPMA, CENTC,
CFPC, COBGC, CRC

Patricia Rodriguez, CRC

Patrick Lim, CPC, CEMC

Paula A Araujo, COC, CPC, CRC

Phyllis Walter, CPC, COBGC

Rachel Dailey, COC, CRC

Rachel Reynolds, CPC, CRHC

Reena Kuriakose, CPC, CPMA

Regina Richardson, CPC-A, CRC

Renee Mancine, CPC, CPMA, CPPM

Renee Schooling, CRC

Rita J Franks, CPC, CPMA

Robert Streater, CRC

Robin McCarty, CPB

Robin Osler Hayes, CPC, CPMA, CRC

Robin Turner, CPC, CRC

Rosalba Mendoza, CPC, CRC, CDEO

Rosemary P Hokanson, CRC

Rosenda Roadruck, CPC, CRC

Roxanne Johanningmeier, CIRCC

Ruchika Desai, CPC, CPMA

Ruth Olsen, CRC

Ryan Soriano Baguisa, CRC

Sally Jeanne Miesen, CPC-A, CRC

Salvatore Yacovelli, CPC-A, CPB

Samantha Webster, CPC, CEMC, CHONC
CPMA

Sami Staley, COC, CPC, CCVTC, CGIC

Sandra Reynolds, CPC, CRC, CPMA

Sandra Ruth Nagy, CRHC

Sandra Sanchez, CPC-A, CPB

Sarah E Fox, CPC, CDEO, CPMA, CRC,
CEMC

Sarah Grubbs, CPPM

Sarah Sipunu, CRC

Sean Fleming, CPC, CRC

Shaneka Davis, CPC, CPMA

Shannan Hilton, CPCD, CPB

Shannon Kreamcheck, CPMA

Sharon A Collis, CPC, CPMA, CCC, CRC

Sharon Barreira, CPC, CPPM

Sharon Gonzalez, CRC

Sheila Jamrose, CPC, CGSC

Shelly Ryan, CPB

Shelly Lynne Kubacki, CPC, CPMA

Sherikay Malcolm, CPB

Sherry Holladay, CPC, CRC

Sherry Parker, COC, CPC, CIRCC

Shiela Chase, CPC, COSC
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Shilpa Avinash Deshpande, CPC-A,
CPMA, CPB

Shuba Thangamani, CPMA

Siddhartha Roy, CPC, CIRCC

Silja Shijil, CPC, CPMA

Socorro Ramon, CPC, CRC

SokGem Chhith, CPB

Sophia Antoinette Olsen, COC, CPC, CRC

Staci Kuhnhenn, CPC, CRC

Stacie Baldwin, CPC, CEMC

Stella Samir Kakade, CPC, CRC

Stephan Tong, COC, CPC, CPB

Stephanie Coleman, CPB

Stephanie Garst, COC, CPC, CPMA, CRC

Stephanie Livingston, CPC, CPPM

Stephanie McCoy, CPC-A, CPCD

Stephanie O'Charek, CPC, COBGC, CPB

Stephanie Pacheco, CPC, CPPM

Stephanie Rachquel Kemp, CPPM

Stephanie Thomas, CPC, CPC-P, CPMA,
CDEO

Stephanie Weissmann, CPC-A, COSC

Stephanie Williams, CPC, CRC

Suja Menon, CPC, CRC, CPMA

Summer Rentschler, COC, CPC, CEMC

Susan Bonenfant, COC, CRC

Susan Krukowski, CPC, CRC

Susan Morgan, CGSC, CPMA

Susan Sirocka, CPC, CPMA

Tabitha Lucas, CPC, CRC

Talena Gray, CIRCC

Tammy Glover, CPB

Tammy Kantz, CPB

Tammy Lynn Stone, CPC, CRC

Tana Almond, CPC, CEMC

Tatiana Montes, CRHC

Tera McCoy-Jones, CPB

Terami S Nespor, CPC, CEMC

Teresa M Salo, CPC, CPPM

Teri Anne Wales, CPC, CFPC

Terri Clarke, CRC

Terri J Woods, CPC, CRC

Thamilarasan Senguttuvan, CPC, CPMA

Thelma J Moore, CPC, CRC

Tiffani Howe, CRC

Tiffany Baughman, CPC, CIRCC

Timberly Thornton, CPC, CIRCC

Tina Shawn, CPC-A, CRC

Tonia King, CPC, CUC

Tricia Mitchell, CPC, CPMA

Ursula Roberts, CPC-A, CPMA

Vaira Prakash, CIRCC

Valerie Berube, CPC, COSC

Vandana Sharma, CPC, CPMA

Venus Gogineni, COC, CPC, COBGC,
COSC, CIRCC

Victoria Newland, CEMC

Victoria Niederhelman, CPC, CRC

Vimalkumar Patel, CRC

Vipin Bhardwaj, CPC, CPCO, CPMA,
cosc

Virginia Lydigsen, COC, CPC, CRC

Visvanathan Subramani, CPC, CIRCC

Wanda J Schuler, CPC, CDEO

Wanda J Sutton, CPC, CRC

Wendy Birch, CPB

Wendy K Brady, CPC, CEMC

Wynn Wagenseil, CIRCC

Xiomara Panameno, CIRCC

Yailyn Gomez, CPC-A, CRC

Yara Romain, CPC, CDEO, CPMA, CRC

Yekaterina Altukhov, CPC-A, CRC

Yudiany C Hernandez Martinez, CPC-A,
CRC

Yunaisy Hoyo Diaz, CPC-A, CRC

Zakia Stuart, CRC
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B ADDED EDGE

By Michelle A. Dick, BS

Know Who Represents You and Who to Contact at AAPC

From governing bodies to staff, reach out to AAPC key contacts who help advise and support you.

With somanyindividualsand boardstorep-
resent and govern AAPC membership,
you may be confused as to who you should
reach out to with a question or for advice.
Here is who you should contact and when.

Our Governing Boards

Complementary to a dedicated, compas-
sionate staff, AAPC has three advisory
boards to direct AAPC and membership:

* National Advisory Board (NAB)

* AAPC Chapter Association
(AAPCCA)

* Legal Advisory Board (LAB)

These advisory boards are made up
of experienced professionals who
provide honest and valued input to

our organization. They are your voice.
NAB
The NAB advises AAPC leadership on

coding issues, trends, and member needs.
Through active participation in nationally
sponsored conferences, events, publications,
and educational programs and activities,
the NAB promotes AAPC’s mission to
Uphold a Higher Standard in the business
of healthcare. Each NAB representative is a
spokesperson for AAPC and you.

The NAB is comprised of 16 members, ap-
pointed by AAPC, who serve for a three-year
period. They represent eight geographical
regions of the United States with clinical,
legal, consultant, coding, auditing, and
compliance expertise. There are four officers
elected by the NAB: president, president-
elect, member relations, and secretary, as
well as committees who represent AAPC in
specialized areas.

For a list of current AAPC NAB members,
go to: www.aapc.com/AboutUs/national-advisory-board.
aspx or read the article “2018-2021 AAPC
National Advisory Board” in the May edition
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of Healthcare Business Monthly (www.aapc.com/
blog/41527-2018-2021-aapc-national-advisory-board).

AAPCCA Board of Directors

The AAPCCA is a non-profit governing
board for nearly 500 local chapters and is
comprised of 16 certified AAPC members.
All have former local chapter leadership ex-
perience, and all work collaboratively with
AAPC staff and current local chapter offi-
cers. Theyareyourlocal chapter cheerleaders.

AAPCCA board members help create,
maintain, and sustain chapter infrastruc-
ture and advise chapters when situations
arise. They develop policies, bylaws, and
processes, and they define the roles of of-
ficers and committees. All board members
visit chapters and speak on behalf of AAPC
and the AAPCCA.

Marti Johnson is the director of local
chapter supportat AAPC and the AAPC na-
tional office AAPCCA representative. Local
chapters are divided into eight regions with
two representative board members each. For
a list of current members and their contact
information, go the AAPC website at: www.
aapc.com/aboutus/local-chapter-board-of-directors.aspx.

Ifyou arean AAPC member who has served
as a local chapter officer, you are invited to
apply to serve on the AAPCCA Board of
Directors.

LAB

With increased healthcare regulations,
quality measures, and government audits,
you may be confronted with a legal issue
and have a compliance question. The LAB
serves to advise the AAPC national office,
the NAB, and the AAPCCA on legal issues
associated with the business of health-
care. They address members’ legal issues
through member forums, author articles
in Healthcare Business Monthly, and attend
HEALTHCON. LAB members also sit on
AAPC’s Ethics Committee.

You’ll find LAB member contact informa-
tion at www.aapc.com/AboutUs/legal.aspx.

Get Connected to
Customer Service and Staff
Here are more ways you can reach us:
Customer Service:

¢ Call toll-free at: 800-626-2633

* Chatinstantly at: www.aapc.com/
contactus.aspx

* Find answers on our FAQ page: www.
aapc.com/master-fag.aspx

Want to write for AAPC or have an article
idea? Contact:

* Director of Publishing Brad Ericson
(brad.ericson@aapc.com)

* Managing Editor John Verhovshek
(g.john.verhovshek@aapc.com)

¢ Executive Editors: Michelle Dick
(michelle.dick@aapc.com) and Renee
Dustman (renee.dustman@aapc.com)

There is also a treasure trove of benefits,
education, resources, opportunities to earn
continuing education units (CEUs), and
networking channels just waiting for you
to discover on our website (www.aapc.com).
Don’t forget: You can always reach staffand
members using social media: Approximately
30,000 AAPC enthusiasts
Facebook worldwide to ask industry ques-

meet on

tions and support each other (www.facebook.
com/groups/AAPCGroup). Friend us today!

Upholding a Higher Standard

AAPC’s governing bodies and employees
provide structured leadership and a strong
foundation of support to membership. We
are here to serve you; reach out to us!

Michelle A. Dick, BS, is executive editor at AAPCand a member of the
Flower City Professional Coderslocal chapterin Rochester, N.Y.
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