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Letter from Member Leadership

Here we are, again, at the cusp of a new 
year. You’ve probably spent some time 
recently reflecting on your life. What 

have you accomplished? Are you in a good 
place right now? Where do you want to be by 
year end?

Reflect on 2015
Looking back, I think we can agree that 2015 
was a momentous year in the world of health-
care. We saw the beginning of the end for the 
sustainable growth formula used to adjust 
Medicare physician fees. And we witnessed 
something that hasn’t happened in 40 years  
—  implementation of a new diagnosis cod-
ing system. 
As an organization, we prepared for ICD-10-
CM, and we were instrumental in its imple-
mentation. Aside from that significant feat, 
did you find time to fulfill other personal 
work goals? If managing ICD-10 was all you 
could take on last year, now is the time to eval-
uate your present situation. 

Be in the Moment
Do you possess all the credentials you hoped 
to have at this point in your career? Are you 
satisfied with the responsibilities you have 
at work? 
One way to evaluate your situation, and de-
termine if there is more you want to learn, 
is to peruse the pages of Healthcare Business 
Monthly. Each issue is filled with articles 
that address all aspects of healthcare. In this 
month alone, there are articles on the 2016 
Hospital Outpatient Prospective Payment 
System; specialty topics such as anesthesia, 
evaluation and management (E/M), vaccines, 
and modifiers; and the final installment of a 
series of articles on professional work ethics. 
Reading these articles may inspire you to find 
out more about a particular topic, which may 
entice you to earn another credential. And 

that may be just what you need to land that 
dream promotion or new job, or simply to feel 
better about yourself.

Move Forward Through Change
AAPC’s National Advisory Board (NAB) 
uses this time of year to consider the past, 
present, and future, as well. As a result, you 
will notice a few changes within the organiza-
tion in the upcoming year. 
For starters, you will see an article from the 
NAB in each issue of Healthcare Business 
Monthly. Our intention is to increase mem-
ber awareness of the NAB and what we can do 
for you. The articles may spotlight various re-
gions, as well as the representatives from those 
regions. We hope you enjoy the articles, and 
learn something from them, too.
Whatever this year brings, you can continue 
to count on AAPC to provide you with up-to-
date news and information and quality educa-
tional resources to keep your career on track.
From all of us at the NAB, we wish you all the 
best for a great 2016. Please know we will con-
tinue to be here to support you, our members.

Happy New Year!

Take care,

Jaci Johnson Kipreos, CPC, COC, CPMA, 
CPC-I, CEMC
President, National Advisory Board

One way to evaluate 
your situation, and 
determine if there is 
more you want to learn, 
is to peruse the pages 
of Healthcare Business 
Monthly.

Look Back, Be in the Present,  
and Prepare for the Future
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Modifier XS Doesn’t Apply to  
Multiple Procedures in Same Joint
“Coding That Brings You to Your Knees” (November 2015, pages 30-
32) advised that modifier XS Separate structure may be appropriate, in 
lieu of modifier 59 Distinct procedural service, to indicate a secondary 
arthroscopic procedure in a different compartment of the same knee. 
In fact, you should not append modifier XS if a secondary procedure 
occurs in the same anatomic site (e.g., the same knee). Per Chapter I, 
General Correct Coding Policies for National Correct Coding Ini-
tiative Policy Manual for Medicare Services:

From an NCCI perspective, the definition of different anatom-
ic sites includes different organs, different anatomic regions, or 
different lesions in the same organ. It does not include treat-
ment of contiguous structures of the same organ. For example, 
treatment of the nail, nail bed, and adjacent soft tissue consti-
tutes treatment of a single anatomic site. Treatment of posterior 
segment structures in the ipsilateral eye constitutes treatment 
of a single anatomic site. Arthroscopic treatment of a shoulder 
injury in adjoining areas of the ipsilateral shoulder constitutes 
treatment of a single anatomic site. 

For procedures performed on contralateral structures (e.g., chondro-
plasty on the left knee and synovectomy on the right knee), append 
modifiers LT Left side and RT Right side, rather than modifier XS or 
modifier 59. Remember: Modifier 59 is the “modifier of last resort.” 
Per CPT® Appendix A — Modifiers, “Only if no more descriptive 
modifier is available, and the use of modifier 59 best explains the cir-
cumstances, should modifier 59 be used.”

End-of-life Care Not Mandatory  
for Medicare Wellness Visits
“Keep Annual Wellness Visit Coding in Check” (November 2015, 
pages 14-16) states that advanced care planning, upon agreement 
with the individual, is part of both the initial and subsequent annual 
wellness visit (AWV). If you’re referring to the end-of-life care plan-
ning, this is incorrect. End-of-life planning is only a part of the ini-
tial preventive physical examination (IPPE), and not the initial AWV 
and subsequent AWVs (although I suppose you could include it, and 
it wouldn’t hurt). I wanted to make sure the correct information got 
out there, as these requirements can be so confusing.

Beth Ozolins, CPC

E/M Audit Tool Update
“Check All E/M Guidelines, Before Changing Levels” (November 2015, pages 18-19) advised coders to consider both 
the 1995 and 1997 Documentation Guidelines for Evaluation and Management Services when assigning evaluation 
and management service levels, and cited “Table A” — an audit tool comparing the exam requirements for the ’95 and 
’97 Guidelines — as a useful means to evaluate provider documentation. 
The 1995 examination requirements in the most recent National Government Services (NGS) differ from than those 
shown in the November article. The exam portion of the current NGS audit tool are shown here: 

Source: National Government Services (NGS) Evaluation & Management Documentation Training Tool, accessed November 11, 2015: www.ngsmedicare.com/ngs/wcm/
connect/3632a905-b697-4266-8fc0-2aa2a84fedb2/1074_0514_EM_Documentation_Training_Tool_508.pdf?MOD=AJPERES

Page 2 of 6  

2—Examination 
Refer to data section (table below) in order to quantify. After referring to data, identify the type of examination. Circle the type of examination within the appropriate grid in Section 5.  
Note: Choose 1995 or 1997 rules, but not both. 

Examination Calculation  – Choose either 1995 or 1997 rules to calculate result
 
Body areas: 
 

 Head, including face  
 Chest, including breast and axillae 
 Abdomen  
 Neck 
 Back, including spine  
 Genitalia, groin, buttocks  
 Each extremity 

 
Organ systems: 
 

 Constitutional (e.g., vitals, gen app)          
 Ears, nose. mouth, throat        
 Respiratory 
 GI                                                                                       
 GU 
 Cardiovascular               
 Musculoskeletal 
 Skin 
 Neuro                              
 Psych 
 Hem/lymph/imm       
 Eyes 

 

1995
 

 One body area or  
      system 

 
 2–7 areas or systems (Minimal detail for areas  

      and/or systems examined; check list type  
      documentation without any expansion of  
      documentation of findings) 

 
 2–7 areas or systems (Expanded documentation of 
the areas and/or systems examined; requires more 
than checklists; needs to have normal/abnormal 
findings expanded upon) 

 
 8 or more systems only  

1997
 

 1–5 bullets (1 or  
      more body areas or 
      system) 

 
 6 bullets (1 or more body areas or system)

 
 12 bullets in 2 or more body areas/systems or 2 

      bullets in 6 or more body areas/ systems (except 
      eye and psych exams, which are 9 bullets) 

 
 2 bullets in 9 or more 

      body areas or systems;   
      or complete single  
      organ system 

Final Results Problem Focused Expanded Problem Focused Detailed Comprehensive
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Healthicity

HEALTHICITY.COM/AUDITSERVICES

The average physician under-codes 8% of their claims, while under documenting 
35%. Meaning, on average, $60,000 in missed revenue. Leverage AAPC audit 
experts to help simplify your documentation and coding compliance while saving 
what matters to you most: time and money.

Don’t Put Your Revenue
at Risk.
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By AAPC Ethics Committee

■ Code of Ethics

Ethics Update  
Strengthens AAPC 

Membership

Part 4: Instill the ethical 
principles of fairness 
and responsibility in 
your daily routine. 
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There are six ethical principles of professional conduct: 
integrity, respect, commitment, competence, fairness, and 

responsibility. We’ve explored all but the last two: fairness and 
responsibility. Let’s take a closer look at how you can employ 
these favorable traits into your everyday practices.

Fairness
As members of AAPC, you’re ethically and professionally 
responsible for treating co-workers, employers, and colleagues 
fairly, and to foster an environment of fairness, whether you’re 
at work, a chapter meeting, or another professional event. 
The principle of fairness requires impartiality, honesty, and 
disclosure of conflicts of interest. A conflict of interest generally 
occurs when you’re in a position to influence a decision on 
behalf of a particular party that may affect another party to 
whom you have a corresponding and competing loyalty. 
Fairness generally disregards personal feelings and prejudices, 
and desires to attain proper balance of conflicting interests. 
Fairness is treating others in the same fashion you want to be 
treated, and it’s at the core of all professional engagements. It’s 
likely the person seeking your professional services has less 
knowledge and training in the area of coding than yourself. 
You bring your knowledge and training as a healthcare business 
professional to establish a relationship of trust to deliver services 
and advice to the client. You are responsible to ensure an 
environment of inclusiveness and a commitment to diversity in 
the organization you serve. 
As AAPC members, it’s your responsibility to develop, 
administer, and advocate policies and procedures that foster 
fair, consistent, and equal treatment for all. Regardless of your 
personal interests, you’re obligated to support and foster a 
corporate culture made of decisions by your organization that 
are both ethical and legal. It’s your ethical duty to conduct 
yourself in a manner that equalizes your self-interests with the 
interests of others. To achieve this goal, you must always act 
impartially and objectively. When you consider each statement 
or action from the perspective of those on the receiving side, 
choosing the correct approach becomes more readily apparent.
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Code of Ethics

Responsibility
The word “responsibility” is used many different ways. The Merriam-
Webster Dictionary defines responsibility or “responsible” as:

• Liable to be called on to answer
• Liable to be called to account as the primary cause, motive, or 

agent
• Being the cause or explanation
• Liable to legal review or, in case of fault, penalties
• Able to answer for one’s conduct and obligations
• Trustworthy and able to choose for oneself between right and 

wrong
The perception the healthcare industry has for AAPC and its 
members is in no small part based on the degree of professionalism 
we individually and collectively exhibit. It’s for this reason that 
AAPC members are expected to uphold to ethical standards. 
Responsibility is a core principle in the AAPC Code of Ethics. It 
requires conformance with all elements of the code and requires every 
member to help enforce it.
As a healthcare business professional, you are responsible for many 
things. As an AAPC member, you’re accountable for your professional 
conduct, as well as the conduct of your colleagues. In living up to 
this obligation, you contribute to the success of AAPC and your 
profession. 
While some think of responsibility in terms of blame (e.g., “Who 
is responsible for this?”), a more positive connotation is to think 
of responsibility in terms of opportunity. Exert your choice to be 
responsible and take control! Respond appropriately, regardless of 
the situation or the impact of doing so. Create the outcome you want 
through personal choices that follow accepted ethical and moral 
rules.
Consider your personal decisions and actions and how they will 
affect you and everyone around you. Come to know and accept your 
limitations. As healthcare business professionals, you are responsible 
primarily for your work product and conduct. You are responsible for 
being competent and knowledgeable, and for giving employers the 
benefit of your knowledge and advice, even though this advice may 

not be followed. Ultimately, you are responsible to uphold the image 
of our profession. Meet this obligation by controlling your conduct 
and reporting misconduct of others. You are accountable in both 
circumstances by virtue of the AAPC Code of Ethics.
When you accept responsibility for something, others trust you will 
follow through. There is and must be trust that AAPC credentialed 
members possess all of the core values that the Code of Ethics 
demands: integrity, respect, commitment, competence, fairness, and 
responsibility. Your reputation is associated with the characteristics of 
other AAPC members. Acting irresponsibly results in a loss of trust. 
When one member violates the trust given by another, it not only 
damages the reputation of the individual, but that of the profession, 
as well. This is why AAPC members are required to comply with 
ethical obligations and why sanctions are imposed on those who 
do not conform to these standards. You must always hold yourself 
accountable for your actions and decisions.
This concludes our educational series of articles on ethics, which 
are also available on the AAPC website. Any questions about the 
revised Code of Ethics or complaints regarding potential misconduct 
by a member can be directed to the Ethics Committee by email at  
ethics@aapc.com. 

AAPC Ethics Committee

Consider your personal decisions 
and actions and how they will affect 

you and everyone around you.

mailto:ethics@aapc.com
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By Angela Clements, CPC, CEMC, COSC, CPC-I, CCS

■ NAB COMMITTEE NEWS

AAPC’s corporate office isn’t the only entity to determine what hap-
pens within the organization. AAPC has several boards that weigh 

in on member benefits and policies: They are the National Adviso-
ry Board (NAB), the AAPC Chapter Association board of directors, 
the Physician Advisory Board, and the Legal Advisory Board. These 
boards are made up of professionals who gladly volunteer their time 
to protect the interests of AAPC and its membership. 

Advising for AAPC
The NAB is made up of 16 members representing eight geographic 
regions of the United States and four officers elected from the 
previous board. AAPC’s CEO and a liaison from AAPC serves on 
the board to represent the corporate office. Being on the board is a 
volunteer position with a three-year commitment.

The role of the NAB is to advise AAPC corporate leadership on issues, 
trends, and membership needs, as well as to enthusiastically promote 
and support the mission of AAPC and the business of healthcare. The 
NAB works with the national office for the betterment of member-
ship and the healthcare community through active participation in 
nationally sponsored conferences, events, publications, educational 
programs, and activities. 
Besides advising AAPC corporate leadership on policy matters, many 
NAB members write articles for Healthcare Business Monthly and oth-
er publications, and speak at local chapters, conferences, and oth-
er healthcare-related events. At the conclusion of a term, each NAB 
member becomes an ambassador for AAPC and its members.

Behind the Scenes at Conference
The goal of national conference is to bring members to one location 
to network, learn, and share their expertise and experiences with one 
another. Networking is a valuable resource in our profession because 
so many policies and regulations change daily. HEALTHCON and 
the AAPC regional conferences are great places to go to get the edu-
cation necessary to stay current on changes in the industry, as well as 
to find experts to add to your networking circle. 

Share Your Expertise
NAB members often share their expertise by writing articles for Healthcare Business Monthly 
magazine. You don’t have to be on the board to write an article, however. If you like to write 
and have knowledge to share, Healthcare Business Monthly editors at AAPC would love to hear 
from you. Contact John Verhovshek at g.john.verhovshek@aapc.com.

Ambassadors for AAPC Membership
We are here to serve you and improve our organization.
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NAB Committee News

NAB COM
M
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If you have been to HEALTHCON, you may wonder how AAPC 
brings it all together without shutting down the entire national of-
fice. AAPC has a conference team working diligently all year long to 
find the location, vendors, speakers, etc. When everything is sched-
uled and organized, it’s production time. AAPC employees cannot 
put on the amazing conferences without a little assistance. Members 
from the NAB, AAPC Chapter Association, Legal Advisory Board, 
and Physician Advisory Board all work together to assist the AAPC 
conference staff to:

• Welcome members at registration;
• Monitor rooms to ensure the best learning experience possible;
• Serve as liaisons for the speakers to ensure equipment is 

working properly;
• Monitor halls at large venues to help conference-goers get to 

where they need to be;
• Share knowledge as speakers;
• Run the product store; and
• Most importantly, point you in the direction of the food.

There are also many things being done behind the scenes to ensure a 
successful conference and a memorable experience for all members.

Committees Work on Solutions
Throughout the year, NAB members form committees to research, 
discuss, and make recommendations on specific issues. The topics 
can come from a member, the board, or an employee at the nation-
al office. 
One example is the Specialty Continuing Education Unit (CEU) 
Committee, formed during the 2013-2015 term. The NAB formed 
this committee to address the number of specialty-specific CEUs re-
quired to maintain specialty certifications. It was felt some specialty-
specific CEUs were hard to obtain because they were not common-
ly available and affordable. The concern was that this might deter 
members from obtaining a specialty certification due to the difficul-
ties of meeting the CEU requirement and maintaining certification. 
The committee looked at statistics detailing the number of members 
possessing single and multiple specialty credentials to assess the num-
ber of members who would be affected by changes in policy. The Spe-
cialty CEU Committee came up with two possible solutions:

1. Create a specialty package that could be purchased at an 
affordable rate. Considerable time would be spent creating 
packages for each specialty and analyzing statistics to deter-
mine the number of members who would be affected by the 
change. This approach was abandoned after the costs of devel-
opment were evaluated.

2. Change the CEU requirements for maintaining addition-
al certifications. The committee compared the number of 
CEUs required by AAPC with other healthcare organizations 
(not just coding, but nursing, auditing, physicians, etc.). Af-
ter review, and taking into consideration that most members 
with specialty credentials have advanced knowledge in a par-
ticular area, the committee proposed reducing the number of 
CEUs required for additional specialties.

AAPC corporate office reviewed the data provided by the Special-
ty CEU Committee and agreed on lowering the CEU requirement 
for multiple credentials. As a result, last year the number of CEUs re-
quired beyond the first certification was reduced, making it more af-
fordable and realistic to maintain multiple certifications.

The NAB Is Only a Click Away
These are the more visible responsibilities of the NAB, which provides 
some insight into its role regarding policy issues that affect members. 
NAB members from your region are your representatives and your ad-
vocates. Their objective is to help you to understand the obligations 
of being an AAPC member while ensuring you receive the benefits 
of our organization.
To identify your regional NAB representatives, log on to the AAPC 
website and go to the link www.aapc.com/memberarea/chapters/chapterleaders.
aspx. Under “Officers & Representatives,” click on the “NAB” tab to 
see your region’s NAB representatives and their contact information. 
We look forward to helping you get the most from your membership. 
It’s our pleasure to serve you. 

Angela Clements, CPC, CEMC, COSC, CPC-I, CCS, is the physician coding auditor/educator 
consultant at Medkoder. She has over 17 years of experience in the healthcare industry. Clem-
ents serves on the AAPC NAB as the member relations officer, and served as Region 5 represen-
tative from 2013-2015. She is president of the Covington, La., local chapter. She’s also a frequent 
speaker at local medical managers’ meetings and local chapters in her region.

The role of the NAB is to advise AAPC corporate 
leadership on issues, trends, and member needs, as 
well as to enthusiastically promote and support the 

mission of AAPC and the business of healthcare.

www.aapc.com/memberarea/chapters/chapterleaders
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By Sarah Wechselberger, CPC, CPB, CPMA

AAPC Chapter Association

The role of local chapter education officer can be challenging, but 
it’s one I hold close to my heart. When you’re elected as an edu-

cation officer, you can truly make a difference in the profession-
al lives of your chapter members. You’re part of a team that guides 
your membership in a positive direction. You’re in a unique position 
to talk to members, listen to their needs, and arrange for the educa-
tional sessions they seek. 

Know Your Responsibilities
Before we dive into this very important role, let’s take a look at the 
education officer’s primary responsibilities, as documented in the 
Local Chapter Handbook. The responsibilities include:

• Securing and coordinating chapter meeting, seminar, and 
review class education (which may include guest speakers).

• Submitting online requests for continuing education unit 
(CEU) approval, issuing CEUs to attendees, and attesting to 
all information contained on the CEU form. 

• Ensuring topics and speakers are relevant to AAPC and 
members. 

• Providing lost CEU certificate(s) upon request from 
members, after validating attendance at the event.

• Encouraging members to speak at a meeting and offer topic 
suggestions. 

• Communicating with other chapter officers to ensure the 
chapter is moving forward in a positive and professional manner.

• Proctoring at least one certification exam.
• Monitoring and responding to the local chapter forum. 

This is not a complete listing of responsibilities. You can download 
the complete list, found in the AAPC Local Chapter Handbook, at: 
www.aapc.com/documents/2015lc_handbook_updated_coy_bod.pdf.

Dive into Your Role
Now that you’re familiar with the main responsibilities of an educa-
tion officer, let’s delve a little deeper into this officer role. Does this 
role require you to present or speak at every meeting? The answer is 
a resounding, “No!” Don’t try to do it all yourself! 
Your role as an education officer is to secure and coordinate educa-
tional sessions. Sometimes that means you may have to be the pre-
senter of the educational material, but it’s completely appropriate, 
and even highly encouraged, to seek out guest speakers. Members 
are more interested, and meetings become more of an event, when 
there is a guest speaker than when it’s a simple educational session. 

Find Guest Speakers
Viable speakers are all around you: fellow officers, chapter mem-
bers, peers, etc. Reach out to your chapter membership to find pro-
fessionals who would love to share their knowledge in a particular 
specialty in which they excel. Contact your local colleges to see if 
there are any professional development officer(s) who are willing to 
speak to your members. Your local hospital is also filled with count-
less professionals who would likely speak at a meeting. 
It’s all about networking. Get to know professionals in your field: 
providers, third-party payers, and your local Medicare administra-
tive contractor and Medicaid office. These are all examples of pro-
spective speakers who are usually easily obtainable and generally 
don’t charge a fee. 

Tip: Be sure to drop a Thank You note in the mail to your speakers!

Get Members’ Input for Topic Selection
If you’re concerned about how you will keep the education interest-
ing all year long, don’t be. You have a wealth of people who will help 
you generate ideas: your members! Survey members at the begin-
ning of the year to get an idea of the education they’re interested in 
receiving through their local chapter. You’ll be amazed at the feed-

Plunge  
into the Role 
of Education 
Officer 
Don’t be afraid to get your 
feet wet and make waves.

www.aapc.com/documents/2015lc_handbook_updated_coy_bod.pdf


www.aapc.com January 2016 15

AAPC Chapter Association

KUDOS ■

The Best Costume  
Award Goes to Lori Walker
Coder Lori Walker, CPC, brought 
ICD-10 awareness to e+ Cancer Care 
in a huge way. In fact, you couldn’t miss 
it. Last Halloween, she dressed as an 
AAPC 2016 ICD-10-CM codebook, 
complete with tabs. Kudos to Walker 
for taking the time from her busy sched-
ule to craft such a clever, career-appro-
priate costume.
Thanks to Barbara Earps, CPC, 
CPMA, CHONC, ROCC, coding 

manager at e+ Cancer Care for sending the photo to AAPC. 

Big Change Arrived and Lahey Health Was Ready
Oby Egbunike, CPC, COC, CPC-I, CCS-P, manager for the 
Medicine Division of the Professional Coding Department at Lahey 
Health, and AAPC licensed ICD-10 trainer, gives a shout out to her 
staff for embracing ICD-10 and supporting each other and electronic 
health record (EHR) upgrades for a smooth transition. 
“Coders retrained themselves before the October 1, 2015, go-live date 
such that they developed familiarity and a comfort level with the new 
coding system. This positioned them as the ICD-10 go-to people for 
our providers,” Egbunike said.

The ICD-10 training proved invaluable during the EHR upgrade, 
Egbunike explains:

With ICD-10-CM containing more than 69,000 codes, provid-
ers felt that the EHR was drowning in data. This is because the 
number of code options increased to accommodate the great-
er level of specificity allowed by the ICD-10-CM code set. The 
EHR update with the new codes required new ways for docu-
menting a patient encounter. This requires the expertise of cod-
ers to evaluate documentation for compliance. Because of the 
coders’ familiarity and comfort level with the new codes, they 
were able to provide education on the appropriate documen-
tation requirements for a patient encounter to support the in-
creased level of clarity and detail.

Through the transition process, Egbunike discovered “that no mat-
ter where coders are in this changing healthcare environment, we’re 
abreast of these changes.” Whether it is “the new ICD-10-CM code 
sets, the organization’s EHR, or learning new CPT® codes set changes 
for 2016 … we will continue to swim through this sea of change, tap-
ping into each other’s skills so no coder will drown,” she said.
The coders at Lahey Health are also supporting other areas of the or-
ganization such as clinical areas, patient registration, billing, etc. 
Egbunike, originally from Nigeria, concluded with this Nigerian ad-
age, “IGWE BU IKE,” which translates to “United we stand.”

Lori Walker struts the 2016 ICD-10-CM 
Complete Code Set on Halloween.

back you’ll receive from your membership when you involve them 
in the decision-making process. AAPC members are full of amaz-
ing ideas! 
Potential topics include evaluation and management (E/M) audit-
ing, practice management, OIG Work Plan, modifiers, and special-
ty-specific education. Also consider coding-related topics, billing, 
compliance, human resources, and professional development. Med-
ical terminology and anatomy are always popular and can be turned 
into fun and interesting games. 
Remember: It’s permissible to offer one game per year as a chap-
ter meeting, and I recommend doing so. Who doesn’t love a good 
game? I know I do!

Take these ideas and run with them. The difference you’re making 
and the time you volunteer to your chapter is truly commendable. 
You’re going to be an amazing education officer! 

Sarah Wechselberger, CPC, CPB, CPMA, is clinical coding and reimbursement coordina-
tor at Baxter Regional Medical Center. She started her medical coding career in 2002 at a 
multi-physician obstetrics/gynecology practice. Wechselberger worked for a multi-special-
ty billing group before working at a healthcare system. She has served office for the Mountain 
Home, Ark., local chapter and is Region 5 representative of the 2015-2018 AAPC Chapter As-
sociation board of directors.

Members are more interested, and meetings 
become more of an event, when there is a guest 

speaker than when it’s a simple educational session.
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■ DEAR JOHN

If you have a coding-related question for AAPC’s Healthcare Busi-
ness Monthly, please contact Managing Editor John Verhovshek, 
CPC, at g.john.verhovshek@aapc.com.

Have a Coding Quandary? Ask John

ICD-10-CM Sequela

Q I have a question regarding the seventh character extensions 
in ICD-10. Are there specific rules to follow when classifying 
a visit as active treatment?
As I understand it, if the patient is still receiving medication 

refills, activity restrictions, physical therapy without significant im-
provement, etc., the patient is receiving active treatment. 
We billed S33.5XXA Sprain of ligaments of lumbar spine; initial 
encounter for a patient unable to work due to the severity of the in-
jury. We took the severity of the injury and current activity restric-
tions as active treatment for the injury. Is this appropriate, or is this 
“subsequent” treatment because the patient has been seen for this in-
jury previously?

A Chapter 19 codes have a seventh character that identi-
fies the episode of care. With the exception of the fracture 
codes, most categories in chapter 19 have three seventh 
character values. Per the ICD-10-CM Official Guidelines 

for Coding and Reporting: 
• 7th character A, initial encounter, is used while the patient 

is receiving active treatment for the condition. Examples 
of active treatment are: surgical treatment, emergency 
department encounter, and evaluation and continuing 
treatment by the same or a different physician. 

• 7th character D, subsequent encounter, is used for encounters 
after the patient has received active treatment, and is receiving 
routine care for the condition during the healing or recovery 
phase. Examples of subsequent care are: cast change or 
removal, an X-ray to check healing status of fracture, removal 
of external or internal fixation device, medication adjustment, 
other aftercare and follow-up visits following treatment of the 
injury or condition. 

• 7th character S, sequela, is for use for complications or 
conditions that arise as a direct result of a condition or injury 
[in ICD-9, these were known as “late effects”], such as scar 
formation following a burn. The scars are sequelae of the burn.

Note that initial encounter does not necessarily mean initial visit. A 
patient may receive active treatment for a condition beyond the ini-
tial visit. The ICD-10-CM Official Guidelines for Coding and Re-
porting confirm, “While the patient may be seen by a new or differ-

ent provider over the course of treatment for an injury, assignment of 
the seventh character is based on whether the patient is undergoing 
active treatment and not whether the provider is seeing the patient 
for the first time.”
The guidelines do not definitively establish when active treatment be-
comes routine care. This is a clinical decision based on the individu-
al’s course of treatment. 
AAPC Vice President of Strategic Development Rhonda Buckholtz, 
CPC, CPCI, CPMA, CRC, CHPSE, CENTC, CGSC, CPEDC, 
COBGYN, explains it this way: “When the doctor sees the patient 
and develops his ‘game plan,’ that is active treatment. When the pa-
tient is following the game plan that is subsequent. If the doctor needs 
to adjust the game plan, it’s active (for example, patient setbacks, re-
turns to the OR, etc.).”
The information provided in this case makes it difficult to determine 
if active care is still being provided for the patient’s lumbar sprain, or 
whether he is in the recovery phase. Assuming the qualified health-
care professional is providing active care, seventh character A is ap-
propriate, regardless of how many times the provider saw the patient 
previously. Likewise, seventh character D is appropriate during the 
recovery phase, no matter how many times the patient has seen the 
provider for this problem.
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Webinar

Get anAnnual
Subscription

SAVE$$

AAPC Annual Webinar Subscription
Healthcare Education You Can Afford

12 Months of Access to 40+ Live Events 
& Entire Library of 100+ On-Demand Webinars

Receive 2 CEUs per Webinar (Live & On-Demand) 

Topics Cover 21+ Specialties

Volume Discounting Available for Your Office

Visit www.aapc.com/webinars
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By LuAnn Jenkins, CPMA, CPC, CEMC, CFPC

■ CODING/BILLING

■ Coding/Billing ■ Auditing/Compliance  ■ Practice Management

Physicians often provide routine venipuncture to patients when or-
dering a laboratory test to save the patient a trip to the laboratory. 

This service is reported with CPT® 36415 Collection of venous blood 
by venipuncture. Although reimbursement is only $3, the Centers for 
Medicare & Medicaid Services (CMS) audits this code, and frequent-
ly recoups funds paid to providers in error. 

Remember the Rules when Billing
To bill correctly, understand that 36415 is considered to be a labora-
tory service, and is listed on the CMS Laboratory Fee Schedule (even 
though it is found in the Surgery/Cardiovascular System section of 
the CPT® codebook). For this reason, reporting 36415 requires an 
ordering physician and a written order, as do all laboratory services. 
A physician or qualified non-physician practitioner must sign an or-
der (or a progress note supporting intent and medical necessity) spe-
cific to the patient, noting what specific tests were ordered. According 
to CMS Comprehensive Error Rate Testing (CERT) reviews, “An at-

testation statement is not acceptable for unsigned orders. If a valid or-
der or progress note is not submitted to support the intent for the lab-
oratory services performed, the related venipuncture will be denied 
as not medically necessary.”
Diagnosis coding for 36415 must support the tests to be performed 
based on the venipuncture. Medicare does not cover venipuncture for 
routine diagnoses (for example, Z00.00 Encounter for general adult 
medical examination without abnormal findings). 

When to, and When Not to, Use an ABN
If there are no covered diagnoses, the patient should be informed with 
an Advance Beneficiary Notice (ABN) so he or she understands the 
service may not be covered and that he or she will be responsible for 

Get to the 
Bottom of 

Venipuncture 
Performed in  

the Office

More CERT Errors for CPT® 36415
As per WPS Medicare, J8 Part B, some examples of CERT findings: 
• Laboratory test(s) were not medically necessary for lack of the verification of treating physi-

cian’s order(s), and lack of progress notes for medical necessity/reason for ordering specified 
test(s); therefore, venipuncture was denied as not reasonable and necessary.

• The CERT contractor received physician-signed attestation statement as an acknowledgment 
to Prothrombin time and drawn thyroid stimulating hormone (TSH). Attestation for orders 
are not accepted; only the physician signature attestation statements are valid. All diagnostic 
services require a signed physician order (or signed progress note supporting intent) and 
documentation of medical necessity to be payable by Medicare. An attestation statement 
is not acceptable for unsigned orders. If a valid order or progress note is not submitted to 
support the intent for the laboratory services performed, the related venipuncture will be 
denied as not medical necessary.

36415 is a 
laboratory 
service and 
should be 
billed as such.
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Venipuncture

CODING/BILLING
To discuss this  
article or topic, go to 
www.aapc.com

the venipuncture, as well as the laboratory fee from the outside labo-
ratory. The office must bill with modifier GA Waiver of liability state-
ment issued as required by payer policy, individual case to indicate the 
patient was informed and the patient signed the ABN.
When multiple entities render care, Medicare does not require you to 
issue separate ABNs. Any party involved in the delivery of care can 
issue the ABN when there are separate ordering and rendering pro-
viders (for example, a physician orders a laboratory test and an inde-
pendent laboratory delivers the ordered tests). For more information, 
see Medicare Learning Network’s® “Advance Beneficiary Notice of 
Noncoverage (ABN).”

Clearly Indicate an Order
“Standing orders” for a patient are allowed if the frequency is appro-
priate and necessary for a patient’s clinical circumstances. If there is 
no order in the patient’s chart, the patient needs to have one docu-
mented prior to the venipuncture. 
For example: The patient stops by the office because he knows it’s 
time for his regular laboratory tests, but there is no indication in his 
record that he is to return to the office for periodic retesting. Because 
there is no order in place, the venipuncture would not be covered un-
der Medicare. 
The lesson here is that each test result must be reviewed, with appro-
priate action taken by the treating physician, and these actions must 
be documented in the patient’s record.

Don’t Use 99211 with Venipuncture-only Services
Never report 99211 Office or other outpatient visit for the evaluation 
and management of an established patient, that may not require the pres-
ence of a physician or other qualified health care professional. Usually, 
the presenting problem(s) are minimal. Typically, 5 minutes are spent 
performing or supervising these services for a patient encounter that in-
volves only venipuncture. CPT® 99211 is an evaluation and manage-
ment (E/M) service commonly used for patient education, simple re-
checks, and medication reviews.

Resources:
Medicare Learning Network®, “Advance Beneficiary Notice of Noncoverage (ABN),” Fourth Edition, 
August 2014: www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNProducts/downloads/ABN_Booklet_ICN006266.pdf

WPS Medicare, J8 Part B, second quarter 2015 (April - June) - CERT Error Summary: www.
wpsmedicare.com/j8macpartb/departments/cert/2015-2nd-quarter-error-summary.shtml

WPS Medicare, J8 Part B, Recognizing the Meaning of “Standing Orders:” www.wpsmedicare.
com/j8macpartb/departments/cert/recognizing-standing-orders.shtml

 LuAnn Jenkins, CPMA, CPC, CEMC, CFPC, is president of MedTrust, LLC, a practice manage-
ment Michigan-based consulting firm. She has spoken on coding and reimbursement issues for 
the Michigan State Medical Society and is past president of the Michigan Medical Billers Asso-
ciation. She was 2006 AAPC Coder of the Year. Jenkins is a member of the Grand Rapids, Mich., 
local chapter.

Diagnosis coding for 36415 must 
support the tests to be performed 
based on the venipuncture. 

www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/ABN_Booklet_ICN006266.pdf
www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/ABN_Booklet_ICN006266.pdf
www.wpsmedicare.com/j8macpartb/departments/cert/2015-2nd-quarter-error-summary.shtml
www.wpsmedicare.com/j8macpartb/departments/cert/2015-2nd-quarter-error-summary.shtml
www.wpsmedicare.com/j8macpartb/departments/cert/recognizing-standing-orders.shtml
www.wpsmedicare.com/j8macpartb/departments/cert/recognizing-standing-orders.shtml


20 Healthcare Business Monthly

By Kelly D. Dennis, MBA, CPC, CPC-I, CANPC, ACS-AN, CHCA

■ CODING/BILLING

■ Coding/Billing ■ Auditing/Compliance  ■ Practice Management

The documentation necessary to support anesthesia ser-
vices may vary, based on the anesthesia practice’s unique 

characteristics. For example, the documentation require-
ments for an anesthesia practice using a “care team” ap-
proach — employing medical directing anesthesiolo-
gists, certified registered nurse anesthetists (CRNAs), 
and anesthesia assistants (AAs) — will differ from those 
for a practice where the anesthesiologists personally per-
form all procedures. The documentation requirements for 
teaching facilities are different still, and even more com-
prehensive. 
Ensuring your physicians’ documentation meets require-
ments unique to the practice or facility starts with a review 
of the basic documentation requirements, but must then 
consider alternative examples. 

Basic Documentation Requirements
The National Committee for Quality Assurance (NCQA) 
publishes 21 elements in its Guidelines for Medical Re-
cord Documentation, with six listed as core components; 
however, not all of the requirements pertain to anesthe-
sia providers (who do not usually have a patient relation-
ship beyond, and unrelated to, anesthesia services provid-
ed for surgical procedures). From this list, the basic docu-
mentation principals applicable to anesthesia services are:

• Each page in the record contains the patient’s name 
or identification (ID) number;

• All entries in the medical record contain the 
author’s ID, which may be a handwritten signature, 
unique electronic ID, or initials (Note: If anesthesia 
practices are still using paper records, a staff log is 
recommended for all signatures and initials); and

• The record is legible to someone other than the 
writer.

The American Association of Nurse Anesthetists (AANA) 
publishes comprehensive documentation guidelines on 
its website. The American Society of Anesthesiologists 
(ASA) does not publish documentation guidelines, but it 

Conform to Your Particular  
Anesthesia Documentation Rules
Compliance requires you to take into account  
the unique reporting requirements for your practice or facility.
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Anesthesia

CODING/BILLINGdoes offer the guidelines: Basic Standards for Pre-Anesthesia Care, 
Standards for Basic Anesthesia Monitoring, and Standards for Post-
anesthesia Care. Solo CRNA practices may choose to follow AANA 
guidelines; however, this article is based on ASA information.

Pre-anesthesia Care
In accordance with the ASA guidelines, “An anesthesiologist shall 
be responsible for determining the medical status of the patient and 
developing a plan of anesthesia care.” The Center for Medicare & 
Medicaid Services (CMS) requires that a medical directing anesthe-
siologist sign the pre-anesthesia documentation. All of the following 
guidelines pertain to pre-anesthesia care, except during document-
ed medical emergencies:

• Reviewing the available medical record;
• Interviewing and performing a focused examination of the 

patient to: 
 à Discuss medical history, including previous anesthetic 

experiences and medical therapy; 
 à Assess those aspects of the patient’s physical condition 

that might affect decisions regarding perioperative risk 
and management; 

 à Order and review pertinent available tests and 
consultations as necessary for the delivery of anesthesia 
care; 

 à Order appropriate pre-operative medications;
 à Ensure that consent has been obtained for the anesthesia 

care; and
 à Documenting in the chart that the above has been 

performed.

Intra-operative Anesthesia Care
The ASA developed Standards for Basic Anesthesia Monitoring in 
1986, which were last updated October 20, 2010. Although emer-
gency circumstances and life-saving measures take precedence, the 
following broad standards apply, with defined methods:

• Standard I – Qualified anesthesia personnel shall be present 
in the room throughout the conduct of all general and 
regional anesthetics and monitored anesthesia care (MAC).

• Standard II – During all anesthetics, the patient’s 
oxygenation, ventilation, circulation, and temperature shall 
be continually evaluated.

Post-operative Anesthesia Care
Standards for Post Anesthesia Care were last updated October 15, 
2014, by the ASA. They apply to general, regional, or MAC provid-
ed at any location. The standards require all patients, unless specif-
ically ordered otherwise by the anesthesia provider, to be admitted 
to a post-anesthesia care unit (PACU) or equivalent area. The anes-
thesia provider is responsible for the patient, including support ap-
propriate to the patient’s condition, until the patient’s care is trans-
ferred to a PACU nurse. 

Reviewing Documentation
Anesthesia record auditors check anesthesia graphs, available on 
both paper and electronic records, to ensure continuous monitor-
ing by the anesthesia provider, and to confirm the reported anes-
thesia time. 
One method for doing this is to review both the documented time 
along the top of the anesthesia graph and count the “tick” or mon-
itoring checks as a five-minute increment, based on ASA’s guide-
lines of monitoring and evaluating the patient’s arterial blood pres-
sure and heart rate at least every five minutes. These monitoring 
checks should begin shortly after the reported anesthesia start time 
and end in proximity to the reported anesthesia stop time, unless 
documentation supports a delay or complication. Another method 
compares reported anesthesia times to the operating room circu-
lator and PACU notes. Although these times rarely match exactly, 
they should be close to the reported anesthesia times. Time checks 
are the same for any type of anesthesia practice.
Documentation in the medical record should support reported an-
esthesia modifiers. Anesthesia modifiers have been listed on the Of-
fice of Inspector General (OIG) watch list since 2013. Medical di-
rection modifiers (see the Anesthesia Modifiers sidebar) indicate 
to CMS and other insurers that certain steps have been followed by 
the medical directing anesthesiologist, as defined in the Medicare 
Claims Processing Manual, chapter 12, section 50, Payment for An-
esthesiology Services. According to CMS, “Medical direction oc-
curs if the physician medically directs qualified individuals in two, 

Documentation in the medical record should 
support reported anesthesia modifiers.
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Anesthesia
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three, or four concurrent cases and the physician performs the fol-
lowing activities.” These are also known as the “seven steps” of med-
ical direction:

1. Performs a pre-anesthetic examination and evaluation; 

2. Prescribes the anesthesia plan; 

3. Personally participates in the most demanding procedures in 
the anesthesia plan, including induction and emergence; 

4. Ensures that any procedures in the anesthesia plan that he or 
she does not perform are performed by a qualified anesthe-
tist; 

5. Monitors the course of anesthesia administration at frequent 
intervals; 

6. Remains physically present and available for immediate di-
agnosis and treatment of emergencies; and 

7. Provides indicated post-anesthesia care. 

CMS allows six exceptions in the online manual that some carriers 
(such as Palmetto GBA) consider to be illustrative such as:

1. Addressing an emergency of short duration in the immediate 
area;

2. Administering an epidural or caudal anesthetic to ease labor 
pain;

3. Periodic, rather than continuous, monitoring of an obstetri-
cal patient; 

4. Receiving patients entering the operating suite for the next 
surgery;

5. Checking or discharging patients in the recovery room; and 

6. Handling scheduling matters.

Frequently asked questions on Palmetto GBA’s website indicate:

As long as the medically directing anesthesiologist ‘re-
mains physically present and available for immediate di-
agnosis and treatment of emergencies’ (rule number “vi” of 
the CMS “seven requirements”), we agree that the follow-
ing procedures would be an illustrative but not exclusive list 
of allowed interventions:

Placement of a Swan-Ganz catheter, central line or arteri-
al line 

Placement of an epidural catheter for post-operative anal-
gesia or in preparation for subsequent surgery (for a ‘to fol-
low case’) 

Placement of other peripheral nerve blocks prior to sub-
sequent surgery, to include brachial plexus blocks, ankle 
blocks, femoral nerve blocks, etc.

Any anesthesia practice working with “qualified” individuals, in-
cluding residents, fellows, CRNAs, AAs, and student registered 
nurse anesthetists (SRNAs), should be aware of CMS’ medical di-
rection requirements and exceptions. Many private payer policies 
have also adopted these guidelines.

Teaching Physician Rules
Anesthesia practices involved in teaching have additional rules to 
follow. Information regarding teaching documentation require-
ments is available in the Medicare Claims Processing Manual, sec-
tion 100, Teaching Physician Services. A teaching physician is de-
fined as “a physician (other than another resident) who involves res-
idents in the care of his or her patients.” Anesthesia services fur-
nished in teaching settings are paid under the Physician Fee Sched-
ule if the services are: 

Anesthesia Modifiers
AA Anesthesia services performed personally by the anesthesiologist 
AD Medical supervision by a physician: more than 4 concurrent anesthesia procedures 
G8  Monitored anesthesia care (MAC) for deep complex, complicated, or markedly invasive 

surgical procedure 
G9  Monitored anesthesia care for patient who has a history of severe cardiopulmonary 

condition 
QK  Medical direction of 2, 3, or 4 concurrent anesthesia procedures involving qualified  

individuals 
QS Monitored anesthesia care service 
QX CRNA service: with medical direction by a physician 
QY  Medical direction of one certified registered nurse anesthetist (CRNA) by an 

anesthesiologist 
QZ CRNA service: without medical direction by a physician 
GC This service has been performed by a resident under the direction of a teaching physician
Modifier GC is reported by the teaching physician to indicate he or she rendered the service 
in compliance with the teaching physician requirements in §100.1.2. One of the primary 
payment modifiers must be used with modifier GC.

CMS does not require modifier GC for SRNA services 
because the modifier description pertains only to 
residents or fellows, depending on the circumstances.
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• Personally furnished by a physician who is not a resident;
• Furnished by a resident where a teaching physician was 

physically present during the critical or key portions of the 
service.

Electronic anesthesia records (EARs) are helping to improve teach-
ing documentation because they clearly identify who was in the 
room, who provided which service, and include a legible attestation 
from the teaching anesthesiologist. 
If more than one teaching anesthesiologist worked with a resident, 
Medicare requires the claim to be filed under the teaching anesthe-
siologist who started the case by appending modifier GC to indicate 
which services were performed by the resident. CMS does not require 
modifier GC for SRNA services because the modifier description per-
tains only to residents or fellows, depending on the circumstances.
Example 1: A teaching CRNA (not under the medical direction of 
an anesthesiologist) has two concurrent Medicare cases with SR-
NAs. The teaching CRNA documents presence and participation 
in the first case from 6:58 a.m. through 7:12 a.m., and in the second 
case from 7:13 a.m. to 7:21 a.m. The teaching CRNA must docu-
ment the exact time spent in each of the two cases and ensure they do 
not overlap. The CRNA also must be present during both the pre- 
and post-anesthesia care. Report both cases to Medicare, with the 

full amount of time for each case, using modifier QZ. Documenta-
tion must support the CRNA involvement. Medicare will pay 100 
percent of the approved amount for each case.
CMS allows a teaching CRNA to report full base and anesthesia 
time (modifier QZ) under the teaching CRNA’s provider number 
for two concurrent cases, provided the teaching CRNA is not medi-
cally directed by an anesthesiologist, and the CRNA is present with 
the SRNA during the pre- and post-anesthesia care for each case. 
The CRNA must document her or his involvement with each of the 
two cases. 
Example 2: A teaching anesthesiologist is involved with two Medi-
care cases with SRNAs. The teaching physician documents pres-
ence and participation in the first case from 6:58 a.m. through 7:12 
a.m. and the second case from 7:13 a.m. to 7:21 a.m. The teaching 
physician must continue documenting the exact time spent in each 
of the two cases, ensuring the times do not overlap. The teaching 
physician must be present during both the pre- and post-anesthe-
sia care. Both cases are reported to Medicare with the full amount 
of time for each case with modifier QK (no modifier is reported for 
the SRNA services). Documentation must support the physician’s 
involvement. Medicare will pay 50 percent of the approved amount 
for each case.
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800-626-2633 | aapc.com/coder
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Conversely, CMS allows a teaching anesthesiologist to report ei-
ther personal performance (modifier AA) if she or he is continuous-
ly involved in a single case with an SRNA or the medical direction 
(modifier QK) for two concurrent cases, provided the steps for med-
ical direction have been followed. In effect, a teaching CRNA may 
receive full payment for teaching two SRNAs; whereas, a teaching 
anesthesiologist only receives payment for his or her medical direc-
tion. No payment is made under Part B for services provided by an 
SRNA. This is important to keep in mind if an SRNA solely places 
an arterial line, for example, without the teaching CRNA’s or anes-
thesiologist’s documented involvement.

Review Records to Ensure Compliance
Your office can conduct internal reviews at any time. The person 
conducting the review should be someone other than the person 
who performed the work (for example, coding anesthesia charges). 
When internal reviews are conducted prior to reporting the servic-
es, any applicable corrections may be made. External audits may re-
quire attorney/client privilege. Your external auditor should be well 
versed in the nuances of anesthesia billing. 
Depending on your compliance plan or policy, anesthesia practic-
es conduct either internal or external reviews (or a combination of 
both) to spot-check documentation, as compared to the information 
sent to CMS or other insurance companies. There are additional ar-
eas of documentation concern—some general and some specific to 
anesthesia. The medical record should support all information pro-
vided on an anesthesia claim form, with examples indicated below:

• Provider of medical service
• Diagnosis and procedure codes
• Anesthesia times, including documented discontinuous 

anesthesia time and any case relief or transfer of patient care. 
This is particularly important if your state Medicaid has a 
face-to-face policy for reporting labor epidural services.

• General, regional, or MAC. CMS and other insurance 
companies may have medical necessity policy and/or require 
modifier QS, G8, or G9 when MAC is provided.

• Indication of physician or teaching CRNA presence at 
induction, emergence, and other demanding procedures. 
Note: Induction and emergence are not applicable to MAC.

• Procedure notes for invasive monitoring lines and/or other 
surgical procedures, including who provided the service and 
when. Time notations allow coders to determine when blocks 

or catheters are placed and whether discontinuous time is 
applicable.

• Surgeon’s request for post-operative pain management, when 
applicable

• Qualifying circumstances, such as an emergency*
• Physical status, such as a patient with a severe systemic 

disease*
*  Although CMS does not allow the reporting of physical status modifiers 

or qualifying circumstances procedure codes, other insurances may rec-
ognize and pay for these difficult anesthesia situations.

Documentation compliance is more than just an expectation — it’s 
a necessity. Regardless of whether your anesthesia practice has a for-
mal compliance plan, per the Office of Inspector General’s Com-
pliance Program Guidance for Third-Party Medical Billing Com-
panies, all healthcare providers should be using internal controls to 
“more efficiently monitor adherence to applicable statutes, regu-
lations and program requirements.” It’s vital for anesthesia service 
providers to understand what information is billed on their behalf 
and whether they conform to these readily-available guidelines. 

Resources
AANA, “Documenting the Standard of Care: The Anesthesia Record:” www.aana.com/
resources2/professionalpractice/Pages/Documenting-the-Standard-of-Care.aspx

ASA, Standards & Guidelines: www.asahq.org/quality-and-practice-management/
standards-and-guidelines 
CMS, Medicare Claims Processing Manual, Chapter 12 – Physicians/Non-Physician Practitioners: 
www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf

NCQA, “Guidelines for Medical Record Documentation:” www.ncqa.org/portals/0/
policyupdates/supplemental/guidelines_medical_record_review.pdf 
OIG, 2015 Work Plan: http://oig.hhs.gov/reports-and-publications/archives/workplan/2015/
FY15-Work-Plan.pdf 
OIG, Compliance Program Guidance for Third-Party Medical Billing Companies, Federal 
Register, Vol. 63, No. 243, Dec. 18, 1998: http://oig.hhs.gov/fraud/docs/complianceguidance/
thirdparty.pdf 
Palmetto GBA, Railroad Medicare, “Rules for Medical Direction of Anesthesia: Answers to 
Common Questions.”

Kelly D. Dennis, MBA, CPC, CPC-I, CANPC, ACS-AN, CHCA, has more than 32 years of ex-
perience in anesthesia coding and billing and speaks about anesthesia issues nationally. She 
has a master’s degree in Business Administration. Dennis serves as lead advisor for the anesthe-
sia Board of Medical Specialty Coding and has owned her own consulting company, Perfect Of-
fice Solutions, Inc., since November 2001. She is a member of the Ocala, Fla., local chapter.

This is important to keep in mind if an SRNA solely 
places an arterial line, for example, without the 
teaching CRNA’s or anesthesiologist’s involvement.

www.aana.com/resources2/professionalpractice/Pages/Documenting-the-Standard-of-Care.aspx
www.aana.com/resources2/professionalpractice/Pages/Documenting-the-Standard-of-Care.aspx
www.asahq.org/quality-and-practice-management/standards-and-guidelines
www.asahq.org/quality-and-practice-management/standards-and-guidelines
www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf
www.ncqa.org/portals/0/policyupdates/supplemental/guidelines_medical_record_review.pdf
www.ncqa.org/portals/0/policyupdates/supplemental/guidelines_medical_record_review.pdf
http://oig.hhs.gov/reports-and-publications/archives/workplan/2015/FY15-Work-Plan.pdf
http://oig.hhs.gov/reports-and-publications/archives/workplan/2015/FY15-Work-Plan.pdf
http://oig.hhs.gov/fraud/docs/complianceguidance/thirdparty.pdf
http://oig.hhs.gov/fraud/docs/complianceguidance/thirdparty.pdf
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Most surgical specialty practices are familiar with the documen-
tation needed to report modifier 22 Increased procedural servic-

es. What has never been satisfactorily quantified for surgeons is 
the financial impact, from claim to claim, of applying the 
modifier. With a little help from publicly available 
information, coupled with clear and specific 
documentation, estimating the value of 
services performed becomes clear-
er and proper reimbursement be-
comes tangible.
CPT® guidelines tell us we may ap-
pend modifier 22 “when the work re-
quired to provide a service is substan-
tially greater than typically required.” 
This usually takes the form of an unfore-
seen complication encountered during a 
procedure. Note that modifier 22 is de-
signed for use only with surgical procedures; 
it is not intended for use on evaluation and 
management (E/M) services. 

Correct Use of 22
To use modifier 22 effectively, surgical documen-
tation must include all of the following elements:

• A description of the extenuating circumstances 
encountered during the procedure that 
differentiated the surgery from others of a similar 
type, including severity;

• The technical aspects of and effort required for the 
increased procedural services (e.g., extensive lysis of 
adhesions, control of unexpected bleeding); and

• The amount of time, beyond what is normally expected for 
the procedure performed, that the surgeon spent addressing 
the extenuating circumstances intra-operatively.

While all three of these items are required 
for modifier 22 use, the last bullet requires 

special attention. It’s not enough to simply note 
the total time spent addressing the complication or 

extenuating circumstances. To fulfill the last require-
ment, you might say, “Addressing this complication took an 

additional XX minutes above and beyond what is normally en-
countered for procedures of this type.” This language becomes im-
portant as we turn our attention to the fundamental modifier 22 
question: “What’s the difference in payment?”

When work is substantially greater than  
typically required, document it, and call on 22.
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Understand the Basis of Payment
As part of each year’s Medicare Physician Fee Schedule (MPFS) Fi-
nal Rule, the Centers for Medicare & Medicaid Services (CMS) 
makes available a “Work Time” Excel file to provide important in-
formation about median time values for all procedures listed in the 
CPT® codebook, as well as the types of E/M services expected to be 
encountered in the pre- and post-operative periods of a procedure. 
To gain access to this file:

1. Visit: www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
PhysicianFeeSched/PFS-Federal-Regulation-Notices-Items/CMS-1631-P.html

2. Click on the file: CY 2016 PFS Proposed Rule Physi-
cian Time (Updated 7/15/15) [ZIP, 510KB] and follow the 
prompts that allow you to download the file

3. Open the Excel file “CMS-1631-P_Work_Time_(Updated 
07152015)”

The time calculations on this spreadsheet are partially developed in 
accordance with the Harvard/Relative Value Scale Update Com-
mittee (RUC) Time Study. This is a five-year, rolling survey of pro-
viders across the country that asks how much time is spent perform-
ing billable procedures. The remaining portion of this time file 
comes from a catalog of descriptions of pre-, intra-, and post-ser-
vice elements that are maintained in the RUC database (not avail-
able to the public).
On the Work Time spreadsheet, Column E, “Median Intra Service 
Time,” is particularly important to the coding and reimbursement 
of modifier 22. The values in this column represent the time usual-
ly expended for surgical procedures. It’s important to keep in mind 
that a typical surgical procedure may take more or less time than 
what is listed, but the median time can be used to determine the ap-
proximate value of procedures billed with modifier 22.
For example: A general surgeon in Arizona plans to provide a lap-
aroscopic cholescystectomy (47562 Laparoscopy, surgical; cholecys-
tectomy) on a 67-year-old male, Medicare recipient who weighs 375 
pounds. In the surgeon’s documentation, we find the following dic-
tation:

Of note, thick intra-abdominal adhesions were encoun-
tered during the procedure based on the patient’s body hab-
itus that required significant adhesiolysis. This portion of 
the procedure added an additional 20 minutes to the total 

surgical time than what is normally encountered for this 
type of procedure.

The surgeon, in this case, documented the unusual circumstance 
encountered, the work required to address this occurrence, and the 
total amount of time beyond normal for this procedure — the three 
important elements that must be captured in the operative note to 
use modifier 22. 

Refer to the MPFS
In looking at the Work Time spreadsheet for 2016, you’ll find that 
CPT® 47562 has a median intra-service time of 80 minutes. From 
here, use the Physician Fee Schedule Look Up tool on the CMS 
website to find the Arizona Medicare allowed amount for 47562 
($671.95). In looking at the time values, we can determine this case 
was 25 percent more complex than the standard case, based on time. 
If you increase the allowed amount by 25 percent, the true value of 
the service is $839.94, or 20 percent more than what Original Medi-
care allows.
Bear in mind that the median intra-operative times listed in this 
spreadsheet are based on data collected in part by the American 
Medical Association, owner of CPT®. This means the intra-opera-
tive time values can be applied across the board to all payers when 
determining reimbursement for procedures using modifier 22. 
Collecting the proper reimbursement for modifier 22 may require 
appealing the initial payment determination beyond the first lev-
el to set a payment precedent with the payer in question. However, 
with the right balance of persistence, proper documentation, and 
publicly available information, capturing proper reimbursement 
will no longer be a matter of carrier conjecture, but rather a quanti-
fied dollar amount for your surgeon’s time and expertise.

Resources
Physician Fee Schedule Look-Up Tool: www.cms.gov/apps/physician-fee-schedule/search/
search-criteria.aspx

J. Paul Spencer, CPC, COC, has more than 25 years of experience on the administrative side 
of healthcare, including over six years spent with payers. He specializes in physician docu-
mentation improvement and audit response to insurance carriers. Spencer can be heard as a 
frequent contributor to “Monitor Monday,” a national broadcast related to government re-
covery audits. He is a member of the Milwaukee, Wis., local chapter.

Note that modifier 22 is designed for use only 
with surgical procedures; it is not intended for use 

on evaluation and management (E/M) services.

www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices-Items/CMS-1631-P.html
www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices-Items/CMS-1631-P.html
www.cms.gov/apps/physician-fee-schedule/search/search-criteria.aspx
www.cms.gov/apps/physician-fee-schedule/search/search-criteria.aspx
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There are several things you need to determine to capture the ap-
propriate administration code(s) for vaccinations, such as:
• Was counseling provided by the provider?
• How many vaccinations were administered?
• What was the route of administration?
• How many components/toxoids were there in each 

vaccination?
In 2011, two new CPT® vaccine administration codes (90460 and 
+90461) replaced 90465-90468. The new codes differ greatly from 
existing codes 90471-90474, in that they include counseling by the 
physician or other qualified healthcare provider and are billed based 
on the number of components instead of the number of vaccinations 

given, as shown in Table A. The route of administration is not part 
of the two new codes.

Table A: Vaccine administration codes

CPT® Code Code Descriptor

90471 Immunization administration (includes percutaneous, intradermal, 
subcutaneous, or intramuscular injections); 1 vaccine (single or combination 
vaccine/toxoid)

+90472 each additional vaccine (single or combination vaccine/toxoid)  
(List separately in addition to code for primary procedure

90473 Immunization administration by intranasal or oral route; 1 vaccine (single or 
combination vaccine/toxoid)

+90474 each additional vaccine (single or combination vaccine/toxoid)  
(List separately in addition to code for primary procedure)

90460 Immunization administration through 18 years of age via any route of 
administration, with counseling by physician or other qualified health care 
professional; first or only component of each vaccine or toxoid administered

+90461 each additional vaccine or toxoid component administered 
(List separately in addition to code for primary procedure)

Vaccination  
Administrations  
in Pediatric Practice

Be diligent with 
documentation  
review to overcome 
coding challenges.
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Vaccine administration is an area in which a 
pediatric practice may experience missed revenue.

Let’s look first at 90471-90474, which are used when a provider does 
not counsel the patient on the vaccines administered. CPT® 90471 
and +90472 are for vaccines administered via intramuscular injec-
tion, which is the most common route of administration; 90473 and 
+90474 are for vaccines administered via an intranasal or oral route. 

Multiple Vaccine Administrations
Codes 90471 and 90473 are for the initial or first vaccine adminis-
tered. Remember: Only one initial administration code can be used 
at a given encounter. When multiple vaccines are administered, 
bill each additional vaccine administration with +90472 and/or 
+90474. These are add-on codes that require you to report 90471 or 
90473 as the main code. When both an injectable and an oral/intra-
nasal vaccine are administered during the same visit, report 90471 
as the initial administration code. 
When three or more vaccines are performed during the same vis-
it, apply additional units to the subsequent administration code for 
each additional vaccine of the same route (injection or oral/nasal.)
Here are some examples of multiple vaccination administrations:
Example 1: 
3 intramuscular injections
  90471 x 1 unit for the initial intramuscular vaccination adminis-

tration
   +90472 x 2 units for each additional intramuscular vaccina-

tion administration
Example 2: 
1 intramuscular injection and 1 oral administration
  90471 x 1 unit for the initial intramuscular vaccination adminis-

tration
  +90474 x 1 unit for the additional oral administration 
Example 3: 
2 intramuscular injections, 1 oral administration, and 
1 nasal administration
  90471 x 1 unit for the initial intramuscular vaccina-

tion administration
   +90472 x 1 unit for the additional intramuscular 

administration
   +90474 x 2 units for the additional oral/nasal administrations

Example 4: 
1 oral administration and 1 nasal administration
 90473 x 1 unit for the initial oral/nasal administration
  +90474 x 1 unit for the additional oral/nasal administration

Vaccine Administration with Counseling
Next, let’s look at vaccine administration when counseling is pro-
vided and billed with 90460 or +90461. The coder must determine 
how many vaccines were administered, as well as how many vaccine/
toxoid components are contained in each vaccine. The route of ad-
ministration is no longer a factor in the code selection. 
CPT® 90460 is for the first component and 90461 is for each addi-
tional component. A component is the antigen that makes up the 
vaccine for a specific disease. All vaccines include a minimum of 
one component (here’s where it’s important for you to know how 
many vaccines were administered). For example, if three vaccines 
are administered with counseling, at minimum, 90460 is billed 
three times. 
Some vaccines have a single component and some have multiple 
components. CPT® 90716 Varicella virus vaccine, live, for subcutane-
ous use is an example of a single component vaccine, since it only in-
cludes the component for fighting the varicella (chicken pox) virus. 
CPT® code 90707 Measles, mumps and rubella virus vaccine (MMR), 
live, for subcutaneous use is a multi-component vaccine. It includes 
three components, as it fights against three different viruses. 
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Here are some examples for coding counseling with vaccine admin-
istration:
Example 1: 
Varicella (1 component) and MMR (3 components) vaccines ad-
ministered
  90460 x 2 units for the first component in each of the two vac-

cines administered
   +90461 x 2 units for the additional two components in the 

MMR vaccine administered
Example 2: 
Hepatitis A (1 component), MMR (3 components) and diphtheria, 
tetanus, and acellular pertussis (DtaP) (3 components) vaccines ad-
ministered
  90460 x 3 units for the first component in each of the three vac-

cines administered
   +90461 x 4 units for the two additional components in the 

MMR vaccine and two additional components in the DtaP 
vaccine

Remember to code 90460 for every vaccine administered with 
counseling given, rather than reporting 90460 only once for the to-
tal number of vaccines administered at the visit. If an individual vac-
cine includes multiple components, code +90461 for each addition-
al component included in the vaccine. 
Also remember that the documentation in the medical record must 
support that counseling was performed. The provider should doc-
ument that he or she counseled on XYZ vaccine(s), with a descrip-
tion of what the counseling included (i.e., risk and benefits, side ef-
fects, etc.).

Reimbursement
Vaccine administration is an area in which a pediatric practice may 
experience missed revenue. Perhaps counseling was given, but the 
provider did not document this; or maybe it was documented, but 
the billing sheet did not indicate such. As you can see in Table B, the 
work relative value units (RVUs) and reimbursement for the initial 
administration codes are the same as the codes for the first compo-
nent with counseling; however, more codes may be billed for those 
instances when counseling was provided.
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Table B: Medicare reimbursement

CPT® Code w/RVU Medicare Reimbursement

90471 0.1700 $25.51

+90472 0.1500 $12.94

90473 0.1700 $25.51

+90474 0.1500 $12.94

90460 0.1700 $25.51

+90461 0.1500 $12.94

For example, a patient receives an MMR vaccination. Without 
counseling by the physician, the vaccine administration is billed 
90471, with a reimbursement of $25.51. If the physician provides 
counseling on this vaccination, the administration could bill 90460 
and +90461 x 2. An MMR vaccination consists of three compo-
nents; 90460 is billed once for the first component with a reim-
bursement of $25.51 and +90461 is billed twice (once for each addi-
tional component) for a reimbursement of $25.88. This gives a total 
reimbursement of $51.39. 

Vaccines for Children Program
Keep in mind that some medical practices participate in the Vac-
cines for Children (VFC) program. This is a program in which the 
state provides a medical practice with vaccines to be administered 
to children under the age of 18 who meet certain criteria. In this sit-
uation, physicians may not charge the beneficiaries for the vaccines 
and physicians are not separately reimbursed by Medicaid or com-
mercial carriers for the vaccine product. However, providers may 
charge the administration fee associated with providing the vac-
cine. For vaccines provided as part of a VFC program, you may be 
required to follow alternate coding methods. Check with your state 
VFC program and local carriers for specific rules.
As you can see, vaccine administration can pose some challenges. 
Be diligent in reviewing the documentation to ensure proper coding 
and maximum reimbursement for these services. 

Ellen Hinkle, BS, CPC, CPC-I, CPMA, CEMC, CIMC, CFPC, has over 17 years of medical bill-
ing and coding and consulting experience. As a coding auditor for Visionary Health Group in 
Indianapolis, Ind., she is primarily responsible for chart reviews, provider education, and 
teaching billing and coding classes including the AAPC’s PMCC curriculum to prepare students 

for the Certified Professional Coder (CPC®) exam. Hinkle is a member of the Indianapolis, Ind., local chapter.
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in-depth information on critical topics. 
Authored by experts in the field, workshops 
deliver relevant, timely information wherever 
you are.
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Ask an expert

Visit aapc.com/ask-an-expert to get expert answers to 
your healthcare questions.

Whether you are settling a coding dispute or need a response 
from a reputable source, AAPC Ask an Expert provides the 
answers you need. Post a coding, billing, auditing, practice 
management or compliance question and receive a response 
from an AAPC Expert within one business day. The AAPC Expert 
team includes professionals from all facets of the business of 
healthcare. Get answers to tough questions from a source you 
can trust.

Need 
an official 
answer?

Ask an AAPC Expert 
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ICD-10 Documentation Tip
By Jacqueline J. Stack, BSHA, CPC, CPC-I, CPB, CEMC, CFPC, CIMC, CPEDC
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To correctly code for influenza, the clinician should document the 
type and manifestations of the virus.
There are three types of influenza virus: A, B, and C. Types A and B 
can cause seasonal epidemics in the United States, whereas type C 
causes mild respiratory illness and is not thought to cause epidem-
ics, according to the Centers for Disease Control and Prevention.
Many of the ICD-10-CM diagnosis codes include the manifesta-
tion — for example, J09.X2 Influenza due to identified novel influ-
enza A virus with other respiratory manifestations. If the code does 
not, you will find an instructional note to “code also” or “use ad-
ditional code” for reporting the manifestation(s) or associated 
complication(s). For example, J11.1 Influenza due to unidentified 
influenza virus with other respiratory manifestations instructs you to 
use additional codes for associated pleural effusion and sinusitis, if 
applicable.

Jacqueline J. Stack, BSHA, CPC, CPC-I, CPB, CEMC, CFPC, CIMC, CPEDC, is education specialist at AAPC.
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Check out our website for our newest course, 
The Where’s and When’s of ICD-10! 

Continuing education. Any time. Any place. ℠ 

Be with the family and 
earn CEUs! 

Need CEUs to renew your CPC®? Stay 
in town. At home. Use our CD courses 
anywhere, any time, any place. You won’t have to 
travel, and you can even work at home. 
 

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

• Take it at your own speed, quickly or leisurely 
• Just 1 course can earn as many as 18.0 CEUs 
• Apple® Mac support with our Cloud-CD™ option 
• Windows® support with CD-ROM or Cloud-CD™ 
• 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! 

Our coding courses with AAPC CEUs: 
• The Where’s and When’s of ICD-10 (16 CEUs) 
• Dive Into ICD-10 (18 CEUs) 
• E/M from A to Z (18 CEUs) 
• Primary Care Primer (18 CEUs) 
• E/M Chart Auditing & Coding (16 CEUs) 
• Demystifying the Modifiers (16 CEUs) 
• Medical Coding Strategies: CPT® O’view (15 C’s) 
• Walking Through the ASC Codes (15 CEUs) 
• Coding with Heart — Cardiology (12 CEUs) 

HealthcareBusinessOffice LLC:  Toll free 800-515-3235 
Email:  info@HealthcareBusinessOffice.com 
Web site: www.HealthcareBusinessOffice.com 

(All courses with 
AAPC CEUs 

also earn CEUs 
with AHIMA. 

See our Web site.) 
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Reading Brenda Edwards’, CPC, CPB, CPMA, CPC-I, CEMC, CRC, “I Am AAPC” in 
the November 2015 issue of Healthcare Business Monthly inspired me to share my story as to 
why I am AAPC. Like her, I hope my story will help others see that they, too, can become a 
valuable asset in any job position.

It All Began with a Job Posting
I had no idea what a coder was or that coding was a thing until one day, back in the 1970s, 
when I saw a job posting for a Medicare biller outside the hospital lab where I worked. The 
lady who was hiring was just across from the posting and asked me if I was interested in the 
position. I said, “I don’t even know what Medicare is.” (I was 19.) She said I could learn. 
I figured it had to be better than playing around with bodily fluids in the lab. And that is 
when my coding career started.
I spent the next five years working at Chesapeake General Hospital, billing Medicare pa-
tients. I then applied for an anesthesia coder/biller position at DePaul Medical Center. I 
was hired without knowing anything about anesthesia. It was a whole new adventure, and 
I worked my way up to the office manager position during my 10 years there. Then, I went 
on to cardiac anesthesia at Anesthesia Specialists, working out of Sentara Heart Hospital. 
That is where I found my niche. 

Never Stop Learning
I heard about AAPC and decided to get my Certified Professional Coder (CPC®) creden-
tial to validate that I knew what I was doing. I took a course, earned my CPC®, and have 
never looked back. 
AAPC credentials are worth every cent you spend to obtain them. I would not be where I 
am today without the leadership and guidance I continue to obtain from being an AAPC 
member. I hold several credentials, and each one has helped me to better understand my job 
as business administrator for Anesthesia Specialists, PTR for the past 28 years.

Help Others Along the Way
I became involved in my local AAPC chapter and offered training for people seeking certi-
fication — it was my way of giving back. So much of my business life has been with AAPC 
by my side. I never thought I would get up in front of a group of people and be able to help 
them learn and become the person they want to be. I also feel honored to have been able to 
speak at several AAPC national and regional conferences. I know that, without AAPC lead-
ership, I would not have been able to do any of this. 
If you ever think you can’t make it in this business, I am here to say, with the help of AAPC, 
you can. Never give up on yourself and reach for the stars! Dreams do come true — I am 
living proof. 

I Am AAPC

#IamAAPC
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) or 
Brad Ericson (brad.ericson@aapc.com).

JUDY A. WILSON, CPC, COC, CPCO, 
CPB, CPPM, CANPC, CPC-I, CPC-P

I had no idea what 
a coder was or that 
coding was a thing 
until one day, back 
in the 1970s, when 
I saw a job posting 
for a Medicare biller 
outside the hospital 
lab where I worked.
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Orlando, Florida
April 10 - 13, 2016

90+ Educational Sessions | 18 CEUs 

Networking with Industry Experts 

Business of Healthcare Expo 

Anatomy ExpoBe Our Guest

SAVE $100
REGISTER BY JAN. 8
HEALTHCON.COM

EARLY BIRD PRICE THROUGH JANUARY 8
MEMBERS: $945 $845

NON-MEMBERS: $1245 $1195

www.HEALTHCON.COm
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Invitation from Jason VandenAkker General Sessions

Dear AAPC Members:

I look forward to seeing you at HEALTHCON 2016, April 10-13, at Walt Disney World’s 
Coronado Springs Resort. With nearly 90 educational sessions encompassing 
most healthcare business categories, HEALTHCON also includes the ever-popular 
Anatomy and Business Expos, our Run4One scholarship fundraiser, and your 
choice of either our Member Appreciation Luncheon or our Lunch and Learn 
event on Wednesday to wrap up our conference. Scattered throughout the 
conference are daily General Sessions, our Legal Trends and Issues session, and 
distinguished Keynote speakers.  Come network with others in the industry, 
renew friendships, and expand your career opportunities. Don’t miss it!

Jason VandenAkker  |  AAPC, CEO

Dates
Sunday, April 10-13, 2016

Locations
Disney’s Coronado Springs Resort
1000 West Buena Vista Drive
Lake Buena Vista, FL  32830

Early Bird Price through January 8

Hotel Details
Disney’s Coronado Springs Resort
Private Room  $195/night
Shared Room  $100/person/night

Registration
AAPC Member 

Packages
Registration + 3 Nights Shared Hotel 
Registration + 3 Nights Hotel

$945 $845 

$1,245 $1,145
$1,530 $1,430

 Ӏ Conference Welcome: Jason VandenAkker AAPC, CEO
Come hear AAPC’s CEO, Jason VandenAkker, discuss changes in healthcare and opportunities for AAPC 
members.

 Ӏ HEALTHCON’s Minute to Win It
Multiple challenges using household items - 60 seconds on the clock - AAPC Bucks on the line. Contestants 
will be selected from among conference attendees—do you have what it takes? Each challenge contains 
valuable tips for professional improvement skills, such as time management, effective communication, task 
prioritization, stress management, and more. This event will be the perfect education-meets-enjoyment 
event!

 Ӏ Wearable Devices: Scott Klososky
Mr. Klososky specializes in helping leaders see the world in new ways. He has used innovation, velocity, 
and future vision to build his own companies and advise clients. Speaking to audiences across the marker 
spectrum, he never fails to send them home with at least three new ideas to apply right away.

 Ӏ Back on Track: Brad Barton
Ready to be magically engaged, instructed, and inspired? Brad Barton, CSP, does the trick. This nationally 
recognized speaker, bestselling author, Track & Field world record holder and father of six brings a message 
with fresh perception, practical tools, and startling magic. Brad can float a card in mid-air, rip a newspaper 
and restore it with his bare hands…but his best trick is revealing our power to create real magic!

 Ӏ Legal Trends and Issues: AAPC’s Legal Advisory Board
This panel discussion, led by AAPC’s Legal Advisory Committee, offers insights into today – and tomorrow’s 
– most pressing legal concerns for medical practices and facilities facing increased financial scrutiny and 
regulation. Join us for this perennial favorite!

 Ӏ New Health Economy and the Future of Value-Based Healthcare:  
Dan Schwebach, MHA, CPPM
Since the enactment of the Affordable Care Act the health industry business models are quickly evolving 
into a New Health Economy.  This session will focus on looking at how Value-Based Healthcare will shape the 
New Health Economy, along with key trends influencing healthcare transformation. Areas to be discussed 
include: The future of insurance models, new entrants and innovators shaping value-based care, a look at 
pending payment models and their impact on coding and billing, and risk shift from payers to providers.

 Ӏ Secrets of $ix-Figure Coders: Stephanie Cecchini, CHISP, CPC, CEMC
Are you holding yourself back from earning $100K+? Learn the surprising strategies that successful medical 
coders are using to increase their odds, while climbing the ladder toward a six figure income. Hear the 
simple truths that most successful coders learned the hard way---and discover effective methods for 
inspiration, balance, and motivation for those who aspire to earn more in their medical coding career. In 
$ecrets of $ix Figure Coders, Stephanie Cecchini, medical coding expert, public speaker, and healthcare 
executive, identifies the key strategies of high earners.

Disney's Coronado Springs Resort

Walt Disney World
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I look forward to seeing you at HEALTHCON 2016, April 10-13, at Walt Disney World’s 
Coronado Springs Resort. With nearly 90 educational sessions encompassing 
most healthcare business categories, HEALTHCON also includes the ever-popular 
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event on Wednesday to wrap up our conference. Scattered throughout the 
conference are daily General Sessions, our Legal Trends and Issues session, and 
distinguished Keynote speakers.  Come network with others in the industry, 
renew friendships, and expand your career opportunities. Don’t miss it!
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Come hear AAPC’s CEO, Jason VandenAkker, discuss changes in healthcare and opportunities for AAPC 
members.

 Ӏ HEALTHCON’s Minute to Win It
Multiple challenges using household items - 60 seconds on the clock - AAPC Bucks on the line. Contestants 
will be selected from among conference attendees—do you have what it takes? Each challenge contains 
valuable tips for professional improvement skills, such as time management, effective communication, task 
prioritization, stress management, and more. This event will be the perfect education-meets-enjoyment 
event!

 Ӏ Wearable Devices: Scott Klososky
Mr. Klososky specializes in helping leaders see the world in new ways. He has used innovation, velocity, 
and future vision to build his own companies and advise clients. Speaking to audiences across the marker 
spectrum, he never fails to send them home with at least three new ideas to apply right away.

 Ӏ Back on Track: Brad Barton
Ready to be magically engaged, instructed, and inspired? Brad Barton, CSP, does the trick. This nationally 
recognized speaker, bestselling author, Track & Field world record holder and father of six brings a message 
with fresh perception, practical tools, and startling magic. Brad can float a card in mid-air, rip a newspaper 
and restore it with his bare hands…but his best trick is revealing our power to create real magic!

 Ӏ Legal Trends and Issues: AAPC’s Legal Advisory Board
This panel discussion, led by AAPC’s Legal Advisory Committee, offers insights into today – and tomorrow’s 
– most pressing legal concerns for medical practices and facilities facing increased financial scrutiny and 
regulation. Join us for this perennial favorite!

 Ӏ New Health Economy and the Future of Value-Based Healthcare:  
Dan Schwebach, MHA, CPPM
Since the enactment of the Affordable Care Act the health industry business models are quickly evolving 
into a New Health Economy.  This session will focus on looking at how Value-Based Healthcare will shape the 
New Health Economy, along with key trends influencing healthcare transformation. Areas to be discussed 
include: The future of insurance models, new entrants and innovators shaping value-based care, a look at 
pending payment models and their impact on coding and billing, and risk shift from payers to providers.

 Ӏ Secrets of $ix-Figure Coders: Stephanie Cecchini, CHISP, CPC, CEMC
Are you holding yourself back from earning $100K+? Learn the surprising strategies that successful medical 
coders are using to increase their odds, while climbing the ladder toward a six figure income. Hear the 
simple truths that most successful coders learned the hard way---and discover effective methods for 
inspiration, balance, and motivation for those who aspire to earn more in their medical coding career. In 
$ecrets of $ix Figure Coders, Stephanie Cecchini, medical coding expert, public speaker, and healthcare 
executive, identifies the key strategies of high earners.

Disney's Coronado Springs Resort

Walt Disney World
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80 Breakout Sessions View complete list of breakout sessions at www.HEALTHCON.com

Facility
Clinical Documentation Improvement (CDI) in 
Healthcare 
Robert S. Gold, MD

Hospital Chargemaster – Basic to Advanced
Arthur Lamon Willis, COC, CPC, CPCO, CPC-I

Chart Auditing in OPPS - ED, Infusion, Procedures
Susan Garrison, COC, CPC

We’ll actually walk through ‘real, 
redacted cases’ as a group and 
determine the constant and 
sometimes hidden issues that thwart 
appropriate OPPS reimbursement.

Compliance Trends
Common Compliance Pitfalls - Don’t Get Stuck in the 
Muck!
Jay McVean, CPC 

Compliance Risks in Electronic Medical Records 
Sandra Giangreco, COC, CPC, CPC-I, COBGC & Kimberly 
Huey, CPC, CPCO

Electronic Medical 
Records can simplify 
life for providers 
but can also 
bring their own 
headaches. During 
this session we will 

discuss the avoidable risks and how to handle those you 
may encounter. Physicians and staff may not realize the 
compliance risks when the EMR is implemented nor the 
changes that they require. We will journey through the 
jungle of potential risks and those you may have realized 
already and how to resolve them.

Practice Management 
You’re Managing the Practice, But Are You Leading the 
Team? 
Beth Schleeper, CPC, CPCO, CPMA, CPPM, CPC-I, CEMC

Medical Office Accounting
Michelle Richards, CPC, CPCO, CPMA, CPPM 

Letting Go of the Ineffective Employee 
Pamela Brooks, COC, CPC

Although we hope that all of our 
employees are successful and effective, 
sometimes we unwittingly employ (or 
inherit) staff members who just are 
not working out. Firing employees is 
tricky business, and great managers 
know how to determine the best path 

to take. This presentation will discuss job evaluations, 
personnel policies, operating within a culture of fairness, 
and the guidelines for documenting employee issues so 
that employers (and employees) are protected during the 
difficult termination process.

Audit Trends
When the Auditors Get Audited
Lisa Jensen, MHBL, FACMPE, CPC 

Post ICD-10….Managing Coding Risks
Charla Prillaman, CPC, CPCO, CPMA, CPC-I, CCC, CEMC

Advanced E/M: Ambiguities in E/M Scoring
Jaci Kipreos, COC, CPC, CPMA, CPC-I, CEMC & Michael 
Miscoe, Esq., CPC, CPCO, CPMA, CASCC, CCPC, CUC

Ambiguities in the 
guidance provided 
by both CMS and 
the AMA pertaining 
to selection of 
the level of E/M 
service will be 

identified.  Beyond those guidelines, common auditing 
methodologies using the 95/97 Documentation 
Guidelines will be reviewed, with special emphasis on 
the areas requiring subjective analysis that often leads to 
legitimate disputes regarding the appropriate E/M code 
level.  Beyond mere identification of these problem areas, 
we will discuss workable approaches to resolving these 
problems, as well as outline the internal policies that can 
be helpful when defending your E/M coding choices.

Coding Specialty
Recent Updates and Current Trends in CPT Coding for 
Laboratory and Pathology Services
Mark Synovec, MD

Coding and Documentation for DMEPOS in the 
Orthopedic Practice 
Ruby Woodward, CPC, CPMA, COSC, CSFAC

Obstetrics and Gynecology
Peggy Stilley, CPC, CPB, CPMA, CPC-I, COBGC

Coding Chronic Conditions:  Cardio, Diabetes, CKD
Brenda Edwards, CPC, CPB, CPMA, CPC-I, CEMC, CRC

“It’s kind of fun to do the impossible”-
Walt Disney.  Chronic conditions are 
one thing to code, but what about 
multiple chronic conditions?  Although 
it may seem impossible, we’ll make 
it fun!  This session will address 
sequencing rules for conditions such 

as diabetes mellitus, congestive heart failure, kidney 
disease, heart disease, and sepsis, just to name a few.   

Coding General
The Future of Telemedicine is Now:  Current Coding 
Considerations 
Stephen Canon, MD

Physician Documentation Improvement for ICD-10-CM 
Marian Wymore, MD, CPC 

E/M and Emergency Trends
Peter Hollmann, MD

This session will focus on the new E/M 
codes, their utilization, differentiation, 
and how their use can address 
emerging trends in the primary care 
practice, including the transitional 
care codes, complex and chronic care 
codes, prolonged physician services 

and prolonged staff services.  Taught by the immediate 
past chairperson of the AMA’s CPT Editorial Panel, and 
current delegate to the AMA House of Delegates from 
Rhode Island. 

Auditing
Advanced E/M Auditing 
Katherine Abel, CPC, CPB, CPMA, CPPM, CPC-I

Audit Scope, Sampling, and Process
Jaci J. Kipreos, COC, CPC, CPMA, CPC-I, CEMC

Advanced Surgical Auditing 
Raemarie Jimenez, CPC, CPB, CPMA, CPPM, CPC-I, 
CANPC, CRHC

In this session, we will review coding 
and reimbursement concepts that are 
the focus during surgical auditing. This 
session will include hands-on audit 
practice for surgical cases.

Billing/Compliance  
How to Analyze Denials and Rejections 
Yvonne Dailey, CPC, CPB, CPC-I

Preparing for Value-Based Reimbursement
Tracy Bird, CPC, CPMA, CPC-I, CEMC

Understanding and Using the Medicare Physician Fee 
Schedule Database
Sarah Jane Reed, BSE, CPC

In this interactive session, Ms. Reed 
will address what the MPFSDB is and 
does.  She will show the importance 
of the information on the database, 
including the Relative Value Units 
for all CPT codes and the payment 
policy indicators and what they mean.  

Included in this discussion will be status of codes, global 
periods, modifiers, as well as various payment concepts 
that are included in the database. 
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compliance risks when the EMR is implemented nor the 
changes that they require. We will journey through the 
jungle of potential risks and those you may have realized 
already and how to resolve them.
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Beth Schleeper, CPC, CPCO, CPMA, CPPM, CPC-I, CEMC
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Expos Additional Events (separate registration required)

Luncheons

 Ӏ Anatomy Expo
Celebrate the wonders of human anatomy at our very popular AAPC 
Anatomy Expo. This event offers an in-depth look into the complex 
machine we call the human body. Physicians from a variety of specialties 
will use anatomical models, devices, and videos to provide an insider’s 
look at the anatomic and physiologic nuances of the body. Novice and 
expert alike will find this session fun, informative, and exhilarating.

 Ӏ Business of Healthcare Expo
Our Business of Healthcare Expo is a fast-paced event, offering an 
intense look at the complex management of a medical practice. 
Experts from a variety of specialties will provide tips and insights to 
facilitate improvements to your workplace, affecting everything from 
human resources to physician compensation, and from social media 
engagement to analyzing metrics. Novice and expert alike will find this 
session educational, informative, and enlightening.

 Ӏ Teach the Teacher  |  $195  |  8 CEUs/CTUs

Saturday, April 9  |  8am - 5pm
This workshop provides certified instructors with tools to improve their teaching and communication skills. This is also a great 
opportunity to network with other instructors.  Earn 8 CTUs or 8 CEUs for participation in this workshop.  Must be a current 
CPC-I.

 Ӏ Examination  |  Prices vary by certification
Saturday, April 9  |  8am - 1:40pm
AAPC certifications are the gold standard for the business of healthcare and are held by more than 103,000 professionals.  
Those who obtain these credentials are critical to compliant and profitable medical practices/facilities.  These credentialed 
individuals also typically earn 20% more than non-certified employees.  AAPC credentials increase your chances of being 
hired and retained in a competitive job market. 

 Ӏ CIC Review Class  |  $299.95  |  8 CEUs
 Ӏ CIC Review Class + Exam Voucher  |  $499.95  |  8 CEUs

Saturday, April 9  |  8am - 5pm
This review will cover the competencies tested on the CIC™ certification exam, which include medical record and 
documentation guidelines, pharmacology, inpatient coding, inpatient and outpatient payment methodologies, regulatory 
requirements, and compliance. We will provide test-taking tips and review questions that mimic those on the CIC™ 
certification exam. This review is a great opportunity to gauge your readiness and identify competencies that you need to 
focus on. This is an accelerated review for coders with inpatient coding experience. Attendees must bring an ICD-10-CM and 
ICD-10-PCS code book.

Purchasing the Review Class + Exam Voucher will enable you to take the CIC exam at a later date.  As the review class takes 
place at the same time as the on-site examination, you would not be able to sit for the CIC exam on this date.

 Ӏ Local Chapter Officer Leadership Training  |  Free  |  3 CEUs
Saturday April 9  |  5:30pm - 8:30pm
All officers and prospective officers are invited to meet with members of the AAPC Chapter Association on Saturday, April 
9th from 5:30 pm to 8:30 pm. It's a great way to kick off HEALTHCON 2016 and we will have all of the information you need 
to govern your chapter successfully in 2016. This is a chance to meet with other officers just like you, ask lots of questions 
and compare the way that you get things done…what works and what might be better. Take home ideas for presentations, 
find ways to identify the best speakers for your meetings and join in a great opportunity for networking with your peers. 
HEALTHCON is a great place to meet people, and officers can be some of your best networkers. Bring your ideas to share and 
plan to soak up information while you are soaking up the Florida sun! Hope to see you there.

 Ӏ Run4One  |  $20 Donation
Wednesday, April 13  |  7am - 8am
AAPC is on a mission to promote better health, education, and wellness... and to nudge you 
a little left of your comfort zone! HEALTHCON 2016 will feature our second annual AAPC 
Run4One walk/run. This 4k event will give you a chance to network, meet AAPC leadership, 
and of course, donate to a worthy cause. Having fun is a key part of the event – all skill 
levels are invited! From seasoned runner to sight-seeing stroller, there’s room for everyone. 
Registrations support AAPC’s Hardship Fund, which is used to help AAPC members in need. 
Registrants will receive a wristband which can be proudly worn throughout the conference. 
Contact one of your representatives on the National Advisory or Chapter Association Board 
to arrange participating with others in your region.

 Ӏ HEALTHCON’s Member Appreciation Luncheon
Don’t miss one of the best parts of HEALTHCON! Join us as we recognize 
professionals who serve, in a light-hearted, entertaining way. Visit 
with new friends and old, and network with your fellow healthcare 
professionals. What a great way to end this Magical event!

 Ӏ Healthicity’s Lunch & Learn: HIPAA Security
This lunch and learn session will focus on the preventive steps you can 
take to avoid the problems caused by a lack of preparation. We’ll cover 
some of the headlining cases of major HIPAA breach settlements and 
walk through the steps that organizations like yours can take to prevent 
major fines.

Get a sneak peek
at our exhibitors' latest 

products & services

Exhibit Hall Events

4/10 Welcome Reception
4/11 Breakfast, Lunch and Break
4/12 Breakfast, Lunch and Break

Register for these events at HEALTHCON.com
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"The 2015 HEALTHCON conference was great! I loved the general session speakers- what 
a terrific selection. The compliance classes are really helpful too. As a small practice, we 

struggle every day with compliance, and with the class selection and various compliance 
topics I felt better about taking the information back to my own office."

-Mary A

EARLY BIRD PRICE THROUGH
JANUARY 8

MEMBERS: $945 $845
NON-MEMBERS: $1245 $1195

www.HEALTHCON.COm
Be Our Guest

SAVE $100
REGISTER BY JAN. 8
HEALTHCON.COM
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Members weigh in on the effects of 
continued education on their careers.

By Penelope Alanis and Michelle A. Dick

HOT TOPIC ■

The results are in! The AAPC 2015 Salary Sur-
vey gives us a good idea of what is going on in 

the healthcare business job market right now. Data 
shows our credentialed members are staying ahead 
of average inflation and unemployment rates in the 
United States. Respondents also indicate they are fo-
cusing on their education to get ahead, rather than 
job hopping.
The survey was sent out this past fall in an email 
blast to members to be filled out online through 
Survey Monkey®. This year’s results are based on re-
sponses from just under 18,000 members — sever-
al thousand more than last year. Thanks to all who 
took the time to fill out our questionnaire.
Note: While reviewing the data, take into account 
that the average work experience our respondents 
have in the business of healthcare is 11.5 years.

"The 2015 HEALTHCON conference was great! I loved the general session speakers- what 
a terrific selection. The compliance classes are really helpful too. As a small practice, we 

struggle every day with compliance, and with the class selection and various compliance 
topics I felt better about taking the information back to my own office."

-Mary A

EARLY BIRD PRICE THROUGH
JANUARY 8

MEMBERS: $945 $845
NON-MEMBERS: $1245 $1195

www.HEALTHCON.COm
Be Our Guest

SAVE $100
REGISTER BY JAN. 8
HEALTHCON.COM
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2015 Salary Survey

Education Matters
Overall, there was a slight increase in unemployment from 2014; 
however, members holding a degree saw an unemployment rate de-
crease of 0.5 percent, while those without a degree saw a rate increase 
of 0.7 percent compared to last year.
Although more members who hold degrees are working, it appears 
as though their higher education didn’t earn them more money in 
2015 (see Graph A). In looking back at 2014 data, however, we know 
that many members who were seeking higher education have recent-
ly graduated and entered the job market. This helps to explain the 
lower salaries.

Multiple Credentials Carry Weight
Salary data reveals that the more AAPC credentials you carry, the 
higher your salary. The average salary in 2015 of members with:

• 1 credential (any credential) was $46,899
• 2+ credentials (any credentials) was $58,399
• 3+ credentials (any credentials) was $65,643

In other words, investing the time and education in getting more 
certifications can pay off in spades. Only a little more than 12 per-
cent of our certified members hold multiple credentials currently.

Certain Credentials Carry More Weight
As shown in Graph B, the three AAPC credentials that merited the 
greatest salary increases in 2015 were:

• Certified Physician Practice Manager (CPPM®) – 6.7 
percent. CPPMs® went from earning an average salary of 
$60,607 in 2014 to $64,666 in 2015.

Members holding any AAPC credential averaged a 
2.6 percent increase in pay from last year.

Graph A: Salary by Education
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2015 Salary Survey

• Certified Professional Coder (CPC®) – 2.8 percent. CPCs® 
went from earning an average salary of $50,030 in 2014 to 
$51,454 in 2015.

• Certified Outpatient Coding (COC™) – 2 percent. 
COCs™ went from earning an average salary of $57,680 
in 2014 to $58,822 in 2015. It should be noted that this 
credential was formerly CPC-H®.

Members holding any AAPC credential averaged a 2.6 percent in-
crease in pay from last year. Credentials that show a decrease in sal-
ary are likely due to an influx of new blood entering the job market.

Workplace and Job Responsibility Play a Part
In the most common workplaces selected, the average salary differ-
ence was barely more than $6,500.

• Medium Group Practice (11-49 physicians): $44,870
• Solo Practice/Small Group Practice (two to 10 physicians): 

$45,722

• Hospital Outpatient: $47,773
• Large Group Practice (50+ physicians): $48,033
• Hospital Inpatient: $50,925
• Health System: $51,389

In terms of job responsibilities, salaries increased faster than the na-
tion’s inflation rate (0.2 percent), as shown in Graph C. Based on 
what you told us, practice/office managers received the largest aver-
age salary increase, making $3,482 more than last year. Coding and 
billing managers’ salaries were at a close second, with an average sal-
ary increase of $3,011 more than 2014.

Graph B: Salary by Credential

Graph C: Salary by Job Responsibility
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2015 Salary Survey

Overtime on the Decline
Based on the numbers shown in Graph D, we think members are 
trying harder to find a work/life balance. Most members are full-
time workers, with 72 percent working 40-45 hours per week, which 
is a 2.1 percent decrease from last year. There are always diehards, 
though. In 2015, 15 percent (up 1.4 percent from 2014) worked more 
than 45 hours per week. ICD-10 preparation may have had some-
thing to do with the increase in hours.

Graph D: Hours Worked per Week
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Salaries Affected by Location
Members living in the East North Central 
part of the United States (Wisconsin, Michi-
gan, Illinois, Indiana, Ohio) saw a 2.2 percent 
increase in salaries from last year. If you add 
it to the 6.1 percent increase those states re-
ceived in 2014, that’s more than an 8 percent 
increase in two years, from $44,816 in 2013 to 
$48,584 in 2015. 
The demographic who makes the most income 
is the Pacific region (Alaska, California, Ha-
waii, Oregon, Washington), with an average 
salary of $57,021. This may be due to a high-
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Graph E: Salary by Region

Paci�c
$57,021

Mountain
$49,978

East North Central
$48,584

New England
$52,153

Mid Atlantic
$52,219

East South Central
$46,819

West South Central
$49,881

South Atlantic
$49,116

West North Central
$48,314

er cost of living. To check out how your salary 
ranks compared to the average annual salary of 
members in your region, see Graph E.
All in all, members are reportedly doing well 
and holding their own during this period of 
healthcare reform. The key to staying ahead 
of the curve is definitely education. Creden-
tials tip the scale.

Penelope Alanis is program coordinator at AAPC.  
Michelle A. Dick is executive editor at AAPC.

Wanting to Advance 
Your Career?

AAPC’s CIC, COC, and CRC certifications are 
the ONLY specialized inpatient, outpatient, 
and risk adjustment credentials offered in 
the business of healthcare. 

CICCIC COCCOC CRCCRC TMTM

Professionals with one of these three specialized credentials can earn up to 61%* more 
than non-certified professionals. Advance your career today! Visit aapc.com/compare to 
learn more about AAPC's three newest credentials and how they can elevate your 
career and increase your earning potential. 

*Percentages based on 2014 Salary Survey

Visit aapc.com/compare
and discover which credential is right for you.
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By John Verhovshek, MA, CPC

■ CODING/BILLING

■ Coding/Billing ■ Auditing/Compliance  ■ Practice Management

There are so many gray areas that the debate may never end.

Even More  
MDM vs. Medical Necessity
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MDM vs. Medical Necessity

CODING/BILLING

“MDM vs. Medical Necessity: The Debate Continues” (October 
2015, pages 22-24) has, in fact, inspired continued debate. 
Several readers objected to the second example, Patient B, com-
menting that a level 5 established evaluation and management 
(E/M) service (99215 Office or other outpatient visit for the evalua-
tion and management of an established patient, which requires at least 
2 of these 3 key components: A comprehensive history; A comprehensive 
examination; Medical decision making of high complexity) isn’t justi-
fied for a patient with a common cold, regardless of the level of his-
tory and exam documented.
This is true. 
As the article stated, “We need to understand how the documenta-
tion got into the note. Did the physician pull it in because she need-
ed it for decision-making, or was it automatically populated through 
the electronic health record?”
In other words, are the history and exam medically necessary? The 
Medicare Claims Processing Manual, chapter 12, section 30.6.1 
states, medical necessity is “the overarching criterion for payment.”
If the history and exam are medically necessary, CPT® rules allow 
you to report an E/M service level for an established patient based 
on those components, without regard to medical decision-making 
(MDM).* If the history and exam are documented to a level in ex-
cess of medical necessity (for instance, because they’ve been pulled 
forward from a previous visit and are not fully relevant to the cur-
rent episode of care — as in the “MDM vs. Medical Necessity: The 
Debate Continues” second example), your E/M level will be unsup-
ported, even if you factor in MDM (because the E/M level is based 
on two of three components: history, exam, and MDM).
*As “MDM vs. Medical Necessity: The Debate Continues” notes, indi-
vidual payers might have specific rules regarding MDM as a “must” for 
one of the two components for established patients; however, this is not 
a requirement of the American Medical Association or the Centers for 
Medicare & Medicaid Services’ national policy.
Many experienced coders treat MDM as the single best indicator 
of the overall E/M level. Generally speaking, this is true (we’ve of-
fered that same advice in the pages of this magazine). In part, this is 
because MDM, unlike medical necessity, is quantifiable. It can be 

scored by determining the nature of the presenting problem, num-
ber of treatment options, etc.; whereas, the determination of med-
ical necessity is a clinical decision, and is not so easily quantified. 
Also, in part, MDM is a reliable indicator of overall E/M level be-
cause it cannot be so easily over-documented as a history or exam.
But, as “MDM vs. Medical Necessity: The Debate Continues” 
points out, MDM does not equal medical necessity, and there will 
be those cases where medical necessity may dictate that the level of 
exam and history exceed the level of MDM (as demonstrated by the 
first example, Patient A, in “MDM vs. Medical Necessity: The De-
bate Continues”).
Coders are correct to be suspicious of notes that seem to contain ex-
cess information (especially if those notes are generated electroni-
cally), but automatically assuming that MDM will always point to 
the correct E/M level will cause you to under-code some services, 
which is both a compliance failure and a missed opportunity to cap-
ture legitimate reimbursement.
If you’d like to participate in the ongoing debate, send an email to 
John Verhovshek, managing editor, at g.john.verhovshek@aapc.com.

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

… the determination of 
medical necessity is a 

clinical decision, and is 
not so easily quantified.
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By John Verhovshek, MA, CPC

■ CODING/BILLING

■ Coding/Billing ■ Auditing/Compliance  ■ Practice Management

Medicare fee-for-service payments are calcu-
lated based on relative value units (RVUs) 

assigned to each covered CPT®/HCPCS Lev-
el II code. As defined in Medicare’s Nation-
al Physician Fee Schedule Relative Value File, 
there are three RVU categories that, when to-
taled, determine payment. 

1. Work RVUs account for the provider’s 
work when performing a procedure or 
service. Work RVUs typically account 
for 50 percent or more of the RVU to-
tal for a given code.

2. Practice expense (PE) RVUs reflect 
the cost of non-physician labor and ex-
penses for building space, equipment, 
and office supplies.

3. Malpractice (MP) RVUs reflect the 
cost of malpractice insurance for each 
procedure or service. 

Work and MP RVUs for a given code re-
main the same whether the service is provid-
ed in the physician office, an inpatient hos-
pital, or any other healthcare setting. But be-
cause the expense of providing a service may 
differ depending on where the service is pro-
vided (facility vs. non-facility), the Physician 
Fee Schedule (PFS) lists separate columns to 
describe “facility” versus “non-facility” PE 
RVUs. You can find the place of service (POS) 
information you need to determine when to 
use the facility versus non-facility amounts in 
the Centers for Medicare & Medicaid Servic-
es (CMS) Claims Processing Manual 100-04, 
chapter 26, section 10.5. 

Add It Up
To find the RVU total for a specific code, 
simply calculate the sum of work RVUs, MP 
RVUs, and either the facility or non-facility 
PE RVUs (as applicable to your POS). For ex-

Relative Value Units:  
The Basis of Medicare Payments
There’s more than one way to determine your physician’s payment.
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Medicare Payments

CODING/BILLING
To discuss this  
article or topic, go to 
www.aapc.com

ample, per the 2015 National Physician Fee Schedule Relative Value 
File, CPT® 17260 Destruction, malignant lesion (eg, laser surgery, elec-
trosurgery, cryosurgery, chemosurgery, surgical curettement), trunk, arms 
or legs; lesion diameter 0.5 cm or less is assigned 0.96 work RVUs, 0.12 
MP RVUs, 0.91 facility PE RVUs, and 1.59 non-facility PE RVUs, 
for a total of 1.99 facility RVUs and 2.67 non-facility RVUs. Note 
that facility and non-facility totals for each active CPT® code may be 
found in the Physician Fee Schedule Relative Value File (columns M 
and L, respectively).

Adjust for Regional Cost Differences
Because the cost of practicing medicine varies by geographic lo-
cation, CMS applies separate Geographic Practice Cost Indices 
(GPCI) to each of the three relative values (work, MP, and PE) used 
to calculate payment. CMS is required to update the GPCIs every 
three years.
The easiest way to find GPCIs for your location is by using the Phy-
sician Fee Schedule Look-Up Tool, found on the CMS website (go 
to: www.cms.gov/apps/physician-fee-schedule/search/search-criteria.aspx). The tool 
allows you to search by code, locality, and type of information (e.g., 
RVUs, pricing information, or GPCIs). 
For example, if you’re in Seattle and want to find the GPCIs for 
your area, select “Geographic Practice Cost Index” from the “Type 
of Information” pull-down menu, and then select “Specific Local-
ity” from the “Select Carrier/Medicare Administrative Contrac-
tor (MAC) Option.” A “Carrier/MAC Locality” option displays 
where you can select “Seattle (King Cnty) WA” from the pull-down 
menu. Click “Submit” and the results will show you that the “GPCI 
WORK” for Seattle is 1.025, the “GPCI PE” is 1.155, and the “GPCI 
MP” is 0.495. The average GPCI value is 1. We know that work 
RVUs and PE RVUs are paid slightly higher than average in Seat-
tle, while MP RVUs are paid at approximately half the average rate.

Apply the Formula to Determine Final RVUs
To determine the true, total RVUs for a procedure or service in your 
area, you would apply the following formula:

(work RVUs x work GPCI) + (PE RVUs x PE GPCI) + (MP 
RVUs x MP GPCI)

For example, to determine the final RVUs for 17260 when provided 
in a physician office in Seattle, apply the formula as follows:

(0.96 work RVUs x 1.025 work GPCI) + (2.67 non-facility 
PE RVUs x 1.155 PE GPCI) + (0.12 MP RVUs x 0.495 MP 
GPCI) = 4.12725 RVUs

In the facility setting, the total is found by applying the same formu-
la, but using the facility PE RVUs:

(0.96 work RVUs x 1.025 work GPCI) + (1.59 facility PE 
RVUs x 1.155 PE GPCI) + (0.12 MP RVUs x 0.495 MP 
GPCI) = 2.87985 RVUs

Factor in Conversion Factor
To calculate payment, you must multiply the POS- and locality-spe-
cific RVU total by a dollar conversion factor (CF). The CF for 2015 
was $33.9764. The CF is updated annually, but it is consistent for 
all POS and localities.
From our examples above, we already know the specific RVU totals 
for 17260 in the facility and non-facility settings in Seattle. To arrive 
at a current payment amount, we multiply these totals by the CF:

Seattle, facility: 2.87985 RVUs x 33.9764 CF = $97.85

Seattle, non-facility: 4.12725 RVUs x 33.9764 CF = 
$140.23

Here’s the complete formula used to arrive at these figures:

[(work RVU x work GPCI) + (PE RVU x PE GPCI) + (MP 
RVU x MP GPCI)] x CF = final payment

You can skip the math (and save time) by using the Physician Fee 
Schedule Search tool. If you select “Pricing Information” from the 
“Type of Information” pull-down menu, select “Seattle (King Cnty) 
WA” as your locality, and specify code 17260, the lookup tool will 
tell you the non-facility and facility prices for the code. 

Resources
CMS, PFS Relative Value Files:  
www.cms.gov/medicare/medicare-fee-for-service-payment/physicianfeesched/pfs-
relative-value-files.html

Physician Fee Schedule Look-Up Tool:  
www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PFSlookup/index.html

Physician Fee Schedule Search page:  
www.cms.gov/apps/physician-fee-schedule/search/search-criteria.aspx

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

Because the cost of practicing 
medicine varies by geographic 
location, CMS applies separate 

Geographic Practice Cost Indices 
(GPCI) to each of the three relative 

values (work, MP, and PE) used to 
calculate payment.

www.cms.gov/medicare/medicare-fee-for-service-payment/physicianfeesched/pfs-relative-value-files.html
www.cms.gov/medicare/medicare-fee-for-service-payment/physicianfeesched/pfs-relative-value-files.html
www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PFSlookup/index.html
www.cms.gov/apps/physician-fee-schedule/search/search-criteria.aspx
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In the 2016 Hospital Outpatient Prospective Payment System 
(OPPS) final rule, the Centers for Medicare & Medicaid Servic-

es (CMS) continues to base payments on claims data submitted by 
hospital providers. In considering 92 million claims for calculating 
the payment rates, CMS finalized several policies in the rule that af-
fect the entire industry.
FYI: View the 2016 Hospital OPPS final rule in its entirety at:  
www.gpo.gov/fdsys/pkg/FR-2015-11-13/pdf/2015-27943.pdf.

2016 Payments
CMS estimates overall payments under the OPPS will decrease by 
0.3 percent. This is due to an additional adjustment to offset mon-
ies that were moved to the OPPS from the Clinical Laboratory Fee 
Schedule Payment funds in 2015. CMS estimated an amount of 
money they believed would be packaged into OPPS claims with the 
initiation of bundling lab tests previously paid separately. They did 
not anticipate that the number of “lab only” claims would continue 
to be as numerous as they were. After reviewing claims data, CMS 
believes they over-estimated the funds needed, and now must offset 
that estimation to prevent overpayment for 2016. 

APCs
For 2016, nine families of ambulatory payment classifications 
(APCs) were restructured and consolidated, based on clinical char-
acteristics and resource similarities: airway endoscopy; diagnostic 
tests/related services; excision/biopsy/incision and drainage proce-
dures; eye surgery/related procedures; gastrointestinal procedures; 
imaging services; radiation oncology services; skin procedures; urol-
ogy procedures: vascular procedures; orthopedic procedures; and 
gynecology procedures. 
CMS noted in the final rule: 

The current level of granularity for these APCs results in 
groupings that are unnecessarily narrow for the purposes of 

a prospective payment system. This excessive granularity 
is especially apparent with the APCs for X-ray based imag-
ing services and nuclear medicine imaging services. Many 
of these APCs are currently structured according to organ 
or physiologic system that does not necessarily reflect either 
significant differences in resources or how these services are 
delivered in the HOPD.

For 2016, CMS finalized 10 new Comprehensive APCs (C-APC), 
and reimbursement will continue to be an encounter/claim-based 
payment. The J1 primary service and complexity adjustment meth-
odologies will continue. 

New policies may affect the 
entire industry, not just hospitals.
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Note: Procedure codes assigned to comprehensive APCs are 
designated with status indicator J1. See Addendum B at www.cms.hhs.
gov/HospitalOutpaitent PPS/ for the list of codes.
Two new C-APCs that should be mentioned, specifically, are  
“Ancillary Outpatient Services when a Patient Expires” and  
“Comprehensive Observation Services.” For many years un-
der OPPS, CMS has provided payment for an inpatient-only  
procedure performed emergently on an outpatient who dies be-
fore being admitted as an inpatient. Modifier CA Procedure pay-
able only in the inpatient setting when performed emergently on an  
outpatient who expires prior to admission is used to designate  

this scenario. For 2016, a single payment will be made for all servic-
es reported on the claim. 
The Extended Assessment and Management Composite (APC 
8009) is being replaced with a C-APC for “Comprehensive Obser-
vation Services.” CMS created a new status indicator, J2, to indi-
cate specific combinations of services designated as adjunctive ser-
vices that will be reimbursed as part of the comprehensive observa-
tion service. The requirements for payment under the C-APC re-
main the same as for the composite (e.g., minimum of eight units 
for G0378 Hospital observation service, per hour; E/M visit; no sta-
tus T procedure on the same day or day before the G0378 date of 
service). 
A positive change for hospitals is that all emergency department 
visit levels will be included in the E/M visit requirement; previous-
ly, the composite payment required either a level 4 or 5 visit. If the 
claim contains a J1 primary service, the J1 C-APC will be the com-
posite under which the services will be paid. There is no complexity 
adjustment for J2 occurring on the same claim as J1. Providers will 
still be required to carve out observation services time when a diag-
nostic or therapeutic procedure is performed.
An important point reinforced in the final rule is providers must re-
port all services provided to a patient, regardless of whether the ser-
vice receives separate payment. Without the services being report-
ed, CMS has no information in the claims data on which to base fu-
ture payment. Individual line item payment should not be the sole 
reason for reporting services on a claim. 

Device-intensive APCs the Same but Different
CMS will retain the device-to-procedure edits with a modifica-
tion. Beginning in 2015, the edit was satisfied when any device C 
code listed in the edits was reported. CMS has further refined the 
requirement so that only procedures assigned to a device-intensive 
APC that require device implantation will be edited for the presence 
of a device and procedure on the claim. No specific procedure-to-
device match is required; any device C code related to a device-in-
tensive APC will satisfy the edit. 

www.cms.hhs.gov/HospitalOutpaitent PPS/
www.cms.hhs.gov/HospitalOutpaitent PPS/
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Packaging Continues to Expand
CMS continues with packaging expansion to provide a more pro-
spective payment for outpatient encounters. CMS reiterated that the 
geometric mean cost of $100 described in the 2015 final rule was a 
guideline, only, and is “no longer relevant.” Surgical pathology levels 
3 and 4 will be packaged when provided and reported with a surgi-
cal service. Three separately payable drugs will be considered a sur-
gical supply and packaged for 2016: bivalirudin (J0583 Injection, bi-
valirudin, 1 mg), mitomycin ophthalmic (J7315 Mitomycin, opthal-
mic, 0. 2 mg), and abciximab (J0130 Injection abciximab, 10 mg). 
Clinical diagnostic laboratory tests will continue to be packaged 
when reported on a claim with other services. Modifier L1 Separate-
ly payable laboratory test can still be appended if the services meet the 
requirements to deem the service separate and not related to the pri-
mary service. In addition, a new 
status indicator, Q4, will al-
low the claims process-
ing system to pay for 
the tests when 

a “lab only” claim is submitted. This relieves the operational burden 
of applying modifier L1 when the claim contains only lab services. 

New Modifier Requirements
During the claims analysis process, CMS noted some services are 
reported on a separate claim than the associated J1 primary service. 
In particular, “planning and preparation services” were noted to ap-
pear on a claim prior to the claim for the J1 code. The most impor-
tant example of this is stereotactic radiosurgery (SRS). Under the 
American Taxpayer Relief Act of 2012 (ATRA), the payment of co-
balt 60 and robotic linear accelerator based (LINAC) SRS must be 
the same. Claims data shows cobalt 60 based services had the plan-
ning services and treatment delivery reported on the same date of 
service on the same claim. Whereas, LINAC treatments were re-
ported on a different date of service and claim than the treatment 
planning, imaging services, and radiation treatment aids. This cre-
ates an inequity in payments for the two delivery methods, and does 
not meet the requirement under ATRA. In addition, all services are 
included in the bundled C-APC payment. 

CMS has created new 
modifier CP Adjunctive 
service related to a proce-
dure assigned to a compre-

hensive payment classifi-
cation (C-APC) procedure, 
which will be required for 

any services provided in sup-
port of SRS treatment deliv-

ery (77371 Radiation treatment 
delivery, stereotactic radiosurgery 

(SRS), complete course of treatment 
of cranial lesion(s) consisting of 1 ses-

sion; multi-source Cobalt 60 based and 
77372 Radiation treatment delivery, ste-

reotactic radiosurgery (SRS), complete course 
of treatment of cranial lesion(s) consisting of 1 

session; linear accelerator based). This modifier 
is required on planning services provided up to 30 

days prior to the SRS treatment; the only exception 
is if the SRS treatment is not actually provided. CMS 

provides in the final rule a list of codes requiring mod-

A positive change for hospitals is that all emergency department 
visit levels will be included in the E/M visit requirement.
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An important point reinforced in the final rule is providers 
must report all services provided to a patient, regardless of 

whether the service receives separate payment.

ifier CP when provided on the same claim or on a claim one month 
prior to treatment delivery.
The Protecting Access to Medicare Act requires a reduction in pay-
ment for the technical component of computed tomography (CT) 
services when the equipment does not meet National Electrical 
Manufacturers Association (NEMA) standard XR-29-2013. To 
meet this statutory requirement, CMS is implementing on January 
1, 2016, modifier CT Computed tomography services furnished us-
ing equipment that does not meet each of the attributes of the Nation-
al Electrical Manufacturers Association (NEMA) XR-29-2013 stan-
dard. This modifier must be applied when a CT scan is performed 
on a scanner that does not meet the NEMA standard. The presence 
of the modifier will trigger the payment reduction if the service is 
paid separately; the reduction is not applicable when the service is 
packaged. The reduction for 2016 is 5 percent, with an increase to 
15 percent payment reduction for 2017 and subsequent years. A list 
of HCPCS Level II codes for which the modifier is applicable is list-
ed in the final rule. 

Reimbursement for Lung  
Cancer Screening with LDCT
A national coverage determination for low dose computed tomog-
raphy (LDCT) was issued and effective on February 5, 2015. CMS 
has now issued HCPCS Level II codes and reimbursement for two 
related services: G0296 Counseling visit to discuss need for lung can-
cer screening (LDCT) using low dose CT scan (service is for eligibili-
ty determination and share decision making)) and G0297 Low dose 
CT scan (LDCT) for lung cancer screening. These codes and the re-
imbursement are retroactive to February 5, 2015; however, there is 
no extension of the timely filing limit. CMS states in the final rule, 
“We believe that hospitals will have sufficient time to file claims pri-
or to the 1-year deadline.”

Outlier Fixed-dollar Thresholds Updated
CMS annually updates the formula for calculating outlier pay-
ments. Consistent with prior years, 2016 outlier payments are trig-
gered when costs for providing a service or procedure exceed both:

• 1.75 times the APC payment amount; and
• APC payment plus the $3,250 fixed-dollar threshold 

(increased $475 from 2015).

Packaging, Payments, and Pass-throughs
HCPCS Level II codes C2623 Catheter, transluminal angioplasty, 
drug-coated, non-laser, C2624 Implantable wireless pulmonary artery 
pressure sensor with delivery catheter, including all system components, 
and C2613 Lung biopsy plug with delivery system remain eligible in 
2016 for pass-through payment. 
The packaging threshold for drugs, biologicals, and radiopharma-
ceuticals increases to $100 for 2016, which represents a $5 increase. 
Payment for all separately payable drugs, biologicals, and radiophar-
maceuticals (with or without pass-through status) continues to be 
made at average sale price (ASP), plus 6 percent. 
The first biosimilar was approved by the U.S. Food and Drug Ad-
ministration in March 2015, and more are expected in the future. 
The Affordable Care Act added the definition of a biosimilar and 
set a payment methodology for these products. The payment is very 
similar to the current OPPS payment methodology for drugs and 
biologicals, and separately payable items will be ASP +6 percent. 
The payment will be based on the ASP of all national drug codes as-
signed to the biosimilar; a single ASP payment will be assigned for 
all products assigned to a specific HCPCS Level II code. Packaging 
and pricing is established by cost information for the specific drug. 
Biosimilars are eligible for pass-through payment and subject to the 
packaging threshold. 

Inpatient-only Procedures
Nine procedure codes were removed from the inpatient list; none 
were added. The procedures removed are listed in Table 58 of the 
final rule, and have been assigned status indicator J1, T Significant 
procedure subject to multiple procedure discounting, or N No addi-
tional payment, payment included in line items with APCs for inci-
dental service. 

Denise Williams, RN, COC, is the senior vice president of revenue integrity services for Re-
vant Solutions, Inc. She has been involved with APCs since their initiation. Williams has 
worked as corporate chargemaster manager for two healthcare systems, and is heavily in-
volved in compliance and coding/billing edits and issues. She is a member of the Murfrees-
boro, Tenn., local chapter.
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The Centers for Medicare & Medicaid Services (CMS) is slowly 
implementing the value-based payment modifier, starting with 

groups that include 100 or more eligible professionals (EPs) and 
working down to solo practitioners. Providers who deliver high-
quality care at a low cost will be eligible for a positive reimbursement 
adjustment, while providers who deliver low quality care and high 
costs will be subject to significant negative adjustments. 
The value-based payment modifier stems from the 2010 Patient 
Protection and Affordable Care Act (ACA), which mandates that 
the U.S. Department of Health & Human Services establish a sys-
tem to provide tiered payments under the Medicare Physician Fee 
Schedule. Payment tiers are determined by comparing the quality of 
care to the cost of the care provided to Medicare fee-for-service pa-
tients during the performance period. 

Group Size Determines Effect on EPs
Although the penalty or bonuses initially will be applied only to 
physician payments, Medicare counts all EPs — including non-
physician practitioners such as physician assistants and nurse prac-
titioners — when determining the size of the group. The list of EPs 
is determined by pulling enrollment information maintained in 
Medicare’s Provider Enrollment, Chain and Ownership System 
(PECOS). Medicare compares the list of enrolled EPs to the claims 
data for the performance year, and any EPs who did not submit 
claims during the performance year are excluded from the total used 
to determine group size. The implementation schedule is:

100+ EPs
The value-based payment modifier went into effect for groups with 
100 or more EPs starting in 2015. The data determining the mod-

What the Value-based Payment 
Modifier Means for Your Practice

Determine how the program will affect your practice.
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ifier is based on the performance of the providers in 2013. Groups 
that failed to report Physician Quality Reporting System (PQRS) 
measures in 2013 automatically received a penalty of -1.0 percent. 
Groups that successfully reported PQRS measures in 2013 were 
given the option of whether they wanted to participate in quality 
tiering. 
Groups that successfully reported PQRS measures in 2013, but did 
not elect to participate in quality tiering, did not have their pay-
ments adjusted. Note that 2013 is the only year groups could elect 
to participate in quality tiering. Groups that chose to participate in 
quality tiering will receive adjusted (upward, downward, or neu-
tral) payments based on their performance compared to their peers. 
In 2016, the value-based modifier for these groups is based on 2014 
PQRS data. Providers who did not report PQRS measures in 2014, 
or who failed to meet the requirements, will receive an automatic 
-2.0 percent adjustment in payments. In 2017, these groups could 
see adjustments as great as -4.0 percent. 

10-99 EPs
The implementation of the value-based payment modifier for 
groups with 10-99 EPs begins in 2016 and is based on PQRS data 
from 2014. Groups that did not report PQRS measures, or failed to 
meet the requirements, will receive an automatic -2.0 percent ad-
justment. 
Groups that successfully reported PQRS measures in 2014 will be 
eligible for an upward adjustment or their payments will remain 
neutral, based on quality tiering. There will be no downward ad-
justments based on quality in 2016. Starting in 2017, these groups 
will be eligible for negative adjustments based on their quality scores 
from data in 2015. The biggest negative adjustment possible in 2017 
is -4.0 percent. 

2-9 EPs, Solo Practitioners
The value-based payment modifier will be applied to groups of 2-9 
EPs starting in 2017, based on PQRS data from 2015. Any groups 
of 2-9 EPs or solo practitioners that failed to report PQRS measures 
will receive an automatic adjustment of -2.0 percent. Groups that 
successfully reported in 2015 will not be subject to any downward 
payment adjustments in 2017, but will have their results tiered so 
their payments are either increased or remain neutral, based on per-
formance compared to their peers. 

VBM’s Effect on Payments
The only fixed number for each year is the percentage of the penal-
ty. All potential increases in payment are expressed with an x (e.g., 
+2.0x). The reason is that the Value-based Payment Modifier Pro-
gram must be budget neutral, which means that the total amount 
paid out in upward adjustments cannot exceed the total amount 
Medicare reduces payments for the providers receiving a penalty. 
The number of groups receiving the penalty cannot be determined 
until after the close of the reporting period the value-based payment 
modifier will be based on. After CMS determines how many groups 
will receive the penalty, it can calculate how much money will be 
available for incentives and will assign x a value.

2016 10-99 EPs Low quality Average quality High quality 
Low cost 0.0 percent +1.0x* +2.0x* 

Average cost 0.0 percent 0.0 percent +1.0x* 

High cost 0.0 percent 0.0 percent 0.0 percent

2016 100+ EPs Low quality Average quality High quality 

Low cost 0.0 percent +1.0x * +2.0x* 

Average cost –1.0 percent 0.0 percent +1.0x* 

High cost –2.0 percent –1.0 percent 0.0 percent

2017 2-9 EPs, Solo Low quality Average quality High quality 

Low cost +0.0 percent +1.0x* +2.0x* 

Average cost +0.0 percent +0.0 percent +1.0x* 

High cost +0.0 percent +0.0 percent +0.0 percent

2017 10+ EPs Low quality Average quality High quality 

Low cost +0.0 percent +2.0x* +4.0x* 

Average cost -2.0 percent +0.0 percent +2.0x* 

High cost -4.0 percent -2.0 percent +0.0 percent 

*  x is the adjustment factor. CMS cannot determine the value of x un-
til the performance year ends and the number of participants who will 
receive the penalty is determined. The number of penalties will deter-
mine how much money is available to be paid in upward adjustments.

CMS is promoting participation in its incentive 
programs by making sure the penalties for 
failing to participate are too big to ignore. 
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Bottom Line
CMS is promoting participation in its incentive programs by mak-
ing sure the penalties for failing to participate are too big to ignore. 
The data released for the 2015 value-based modifier shows just how 
the program can affect a practice. 
In 2013: 

• 319 groups failed to participate in, or meet the requirements 
of, PQRS and received an automatic penalty. 

• Only 127 groups that successfully reported PQRS measures 
elected to participate in quality tiering. 

• 11 groups qualified for a reduction in payments based on the 
quality or cost of care provided. 

• 81 groups did not incur any payment adjustments. 
• 14 groups received an upward adjustment of +4.89 percent 

for providing either high quality/average cost (12) or average 
quality at low cost (2). 

• None of the groups qualified for the highest incentive given 
to those providing high quality care at low cost, which would 
have resulted in a +9.78 percent payment adjustment. 

As the value-based payment modifier is implemented, the penal-
ties will be much greater because any reductions under the value-
based modifier are in addition to penalties for failing to participate 
in PQRS. For example, a group of 10 or more EPs that failed to re-
port PQRS measures in 2015 will receive an automatic payment ad-
justment of -2.0 percent for PQRS, as well as a -4.0 percent under 
the value-based payment modifier, for a total adjustment of -6.0 per-
cent in 2017. EPs that failed to report meaningful use in 2015 will 
also see a -3.0 percent adjustment in 2017. 

Quality and Resource Use Reports
ACA requires CMS to provide physicians with Quality and Re-
source Use Reports (QRURs), which are confidential reports that 
show the quality of care provided to the physician’s Medicare fee-
for-service beneficiaries, as well as the cost of that care. The QRUR 
includes data on how the physician is performing compared to her 
or his peers, as well as how that performance will determine the pro-
vider’s rating for the value-based payment modifier. 
The QRURs are generally released approximately eight to nine 
months after the reporting period closes. The QRURs for 2014 be-
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came available in August 2015. Providers can access their QRURs 
through the CMS Enterprise Portal. Providers should view their re-
ports to see how the value-based payment modifier may affect them 
this year. Providers who will not be affected by the value-based pay-
ment modifier until 2017 also should view their reports to identify 
issues that could become costly mistakes. 

Quality-based Payments Continue
CMS plans to implement the Merit-based Incentive Payment Sys-
tem in 2019, which will combine many of the current programs such 
as PQRS, the value-based payment modifier, and meaningful use. 
This should motivate providers to take this seriously and start mak-
ing the necessary adjustments to their practice. Providers that adapt 

to the program quickly and succeed have the opportunity to see up-
ward adjustments in their reimbursements, while their peers strug-
gle to catch up.

Resources
CMS Enterprise Portal (https://portal.cms.gov/wps/portal/unauthportal/home/)

Katherine Becker, JD, LLM, CHC, CHPC, CPC-A, is an associate consultant with Acevedo 
Consulting Incorporated in Delray Beach, Fla. Her work includes assisting clients with compli-
ance and regulatory issues. Becker is a member of the Palm Beach, Fla., local chapter.
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Identifying your professional values is imperative. These values 
should guide you throughout your career. I strive to solidify my 

professional values and perspectives, in the hopes that they may 
provide insight for others. The values of which I speak are di-
versity, authenticity, integrity, leadership, transparency, 
and respect.
Note: Throughout this article, “leaders” and “manag-
ers” are used interchangeably, although they are 
not the same. Leaders inspire, encourage, and 
make it possible for others to support an 
organization’s success, whereas manag-
ers oversee an already established pro-
cess or goal. 

Diversity and  
Authenticity 
Diversity and authentici-
ty promote inclusion. These 
values enable you to welcome 
the contributions and differ-
ences of internal and external stake-
holders.
Often, first impressions weigh too greatly on our perception. Re-
member that personalities are like books: Each one contains a sto-
ry, which is revealed over time. Try to avoid immediate, definitive 
conclusions and work to respect teammates’ diverse communica-
tion styles. Foster a culture that accepts and thrives on authenticity. 
If employees are not comfortable being themselves, they won’t in-
vest themselves in the team. 

Integrity
Foster a culture that is duty-bound to its customers by advocating 
for and supporting ethical behavior and conduct. Regardless of your 

role in healthcare, you’re either directly or in-
directly affecting the provision of healthcare ser-

vices for beneficiaries. You have an obligation and a re-
sponsibility to act ethically. As we jointly serve the needs of a 

growing population, virtuous stewardship becomes even more im-
portant.

For more on professional ethics, see the article “Ethics Update Strengthens 
AAPC Membership” on pages 10-11.

Leadership
Top executives at Fortune 500 companies are impressive leaders, 
who are driving and transforming healthcare, but I believe the most 
fascinating leaders are those who are down to earth. A pioneering, 

Healthcare  
Organizations Prize  
Professional Values
Consider what it takes to  
lead your organization to success.
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impactful leader does not feel the need to remind you of his or her 
position or title. 
A good leader does not talk over others. He or she listens. A good 
leader is willing to delegate, is able to prioritize competing demands, 
is interested in the greater good, inspires and effects change, and is 
personable. Being a leader is not about being the smartest person in 
the room; intelligence comes in many forms. 
To be an effective leader, set good examples and mentor team mem-
bers. To build resiliency, leaders must be comfortable surrounding 
themselves with colleagues who jeopardize the stability of the lead-
er’s job. This is a necessary component of strong succession plan-
ning.
A cornerstone to building and maintaining strong professional rela-
tionships is striking a balance between caring and self-examination. 
Earn respect by being approachable and expressing genuine interest 
and concern for others. Convey empathy, but respond with solution-
driven ideas. Caring is important when employees are not meeting 
expectations, also. Praise publically. Punish privately.
Self-observation is also necessary: If you’re not learning about your-
self, you’re not growing. By observing yourself (and those around 
you), you can learn not only what you want to be, but also what you 
do not want to be.

Transparency and Respect
Employees frequently say that transparency — in financial perfor-
mance, organizational structure, strategy and focus areas, business 
development prospects, and career development opportunities — 
is what they expect most of a leader. When employees perceive com-
munications to be transparent, their respect unreservedly grows. 
When employees feel venerable and appreciated, the return is high 
morale, better production, collaboration, job satisfaction, atten-
dance, and work-life balance. 
Respect is a two-way street, however. You cannot command respect 
if you do not give it in return. Remember that every role within an 
organization is significant to carrying out the overarching mission. 

Establish Professional Values
As a leader or a manager, you may be well known for your systems 
thinking, and for effectively planning, developing, implementing, 
and examining initiatives. Don’t let these business requirements im-
pede your ability to remain focused on your professional values – 
this is much easier to do when your organization’s values are in line 
with your own.
Editor’s Note: The views and opinions expressed in this article are 
those of the author and do not reflect the official policy or position 
of AAPC or any other organization. 

Lanaya Sandberg, MBA, MHA, CPCO, CPPM, FAHM, is a member of the Hartford, Conn., 
local chapter.

When employees 
feel venerable and 

appreciated, the 
return is high morale, 

better production, 
collaboration, job 

satisfaction, attendance, 
and work-life balance.
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NEWLY CREDENTIALED MEMBERS

Magna Cum LaudeMagna Cum LaudeMagna Cum Laude

Amanda Patricia Billingsley, CPC-A
Brooke Stamm, CPC, CPMA
Carolyn Michelle Konst, CPC, CRC
Dana Kurzawinski, CPC-A
Dorotea Joy Lim Medel, CPC-A
Elaine Dieringer, CPC-A
Erin Michelle Luke, CPC-A
Hamda Tpm, CPC-A
Jennifer M Connell, CPC, CPCO, CPMA, 

CPPM, CENTC
Jennifer Rose O’Loughlin, CPC-A
Joyce Patterson, CPC-A
Karen E Jacobson, CPC
Kay Elizabeth Walker, CPC, CPMA, 

CEMC, CFPC, CIMC
Kimberly A Craven, CPC, CRC
Kristina Apke, CPC-A
Maria T Sanders, COC, CPC, CPMA, CPC-I
Martha Gonzalez, CPC-A
Melissa Stacy, CPC
Mike Demi, CPC-A, CPMA
Nathan Monroe, COC-A, CPC-A, CPC-P-A, 

CPMA, CEMC
Renee Rose Puree, CIRCC
Richard Campbell, CPC-A
Ronni J Knight, CPC, CRC
Ryanna Matalote Javier, CPC-A
Samantha Martin, CPC-A
Samuel Senft, CPC-A
Sara Kall, CPC-A
Sue-Lynn Akuna Grant, CPC, CPMA

CPC®CPCCPC
Aaron Perretta, CPC
Aderonke Chipalo, CPC
Adrianna Tilton, CPC
Ahmed Maqbool, CPC
Ajit Kumar, COC, CPC
Alicia McNair, CPC
Allison Oneil, CPC
Alvin Jagrup, CPC
Amanda Ann Wagner, CPC
Amanda Good, COC, CPC
Amy Abernathy, CPC
Ana Marie Whipple, CPC
Andrea Mosley, CPC
Andrea Porras, CPC
Angela Schuman Velarde, CPC
Anh Nguyen, CPC
Ani Dikranian, CPC
Anna McAdam, COC, CPC, CPC-P, CCC, 

CEMC
Annette Harris, CPC
April Rando, COC, CPC
Ariannys Guerra, CPC
Arslan Rashid, CPC
Ashley Newsome, CPC
Ava Folse, CPC
Barbara Brannan, CPC
Barbara Morgan, CPC
Beatriz Bell, CPC
Becky A Daley, CPC
Becky Garrison, CPC
Becky Roberts, CPC
Betty Anderson, CPC
Blanca Morales, CPC
Bonita Jantz, CPC
Bonnie Rogers, CPC
Brian Matthew Cogdill, CPC, CRC
Brianne Leverenz, COC
Brittany Pendleton, CPC

Brynn Page, CPC
Candice Sauerwein, CPC
Carol Kudlak, CPC
Carol Weedon, CPC
Carole Devos, CPC, CPMA
Carolina Ricaurte, CPC
Carolyn J Artis, CPC, CIRCC
Carrie Courchaine, CPC
Cassandra Renee LaCour, COC, CPC, 

CPMA
Chantale Roberts, CPC
Charlene Jones, CPC
Charon T Jones-Allen, CPC
Chasity Butler, CPC
Cheryl De Los Santos, CPC
Cheryl Marie Clarke, COC, CPC
Christina Doak, CPC
Christina Johnson, CPC, CPEDC
Christina Norkett, CPC
Christine Durnan, CPC
Colleen Callow, COC, CPC, CPC-P
Colleen Patricia Miller, CPC
Courtney Borsody, CPC
Crespina Santiago, CPC
Cyndie Gelroth, CPC
Cynthia Noblin, CPC
Cynthia Santiago, CPC
Daniella Labonog, CPC
Danielle Nicole Beaudry, CPC
Darlene Sharon Pizarro, CPC
Darlene Wood, CPC
Dawn Christine Jackson-Clampett, CPC
Deanna N May, COC
Deanna Rae Anderson, CPC, CPC-P
Debbie Perasso, CPC
Debbie Viig, CPC
Deborah Faller, CPC
Deborah Perdue, COC
Deborah Sorg, COC, CPC, CPC-P
Deirdre Revelee, CPC
Denise Thrush, CPC
Deorey Schneider, CPC
Derek Taylor, CPC
Diane Bourgeois, CPC
Diane White, CPC
Divina Hill, CPC
Donna Houston, CPC
Donna Parker, CPC
Donnetta Hope Handsor, CPC
Dorothy Marie Burnstad, CPC
Elaina M Claudio, CPC
Elaine Hawk, COC
Elisabeth Poma, CPC
Elizabeth Vasquez, CPC
Elizabeth Z Mosca, CPC
Erika Janssen, CPC
Falon McGhee, COC, CPC
Felecia Frank, CPC
Fotini Sposato, CPC
Gabriela Bucek, COC, CPC
Ganesh Thangavelu, CPC
Genie Ross Briggs, CPC
Ginger James, CPC, CPB
Govinda Raju M, CPC
Heather Piper, CPC
Heather Werkman, CPC
Helen Camilo, COC, CPC
Helen Cregan, CPC
Helen Lindsey Huff, CPC
Helen Stoller, CPC
Irene Valenzuela, CPC
Jacqueline Etter, CPC
Janet Collett, CPC
Jasmine D. Fennell, CPC
Jasmine Scheffer, CPC
Jeanette Arnold, CPC
Jeanne Marie Lombardo, CPC, CPC-P, CPB
Jenell Shields, CPC

Jennifer Ceschan, CPC
Jennifer Chaidez, COC, CPC
Jennifer Dixon, CPC
Jennifer Fu, CPC
Jennifer Heath, CPC, CPMA
Jennifer Larson, CPC
Jennifer McDonald, CPC
Jennifer Sok, CPC
Jennifer Wall, CPC
Jeri Kay Trueblood, CPC
Jessica Bojan, COC, CPC, CPB
Jessica Cook Harrison, CPC
Jessica Foreman, CPC
Jessica Knapp, CPC
Jessica Watson, CPC
Jody Rocca, CPC
Joginder Singh, CPC
John Crescenti, COC, CPC
John Miley, CPC-P
John Swartzbaugh, CPC
Jorge Lacher, CPC
Judian Colon-Marrero, CPC
Julie D’Epifanio, CPC
Julie Houghmaster, CPC
Julie Penn, CPC
Juliett D Edwards, CPC
Kalliopi Amaxopoulos, CPC
Kamal Kishore Allurkar, CPC
Karen Jones, CPC
Karen L Roybal, CPC
Karolina Mikhailenkov, CPC
Katharine Burnett, CPC
Kathie Lemme, CPC
Kathleen Spencer, CPC
Kathy Harkins, CPC
Katrina Crissen, CPC
Katrina Maag, CPC
Katy B. Smith, CPC
Kayla Wardle, CPC
Kekaulike Dabis, CPC
Kelly Ditsche, COC, CPC
Kelly Lee Nopper, CPC
Kelly McCormick, CPC, CPC-P
Kendal Weber, CPC
Kenneth Schaecher MD, CPC
Kenyetta Lavia Livingston, CPC
Kimberly Cuccurullo, COC
Kimberly Edwards, CPC
Kimberly Long, CPC
Kimberly Sliwinski, CPC
Kimberly Thomas, COC
Kimberly Timko, CPC, CEMC
Kimberly Wallace, CPC
Klarissa Kuhn, CPC, CPC-P
Kristi Hale, CPC
Lacie Heston, CPC
Lance Cornuet, COC
Laramie James Scott, CPC
Lashonda Williams, CPC
LaTongia Jenkins, CPC
Laura Roberson, CPC
Lauren Archer, CPC
Lauren Fister, CPC
Leah Blackstone, CPC
Leslie James, COC
Leslie Robinson, CPC
Lilia Rosa Lopez, CPC
Linda Wisdom, CPC
Linda Moore, CPC
Lindsay Gorsuch, CPC
Lisa A Tavares, CPC
Lisa King, CPC
Lisa Steichen, CPC
Lisa Young, CPC, CGSC
Lois Izzicupo, COC
Lori Suarez, CPC
Mabel Goessinger, CPC
Mackenzie Wille, CPC

Manuel Gomez, CPC
Manuel De Jesus Grullon, CPC
Marcus Christian, CPC
Margaret (Margie) H Heape, CPC
Margaret Kistner, CPC
Maria Cardoso, CPC
Maria Panico-Barbato, CPC
Maria Z Sanchez, CPC
Mariana Edwards, CPC
Martha Guerrette, CPC
Marti Long, CPC
Mary Underwood, COC, CPC, CPC-P
Matina Quiles, CPC
Maureen Solon, CPC
Mayra Burns, CPC
Melissa McDaniel, CPC
Melissa Pereira, COC, CPC
Melyssa Roberts, CPC
Michael Thomas Braden, CPC
Michelle Keller, CPC
Mindy Friedrich, CPC
Mitze Segers, CPC
Monica Rich-Coleman, CPC
Nallathambi Venkatachalam, CPC
Nanayo Wada Minucci, CPC
Nancy Bannon, CPC
Nanh Howe, CPC
Naseem Babwani, CPC
Nicolle Denise Avila, CPC
Nikia Fields, CPC
Oneka Pieters, COC
Onyinyechi Dorothy Nwolisa, CPC
Pamela Chastain, CPC
Pamela G Sule, CPC
Pamela J Petak, CPC
Pamela Pauline Biase, CPC
Parita Patel, CPC
Patty Leber, CPC
Pauline Margetson, CPC, CPB, CPPM
Penny Shisler, CPC
Phyllis M Harried, CPC
Priscilla Petriches, CPC
Ranju Kesavan, CPC
Raquliah Vanzant, CPC
Reba Barnes, CPC
Reba Barrow, CPC
Reeham Neshiwat, CPC
Regina Glover, CPC
Rehab R Mohamed, CPC
Renetta Houston-Hollingsworth, CPC
Rhonda Webb, CPC
Rita L Barnard, CPC
Robin Walker, CPC
Rodelia Langit Nuqui, CPC
Romina Brawn, CPC
Ronnah G. Hernandez, CPC, CPB
Ruby Marshall, CPC
Sagar Shrivastav, CPC
Sai Krishnan, COC
Sandra Mairena, CPC
Sandy Yauck-Alonzo, CPC
Sara Dianne Fisher, COC
Sareenbabu Dasari, COC
Savannah Steiner, CPC
Shana Cannon, CPC
Sharon Childress, COC, CPC
Sharron Lane Predix, COC, CPC
Shauna Roefer, CPC
Sheila King, CPC
Shelby Baker, CPC
Shelley Jackson, COC
Sheri Curtis, CPC
Sherry Deuell, CPC
Sherry L. Roll, CPC
Sherry Parker, COC, CPC
Sridhar Reddy Nalla, CPC
Staci Osterman, CPC
Stephanie Beck, CPC

Stephanie L Ramos, CPC
Stephanie Thomas, CPC, CPC-P
Suzanne M Christoffer, CPC
Tammy Norville, CPC
Tammy Thomas, COC, CPC
Tanya Saunders, COC, CPC
Tara Bartholomew, CPC
Tara Hay-Dusanek, CPC
Tawanna Williams Wilson, CPC
Tena S Brown, CPC
Teresa Marie Thomas, CPC
Terri Crawford, CPC
Tiffany Mercer, CPC
Tiffany Smith, CPC
Toni Merriott, CPC
Viktoriya Rebrik, CPC
Wendy Borowy, COC, CPC
Wendy Schmerse, CPC
Yanelis Trujillo, CPC
Yisel Palacios, CPC
Zenithea Hardy, CPC

ApprenticeApprenticeApprentice
Abhishek Singh, CPC-A
Abrar ul haq Yasin, CPC-A
Ada Cheung, CPC-A
Adamaris Diaz-Quiles, CPC-A
Adreana Nichols, CPC-A
Adrian Badua, CPC-A
Adrian Jason Estolas, CPC-A
Adrian Miguel Lunaria, CPC-A
Adwoa A Kwayie, CPC-A
Afshana Ashraf, CPC-A
Agnieszka Working, CPC-A
Ajay Kothari, CPC-A
Ajitha Bygari, CPC-A
Akua-Ansomaa Anokye, COC-A
Alex Bayoff, CPC-A
Alexander Rodriquez, CPC-A
Alicia Hall, CPC-A
Alicia Maples, CPC-A
Alicia Plavsic, CPC-A
Alicia Vital, COC-A, CPC-A
Allison King, COC-A, CPC-A
Allison Porche, CPC-A
Alva Lambert, CPC-A
Amanda L Shaw, CPC-A
Amanda Leigh Magruder, CPC-A
Amanda Mitchell, CPC-A
Amanda Pipkin, CPC-A
Amber Brown, CPC-A
Amber Finch, CPC-A
Amlipur Arthi, CPC-A
Amreen Safi, COC-A, CPC-A
Amreen Safi, COC-A, CPC-A
Amy M Arena, CPC-A
Amy M Maro, CPC-A
Amy Pruett, CPC-A
Ana Barrientos, CPC-A
Ana M Lopez, CPC-A
Ana Stropnik, CPC-A
Analiza Vicente, CPC-A
Anchal Rani, CPC-A
Andrea Baker, CPC-A
Andrea Hassenstab, CPC-A
Andrea Kelley, CPC-A
Andrea Labar, CPC-A
Andrea Marie Wasilkowski, CPC-A
Andres Mesa, CPC-A
Angela Cronin, CPC-A
Angela Devlin, CPC-A
Angela Fuerst, CPC-A
Angela Gray, CPC-A
Angela Torres, CPC-A
Angelo Dela Cruz Alonzo, CPC-A



www.aapc.com January 2016 63

NEWLY CREDENTIALED MEMBERS
Angie Eathorne, CPC-A
Anish Chandrakant Rao, CPC-A
Anita Sety, CPC-A
Anitha Kamaraj, CPC-A
Anju Jibu, CPC-A
Ann L Wallace, CPC-A
Ann Marie Grillo, CPC-A
Ann Marris Combalicer, CPC-A
Anna Burnham, COC-A
Anna McCart, CPC-A
Anna Pannier, CPC-A
Anna Sue Baker, CPC-A
Annalakshmi Kumar, CPC-A
Annaleah Raymundo, CPC-A
Anne Cammack, CPC-A
Anne Paulin, CPC-A
Annette Elliott-Spone, CPC-A
Anthony Dacpano, CPC-A
Anthony DiMeo, CPC-A
Antonio Franco Manuel Abad, CPC-A
Anuj Verma., CPC-A
Apoorva Mule, CPC-A
April Korpi, CPC-A
April Lawson, CPC-A
Aran Kenneth Quejada, CPC-A
Ariana Granda, CPC-A
Arielle Kathleen Osborn, CPC-A
Arignar Subramaniam, CPC-A
Aristopher Bo, CPC-A
Arlene Williams, COC-A
Arulkumar Rajendran, CPC-A
Arulselvan Rajendran, COC-A
Arun Mozhi Selvam Balachander, CPC-A
Asha Kattedath Aravindakshan, CPC-A
Ashlee Herrera, CPC-A
Ashley Brown, CPC-A
Ashley Carver, CPC-A
Ashley Cuevas, CPC-A
Ashley M Bowen, CPC-A
Ashley Odom, CPC-A
Ashley Rainville, CPC-A
Ashley Swint, CPC-A
Ashok Kumar G, CPC-A
Asma Begum, CPC-A
Asokkumar Chandran, COC-A
Aswathi Jidin, CPC-A
Avinash Kumar, CPC-A
Aye Nandi, COC-A
Ayman Yahya Timea, CPC-A
Bakkiyalakshmi Veeraputhirasamy, CPC-A
Bandela Nirmala, CPC-A
Barani Selvaraj, CPC-A
Barbara Kaporch, CPC-A
Barbara Reyes, CPC-A
Barbara Roberts, CPC-A
Baseema Krkoska, CPC-A
Bathula Raju, COC-A
Beena Joseph, CPC-A
Belinda Charmaine Thompson, CPC-A
Belinda Green, CPC-A
Belinda Paulino, CPC-A
Bernadette Corpuz, CPC-A
Bernadette Raymundo, CPC-A
Bethany Jonap, CPC-A
Bethany King, CPC-A
Bethany Wolfrath, CPC-A
Bharti Tyagi, CPC-A
Bhavana Chaudhary, CPC-A
Bhawna Singh, CPC-A
Bheemarthi Chandrakanth, CPC-A
Bhuvaneswari Soundarajan K, CPC-A
Bianca Gomez Cadena, CPC-A
Billie Jo Saunders, CPC-A
Birgit Long, CPC-A
Bishwajit Roul, COC-A
Bobbi Hager, CPC-A
Bobby Cole, CPC-A, CIRCC
Bradley Albert Mann, CPC-A

Brandi Douglas, CPC-A
Breana Austin, CPC-A
Brenda Beal, CPC-A
Brenda Phelps, CPC-A
Brenda Zucaro, CPC-A, CPB
Brian Smith, CPC-A
Bridget Tiu, CPC-A
Brigitte Schauer, CPC-A
Britni Bybee, CPC-A
Brittany Akin, CPC-A
Brittany Munzlinger, CPC-A
Brittany Prater, CPC-A
Brittney Barnard, CPC-A
Byron Escover, CPC-A
C.V. Rajesh, CPC-A
Camellia Ingelin, CPC-A
Candy Young, CPC-A
Carey Snaza, CPC-A
Carla Dinglasan Milanes, CPC-A
Carlos Polanco, CPC-A
Carol Cox, CPC-A
Carol Raab, CPC-A
Carole Clark, CPC-A
Carolyn D Efries, COC-A
Carolyn Glover, CPC-A
Carolyn Jeffrey, CPC-A
Carri Aguiar, CPC-A
Carrie M Perry, CPC-A
Casey Deacon, CPC-A
Cassandra M Sieja, CPC-A
Cassidy Taylor, CPC-A
Catherine Green, CPC-A
Catherine Kennedy, CPC-A
Catherine Suja, CPC-A
Cathryn Flinn, CPC-A
Cathy Cotton, CPC-A
Cathy Wetmore, CPC-A
Cecilia Avalos, CPC-A
Cecilia Yonzon, CPC-A
Celeste Kotico, CPC-A
Celeste Lee, CPC-A
Ch. Rajkumar, CPC-A
Chagala Srujana, COC-A
Chakali Venkata Sivudu, COC-A
Chakravarthy Sanampudi, CPC-A
Chandana Shiva Shankar, COC-A
Chandrakanta Parida, COC-A
Chandramathi Samuvel, COC-A
Charisse Greene, COC-A
Charlotte McLaughlin, CPC-A
Chelsea Miller, CPC-A
Chelsea Roe, CPC-A
Cherice Carter, CPC-A
Cherry Rose Colao, CPC-A
Cheryl McIntyre, CPC-A
Chinthakayala Vinod Kumar, CPC-A
Christian White, CPC-A
Christina Guthrie, CPC-A
Christina Rushing, CPC-A
Christina Whittler, CPC-A
Christine A Gerard, CPC-A
Christine Akana, CPC-A
Christine Boyd-Hain, CPC-A
Christine Ekena Yoshimura, CPC-A
Christine McPeak, CPC-A
Christine Vu, CPC-A
Christy Gunther, CPC-A
Christy Lesko, CPC-A
Christy Picard, CPC-A
Chrstina Provost, CPC-A
Cimi Madathiparambil Xavier, CPC-A
Cindy Donarski, CPC-A
Cindy M Wheeler, CPC-A
Cindy O’Brien, CPC-A
Cindy Wright, CPC-A
Clara Alston, CPC-A
Claudia Rivas, CPC-A
Colleen Battista, CPC-A

Colleen Szczur, CPC-A
Colleen Zambello, CPC-A
Connie Gehin, CPC-A
Corinna M Cusano, CPC-A
Courtney Gregory, CPC-A, CPB
Craig Peterson, CPC-A
Crisanta Wampole, COC-A, CPC-A
Crystal D. Goodman, CPC-A
Crystal Tompkins, CPC-A
Cynthia S Sparrow, CPC-A
D. Gayatri, CPC-A
D. Nagesh, CPC-A
Danica Rose Ramiscal, CPC-A
Daniel Childers, CPC-A
Daniel Lacey, CPC-A
Danielle M Martelle, CPC-A
Danielle Salamida, CPC-A
Darleen Vecchio, COC-A
David Anderson, CPC-A
David Guy, CPC-A
David John O’Donnell, CPC-A
David Patrick Craven, CPC-A
Dawn Gregory, CPC-A
Dawn M Whitis, CPC-A
Dawn Matthews, CPC-A
Dayle Montague, CPC-A
DeAnna Vitali-Pearson, CPC-A
Debashish Mahali, COC-A
Deborah Andrews, CPC-A
Deborah Bebow, CPC-A
Deborah Cochran, CPC-A
Deborah Evans, CPC-A
Deborah Hayden, CPC-A
Deborah Priebe, CPC-A
Deborah Wolf, CPC-A
Deena Godding, COC-A
Deepa Sekar, COC-A
Deidre Council, CPC-A
Dena Washington-Williams, CPC-A
Denise Ahlo, CPC-A
Denise Baldwin, CPC-A
Denise Evans, CPC-P-A
Denise Montiel, CPC-A
Desiree Ann Garcia, CPC-A
Devin Price, CPC-A
Dharmendran Vijayakumar, CPC-A
Dheeraj Pandey, CPC-A
Diana May Briones, CPC-A
Diane Drumm, COC-A
Dianne Osborne, CPC-A
Dimple, COC-A
Dinendra Singh Negi, CPC-A
Dinesh Tiwari, CPC-A
Dipti Jindal, CPC-A
Divya K P, COC-A
Divya Pulakarapu, CPC-A
Dixie Olaguera Lao, CPC-A
Dolamani Sahu, CPC-A
Donielle R Clayton, CPC-A
Donna England, CPC-A
Donna Hepper, CPC-A
Donna Mitchell, CPC-A
Donna Williams, CPC-A
Donnie Marie Capuchino, CPC-A
Dora L Hartford, CPC-A
Dr. Shazia Naaz Syed Musthafa, CPC-A
Dr. Sheeba Anil, CPC-A
Durlabh Verma, CPC-A
Dylan Caballes, CPC-A
Edgar Villamil, CPC-A
Eleanor Bailey, CPC-A
Elecia Lindo, CPC-A
Elham Sebti, CPC-A
Elisa Grisel Torres, CPC-A
Elisa Molina, CPC-A
Elizabeth Carmona, CPC-A
Elizabeth Curnane, CPC-A
Elizabeth DeBrower, CPC-A

Elizabeth McElroy, CPC-A
Elizabeth Nguyen, CPC-A
Ellerichel Joane Martinez, CPC-A
Emily Beeson, CPC-A
Emily Cox, CPC-A
Emily Elizabeth Nicholson, CPC-A
Emily Sceli, CPC-A
Eric Farrington, CPC-A
Eric Joseph Guevara Buenaobra, CPC-A
Erica Morgan, CPC-A
Erica Thomas, CPC-A
Erin Lynn Fickenscher, CPC-A
Erin Marie Masonholder, CPC-A
Estelle Love Sarena Romero, CPC-A
Eva Hearn, CPC-A
Ewa Szczerbaniewicz, COC-A
Farha Mohammed, COC-A
Fatima Fortaleza, CPC-A
Fatma Hoxhallari, CPC-A
Faye Canter, CPC-A
Fe Pura Madlansacay, CPC-A
Felicia D Horton, CPC-A
Flannery Harris, CPC-A
Flor Amaya, CPC-A
Frances Kipka, CPC-A
Francis Fabic, CPC-A
Francisco J Castorena, CPC-A
G. Koteswara Rao, CPC-A
Gabriela Mitrache, CPC-A
Gajalakshmi Bathala, CPC-A
Gangasani Mahesh, CPC-A
Gaurav Banerjee, CPC-A
Gaurav Chaudhary, CPC-A
Gaurav Talekar, CPC-A
Geoffrey Stoller, CPC-A
Georgia Williams, CPC-A
Georgina Flack, CPC-A
Geraisy Perdomo, CPC-A
Gerald Callilao Blanza, CPC-A
Geraldine Chiappetta, CPC-A
Geralynn Legaspi, CPC-A
Ginger Dennis, CPC-A
Giovanna Calderon, CPC-A
Glenn Catubao Regondola, CPC-A
Gloria Cooper, CPC-A
Gloria E Bussell, CPC-A
Gopabandhu Sahoo, CPC-A
Gopu Vamshi Krishna, CPC-A
Gorantala VidyaSagar, COC-A
Grace Lemana, CPC-A
Hailey Smith, CPC-A
Hanumantha Reddy, CPC-A
Harold Magtoto, CPC-A
Haroon Peter, CPC-A
Harsha Vardhan, CPC-A
Hasila K. H., CPC-A
Heather Kristen Sharma, CPC-A
Heather Kubes, CPC-A
Heather Lynn Chelko, CPC-A
Heidi Wills, CPC-A
Hemanta Kumar Sahu, CPC-A
Hemchand Udayagiri, CPC-A
Henjie De Leon, CPC-A
Holly Gonzalez, CPC-A
Holly Hanifee, CPC-A
Holly M Long, CPC-A
Holly Thurman, CPC-A
Hymavati Akula, COC-A
Imran Shaikh, COC-A, CPC-A
Ishita Maheshwari, CPC-A
Ivana Cvitan, CPC-A
J Pavithra, COC-A
Jackie Ragano, CPC-A
Jacklyn Day, CPC-A
Jackson Jones, CPC-A
Jackulin Selvi, COC-A
Jacqueline B. Hofler, CPC-A
Jacqueline Hill, CPC-A

Jacqueline Linhares, CPC-A
Jacqueline Marie Schmid, CPC-A
Jahaira Suarez, CPC-A
Jahmeala Dawes, CPC-A
Jailan S, COC-A
Jaime Gillies, CPC-A
Jaime Mastromonica, CPC-A
Jami Jeffries, CPC-A
Jamie Bean, CPC-A
Jamie Diaz, CPC-A
Jamie Triplett, CPC-A
Jamy Pulliam, CPC-A
Jan Lester Mariano, CPC-A
Jan M Schickling, CPC-A
Janelle Griffith-Shields, CPC-A
Janet Hughes, CPC-A
Janette Bernal, CPC-A
Jasmine Emery, CPC-A
Jasmine Releford, CPC-A
Jason D Jones, CPC-A, CPB
Jatoi Johnson, CPC-A
Jay Paul Gordon, CPC-A
Jaya Vinoth J, COC-A
Jayant Surse, CPC-A
Jayaram Prasad G, CPC-A
Jeanette Wall, CPC-A
Jeanne T Nantista, CPC-A
Jeannie Eberle, CPC-A
Jeethu Varkey, CPC-A
Jelena Nikodinovic, CPC-A
Jenifer Hibben, CPC-A
Jenn Seyfang, CPC-A
Jennee Tran, COC-A
Jennifer Ahern, CPC-A
Jennifer Bemisdarfer, CPC-A
Jennifer Breitbarth, CPC-A
Jennifer Follin, CPC-A
Jennifer Hoff, CPC-A
Jennifer Kraynack, CPC-A
Jennifer Lappas, CPC-A
Jennifer Lee, CPC-A
Jennifer Merkel, CPC-A
Jennifer Roberts, CPC-A
Jenny Almonidovar, CPC-A
Jenny Guzman, CPC-A
Jenny Hernandez, CPC-A
Jenny Kasacjak, CPC-A
Jenny N Stover, CPC-A
Jenny Perlas Andanza, CPC-A
Jernie Arquizar, CPC-A
Jessenia Lazara Lopez, CPC-A
Jessica Costa, CPC-A
Jessica Dare, CPC-A
Jessica Horne, CPC-A
Jessica Stiening, CPC-A
Jessica Weiskircher, CPC-A
Jillian A Kundert, CPC-A
Jo Anne Troyo, CPC-A
Joan Hazel Mempin, CPC-A
Joan M Hannis Gerfen, CPC-A
Joan Swanson, CPC-A
Jocelyn Rambacud, CPC-A
Jodi Mott, CPC-A
Jogula Dhana Lakshmi, CPC-A
John Karlo Cortez, CPC-A
John Paul Obero, CPC-A
Jolly Abraham, CPC-A
Jonalee Rubic, CPC-A
Jonalyn Palmones, CPC-A
Joni Cleary, CPC-A
Joni James, CPC-A
Jorge Paolo Angeles Pajarillo, CPC-A
Jose Benito Parayno, CPC-A
Joseph Silva, COC-A, CPC-A
Josephine Pascale, COC-A, CPC-A
Joshua Carlo Yap, CPC-A
Joshua McElrath, CPC-A
Josie Angela Dela Cruz, CPC-A
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Joy Kelly, CPC-A
Joyce Clarisse Palaylay, CPC-A
Joyce Scanlon, CPC-A
Juan Kamuca, CPC-A
Judi Roster, CPC-A
Judy Brandt, CPC-A
Judy Platt, CPC-A
Julian Maligaya, CPC-A
Julie Ann Hernandez, CPC-A
Julie Gillis, CPC-A
Julie Pogue, CPC-A
Julie Smith, CPC-A
Julie Speer, COC-A
Julie White, COC-A
Julija Buivydaite-York, CPC-A
June Katrina Castro, CPC-A
Justin Nomar Javier, CPC-A
Kadam Balaji, CPC-A
Kafi Tene’ Quicksey, CPC-A
Kaizar Ahmed Mazumder, CPC-A
Kakani Sajitha, CPC-A
Kamran Momin, CPC-A
Kamuni Shivaprasad, CPC-A
Kandi Klein, CPC-A
Kandy Mueller, COC-A
Kannam Mounika, CPC-A
Kara Davis, CPC-A
Kara McVey, CPC-A, CPMA
Karen Vandzura, CPC-A
Karin Crockett, CPC-A
Karina Lopez Del Castillo, CPC-A
Karina Torres, CPC-A
Karla Mae Ang, CPC-A
Karthik Bentula, CPC-A
Kashara Oliver, CPC-A
Kassandra Novalany, CPC-A
Katarzyna Druchniak, CPC-A
Kathleen M Kumor, COC-A
Kathryn Buchanan, CPC-A
Kathy Delaney, CPC-A
Kathy Denise Seaba, CPC-A
Katie Bishop, CPC-A
Katie O’Shea, CPC-A
Kattie Hyde, CPC-A
Katy Hegg, CPC-A
Kayla Ann Beck, CPC-A
Kayla McKinney, CPC-A
Kaylyn Florey, CPC-A
Kelley McCarter, CPC-A
Kelly Norris, COC-A, CPC-A
Kelly Johnson, CPC-A
Kelly Kalcich, CPC-A
Kelly Mueller, CPC-A
Kelly R Barnett, CPC-A
Kelly R Rixen, CPC-A
Kelly Worth, CPC-A
Ketham Prasad, CPC-A
Kim Dinsmore, CPC-A
Kim Johnson, CPC-A
Kim Ludwig, CPC-A
Kimberly Combs, CPC-A
Kimberly Crnkovich, CPC-A
Kimberly Hoffer, CPC-A
Kimberly Johnson, CPC-A
Kimberly Stark, CPC-A
Kimberly Whiley, CPC-A
Kittima Begier, CPC-A
Kranthi Kumar Nakarakanti, CPC-A
Krista Wright, CPC-A
Kristen Barna, CPC-A
Kristen Good, CPC-A
Kristen Malone, CPC-A
Kristie Anderson, CPC-A
Kristina Bestwick, CPC-A
Kristy LaCaze, CPC-A
Krisztina Feher, CPC-A
Krystal Stoneking, CPC-A
Krystofer M. James, CPC-A

Kuldeep Varma, CPC-A
Kundivakkam Murugan Babu, COC-A
L. Morgan Self, CPC-A
Lakshmi Bommisetti, CPC-A
Lalit Kumar Pradhan, COC-A
Lananh Hoang, CPC-A
Landari Srinidhi, CPC-A
Laura Bissell, CPC-A
Laura Cooley, CPC-A
Laura Hunter, CPC-A
Laura Inderlee, CPC-A
Laura Lankford, CPC-A
Laurel Anderl, CPC-A
Laurel Settles, CPC-A
Lauren Canders, CPC-A
Lauren Reynolds, CPC-A
Laurie Taylor, CPC-A
Lavine A Corp, CPC-A
LeAnne Elaine Warner, CPC-A
Leanne M Harrington, CPC-A
Leigh Su, CPC-A
Lekha Minu ThiyagarajanNallapa, COC-A
Leslie Fay Yabut, CPC-A
Lillian Newcombe, CPC-A
Lily M Tran, CPC-A
Lina Bello, CPC-A
Linda Ayers, CPC-A
Linda Hitchings, CPC-A
Linda Jennings, CPC-A
Linda M Smith, COC-A, CPC-A
Linda Okazaki, CPC-A
Lindsay Benbow, CPC-A
Lindsay Walker, CPC-A
Lindsey Dyer, CPC-A
Lindy Nichols, CPC-A
Linnzey E Pool, CPC-A
Lisa DiNitto, CPC-A
Lisa Honey, CPC-A
Lisa Kuet, COC-A
Lisa M Villasenor, CPC-A
Lisa Mattingly, CPC-A
Lisa Medeiros, CPC-A
Lisa Nanney, CPC-A
Lisa Wiley, CPC-A
Lise Bushee, CPC-A
Liz Martinez, CPC-A
Lizabeth Melendez, CPC-A
Lizy Bright Pachaiyappan, CPC-A
Logan Woodall, CPC-A
Loganayaki Ramu, CPC-A
Lori Alena Smith, CPC-A
Lori Davis, COC-A
Lori Ellingson, CPC-A
Louise Jordan, CPC-A
Lourdes Maria Fernandez, CPC-A
Lourdes Paez, CPC-A
Lourdes Suarez, CPC-A
Luisa Aragon, CPC-A
Lulu Soto, CPC-A
Luzviminda Tejano Hiwatig, CPC-A
Lynda Gano, CPC-A
Lynda Rose Motta, CPC-A
Lynette Haemmerle, CPC-A
Lynn Caplinger, CPC-A
Lynn M Lashley, CPC-A
M Jeanine Ludwig, CPC-A, CPC-P-A
M. Sudhaker, CPC-A
Ma Joralyn Albao, CPC-A
Ma. Leslie Bautista, CPC-A
Madhu Adoni, COC-A
Madhumaran Ramaiyan, COC-A
Madhuri Vilas Jadhav, CPC-A
Magesh Baskaran, CPC-A
Magnolia Mae Surla, CPC-A
Maharaju Narlakonda, COC-A
Mairu Nisha, CPC-A
Malathi Putha, CPC-A
Malgorzata Mikulski, CPC-A

Manasa Tadakapalli, CPC-A
Manaswini Porichha, CPC-A
Manchala Usha Latha, CPC-A
Mandy Pressley, CPC-A
Manju Mathpal, CPC-A
Manjusha Chandran, CPC-A
Margaret Trainor, COC-A
Margie Davis, CPC-A
Maria Bailey, CPC-A
Maria Edith Diaz, CPC-A
Maria Eleanor Santiago Jardiel, CPC-A
Maria Fleming, CPC-A
Maria Langsdon, COC-A
Maria Lourdes Conrada Firmanes, CPC-A
Marie Grabenstetter, CPC-A
Marissa Ebels, CPC-A
Marjee Tarr, COC-A
Mark Anthony Gatan, CPC-A
Mark Nirmal Francis, CPC-A
Marla Hallmark, CPC-A
Marquita Shoulders, CPC-A
Marsha Lou Cotin, CPC-A
Marty Rasmussen, CPC-A
Marva Nitti, CPC-A
Marvin Agullana, CPC-A
Mary Akre, CPC-A
Mary Ann Consolacion Grimaldo, CPC-A
Mary Hoffman, CPC-A
Mary Jayaprakash, COC-A
Mary Kasianowicz, CPC-A
Mary Lieb, CPC-A
Mary Lynn Connor, CPC-A
Mary Renee Parsonage, CPC-A
Mary Salloum, CPC-A
Mary T Gager, CPC-A
Marylyn Barrientos Abaoag, CPC-A
Mashieka Odom, CPC-A
Mathalaselvam Chelladurai, CPC-A
Matthew Bowen, CPC-A
Maureen Conlon, CPC-A
Maye Medina, CPC-A, CRC
Mayuri Kodi, CPC-A
McKenzie E Stewart, CPC-A
Md Faisal Anis, CPC-A
Megan Grant, CPC-A
Megha Mathur, CPC-A
Megha Niraj Oza, CPC-A
Melbert Bones, CPC-A
Melinda Thibodeaux, CPC-A
Melissa Adams, CPC-A
Melissa Burke, CPC-A
Melissa Dupre, CPC-A
Melissa Hale, CPC-A
Melissa Kelly, CPC-A
Melissa Lynn Funk, CPC-A
Melody Bridges, CPC-A
Meredith Stack, CPC-A
Michael Knauff, CPC-A
Michael Limsam, CPC-A
Michael Paul Mones Zambrano, CPC-A
Michael Snider, CPC-A
Michaela Suprun, CPC-A
Micheale Aimee Abaya, CPC-A
Michele Hogan, CPC-A
Michele S Spaulding, CPC-A
Michele Swartz, CPC-A
Michelle Ames, CPC-A
Michelle Johnson, CPC-A
Michelle Lavoie, CPC-A
Michelle Maniglia, CPC-A
Michelle Walker, CPC-A
Millie Kim, CPC-A
Misty Josten, CPC-A
Mohamed Bashir, CPC-A
Mohammad Abdul Azeez, CPC-A
Mohan Govindaraj, COC-A
Mohsin Ahamed Khan, CPC-A
Mollie Montgomery, CPC-A

Monica Deenadayalan, CPC-A
Monica Lynne Luna, CPC-A
Monisha Kunder, CPC-A
Ms Preeti, CPC-A
Mudedla Janani Priya, CPC-A
Mukkamula Mahesh, CPC-A
Murali Kuruva Kuruva, COC-A
Myranda Pike, CPC-A
Nadeem Ahmed, CPC-A
Nadira Korial, CPC-A
Nagarapu Sony, CPC-A
Nagarathna T M, CPC-A
Nancy Bertmeyer, CPC-A
Nancy Binder, CPC-A
Nancy Grob, CPC-A
Nancy L Deason, CPC-A, CSFAC
Naseema Najeeb, CPC-A
Natalie Tolar, CPC-A
NaTasha Welch, CPC-A
Nathan Monroe, COC-A, CPC-A, CPC-P-

A, CPMA, CEMC
Nazeer Nakhlah, COC-A
Neetu Gupta, COC-A, CPC-A
Neha Verma, CPC-A
Nicole Anderson, CPC-A
Nicole Gabriel, CPC-A
Nicole Paiva, CPC-A
Nicole Schoofs, CPC-A
Nikki Lynn Langrehr, CPC-A
Niranjan Solomon, CPC-A
Nisa Analla, CPC-A
Nitin Vilas Kamble, CPC-A
Niveditha Gunamalai, CPC-A
Noel Campbell, CPC-A
Noel Ernesto Pedraza Alonso, CPC-A
Noemi Herrera, CPC-A
Noorjahan Ansari, CPC-A
Nora Rogers, CPC-A
Nora Thompson, CPC-A
Odette Proksch, COC-A
Oksana Gerz, CPC-A
Olga Koryachek, CPC-A, CASCC
Olivia Brown, CPC-A
Owais Ahmed Ainapuri, CPC-A
P. Rajeshwar Reddy, CPC-A
Pamela Bravo, CPC-A
Pamela J Lane, CPC-A
Pamela Kennedy, CPC-A
Pamela McGriffin, CPC-A
Pamela Schultz, CPC-A
Pandi Murugesan S, COC-A
Paola MacCallum, COC-A, CPB
Parthiban Durairaj, COC-A
Paul Godric Mojica, CPC-A
Paul Miles, CPC-A
Paula Cobb, CPC-A
Paulette Walker, CPC-A
Pauline Russell, CPC-A
Pavani Thiriveedi, CPC-A
Peggy England, CPC-A
Peggy Gladieux, CPC-A
Peggy S Hammes, CPC-A
Penny Schlotterbeck, CPC-A
Penny Souder, CPC-A
Percival Ernesto, CPC-A
Peter V Rossow, CPC-A
Phanindra Reddy, COC-A
Phillip Southern, CPC-A
Phyllis Baron, CPC-A
Porsche Eileen Mulherin, CPC-A
Prabaharan S, COC-A
Prabhakar Kumar Singh, COC-A
Prabhakaran Mayilavaganan, COC-A
Prachi Katwate, CPC-A
Pradeep Banyal, CPC-A
Pradnya Ashok Gaikwad, CPC-A
Pramod Kumar, CPC-A
Prasad Babu Kotipalli, CPC-A

Prashanth Shukla, CPC-A
Princess Aissa Dela Cruz, CPC-A
Priscilla McDonald, CPC-A
Priya Abhilash, COC-A
Priyanka Chintala, CPC-A
Priyanka Padmanaban, CPC-A
Prodip Mazumder, CPC-A
Pulipati Prathyusha, CPC-A
Punitha Vilvamani, COC-A
Qing Taylor, CPC-A
Rachael Bolte, CPC-A
Rachel Burns, CPC-A
Rachelle Castigliego, CPC-A
Raghavender Vempati, CPC-A
Raghuramachandra Rao Korada, CPC-A
Ram Kumar Gnanamani, COC-A
Ramona Jean Robb, CPC-A
Ranjith Pudari, COC-A
Rashele Schowalter, CPC-A
Rebecca Cameron, COC-A
Rebecca Gould, CPC-A
Rebecca Somers, CPC-A
Rebecca Whitlock, CPC-A
Reema Gupta, CPC-A
Reena Choudhury, COC-A
Reina Isabel Bravo, CPC-A
Renaya Camacho, CPC-A
Reshma Ramesh, CPC-A
Reshma Shaikh, CPC-A
Revathi Bantu, CPC-A
Rex Scott Paran Bayson, CPC-A
Rey Joseph Pizaña, CPC-A
Rhodina Carmen Smith, CPC-A
Rhonda Berlin, CPC-A
Rhonda Ferriman, CPC-A
Richa Kalra Kapoor, CPC-A
Richard Campbell, CPC-A
Rifanabanu Mohamed, COC-A
Rinku N/A, COC-A
Rinky Maurya, CPC-A
Riozamay Causapin, CPC-A
Rita Johnson, CPC-A
Rita Roback, CPC-A
Robert Mcgoff III, CPC-A
Robert Yaniz, CPC-A
Robin Dossey, CPC-A
Robin Ingram, CPC-A
Robin Lewis, CPC-A
Robin Thomas Mathews, CPC-A
Robin Willis, CPC-A
Robyn Craig, CPC-A
Rochelle W Walker, CPC-A
Ronalyn Lirazan, CPC-A
Ronel Petit, CPC-A
Roopali Kumar, COC-A
Rosa Lachan Wylie, CPC-A
Rose Gori, CPC-A
Rosevi Mee Ravelas, CPC-A
Rosio Isabel Valenzuela Ortiz, CPC-A
Rosypriyanga Vedamanickam, CPC-A
Rubi Cabugos Sta Maria, CPC-A
Ruby Joyce Bautista, CPC-A
Ryan Beom Kim, CPC-A
Sabrin Hajara Aburaja, CPC-A
Saikiran S, COC-A
Salman Jaaved, CPC-A
Saloni Durgapal, CPC-A
Sandeep Singh, CPC-A
Sandhiya Raju, CPC-A
Sandhya Gollamuri, CPC-A
Sandhya Mulchandani, COC-A
Sandra A Steffenhagen, CPC-A
Sandra Hernandez, CPC-A
Sandy Malaise, CPC-A
Sang Woon Lee, CPC-A
Sara Marie Petrocelli, CPC-A
Sarah Boyd, CPC-A
Sarah Farley, CPC-A
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Sarah Wellborn, CPC-A, CEMC
Saranya Krishnam Raju, CPC-A
Sarie Voss, CPC-A
Sathishkumar Vaithilingam, COC-A
Sathiyamoorthi M, COC-A
Sathiyapriya Ramraj, CPC-A
Sathya Kumaran, CPC-A
Satyavardhan Thakur, COC-A, CPC-A
Scott Hendricks, CPC-A
Sean Coles, CPC-A
Selvam Mani, CPC-A
Sethu Raman Mani, CPC-A
Shabana Akbar, CPC-A
Shabira Pratap Reddymasu, COC-A
Shahul Kamal Shaik, COC-A
Shaila Bharatkumar Patel, COC-A, CPC-A
Shalini S, COC-A
Shalini Singa, CPC-A
Shanikumar Gupta, CPC-A
Shanna R Tworek, COC-A
Shannon Flink, CPC-A
Shannon Leigh Whitcomb-Ayers, CPC-A
Shannon Marie Stypick-Maxwell, CPC-A
Shannon Marie Wagoner, CPC-A
Shannon Nicole Saunders, CPC-A
Shannon Salvador, CPC-A
Shanon Kole LPN, CPC-A
Sharon Sipe, CPC-A
Shashank Gundugollu, CPC-A
Sheeba S Warrier, CPC-A
Sheik Chandini, CPC-A
Shelby Lynne Stich, CPC-A
Shelley Harris, CPC-A
Sheryl Ann Judd, CPC-A
Sheryl Sullivan, CPC-A
Shini Dinakaran, CPC-A
Shipra Gupta, CPC-A
Shiva Gupta, CPC-A
Shravan Shetty, CPC-A
Shrikant Kamble, CPC-A
Shrilakshmi Udupa, CPC-A
Silvia Shambo, CPC-A
Sindhu Sayagavi, CPC-A
Sinto Lawrence, CPC-A
Sirasanagandla Ballaxmi, CPC-A
Sirisha Alati, COC-A
Siva Kiran Chimakurthi, CPC-A
Siva Perumal, COC-A
Sivakumar Punniyakotti, COC-A
Sivanthi Dani Francis Daniel, CPC-A
Smita Arun Ghodke, CPC-A
Smith L Deborah, CPC-A
Smitha Sudarsanan, c/o Sujith Bahu-

layan, CPC-A
Soundar Rajan, CPC-A
Sourav Singha Roy, COC-A
Sravya Sarvadevabhatla, CPC-A
Sreelekshmi Pillai, CPC-A
Srinivasarao Polukonda, CPC-A
Sriram Siva Sankar, COC-A
Stacy Deangelo, CPC-A
Stacy Hebbard, CPC-A
Stefany Ashenfelter, CPC-A
Stephanie Abercrombie, CPC-A
Stephanie Aschenbrenner, COC-A
Stephanie Binegar, CPC-A
Stephanie Davis, CPC-A
Stephanie Eames, CPC-A
Stephanie Hicks, CPC-A
Steven Daniel Coles, CPC-A
Suchi Thakkar, CPC-A
Sugriv Chamwad, CPC-A
Sujana Kuttian, CPC-A
Sujitha Mandati, CPC-A
Sukithra K, CPC-A
Suma Puthumbaka, CPC-A
Sumitha Philip, CPC-A
Summer Watson, CPC-A

Sundari Kartheek, CPC-A
Supriya Mohanty, CPC-A
Supriya Singh O, CPC-A
Suresh Balaraman, COC-A
Susan Emily Cseh, COC-A
Susan Ramsey, CPC-A
Susan Souza, CPC-A
Susan Stone, CPC-A
Susan Wiley, CPC-A
Susana Patricia Garcia, CPC-A
Sushma Basavaraj, CPC-A
Suzanne Brecke, CPC-A
Suzanne Mercado, CPC-A
Svitlana Orishchenko, CPC-A
Swenitha Josyula, CPC-A
Sylvia Franke, CPC-A
Sylvia Lynn Ovesen, CPC-A
T.C. Srinivasan, CPC-A
Tajia Arno, CPC-A
Taliah Ellison, CPC-A
Tamara Gayle, CPC-A
Tamera Butler, CPC-A
Tammy DeVane, CPC-A
Tammy Lauzon, CPC-A
Tammy Stanford, CPC-A
Tamsyn Moodie, CPC-A
Tanner Troyer, CPC-A
Tanya Davis, CPC-A
Tara Parsons, CPC-A
Tara Young, CPC-A
Taryn Kippes, CPC-A
Tasha King, CPC-A
Tawny Hansen, CPC-A
Tecia Barrett, CPC-A
Ted Olson, CPC-A
Teegala Saritha, CPC-A
Teresa Milani, CPC-A
Terri L Duhon, COC-A
Terry M Smith, CPC-A
Thavamani Prabhu, CPC-A
Tierra DiazPinto, CPC-A
Tiffany Eason, CPC-A
Tiffany McKinney, CPC-A
Tiffany Peake, CPC-A
Tiffany Pla-Mendiola, CPC-A
Tiffany Shelman, CPC-A
Tiffany Wayman, CPC-A
Tina Delregno, CPC-A
Tina Thomas, CPC-A
Todd Billett, CPC-A
Todd Vandevender, CPC-A
Toni Egan, CPC-A
Tonya McLain, CPC-A, CPB
Tovah Richler, CPC-A
Toya Syndram, CPC-A
Tracey Podsednik, CPC-A
Tracey Sneed, CPC-A
Traci Waltz, CPC-A, COBGC
Traci Wilwerding, CPC-A
Tracy Davison-DiCanto, COC-A
Travia LaShawn Williams, CPC-A
Tricia Hinkle, CPC-A
Trisha Roderick, CPC-A
Trisha Terry, CPC-A
Troy Joseph Episale, CPC-A
Tushar Ranjan, CPC-A
Tyler Levy, CPC-A
Uddisapu Mary Matha, CPC-A
Ueatawan Raleigh, CPC-A
Uma Rani A, CPC-A
Urmila Verma, CPC-A
Ursula Williams, CPC-A
V. Prudhvi Kumar, CPC-A
V.V.V.S.N.U.G. Kumar, CPC-A
Vaibhavi Patil, CPC-A
Valerie Dutka, CPC-A
Valerie Miele, CPC-A
Vanessa Cordova, CPC-A, CEMC

Vanessa Horne, CPC-A
Vardha Maliyakkal, CPC-A
Vassa Novy, COC-A
Veena Vittaladas, CPC-A
Velmajala Rathnakar Reddy, CPC-A
Velmurghan Kamaraj Nadar, CPC-A
Venkateshwar Rao E, COC-A
Victor Mee Teck Mo, CPC-A, CPPM, CRHC
Vijipriya Mohan, COC-A
Vinay Kumar Deshmukh, CPC-A
Vipin Rai, CPC-A
Virginia Erb, CPC-A
Vivian Valdez, CPC-A
Wendell Telcide, CPC-A
Wendy Doles, CPC-A
Wendy Flores, CPC-A
Wendy Graham, CPC-A
William Ramos, CPC-A
Willie Akin, CPC-A
Winnie Azbell, CPC-A
Y. Sankeerthana, CPC-A
Yahima Mendez, CPC-A
Yainelis Herrera Puentes, CPC-A
Yamelis Minoso, CPC-A
Yellareeswari Balanagu, CPC-A
Yolanda Derrell Brown, CPC-A
Yugandhara Patil, CPC-A
Yuthika Mishra, CPC-A

SpecialtiesSpecialtiesSpecialties
Aditya Bonagairi, CIC
Adrianne L Guelfi, CPC, CIRCC
Adrienne Commeree, CPC, CPMA, CEMC
Agnes Hajdys, CPB
Aimee Heckman, CPB, CPPM
Alejandro Gerardo Suarez Fernandez, 

CPC, CPMA, CRC
Alicia Ehle, CPC, CGIC
Alina Choy Perez, CPC, CPMA
Alison Dodds, CPC, CUC
Amanda Carrington, CEDC
Amanda Kane, CPC, CEMC, COBGC
Amanda Lundgren, CPC, CANPC
Amanda Wright, CPC, CRC
Amber Michell Williams, CPC, CEMC
Amy C Pritchett, CPC, CPMA, CPC-I, 

CANPC, CASCC, CEDC, CRC
Amy Cara Santillo Walker, CPC, CEMC
Amy Joy Bacon, CPC, CPB
Amy L Sawyers, CPC, CPMA, CEMC
Amy Rowe, CPC, CPMA
Amy Wodarski, CPC, CPB
Ana Vilma Avalos, CPC, CPMA
Andrea Dominique Klein, CPC, CGIC
Andrea ReNee Moss, CPC, CCC, CEMC
Andrea Riggs, CPC, CPMA, CEMC
Andrew Cho, CRC
Angela Maria Giraldo, CPC, CPMA
Angie Marie Severson-Rasmussen, CPC, 

CPMA
Anita Marie Joseph, CPC, CPMA, CEDC
Anita Smith, CPC, CPB, CPPM
Anna Tarlanyan, CRC
Ansly L Jimenez, CPC, CGSC
Antonia Schacher, CRC
Antonio Babael, CPMA
April Atkins, CPC, CGSC
Arlene Edwards, CPC, CRC
Ashish Kumar Tiwari, CPC, CIC
Ashleigh Mantalvanos, CPC-A, CPB
Ashley Bekemeier, CPC-A, CRC
Ashley Herrera, CPC, CRC
Ashok Balaram, CPC-A, CRC
Audra K Peterson, CPC, CEMC, CGIC, 

CGSC, CHONC

Autumn Hill, CEMC
Babitha Moidunny, CPC-A, CEMC
Barb Rogers, CPC, CRC
Barbara Bracy, CPC, CRC
Barbara Del Rio, CPC, CRC
Barbara Griffis, CPC, CRC
Barby Simmons, CPC, CEMC, CRC
Belkis Echagarrua, CPC, CPMA
Benjamin Sabedra Garcia, CRC
Bethany Fehl, CPC, CRC
Beverly Ann Lewis, CPC, CEMC, CGSC, 

COBGC
Beverly Kujawinski, COC, CPC, CPB, CRC
Bheesetti Hemalatha, CIC
Bonnie Jean Wirth, CPC, CRC
Bonnie Mical, CPC, CPMA
Brenda Lee Galvez Delgado, CPC, CRC
Brian Keegan, CPMA
Brian M Perez, CPC, CIMC
Brigitte Pemberton, CENTC
Britte Purtee, CPC, CASCC
Candace Winters, CPC-A, CPB
Candice McDaniel, COBGC
Carah Kablick, CPB
Carl Andrew Dita, CIC
Carlyn L Kato, CPC, CRC
Carol Ann Walerius, CPC, CRC
Carol Keeney, CPC, CEMC
Carole Devos, CPC, CPMA
Carole Woods, CRC
Carolyn Littlejohn, CEDC
Carrie Jenkins, CPC, CPMA
Carrie Smith Christy, CPC, CEMC
Casandra Steinhaus, CPC-A, CEMC
Cassandra Daniel, CPC, CPMA
Cassaundra Saulsberry, CPC, CPMA
Catherine Bauer Parker, CPC, CPMA, 

CCC
Catherine Evangelista, CPMA
Catherine Randall, COC-A, CIC
Cathleen Sergent, CPC, CRC
Cathy Brown, CPCO
Cecelia Denise Weaver, CPC, COBGC
Chandrasekar S, CPC-A, CPMA
Charice Chase, CPC, CFPC
Charles Lewing, CPPM
Charmien White, CPC, CRC
Chelle L Johnson, CPC, CPCO, CPMA, 

CPPM, CEMC
Cheryl Brooks, CHONC
Cheryl L Ambrosia, CPC, CPCO, CPPM
Cheryl Lindley, CPC, CEMC, CGSC, CRC
Chirashree Lahiri, CPC, CEMC
Christie L Rich, CPC, CRHC
Christie Sheets, COC, CPB
Christina C Corrigan, CPC, CRC
Christina Llampay-Medina, CPC, CPMA
Christina Oliva, CPB
Christine J Breithoff, CPC, CPCO, CRC
Christine Marcelli, CPPM, CSFAC
Christy Wills, CPC, CRC
Cindi Stevens, CPC-A, CEMC
Cindy Fields, CPMA
Cindy Youngs, CPC, CRC
Cintia Alonso, CPC, CHONC
Clarissa Card, CPC, CPMA
Claudia E Heyer, CPC, CRC
Constance R Nuckles, CPC, CPPM
Cora Germany, CPC-A, CRC
Corynn McMurray, CEDC
Courtney A Kahlandt, COC, CPC, COSC
Courtney B Steinback, CRC
Crystal Couture, CPC, CCVTC
Crystal E Whittington, CPC, CPMA
Crystal Eads, CPB
Crystal Kuhlmey, CPC-A, CHONC
Curt Tokach, CPB
Cynthia L Kazda-Horvack, CPC, COBGC

Cynthia Lasnier Unger, CGSC
Cynthia M Castay, CPC, CANPC
Dahimy Avila, CPC, CPMA, CRC
Daisy Frontela, CPC, CPMA, CRC
Dana Eichler, CPC, CPPM
Dana Michelle Dishman, CPC, CRC
Danette Muntz, COC, CPC, CPB, CIC
Danielle Holt, CPC, CPB
Daphne Kasprzak, CPC, CPB, CPMA, 

CPPM
Darla Joy Mayne, CPC, CPPM
Darlene Gill, CPC, CRC
David Petersen, CPC-A, CRC
Dawn Herrington, CPC, CEMC
Deb Monroe, CPC, CEMC
Debby Craven, CPC, CPMA, CPC-I, CRC
Deborah A Springwaldt, COC, CPC, 

CPC-I, CRC
Deborah Celeste Pittman, CPC, CPMA, CRC
Debra Byble, CPC-A, CRC
Debra Flanagan, CRC
Debra P Britt, CPC, CSFAC
Denise Barrett, CPC, CPPM
Denise Debra Wynter, CPC, CEDC
Desiree Calistro, CPB
Dhanesh Kumar Vijayan, CPC, CPPM
Dharani Dabbara, CIC
Diana Rosa Sanchez, CPC, CPMA, CRC
Diane Griego, CPC-A, CPB
Dianna McPherson, CPC, CRC
Dignora Lopez-Perez, CPC, CPMA
Donna D Washington, CPMA
Donna Gorham, CPC-A, CPB, CHONC
Donna J Hoag, CPC, CEMC
Donna Rogers, CPC, CRC
Donna Sue Schneider, CPC, CEMC
Donna Wilkins, CPC, CPMA
Dorinda Vance, CPC, CCVTC
Doris Gonzalez, CPC-A, CPMA
Dorjeri Viamontes, CPC, CPMA
Druva Dale Rosen, CPB, CASCC
Elaine Mary Kohart, CPC, CRC
Elena Barbulescu, CPMA
Elena M Luzarraga, CPC, CPMA, CPC-I, CRC
Elisa Ferrogine, CPC-A, CPMA
Elizabeth Ann Thomsen, CPC, CGIC
Elizabeth Frias, CPC, CPMA, CRC
Elke E Cranfill, CPC, CIRCC, CPMA, 

CEMC, COBGC, CUC
Emilio Davila Agosto, CRC
Emmanuel Viri, CIC
Erin Lynn Cathcart, CRC
Erin P Jackson, CPC, COBGC
Ernesto Velazquez, CPC, CRC
Ernielyn M Santos, CPMA
Esther Vargas, CPC, CPMA
Fang Tong, COC, CPC, CPMA
Fifi Molina, CPMA
Frank Scandariato, CPC, CRC
Gail Dishman, CPC, CRC
Gail E Beaudry-Heuton, COC, CPC, CPMA
Gary Van Court, CPC, CPMA
Gayathri Neruguttu, CPC-A, CIC
Gaye Lynn Werner, CPC, CRC
Girilakshmanareddy Velagala, CIC
Gnanakartheek Reddy Annem, CIC
Gwenda Van Hofwegen, CPC, CRC
Harikrishna Pulimati, CIC
Harlene Calug, CPMA
Heather Colomb, CPC, CIC
Heather D Gatton, COC, CPC, CPC-P, 

CPMA, CFPC, CRHC
Heather Knight, CIC
Heather Valdez-Maki, CPC, CEMC
Heidi Pottgen, CPC-A, CRC
Hilari K Simmons, CPC, CPRC
Himanshu Gupta, CPC-A, CIC
Holly Tidd, CPC, CIMC
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Holly W Frank, CPC, CPMA
Hunter Moreno, CPB
Irina Fonseca, CPC, CPMA
Jaclyn Beverford, CPC, CPCO, CPMA, 

CHONC, COBGC
Jacqueline Alintah, CPC, CRC
Jacqueline Bauer, CPC, CPMA, CPC-I, CRC
Jacqueline Melissa Garcia, CPC, CRC
Jane De Leon, CPC, CRC
Janet T Watson, CPC, CRC
Jannette Roman, CPB
Jaquaysia S. Rhyne, CPC, CPMA, CEDC
Jason Young, CPC, CEMC
Jeanette Andriola-Carr, CPC, CPMA
Jeannette Jones, CPC, CPMA
Jennifer Burlingame, CPC, CEMC
Jennifer Flippin, CPC, CPMA, CEMC
Jennifer Galiczynski, COC-A, CRC
Jennifer L Ferrigno, CPC, CPCO, CPC-I
Jennifer N Siron, COC, CPC, CEDC, CIC
Jennifer Nunez, CPC, CPMA, CPPM
Jennifer Ransdell, CPEDC
Jennifer Riggs, CPC-A, CRC
Jeshelle Festin, CIC
Jesika Royal, CEDC
Jessica Bizier-Nye, CANPC
Jessica Jankowski, CPCO
Jessica Lynn Louis, CPC, CGSC
Jessica Mellick, CPMA
Jessica R Pisca, CPC, CPCO, CPMA, CASCC
Jessica Sharp-Russell, CPC, CCVTC
Jessica St Hilaire, CPC-A, CEMC
Jessica Williams, CPC, CPMA
Jill M Petrusic, CPC, CPMA
Jill O Brien, CPC, CPPM
Jillian Seus, CPPM
Jim Leach, CPMA
Jimasha Shorter, COC, CPC, CPC-I, CRC
Joan Clyne, CPC, CRC
JoAnn Pickett, CPC, CGSC
Joanna Marie Asingua, CIC
Joel Mourlot, CPC-A, CRC
Joesseth Daep, CIC
Johnna Floyd, CPC, CPCO, CPC-P, CPMA, 

CRC
Joleen Somers, CPC-A, CPB
Jolene M Martens, COC, CPC, CPMA
Jose Manuel MD, CPB, CPMA, CFPC
Judy Green, CPC, CGSC
Julia (Nikki) Nicole Vivion, CPC-A, CRC
Julia Kruglova, CPB
Julia Nabiullina, CPC, CPMA
Julie Brown, CPC, CRC
Julie Green, CPC, CPMA
June P Sartori, CPC, CPMA
Juvy Reisert, CPC, CPC-I, CRC
Kalie Bothma, CPC-A, CEDC
Kalvin Ulloa, CPC, CRC
Karekin Karazian, CPC, CPMA
Karen Booth, CRC
Karen Lasnier, CGSC
Karen S Dixey, CPC, CCC
Karren Y Smith, CPC, CCC
Katherine Morrow, CPC-A, COSC
Kathleen A Bailey, CPC, CPCO, CPMA
Kathryn Anne Haid, CPC, CEMC
Kathryn L Williams, CPC, CPMA, CRC
Kathryn Norman, CPPM
Kathy Assink, CHONC
Kathy Villanueva, CPC, CRC
Kayla Register, CPC, CRC
Keerthi Chapalabanda, CIC
Kelly Lynne Johnston, CPC, CPC-P, CEDC, 

CEMC
Kelly Paras, CPC, CPMA, CRC
Kellyn Michelle Provance, CPC, CGSC
Kenneth Cable Camilleis, CPC, CPC-I, 

COSC

Kenya Cruz, CPC-A, CPMA
Kenya Denise Dudley, CPC, CPMA
Kerry Van Nieuwenhuyse, CIC
Keshav Ram, CPC-A, CIC
Kevin B Proffit, CPC, CPPM, CHONC
Kim Bair, COC, CPC, CHONC
Kimberly Pomerantz, CPB
Kimberly Santiago, CPMA
Kirk Grantham, CPC, CPMA
Kristen D Banach, CPC, CRC
Kristen Hurst, CPC, CPMA, CEMC, COSC
Kristen Olguin, CPC, CEMC
Kristen R Lieber, CPC, COSC
Kulandaiprabhu Kulandaivel, CPC, CPMA
Lacee King, CPPM
Lakesha Paige-Joseph, CEDC
Laura A Winger, CPC, CPMA, CEMC, COSC
Laura Clifford-Podolsky, CPC, CPMA
Laura Haggerty, CRC
Laura M Dolyak, COC, CPC, CIRCC, CASCC
Laurie C Udarbe, CPC, CRC
Laurie Louise Stone, CPC, CRC
Laurie Spangler, CPC, CSFAC
Lavelle B Roberts, CPC-A, CRC
LaVonna D Williams, CPC, CPMA
Leah Wall, CPC, CGSC
Leah Dobson, CPC, CRC
Leah Kafantaris, CPC, CPB
LeAnn Fuhrmann, CPC, CEMC, CRC
LeChaunda Tatum-Williams, CPC, CPCO, 

CPMA, CPC-I, CRC
Leigh Ann Albritton, CEMC
Leilani Edwards, CPC, CRC
Lenora Vaughan-Stevenson, CPC, CRC
Leslee Nevill, CPC-A, CPB
Lesley Weir, CRC
Leslie V Fleeman, CPC, CRC
Libest J Larez, CPC-A, CPMA
Lienis Hernandez, CPC-A, CPMA
Linda Auston, CPEDC
Linda Wild, CPC, CEDC
Lisa Alford, COC-A, CRC
Lisa Anne LaForce-Blakeley, COC, CPC, 

CPC-I, CRC
Lisett Margarita Machado, CPC, CPMA
Lisette Reyes, CPC, CPMA
Lissy Mejia, CRC
Liz Betty Fiala, CIRCC
Lori Nucker, CPC, CHONC, CRC
Lorie Tollefson, CEMC
Louise A Mathews, CPC, CPMA
Lourdes C Baker, CPC, CRC
Luciana Maria Mullins, CPC, CPMA
Lucy Alejandra Baldelomar, CPC, CPMA
Lynn Graham, CPC, CPMA, CCVTC, CGSC
Madhukar Ilaveni, CIC
Mae S Phillips, CPC, CRC
Maggie Ruth Young, CPC, COSC
Mahesh Akula, CIC
Manga Vemula, CIC
Marcelle J Viator, CPC, CRC
Marcie Gerlach, CPC, CHONC
Maren J Mohigh, CPC, CRC
Margarita Santiago, CPC, CPMA, CEMC
Maria Cecilia Castillo, CPC-A, CPMA
Maria Chela Mariano, CPB
Maria Isabel Toro, CPC, CPMA, CEMC
Maria L. Rivera, CEDC
Maria Luisa Valderama, CIC
Marianne L Tissari, CPC, CRC
Maribel Tabasco, CIC
Marie F Chapman, CPC, CPEDC
Marilyn Hammett, CPB
Marion M Merritt, CPC-A, CRC
Marla Lorraine Churchill, CPC, CPMA
Marla Wsiaki, CPPM, CHONC
Marsha Harsh, CPC, CUC
Marsi Williams, CPC, CANPC

Marta I. Vargas, CUC
Martha E Matheny, CPC, CPC-P, CIRCC, 

CPMA
Martha S Southall, CPC, CRC
Mary A Slaughenhaupt, CPC, CRC
Mary Lou Gustafson, CPC, CPMA
Mary Vivian-Leidy, CPC, CGSC
Mary-Jo Griffith, CPC, CPC-I, CEMC, CGSC
Maureen Ann Pulcini, CPC, CCC
Maye Medina, CPC-A, CRC
Megan Marie Becvar, CPC-A, CFPC
Meghan Regan, CPC, CRC
Melanie Rose, CIC
Melissa Brown, CPC, CEMC, CFPC
Melissa Codner, CPB
Melissa Deanne, CPCD
Melissa Holly, CPC, CCVTC
Melissa Kay Smidt, CRC
Melissa L Hartley, CPC, CPCD
Melony J Jones, CPC, CSFAC
Meredith Crichton, CPPM
Meredith Saunders MD, CRC
Meric Shipman, CPC-A, CCC
Merlys Gutierrez Safonts, CPC, CPB
Michelle Butler, CPB
Michelle Cessna Hernaez, CPMA
Michelle Howard, CPC, CPB
Michelle Mayo, CPMA
Michelle Slade, CPC, CENTC
Mikaela Medina, CPC, CENTC
Mojiba Fathma, CPC, CIC
Murugarajan Athiyappan, CPMA
Nahian Nasar, COC-A, CPMA
Nancy Calderon, CPB
Nancy Keele, CPC, CRC
Nancy R Neilson, CPC, CRC
Nancy Ross, CPC, CRC
Nicholas Paul Blanchard, CPC, CPCO
Nicola Walters, CPC, CRC
Nicole Brempong, CPC, CPCO, CPMA
Nischal Sharma, CIC
Nitasha Mothilal, CPB
Olaomo O Ojuri, COC, CPC, CRC
Pam McCabe, CPC, CPCD
Pamela Deshonne Murphy, CPC, CANPC
Pamela Mary Smith, CPC-A, CRC
ParupalliPrabhakar Goud, CIC
Patan Habeebulla Khan, CIC
Patricia Christie, CPC, CRC
Patricia Mangan, COC, CPPM
Paul (Boghos) Tahmizian, CPC, CRC
Paula Myers, CPPM
Paula Santiago, CPMA
Peggie Hernandez, CRC
Peggy Campbell, CPC, CPB
Perla Fuenmayor, CPPM
Philllip McAllister, CPPM
Polly Foster, CPC, CGSC
Pradeep kumar Kota, CIC
Pradnya Sathaye, COC, CRC
Prashanth Gandrathi, CIC
Preetu D Lather, CPC, CPPM
Prince Ezeokafor, COC, CPC, CRC
Rachel Davies, CPC, CPMA, CEMC
Rachel Elaine Briggs, CPC, CPMA, CEMC, 

CENTC
Rachel Gates, CPC, CRC
Rachel Saune’, CPC, CPMA
Rae Lynn Williams, CPPM
Rajan Yohannan, CPC, CRC
Rajesh Karunanithi, CPC, CPMA
Ramasubbu Subburayalu, COC, CPC, 

CPCO, CPC-P, CIRCC, CPB, CPMA, 
CPPM, CANPC, CASCC, CCC, CCVTC, 
CEDC, CENTC, CFPC, CGIC, CGSC, 
CHONC, CIMC, COBGC, COSC, 
CPCD, CPEDC, CPRC, CRC, CRHC, 
CSFAC, CUC

Ramesh Muthaiah, CIC
Randy Tito, CPC, CPMA
Ranjithkumar Subramanian, CPC-A, CPMA
RaviKumar Mariserla, CIC
Rayma P Milliner, CPC, CPMA
Rebecca S Coltrane, CPC, CPMA, CPPM
Rebekah Ray, COC, CPC, CGSC
Rebekka L Collins, CPC, CPB
Reina Archuleta, CPC, CPCO
Renee Mancine, CPC, CPMA
Rhonda Kaye Carney, CPC, CGSC
Robert P White, CPC, CPMA
Robin Ann Hanson, CPC, CPMA, CANPC
Roel Angelo Avendano Ramos, CRC
Rolanda James, CPC, CRC
Ronnie Cabana, CIC
Rosario Carballeda, CPC, CPMA, CRC
Rose Wilson, CPC, COBGC
Rosemary Shald, CRC
Rowena Frehe, CPC, CPMA
Roy E Franks, CPC, CPMA
SaiShankar Nukala, CIC
Sakthi Vel, CIRCC
Salamatu Kadiri-Tahiru, CPC, COBGC
Samalla Nagaraju, COC-A, CIC
Samuel Nieves, CPC, CPMA
Sanampudi Soumya, CIC
Sandeep Chaudhary, CPC, CIC
Sandra Stevens, CPC, CPMA
Sandy Karhoff-Dulebohn, CIRCC, CCVTC
Santosh Kumar Meriyala, COC, CPC, 

CPCO, CPC-P, CPB, CPMA, CANPC, 
CASCC, CCVTC, CEDC, CEMC, CENTC, 
CFPC, CGIC, CGSC, CHONC, CIC, 
CIMC, COBGC, COSC, CPCD, CPEDC, 
CPRC, CRC, CRHC, CSFAC, CUC

Sara Elizabeth Curry, CPC, CRC
Sara K Linton, CPC, CPMA
Sara San Pedro, CPC, CPMA, CEMC
Sara Tolosa Soriano, CIC
Sarah Collinson, CPC, CPMA, CEMC, CPCD
Saranya Varanasi, CIC
SatishKumar Ande, CIC
Schuyler William-Arthur Connell, CPC-A, 

CPMA
Seanna Bower, COSC
Shafi Mohammed, CIC
Shannon Holland, CPC, CPMA
Shannon Kalia Simpson, CPC, CIMC
Sharleia White-Oxendine, CPC, CRC
Sharon A Collis, CPC, CPMA, CCC
Sharon Ebrecht, CPC, CEMC
Sharon I Rawstron, CPC, CEDC
Sharon J Thompson, CPC, CPMA
Sharvette Walker, CPC, CPMA, CRC
Sheila Irene Welch, CPC, CPMA
Shelby Fulmore, CRC
Shelia Marie Stancil, CPC, COSC
Sherry Kay Owens, CPC, CEMC
Sherry Whitfield, CPC, CPCO, CPPM, CCC
Soni Jangam, CIC
Sravan Kumar Vanguari, CIC
Srilatha Alli, CIC
Stacey Singer, CPMA, CGSC
Stacie L Riggle, CPC, CRC
Stacy Lynn Troha, CPC, COSC
Stephanie Shelton, CRC
Stephanie Ann Sharkey, CPC, COSC
Stephanie D Brooks, CRC
Stephanie Walker, CPC, CPMA
Sucharitha Boya, CPC, CPMA
Sujai Vijayan, COC-A, COBGC
Sujatha Perumal, CIC
Summer Rowe, CPB
Susan C Wen, CPC, CIRCC
Susan Ellen Ayres, CPC, CPMA
Susan Hawkins, CIC
Susan Loretta Owens, CPC, CPMA, CGSC

Swetha Sappa, CIC
Sylvia Duplantier, CPMA
Sylvia Hoosier-Thompson, CPC, CGIC
Tamanum Hanura, CIC
Tamara Jones, CPC, CPMA, CRC
Tammy Renea Parrish, CPC, CRC
Tanisha Grant, CPC, CPMA
Tanya Bair, CRC
Tara McGriff, CPC, CPMA
Tema Pefok, CPCO
Tenley Biggs, CPB
Teri Carnessali, CPC, CRC
Teri Wilson, CPC, CRC
Terri Henthorn, CPC, CRC
Thara L, COC, CIC
Thomas Davis, CRC
Tiffany Pickering, CPC, COBGC
Tim Garrett, CIC
Tina Allen, CPC, CPB
Tina Louise Colassard, CPC, CRC
Tina Marie Gaworecki-Galler, CPC, CPPM, 

COSC
Tina Marie Rosenau, CPC, CRC
Tina R Barnes, CPC, CCC
Toni Michelle Majors, CPC, CEMC
Toni Thibodeaux, COC, CPC, CRC
Traci Corby, CPC, CRC
Tracy Lanza, CPC, CHONC
Trena Marie Douse, COC, CPC, CRC
Trisha Jacobson, CPC, CPMA, CPCD
Trisha Karen Joseph, CPC, CRC
Tuyet Carrier, CEMC
Uma Mahadevan, CPB
Uppala Prashanth, CIC
Van Dinh Mazzanti, CPC, CRC
Vanessa Lynn Dominguez, CPC, CENTC, 

COSC
Veronica Rodriguez, CPC, CRC
Veronica T. Opoku, CPC, CPMA, CEDC
Veshia Penn, CPC, CRC
Vickie Deis Pearson, CPC, CFPC
Vijay Kumar Bonagiri, CPC, CIC
Violeta Rodriguez, CPC, CPEDC
Viswadeep Manikyam, CIC
Viswanathan Subramaniam, CPC, CPMA
Wendy A Bartko, CPC, CPCO, CPMA, 

CEMC, CRC
Wendy Chapman, CPC, CEMC, COBGC
Wendy Radnovich, CIRCC, CCC
Wendy Sue Humphrey, CPC, CPB
Yainet Diaz, CPC, CPMA
Yakelin Santos, CPC, CPMA
Yanet Palmer, CPC, CPMA
Yanira Cabral, CPC, CPMA
Yanisleiki Rodriguez, CPC, CPMA
Yihsin Moskowitz, CPC, CEMC
Yoan Cesar, CPC, CPMA, CRC
Yoanny Figueredo, CPC, CPMA
Yogeswari Ramanathan, CIC
Yudelkis Gil, CPC, CRC
Zulema Cardenas, CPC, CPMA
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