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Do You Have  
the Success Gene?

Letter From the CEO

People who are struggling in their careers often wonder how suc-
cessful people got that way. Were they genetically predisposed to 

be successful? More likely, successful people recognize the need for 
life balance and work to achieve it. Employers know the value of this 
trait and actively recruit those who demonstrate it. Many companies, 
including AAPC, use assessment tools — Topgrading® being one of 
them — as part of their hiring process to identify applicants who have 
the “success gene.” 

Take a Good Look at Yourself
Topgrading®, founded by Brad Smart, PhD, is an assessment meth-
odology for recruiting and managing high performers, or “A players.” 
Smart’s theory is that if you want to become a happy A player at the 
highest level, you must perform a periodic life-balance review and 
focus on becoming “good enough” in what he believes are seven 
critical life dimensions:

1.	 Career success
2.	 Wellness
3.	 Personal relationships
4.	 Giving something back
5.	 Financial independence
6.	 Spiritual grounding
7.	 Recreation

Fixing your weaknesses in these areas is the straightest path to 
success in life, according to Smart. 

Time Well Spent
Smart also believes that the time you spend on professional develop-
ment should be used on fixing any deficiencies you have across 50 
competencies, which he categorizes as:

•	 Relatively easy to change
	º For example, education, experiences, communication

•	 Harder but doable
	º For example, resourcefulness, judgment, likeability

•	 And very difficult to change
	º For example, intelligence, integrity, passion

What you might think is a minor shortcoming could be a career 
derailer. For example, it doesn’t matter how passionate and resource-
ful you are if you can’t communicate, have poor judgment, or are 
dishonest.

Unlock Your Success
The key to success is to take a good look at yourself. Be honest with 
what you see. We all have flaws and weaknesses. What are yours, and 
are they holding you back from achieving your goals? Do what you 
must to fix your deficiencies and correct any life imbalances and you 
will overcome all barriers to success.

Best Regards,

Bevan Erickson
AAPC CEO

“What you might think is  
a minor shortcoming could 

be a career derailer. For 
example, it doesn’t matter how 
passionate and resourceful you 

are if you can’t communicate, 
have poor judgment, or  

are dishonest.”
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•	 You can read Healthcare Business Monthly on your computer, tablet, or 
other mobile device—anywhere, anytime.
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•	 Digital issues take up a lot less room in your home or office than paper 
issues.

Go into your Profile on www.aapc.com and make the change!
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I Am AAPC

I became an AAPC member because of my mom. She was a 
certified coder with a specialty certification in obstetrics/

gynecology and worked in medical offices while I was grow-
ing up. I remember my sister and I watching her study for her 
certification. My dad, a registered nurse and auditor, is also 
a member of AAPC. Both of my parents instilled a deep love 
of learning in me.

In high school, I started helping out in offices, doing filing 
and any other odd tasks that were needed. I went to work 
as a secretary before starting classes at a local college: My 
ultimate goal was to become a coder. I sat for my Certified 
Professional Coder (CPC®) exam in 2008 and obtained my 
Certified Evaluation and Management Coder (CEMC™) 
credential in 2018. I became a general surgery professional fee 
coder and found that I have a deep interest in evaluation and 
management (E/M) coding. I have been able to code for many 
specialties over the years within my local hospital system and 
my AAPC credentials have been an enormous help in this.

Education Breeds Confidence
Being an AAPC member has helped me stay current with the 
yearly changes in coding and stay on top of my education. 
I have utilized a variety of webinars, the AAPC forums, 

and the AAPC Facebook group to become a well-rounded 
coder and increase my knowledge in areas outside of my daily 
tasks. The tools that are available on AAPC’s website allow 
members to interact and help each other, as well as search for 
answers to the questions that come up during the course of 
a day. I know that there is always something new to learn or 
understand, and I always encourage new coders who I work 
with to become a member to make use of the networking 
opportunities available through AAPC.

Never Stop Learning
My favorite thing about being a coder is the chance to learn 
something new every day. I have transitioned into an educa-
tional role within my company and am now interacting with 
coders and providers regularly. I am helping providers and 
coders understand coding guidelines and teaching them the 
new 2021 E/M guidelines. It is really an exciting time to be a 
coder, as these new guidelines are a major change and require 
coders to adjust their thinking.

Better Together
My favorite thing about being an AAPC member is the 
freedom to network with others who are as enthusiastic about 
coding as I am. It is great to get into discussions with others to 
hear everyone’s thoughts regarding some of the gray areas in 
coding. We can all see different perspectives and maybe learn 
something new from each other. 

Sara Harvey, CPC, CEMC

“My favorite thing about being an 
AAPC member is the freedom to 
network with others who are as 

enthusiastic about coding as I am.”
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E-visit G Codes Deleted
Please note that G2061-63 have been deleted as of 1/1/21. You reference them in 
your chart [in the article “Is It an Audio-Only Phone Call or a Virtual Check-In?” 
(April 2021)].
	 — Jennifer Bresson

HCPCS Level II codes G2061-G2063 were deleted Jan. 1, 2021. Report e-visits on or after Jan. 
1, 2021, for Medicare patients with CPT® codes 98970-98972.
	 — HBM Editorial Team

Please send your letters to the editor to:  
letterstotheeditor@aapc.comLetters to the Editor
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AAPC Ask an Expert

Imagine if every time you had a question,
there was a panel of experts at your fingertips.

Oh, Wait. You Have That. 

Buy questions, get answers 
within 2 business days at 

aapc.com/askanexpert

Ask an Expert
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KNOWLEDGE CENTER ■

Your Vote Matters
■ Online Poll

If you frequent AAPC’s Knowledge Center blog (www.aapc.com/blog), 
you may have noticed the polls on our website. If you’ve already 
participated in one or more polls, thank you! New questions go up on 

the second and fourth Tuesday of each month. Here are the results 
for polls posted in March.

March 9, 2021 March 23, 2021
Do you feel you can balace work and home life?

Bar BarAnswers Voters

What resource(s) do you use to look up codes? (Choose all that apply.)

Bar Bar

Online coding tool 65.49% (613 votes)

Answers Voters

Printed book 62.82% (588 votes)

Code search in EMR 19.87% (186 votes)

Quick reference chart 16.45% (154 votes)

anonymous 100.00% (936 votes)

Somewhat 44.34% (419 votes)

Not easily 22.65% (214 votes)

Easily 33.02% (312 votes)

anonymous 100.00% (945 votes) eBook 13.35% (125 votes)

Reporting COVID-19  
Vaccine Waste
“Waste not, want not,” the Centers for Disease 
Control and Prevention (CDC) says about the 
COVID-19 vaccine. But if it can’t be helped, 
they want to know about it. The CDC released 
updated guidance on May 18 to explain how 
providers should report drug waste/spoilage of 
COVID-19 vaccine vials.

To document COVID-19 vaccine waste, use 
the VTrckS ExIS Interface for Wastage. You 
will need the following information:

•	 Provider PIN
•	 National Drug Code
•	 Number of doses wasted
•	 Reason for waste

Note that as long as the vac-
cine is free, providers will not 
be compensated for reporting 
its waste. Reporting COVID-19 
vaccine waste is required for 
inventory purposes only.

For more information and a wastage reporting 
table, go to www.aapc.com/blog.

Get Paid for Noncovered 
COVID-19 Vaccine Fees
On May 3, 2021, the U.S. Department of Health 
and Human Services (HHS), through the Health 
Resources and Services Administration (HRSA), 
announced the new  COVID-19 Coverage Assistance 
Fund (CAF) program that covers costs of admin-

istering COVID-19 vaccines to patients en-
rolled in health plans that either do not 

cover vaccination fees or cover them 
with patient cost-sharing. Since 

providers may not bill patients 
for COVID-19 vaccination 

fees, this program addresses 
the compensation shortfall.

Learn more about the 
program and find out 

how it works by going 
to www.aapc.com/blog.

adobestock /  Leigh Prather

http://www.aapc.com/blog
https://www.aapc.com/blog/73840-take-5-medicare-news-flash-may-2021/
https://www.aapc.com/covid-19/
https://www.aapc.com/blog/72730-get-paid-for-noncovered-covid-19-vaccine-fees/
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■ MEMBER BENEFIT
By Stacy Chaplain, MD, CPC

My AAPC Brings  
Membership to  
Your Phone
Track an exam, sign up for 
HEALTHCON sessions, and 
renew your membership with 
this easy-to-use mobile app.

Did you know that AAPC makes it incredibly easy to access 
membership-related information such as your membership re-

newal date, if you have enough continuing education units (CEUs), 
or whether you have signed up for any webinars lately? Effortlessly 
manage your membership and use AAPC’s many educational 
offerings and work-related resources via the My AAPC app on your 
mobile device.

Easy Access Through My AAPC
My AAPC is a free application for your phone or tablet that allows 
you fast, easy access to your AAPC membership benefits, exam 
status and results, and more. 

Using My AAPC, you can:
•	 Log in securely using your existing AAPC account. There’s 

no need to create a new username and password.
•	 Review and update your AAPC profile.
•	 Quickly view your membership status and renewal 

information.
•	 View registered events and upcoming events.
•	 Quickly access Healthcare Business Monthly and AAPC’s 

Knowledge Center.
•	 Browse AAPC certifications.
•	 Take Healthcare Business Monthly quizzes to earn CEUs.
•	 Scan QR codes on certificates to track your earned CEUs.
•	 Manage your CEUs through the CEU Tracker.

shutterstock /  Farknot Architect
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My AAPC

•	 Watch webinars/workshops in the on-demand library and 
earn CEUs.

•	 Access free tools for coding and billing.
•	 Track your exam status and get real-time updates for in-

person and online exams.
•	 Select and view your sessions at regional and national 

conferences.
•	 Get reminders and notifications for exams, AAPC events, 

membership renewals, new issues of Healthcare Business 
Monthly, and recently posted articles.

•	 Quickly and conveniently access your AAPC membership 
card. 

Best of all, it’s part of enhancing your membership experience. 
All you need to do is download the free application.

Getting Started With My AAPC 
Before you begin your free download, be sure your mobile device 
meets the minimum software requirements:

•	 Android version 5.0 or higher 
•	 iOS version 9.0 or higher

If you don’t know which software version your mobile device is 
using, check your settings or check with Apple or Google to find 
out. If your device is running a lower version than shown above, 
look for the “Software Update” option in your device settings. This 
will allow you to update your software to the latest version. 

Once you’ve confirmed 
your device is ready, 
search for My AAPC in 
the Google Play Store or 
App Store. Once you’ve installed the app, simply log in using your 
current www.aapc.com username and password.

Stay Up to Date
My AAPC includes the most sought-after tools and features from 
the AAPC website in an easy-to-use mobile app, and AAPC is 
continually improving it. The app is updated periodically with new 
features and additional access to your account, education, and other 
resources to improve your workday and career. 

Be sure to allow for automatic updates so that you’re always get-
ting the most from My AAPC. For Android devices, open the Google 
Play Store app, select Menu, “My apps & games,” and My AAPC. 
Click on the three dots in the right corner and check the box next to 
auto-update. For Apple devices (iPhone and iPad), from the settings 
menu, choose App Store. Under Automatic Downloads, slide the 
button to the right of Apps Updates to turn on automatic updates.

My AAPC puts membership in your hands, making it easier 
than ever to connect with AAPC. 

Stacy Chaplain, MD, CPC, is a development editor at AAPC. She has worked in medicine for 
more than 20 years, with an emphasis on education, writing, and editing since 2015. Chaplain 
received her Bachelor of Arts in biology from the University of Texas at Austin and her Medical 
Doctorate from the University of Texas Medical Branch in Galveston. She is a member of the 
Beaverton, Ore., local chapter.

“Effortlessly manage your 
membership and use AAPC’s 
many educational offerings 
and work-related resources.”
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■ AAPC Chapter Association
By Victoria Moll, CPC, CPMA, CRC, CPRC, AAPC Approved Instructor, AAPC Fellow

Seven years — that is how long a local chapter needs to keep all of its 
important records. This includes items such as bank statements, 

expense receipts, checkbook registers, deposit slips, and even atten-
dance sheets and minutes. But this does not mean you need to retain 
boxes full of files or stacks of binders. There are great ways to store 
this information electronically so it is easily accessible for current and 
incoming officers. 

While it is a team effort to make sure all records are accounted for, 
it is the responsibility of the current treasurer to pass on the data to 
the new chapter treasurer no later than December 31. Getting ready 
now will make the end-of-year transition a breeze.

Make the Switch to Cloud Storage
Local chapters looking for a better way to store and pass on re-
cords and documents should consider backing everything up 
and saving it to cloud storage. If a local chapter has a Google 
account, it can easily create drive folders that 
can be viewed and shared solely amongst 
the officers. These folders can contain 
all of the pertinent information, 
such as record keeping and other 
documents, that everyone 
needs to access. This 
is a great way to 
organize things 
like registration 
information for 
an upcoming 
seminar or con-
tact information 
for meeting room 
rentals. It is recom-
mended to back up the 
records in cloud storage to a USB 
drive periodically, as well, to prevent 
loss of information.

Go Digital

If your chapter has been stockpiling papers, it’s time to get your scan-
ner running. Organize those files into a tidier digital format. Break 
down the papers into manageable pieces and set a goal date of when 
to get them uploaded and organized. Save the files with names that 
clearly detail what is in the file and create folders for each year. A little 
bit of cleanup can save a lot of organizational time in the future. 

Victoria Moll, CPC, CPMA, CRC, CPRC, AAPC Approved Instructor, AAPC Fellow, has 
more than 10 years of multispecialty experience in coding, auditing, and healthcare 
management. She has spoken at various AAPC conferences, seminars, and meetings and is 
known for her infectious enthusiasm. Moll is a contributor to AAPC’s Healthcare Business 

Monthly as well as various coding blogs and podcasts. She has served as president, 
vice president, and education officer of the Allentown, Pa., local chapter and 

serves as Region 2 representative on the 2020-2022 AAPC Chapter 
Association Board of Directors.

Lighten Your Chapter  
Record Retention Load
Convert important records into digital format  
to store and share chapter documentation with ease.

“It is recommended  
to back up  

the records 
in cloud 

storage to 
a USB drive 

periodically, 
as well, to 

prevent loss  
of information.”

adobestock /  tadamichi
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Local Chapter Spotlight ■
By Leonta (Lee) Williams, MBA, RHIA, CCS, CCDS, CPC, CPCO, CRC, CEMC, CHONC

Saturday, May 1, 2021, was a beautiful spring day in the state of 
Georgia. In fact, much of the Southeast saw beautiful skies and felt 

the soft breezes nature had to offer. In the small town of Covington, 
Ga., AAPC local chapter officers were hosting their very first post-
COVID, in-person meeting at a local park. Each officer, adorned 
in a custom red AAPC T-shirt and face mask, added another ray of 
sunshine as they enthusiastically welcomed members to the chapter’s 
Spring Fling event.

If we have learned anything over the past year, it’s that being 
adaptable and thinking outside the box is critical to overcoming what 
life throws at us.

When Opportunity Knocks, Open the Door
Members of the Covington, Georgia chapter were excited to see one 
another outside of the square Zoom picture video feed. They shared 
vaccination stories and gave updates on family, work, and accom-
plishments. This event gave members not only the opportunity to see 
one another in person again, but to also get their most critical coding 
and billing questions addressed. A coding roundtable included topics 
on observation and emergency department coding, documentation 
and billing guidelines for prolonged services, criteria for billing the 
numerous COVID-19 vaccines, inpatient coding, and more.

Local chapters have had to be flexible during the pandemic in 
order to continue providing the education many of us need to be the 
best at what we do. Some have been extremely successful in securing 
speakers not only in their area, but from various locations across the 
country. This has allowed for more diversity in topics and increased 

attendance. The Speakers Bureau, introduced by the 
AAPC Chapter Association Board of Directors last 
year, creates opportunities for local chapters to con-
nect with speakers. If your local chapter is not taking 
advantage of this resource, you may be missing out on 
dynamic speakers.

Think Outside the Box
Many of us are ready to “get back to normal.” To 
get there, a bit of imagination or inspiration may be 
needed. Take a nod from the Covington, Georgia 
chapter, whose regular meeting space at a local uni-
versity is still not an option for them. Perhaps meeting 
in an area like a park, parking lot, or other open space 
may be an alternative until things get back to normal. 

For the remainder of the year, most of this chapter’s meetings will 
be offered virtually, but the officers have vowed to schedule another 
in-person event very soon.

Don’t Forget Your Pants
At some point, healthcare professionals will transition back to the of-
fice. For some, that transition has already begun. Just like it took some 
time to get settled with the concept of working from home, the shift 
back to the office may also take some time to get mentally adjusted. 
Personally, I just hope I don’t forget to get out of my pajama bottoms 
when that day arrives. Getting up, getting motivated, getting dressed, 
and getting out can be practice for when your day comes, so if your 
local chapter hosts an in-person meeting or event, be sure to show up 
and stay connected! 

Leonta (Lee) Williams, MBA, RHIA, CCS, CCDS, CPC, CPCO, CRC, CEMC, CHONC, is 
director of education, AAPC, and healthcare management consultant, Karna, LLC. She has more 
than 18 years of health information management experience as a coding director, auditor, 
educator, trainer, practice manager, and mentor. She has provided coding leadership and 
oversight of programs sponsored by the Centers for Disease Control and Prevention, National 

Center for Health Statistics, the U.S. Consumer and Product Safety Commission, and Industrial Economics, Inc. 
Williams has extensive experience in regulatory compliance, CDI, and risk management. She is founder and past 
president of the Covington, Ga., local chapter and currently serves as secretary on the National Advisory Board.

Covington, Georgia  
Reconnects at Spring Fling
For this chapter, thinking  
outside the box meant  
meeting outside four walls.
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AAPC Social Hour:  
Career Paths Beyond the CPC®

Advice on how to find your career path  
after earning your medical coding credential.

Finding your career path was the topic of the AAPC Social Hour on 
Facebook Live, April 28, at 11 a.m. MT (1 p.m. ET).
Moderator and AAPC Social Media Manager Alex McKinley 

was joined by National Advisory Board (NAB) member Pam 
Tienter, CPC, CPC-P, COC, CPMA, CPC-I, CCS-P, and Brenda 
Edwards, CPC, CDEO, CPB, CPMA, CPC-I, CEMC, CRC, 
CMRS, CMCS, to answer the question every new coder has asked 
themselves: How do I begin my career after earning my Certified 
Professional Coder (CPC®) credential?

As 30-year veterans in the healthcare industry, Tienter and 
Edwards provided great perspectives on the topic. They each spoke 
about their experiences starting out, their long and winding career 
paths, and what they learned along the way.

Keep an Open Mind
Both Tienter and Edwards encouraged newly credentialed members 
to be open to opportunities outside of the physician’s office when 
starting out. Edwards wrote about the many avenues a new coder 
can follow in the May 2021 issue of Healthcare 
Business Monthly. In her article, “There’s More 
to Coding Than Meets the Eye,” Edwards il-
lustrates that there are many types of employers 
that need your knowledge base such as career 
colleges, law firms, and government agencies.

Tienter said she started out as a health unit co-
ordinator working at the nurses’ station learning 
multiple roles, which proved to be a great benefit 
as she moved into different and unanticipated 
areas. Edwards said she never imagined that she 
would be doing what she does now, saying, “I just 
kind of came in the back door.” She began her 
career path at a medical practice where she took 
a temp job. Edwards acted as backup for col-
leagues on vacation, and that experience gave her 
an understanding of how the entire healthcare 
process worked. 

Expect the Unexpected

McKinley asked Tienter and Edwards, “Is what you are doing now 
where you expected your career path to take you?”

Tienter replied, “I think my path has just been connection after 
connection after connection that led me here. It wasn’t necessarily 
what I saw myself doing.” She went on to say, “Things just led me 
here. I found something that I was doing that I loved and I learned 
and learned and learned.” She recognizes that what she is doing now 
may not be what she is doing when she retires.

Edwards agreed, saying, “It’s all the right opportunities at the 
right time.”

The Chicken or the Egg?
McKinley asked Tienter if she sought more credentials “to go in a 
direction or did a direction find you and you felt like you needed 
to have a certification to help support that career path?” Tienter 
answered that it has been more about continual learning. She 

■ AAPC NEWS
By Lee Fifield, BS

https://www.facebook.com/watch/live/?v=180152287290137&ref=watch_permalink
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AAPC Local Chapters

cautioned newly credentialed CPC®s to not see others with more 
credentials as more marketable and advised that getting experience 
with your CPC® first is more important than piling up credentials. 
As your career progresses, you can earn more credentials based on 
your job roles.

Edwards agreed and cautioned that your successful path is not 
necessarily going to be the same as others’, so take all advice with a 
grain of salt and get credentials that are meaningful to you. Try new 
things, and if something doesn’t work, don’t get discouraged — move 
on to a new opportunity.

Network, Network, Network
Next up was networking and its importance. Tienter said, “I am a 
true believer in networking with other coders because my path has 
taken the path it has because of people I knew, things I heard about, 
somebody coming to me.”

When asked how to network in the days of COVID, Edwards 
said you start “right here. We are your network.” Reach out to people 
on Facebook, go to chapter meetings, and attend other chapters’ 
meetings. Attend HEALTHCON and don’t be intimidated to reach 
out to people. Every experienced coder came up through the ranks 
just like you and understands your position.

Stay Positive
Tienter and Edwards assured the audience that there are plenty of 
opportunities out there, including employers who will give CPC-A®s a 
chance. Edwards ended by saying, “Remember, this is not a field that 
is going to be dwindling by any means.” 

Lee Fifield, BS, is a development editor at AAPC. She has a Bachelor of Science degree in 
communications from Ithaca College, Ithaca, N.Y., and has worked as a writer and editor for 
more than 15 years.

“Your successful path is not necessarily 
going to be the same as others’, so take 

all advice with a grain of salt and get 
credentials that are meaningful to you.”

Like Therapy for Coders.

Over the past year, a lot of our members have discovered AAPC 
Local Chapters. As a result, they have grown their networks 
within their communities. They’ve discovered the comradery, 
fun, and sense of connection members get from the meetings.

Pay a Visit!
Meet some new peers. Laugh o� the week with them. Leave 
with a bigger network. The benefits are countless. And the first 
step couldn’t be easier:

Find your Local Chapter 
at aapc.com/localchapters

(Minus the Personal Questions.)
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It has been more than a year since the rapid expansion of covered 
telehealth services due to the public health emergency (PHE) for 

COVID-19. According to the Department of Health and Human 
Services (HHS), we can bask in the telehealth light at least through 
July 23, 2021, with discussion of expanded coverage and relaxed 
regulations lasting through the end of this year. The PHE has 
affected risk adjustment organizations and payers greatly. 

In 2020, we saw a postponement of hierarchical condition cat-
egories (HCC) submissions for Calendar Year (CY) 2019 and a 
postponement of 2019 Risk Adjustment Data Validation (RADV) 
audits, as well. 2021 will pose a challenge to some organizations 
and plans as it will be a dual submission year. HHS has rolled out an 
updated RADV timeline for both CY 2019 and 2020 submissions. 

With the postponement coming to an end, are you “in the know” 
on your telehealth risk adjustment requirements and guidance?

Medicare Advantage, Medicare Cost Plans,  
PACE, and Demonstration Organizations
According to a Centers for Medicare & Medicaid Services (CMS) let-
ter regarding “Applicability of Diagnoses from Telehealth Services for 
Risk Adjustment,” the agency expanded their telehealth services for 
Medicare Advantage (MA), Medicare Cost Plans, Programs of All-
Inclusive Care for the Elderly (PACE), and demonstration organiza-
tions. However, diagnoses resulting from telehealth services must be 
“provided using an interactive audio and video telecommunications 
system that permits real-time interactive communication” to meet 
the risk adjustment face-to-face requirement. MA plans do not accept 
telephone-only visits as a valid risk adjustment documentation source 
as they do not fulfill the face-to-face requirement. 

■ Risk Adjustment
By Jennifer Hill, CPC, CPMA, CRC

Leveraging  
Telehealth 
Stay on top of the latest 
telehealth risk adjustment 
requirements and guidance to 
ensure continued compliance.

adobestock /  agenturfotografin
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Telehealth

Table A: Telehealth services applicable for risk adjustment

Type of Service What Is the Service? HCPCS Level II/CPT® Code Patient Status

MEDICARE TELEHEALTH VISIT A visit with a provider that uses 
telecommunication systems 
between a provider and a patient

•	 G0425-G0427 (Telehealth consultations, emergency 
department, or initial inpatient)

•	 G0406-G0408 (Follow-up inpatient telehealth consultations 
furnished to beneficiaries in hospitals or skilled nursing facilities)

•	 G0459 (Inpatient telehealth pharmacologic management)
•	 G0508-G0509 (Critical care telehealth communicating with 

providers and patients)

New or established patient

E-VISIT Communication between 
a patient and their provider 
through an online patient portal

•	 98970-98972 (Patient initiated – qualified nonphysician 
healthcare professional online digital evaluation and 
management (E/M) service up to 7 days)

•	 99421-99423 (Online digital E/M service, for an established 
patient, for up to 7 days, cumulative time during the 7 days)

•	 G2061-G2063 (Valid for 2020 DOS only)

Established patient

TELEPHONE VISIT Non-face-to-face E/M •	 98966-98968 (Other qualified professional, PT, OT, LCSW, etc.)
•	 99441-99443 (Physician, mid-level)

Established patient

Resources
2019 Benefit Year HHS-RADV Activities Timeline  

COVID-19 Emergency Declaration Blanket Waivers for Health Care Providers

Risk Adjustment Telehealth and Telephone Services During COVID-19 FAQ’s – updated  
Aug. 3, 2020

Medicare Telemedicine Health Care Provider Fact Sheet

Center for Connected Health Policy

Applicability of Diagnoses from Telehealth Services for Risk Adjustment

HHS-Operated  
Risk Adjustment Programs

CMS published Risk Adjustment Telehealth and Telephone 
Services During COVID-19 FAQs in April 2020 and updated the 
document in August 2020. CMS reiterates that a telehealth service 
must be “descriptive of a face-to-face service furnished by a qualified 
healthcare professional and is an acceptable source of new diagno-
ses.” The FAQs go further to specify “telehealth visits are considered 
equivalent to face-to-face interactions, but they are still subject 
to the same requirements regarding provider type and diagnostic 
value.” Table A breaks down allowable telehealth services.

When submitting telehealth diagnoses for Medicare, the place 
of service (POS) in the EDS/RAPS system must be either “02” 
designating the visit as telehealth or modifier 95 with the applicable 
POS code identifying a telemedicine service was rendered via a 

real-time interactive audio and video telecommunications system 
or telephone service.

Will Telehealth Stay Around?
The expansion of telehealth due to COVID-19 opened the flood 
gates of technology use and advancements that will not be go-
ing away any time soon. The quick adaptation has resulted in a 
knowledge that, if chosen, things can be done differently. There will 
be some limitations and guidelines reinstated; however, the door of 
telehealth can never be fully shut again. Organizations and payers 
should research state and federal restrictions, ask questions, and 
develop their own telehealth sections for their risk adjustment audit 
and compliance plans to stay ahead of changes and auditing. 

Jennifer Hill, CPC, CPMA, CRC, is a risk adjustment specialist who has worked on a variety 
of client projects, both big and small, from Medicare to private insurance companies. Hill 
serves as regional director for AAPC Services, where she uses her passion for project 
management, coding, and auditing to develop curriculum and provide quality education and 
training to coders, auditors, and providers across the country.

“Diagnoses resulting from  
telehealth services must be  
‘provided using an interactive audio 
and video telecommunications  
system that permits real-time 
interactive communication.’”

https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/HRADV_Timeline_073120_5CR_073120.pdf
https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf
https://www.cms.gov/files/document/RA-Telehealth-FAQ.pdf
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
https://www.cchpca.org/telehealth-policy/current-state-laws-and-reimbursement-policies
https://www.cms.gov/files/document/applicability-diagnoses-telehealth-services-risk-adjustment-4102020.pdf
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■ CODING/BILLING
By Brett Rosenberg, MA, CPC, COC, CCS-P

■ Coding/Billing	 ■ Auditing/Compliance	 ■ Practice Management 

Correctly coding for non-invasive vascular diagnostic studies means 
adhering to a strict set of authoritative guidelines and instruction. 

You’ve also got to take diagnostic considerations into account to 
ensure the claim has an optimal chance at reimbursement.

Let’s address the coding mechanics surrounding extracranial 
artery and extremity vein duplex scans. Ensure your coding workflow 
is free from any obstruction by adhering to these practical tips and 
tricks.

Meet Key Criteria Parameters  
for Duplex Scan Coding
You’ll report extracranial duplex scans using 
the following codes:
93880 	 Duplex scan of extracranial arteries; complete bilateral study

93882 		  unilateral or limited study

You won’t find any guidelines that instruct 
you on any sort of criteria for reporting 93880-
93882 beyond the scope of what’s needed to 
report Doppler (duplex) scans.

There are two ways in which your docu-
mentation can meet the criteria for duplex 
scan reporting. The first, and most conve-
nient, method is for the report to simply state 
that a duplex study was performed. You’ll 
typically find documentation supporting 
this in the findings of the dictation report. 
Otherwise, you’ll need to confirm documen-
tation of two specific terms: color Doppler and 
spectral Doppler (or spectral analysis). While 
you’ll need the documentation to support the 
use of color Doppler specifically, you can rely on 

the following terms, among others, to be used interchangeably with 
spectral Doppler:

•	 Acceleration rate; 
•	 Bandwidth broadening; 
•	 Waveform analysis; and 
•	 Peak systolic velocity.

Note: These criteria apply to reporting for all duplex Doppler 
studies.

“While there are no strict guidelines in place that determine 
what constitutes a complete bilateral study outside of bilaterality, 
this study will typically include an examination of the internal, 
external, and common carotid arteries in addition to the vertebral 
arteries,” explains Barry Rosenberg, MD, chief of radiology at United 
Memorial Medical Center in Batavia, N.Y. Only if two or more of the 
aforementioned arteries are not included, or the provider indicates 

Ultrasounds: Rely on Essential  
Guidelines for Compliant  
Vascular Duplex Scan Coding
Check for eligible LCD diagnoses 
to streamline the billing process.

shutterstock /  Alex Kh
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Duplex Scans
CODING/BILLING

Discuss this article 
or topic in a forum at 
www.aapc.com

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

other reasons for a limited study, should you consider 93882 report-
ing for a bilateral service.

LCD considerations: The majority of Medicare Administrative 
Contractor (MAC) Local Coverage Determinations (LCDs) in-
clude most of the generalized diagnoses you might associate with 
extracranial duplex scans. However, submission of diagnoses such as 
R51.- Headache and M54.2 Cervicalgia will typically result in a deni-
al from MACs and most commercial payers. Furthermore, cautions 
Kent Moore, senior strategist for physician payment at the American 
Academy of Family Physicians, “If the documentation only allows 
for signs and symptom coding that includes a headache, don’t forget 
that coding this common symptom will now require a fourth digit.”

Take Other Factors Into Account  
for Venous Duplex Scan Reporting
Guidance on reporting for duplex scans of extremity veins is a little 
more nuanced than what you’ll encounter for extracranial artery 
duplex scans. On top of the generalized duplex scan guideline 
reporting, there are a few sets of criteria you should consider for 
accurate coding of the following services:
93970 	 Duplex scan of extremity veins including responses to compression and other maneuvers; 

complete bilateral study

93971 		  unilateral or limited study

According to the American College of Radiology (ACR) 
Ultrasound Coding User’s Guide, criteria for 93970 lower extremity 
reporting includes examination of the common femoral, femoral, 
proximal deep femoral, great saphenous, and popliteal veins. 
Examination of calf veins may also be included and should not be 
considered additional work. Criteria for 93970 upper extremity 
reporting should include examination of the subclavian, jugular, 
axillary, brachial, basilic, and cephalic veins. Forearm vein imaging 
is also included, when performed.

For bilateral services that don’t meet the above criteria, you 
will code the service as a limited examination, 93971. You will 
also report 93971 for unilateral (complete or limited) imaging of 
upper or lower extremity veins. When you have all the criteria for 
93970 or 93971 reporting, but the report does not include enough 
documentation to support a duplex scan, you should first query the 
provider. If the imaging does not include color or spectral Doppler, 
you should report the service using 76882 Ultrasound, limited, 
joint or other nonvascular extremity structure(s) (eg, joint space, peri-
articular tendon[s], muscle[s], nerve[s], other soft-tissue structure[s], or 
soft-tissue mass[es]), real-time with image documentation.

LCD considerations: For purely diagnostic purposes, you won’t 
find any LCD guidelines on primary diagnosis reporting for gen-
eralized extremity venous evaluations. However, most MACs and 
commercial payers require different primary code reporting for 
93970 or 93971 when performed for the following reasons:

•	 Pre-surgical conduit mapping for coronary artery bypass 
graft procedures

•	 Pre-surgical vein mapping for peripheral artery bypass
•	 Vein mapping for dialysis access

For duplex scans of extremity veins performed for pre-surgical 
conduit mapping for coronary artery bypass graft procedures, list 
either Z01.810 Encounter for preprocedural cardiovascular examina-
tion or Z01.818 Encounter for other preprocedural examination as the 
primary diagnosis.

For pre-surgical vein mapping for peripheral artery bypass or 
vein mapping for dialysis access, report Z01.818 as the primary 
diagnosis. Findings and any other clinical indications should be 
reported as secondary diagnoses for all three services. 

Brett Rosenberg, MA, CPC, COC, CCS-P, is the faculty manager for AAPC’s virtual 
instructor-led training program. He earned his master’s degree in psychology from Medaille 
College in 2016. Rosenberg is affiliated with the Flower City Professional Coders local chapter 
in Rochester, N.Y.

This article is reprinted from the Radiology Coding Alert. For more articles like this,  
as well as other specialty-specific articles, check out AAPC’s full line of newsletters at  
www.aapc.com/newsletter.

“If the documentation only allows  
for signs and symptom coding that 

includes a headache, don’t forget that 
coding this common symptom will  

now require a fourth digit.”
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RAE’S E/M Q&A
By Raemarie Jimenez, CPC, CIC, CPB, CPMA, CPPM, CPC-I, CDEO, CANPC, CRHC, CCS

Unraveling 2021 E/M Guidelines
AAPC’s senior VP of products answers your questions  
about coding for office and other outpatient services.

Ever since the release of the new 2021 evaluation and management 
(E/M) guidelines for office and other outpatient services, AAPC 

has been conducting numerous trainings through webinars, virtual 
workshops, conference sessions, online courses, and multiple articles 
in Healthcare Business Monthly and the Knowledge Center blog. In 
the May and June magazines, we started to answer your questions 
about how the E/M guideline changes have affect documentation and 
coding. In this article, we answer 10 more.

Your Questions Answered
1.	 Using the new medical decision making (MDM) table, how would 

you score out an encounter for a patient who presents for a COVID 
test in order to return to work?

	 If the patient was asymptomatic, this would be a straightfor-
ward visit. There would be credit given for the one lab test and 
minimal risk to the patient.

shutterstock /  DC Studio
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E/M

“Because the 2021 guidelines are printed in CPT® and finalized by the 
Centers for Medicare & Medicaid Services (CMS) through rulemaking, 

all payers need to comply with the new coding guidelines, unless 
they release a payment policy that states otherwise.”

2.	 If we perform a urinalysis (unique test ordered) in our office, is this 
one test we can count toward the data component? We are hearing 
conflicting answers. I know you cannot count the one test as two 
(ordered and read). I just want to confirm we can count as one test.

	 When the new guidelines were originally released, if you 
billed for a test you could not count it as an order toward data 
in MDM. With the release of the technical corrections to the 
2021 E/M guidelines in CPT®, that guidance was changed. If it 
is a test only that you are not separately billing the professional 
component for, you can count it as an order.

3.	 If commercial payers are not using the new guidelines, how do 
we implement this? We can’t have one set of documentation for 
Medicare and another for commercial payers. Any advice on how 
to resolve this?

	 Commercial payers will usually either follow CPT® coding 
guidelines or Medicare payment policies. Because the 2021 
guidelines are printed in CPT® and finalized by the Centers for 
Medicare & Medicaid Services (CMS) through rulemaking, all 
payers need to comply with the new coding guidelines, unless 
they release a payment policy that states otherwise.

4.	 We see workers comp patients, and the providers are asking if they 
can count the creation of the state-mandated documents towards 
time billing.

	 There are CPT® codes specific for form completion. See CPT® 
code 99080.

5.	 I’m seeing a jump in levels of service based on total time. Is this 
going to be normal when we are seeing that medical necessity for the 
time is documented?

	 The medical necessity must be supported. If, in an audit, it is 
found that the time stated does not support the activities per-
formed or time that would be considered medically necessary, it 
could result in an unfavorable finding by the payer.

6.	 Does podiatry follow the new guidelines?
	 Yes. All specialties reporting codes 99202-99215 will use the 

new guidelines.

7.	 If a physician is doing a prior authorization, does it count in total 
time?

	 If the provider is personally calling for the prior authorization 
on the date of service on which they saw the patient, yes, it 
would be counted in total time. If performed by clinical staff it 
would not.

8.	 We have a physician who likes to wait and sign her charts a day 
or two later. She has been told that she cannot bill based on time 
due to the “date stamp” entered thru the electronic medical record 
(EMR). Is this correct?

	 Only count the time performed on the date of the visit, not the 
time to review and sign the chart on a different day.

9.	 Can a level 5 visit be billed even if the patient is stable or not sick, 
but based on time only?

	 It would depend on what caused the increase of time to meet a 
level 5. If the amount of time was required to properly treat the 
patient, it could be supported. For example, some visits may 
take longer due to multiple patient or caregiver questions or the 
review of multiple treatment options. The level 5 will also need 
to be supported by medical necessity.

10.	 Can virtual visits (not telephonic) also be level 5 if decision making 
or time components are documented?

	 For Medicare, you can look on the list of approved telemedicine 
visits at https://www.cms.gov/Medicare/Medicare-General-Information/
Telehealth/Telehealth-Codes. Level 5 visits are on the list. Please check 
with your other payers for their policies. 

Raemarie Jimenez, CPC, CIC, CPB, CPMA, CPPM, CPC-I, CDEO, CANPC, CRHC, CCS, is 
senior vice president of products at AAPC and a member of the Salt Lake City, Utah, local chapter.

https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
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By Deanna L. Blalock-Polley, COC, CPC, COBGC, COSC

MODIFIER 59:  
Don’t Stop! Yield and Investigate 
A quick check of the NCCI PTP edits can pay off in a big way.

“If your surgeon is performing debridement of the labrum,  
another separate tendon, or chondroplasty of glenoid/humeral 

head, you should investigate, regardless of the lack of an NCCI edit.”

Let’s say you’re cruising along in what I call the “coding world.” You’re 
using your bundling matrix software and come across two codes 

that have a National Correct Coding Initiative (NCCI) edit bundling 
them (one code includes the other). What do you do? Drop one code 
and only bill the primary procedure? No! You yield on the coding and 
investigate the relationship between the two codes. What coders have 
been taught is that modifier 59 Distinct procedural service should only 
be applied to a secondary procedure when it follows the “separate” rule 
(e.g., separate incision, area, organ, etc.). However, the NCCI Policy 
Manual (great reading) gives us some exceptions to that rule. 

When to Yield
Orthopedic coding is a great example. Let’s 
take CPT® codes 24305 Tendon lengthening, 
upper arm or elbow, each tendon and 64718 

Neuroplasty and/or transposition; ulnar 
nerve at elbow. You run these codes 
through your software and there is a 
bundling issue; however, it does note 
“unbundling allowed with appro-

priate modifier.” You need to 
yield at this point; it is time 
to investigate.

You turn to your spe-
cialty society information 

(the American Academy of 

Orthopaedic Surgeons uses Code-X/Global Service Data) and pull 
up the information for both codes, but no specific information is 
available under “services not included.”

At this point, you should look for any other specific information in 
the NCCI Policy Manual. In the narrative for Chapter 4, pages IV-21 
and 22 (revision date, Medicare 1/1/2021), it states, “If a provider per-
forms the tendon lengthening described by CPT 24305 and performs 
an ulnar nerve transposition 64718, the NCCI PTP [procedure to 
procedure] edit may be bypassed by appending modifier 59 or XU to 
either column code.” 

There you have it! After investigation, the NCCI narrative tells 
you it is OK to bill these two codes with modifier 59 appended. You 
aren’t just slapping a modifier 59 on there as a “pay me” modifier; 
you’ve investigated and have the backup to code and, if necessary, 
appeal a denied claim with that code combination.

Look for the Right of Way
Another issue with orthopedic coding and bundling comes up with 
arthroscopic shoulder procedures. This area has been a coder’s 
nightmare for years with CPT® 29823 Arthroscopy, shoulder, surgi-
cal; debridement, extensive, 3 or more discrete structures (eg, humeral 
bone, humeral articular cartilage, glenoid bone, glenoid articular 
cartilage, biceps tendon, biceps anchor complex, labrum, articular 
capsule, articular side of the rotator cuff, bursal side of the rotator 
cuff, subacromial bursa, foreign body[ies]) becoming the “bad guy” 
with modifier 59. 
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Modifier 59 

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

In 2017 (revision date 1/1/2017), the Centers for Medicare & 
Medicaid Services updated the NCCI Policy Manual to indicate 
that 29823 was allowed when coded with other arthroscopic proce-
dures on the ipsilateral shoulder. 

The revision gave leeway to the shoulder having “separate/differ-
ent areas” and indicated that debridement “performed in a different 
area of the same shoulder” may be reported separately, with three 
exceptions: 29824, 29827, and 29828. At that point, these code 
combinations were removed from bundling software and coders had 
a green light to proceed. 

This doesn’t mean that you should always code 29823 with 
an arthroscopic rotator cuff repair (29827) or a biceps tenodesis 
(29828). But if your surgeon is performing debridement of the 
labrum, another separate tendon, or chondroplasty of glenoid/
humeral head, you should investigate, regardless of the lack of an 
NCCI edit. Especially since, effective January 1, the description for 
CPT® 29823 is revised considerably. 

Pass Go and Collect
Don’t be afraid! Yield and investigate the possibility of using modi-
fier 59 to unbundle a code pair. A short investigation could result in 
a higher reimbursement for your surgeon. 

Deanna Blalock-Polley, COC, CPC, COBGC, COSC, has over 30 years of healthcare 
experience. Starting in a facility as a COR scheduling coordinator, she then became a 
reimbursement specialist and has been a physician coder for the last 10 years, currently as an 
orthopedic surgical coder independent contractor. Blalock-Polley is a member of the 
Madison, Wisc., local chapter.

Discuss this article 
or topic in a forum at 
www.aapc.com

CODING/BILLING

“Don’t be afraid! Yield and 
investigate the possibility of using 

modifier 59 to unbundle a code pair.”

adobestock /  Andrey Popov
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By Rachel Dorrell, MA, MS

“HIPAA-compliant” is a descriptor that vendors believe is worth 
its weight in gold, but can you really purchase HIPAA compliance? 
Telling authorities that the business associate (BA) you contracted 
with billed its services as compliant won’t save you. Do your due 
diligence to make sure your organization won’t have extra headaches 
if any federal agencies investigate for a violation or data breach.

Background
In December 2020, the Federal Trade Commission (FTC) an-
nounced a settlement with SkyMed International Inc., a Scottsdale, 
Arizona-based firm that sells travel and medical emergency services, 
for exposing consumers’ personal information in a data security 
breach. After a 2019 complaint, the FTC discovered that SkyMed 
failed to protect individuals’ data, including health information, 
when an unsecured cloud database exposed 130,000 membership 
records on the internet. In addition, the FTC found that the orga-
nization didn’t properly assess its risks “by performing penetration 
testing and other measures, and failed to monitor its network for 
unauthorized access,” an FTC release says.

Though SkyMed alerted current and former customers that their 
payment and health information wasn’t compromised in the breach, 
the firm didn’t actually review the data nor look into unauthorized 
access of the database materials, the FTC asserts. “Instead, after 
confirming that the data was online and publicly accessible, SkyMed 
deleted the database,” the release says.

Don’t Make Noncompliance Worse
But, on top of risk analysis fails, a data breach, and botched investiga-
tion of said incident, SkyMed also duped consumers into believing 
that its services were HIPAA compliant.

“SkyMed deceived consumers by displaying for nearly five years 
a ‘HIPAA Compliance’ seal on every page of its website, which gave 
the impression that its privacy policies had been reviewed and met” 
HIPAA security and privacy requirements, the FTC alleges.

Many third-party firms say that their products or tools are 
“HIPAA compliant,” but the Department of Health and Human 
Services (HHS) and its auxiliary agencies don’t certify or endorse 
vendors’ products as HIPAA compliant.

Reminder: “HHS does not endorse or otherwise recognize private 
organizations’ ‘certifications’ regarding the Security Rule, and such 

certifications do not absolve covered entities of their legal obligations 
under the Security Rule. Moreover, performance of a ‘certification’ by 
an external organization does not preclude HHS from subsequently 
finding a security violation,” HHS Office for Civil Rights (OCR) 
guidance says.

Seek Your Vendors’ Standards
It’s important for covered entities (CEs) and their BAs to thoroughly 
vet their third-party partners and vendors before they enter into 
business with them. This might involve an initial scorecard to test 

Security and Compliance: Dig Deep 
on Business Associates’ Behavior
Don’t take BAs at their word when their actions affect your business.

■ PRACTICE MANAGEMENT
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knowledge of the HIPAA basics, followed by a more comprehensive 
investigation of their compliance practices, breach history, and 
incident response protocols.

Why? As required by HIPAA, CEs and BAs must secure patients’ 
protected health information (PHI), and they “would be wise to 
use caution in evaluating companies that promise ‘HIPAA compli-
ance,’” advises attorney Shannon Hartsfield, an executive partner 
with Holland & Knight LLP in Tallahassee, Florida.

“A lot of customers want to see that characterization, and com-
panies selling their services want to provide it. In my view, because 
HIPAA compliance is an ongoing process, it would be wise to 

avoid making representations that attempt to ensure 100 percent 
compliance,” Hartsfield says.

TIP: �Advertisements that claim products are “HIPAA compliant” or “HIPAA certified” should always 
be questioned.

“If a healthcare provider is evaluating a company that says 
they’re ‘HIPAA compliant,’ it would be important to try to get a full 
understanding of what the vendor means by that,” Hartsfield says. 
“And if a vendor says it’s ‘HIPPA compliant,’ you may need to run 
the other way! Misspelling HIPAA can be a real red flag,” she adds.

Look to Possible Corrections
According to the proposed settlement, the FTC requires SkyMed 
to take several actions to correct its compliance issues. Here’s a short 
sampling of what the proposed settlement entails:

•	 Contact the individuals impacted by the data breach.
•	 Implement an information security program, including 

the adoption of a compliance officer, written policies and 
procedures, and risk analysis and management.

•	 Ensure security measures are assessed by a third party.

Another component of the settlement relates to SkyMed’s 
“HIPAA-compliant” pledge. “The proposed settlement prohibits 
misrepresentations about how SkyMed secures consumer informa-
tion, how it responds to data breaches, and whether the company 
has been endorsed by or participates in any government-sponsored 
privacy or security program,” notes the FTC release. 

Rachel Dorrell, MA, MS, writes about the Minimum Data Set, practice management, and 
ICD-10 coding for AAPC, focusing on the issues that keep nursing facility and medical office 
personnel up at night. She has a Master of Science in narrative medicine from Columbia 
University and a Master of Arts from York University, in the U.K. She also runs an organic 
farmstead in the New York Finger Lakes region, focusing on sustainably raising happy, healthy 
heritage-breed livestock.

Resource
www.ftc.gov/system/files/documents/cases/skymed_-_consent_order_ftc_signed.pdf

This article is reprinted from the Practice Management Alert. For more articles like this,  
as well as other specialty-specific articles, check out AAPC’s full line of newsletters at  
www.aapc.com/newsletter. 

“Misspelling HIPAA 
can be a real red flag.”
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article or topic, go to 
www.aapc.com
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■ CODING/BILLING
By Renee Dustman, BS, AAPC MACRA Proficient

■ Coding/Billing	 ■ Auditing/Compliance	 ■ Practice Management 

10 Service/Supply Claims Under Review
If your provider furnishes Medicare patients with any of the services 
or supplies on this list, expect an ADR.

Ever wish you had a crystal ball to foresee when a Recovery 
Audit Contractor (RAC) might send your office an Additional 

Documentation Request (ADR) letter? Luckily, all you really need 
is the World Wide Web; RACs post the issues they are reviewing 
on their websites. If your provider bills for any of the procedures or 
durable medical equipment (DME) on their radar, it may be a good 
time to conduct an internal audit on those claims. Here are the 10 
most recent issues the Centers for Medicare & Medicaid Services 
(CMS) has approved for RAC complex review.

What Is a RAC?
CMS created the Medicare Fee-for-Service (FFS) Recovery Audit 
Program to identify and correct improper payments. RACs are 
third-party companies that review claims on a post-payment basis to 
detect and correct past improper Medicare payments.

RACs in Regions 1-4 perform post-payment reviews to identify 
and correct Medicare Parts A and B claims. The Region 5 RAC 
is dedicated to national review of Durable Medical Equipment, 
Prosthetics, Orthotics, and Supplies (DMEPOS) and home health 
agencies (HHAs)/hospice claims.

shutterstock /  Iakov Filimonov
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Recovery Audits

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

To date, the RACs are:
•	 Performant Recovery, Inc. 

	º Region 1 (Conn., Ind., Ky., Mass., Maine, Mich., N.H., 
N.Y., Ohio, R.I., and Vt.) (Performant was awarded 
region 1 on March 26)

	º Region 5 (Nationwide for DMEPOS/HHA/hospice)
•	 Cotiviti 

	º Region 2 (Ariz., Colo., Ind., Ill., Kan., La., Mo., Minn., 
Miss., Neb., N.M., Okla., Texas, and Wis.)

	º Region 3 (Ala., Fla., Ga., N.C., S.C., Tenn., Va., W.Va., 
Puerto Rico, and U.S. Virgin Islands)

•	 HMS Federal Solutions 
	º Region 4 (Alaska, Ariz., Calif., D.C., Del., Hawaii, 

Idaho, Md., Mont., N.D., N.J., Nev., Ore., Pa., S.D., 
Utah, Wash., Wyo., Guam, American Samoa, and 
Northern Marianas)

RAC reviews usually result from referrals made by Medicare 
Administrative Contractors (MACs), Unified Program Integrity 
Contractors (UPICs), and federal investigative agencies such as the 
Office of Inspector General (OIG) and the Department of Justice 
(DOJ).

Top 10 List
The following top 10 approved issues are for complex review of 
medical necessity and documentation requirements:

1.	 Spinal cord neurostimulation (CPT® 63685, 63650, 
63655) for outpatient, inpatient, ambulatory surgical 
center (ASC), and professional services claims

2.	 Positron emission tomography for initial treatment strat-
egy in oncologic conditions (CPT® 78608, 78811-78816, 
A9552) for outpatient and professional services claims 

3.	 Next generation sequencing (CPT® 81455, 0111U, 
0022U, 0037U) for laboratories

4.	 Hospice continuous home care (revenue codes 0652 
Continuous home care, 0551 Skilled nursing visit, 0571 
Home health aide visit, and HCPCS Level II codes 
G0299, G0300, G0156)

5.	 Vagus nerve stimulation (CPT® 64568, 64569, 61885) for 
outpatient, ASC, and professional services claims

6.	 Air ambulance for rotary wing (helicopter) aircraft claims 
(HCPCS Level II A0431, A0436)

7.	 Deep brain stimulation (CPT® 61885, 61886, 95970, 
95972, 95973) for outpatient claims

8.	 Immunosuppressive drugs (HCPCS level II J7507) for 
DME claims

9.	 Implantable automatic defibrillator (ICD-10-PCS 
0JH608Z, 0JH609Z, 0JH638Z, 0JH639Z, 0JH808Z, 
0JH809Z, 0JH838Z, 0JH839Z) for inpatient claims

10.	 Polysomnography (CPT® 95810, 95811) for outpatient 
claims

If you go to the CMS website, you can review all approved RAC topics. 
Each approved RAC topic includes a description, affected codes, 
and applicable policy references. The applicable policy references 
section is very helpful as it lists all the regulatory guidelines RACs 
will use to perform their reviews. 

For example, for Next Generation Sequencing reviews, RACs 
will consider 17 applicable resources including the Social Security 
Act, Title 42 Code of Federal Regulations, the Medicare Benefit 
Policy Manual, the Medicare Program Integrity Manual, the 
Medicare National Coverage Determination Manual, and the 
CPT® and ICD-10-CM code books.

Use these same references in your internal audits to ensure your 
claims are coded correctly and that you have documentation to back 
up those claims. 

Renee Dustman, BS, AAPC MACRA Proficient, is managing editor of Content and 
Editorial for AAPC and a member of the Flower City Professional Coders local chapter in 
Rochester, N.Y.

Resource
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/
Medicare-FFS-Compliance-Programs/Recovery-Audit-Program

“Each approved RAC topic includes a description, 
affected codes, and applicable policy references.”

https://www.aapc.com/blog/
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Recovery-Audit-Program/Approved-RAC-Topics
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Recovery-Audit-Program
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Recovery-Audit-Program
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If you work in a medical billing office, you know how frustrating 
it can be to get a phone call from a patient asking why they are 

getting a bill for their “free” visit. The patient is frustrated because 
they do not understand the components of an annual wellness 
visit (AWV) for Medicare patients. “You know that laundry list 
of health issues you created over the year and addressed with the 
clinician during your visit? Sorry, but that’s not included in the 
AWV,” you tell the patient. Invariably, this does not go over well. 
Ultimately, it’s your job to prevent this sort of misunderstanding 
from the get-go.

In this article, we’ll review what Medicare AWVs include and 
don’t include and their frequency limitations. This information 
is changeable, so even the most experienced coders, billers, and 
auditors should periodically review the definitions for Medicare’s 
physical exams coverage.

The Initial Preventive Physical Exam 
It’s important not to confuse the various types of physical exams 
Medicare allows because they are coded differently and coverage 
may vary, as well. 

■ CODING/BILLING

■ Coding/Billing	 ■ Auditing/Compliance	 ■ Practice Management 

By Jean Pryor, CPMA, CPC, CPB, CPC-I, CRC, CCS-P, CHAP, AAPC Fellow

What’s Included in an AWV?
Set the record straight with patients to prevent surprise billing.
shutterstock /  Monkey Business Images
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AWV

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

When an individual initially signs up for Medicare, they have the 
option of receiving an initial preventive physical exam (IPPE) at no 
extra cost to them. They are eligible for this “Welcome to Medicare” 
preventive visit within the first 12 months of enrollment. This ben-
efit is a once-in-a-lifetime “use it or lose it” service. Patients should 
be encouraged to take advantage of the IPPE, as it is a beneficial 
service. The IPPE aims to promote a healthy lifestyle, prevent and 
detect disease, identify areas of concern, and provide education and 
counseling to ensure the patient is well informed and understands 
what services are covered by Medicare. The IPPE can be performed 
by a physician or other qualified healthcare professional (QHP).

There are eight areas in the IPPE that the provider is supposed to 
address and document, as shown in Table A.

What Codes Are Billed for the IPPE?
The IPPE is a proprietary Medicare service for which you will bill 
the contractor using HCPCS Level II codes.
G0402	 Initial preventive physical examination; face-to-face visit, services limited to new beneficiary 

during the first 12 months of Medicare enrollment

G0403	 Electrocardiogram, routine ECG with 12 leads; performed as a screening for the initial preventive 
physical examination with interpretation and reportG0404 Electrocardiogram, routine ECG with 
12 leads; tracing only, without interpretation and report, performed as a screening for the initial 
preventive physical examination

G0405	 Electrocardiogram, routine ECG with 12 leads; interpretation and report only, performed as a 
screening for the initial preventive physical examination

G0468	 Federally qualified health center (FQHC) visit, IPPE or AWV; a FQHC visit that includes an initial 
preventive physical examination (IPPE) or annual wellness visit (AWV) and includes a typical 
bundle of Medicare-covered services that would be furnished per diem to a patient receiving an 
IPPE or AWV

There is not a specific ICD-10-CM code designated by Medicare 
to use with the IPPE. You may choose a diagnosis code addressed 
during the visit or use a code from category Z00-Z09 Factors 
influencing health status and contact with health services.  

The Annual Wellness Visit
The purpose of the AWV is to develop or update a personalized 
prevention health plan and perform a health risk assessment 
(HRA). As with the IPPE, the patient will not cost share (if the 
provider accepts assignment) and the deductible does not apply. 
New Medicare beneficiaries are eligible for one initial AWV. The 
patient can receive this service one time after the first 12 months 
of their Medicare enrollment. It does not have to be in the second 
year of enrollment. It could be years later, but they only receive it 
one time.  

After the initial AWV, the patient qualifies for subsequent AWVs 
each year (after a full 11 months have passed from the previous 
AWV). Many get confused about the timing of the subsequent 
visit. The easiest way to explain it is that patients can have their next 
subsequent AWV anytime within the same month of their previous 
visit the year before, or later. 

“Advance care planning (ACP) can be provided during an AWV or 
covered as a separate Part B service, when medically necessary.”

Table A: Eight elements of an initial preventive physical exam

IPPE Element Description
Review medical and social history At a minimum, document information regarding: Past medical and surgical history, current medications and supplements, family 

history, diet, physical activities, history of alcohol, tobacco, and illicit drug use (such as opioid use by patient or family members)
Review risk factors for depression or other mood disorders Use a standardized screening tool (e.g., PHQ-9)
Review functional ability and safety level Activities of daily living, fall risk, hearing impairment, home safety
Exam Height, weight, body mass index, vital signs (e.g., blood pressure), visual acuity screening, other appropriately deemed factors 
End-of-life planning Discuss, if patient consents, advanced care planning, providing written information and documentation, as appropriate
(NEW) Screening for substance abuse Review any current opioid prescriptions
Educate/counsel/refer Based on above findings, give education/counseling/referral
Educate/counsel/refer on preventive services they may 
benefit from

Supply a brief written checklist for the patient to receive a once-in-a-lifetime EKG and other preventive services covered by Medicare 
in the AWV

CODING/BILLING
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For example: If a patient receives their subsequent AWV on June 
15, 2021, they will be eligible to receive their next subsequent AWV 
on June 1, 2022. You do not count June 15, 2021, because it is not 
a “full” month. You start counting in July and stop the end of May 
for 11 full months. 

Who Can Perform an AWV? 
Only certain practitioners are permitted to perform AWVs. These 
include:

•	 Physicians
•	 Qualified non-physician practitioners (NPPs)
•	 Other QHPs – health educator, registered dietician, 

nutrition professional, other licensed practitioner, or a team 
of medical professionals directly supervised by a physician 

As usual, state licensing applies, as well.

What Codes Are Billed for the AWV? 
G0438	 Annual wellness visit; includes a personalized prevention plan of service (PPPS), initial visit

G0439	 Annual wellness visit, includes a personalized prevention plan of service (PPPS), subsequent visit

G0468 

There is not a specific ICD-10-CM code designated by Medicare 
to use with the AWV. You may choose a diagnosis code addressed 
during the visit or use a code from Z00-Z99. 

See Table B for a comparison of what is required for the initial 
AWV versus subsequent AWVs. 

Advance Care Planning May Be Separate
Advance care planning (ACP) can be provided during an AWV or 
covered as a separate Part B service, when medically necessary. In 
either case, when performed at length (30 minutes or more), it is 
separately billable. 

This service is when the provider and the patient discuss the 
patient’s end-of-life treatment wishes in the event a time comes when 
the patient cannot speak or make their own decisions about the care 
they wish to receive or not receive. There is no limit on the number of 
times a provider can report ACP for a patient, but the service may only 
be provided when the patient agrees to receive the service.

Make sure the patient understands when ACP is non-covered; 
ACP is covered once per year with no cost sharing to the patient; 
if the ACP is provided outside of the timeframe, the patient will 
cost share and pay their deductible and coinsurance (if applicable). 
Medicare will waive the coinsurance and deductible when provided 
during an AWV if the following occur:

•	 ACP is provided on the same date as the covered AWV.
•	 ACP is provided by the same provider as the covered AWV.
•	 ACP is billed with modifier 33 Preventive services.

The provider must document the change in the patients’ health 
and wishes for end-of-life care.

“After the initial AWV, the patient 
qualifies for subsequent AWVs each 
year (after a full 11 months has 
passed from the previous AWV).”

AWV
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AWV FAQs
Here are answers to a few frequently asked questions about annual wellness visits (AWVs) 
and initial preventive physical exams (IPPEs).

Are the IPPE and AWV the same as the routine yearly physical exam?

No. Bill routine yearly physical exams using the CPT® Evaluation and Management (E/M) 
codes. Medicare does not cover routine yearly physical exams. 

Can the AWV and IPPE be performed via telehealth?

The IPPE cannot be performed via telehealth, but initial and subsequent AWVs may be 
performed via telehealth.

Can AWVs and IPPEs be performed at the same time as another E/M service to 
address medical conditions? 

Yes, if the additional visit documented supports a significant separately identifiable 
service, you can report 99202-99215 in addition to the AWV. Best practice is to let the 
patient know that if the provider addresses additional conditions, they may receive a bill 
for the added service. 

shutterstock /  Zoran Pucarevic
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What Codes Are Billed for Advance Care Planning?
When reporting ACP services beyond what is included in the AWV, 
you will report the following CPT® codes, as applicable:
99497	 Advance care planning including the explanation and discussion of advance directives such as 

standard forms (with completion of such forms, when performed), by the physician or other 
qualified health are professional, first 30 minutes, face to face with the patient, family member(s), 
and/or surrogate

99498 	 Advance care planning including the explanation and discussion of advance directives such as 
standard forms (with completion of such forms, when performed), by the physician or other 
qualified health are professional; each additional 30 minutes (List separately in addition to code 
for primary procedure) 

Report the diagnosis code(s) in support of this service based on 
the patient’s documented exam findings.

Preventive Care Starts With You
Medicare eligible patients should be encouraged to take advantage 
of the Medicare AWV each year to help detect or prevent diseases 
that may otherwise go unnoticed or untreated. Many patients do 

not understand that their “free” visits have limitations, however. 
Although patients may not like to be billed for added services per-
formed during the AWV, they will be far less upset if they know 
what to expect. On the bright side, you can say, having the ad-
ditional conditions addressed at the same time as their AWV will 
prevent them from having to return to the office on a later date. 

Jean Pryor, CPMA, CPC, CPB, CPC-I, CRC, CCS-P, CHAP, AAPC Fellow, is the 
administrator of coding and education at St. Elizabeth Physicians. She has more than 34 years 
of medical coding and billing experience, and she has been a CPC® since 1994. Pryor was a 
master coder and auditor reviewing Medicare Advantage data for hierarchical condition 
categories, Risk Adjustment Processing System, secondary payments, and duplicative 

payment activities. She is a member of Cigna Government Services Provider Outreach Education Advisory 
Group. Pryor is the president of the Northern Kentucky local chapter and is Region 6 representative of the AAPC 
National Advisory Board.

Resources
www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProd-
ucts/preventive-services/medicare-wellness-visits.html

www.cms.gov/Medicare/Medicare-General-Information/Telehealth
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Table B: Comparison of requirements for initial AWV and subsequent AWVs

Component Initial Annual 
Wellness G0438

Subsequent 
Annual  

Wellness G0439

Perform a health risk assessment (HRA) and, at a minimum, obtain: Demographic information; health status self-assessment; psychosocial 
risks such as depression, anger, stress, pain, fatigue, etc.; behavioral risks such as tobacco use, physical activity, nutrition, oral health, alcohol 
use, sexual health, etc.; activities of daily living such as dressing, feeding, grooming, toileting, ambulation, risk of falls, etc. 

X Review and 
update 

Establish the patient’s medical and family history: Obtain medical history of the patient’s parents, siblings, and children; hereditary condi-
tions; past surgical history, allergies, injuries, and treatments; use of or exposure to medications including opioid use, calcium, and vitamins.

X Update

Establish a list of current providers and suppliers: If the patient receives regular care from a provider or supplier that provides medical care, 
list their names.

X Update

Measure: This includes height, weight, body mass index or waist circumference, if appropriate; blood pressure; and any other measurement 
deemed appropriate based on findings in medical and family history.

X X

Cognitive impairment: Detect by observation, information obtained from friends, family members, caregivers, etc., or administer a brief 
cognitive test.

X X

Risk factors for depression and mood disorders: Use a standardized screening tool such as a PHQ-9 or other recognized tool. X Update

Functional ability and level of safety: Use direct observation or a questionnaire to obtain, at a minimum, the patient’s ability to perform 
activities of daily living, fall risk, hearing impairment, and home safety.

X Update

Establish an appropriate written preventive screening schedule for the next five to 10 years. X Update

Establish a list of conditions and risk factors for which the provider recommends or has initialed intervention such as mental health condi-
tions, substance use disorder, IPPE risk factors identified. This should include the risks and benefits of the various treatment options.

X Update

Supply personalized health advice, referrals for education and counseling or programs to assist with lifestyle interventions, such as fall 
prevention, nutrition, physical activity, tobacco use cessation, weight loss, and cognition, aimed at wellness promotion and health risk 
reduction (Personalized Prevention Plan Services).

X Update

Provide advance care planning: If the patient approves, explain advanced directives, identifying a caregiver, notifying others about 
healthcare preferences and future care decisions, and completing forms.

X Update as 
necessary

CODING/BILLING
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■ Member of the Month
By Lee Fifield, BS

Wondering who the ladies are on the cover? Meet Kim Huey and 
Sandy Giangreco Brown. We met them at HEALTHCON this 

past March in Dallas and loved their story so much we decided to 
put them on the cover of Healthcare Business Monthly. In fact, we’ve 
incorporated a new column, Member of the Month, starting with this 
issue. Going forward, we will be featuring members (or other VIPs) 
on the cover of the magazine.

Huey and Brown met over 15 years ago, and since then, they have 
not only become colleagues but good friends, as well. Here is their 
story.

Starting Out
Kim Huey, MJ, CHC, CPC, CCS-P, PCS, CPCO, COC, recalls 
meeting Sandy Giangreco Brown, BS, RHIT, CCS, CCS-P, CHC, 
CPC, COC, CPC-I, COBGC, PCS, when they happened to sit 
next to each other at the American Medical Association (AMA) 
CPT® Symposium more than 15 years ago. They kept running 
into each other at various conferences for the next few years and 
finally decided to introduce themselves. Little did they know that 
they would become co-educators and author journal articles together 

over the next decade. Huey even did some sub-contracting 
work with Brown’s company.

Working Together
Huey and Brown both point to their comple-
mentary styles and backgrounds as part of the 
secret to their success as an educational duo. 
Huey’s background is in coding and compliance 
on the physician’s side (she has a master’s in 
health law), while Brown comes from a clinical 
background with some facility and inpatient 
experience (she is finishing up her master’s in 
healthcare administration with an emphasis in 
population health).

They each appreciate that they can bounce 
ideas off each other when they need advice or an 
opinion, and their rapport shows. “We have had 
clients say that they love ‘Kim and Sandy’ doing 

the education, and others have told us that they 
would love to duplicate how we work together,” 

said Brown. “When we blend our styles together, our 
overarching passion for helping others comes through.”

Huey lives in Alabama, while Brown resides in Colorado, 
which doesn’t make it easy to coordinate. Huey said, “We joke that 
on some days we use all modes of communication — phone, text, 
Facebook Messenger, and Teams meetings!” It’s easy to tell when they 
have been together, however, because they pick up each other’s way 
of speaking. Huey jokes that Brown now knows what it means to be 
“worn slap put,” and she has been known to say, “What the what?” 
after spending time with Brown.

A Mutual Appreciation
After witnessing the way Huey and Brown interact, their mutual 
admiration, respect, and friendship were clear. “Having a long-time 
colleague and friend like Kim has been such a blessing, both profes-
sionally and personally,” said Brown. Huey replied, “We are truly 
blessed to have each other — as colleagues and friends — and coding 
brought us together!” 

Lee Fifield, BS, is a development editor at AAPC. She has a Bachelor of Science degree in 
communications from Ithaca College, Ithaca, N.Y., and has worked as a writer and editor for 
more than 15 years.

Two of a Kind
Meet AAPC’s first members of the month:  
Kim Huey and Sandy Giangreco Brown.



AAPC HealthCON

HEALTHCON 2022 registration is now open at healthcon.com. The conference is 
scheduled for March 27-30 in Washington, D.C./Maryland at the Gaylord 
National Resort & Convention Center. Come together with your AAPC 
community for four days of learning, fun, and adventure in one of the most 
beautiful cities in America — especially when spring comes around.

Spring ahead with your colleagues as you indulge in the historic beauty of our 
nation’s capital. Attend in person or virtually. Just don’t miss out on the fun! 

Search, Solve & Spring Ahead!

HEALTHCON 2022
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■ CODING/BILLING
By AAPC’s Auditing Advisory Committee
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Come to terms with payers  
to protect your provider’s 
revenue stream.

“Medical necessity” is an important concept for medical coders 
and auditors to understand. Health insurance companies (payers) 
use criteria to determine whether items or services provided to 
their beneficiaries or members are medically necessary. As a rule, 
payers will not reimburse for medical procedures, treatments, or even 
prescriptions that don’t meet their criteria for medical necessity. That 
criteria may vary from payer to payer and even from one payer’s plan 

to another. Understanding a payer’s definition of 
medical necessity is essential to getting claims paid. 

Here’s what you need to know.

What Criteria Are Used to Determine Medical Necessity?
Insurance providers, hospitals, and some government auditing agen-
cies use evidence-based criteria designed by Milliman or Interqual 
and/or the Centers for Medicare & Medicaid Services (CMS). (Use 
of either Milliman or Interqual comes down to preferences set by the 
user.) The criteria are used to help control costs by determining the 
medical necessity of the inpatient stay, service, or item. It is important 
to note that these criteria are not meant to replace a provider’s profes-
sional opinion. A physician can request a peer-to-peer review, which 
may result in an overturn of a denial.

Cigna, for example, defines medical necessity for providers as 
“health care services that a physician, exercising prudent clinical 
judgment, would provide to a patient. The service must be for the 
purpose of evaluating, diagnosing, or treating an illness, injury, 
disease, or its symptoms in accordance with the generally accepted 
standards of medical practice.” 

Cigna goes on to state, “Clinically appropriate, in terms of type, 
frequency, extent, site, and duration and considered effective for 

shutterstock /  Andrei_R

Medical Necessity:  
Is It Really Necessary?
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the patient’s illness, injury, or disease. Is not primarily for the 
convenience of the patient, health care provider, or other physicians 
or health care providers and is not costlier than an alternative 
service or sequence of services at least as likely to produce equivalent 
therapeutic or diagnostic results as to the diagnosis or treatment of 
that patient’s illness, injury, or disease.”

CMS uses a variety of programs to maximize accessibility to 
benefits while reigning in improper billing and payments such as 
prior authorization and pre-claim review initiatives.

Medicare’s Criteria for Medical Necessity
CMS allows its Medicare Administrative Contractors (MACs) 
to determine whether services provided to their beneficiaries are 
reasonable and necessary, and therefore medically necessary. MACs 
use the following criteria to determine if an item or service is medi-
cally necessary: 

•	 It is safe and effective.
•	 It is not experimental or investigational.
•	 It is appropriate when:

	º Furnished in accordance with accepted standards of 
medical practice.

	º Furnished in a setting appropriate to the medical needs 
and condition.

	º Ordered and furnished by qualified personnel.
	º Meets the medical need of the patient.

Note: There are some exceptions to the general medical necessity 
requirements spelled out in CMS’ regulations.

Diagnosis Impact on Medical Necessity
A patient’s diagnosis is one criterion that drives medical necessity 
from a payer’s perspective. From a clinical perspective, medical 
necessity is determined by the provider based on evidence-based 
medical data. This data may be used to order further testing to 
diagnose a patient’s condition or provide additional procedures to 
treat a patient’s condition. 

Any time a procedure or test is ordered, the provider must first 
get approval from the patient’s payer before performing the test or 
procedure. In giving this approval, the payer is saying the test or 
procedure meets their established medical necessity criteria. Prior 
authorization is not a guarantee of payment, however.

From an insurance perspective, medical necessity is determined 
by either the diagnosis code(s) and/or clinical condition(s) that are 
defined in the payer’s policy. The pre-approval process typically 
involves submitting to the payer:

•	 the patient’s diagnosis; and 
•	 the procedure to be performed. 

A provider should also include:
•	 the severity of the diagnosis; 
•	 the risk of not performing the procedure; and 
•	 any diagnostic studies or interventions tried previously. 

It is important for the physician, coder, biller, and insurance 
company to all be on the same page when it comes to medical neces-
sity. A provider may feel specific procedures or tests are medically 
necessary for a patient, but the insurance company can also make 
that determination based on their clinical policies. Problems ensue 
when medical necessity is defined differently by the two parties. 

Frequency Impact on Medical Necessity
Another component of medical necessity is frequency — how 
often can a procedure be performed over a predetermined length of 
time? Payers often set frequency limitations on certain services. For 
instance, preventive services are generally limited to one per year. 

Issuing an Advanced Beneficiary  
Notice of Noncoverage (ABN)
Claim denials are the responsibility of the provider and/or patient to cover. If a provider feels a 
service is medically necessary for a Medicare patient and, upon policy review, the payer denies 
medically necessity, an ABN will protect the provider from loss of revenue. The patient should 
be given the ABN form to complete in its entirety and sign prior to having the service rendered. 
Be sure to give the patient enough time to make an informed decision. 

When discussing medical necessity denials or potential denials with a clinician, present the 
medical necessity criteria the payer used to make the determination. This will prevent the 
debate of why non-clinical personnel can tell a provider a service is not medically necessary. shutterstock /  Syda Productions

https://www.aapc.com/blog/
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To protect the provider’s or facility’s revenue stream, due dili-
gence must be taken to properly identify any coverage limitations 
ahead of the patient’s encounter. This is not always easy to do as 
patients may receive care from several providers. To get ahead of 
this potential payment barrier, contact your MAC or verify through 
the HIPAA Eligibility Transaction System. You may also be able to 
gather this information from the patient, but this is a less reliable 
source and requires confirmation.

What Is Prior Authorization and Why Do We Need It?
The America’s Health Insurance Plans (AHIP) explains, “Prior 
authorization is a process whereby a provider, on behalf of a patient, 
requests approval or authorization from the health plan before 
delivering a treatment or service in order for the treatment or service 
to be covered by the health plan.” From a payer’s point of view, prior 
authorization ensures that all delivered care is medically necessary; 
it also addresses and prevents overuse and misuse of treatments and 
services. 

Other purposes of preauthorization, according to AHIP, include: 
•	 Ensure that providers adhere to nationally recognized care 

criteria (e.g., ensure opioid prescribing consistent with 
federal guidelines).

•	 Promote appropriate use of medications and services 
to ensure that they do not interfere with other types of 
medications or potentially worsen existing conditions. 

•	 Make sure that medications are not co-prescribed with 
other drugs that could have dangerous, even potentially 
fatal, interactions. 

•	 Ensure that medications are safe, effective, and provide 
value for specific populations or subpopulations who may 
be affected differently by a medication (e.g., antipsychotic 
medications in children and adolescents).

•	 Make sure that drugs and devices are not used for clinical 
indications other than those federally approved or 
supported by medical evidence. 

•	 Ensure that the administering clinician has the appropriate 
training to do so (e.g., limiting prescribing of chemotherapy 
medications to oncologists). 

•	 Promote dialogue with clinicians to ensure tailored, 
patient-focused treatment programs to promote adherence 
and improve outcomes. 

•	 Ensure that members with a newly prescribed medication 
receive services such as counseling, peer support, or 
community-based support if appropriate (e.g., medication-
assisted treatment). 

As you can see, preauthorization is an important safety measure. 
It is not meant to be a barrier to healthcare.

Meeting Medical Necessity Criteria
To reinforce medical necessity and meet payer guidelines, documen-
tation should be complete, support the service(s) billed, and validate 
the need for the level of care/treatment provided. For Medicare 
patients, billing providers should refer to local and national coverage 
determinations for medical necessity criteria. Commercial insur-
ances may also have their own policies. 

Providers should document the patient’s progress, response to 
treatment, and any necessary change(s) in diagnosis or treatment. 
When patients fail to comply with treatment recommendations, 
this should also be included in the medical record. 

Remember, each outpatient encounter should stand alone. 
Documentation should include the patient’s name, date of service, 
relevant history and exam, along with an assessment and plan. 
Clinical findings from diagnostic and laboratory tests should be 
included to provide further evidence for treatment. 

Medical Necessity Example – Medicare
Novitas has a Local Coverage Determination (LCD) for wound 
care. Within this policy, this MAC identifies coverage indications 
for different wound care services, limitations for different wound 
care services, summary of evidence, documentation requirements, 
and utilization guidelines. The MAC considers all of these items 
together to determine if a service is reimbursable. An approved 
diagnosis alone will not support reimbursement, so it is important 
that you read further than just the diagnosis list.

Medical Necessity Example – Aetna
Some commercial insurance companies follow Medicare’s policies, 
but many have their own. Aetna has a policy with a list of acceptable 
diagnoses for hyperbaric oxygen therapy (HBOT), if criteria are 

“To reinforce medical necessity and meet payer guidelines, 
documentation should be complete, support the service(s) billed, 
and validate the need for the level of care/treatment provided.”
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met. The policy identifies medically necessary versus experimental 
and investigational. For a patient with actinic skin damage, the 
treatment is considered experimental/investigational and not 
covered.

Depending on the patient’s condition, HBOT would be 
medically necessary for a patient with compromised skin grafts 
and flaps, where hypoxia or decreased perfusion has compromised 
viability acutely (not for maintenance of split-thickness skin grafts 
or artificial skin substitutes). Required documentation includes 
photograph (with ruler) of wound, type of flap, name of surgeon 
performing graft or flap, whether there was surgical exploration, 
and transcutaneous oxygen tension testing demonstrating hypoxia 
of flap or graft (TcPO2 less than 40 mmHg on room air). 

Wounds must be reevaluated, with photographic documentation 
(with ruler), every 15 treatments, and/or at least every 30 days dur-
ing administration of HBOT. Continued treatment with HBOT is 
not considered medically necessary if measurable signs of healing 
have not been demonstrated within any 30-day period of treatment.

What Medical Necessity Is About
The healthcare landscape requires providers to not only establish 
medical necessity, but also to clinically validate it. This requires the 
right documentation, processes, and procedures. U.S. healthcare 
costs are at astronomical levels, with spending hitting an all-time 
high of just under $4 trillion in 2019. Federal, state, and private 
insurance carriers are all looking for ways to cut costs while improv-
ing care quality. These measures have led to increased scrutiny of 
services rendered to patients and whether these services are justified. 
Providers should be keenly aware of medical necessity requirements 
as defined by the payers and work towards closing any gaps within 
the revenue cycle that opens them up to increased medical record 
reviews, denials, and overpayment requests. 

The AAPC Auditing Advisory Committee is one of six committees, each made up of subject matter experts. 
AAPC formed these committees to advance thought leadership and engage experts in work supporting AAPC 
members’ pursuit of lifelong learning. Members of the Auditing Advisory Committee include: 

Angela Clements, CPC, CPMA, CEMC, CGSC, COSC, CCS, physician coding auditor/
educator consultant 
 
 
 
Leonta (Lee) Williams, MBA, RHIA, CCS, CCDS, CPC, CPCO, CRC, CEMC, CHONC, 
AAPC director of education, Auditing Advisory Committee chair  
 

Lindsey Motter, LPN, CPC, CPMA, senior provider reimbursement administrator   
 
 
 
 
Wanda F. Register, MBA, CPC, CCS-P, emergency department audit analyst

“To reinforce medical necessity and meet payer guidelines, 
documentation should be complete, support the service(s) billed, 

and validate the need for the level of care/treatment provided.”

Resources
https://www.cms.gov/apps/glossary/default.asp?Letter=M&Language=English

ht tps://w w w.cms.gov/medic are - coverage - database/search/advanced-search.
aspx?redirect=Y

https://www.cms.gov/Medicare/Medicare-General-Information/BNI/ABN 

https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-
Reports/NationalHealthExpendData/NHE-Fact-Sheet

https://www.cigna.com/health-care-providers/coverage-and-claims/policies/medical-
necessity-definitions

https://www.humana.com/member/plain-language-policy

http://www.aetna.com/cpb/medical/data/100_199/0172.html

https://www.psqh.com/analysis/what-you-need-to-know-about-the-utilization-
review-process/

https://www.cms.gov/research-statistics-data-systems/medicare-fee-service-compli-
ance-programs/prior-authorization-and-pre-claim-review-initiatives

https://www.ahip.org/wp-content/uploads/Prior-Authorization-FAQs.pdf

ht tps://w w w.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-
Technology/HETSHelp 

Meet Leonta (Lee) Williams, MBA, RHIA, 
CCS, CCDS, CPC, CPCO, CRC, CEMC, CHONC, 
director of education at AAPC. Learn 
more about Williams and her outlook for 
AAPC education in the digital version of 
Healthcare Business Monthly, available in 
your My AAPC account.

https://www.cms.gov/apps/glossary/default.asp?Letter=M&Language=English
https://www.cms.gov/medicare-coverage-database/search/advanced-search.aspx?redirect=Y
https://www.cms.gov/medicare-coverage-database/search/advanced-search.aspx?redirect=Y
https://www.cms.gov/Medicare/Medicare-General-Information/BNI/ABN
https://www.cigna.com/health-care-providers/coverage-and-claims/policies/medical-necessity-definitions
https://www.cigna.com/health-care-providers/coverage-and-claims/policies/medical-necessity-definitions
https://www.humana.com/member/plain-language-policy
http://www.aetna.com/cpb/medical/data/100_199/0172.html
https://www.psqh.com/analysis/what-you-need-to-know-about-the-utilization-review-process/
https://www.psqh.com/analysis/what-you-need-to-know-about-the-utilization-review-process/
https://www.cms.gov/research-statistics-data-systems/medicare-fee-service-compliance-programs/prior-authorization-and-pre-claim-review-initiatives
https://www.cms.gov/research-statistics-data-systems/medicare-fee-service-compliance-programs/prior-authorization-and-pre-claim-review-initiatives
https://www.ahip.org/wp-content/uploads/Prior-Authorization-FAQs.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-Technology/HETSHelp
https://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-Technology/HETSHelp
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By Stacy Chaplain, MD, CPC

A patient presents today for a follow-up for her hypertension. At 
her last visit, she was complaining of swelling in her feet and 

ankles, back pain, trouble sleeping, and having to get up at night to 
urinate. She has a family history of chronic kidney disease (CKD). 
She presents to the office today for the results of her estimated glo-
merular filtration rate (eGFR) test, a key indicator of renal function.

ROS: As above, otherwise negative.
PFSH: As above. She does not drink or smoke.

Her test results show an eGFR of 50 ml/min/1.73 m2. We 
discussed the fact that the results classify her as being in stage 3a 
CKD. We discussed a referral to the nephrology department for 
recommendations and a treatment plan. She has a positive attitude 
about her diagnosis as she has family members with CKD who 
take care of themselves and function very well. She wants to see the 
nephrologist as soon as possible. We called the nephrologist’s office 
of Dr. Jones today and scheduled an appointment for her before she 
left our office. Dr. Jones will send me her recommendations and we 
will move forward from there.

ASSESSMENT/PLAN: Hypertension. CKD, stage 3a. The 
visit today was strictly counseling and coordinating care and a total 
face-to-face time of 40 minutes was spent with the patient discuss-
ing her condition, prognosis, outcomes, and referral to nephrology.

Code the Diagnosis
I12.9 Hypertensive chronic kidney disease with stage 1 through stage 4 
chronic kidney disease, or unspecified chronic kidney disease

N18.31 Chronic kidney disease, stage 3a

Rationale: According to the 2021 ICD-10-CM Official 
Guideline 1.C.9.a.2, “Assign codes from category I12, Hypertensive 
chronic kidney disease, when both hypertension and a condition 
classifiable to category N18, Chronic kidney disease (CKD), are 
present.” ICD-10-CM presumes a cause-and-effect relationship 
and classifies hypertension with CKD as hypertensive chronic 
kidney disease unless the provider indicates otherwise. Use the 
appropriate code from category N18 as a secondary code with a 
code from category I12 to identify the stage of CKD. When you 
go to the Tabular List to confirm the code, it indicates that a fifth 
character is needed for stage 3 CKD to specify stage 3a, 3b, or stage 
3 unspecified. 

Stacy Chaplain, MD, CPC, is a development editor at AAPC. She has worked in medicine 
for more than 20 years, with an emphasis on education, writing, and editing since 2015. 
Chaplain received her Bachelor of Arts in biology from the University of Texas at Austin and 
her Medical Doctorate from the University of Texas Medical Branch in Galveston. She is a 
member of the Beaverton, Ore., local chapter.

Hypertensive Chronic Kidney Disease
Check your diagnosis coding for this patient encounter.

Resources
2021 ICD-10-CM code book

2021 ICD-10-CM Guidelines for Coding and Reporting

The eGFR test measures how well your kidneys are filtering the waste product creatinine 
produced by muscles. When the kidneys are working well, they filter out waste and excess 
fluid, which become part of the urine your body makes each day. When the kidneys aren’t 
working well, they do not remove enough wastes and fluids to keep you healthy, and 
creatinine builds up in the blood.

If your eGFR number is low, your kidneys are not working as well as they should. As 
chronic kidney disease (CKD) progresses, your eGFR number will decrease. eGFR levels 
below 60 ml/min/1.73 m2 for three or more months are indicative of CKD.

adobestock /  dream@do
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PRACTICE MANAGEMENT ■

Question: Our practice just received a “demand letter” from our 
Medicare Administrative Contractor (MAC) insisting that we 
were overpaid. According to a thorough review of our records, we 
feel that the MAC is mistaken. Do we have any recourse?

 - Illinois Subscriber

Answer: Yes, you do. With Medicare overpayments, you have two 
choices: You can send your MAC a rebuttal or you can appeal the 
decision, initiating the traditional Part B appeals process.

Appealing an overpayment is similar to appealing a denied 
claim. You’ll need to collect and submit documentation to your 
MAC proving medical necessity. The standard five levels of 
Medicare appeals apply and include the following:

Level 1: Redetermination

Level 2: Reconsideration

Level 3: Administrative Law Judge (ALJ) hearing or an Attorney 
Adjudicator at the Office of Medicare Hearings and Appeals 
(OMHA) review

Level 4: Medicare Appeals Council Department Appeals Board 
(DAB) review

Level 5: U.S. Federal District Court review

Reminder: “When requesting a redetermination on an over-
payment subject to the ‘Limitation on Recoupment’ provision, the 
provider must file the redetermination by day 30 from the demand 
letter date to prevent recoupment on day 41,” notes an MLN 
Matters fact sheet. “If you file an appeal after Day 30 and by Day 
120, your MAC is required to stop recoupment subject to limita-
tion on recoupment when it receives and validates your appeal but 
will not refund money already recouped,” the fact sheet advises.

You may want to opt for a rebuttal in certain cases, but know 
that a rebuttal doesn’t dispute an overpayment like an appeal — 
and the timeline is much shorter. “A rebuttal permits the provider 
a vehicle to indicate why the proposed recoupment should not be 
taken at the designated time,” explains Part B MAC Noridian in 
online guidance.

Sometimes Medicare overpayments can cripple providers 
financially; the rebuttal offers an avenue to explain these types 
of circumstances. Plus, the rebuttal statement impacts a MAC’s 

decision on “whether to delay or begin recoupment,” Noridian 
indicates.

Critical: You only have 15 days from the date you receive the 
demand letter from your MAC to submit a rebuttal. Plus, your 
rebuttal statement needs to explain why recoupment should be 
stopped and offer documentation and evidence to prove your 
reasoning, CMS online guidance suggests.

Remember, “the rebuttal process is not an appeal and does not 
change anything regarding the debt owed,” Noridian warns. 

Rachel Dorrell, MA, MS, writes about the Minimum Data Set, practice management, and 
ICD-10 coding for AAPC, focusing on the issues that keep nursing facility and medical office 
personnel up at night. She has a Master of Science in narrative medicine from Columbia 
University and a Master of Arts from York University, in the U.K. She also runs an organic 
farmstead in the New York Finger Lakes region, focusing on sustainably raising happy, 
healthy heritage-breed livestock.

Respond This Way to a Demand Letter 
Reader’s question highlights the importance of knowing your options.

This article is reprinted from the Practice Management Alert. For more articles like this,  
as well as other specialty-specific articles, check out AAPC’s full line of newsletters at  
www.aapc.com/newsletter. 
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By Renee Dustman, BS, AAPC MACRA Proficient

Using Regulatory 
Guidance to Support 
Audit Findings

As a medical auditor, biller, or coder, you can’t expect a physician to 
take kindly to you telling them how they need to document their 

patient encounters or why they can’t code a higher level of service. 
You’re going to need backup in the form of regulatory guidance. 

In the HEALTHCON 2021 session “Using Regulatory Guidance 
to Support Audit Findings,” presenter Pam Brooks, MHA, CPC, 
COC, AAPC Fellow, PCS, said, “One of the things that I have 
found in my work is that physicians and administrators want to know 
‘why do we have to do this?’ Using regulations in terms of finding 
information is really the best way.”

What is regulatory guidance? Brooks, a regulatory billing audit 
manager for MaineHealth, explains, “According to Law Insider, 
regulatory guidance refers to all applicable laws, rules, regulations, 
orders, requirements, guidance, interpretations, directives, and 
requests from any entity with any regulative authority.” All of which 
you can use to support coding, billing, or audit findings.

In Brooks’s session, in-person and remote attendees learned about 
various regulatory guidance she uses in her work and how she pulls 
her audit findings and resource information together using the 
diagram shown in Figure A as a guide. This article is a synopsis of 
that HEALTHCON 2021 session.

The Research Process
Brooks initiates an audit by determining what the scope is and where 
she might find that regulatory guidance; locating it; selecting the 
information that’s most pertinent to her audit findings; organizing it 
in a way that makes sense to the people who she’s going to report to; 

Know where to find the proof 
you need to support your 
coding, billing, or auditing.

shutterstock /  sabthai
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and then presenting it to those individuals. She tailors her informa-
tion to the situation — who she is reporting to and who she is giving 
those audit findings to.

“If I’m giving audit findings to the coding team,” Brooks ex-
plained, “I want to have all my ducks in a row, and wear Kevlar®. But 
if I’m giving that executive summary or audit finding information 
to the executive leaders, typically they just want to know ‘what do 
we do and how much is it going to cost us?’” In that case, Brooks 
said, she’ll site her regulatory findings but not necessarily share 
them.

She then assesses what her findings say and how she can use that 
information to provide a corrective action plan.

Questionable Places to Look for Guidance
There are lots of places to look for answers to your coding/billing ques-
tions or to support your audit findings, but be “wicked” careful, Brooks 
warned. If you’re going to search online, look to reputable sources.

Professional medical organizations, for example, often have a lot 
of great information with regards to guidance for coders and billers. 
Their purpose is to support physician practices, however, so be wary 
of advice on how to enhance payment. Make sure the organization 
or association cites where they got their information and that it’s a 
reputable source.

Healthcare business forums are also great resources for informa-
tion, but avoid answers that start out, “Well, in my office, we do 
it this way …,” Brooks cautioned. Ask for their sources and check 
those sources. It goes without saying (but we’ll say it anyway): Make 
sure those resources are current.

Also consider internal policies, which often exist to streamline 
processes or create billing edits that allow claims to be processed 
faster. “Make sure those internal policies don’t bump up against 
your audit or compliance audit findings,” Brooks said.

Best Places to Look for Guidance
Have you ever played the telephone game? A bunch of people stand 
in a circle and one person whispers a message into the ear of the 
person standing to their right. The next person does the same and 
this continues until everyone in the circle has heard the message. 
Usually, by the time the message makes it around the circle, it’s 
completely different. That’s what happens with regurgitated infor-
mation and why it’s always best to reference the originating source.

Here are some of Brooks’s trusted resources:
Federal Register – The Code of Federal Regulations (CFR) 

is where you’ll find information related to the regulation of 
U.S. healthcare entities. All Centers for Medicare & Medicaid 
Services (CMS) rules, transmittals, change requests, and other 
communications reference back to Title 42 CFR Public Health.  
(https://ecfr.federalregister.gov)

Chapter 4, Subchapter G: Standards and Certification lays out 
the conditions of participation (CoP) in the Medicare program.

Chapter 5 talks about the Office of Inspector General (OIG) 
authorities. “These are the penalties for not doing what the other 
chapters tell you to do,” Brooks said. “And, although I generally 
don’t go into an audit and cite the OIG, it’s helpful to have that 
information should a provider say, ‘I don’t want to pay back what I 
owe’ or ‘I don’t want to do this because …’.”

Figure A  Brooks’ auditing research process
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Watch a part of this session in the digital version of Healthcare Business Monthly, available 
online when logged in to your My AAPC account.

Sometimes information is in more than one location, such 
as guidance for obtaining consent for surgical services. Brooks 
explained this exception further in her session. 

“I find that the more egregious the finding is, the more references 
you might want to provide to support what your recommendations 
are to the organization or practice,” Brooks said.

45 CFR talks about administrative data standards, including the 
standardized use of ICD-10-CM and ICD-1-PCS, as well as CPT® 
and HCPCS Level II.

False Claims Act – Located at 31 U.S.C. §§ 3729-3733, which 
you can reference at www.justice.gov/civil/false-claims-act.

Social Security Act, Title XVIII – Health Insurance for the 
Aged and Disabled. In particular, Section 1848 covers payment 
for physicians’ services and Section 1862 covers exclusions from 
coverage and Medicare as secondary payer.

Medicare Physician Fee Schedule (MPFS) – This fee schedule 
includes pricing, relative value units (RVUs), status indicators, 
and payment policy indicators for services. The MPFS has a lot 
of information with regards to how practice expense is calcu-
lated. “This is some excellent data with regard to practice expense,” 
Brooks said. “One of my favorite files is the supply detailed files.” 
Go to www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/
PFS-Relative-Value-Files and click on the year you are auditing. Download 
the zip file and extract the files from the compressed folder. Open 
the PPRRVU worksheet for the appropriate quarter and year, such 
as PPRRVU21_APR.xls. Here, you’ll find information such as 
a CPT® code’s status, bilateral indicator, indication for assistant 
surgeon, and anything else you may need to know about a particular 
code in terms of payment under the MPFS.

CMS manuals – (www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/
Internet-Only-Manuals-IOMs) “I recommend you look at the secondary 
payer manual, the program integrity manual, the prescription drug 
manual — there’s a lot of information in there,” Brooks said. “Based 
on what kind of audit you’re doing, you generally can find what you 
need to support your findings within the manuals.”

State regulations – Sometimes CMS guidance will tell you to 
check with your state for local policy such as for regulations relating 
to advance practice registered nursing scope of practice.

National and Local Coverage Determinations – NCDs and 
LCDs are “the rules of the game,” Brooks said. NCDs are published 
by CMS and LCDs are published by the Medicare Administrative 
Contractors (MACs). LCDs are typically the same as NCDs but are 
regional-specific and, in terms of coverage, MACs have the ability 
to “kind of nudge one way or the other,” Brooks said. National 
and Local Coverage Analyses are also viable resources that serve as 
“cheat sheets,” Brooks said. Search NCDs and LCDs at www.cms.gov/
medicare-coverage-database/new-search/search.aspx. 

CPT® and the American Medical Association (AMA) – 
“CPT® is regulatory guidance,” Brooks said; “the Code of Federal 
Regulations tells us it is.” Also look to AMA’s CPT® Assistant 
(subscription required) and CPT® Changes (purchase required).

“I find that the more egregious the 
finding is, the more references you 
might want to provide to support 
what your recommendations are 
to the organization or practice.”
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ICD-10-CM – CMS and the World Health Organization main-
tain the diagnosis codes set and the ICD-10-CM Official Guidelines 
for Coding and Reporting.

AHA Coding Clinic® – This is the American Hospital 
Association’s subscription publication, which provides official 
ICD-10-CM/PCS coding advice and official guidelines, answers 
questions on code assignment and sequencing of codes, serves as a 

reference on regulatory and other requirements for reporting diag-
nostic and procedural information from medical records, and more.

National Correct Coding Initiative (NCCI) – “NCCI edits 
should be part of every audit,” Brooks said. You can run it through 
your encoder, but Brooks recommends that you reference back to all 
the chapters (www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd).

Note: Something that is statutorily excluded won’t have regula-
tory guidance. Best practice is to query the payer. By the way: The 
Medical Group Management Association determines “best prac-
tices,” Brooks said.

“Sometimes you see something that might not be best practice 
and there’s nothing really that is being illustrated through regula-
tory guidance that says ‘you can or can’t do something,’” Brooks 
said. If you choose to give an opinion, make sure to indicate it as 
such, Brooks advised. A statement such as “audit and compliance 
recommendations in lieu of regulatory guidance that [company] 
does [recommendation].”

Where You Can Learn More
Brooks provided several interesting case scenarios and tips for 
finding supporting regulations throughout her session. She also 
spent some time talking about defensive audits and how knowing 
where to find regulations has helped her organization to push back 
on these third-party audits.

Brooks will present at HEALTHCON 2022 in Washington, 
D.C. Don’t miss it! 

Renee Dustman, BS, AAPC MACRA Proficient, is managing editor of Content and 
Editorial for AAPC and a member of the Flower City Professional Coders local chapter in 
Rochester, N.Y.

“Sometimes you see something 
that might not be best practice 
and there’s nothing really that 

is being illustrated through 
regulatory guidance that says 

‘you can or can’t do something.’”

Copyright Considerations
CPT® is copyrighted by the American Medical Association. Generally, you will need 
permission or a license to share this information. There is, however, the Fair Use doctrine 
in the U.S. Copyright Statute that says it is permissible to use limited portions of a work 
including quotes for purposes such as commentary, criticism, news reporting, and 
scholarly reports. There are no legal rules permitting the use of a specific number of 
words, a certain number of musical notes, or percentage of a work. Whether a particular 
use qualifies as fair use depends on the circumstances.

Using CPT® for educational purposes is allowed, but you should properly cite CPT® and 
include the registered symbol. https://www.copyright.gov/fair-use/more-info.html
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By Brenda Edwards, CPC, CDEO, CPB, CPMA, CPC-I, CEMC, CRC, CPMS, CMRS, CMCS

The old standby still works like a charm to show medical necessity.

Clean Up E/M Documentation With SOAP

The American Medical Association’s (AMA’s) 2021 Evaluation and 
Management Services Guidelines (2021 E/M guidelines) are 

the biggest change in medical coding since the creation of the 
1995 and 1997 Documentation Guidelines for Evaluation 
and Management Services by the Centers for Medicare & 
Medicaid Services (CMS). There have been many formats for 
documenting the patient encounter since then. Subjective, 
objective, assessment, and plan (SOAP) documentation has 
been a standard for nearly 50 years, and for good reason: 
SOAP allows clinicians to clearly document patient care and 
treatment. 

New Isn’t Always Improved
Templated information has become the standard for 
documenting the patient encounter in electronic health 
records (EHRs) as a result of the 2009 Health Information 
Technology for Economic and Clinical Health (HITECH) 
Act and the push for EHR interoperability. Templated in-
formation holds both good and perhaps not so good qualities, 
however, such as copy/paste, carry forward, and cookie-cutter 
documentation.

This lackluster documentation won’t hold up with the new E/M 
guidelines. According to the 2021 E/M guidelines, “Office or other 
outpatient services include a medically appropriate history and/or 
physical examination, when performed. … The extent of history 
and physical examination is not an element in selection of the level of 
office or other outpatient codes.”

Gone are the days of counting bullets and elements of history of 
present illness (HPI), review of systems (ROS), past medical, family, 
and social history (PFSH), and exam, at least for this category of 
codes. Documentation should now include what the provider feels is 
relevant and will help to support medical necessity of the encounter. 
Providers may find reverting back to SOAP to document 2021 
office and other outpatient E/M services (CPT® 99202-99215) more 
helpful in their quest to show medical necessity for services rendered.

Case in Point
Let’s compare documentation of an encounter to that of a book:

•	 The chief complaint is the title of today’s encounter.
•	 The history sets the stage for the encounter.
•	 The exam expands upon today’s story.
•	 The assessment summarizes what our story brought to light.
•	 The plan closes the story.

A deeper look at SOAP may assist providers in how to document 
the encounter (story).

Subjective 
This element describes the patient’s statements about their symptoms 
and current condition(s). The elements of HPI work very well for this:

Location – Where the condition is located.
Duration – How long the condition has been occurring.
Severity – The severity of the problem on a scale of 1 to 10.
Quality – Description of condition such as aching, burning, 

radiating pain.
Context – Circumstances when the issue was first noticed; how 

the problem has manifested since onset.
Modifying factors – Things that have been tried and have an 

impact on the condition.
Timing – The status of the problem (constant, comes and goes).
Associated signs/symptoms – Other conditions that may be  

occurring alongside the presenting problem.

Example:
Mrs. Smith presents today with a two-week history of left knee pain. 

She indicates that she has been told she has bone-on-bone osteoarthritis. 
She has tried cortisone injections in the past without relief. She presents to 
our clinic today as a new patient inquiring about other treatment options. 
She does share that she had been climbing stairs more frequently while she 
was visiting family and that her knee has become swollen and painful.

The HPI adds rich details that can help to support medical 
necessity. The other elements of history, such as ROS and PFSH, can 
be documented at the provider’s discretion.

shutterstock /  Tyler Olson
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Objective
This section contains information that is measurable and quantita-
tive. Information in this section includes:

•	 Vital signs
•	 Physical examination findings
•	 Laboratory data
•	 Imaging results
•	 Other diagnostic data
•	 Review of other pertinent documentation

Vital signs recorded for today’s visit: BP 120/76, height 5'6", 
weight 125 pounds, pulse 72 bpm. Upon examination, Mrs. Smith’s 
mobility is evaluated on left vs. right leg. The range of motion on the 
left leg is diminished in comparison to that on the right side. She does 
not have decreased sensation or pulses in either lower extremity. Her 
left knee is visibly swollen and painful. I have reviewed her previous 
X-rays from last year that she had sent to us and there is obvious 
decrease in the joint space on the left knee. We will get X-rays today to 
compare to those.

This objective information is specific to the presenting problem 
and includes only elements the provider deems necessary.

Assessment
The assessment is a compilation of information from subjective and 
objective that is used to arrive at a diagnosis. Elements that may be 
included in the assessment are:

Problem – A list of problem(s) in order of importance (diagnosis).
Differential diagnosis – The possible problems from most to least 

likely, including the thought process behind them. This should 
include other possible diagnoses.

After reviewing and comparing the X-rays of the left knee, it is 
apparent that the joint space is bone-on-bone. We have discussed the 
possible options for treatment of osteoarthritis in the left knee that 
include another cortisone injection, gel injection, PRP injection, and 
surgical intervention.  

This assessment includes information on possible treatment 
options. It could also include any contraindications specific to this 
patient, as well as any discussion. 

Plan
Any good book has a conclusion and that is what the plan tells in this 
story. The plan can include:

•	 Testing that will be performed along with the rationale and 
next steps if the testing is positive or negative.

•	 Therapy needed, including medications. Documentation of 
changes in dosage of existing medications.

•	 The frequency the patient is to be seen in follow-up. This 
sometimes is a hint at the severity of the problem; a patient 
not returning for a year likely has a less complex condition 
than one who is seen frequently. This could indicate the 
condition is stable.

After reviewing the different treatment options, Mrs. Smith would 
like to pursue the gel injection, considering the limited relief of the last 
couple steroid injections. I have explained that insurance may not cover 
this, so we would like to verify benefits before proceeding. We should be 
able to determine her coverage in the next week. In the meantime, we 
have prescribed Meloxicam 7.5 mg once a day and have counseled her 
not to take additional ibuprofen with it. She may take acetaminophen 
to supplement for the joint pain. We will contact her after we have 
verified coverage and set up the injection appointment.

This plan gives us a closure to the story: A new prescription was 
given for the presenting problem and the patient will return soon for an 
injection.

Ensure Quality Outcomes
SOAP documentation can aid in telling an accurate story of the 
patient’s encounter. It is important to remember that medical 
documentation serves multiple purposes in addition to an accurate 
accounting of the patient’s health, including legal protection and 
reimbursement. The SOAP format aids in organizing a patient’s 
information into a succinct and thorough note that ultimately 
promotes quality of care. 

Brenda Edwards, CPC, CDEO, CPB, CPMA, CPC-I, CEMC, CRC, CPMS, CMRS, CMCS, is 
director of auditing for Crossroads Health Resources. She has over 30 years’ experience in 
chart auditing, coding and billing, education, consulting, practice management, and 
compliance. Edwards shares her expertise, writing for Healthcare Business Monthly, as well as 
other national publications, such as the American Academy of Family Physicians (AAFP) and 

BC Advantage. Edwards helps students obtain their coding credentials through the AAPC Professional Medical 
Coding Curriculum, and she is an AAPC ICD-10-CM/PCS training expert. She currently serves on the board of 
directors for AMBA and served on the AAPC Chapter Association Board of Directors from 2010 to 2014 and held 
office as chair. She has been involved in the Hardship Fund for AAPC since its inception. Edwards is a mentor and 
co-founder of the Northeast Kansas chapter and has served in many officer roles.

Resources
Vivek Podder; Valerie Lew; Sassan Ghassemzadeh, “SOAP Notes,” Last update: Sept. 3, 2020. 
https://www.ncbi.nlm.nih.gov/books/NBK482263

AMA, 2021 Evaluation and Management Guidelines, page 4, History and/or Examination, 
updated 3/9/2021. https://www.ama-assn.org/system/files/2019-06/cpt-office-
prolonged-svs-code-changes.pdf

“The HPI adds rich details that can 
help to support medical necessity. 

The other elements of history, such as 
ROS and PFSH, can be documented 

at the provider’s discretion.”

https://www.ncbi.nlm.nih.gov/books/NBK482263/
https://www.ama-assn.org/system/files/2019-06/cpt-office-prolonged-svs-code-changes.pdf
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Evaluate  
Your OT and  
PT Coding
These services may seem 
alike, but differences in 
requirements can make or 
break your code assignment.

Physical therapy (PT) and occupational therapy (OT) 
evaluations are similar, but like the two disciplines them-

selves, there are some distinct differences. Both include four 
components that must be performed and documented to 
meet the requirements for a particular level of service. But 
where they part ways is the actual component requirements. 
Medical coders must understand these differences for proper 
coding of these services.

Physical Therapy Evaluation Guidelines
PT evaluations focus on standardized measurements, use 
clinical presentation as a measure of complexity, and focus 
on activity limitations, participation restrictions, and body 
functions. 

History components include personal factors such as sex, 
age, coping style, social background, education, and profes-
sion and comorbidities such as other medical conditions that 
directly impact the plan of care. This can include the overall 
behavior pattern, character, and other factors that influence how 
disability is experienced by the individual.

Examination components include body structures and functions 
(classified by body systems) which are broken down as follows:

•	 Body regions: head, neck, back, upper extremity, lower 
extremity, trunk 

•	 Body systems: musculoskeletal, neuromuscular, 
cardiovascular, pulmonary, integumentary

The American Physical Therapy Association (APTA) provides a 
detailed breakdown of assessments for each body system.

Examination also includes activity limitations, such as reported dif-
ficulty in performing any task, or activity and participation restrictions 
such as reported issues that limit interaction in work or social events. 
When considering the elements included in the PT evaluation, the 
number of body structures should be based on the degree or extent of 
the examination. For example, the examination may involve an entire 
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limb, a joint, or a specific area of the spine. It is the therapist’s respon-
sibility to define and document the specific structure(s) examined.

As shown in Table A, clinical decision making includes clinical 
presentation or severity of the patient’s condition. Low complexity 
includes a stable or uncomplicated clinical presentation; moderate 
complexity requires changing characteristics; and high complex-
ity includes unstable or unpredictable clinical presentation. 
Determination of complexity is made using standardized assess-
ment tools or measurable functional outcomes. 

Although typical time is listed for the evaluation codes, unlike 
office and outpatient evaluation and management (E/M) services, 
time cannot be used as a factor in determining the level of service. A 
plan of care must also be completed.

Occupational Therapy Evaluation Guidelines
OT evaluations require occupational profile/history, performance 
deficits, and clinical decision making. Development of a plan of 
care is also required. To bill an evaluation code, you must meet the 
requirements of all four components of the code. 

An occupational profile is required for every evaluation and 
is adapted directly from the Occupational Therapy Practice Framework. It 
is the starting point to determine what treatment is needed. An 
occupational profile should include the patient’s occupational 
history, concerns, reasons for referral, and the patient’s goals. 
History includes reviews of related medical conditions and previ-
ous therapy history. 

The three levels of the occupational profile and history compo-
nents are broken down into brief, expanded, and extensive:

•	 Brief looks at the presenting problem alone. 
•	 Expanded and extensive also consider related physical, 

cognitive, and psychosocial performance and therapy history. 
•	 Extensive differs from expanded in the amount of 

information documented and the number, length, and 
severity of comorbidities.

The second component, performance deficits, has caused some 
confusion regarding whether the assessment should be occupations 
or performance skills where there are challenges. The American 
Occupational Therapy Association (AOTA) states that performance defi-

Table A: Breakdown of CPT® codes and components that determine complexity level

Evaluation Code History Examination of Body Systems Clinical Decision Making

Low Complexity 
97161

History with no personal factors or comorbidities 
that impact the plan of care

Examination of body systems addressing 1-2 elements 
from any of the following: body structures and functions, 
activity limitations, and/or participation restrictions

Clinical presentation with stable and/or uncomplicated 
characteristics and clinical decision making of low com-
plexity using standardized patient assessment instrument 
and/or measurable assessment of functional outcome

Moderate Complexity 
97162

History with 1-2 personal factors or comorbidities 
that impact the plan of care

 

Examination of body systems addressing 3 or more 
elements from any of the following: body structures 
and functions, activity limitations, and/or participation 
restrictions

Clinical presentation with changing characteristics and 
clinical decision making of moderate complexity using 
standardized patient assessment instrument and/or 
measurable assessment of functional outcome

High Complexity 
97163

History with 3 or more personal factors or 
comorbidities that impact the plan of care

 

Examination of body systems addressing 4 or more 
elements from any of the following: body structures 
and functions, activity limitations, and/or participation 
restrictions

Clinical presentation with unstable and/or unpredictable 
characteristics and clinical decision making of high com-
plexity using standardized patient assessment instrument 
and/or measurable assessment of functional outcome

©2021 American Medical Association

“CMS has indicated it will review code usage to determine 
payment stratification, so it is very important that the 

level of complexity billed matches the documentation.”

https://www.aapc.com/blog/
https://ajot.aota.org/article.aspx?articleid=2766507
https://www.aota.org/Advocacy-Policy/Federal-Reg-Affairs/Coding/new-OT-CPT-evaluation-codes.aspx
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cits should be considered occupations. A complete list of occupations 
can be found in the Occupational Therapy Practice Framework.

This process does not discount performance skills deficits; 
rather, the skills should be outlined in terms of the occupation that 
is affected. Keep in mind, this process is being performed as a means 
of determining what occupations will be addressed in the plan of 
care, so everything should be reviewed using that context. A low 
complexity evaluation examines 1-3 deficits, moderate 3-5 deficits, 
and high 5 or more deficits.

Clinical decision making is generally the hardest component 
for practitioners to grasp because there is a subjective component 
to it. It requires use of clinical judgment in determining whether 
the complexity is low, moderate, or high. That judgment must be 
justified in the documentation.

As shown in Table B, low complexity generally is an analysis of a 
problem-focused assessment with limited treatment options and no 
comorbidities. Moderate complexity includes analysis of a detailed 
assessment with several treatment options and possibly comorbidities. 

Table B: Breakdown of CPT® codes and components that determine complexity level

Evaluation Code Occupational Profile/Medical and  
Therapy History

Patient Assessment Clinical Decision Making

Low Complexity 
97165

Brief history relating to presenting problem  1-3 performance deficits relating to physical, cognitive, 
psychosocial limitations/restrictions

Low complexity, limited amount of treatment options, no 
assessment modification, no comorbidities

Moderate Complexity 
97166

Expanded review of therapy/medical records

Additional review of physical, cognitive, psycho-
social performance

3-5 performance deficits relating to physical, cognitive, 
psychosocial limitations/restrictions

Moderate analytical complexity, detailed assessments, 
minimal to moderate modification of assessments, may 
have comorbidities

High Complexity 
97167

Extensive review of physical, cognitive, psycho-
social performance

5 or more performance deficits relating to physical, 
cognitive, and psychosocial limitations/restrictions

High analytic complexity, comprehensive assessments, 
multiple treatment options, significant modifications of 
assessment

©2021 American Medical Association
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Some modification of tasks may be required to complete the 
evaluation. High complexity includes analysis of a comprehensive 
assessment with multiple treatment options and comorbidities 
affecting performance. Significant modification of tasks is required 
to complete the evaluation. Modification refers to any assistance 
the occupational therapist must provide to the patient to complete 
the evaluation. This can include verbal cues or physical assistance.

Don’t Forget the Plan of Care
Every PT and OT evaluation requires a plan of care. Without a plan 
of care, an evaluation cannot be billed. Evaluations are face-to-face 
services. Even if it takes multiple days to complete, an evaluation can 
only be billed once. Bill the evaluation on the date it is completed.

PT and OT evaluations are untimed codes. Even though the 
descriptions include typical time, unlike office and outpatient 
E/M billing, there is not a circumstance where time can be used to 
determine level of service. Interventions can be billed on the same 
day of the evaluation provided the plan of care is completed prior 
to the intervention. The intervention must be based on the plan of 
care. It cannot be billed if it is used to complete the evaluation.

Medicare continues to reimburse all three levels of evaluation 
codes at the same rate. The Centers for Medicare & Medicaid 
Services (CMS) has indicated it will review code usage to determine 
payment stratification, so it is very important that the level of 
complexity billed matches the documentation. 

The requirements for a reevaluation include an assessment of 
changes in patient functional or medical status; an update to 
the initial occupational profile to reflect changes in condition or 
environment that affect future interventions and/or goals; and a 
revised plan of care. The requirements go on to specify that a formal 
reevaluation is only performed when there is a documented change 
in functional status or a significant change to the plan of care is 
required. Without meeting these requirements, a progress note may 
still be required, but a reevaluation cannot be billed.

For additional questions, please reach out to AOTA at regulatory@
aota.org or APTA at advocacy@apta.org. 

Monica Wright, MHA, CPC, CPMA, CPCO, has over 20 years’ experience in medical coding, 
billing, and practice management. She serves as manager, Coding and Payment Policy, for the 
American Occupational Therapy Association (AOTA). Wright is a member of the Annapolis, 
Md., local chapter.

“It is the therapist’s responsibility to 
define and document the specific 

structure(s) examined.” CODING/BILLING
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The Evolution  
of Fraud Liability

Nothing stays the same, 
including the way the  
feds interpret the law.

The False Claims Act (FCA) has become the government’s fraud 
enforcement vehicle of choice, and the changes to the FCA under  

the Fraud Enforcement Recovery Act of 2009 (FERA) and the 
Affordable Care Act (ACA) have enhanced the Department of 
Justice’s (DOJ’s) enforcement authority, according to AAPC 
National Advisory Board President and Legal Advisory Board 
member Michael D. Miscoe, JD, CPC, CPCO, CPMA, CASCC, 
CCPC, CUC, CEMA, AAPC Fellow. 

In February, AAPC teamed up with the American Health Law 
Association (AHLA) to deliver a two-day virtual conference focused 
solely on healthcare compliance. The conference covered a range 
of topics from coding to law. In the session “FCA, FERA, ACA: 
Understanding the Evolution of Fraud Liability,” Miscoe explained 
what the current fraud standard is, how voluntary disclosure is not so 
voluntary anymore, how to identify and handle overpayments, and 
the knowledge and mechanisms organizations should have in place 
to mitigate fraudulent intent. 

Fraud Is Big Business
In 2019, 146 non-qui tam cases (cases brought directly by the DOJ) 
and 636 qui tam cases (cases where an individual who meets certain 
requirements can file a false claims act case in the name of the govern-
ment) were filed. The DOJ has recovered more than $64 billion since 
the launch of FERA in 1997 and more than $2.2 billion from FCA 
cases in fiscal year 2020 alone. 

“FCA prosecutions are probably the only money-making gig the 
government has,” Miscoe said. While the stats vary, cases return four 
to seven dollars for every dollar spent on fraud enforcement.

Potential penalties of $5,000-$22,000 can incentivize physician 
offices and hospitals to settle their cases quickly. “When you’re 
looking at $22,000 per claim form in penalties plus treble damages, 
it doesn’t take an enormous amount of conduct; a hundred-thousand-
dollar case could end up with millions in damages and penalties,” said 
Miscoe. That kind of threat provides an extremely strong incentive 
for people on the adverse side of a false claims act case to settle.

FERA Changes
In 2009, FERA authorized substantial new funding to the DOJ for 
investigating and prosecuting fraud offenses, including significant 
changes to existing federal fraud laws. FERA resulted in the following 
changes:

•	 Clarified the applicability of the FCA to claims that are 
either directly or indirectly paid with government money

•	 Codified the materiality requirement
•	 Expanded the definition of “claim”
•	 Expanded conspiracy liability
•	 Added procedural amendments that strengthen DOJ authority
•	 Expanded FCA liability for retention of overpayments
•	 Modified the retaliation provision applicable to qui tam 

relators
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Fraud Liability

The objective standard of materiality was recognized by the 
majority of the U.S. Court of Appeals. A misrepresentation is mate-
rial where it is “capable of influencing” or “has the natural tendency 
to influence the government’s payment decision.” Liability exists 
even where the government was not actually influenced and didn’t 
even pay the claim.

Before FERA, conspiracy liability was limited to only one li-
ability prong of the FCA — an agreement or common purpose 
associated with getting the claim paid. Post-FERA, you can have 
conspiracy liability with any prong of the FCA. Any agreement or 
common purpose to violate any of the FCA liability provisions is 
enough to meet conspiracy liability.

FERA extended liability for retaliation against employees only to 
include retaliation against contractors and agents, as well.

Intent Is Everything
To violate the FCA you have to have a legally false claim, as well as 
knowledge of the falsity. Actual damage need not be shown except 

for purposes of calculating damages. There is an intent requirement 
under the FCA.

The three levels of intent are:
•	 Mistake
•	 Negligence
•	 Reckless disregard

Mistakes and negligence are not fraud. The lowest required 
intent standard to justify a false claim is reckless disregard, which, 
according to Miscoe, “is something more than a mistake, more than 
negligence, but something less than actual knowledge.” Getting a 
rule wrong can happen, especially when a rule is complex or am-
biguous. There can also be good faith disagreements on issues such 
as commonly occur when evaluating the level of service (evaluation 
and management). 

In Wang v. FMC Corp (9th Cir. 1992), it was decided that reck-
lessness is required to violate the FCA. Because of this, fraud does 
not exist in very many cases, let alone in every case simply because 
there is an error leading to an overpayment. On the other side of the 

Source: www.whistleblowers.org

From FY 1987 to FY 2020, the DOJ recovered over $46.5B due to whistleblower 
disclosures and paid $7.8B to whistleblower under the False Claims Act
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coin, as established in U.S. v. Mackby, it is a provider’s duty to be 
familiar with payment rules; however, “If there is a bona fide objec-
tive error that led to an overpayment,” said Miscoe, “the provider has 
a duty to refund that money, and, if they don’t, what may not have 
been fraudulent to begin with could become fraudulent” due to the 
failure to return the government’s money.

The FCA does not punish honest mistakes or incorrect claims 
submitted through negligence. This includes entities that have 
a compliance plan in place. U.S. ex rel Heffner v. Hackensack 
University Medical Center (3rd Cir. 2007) ruled that no reckless 
disregard of the billing rules existed where the billing department 
had a compliance plan in effect, but the plan did not catch the error. 
Stated another way, a compliance plan does not have to absolutely 
ensure that no mistakes are made. Just because a mistake occurred 
despite formal compliance efforts, that does not mean the provider 
recklessly disregarded the billing rules and is subject to FCA li-
ability. Mere failure of a billing system or a compliance plan to catch 
an error does not establish reckless disregard. It is important to note, 
however, that where the overpayment was caused by a failure to 
follow the requirements of the compliance plan, a court’s conclusion 
might differ greatly.

Be Cautious With Compliance Plans
If you have a compliance plan, implement and follow it in good 
faith, Miscoe advises. Constantly re-evaluate your efforts and revise 
them to address changing requirements. If you don’t have a formal 
compliance plan, a compliance program should be implemented 
where you document what you’re doing relative to internal audit-
ing and training. Hiring consultants to assist with compliance is 
another positive step you can take to show you are trying to follow 
the rules. 

“Audit programs, efforts to get clarification on rules, setting up 
internal policies as to how you’re going to deal with the ambigui-
ties — these are all positive things that you can do to demonstrate 
what I like to call good citizenship and mitigate or minimize any 
potential False Claims Act liability,” said Miscoe. “Such conduct 
is likely to convince the government that any conduct resulting 
in an error and overpayment is the product of nothing more than 

a mistake or negligence, thereby rendering it unactionable under 
the FCA.”

The Evolution of Voluntary Disclosure
Another way of mitigating intent is to voluntarily disclose errors 
resulting in inappropriate payments after identifying a problem. 
Voluntary disclosure used to be truly voluntary but is now required 
by law. To avoid FCA liability, however, the disclosure cannot be in 
response to an investigation. 

Based on changes under FERA and the ACA, “I call it the 
mandatory voluntary disclosure rule,” joked Miscoe. The revised 
rules have put a lot of burden on the provider. If any person in 
the organization knows of anything that might have caused an 
overpayment, an investigation must be conducted. For that reason, 
practices must encourage people who have compliance concerns to 
bring them forward. Once it’s known by any person, the clock starts 
ticking, which can lead to unfortunate consequences if the situation 
is ignored. Because of this requirement, practices should avoid dis-
missing concerns, even if the concerns are not founded in the end.

“If any person in the organization knows of anything 
that might have caused an overpayment, an 
investigation must be conducted.”

shutterstock /  Alexander Supertramp
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ACA Time Requirement for Voluntary Disclosures
The ACA significantly increased resources that the government 
has and was willing to dedicate to identify fraud, waste, and abuse, 
which makes it more likely that errant conduct will be identified. It 
also added to the fraud enforcement recovery act provisions relative 
to voluntary disclosures by creating a 60-day refund clock for 
overpayments. With FERA, you had an obligation, but there was 
no time requirement to it. Unrefunded overpayments are considered 
false claims by lack of action, and violation of the Anti-kickback 
Statute was made an explicit basis for FCA liability. A violation of 
the Statute is automatically an FCA violation.

Reverse False Claims
The reverse false claim provision essentially addresses passive con-
duct. “With the reverse false claims, the way it works is, if you know 
or should know that you have money that doesn’t belong to you, and 
you avoid giving it back to the government, that’s what triggers the 
liability,” said Miscoe. An FCA violation traditionally required an 
affirmative act; either an express or implied false certification. You 

had to do something to violate the FCA. Under the Reverse False 
Claims Act, purely passive conduct — knowing that you have money 
that doesn’t belong to you, or you should have known and you didn’t 
do anything about it — is also now grounds to trigger liability.

“Knowing” (or knowingly) is defined by the FCA as:
•	 Having actual knowledge of the information,
•	 acting in deliberate ignorance of the truth or falsity of the 

information, and
•	 acting in reckless disregard of the truth or falsity of the 

information.

Deliberate ignorance is purposely trying to avoid learning about 
false claims, Miscoe explained. To meet reckless disregard, it’s 
about perception based on the facts of the case. The conduct of the 
provider will be the deciding factor between negligence and reckless 
disregard.

“Obligation,” previously undefined, was defined under FERA 
as “[A]n established duty, whether or not fixed, arising from an 
express or implied contractual, grantor-grantee, or licensor-licensee 
relationship, from a fee-based or similar relationship, from statute or 
regulation, or from the retention of any overpayment.”

Some offices take an equity approach when looking at payments. 
If they receive a double payment for one service but don’t get paid for 
another service, oftentimes offices call that a wash. Such an approach 
will trigger liability under the FCA. Under the voluntary disclosure 
and refund rule, you must return the overpayment of the double 
paid claim and appeal the lack of payment for the unpaid claim.

Make sure you have a mechanism in place to identify overpay-
ments so you can return them promptly. Be aware of state FCA 
requirements, as well. A number of states have enacted a model of 
the FCA with false claims provisions of their own. They model them 
so they can get a share in any Medicaid recoveries.

What to Do When You Identify an Overpayment
When you have identified actual overpayments, you must identify:

•	 What caused the overpayment
•	 How it was discovered
•	 The means used to identify the entirety of the overpayment

“Make sure you have a mechanism in place to identify 
overpayments so you can return them promptly. Be 

aware of state FCA requirements, as well.”
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You must explain all of this information to the Medicare 
Administrative Contractor (MAC) in your disclosure. Remember 
that once an actual overpayment is identified, the ACA amend-
ments to the FCA and implementing regulations requires disclosure 
and repayment within 60 days. The lookback period for disclosure 
of overpayments is six years. While circumstances associated with 
the error may not require you to go back that far, when they do, you 
must disclose and refund any errors causing an overpayment over 
the prior six-year period.

Medical Necessity and Recent Case Law
Miscoe referenced case law throughout and ended his presentation 
by citing recent cases concerning medical necessity fraud.

U.S. v. AseraCare (11th Cir. 2019)
This case established that objective falsity must be 
proven in order to violate the FCA. Where there 
is only a reasonable disagreement or difference of 
opinion between medical experts as to the medical 
necessity of services ordered or rendered, with no 
other evidence to prove falsity of the assessment, 
objective falsity is not proven. A reasonable differ-
ence of opinion among physicians reviewing medical 
documentation after the fact is not sufficient on its 
own to suggest that those judgments — or any claims 
based on them — are false under the FCA. A properly 
formed and sincerely held clinical judgment is not 
untrue even if a different physician later contends 
that the judgment is wrong. Although the U.S. Court 
of Appeals sent the case back for additional consid-
eration by the trial court, the foregoing analysis and 
holding provides hope for a reasonable approach to 
allegations of medical necessity fraud asserted by the 
federal government and the whistleblowers.

Subjective assessment about medical judgments by two different 
auditors is not objective falsity. This theory can extend easily into 
the coding realm where you have code selection and reimbursement 
rules that are open to differing interpretations.

U.S. ex rel. Druding v. Care Alternatives (3rd Cir. 2020)
In a ruling contrary to AseraCare, the district court held that physi-
cians are required to make certain that their clinical judgment can 
be supported by clinical information and other documentation that 
provides the basis for any treatment certification and recommenda-
tions (hospice care, in this case) even though making a medical 
prognosis is not an exact science. The district court held that a “mere 
difference of opinion” is insufficient to show the FCA falsity is at 
odds with the meaning of “false” under the FCA. On appeal, the 
circuit court reversed the holding that objective falsity improperly 

“Under the requirement that a claim be ‘legally false’ 
and submitted with requisite intent to establish an FCA 
violation, physicians need to ensure that the clinical 
information and other documentation support the 
diagnosis and medical treatment decisions made, and 
also be consistent with the standards of medical care.”

shutterstock /  Yavdat
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conflates the elements of falsity and intent. On Feb. 22, 2021, the 
U.S. Supreme Court denied a petition to review the court’s decision.

How This Affects Providers
Under the requirement that a claim be “legally false” and submitted 
with requisite intent to establish an FCA violation, physicians need 
to ensure that their clinical information and other documentation 
not only support their diagnosis and medical treatment decisions 
but are also consistent with the standards of medical care. FCA 
liability is not premised on factual falsity alone, but a certification 
is false simply if the service or procedure was knowingly not reason-
able and necessary under the clinical circumstances and standards 
of care. The bright-line rule that a physician’s clinical judgment 
cannot ever be false was rejected. An understanding of the varying 
facts in AseraCare and Druding will help you understand the 
apparent divergence in these opinions.

The bottom line is that medical opinions are not insulated 
from fraud scrutiny; however, well-justified medical opinions and 
decisions likely are. Medical judgment can be the basis for fraud 
liability when the basis for that judgment is either not honestly held 
or significantly diverges from the standard of care. A good faith 
medical opinion is not punishable under the FCA, but it is clear that 
a physician who saw one thing on a test and consciously wrote down 

another, then used that misinformation to perform and bill un-
necessary services and procedures, will likely face FCA liability. “I 
think we’d all agree that purposely misreading a diagnostic study to 
justify performance and coverage of a procedure is not a legitimately 
held medical opinion,” said Miscoe.

Whether a physician was acting in good faith or committing 
fraud is a question for the jury. Physicians must be vigilant to 
understand coverage rules and document findings honestly. The 
objective is to treat the patient appropriately and honestly report 
the services performed and the reasons for them so that an accurate 
coverage determination can be made; even if that determination is 
that the service is not covered. Documenting falsely for purposes 
of obtaining coverage where it is not appropriate will always be 
problematic. 

Lee Fifield, BS, is a development editor at AAPC. She has a Bachelor of Science degree in 
communications from Ithaca College, Ithaca, N.Y., and has worked as a writer and editor for 
more than 15 years.
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PRACTICE MANAGEMENT ■

AAPC is committed to providing quality curriculum that enables 
Certified Physician Practice Managers (CPPM®s) to lead others. 

Some requirements of a good practice manager are harder to teach 
than others, however. Professionalism, for example, requires several 
innate qualities such as personal and work ethics, passion, and a 
positive attitude. 

As an AAPC instructor, you should first and foremost be profes-
sional, and then, over time, you will become a good leader. Let’s 
explore some teaching and learning concepts and techniques that, 
when applied by personal example, will increase your teaching 
abilities and benefit students and new coders/billers alike. 

Lead by Example
To impart what we know (our knowledge of coding and billing) 
more effectively, we must first demonstrate that we care. This can be 
done by connecting with other employees, students, or instructors. 

Realize you cannot always do things your way; you must follow 
policies and guidelines, even if you do not think they are right. You 
can always get involved to help change what you believe is wrong, 
but you cannot do that if you do not respect those who set these 
policies and understand why they set them.

Part of being a good leader is hearing what others have to say. I 
cannot stress enough how important it is to listen and not just talk. 
When others are speaking, listen and maintain eye contact. You can 
find out so much when you just listen; you would be amazed at the 
difference it can make.

A Positive Attitude Goes a Long Way
Having a positive attitude is also essential for a practice manager. 
Always show appreciation for your employer and employees and 
be enthused about your job. Performing random acts of kindness 
will only make your day better. It is much easier to be kind and 
professional. Help others to feel that way too.

Be Passionate and Never Stop Learning
Think of all the role models you have been around. I would bet that 
they all have several things in common, including a passion for what 
they do and a craving to learn and do more. 

Having a skilled professional workforce starts with understand-
ing and remembering key coding and billing concepts, producing 
quality work, and striving to strengthen professionalism. I invite 
you to strengthen your professionalism by reinforcing personal and 
work ethics and a positive attitude. 

Only after you integrate all these components of professionalism 
into your role as a CPPM® instructor, will your goal of mentoring a 
skilled professional workforce be realized. 

Judy A. Wilson, CPC, COC, CPCO, CPPM, CDEO, CPB, CANPC, CPC-P, AAPC Approved 
Instructor, is AAPC’s CPPM® Advisory Board chair and has been doing medical coding/
billing for well over 38 years. Wilson was the business administrator for Anesthesia 
Specialists, a group of eleven cardiac anesthesiologists who practice at Sentara Heart 
Hospital for over 26 years. Wilson is now self-employed doing education training and teaches 

online courses for AAPC. She has had the honor of serving on the Board of Directors of the AAPC-Chapter 
Association from 2010-2014 and served again from 2015-2017. She was the Chair of the Hardship Fund and had 
the honor of announcing it at the AAPC National Conference in Las Vegas in 2012. Wilson is the chair of the AAPC 
CPPM Advisory Committee and has had the pleasure of presenting at several AAPC regional and national 
conferences, the Decision Health Symposium, and at the AMBA conference. She has presented at AAPC chapter 
meetings all across the United States and has written multiple articles including ones for HCPRO/Just Coding, 
AAPC’s Healthcare Business Monthly, and given several webinars.

Teach 
Professionalism 
in Your CPPM® 
Curriculum
Conduct yourself with 
integrity and kindness to 
inspire greatness in those 
around you.

adobestock /  alex.pin
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It is my belief that the value of our credentials is directly related to 
how we are perceived by the entities that seek to employ coding, 

billing, compliance, auditing, and practice management employees. 
Our voluntary adoption and adherence to professional standards 
are what sets us apart from non-credentialed individuals who have 
developed a similar degree of technical competence on their own.

The term “professionalism” relates to how we, as AAPC members, 
are perceived. There are many drivers of such a perception. These 
include technical competence, our individual and collective level of 
conformance to our Code of Ethics, and the image we portray based 
on how we dress and engage in written and verbal communication.

Knowledge and Expertise
The most important driver as to whether we are perceived as profes-
sionals is our collective level of technical competence. While AAPC 
offers members a wide variety of low- or no-cost educational offerings 
that will help each of you to advance your level of technical skill, 
each of us has to put in the work and continually expand our level of 
knowledge and expertise. We demonstrate our technical competence 
through the quality of our work product. 

Code of Ethics
Adherence to the AAPC Code of Ethics also sets us apart. Conforming 
conduct to the mandates of the Code of Ethics (Integrity, Respect, 
Commitment, Competence, Fairness, and Responsibility) makes 
us very different from our non-member/non-certified peers. Living 
up to the Code of Ethics assures confidence that members will 
conduct themselves professionally while delivering a high-quality 
work product.

Image and Representation
Regardless of our individual or collective level of technical com-
petence, getting the chance to demonstrate our level of technical 
expertise often turns on whether we are perceived as professionals. 
There is an old adage that in business, dress for the job you want, not 
the job you have. The image you portray often has more to do with 
whether you are taken seriously than the expertise you possess. 

We must also consider the image we portray both as individuals 
and as an organization based on how we communicate. Effective 
writing permits you to convey concerns as well as ideas and solu-
tions that can result in change. A poorly articulated argument has 
little chance of being understood or adopted. Unhinged attacks only 

How Do  
You Define  
Professionalism?
Take actions to add value to 
your AAPC credentials.

“Regardless of 
our individual or 
collective level of 

technical competence, 
getting the chance to 

demonstrate our level 
of technical expertise 

often turns on whether 
we are perceived as 

professionals.“
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demonstrate that you have already lost the argument. Be cognizant 
of how you communicate on social media, as well. Rants on social 
media reflect poorly on the individual as well as the organization. 
I would encourage all that when posting to an AAPC related social 
media site about a concern or problem, take a breath before writing. 
It is okay to address problems as long as you do so constructively and 
propose a solution.

Showing Our Value
AAPC has done an excellent job of promoting the value of our 
credentials. We can support that value proposition by elevating our 

level of technical competence while at the same time conducting 
ourselves professionally at all times in person and on social media. 
The more professionally we are perceived as an organization, the more 
value our credentials will have. 

Michael D. Miscoe, JD, CPC, CASCC, CUC, CCPC, CPCO, CPMA, CEMA, AAPC Fellow, has 
over 25 years of experience in healthcare coding and over 20 years as a compliance expert, 
forensic coding expert, and consultant. He has provided expert analysis and testimony on a wide 
range of coding and compliance issues in civil and criminal cases and his law practice 
concentrates exclusively on representation of healthcare providers in post-payment audits as 

well as with responding to HIPAA OCR issues. He has an extensive national speaking background and has been 
published in numerous national publications on a variety of coding, compliance, and health law topics. Miscoe is 
the 2019-2021 National Advisory Board president.

https://www.aapc.com/blog/
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Andre L Deans, CPC-A
Andrea Valdivia, CPC-A
Andrea Whisnant, CPC-A
Andrew Tran, CPC-A
Angel Bradshaw, CPC-A
Angel Dierick, CPC-A
Angela Ochulo, CPC-A
Angela Pollock, CPC-A
Angelee Contreras, CPC-A
Angelina Carmela Brown, CPC-A
Angelique M Hudson, CPC-A
Angie Forchee, CPC-A
Angie Karal, CPC-A
Anitha Mathangi, CPC-A
Anjali Ravi, CPC-A
Anjana Rajan, CPC-A

Ann Hodges, CPC-A
Ann Patterson, CPC-A
Annamaria Wentzell, CPC-A
Anson Jacob Oommen, CPC-A
Anthony Echevarria, CPC-A, COC
Aparna Ketkar, CPC-A
April Astralla, CPC-A
April Cavazos, CPC-A
April Grant, CPC-A
April Lowry, CPC-A
April Pearce, CPC-A
Apurva Suryawanshi, CPC-A
Arabella Reanne Beatson, CPC-A
Aravind A, CPC-A
Ariel Van Zet, CPC-A
Ariel Whittaker, CPC-A
Arlene Hernandez, CPC-A
Arlene Williams, COC-A
Arun C Sasi, CPC-A
Arun Duraisamy, CPC-A
Arunprasath Ananthakrishnan, 

CPC-A
Ashika Thasleem K, CPC-A
Ashley Langlois, CPC-A
Ashlyn Brinkley, CPC-A
Ashlynn Cueto, CPC-A
Ashton Barton, CPC-A
Aswathy Ramachandran, CPC-A
Avichal Jain, CPC-A
Avula Adithya Reddy, CPC-A
B Shravani, CPC-A
B Sivanath Reddy, CPC-A
Baddela Lavanya, CPC-A
Balamurugan M, CPC-A
Baliram Jadhav, CPC-A
Barbara Nielsen, CPC-A
Barbara Schneider, CPC-A
Bathula Rajeshwari, CPC-A
Becky McCormick, CPC-A
Belinda Vickers, CPC-A
Bergina Feuille, CPC-A
Bethany Lockard, CPC-A
Bethzaly Prado, CPC-A
Bheemanathi Shireesha, CPC-A
Bhuvaneshwari S, CPC-A
Bianca Maldonado, CPC-A
Billiejo Minton, CPC-A
Bona Valenzuela, CPC-A
Breanna Jones, CPC-A
Brenda Burns, CPC-A
Brenna Masek, CPC-A, COC
Brian McKeown, CPC-A
Bridgette Fountain, CPC-A
Brindha C, CPC-A
Brittany Thomas, CPC-A
Brittany Drainville, CPC-A
Brittany Jones, CPC-A
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Brittany M Brackett, CPC-A
Brittany Ross, CPC-A
Brooke Cohen, CPC-A
Brooke Fleming, CPC-A
Brooke Paul, CPC-A
Caela Rene Cuomo Robillard, 

CPC-A
Camilla Petersen, CPC-A
Candy Myers, CPC-A
Carissa Berry, COC-A, CPC
Casey Carter, CPC-A
Casey Susan Lee, CPC-A
Cashlee Cates, CPC-A
Cassandra Lee McDonald, CPC-A
Challa Naveena, CPC-A
Chandhini Rasool, CPC-A
Chandrika Machala, CPC-A
Charlene Bell, CPC-A
Charles Jackson, CPC-A
Chennamsetty Srinivasa Rao, 

CPC-A
Chira Glazier, CPC-A
Chloe Tommasini, CPC-A
Chong Darwin, CPC-A
Chreshanna Hawkins, CPC-A
Christi Buckroyd, CPC-A
Christi Maxey, CPC-A
Christian Franco-Ortiz, CPC-A
Christie Eberhard, CPC-A
Christin Ownby, CPC-A
Christy Petty, CPC-A
Cindy Hamilton, CPC-A
Clare Schlader, CPC-A, COC
Clarissa Roseman, CPC-A
Cliche Douglas, CPC-A
Connie Ryder, COC-A
Consuelo N Amy Ortiz, CPC-A
Corrine Arnold, CPC-A
Courtney Michelle Burk, CPB, COC
Courtney Skerlong, CPC-A
Courtney Stillion, CPC-A
Cristina Frengen, CPC-A
Crystal Conover, CPC-A
Crystal Andrews, CPC-A
Crystal Goodman, CPC-A
Crystina Santellanes, CPC-A
Cynthia Mason, CPC-A
Cynthia Susewitt, CPC-A
Dacha Manasa, CPC-A
Dailyn Rodriguez, CPC-A
Damaris Jimenez-Class, CPC-A
Dana C Parker, CPC-A
Danielle Mont, CPC-A
Darnella Renee Orr, CPC-A
David Charles Walker, CPC-A
Dawn Mitchell, CPC-A
Dayapinky Jaganathan, CRC, CPC

Dayren Rivera, CPC-A
Debbie Campagnolo, CPC-A
Deborah Robison, CPC-A, COC
Deborah Stralow, CPC-A
Debra Rose, CPC-A
Deepthi Nallapu, CPC-A
Delaney Bruce, CPC-A
Dena Ohl, CPC-A
Depatla Himabindu, CPC-A
Devsoth Saritha, CPC-A
Devulapalli Lakshmi Spandana, 

CPC-A
Dhanalaxmi Dornala, CPC-A
Dhivya Ravichandran, CPC-A
Diana Davis, CPC-A
Dianna Forrest, CPC-A
Dietzie D Medena, CPC-A
Divine Love Abaigar, CPC-A
Divya Naidu, CPC-A
Divyarani Pushparaj, CPC-A
Dominique Starks, CPC-A
Dora M Toro F, CPC-A
Doris Clayton, CPC-A, CPB, COC
Dorota Kawka, CPC-A
Elba Maldonado, CPC-A, COC
Elena Ziniakina, CPC-A
Elizabeth Durham, CPC-A
Elizabeth Meza, CPC-A
Elizabeth Pickering, CPC-A
Elizabeth Przybylski, CPC-A
Elizabeth Steffen, CPC-A
Elizabeth Taylor, CPC-A
Elizabeth Weigand, CPC-A
Ellen Cushing, CPC-A
Emi Schofield, CPC-A
Emily Rose Garcia, CPC-A
Emma Lynott, CPB, COC
Erin Cross, CPC-A
Erpula Sathvika, CPC-A
Faith Conn, CPC-A
Felicia Hathorn, CPC-A
Frances Pennington, CPC-A
G Ambedkar, CPC-A
G Praveena, CPC-A
Gail Atwood, CPC-A
Gail Page, CPC-A
Garnimitta Lalitha, CPC-A
Gayathri Soman, CPC-A
GD Krishnaveni Seerapu, CPC-A
Genece Whitis, CPC-A
Gina Daugherty, CPB, CPC
Ginelli Luciano, CPC-A
Gladys Marchan, CPC-A
Gomathi Mala S, CPC-A
Gudisi Vivek Sai, CPC-A
Gundi Akhil Amrutha Raju, CPC-A
Gurrapu Himabindu, CPC-A

Haley C Hunt, CPC-A
Hannah Novit, CPC-A
Hannah Carter, CPC-A
Harley Mullis, CPC-A
Hayley Maj, CPC-A
Heather Allen, CPC-A
Heather Isaacs, CPC-A
Hema Denham, CPC-A
Hillary Osborne, CPC-A
Hillary Glosek, CPC-A
Holly Peterson, CPC-A
Holly Slusser, CPC-A
Holly Walker, CPC-A
Holly Wharam, CPC-A
Ibrahim Beevi, CPC-A
Iesha Scarlatella, CPC-A
Ilakkeya Sureshbabu, CPC-A
Irma Roman, CPC-A
Isabel Brooks, CPC-A
Isabella Vu, CPC-A
Ivana M Romero, CPC-A
Jacinta Mendes, CPC-A
Jacqueline Born, CPC-A
Jacqueline Snyder, CPC-A
Jacquelynn Kmet, CPC-A
Jade Gier, CPC-A
Jagadeesh Kumar Reddy Gaddam, 

CPC-A
Jaime Jones, CPC-A
Jalakam Saranya, CPC-A
James Hong, CPC-A
Jamese Coleman, CPC-A
Jamie Jones, CPC-A
Janay V Dunigan, CPC-A
Jane Schmaltz, CPC-A
Jangala Haritha, CPC-A
Jasmine White, CPC-A
Jassymol Jalaludeen, CPC-A
Jaya Lakshmi, CPC-A
Jaya Parthipan, CPC-A
Jeanette Smith, CPC-A
Jeevasakthi Kandhasamy, CPC-A
Jenifer Kothandan, CPC-A
Jennifer Britt, CPC-A
Jennifer Christiansen, CPC-A
Jennifer Davis, CPC-A
Jennifer Kellar, CPC-A
Jennifer Kendall, CPC-A
Jennifer Leotta, CPC-A
Jennifer Matherly, CPC-A
Jennifer Ravita, CPC-A
Jesrin M, CPC-A
Jess Donnelly, CPC-A
Jessica Breakfield, CPC-A
Jessica Maddux, CPC-A
Jill Allen, CPC-A
Jing-jing Ili Cabico, CPC-A

Joan B West, CPC-A
Jodi Sadlowe, CPC-A
John Bromund, CPC-A
John E Pellien, CPC-A, COC
Jordan Elise Keller, CPC-A
Jordan Jackson, CPC-A
Joshua Frye, CPC-A
Joyce Bonete Arrieta, CPC-A
Joyce F Wabe, CPC-A
Judy Jean, CPC-A
Judy Sturdivant, CPC-A
Julie Antis, CPC-A
K Sushma Priya, CPC-A
Kalil Pearson, CPC-A
Kalla Anusha Reddy, CPC-A
Kametria Dunham, CPC-A
Kannan C, CPC-A
Kara Winn, CPC-A
Karthikselvam Paulraj, CPC-A
Kat Thornton, CPC-A
Kathleen Hernandez, CPB, CPC
Kathleen Ratto, CPC-A, CPB, COC
Kathrine Millette, CPC-A
Kathryn Dely, CPC-A
Kathryn Rosinski, CPC-A
Katie Sidwell, CPC-A
Katrina Fort, CPC-A
Katta Anitha, CPC-A
Katti Tarun, CPC-A
Kavia Ajithraj, CPC-A
Kavya Kalavakuri, CPC-A
Kayla Cline, CPC-A
Kayla Felcon, CPC-A
Kayla Prater Walker, CPC-A
Kayla Squires, CPC-A, COC
Kayla Zoulek, CPC-A
Keerthana Racharla, CPC-A
Kelly Blake, CPC-A
Kelly M Johnson, CPC-A
Kelly Madison, CPC-A
Kenya Richardson-Atanda, CPC-A
Kerala Supriya, CPC-A
Keri Corter, CPC-A
Kevin Clemons, COC-A
Khandaker Laila Kamal, CPC-A
Kierra Freeman, CPC-A
Kiesha Carmichael, CPC-A
Kimberly J Wallace, CPC-A
Kimberly Leab, CPC-A
Kimberly Mitchell, CPC-A
Kimberly Plastino, CPC-A
Kimberly Sharp, CPC-A
Kinthada Subhashini, CPC-A
Kousalya M, CPC-A
Krista Marie Perkins, CPC-A
Kristen Janicki, CPC-A

Kristina O’Connor, CPC-A
Krysten Lusty, CPC-A
Kumar Swami, CPC-A
Kurukooru Kullai Reddy, CPC-A
Kyle Zoscin, CPC-A
Lakeya S McEachron, CPC-A
Lashandra Lopez, CPC-A
Latoya E Sanchez, CPC-A
Laura Duran, CPC-A
Laura O’Donnell, CPC-A
Laura Paredes, CPC-A
Laura Tibbett, CPC-A
Lauren Duncan, CPC-A
Lauren Justine Neilson, CPC-A
Laurie Soliday, CPC-A
Lavanya K, CPC-A
Lavina J, CPC-A
Lavinia Taylor-Wishon, CPC-A
Lazaro Tirado, CPC-A
Leann Jensen, CPC-A
Lesley Vaughn, CPC-A
Leslie Nowlan, CPC-A
Linda Karina Velez, CPC-A
Linda Moua, CPC-A
Lisa Goff, CPC-A
Lisa Marie Silook, CPC-A
Liz Dimond, CPC-A
Lorena Mederos, CPC-A
Lynda Harrell, CPC-A
Lynn Dimio, CPC-A
Lynn Taylor, CPC-A
Mackenzie Klodzinski, CPC-A
Madeline Johnson, CPC-A
Madelyn Garrison, CPC-A
Madhu Bala M, CPC-A
Madivi Anand, CPC-A
Mahalakshmi Kanniyappan, CPC-A
Mahitha Gangadasari, CPC-A
Mahzia Khatoon, CPC-A
Maju Mathew Neriamparampil, 

CPC-A
Mallika M S, CPC-A
Mandye Blair, CPC-A
Manikandan Rengasamy, CPC-A
Manikandan Vasu, CPC-A
Manjusha Dupati Siva Rama Prasad 

Dupati, CPC-A
Manohar Reddy Kovvuri, CPC-A
Manthena Bharathi, CPC-A
Marcia Mills, CPC-A
Marcie A Witmer, CPC-A
Maria Bofill, CPC-A
Maria DeCastro, CPC-A
Maria S Ramoo, CPC-A
Mariappan Arumugam, CRC, CPC
Mark Greene, CPC-A
Marlene Taraska, CPC-A
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Mary Ann Mattingly, CPC-A
Mary Delphine K D, CPC-A
Mary McNamara, CPC-A
Mary Sawyer, CPC-A
Marylee Beckman, CPC-A
Maxwell Uhakheme, CPC-A
Megan Barnes, CPC-A
Megan Currier, CPC-A
Megan Shaner, CPC-A
Megan Stopka, CPC-A
Melanie Blaszinski, CPC-A
Melanie Harris, CPC-A
Melissa Cope, CPC-A
Melissa Gamez, CPC-A
Melissa Ginn, CPC-A
Melissa Johnson, CPC-A
Melissa Knox, CPC-A
Melissa Robison, CPC-A
Mellissa Gaynor, CPC-A
Mia Hines, CPC-A
Michala Ward, CPC-A
Michele Brundidge, CPC-A
Michele C Bates, CPC-A
Michele Rokes, CPC-A
Michelle L Wilds, CPC-A
Miranda Fisher, COC-A
Miriam Nayely Guevara, CPC-A
Misty Bingham, CRC, CPC
Misty D Stiger, CPC-A
Mitul Chandel, CPC-A
Mohamad Ashik, CPC-A
Mohammed Ajaz, CPC-A
Mohemmad Meherunnisa, CPC-A
Monica Fauder, CPC-A
Monicka Nethaji, CPC-A
Monisha Dinakaran, CPC-A
Morgan Griffith, CPC-A, COC
Muthu Kumaran M, CPC-A
Nagella Sireesha, CPC-A
Nancy Plummer, CPC-A
Nandhini Parthasarathy, CPC-A
Narravula Sri Kavya, CPC-A
Natalie Price, CPC-A
Naviya Priya P, CPC-A
Neelam Agrawal, CPC-A
Nevasha Wideman, CPC-A
Nicole Adkins, CPC-A
Nicole Dort, CPC-A
Nicole Gafford, CPC-A
Nicole Lupo, CPC-A
Nicole Slade, CPC-A
Nigel Richard, CPC-A
Nirmala Ezhumalai, CPC-A
Olga Domaryova, CPC-A
Olivia Jarratt, CPC-A
P Uttej, CPC-A
Padmaja Sunkapaka, CPC-A

Padmavipushan Aravindan, CPC-A
Patricia Gonzalez, CPC-A
Patricia Malcolm, CPC-A
Paulet Arlene Latlip, CPC-A
Pensuda Patitas, CPC-A
Poojitha M, CPC-A
Poornima V, CPC-A
Poornima Venkatasubramaniyam, 

CPC-A
Pothukanti Parveen, CPC-A
Pramod Mare, CPC-A
Prasanna Neelam, CPC-A
Pratikshya Nayak, CPC-A
Praveen Aruldoss, CPC-A
Priya Oraon, CPC-A
Priyadharshini Manikannan, CPC-A
Priyanka Mehra, CPC-A
Puppala Sindhura, CPC-A
Quintella Cyprian, CPC-A
Quisha Smith, CPC-A
Qwaneshia Tameika Pierce, CPC-A
Racha Mounika, CPC-A
Rachael Handra, CPC-A
Rafonsel Ward, CPC-A
Rahul Katta, CPC-A
Rajesh Ambarapu, CPC-A
Rakesh Mudideni, CPC-A
Rama Kanisetty, CPC-A
Ramoji Salmon Raj, CPC-A
Raquel Elizabeth Lancaster, CPC-A
Rasagna Vaaka, CPC-A
Raven Hobson, CPC-A
Rea Angeles del Mundo, CPC-A
Rebecca Lincoln, CPC-A
Rejine Spivey, CPC-A
Renuka Pasupuleti, CPC-A
Reshma Khaleelulla, CPC-A
Ribin Fawaz K P, CPC-A
Robin Walker, CPC-A
Rochelle Archbold, CPC-A
Ronell Sybrant, CPC-A
Rosanna Herrero, CPC-A
Rosemary Rios, CPC-A
Roxy T Philip, CPC-A
Rukiya Ibrahim, CPC-A
Ruth McComas, CPC-A
Ryleigh Carrier, CPC-A
Sabrina Esparza, CPC-A
Sabrina Sanchez, CPC-A
Saikrupa G V, CPC-A
Sainagapriya Gurram, CPC-A
Sallie Rottier, CPC-A
Samantha O’Brien, CPC-A
Sandhya P, CPC-A
Sandra Cummings, CPC-A
Sandy Dumas, CPC-A
Sangeetha Boominathan, CPC-A

Sara Mistic, CPC-A
Sarah Kellum, CPC-A
Sarah Lopez, CPC-A
Sarah Papp, CPC-A
Saranya V, CPC-A
Sathish Kuzhandaivel, CPC-A
Savanna Anderson, CPC-A
Savanna Simpson, COC-A
Saveetha M, CPC-A
Sebastian Vargas, CPC-A
Shada Gafoor, CPC-A
Shahanaz Fathima H, CPC-A
Shaik Rahimunnisa, CPC-A
Shaina Schultz, CPC-A
Shalini Solomon, CPC-A
Shamim Akthar, CPC-A
Shana Gilliam, CPC-A
Shania Peigneux, CPC-A
Shankar Dnyanoba Pawar, CPC-A
Shannon Dragosani-Brantingham, 

CPC-A
Shaquille Jones, CPC-A
Sharan Kumar Yethirajula, CPC-A
Shayla Scruggs, CPC-A
Sheeba Praisy, CPC-A
Shelley Clum-Murphy, CPC-A, COC
Shelley Mozak, CPC-A
Shelly Compton, CPC-A
Shene Woods, CPC-A
Sheri Braun, CPC-A
Sherry Wise, CPC-A
Shiny Sushmitha Pauline S, CPC-A
Siva Pandiyan, CPC-A
Sivaprakash P, CPC-A
Sofia Kravchenko, CPC-A
Sonia R, CPC-A
Sreejith T S, CPC-A
Sruthy S, CPC-A
Stacey Renee Barber, CPC-A
Stacy Long, CPC-A
Stacy Perkins, CPC-A
Stelin Raj A, CPC-A
Stephani Crosby, CPC-A
Stephanie Ashrafi, CPC-A
Stephanie Gray, CPC-A
Stephanie Novotny, CPC-A
Stephanie Siracusa, CPC-A
Subhashini R, CPC-A
Sue Leeper, CPC-A
Suganya R, CPC-A
Suganyaa R, CPC-A
Sung Pak, CPC-A
Susan Ferguson, COC-A
Susannah Konopka, CPC-A
Susila Mani, CPC-A
Suvitha Ezhumalai, CPC-A
Swathika Muruga Perumal, CPC-A

Swetal V Gajera, CPC-A
Syed Shanawaz, CPC-A
Taag Melinda Hebert, CPC-A
Tadela Dhilleswari, CPC-A
Tammy Fortune, CPC-A
Tammy N Martin, CPC-A
Tammy Page, CPC-A
Tanya Davis, CPCD, COC
Tara Gailey, CPC-A
Tawney Rawlings, CPC-A
Taylor Newsome, CPC-A
Taylor Torres, CPC-A
Teann Tippetts, CPC-A
Teresa Marie Stanis, CPC-A
Thamizharasi V, CPC-A
Thangamani J, CPC-A
Thangellapalli Narmada, CPC-A
Thotakura Naga Manjusha, CPC-A
Thu Thi Minh Pham, CPB, CPC
Tiffany Kates, CPC-A
Tiffiny Waller, CPC-A
Tina Higgins, CPC-A
Tomika Gilliam, CPC-A
Tonya Street, CPC-A
Tracy Evilsizer, CPC-A
Tricia Bowers, CPC-A
Vaishnavi Ramadoss, CPC-A
Vanessa M Ramos, CPC-A
Vanhnida Peterson, CPC-A
Vankudothu Ravi, CPC-A
Vantepaka Kalyan, CPC-A
Varikolu Nagaraju, CPC-A
Vasantharajan Mathivanan, CPC-A
Vasuki Muthupandian, CPC-A
Vattikuti Saibabu, CPC-A
Vedhashini Bharanidharan, CPC-A
Veena S, CPC-A
Venkatesh A, CPC-A
Venna Siva Krishna Chaitanya, 

CPC-A
Veronica Dessaure, CPC-A
Victoria Cole, CPC-A
Victoria Wernli, CPC-A
Vidya B, CPC-A
Vijaya Bharathi, CPC-A
Vijaya Lakshmi, CPC-A
Vijaya Shiva Mounika Gundla, 

CPC-A
Vijayalakshmi V, CPC-A
Vinoth Arunachalam, CPC-A
Virginia Leung, CPC-A
Vishali L, CPC-A
Voona Nandini, CPC-A
William Chandler, CPC-A
Yamuna Dadi, CPC-A
Yanelly Medina, CPC-A
Yeruva Manasa, CPC-A

Yesica C Farfan-Rodriguez, CPC-A
Y’Quithia Donye’ Voorhies, CPC-A
Yuvan Shankar Raja S, CPC-A
Zachary Porter, CPC-A
Zahra Bamdad, CPC-A

SpecialtiesSpecialtiesSpecialties
Abdul Rahman A, CRC
Abdul Rahman Abdul Jabbar, CRC
Abirami Mariappan M, CRC
Abirami Viswanathan, CRC
Adapa Kaveri, CRC
Adarsh P P, CRC
Adeeb Husain M P, CRC
Afrin Banu M, CRC
Aimee Marie Granger, CPB
Aishwarya Lakshmi Jayabalan, CRC
Ajithkumar J, CRC
Ajithkumar K, CRC
Ajithkumar Murugeshan, CRC
Alexandra Norris, CPC-A, CPB
Alicia Eden Arnold, CPC-A, CIRCC
Alicia Savastano, COC, CPC, CPCO, 

CPMA, CRC, CUC
Alina Walden, CPC, CRC, CPCO
Alix Lassle, CPPM
Aliyyah Bey, CPPM
Alycia Nunez, CRC
Alysha Blemaster, CPC, CPPM
Alyssa M Berger, CPC, COSC, CDEO
Amanda Kane, CPC, CPCO, CPMA, 

CPC-I, CEMC, COBGC, CRC
Amanda W Atkinson, COC, CPC, 

CPCO, CPB, CPMA, CPPM, CPC-I, 
CDEO

Amber Brescoach, COC-A, CPC-A, 
CPB, CANPC, CDEO

Amber Chaffin, CPC, CRC
Amish Bhavsar, CPC, CPMA
Amy B Bell, CPC, CCC
Amy Barnes, CPC, COBGC
Amy Maria Roberts, CPC, CPB
Amy Mumper, CPCO
Ana Maria Dygert, CPC, CRC
Ananda Krishnan Krishnamoorthy, 

CRC
Anas Mashlah, COC-A, CPC-A, 

CDEO, CIC, CPB, CRC, CPMA
Andrea Davis, CPB
Andres Espinoza, CRC
Anet Rodriguez-Beltran, CPC, CRC
Angela Fletcher, CPC, CEDC
Angela Jones, CPC, CEMC
Angela Lynn Cech, CPC, CRC
Anilitta Chacko, CRC
Anjali Kulkarni, CPC-A, CRC
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Ann Limegrover, CPB
Anna DeLano, CPPM
Anna McLain, CPB
Anna Stolarek, CPC-A, COSC
Annal Sahaya Delcy, CRC
Anne Marie Cahill, CPC, CPMA, 

CPCO
Anne Smith, CPC-A, CRC, CPMA
Annette Naab, CPC, CRC
Annia De Cardenas, CPC, CRC, 

CPMA
Anupama Vibin, CRC
Anuradha Manoharan, CPC, CPMA
April Bradshaw, CPC, CPB
April Howard, CRC
April Martin, CPCO, CIC, CPB, CRC, 

CANPC
Aravind Kumar, CRC
Aravinth S Saravanan K, CRC
Arpitha M C, CRC
Arthi Thangaraj, CRC
Arunkumar Kathirvel, CRC
Arunkumar Sekar, CRC
Asha Kannan N, CRC
Ashiba Basheer, CRC
Ashley Barrett, CPCD
Ashley M Bowen, CPC, CPPM
Ashley Merritt, CPC-A, CPB
Ashley Sanders, CDEO
Ashley Wancea, CPC-A, CRC
Asia Rachelle Murrell, CPC, CPMA, 

CDEO
Asma Shaik, CRC
Attaluri Naga Sai Nischita, CRC
Audrey Doreen Sikora, CPC, CANPC
Aurora Akers, CPPM
Ayram Reyna, CPB
Balajikannan Govindasankar, CRC
Banupriya Somasundaram, CRC
Barbara Good, CRC
Barbara Maria Shaw, CPC, CDEO, 

CRC, CEDC, CPCO
Beatrice Del Toro, CPC, CIRCC, CRC, 

CASCC, CCVTC
Becky Gardner Koch, CPC, CPMA, 

CPB
Belinda Huddleston, CRC
Bernard Omondi, CPC, CPB
Beth Lo, CPMA, CPCO
Betsy Rose Benny, CRC
Bhagyalakshmi Komirisetty, CPB
Bhargavi Makireddy, CRC
Bhavani M, CRC
Bhavanraj Jayakumar, CRC
Bhumandla Pragathi, CRC
Bhuvaneshwari Govindan, CRC
Bhuvaneshwari Govindarajan, CRC
Billy Jones, CRC

Bindge Vijaya, CRC
Bitra Bala Reshma, CRC
Blessyjoanna Christudoss, CRC
Bobbi Jo Huss, CPC, CRC
Bobbie Marable, CPC, CPB
Boddani Dhana Sai Sarvani, CRC
Bollimuntha Prathyusha, CRC
Brandi Couzynse, CPB
Brandie Mallory, CPC, COSC
Brandy Osbourn, CPC, CASCC
Brenda K Castueras, CPC, CPMA, 

CRC
Breyanne Watson, CPC, CRC
Brianna Tomac, CPC, CPPM
Brittany L Williard, CPC, CPMA
Brittney Jeska, CPC, CPB
Budigi Bhavani Sushma, CRC
Camilla Zharine Palomas Banta, 

CIC
Candy Mertie, CPC, CPB
Carole Woods, CRC, CIC
Caroline Spitaliere, CPC, CRC
Carolyn Sinquefield, CPC, CPMA, 

CDEO
Carrie Rodevick, CPC, CPMA
Cary Wright, CRC
Cassandra Ortiz, CPC, CUC
Cassandra Plant, CRC
Cathy Sikes, CPPM
Catrina Little, CPC-A, CRC
Cecil Avila, CPC, CPB
Celia Woodall, CPC-A, CPB
Ceska Daphne Batucan 

Macabuhay, CIC
Chandarlapati Rajkumar, CRC
Chandragiri Neeraja, CRC
Chandramathi Dhanasekaran, CRC
Chandru S D, CRC
Charis Lee, CPC-A, CPB
Charity McElhaney, CPB
Charlene J Cihon, CPC, CPMA, CDEO
Cherrie Gray, CPC-A, CPMA
Cheryl Chlapecka, CPC, CRC
Cheryl Davis, CPB
Cheryl Lachman, CPC, CRC
Chetana Karnam, CPB
Chloe Tang, CRC
Christina Marie Weber, CPC, CPB
Christina Zeravica, CPMA, CPCO
Christopher Greene, CPCO, CDEO
Christy Caudill, CRC
Christy Gipson, CPC-A, CEMC
CJ Chapman, CPPM
Clarissa M McCormick, CIC, CRC
Claudia Browne, CPC, CRC
Connie Kryzer, CPCO
Courtney Porter, CPC, CPCO, CPMA
Courtney Wisler, CPB

Crystal Olson, CPC-A, COPC
Cynthia M Hill, CPC, CIC
Daiyelin De La Nuez, CPC, CRC
Daniel Munoz, CPC-A, CRC
Darlene Cupp, CIC
Dawn Babich, CPCO
Dawn Chalaire, CPB
Dawn Hamlin, CPB
Dawn Maree Gee, CPC, CRC
Dawn Marie Skovran, COC, CPC, 

CRC, CPB
Dawn Nisius, CPMA
Dawn Walston, CPC-A, CPMA
Dayna Damaso, CRC, CDEO
Deborah Rhoads, CPC, CPMA, 

COBGC
Deborah Slezak, CPPM
Debra Ann Cambareri, CPCO
Debra Doonan, CANPC
Debvon King, CPC, CASCC, CEDC, 

CPB
Dee Abney, CPC-A, CCVTC
Dee Maras-Kowalski, CPC, CRC
Deepak Dhakshinamoorthy, CRC
Deepika Manoharan, CRC
Deni Adams, CPC, CPB, CEMC, 

CPPM
Denise Cato, CPCO
Denise Grimm, CPB
Denise Horn, CPC, CPB
Denise Kay Jackson, CPC, CPCO, 

CPB
Denise Krahn, COC, CPC, CPCO, 

CPB
Denise Rozalski, COC, CPC, CIRCC, 

CRC, CCC
Desiree DeGrazia, CPPM
Deva Dharshini, CRC
Devi Damodharan, CRC
Diana Del Pozo, CPC, CDEO
Diana Duerr, CPC, CHONC
Diana Lee Long, CEDC
Diane Watson, CPC, CFPC, CPPM
Diann Hoffman, CPC, CIC, CRC, 

COBGC, CEMC
Dianne C Estes, COC, CPC, CPB, CPMA
Diaraida Lezcano Naranjo, CPC-A, 

CPMA
Dina Young, CRC
Dinesh Shanmugam, CRC
Dora Frankly Franklin Raja Kuma, 

CRC
Doreen Gandolfo, CPCO
Doris Clayton, COC-A, CPC-A, CPB
Doris M Ruiz, CRC
Dornala Nagesh, CRC
Duraipandi Muthusamy, CRC
Durga Devendiran, CRC

Durgadevi Jaganathan, CRC
Earla Harika, CRC
Easwaran Siva, CRC
Elaine Richardson, CPB
Elena Burns, CPC, CPMA, CRC
Elise Clark, CPC-A, CPMA
Elise Marie Lane, CPC, COBGC
Elizabeth Roberts, CPC, CRC
Emilee Lester, CPC, CRC, CPMA
Emily Davis, CRC
Emily Vollmeier, CRC
Emmanuel A Sanchez, CRC
Erica Cardoza, CPC, CPB
Erika S Maastricht, CPC-A, CPB
Esakkiammal Natrajan, CRC
Essence Hunt, COC-A, CPC-A, CRC
Fahath J, CRC
Farheen Mahira Kabeer Ahamed, 

CRC
Fathima Shifaya, CRC
Faye Ellis, CPB
Ferrari Bunker, CPC, CPMA
Firial Barhoum, CRC
Frances Higgins, CPB
Francia A Bowen, CPC, CRC
Francisco Lopez Casanova, CRC
Gabette O Young, CPC, CIC
Gaddam Rashwitha, CRC
Gail Robin Harper, CPC, CPMA
Gali Divya, CRC
Ganga Gowri Dhamotharan, CRC
Gary Nolte, CPPM
Gena Cornett, CPC, CPB
George Perez, CRC
Georgi Georgiev, CPPM, CPB
Geraldine Mary Nishi Carandang, 

CIC
Ghani Jayaprakash Reddy, CRC
Girija Murugan, CRC
Girish Kumar G, CRC
Gloria A Alcazar, CPC, COBGC
Godana Divya, CRC
Gokulalakshmi Seenuvasan, CRC
Gomathi Ramasamy, CRC
Gorre Deepika, CRC
Govind Narayan Pawar, CRC
Gowsalya Ramalingam, CRC
Gowtham Manivannan, CRC
Gretchen Wilson, COC-A, CPMA
Gretzel Frances Gonzales Bue-

navente, CRC, CIC
Guru Prasad Madduri, CRC
Guvvala Gayathri, CRC
Hai Ha, CPPM
Haleigh Hanssen, CPC, CPMA, CIC
Haley Strachn, CPC-A, CPCO, CPMA
Hannah Mansfield, CPC, CDEO

Hao N Nguyen, CPC, CRC, CPB
Hari Prathap, CRC
Harika Dama, CRC
Harini Krishnaraj, CRC
Haripriya Rishikesh, CPC-A, CEMC, 

CANPC
Harsavarthini Karthikeyan P, CRC
Heather Bielser, CPC, CCC
Heather Kubes, CPC, CPMA
Heather Utsinger, CGIC, CRC
Helina Luzinski, CCC, CEMC, CPB
Hemalatha N, CRC
Hemalatha Thirumoorthi K, CRC
Hemavathi Ramachandran, CRC
Herbert Buena Bagasala, CIC
Ilakkiya Shanmugam, CRC
Ilana Weisberg, CPCD
Indhumathi Sivanandham, CPC, 

CRC
Ishwarya Iyyappan, CRC
Iswarya Krishnan, CRC
Jackie True, CPB
Jackie Zappetta, CPCO
Jacqueline Patton, CPC, CRC
James Thomas, CPC, CPB, CPPM, 

CPCO
Jamie Hanmer, CPC, COBGC, CEMC
Jamie Summers, CPC, CPMA
Jammie Goff, CPC, CRC
Jan Rey Caoili Miquiabas, CIC
Janani Shanmugam, CRC
Janani Rajendran S, CRC
Jayalakshmi K V, CRC
Jayasree Dhas, CRC
Jeanette Lehmann, CPC, CPB
Jeanne Pajak, CPC, CPMA, CPCO
Jeanne Philp, CPC, CPCO, CPMA, 

CRC, CGSC, CHONC, CPEDC
Jeannette Marie Monahan, COC, 

CPC, CIC
Jebin Jacob, CRC
Jeevitha S Samuel, CRC
Jemia Lynette Jones, CPC-A, CRC
Jennifer Timberlake, CPB
Jennifer A Ferguson, CPC, CPB, 

CRC
Jennifer Ann Taylor, CPC-A, CRC
Jennifer Borree, CPB
Jennifer Doster, CPC, CCC
Jennifer Hubbell, CPC, CIC
Jennifer L Ortiz, CPC, CEMC, CEDC
Jennifer Lauren Riley, CPC, CEMC, 

CRHC
Jennifer M Rusnak, CPC, CPCO
Jennifer Marie Reyez, CPC, CPMA, 

CPCO
Jennifer Robin Atkins, CPC, CPPM, 

CPB
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Jennifer Russell, CPC, CIC
Jenny Caballero, CPC, CPB
Jerome R Randall Jr, CPC, CPMA, 

CPC-I, CPB
Jessica Abell, CPB
Jessica Cooperider, CPB
Jessica LeAnn Clifford, CPC, CPMA, 

CRC
Jill Mead, CPMA, CRC
Jishnu Suresh, CRC
Jiyad A V, CRC
Jo Anna Stewart, CPC, CPB, CPMA, 

CRC
Joan Henscheid, CRC
JoAnn Skrzypek, CPC, CEMC, 

CPMA
Jocelyn Hermanson, COC, CPC, 

CRC
John Engle, CPC-A, CRC
John Harvy Malia Alalay, CIC
John Piaskowski, CPC, CIRCC, 

CPMA, CRC, CCC, CCVTC, CGIC, 
CGSC, COSC, CUC, Approved-
Instructor, CPC-I

Jolynn Erwin, COC, CPC, CHONC, 
CPB

Jordan Hansen, CPC, CIC
Jordan Mathis, CPC, CRC
Jordan Thomas Morton, CRC
Joseph Andrew Goldstein, CPC, 

CPPM, CRC
Joy Yang, CPC, CCVTC
Judy Digiovanni, COC, CIC
Judy Farkas, CPCO, CPMA, CASCC, 

CPPM
Julia Linn, CPB
Julie Johnson, CPC, CEMC, CPMA
Julie Ordway, CPC, CPB, CUC
Julie Price, CPCO
Justina Villa, CANPC
Juttu Sobharani, CRC
Jyostna Srivalli Laveti, CRC
Kabilarasi S, CRC
Kabinaya Roobini, CRC
Kadaveru Nikitha, CRC
Kaitlin Strickland, CPB
Kancharla Vijay, CRC
Kandis Lache Richardson, CPC, 

CPMA
Karen Clark Searcy, CPC, CPB
Karen Eve Bindoy Ompad, CPC-A, 

CIC
Karen Green, CPC, CPB, CPPM
Karen Renea Gilmer, CPC, CPB
Karie Snow, CPB
Kartika M, CRC
Kasey J Grove, CPC, CPMA, CPB
Katherine Cookie Crowder, CPC, 

COBGC

Katherine Mizerk, COC-A, CPC-A, 
CPB, CRC

Kathiresan Santhanappandian, 
CRC

Kathleen Gartz, CPC, CRC
Kathleen Kilroy-Wood, CPC, CPPM
Kathleen Snyder, CPB
Kathy Orozco, CPC, CPB
Katie Newell, CPPM
Katina Youngblood, CRC
Katrina Marie Sceppaquercia, CPC, 

CPMA
Kavisuprika Prabakaran, CRC
Kavitha Loganathan, CRC
Kavithaa Kuppuswamy, CRC
Kayla Crouch, CPC, CRC
Keerthana Aravind Raj, CRC
Keerthana Balasubramaniam, CRC
Keerthana Vijayaraman, CRC
Kelli Benoit, CPC, CPB
Kelli Dillon, COC, CPC, CPB, CGSC
Kelly A Shew, CPC, CDEO, CRC, 

Approved-Instructor, CPB
Kelly M Fehrenbach, CPPM
Kelly Skermont, CPC-A, CPB
Kelsey Juntunen, CPC-A, CPB
Kerrie L Hand, CPC, CFPC
Khatija Khanam, CRC
Kiersten Kinchen, CPC, CRC
Kim Bombard, CPB
Kim Montenegro, CPC, CPB, CPMA, 

CPPM, CPC-I, COSC, CSFAC, CRC
Kimberly Hash, CPB
Kimberly Polasek, CPC-A, CPB
Kimberly Rodriguez, CPC, CPPM
Kimberly Starr-Jackson, CRC
Kimberly Tutaj, CPC, CRC
Kimberlyn Moore, CRC
Kindra Rabon, CPC, CRC
Kirsi Proctor, CPC, CGIC, CRC
Kokila Pala, CRC
Kokkonda Vinay Chary, CRC
Kolapalli Durga Jyothi, CRC
Kolby Wells, CRC
Komi Reddy Chandrika, CRC
Kowsalya Mariadoss, CRC
Kristal Rodriquez, CPC, CEDC, 

CHONC, CGSC
Kristen Blake-Lane, CPC-A, CRC
Kristina Conner, CRC
Kristina Snider, CFPC, CPPM
Kristy Burcham, CPC, COBGC
Kumudhavalli Sivakumar, CRC
Kyla Collis, CPB
Lakshmi Gayathri Baskar, CRC
Lalaine Dale Lola Guerta, CIC
Lara McCutcheon, CPC-A, CRC
Lasheka Robin, CRC

Latonya Cole, CPCO
LaToya Evans, CPC, CRC
Laura Jennifer Silva, CPC, CRC
Laura Nishimura, COC, CPC, CPB, 

CPC-I, CRC
Laura Silverstrim, CPC, CRC, 

CHONC, CPMA
Laurel Bennett, CPC-A, CPB
Laurie Blevins, CPC, COBGC, CPB
Laurie Ester, CPC-A, CPB
Lavanya Kalla, CRC
Lavanya Ragunathan, CRC
Lavanya Rajendran, CRC
Lavon Fowler, CPCO
Leah Hinkle, COC-A, CPC-A, CRC, 

CPMA
Leann Ackley, CPB
Lee Ann Thompson, CPC, CPB, 

CPMA
LeeAnn Ahern, CPC, CPB
Leslie Deonne Waters, COC, CPC, 

CFPC
Linda Asberry, CPC, CRC
Lindsey Batrich, CPC, CPB, CDEO
Lindsey Wilson, CRC
Lisa Breitner, CRC
Lisa Couto, CPC, CRC
Lisa Denise Reeder, COC, CPCO, 

CPMA, CRC
Lisa Heiner, COC, CPC, CIC, CPMA, 

CRC
Lisa Marie Burns, CPC, CPMA, CRC, 

CDEO
Lliliam Aguila Cartaya, CRC
Logesh Elumalai, CRC
Lokesh Mageshwaran, CRC
Loni Catherine LeBlanc, CPB
Lori Bair, CPC, CPB
Lori Berg, CPC-A, CRC
Lori Chacon, CPC-A, CPB
Lorinda Bowie, CPC, CDEO, CRC, 

CEDC
Lorna Kay Piscitello, CPC, CRC
Lydia Bridges Kuennen, CPPM
Lynn Pegram, CPC, CPB, CPC-I, 

CEMC, CGSC, COBGC
Madhan Kumar A, CRC
Magaly Leyva, CRC
Magdalena Sandu, CPC, CPMA
Magdalin Blessy, CRC
Mageshwaran Vinayagamoorthy, 

CRC
Mahalakshmi Kumaran, CRC
Maisie Lannom, CPC-A, CPB
Malgorzata Kubiak, CRC
Mandi Randall, CPC, CPMA
Manikandan Marimuthu, CRC
Manikandan S, CRC

Manju Dhiman, CPC, CRC
Manodurga Muthalagan, CRC
Manogar Ramalingam, CRC
Manoj Kumar Madan Kumar, CRC
MaraLynn Arbogast, CPC, CIC, CRC
Marcia McCarty, CPC, CPB
Margaret Gutierrez, CPC, CRC
Maria Vania Torres, CIC
Marie Laguerre, CPC, CRC
Marienela Alarcon Pasion, CIC
Marion Lacanilao-Tan, CPC, CRC
Mariquita Macahilig Pangilinan, 

CPC-A, CIC
Marissa S Clemmer, CPC, CPB, 

CPMA, CANPC, CPEDC
Marites Estoque, CRC
Mark Ofori, CRC
Marla McClellan, CPPM
Marlaina Norgan, CPC, CPB
Martinique Morgan, CPC, CRC
Mary Christine Walsh, CPC, COBGC
Mary Elizabeth Hobbs, CPC, CEMC, 

CPMA
Mary Evers, COC, CPC, CCC
Mary Lynn, CPC, CRC, CEDC, CPMA
Mary Small, CPC-A, CRC
Maryann Scott, COC, CANPC
Maureen Hook, CPC, CDEO, CRC, 

Approved-Instructor, CRC-I
Maya Damodaran, CPC-A, CRC
Meagan Rhodes, CPC, CPPM, 

CEDC, CEMC
Meena Periyasamy, CRC
Megan Stroop, CPC, CPMA, CGSC, 

Approved-Instructor, CPC-I
Megha Manikandan, CPC-A, CRC
Meibys Torres, CPC, CPMA, CRC
Melanie April Sigouin, CPC, CPB
Melanie Gotladera Bolaños, CPC-A, 

CIC
Melissa Curtis, CPB
Melissa Joy Miller, CPC-A, CRC
Melissa Kay Zavadil, COC, CRC, 

CPMA
Melissa Musser Dogan, CPC, CRC
Melissa Mynhier, CPPM
Melissa Rae Bryant, COC, CPC, 

CEDC
Melissa Windham, COC, CPMA, 

CPB
Michael Allen Krylowski, CPC, 

CPMA, CPPM, CRC, CDEO
Michael Gibson, CPC-A, CRC
Michael Grittini, CPC, CEMC, CPMA
Michael John Magallanes Lagera, 

CIC
Michele A Marzocchi, CPC, CIC
Michelle Graham, CPC, CDEO, CRC

Michelle L Southard, CPC, CANPC
Michelle Lowe, COC, CPB
Michelle Sharratt, CPC, CPB, CPMA
Michelle Wolfe, CRC, CDEO
Mihir Patel, CPC, CRC
Milca Princy S K, CRC
Misbahul Islam Khan, CRC
Missy Avison, CPC, CGSC, CPMA
Misti Giles, CPC, CPB
Mohammad Jaheer Shaik, CRC
Mohammed Afridi S, CRC
Mohammed Fasil C C, CRC
Mohammed Rafi P, CRC
Mohammed Siraj Hassan, CRC
Mohana Murugesan, CRC
Mohanapriya Manraj, CRC
MohanKumar R, CRC
Mohanraj Kumaresan, CRC
Monicue Mitchell, CPB, CRC
Monisha R, CRC
Mugesh Annamalai, CRC
Muhammed Iqbal P P, CRC
Mukesh N, CRC
Mythiili A, CRC
Nadikattu Sravanthi, CRC
Nagarapu Sree Vani Karishma, CRC
Namrata Bajaj, CPC, CPPM
Nancy Humphries, CPC-A, CRC
Nancy R Neilson, CPC, CRC, CPMA
Nandhini Balasundaram, CRC
Nanduri Durga Bhavani, CRC
Nanthini I, CRC
Natalie Scher, CPB
Natalie Shaw, CPC, CANPC, CPB
Natasha Kovar, CPC, CPB
Natasha Lynn Fehntrich, CPC, CUC
Natasha Timberlake, COC, CPC, 

CRC
Natashia Devon Satterwhite, CPC, 

CPMA
Naveena Mani, CRC
Naveena Paramasivam, CRC
Naveenkumar Arumugam, CRC
Navin Kumar, CRC
Navinkumar V R M Murugan  

V R, CRC
Neneh Brewah, CPB
Nesamani Velumani, CRC
Nichele Bonsanto, CPC-A, CRC
Nicholas Delgado, CPC, CPPM
Nicole Geisel, CPC, CRC
Nicole Griffin, CPC, CCC, CCVTC
Nicole Huddleston, CPB
Nicole Uptegrove, CPC-A, CPB
Nigel Bandong, CRC
Nijamudeen Sirajudeen, CRC
Nisha Durai, CRC
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Nishanthi Kumar, CRC
Nithiyanand Moorthi, CRC
Nithya Karunadhas, CRC
Nithya Siva, CRC
Noracel Fezzuoglio, CPB
Olabisi Owolabi, CPC, CPB
Olaseni Solomon Oduwaye, CPCO
Oleidys Garces, CPC, CPMA, CRC
Paige Bortvedt, CPB, CPPM
Palaparthi Mounika Grace, CRC
Pamela Sue Bevelhymer, CPC, CRC
Pandrangi Raghuram, CRC
Parasa Lohitha, CRC
Parthasarathi Karthikeyan, CRC
Pathakamuri Praveen, CRC
Pathipaka Maheshwari, CRC
Patricia Ann Welch, CPC, CRC
Patricia Clemens, CPC, CPMA
Patricia Elder, CPCO
Patricia Souza, CPC-A, CRC
Patricia Taylor, CPB
Paula L Thompson, CPC, CDEO
Pauline Shekina, CRC
Pavithra Ganesan, CRC
Pavithra Murugan, CRC
Pavithra Srinivasan, CRC
Pavithra Venkatesaan, CRC
Pemmadi Lakshmi, CRC
Peng Xu, CPC, CPB, CRC
Penny Jefferson, CRC
Penny Puorro, CPC, CPMA, CRC, 

CEMC, CDEO
Peter Lopez, CPC, CPB
Pindi Murali, CRC
Pon Raja Rajeswari Ps, CRC
Poongodi Subramanian, CRC
Poorani Jayachandran, CPC-A, CPB
Pothulla Sravya, CRC
Pradeepraj Kumar, CRC
Prakashraj Manimuthu, CRC
Prasanth Ravi Prabakaran, CRC
Prathiba M N, CRC
Prathyusha Manda, CRC
Praveen Kumar, CRC
Premkumar Kothandam, CRC
Priscilla Galvan, CPC, CPCO
Priya Krishnan, CRC
Priya Mariappan, CRC
Priyanga Singaram, CRC
Priyanka Maran, CRC
Promise Nicole Crocker, CPC, CPCO
Punitha K, CRC
Pushpalatha Pv, CRC
Putta Mounika, CRC
R Teena Jasmine, CRC
Rachel Wewer, CPC, CPMA
Raelee Marie Lemmon, CPC, CIC

Ragavi Gnanamani, CRC
Rajeshwari Kasi, CRC
Rajeswari A, CRC
Rajeswari Ramapillai, CRC
Rakshana Selvaraj, CRC
Ramprashath Srinivasan, CRC
Ramya Mohanan, CRC
Ramya Narayanan, CRC
Ramya S A, CRC
Ranjithkumar S, CRC
Rathika Ramachandran, CRC
Rebecca Lorraine Grindle, CPC, 

CRC
Rebecca Tamayo, CRC
Reesu Kiran kumar, CRC
Rejin Ponnaiyan, CPC, CPMA
Rekha Kuppusamy, CRC
Reni Joyce John Bosco, CRC
Rhea Edwards, CPB
Rogen Legaspi Aguilar, CIC
Ronalyn Gander, CPC, CPB
Ronda Maronge, CPC, CPB
Roschelle Frazier, CPC, CRC
Roselin Jebaraj, CRC
Rosemary DiGuglielmo, CPC-A, 

CPB
Rosemary Squiabro, CPC, CPMA, 

CRC, CEMC, CDEO
Roshini Padmanaban, CRC
Ruby Woodward, CPC, CPB, CPMA, 

CPC-I, COSC, CSFAC, CDEO
Ruth Reyes, COC, CPC, CRC
Sabrina Crawford, CPC, CPCD
Sahana Ingale, CRC
Sai Lakshmi Mendem, CRC
Sai Muralidharan, CRC
Sakithya Vedhagiri, CRC
Salina Foster, CPC, COSC
Sally J Christiansen, CPC, CPMA, 

CRC
Samantha Gentry, CPC, CDEO
Sanjay Kumar, CRC
Sapa Shirisha, CRC
Sara Gardiner, CPC-A, CIC
Sarah Lawrence, CRC
Sarah Reisenauer, CRC
Sarah Watt, CPC, CEMC
Saranya E, CRC
Saranya Kasi, CRC
Saranya Krishnamoorthy, CRC
Saranya N, CRC
Saravanan Rajapandi, CRC
Sarumathi S, CRC
Sasirekha Arumugaperumal, CRC
Sathish J, CRC
Sathishkumar Thiyagarajan, CRC
Sathupati Likhitha, CRC
Savishka Ragbir, CPCO

Sebasti Sharine, CRC
Selvakumar U, CRC
Senthamil Krishnan, CRC
Shaik Sajida, CRC
Shalini Srinivasan, CRC
Shalonda McKinney, CPC, CRC, 

COBGC
Shamyra Chacon, CPC, CEMC, 

COBGC
Shane Hankerson, COC, CRC
Shanmugapriya S, CRC
Shannon Bosley, CPC, CPB, 

Approved-Instructor, CPB-I
Shannon M Collier, CPC, CPMA
Shantel M Tate, CPB
Sharmila B, CRC
Sharmilamary Charles, CRC
Sharon A Smith, CPMA, CEDC, 

CEMC, CANPC
Sharon Ann Nicpon, CPC, CPMA, 

CRC, CDEO
Sharon Castaldi, CPC-A, CPMA
Shebin Komban, CRC
Sheena L Engle, CPC, CFPC
Shenicka LaShawn Gaskin, CPC, 

CEDC
Sherine Mary Rapheal, CRC
Sherri Marzola, CPC, CPMA, CEDC, 

CEMC, CANPC
Sherry Powell, CPB
Shynese King, CRC
Siva Ganga, CRC
Sivaranjani K, CRC
Sivaranjani M, CRC
Snehalatha Vinayakamoorthy, CRC
Sonia Cavazos, CPC, CPMA, CPPM, 

CRC
Sonia Shankaran, CRC
Sonixa S, CRC
Soniya Duraisamy, CRC
Soundari M S, CRC
Sowmiya Krishnasamy, CRC
Sowmiya Sankar, CRC
Sowmya D Udayan, CPC, CRC, CPMA
Sravani Mocharla, CRC
Sreeramula Murali, CRC
Stacey Brown, CPC, COSC, CRC
Stacey L Poster, CRC
Stacey Witwer, CPB
Stefen Peters, CRC
Stephanie Kolisz, CPC-A, CRC, 

CDEO
Stephen Marquess, CRC
Stephen Roy, CRC
Steven Humphrey, CPC, CPMA
Subash Dharmaraj, CRC
Suhashini Manoharan, CRC
Sujith MP Vasu, CRC

Sujithra Monisha R, CRC
Surendar Sundharam, CRC
Susan Baez, CPC, CRC
Susan Jill Moore, COC, CDEO, CIC, 

CRC, CPMA
Susan Sirocka, CPC, CDEO, CPMA, 

CPB
Sushma Padmanabhan, CRC
Sushmitha Ganesan, CRC
Sushmitha Mohanarangan, CRC
Suzan Neel, CPC, CPMA, CPB
Suzanna Garcia, CRC
Suzanne Knox, CPMA
Swarna Gunasekaran, CRC
Swathy Govardhanan, CRC
Sweetly Smart Samraj, CRC
Sydney Wilson, CPC-A, CRC
Sylvia Dennis, CPC, CFPC, 

Approved-Instructor, CPC-I
Tamera Gray, CPC, COSC
Tamera Salladay, CIRCC
Tami Carter, CPC, CRC
Tami Perrigo, CPC, CPB
Tamilmozhi Sivalingam, CRC
Tamizhmaran Pethu Raja, CRC
Tammy Carole Ferguson, CPC, CRC
Tanya Mason, CPC, CPB
Tanya Rogers, CPC, CRC
Tara Holden, CIRCC
Tasha Amick, CPC, CPMA, CDEO
Tatuli Iorashvili, CPC-A, CUC
Tejpal Singh Amriksingh, CRC
Tempest Williams, CPC, CRC
Teonna Hall, CPCO
Teresa Diana, CPC, CIC
Teresa Vitale, CPB
Terryann Simmons, CPC-A, CPB
Thamizharasi Jayasankar, CRC
Thanabal Murugesan, CRC
Thanujha Balu, CRC
Theetla Keerthana, CRC
Thejaswini Jaganathan, CRC
Thomas A, CRC
Tiffany Ann Kiehl, CPC, CPPM, CPB
Tiffany Bell, CPC, CEDC, CPB
Tiffany F Chase, CPC, CPMA, CRC, 

CDEO
Tiffany Murriel, CRC
Tiffany Rose Meier, CPC, CEDC
Tilak Raj Mahendran, CRC
Tina Holden, CPC, CPB
Tridebendra Behera, CRC
Trudith Adamczak, COC, CPC, CRC
Trudy Mingus Smith, CPC, CRC
Utla Srilatha, CRC
Vajrapu Kanchana, CRC
Valerie Dinger, CPB

Valeriya N Brown, CPC, CPB, CPMA, 
CIC

Valisheti Ravali, CRC

Valorie K Fox, CPC, CDEO, CPMA, 
CPB

VannemReddy Harshita, CRC

Varalakshmi Sivabalan, CRC

Varratta Freeman Boose, CPC, CPB

Varsha Vijayan, CRC

Vasantharajan Kumarasamy, CRC

Vedetta Caldwell, CPC, CPPM

Velu Mani, CRC

Venkatachalapathy Ravi, CRC

Venmathi J, CRC

Veronica Gonzalez, CPC, CRC

Vevalee Valentin, CPC-A, CRC

Vicky Prabhath Dasari, CRC

Vidyasri Palani, CRC

Vignesh Baskar, CRC

Vignesh E, CRC

Vignesh P, CRC

Vignesh Udhayasuriyan, CRC

Vijayalakshmi Karunanithi, CRC

Vimalraj Elangovan, CRC

Vinnie Bhashkar, CPCO

Vinothini Saravanan, CRC

Vishnudevi Shanmuganathan, CRC

Vishwa Suresh, CRC

Vonda Grogan, CPC, CIC

Wanda Williams, COC, CPC, CRC, 
CPMA

Warren (Mickey) McCandless, CPC, 
CEMC, CRC

Wendy L Hunley, CPC, CPB

Whitney Rains, CPC, COBGC

Yanibel Miranda Lorenzo, CPC, 
CRC, CPMA

Yasin Sheriff, CRC

Yasmin Tejeda, CRC

Yenugula Kavya, CRC

Yeswarya Balamurugan, CRC

Yoanka M Temprano, CPC-A, CRC

Yoanne Jimenez, CRC

Yudelis Borrego, CRC

Yudit Alfonso, CRC

Yuvashree Manickam, CRC
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■ CAREER ADVANCEMENT
By Lee Fifield, BS

AAPC member Lena Holbrook, CPC, CDEO, CPMA, CCVTC, 
CEMC, has worked in healthcare for 15 years and currently works 

for a revenue cycle management company. AAPC asked Holbrook 
about her experience with earning the Certified Cardiovascular and 
Thoracic Surgery Coder (CCVTC™) credential and how it has helped 
her career.

What led you to obtain the CCVTC™ credential?
I was working as a coder in a cardiovascular and thoracic clinic and 
loved the work, so I decided to sit for the CCVTC™ exam.

Do you have any tips for individuals preparing for the CCVTC™ exam?
The AAPC practice exams are very helpful. Make sure to refresh your 
knowledge in anatomy and terminology as well.

How has the CCVTC™ credential helped you in your job/career?
The CCVTC™ certification has opened many doors during my 
career. I have worked in several different roles including practice 
manager, supervisor for physician coding, manager of physician 
coding, and director of physician coding.  

Who in the revenue integrity business do you think would most benefit 
from the CCVTC™ credential?
A revenue integrity analyst, specialist, and/or auditor.

What resources do you use most to earn your continuing education units 
(CEUs)?
I use AAPC webinars, quizzes, and ZHealth Publishing webinars for 
my CEUs. 

Lee Fifield, BS, is a development editor at AAPC. She has a Bachelor of Science degree in 
communications from Ithaca College, Ithaca, N.Y., and has worked as a writer and editor for more 
than 15 years.

Advice From a CCVTC™

“The CCVTC™ certification has  opened many doors during my career.”
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Accurate Codes Don’t 
Grow On Trees.

The best way to ensure your coding is up to date? Choose from 21 monthly, specialty-specific newsletters on 

Medical Coding, 4 on Compliance or 3 on Post-Acute Care. eNewsletters are uploaded monthly to your account 

and specifically designed with one goal in mind  — ensuring your facility gets the revenue it deserves. 
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AAPC Codify

Try it FREE for 2 weeks!
Just visit aapc.com/codify

Easy to Look.
Quicker to Find. 
Codify by AAPC is our most powerful coding tool yet. Packed with useful features, Codify is 
specifically designed by coders to get you to the right codes as quickly and easily as 
possible. 
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