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

Here are some great reasons:

•	 You will save a few trees.

•	 You won’t have to wait for issues to come in the mail.

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

•	 You will always know where your issues are.

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

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

February 2015

Ask the Legal Advisory Board
From HIPAA’s Privacy Rule and anti-kickback statute, to compliant coding, to fraud 
and abuse, there are a lot of legal ramifications to working in healthcare. You almost 
need a lawyer on call 24/7 just to help you make sense of all the new guidelines. As 
luck would have it, you do! AAPC’s Legal Advisory Board (LAB) is ready, willing, and 
able to answer your legal questions. Simply send your health law questions to LAB@
aapc.com and let the legal professionals hash out the answers. Select Q&As will be 
published in Healthcare Business Monthly.
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Letter from the CEO

Extend Your Horizon This Year
I hope 2015 is off to a great start for you! 

In addition to our universal pledges each 
year to become more fit, lose weight, or 

become a better person, many of us also in-
clude professional goals in our New Year’s 
resolutions. I admire the dedication and 
professionalism all AAPC members have 
about setting and meeting yearly goals. 
Even when unanticipated changes inter-
rupt our progress, we all strive to recover 
and move ahead. 
Abraham Lincoln once told his staff, “Al-
ways bear in mind that your own resolution 
to succeed is more important than any oth-
er.” Sometimes we falter along the way, but 
that’s OK. It’s our ability to refocus and pur-
sue our goals through resolutions that mat-
ters most.
This year presents opportunities for all of us 
to improve. Membership in AAPC offers us 
a tremendous number of personal and pro-
fessional paths to learn and succeed. Look-
ing ahead, I thought of some resolutions we 
can all pursue in 2015:
•	 Demonstrate proficiency in ICD-

10 and be fully prepared for 
implementation – Make sure you are 
ready, and help other staff prepare, as 
well. 

•	 Obtain an additional certification 
– Broaden and demonstrate your 
knowledge about specialties.

•	 Increase efficiency with AAPC 
coding resources and tools – 
Performance is paramount to 
management. Look for ways to do 
things better, more accurately, and 
faster.

•	 Attend a regional or national 
conference – Expose yourself to new 
knowledge and new ways of doing 
things. 

•	 Stay current on continuing 
education units (CEU) – Save 
yourself the stress of scrambling for 
CEUs at the last minute.

•	 Mentor a colleague or member of 
your local chapter – The best way to 
realize how much you know is to help 
another learn. Bonus: You’re likely to 
learn a few things along the way.

•	 Run for a local chapter officer 
position – Become fully involved in 
your chapter by helping make it more 
successful. 

We stand ready to help you succeed. Expand 
your career and extend your personal hori-
zons through your AAPC membership. Lo-
cal chapters, education, and local meetings 
are fertile ground for reaching your resolu-
tion goals. New online tools and education 
help you to stay on the cutting edge of your 
job and grow your knowledgebase. 
Above all, AAPC is a community of mem-
bers with common struggles, goals, and 
joys. You’re not alone in working towards 
your resolutions. We’re all pursuing them, 
and we all help each other as we falter and 
then refocus. I hope you will help us fulfill 
our resolutions, as we help you with yours. 
Together, we will succeed.
I wish you all a wonderful and success-
ful 2015, and I look forward to meeting as 
many of you as possible this year. 

Sincerely, 

Jason J. VandenAkker 
CEO
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Healthcare Business News
N
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S New and Revised Vaccine Codes for Early Release
The influenza virus is always evolving, which in turn requires the constant develop-
ment of updated flu vaccines. To keep up, the American Medical Association (AMA) 
publishes new and revised vaccine codes twice per year and when required for 
emergent/critical distribution. Here are the latest changes.

Two new influenza vaccine codes are available for use February 1, 2015:

90620 Meningococcal recombinant protein and outer membrane vesicle vaccine, Serogroup B, 2 
dose schedule, for intramuscular use 

90621 Meningococcal recombinant lipoprotein vaccine, Serogroup B, 2 or 3 dose schedule, for in-
tramuscular use

The vaccine described by 90630 Influenza virus vaccine, quadrivalent (IIV4), split 
virus, preservative free, for intradermal use has achieved U.S. Food and Drug 
Administration approval.

Although not an influenza vaccine, 90697 Diphtheria, tetanus toxoids, acellular 
pertussis vaccine, inactivated poliovirus vaccine, Haemophilus influenza type b 
PRP-OMP conjugate vaccine, and hepatitis B vaccine (DTaP- IPV-Hib-HepB), for 
intramuscular use will be active as of January 1, 2015. 

Finally, 48 additional vaccine codes in the range 90632-90748 are revised, effective 
July 2015. The minor descriptor revisions clarify terminology. Additional format 
edits are also included for 90647, 90648, 90696, 90702, 90714, and 90721.

For a complete listing of all vaccine code changes, see the AMA website: http://
www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-
practice/coding-billing-insurance/cpt/about-cpt/errata.page?.

Open Payments System Includes More Data
Under the authority of the Affordable Care Act’s Sunshine Act, the Centers for 
Medicare & Medicaid Services (CMS) launched its Open Payments System (www.
cms.gov/openpayments/) in September 2014. The new system makes payments 
that providers receive from pharmaceutical and medical device manufacturers 
public to promote transparency.

The first round of data posted includes payments between August 1, 2013 and 
December 31, 2013, showing manufacturers made 4.4 million payments to physi-
cians and teaching hospitals, which valued $3.5 billion.

The database has been updated to include payment information for 500,000 physi-
cians and 1,360 teaching hospitals, totaling $3.7 billion. The updated data includes 
an estimated 9,000 payments that had been disputed during the Open Payment 
System’s review period. CMS says it will publish missing 2013 identification data by 
June 30, 2015. It will also publish 2014 payment data at that time.

Please send your letters to the editor to:  
letterstotheeditor@aapc.comLetters to the Editor

Speak Up and Be Heard!
Do you have a question regarding information found in Healthcare Business Monthly? Or maybe you 
have a difference in opinion you would like to share with your peers? 

Write us at: letterstotheeditor@aapc.com. 

Advice that Speaks 
to Members
I really enjoy Healthcare Business 
Monthly magazine. I’m work-
ing towards my education while 
working in the billing and coding 
field for a small chiropractic of-
fice. I’m also a single mom of two 
teens. I find your magazine of-
fers advice that crosses over from 
work life to home life. The January 2015 issue, Coder’s Voice, 
“Leading Organizations with Emotional Intelligence,” by La-
naya Sanberg, MBA, MHA, CPCO, FAHM, was much ap-
preciated! I look forward to every publication. 
Shandra van Reenen 

Turn Your Supply Cabinet  
into a Profit Center
The opening paragraphs in the article “Turn your Supply 
Cabinet into a Profit Center” (December 2014, pages 52-54) 
was altered incorrectly to reference non-physician practitio-
ner (NPP) services. The opening paragraphs originally stated:

As your practice cares for patients throughout the day, you 
probably use many drug, medical, and surgical supplies. 
For instance, in orthopedics, you place an ankle brace on 
Jim after he “showed” his daughter how to skateboard. 
In family medicine, you give two-year-old Eva her vacci-
nations, and use a sterile tray to remove Marcus’s stitch-
es. In oncology, you use a new chemotherapy drug to treat 
Cathy. Such supplies are necessary to help your patients, 
but many of the practices that we work with don’t realize 
that they can bill for them.

Not all supplies may be billed using HCPCS codes, but it 
is important to recognize those you can bill. This article 
will cover how an outpatient practice might change their 
supply closet from a cost, to a source of profit. 



www.aapc.com February 2015 9

More than 500 local chapters make up the backbone of AAPC. 
Unique to the industry, our local chapters are places to learn, net-
work, and have fun. And each chapter’s vitality is the product of its 
members. Here are a two perfect examples.

Galveston, Texas
The Galveston, Texas, chapter held their symposium in December 
2014. They had great sponsors: The Addison Group and BC Advan-
tage, both of which the chapter met at Nashville HEALTHCON. 
For the symposium, BC Advantage sent the chapter its magazine to 
hand out and offered free webinars. 
The symposium was also a great opportunity for members to get to 
know the new officers: Christopher Lechman, CPC, education of-
ficer; Tami Netherton, CPC, secretary; Janine Luke, CPC, trea-
surer; Shelah Cooley, CPC, president; and Sharon Stewart, CPC, 
vice president.

Cadillac, Michigan
Presentations on coding updates, HIPAA, ICD-10, and other burn-
ing topics keep the Cadillac, Michigan, chapter active and on top of 
many issues facing billers and coders in medical practices. The food 
and games help, too, they report.

Local Chapter News

Focusing on Our Chapters

Healthcare Business Monthly is spotlighting local chapters with 
photos and stories. If your chapter would like to be featured, please 
contact your AAPC Chapter Association regional representative 
or send your information to kudos@aapc.com. In sharing what your 
chapter is doing, others will benefit.
We ask for your stories to be short and your photos to be clear. 
Send us highlights of what happened in your chapter recently. 
Spotlight your special events, coding training, special speakers, 
fundraising results, or honors bestowed on chapter members. 
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Regardless of your job title or 
healthcare setting you work in, 

handling difficult people in deli-
cate situations is often an unwrit-
ten responsibility of your job. Chal-
lenges of this nature require a high 
level of maturity and professional-
ism. Here are strategies you can use 
to navigate through a few tough sit-
uations with tact and grace.

Difficult Situation No. 1
You work in a cubicle farm, where 
there is zero privacy. Your co-work-
er is angry that you are often on 
the phone or talking with anoth-
er co-worker because it’s disrup-
tive to her.
Your initial reaction to her will have 
the greatest impact on the outcome 
of this interaction. It’s most impor-
tant to resolve the issue rather than 
to prove your actions were appropriate. Maybe they were and may-
be they weren’t, but that isn’t as important as deflating the situation. 
What should you do?

Pause. Take a moment to breathe. Is this a good time to talk? 
Are you feeling like you could listen to this person and respond 
with understanding? If not, it’s okay to delay the conversation. 
Let her know you’re sorry your work habits are disruptive to her, 
that you want to talk with her about it, and ask if she’d like to go 
for coffee later to discuss it.

Compose yourself. It’s upsetting to find out someone doesn’t 
like how you behave at work. It can make you feel ashamed, 
angry, embarrassed, or indignant. It’s OK to feel this way, but 
it’s imperative your words and your tone are polite and kind 
when you respond.

Listen. When you’re mad at someone, the first thing you want 
is to be heard. You want the person to listen to why you’re 
upset. Let your co-worker tell you her side of the story, without 
interrupting or defending your actions. 

Keep calm. Her story and her tone might be hurtful and 

accusatory. It’s easy to respond in the same manner, but 
remember your goal is to resolve this issue peacefully.

Apologize. Regardless of whether your co-worker is right, and 
regardless of your side of the story, a sincere apology is crucial in 
settling this issue amicably.

Don’t defend yourself. Resist the temptation to make her feel 
wrong about how she sees the situation. She doesn’t want to be 
wrong because she feels you have wronged her. If you defend 
yourself and share your side of the story, she will likely feel the 
need to reiterate her side and the conversation could become an 
argument.

Create a solution or offer a compromise. Ask her what you 
can do differently to be less distracting to her. Maybe you can 
speak more quietly on the phone or move lengthy impromptu 
conversations with other co-workers into another room or 
hallway.

Difficult Situation No. 2
You’re the treasurer in your local AAPC chapter. One of the oth-
er officers, Jane Doe, often misses officer meetings and you feel she 
is shirking her duties as the chapter secretary. What should you do?
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AAPC Chapter Association
By Erin Andersen, CPC, CHC

Smart Strategies for Handling Tough Situations
Composure and proper reaction is key to positive outcome. 
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Ask yourself: Is her absence directly affecting your ability to perform 
your duties as treasurer?
Maybe the secretary is getting the attendance sheets to you, but you 
feel that it isn’t fair she isn’t attending officer meetings when the rest 
of you do. If that’s the case, try to understand that her continued ab-
sence may have an explanation. Perhaps she has been sick, is going 
through a difficult time, or some other good explanation. If you’re 
concerned about her, contact her to check to see if she is OK, and of-
fer support if needed.
For example: “Hi, Jane. I noticed you haven’t been to the last cou-
ple of meetings. I’ve missed you! Is everything OK? Let me know if 
you need anything.”
Maybe she really is shirking her duties and not taking her officer 
commitment seriously, but if it isn’t directly affecting your ability to 
carry out your officer duties, you need to let it go — even if you think 
the situation is unfair. It’s the president’s responsibility to oversee the 
secretary. You need to trust and have faith in the president’s ability to 
manage the situation properly and discretely.
Avoid engaging in discussions with other officers or chapter mem-
bers about the secretary’s behavior. When you hear people have been 
talking behind your back, you feel betrayed, angry, and hurt. Don’t 
make others feel that way. Talking about other people in a negative 
manner or gossiping never reflects well on anyone. If someone brings 
up the secretary’s absence, simply nod and wonder aloud if she is OK. 
If, however, she isn’t sending you the meeting attendance sheets, 
which is preventing you from uploading them to AAPC for reim-
bursement, this directly affects your duties and chapter finances.  
In that case, you should contact the secretary and ask if she has the 
meeting attendance sheets. Let her know you need them to receive 
quarterly reimbursement for the chapter. If she supplies them before 
the deadline, no further action is needed. 
If the deadline looms close and you haven’t heard from her, then it’s 
appropriate to notify the chapter president. The focus should be on 
how many attendance sheets are missing and her lack of response. 
Keep your report factual, not accusatory.
For example: “Hi [president]. I haven’t received the attendance 
sheets from [secretary] yet. The deadline for submission is next week. 
I sent her an email last week, but I haven’t heard back yet. Can you 
help? Thank you!”

Difficult Situation No. 3
It’s month-end and you’re holding charges from one of your phy-
sicians because you don’t believe the documentation supports the 

code(s) being billed. Your supervisor has told you to bill them any-
way. She isn’t sure if the documentation is correct, but she feels it can 
be corrected later, if needed. What should you do?
Determine whether the documentation is truly and egregiously in-
sufficient, or if the documentation is simply not best-practice. There 
is a big difference. If the documentation meets the minimum ac-
ceptable documentation requirements for the code(s) in question, it 
might be fine to bill the services now, and educate the physician lat-
er to improve future documentation for such services.
If the documentation is blatantly insufficient to support the code(s), 
provide your supervisor with guidelines from credible sources to 
prove the service should not be billed as is. You also might show her 
one of the chart notes, so she can see the problem for herself.
If she still does not agree with your determination, ask her to help 
you understand her point of view. Be open to the possibility that she 
may provide additional guidelines or information in support of her 
stance. She may have a valid reason for believing the services are fine 
as is.
If you still don’t agree with her determination, and if she continues 
to insist that you bill the services, you’ll have to make a decision. It’s 
important to weigh the benefits and consequences of honoring her 
request. Is this a battle worth picking? It may not be. Regardless of 
which option you choose, rather than endlessly debating it in your 
head, consider enlisting a third party to look at the guidelines and 
documentation in hopes of shedding new light on the situation.

Keep Calm and Resolve
There are countless examples of difficult situations we’re all faced 
with at work, but the way in which we should respond to them is the 
same. Keeping a calm demeanor, and not jumping to conclusions, 
is critical to successfully and respectfully settling disagreements. 
Because you enter into a difficult situation with only your perspec-
tive, remember to seek the perspectives of others involved. In return, 
you’ll gain a better understanding of the circumstances that led to 
their actions. Resist the urge to defend and be right. Make it your 
goal to resolve any situation with kindness and integrity. 

Erin Andersen, CPC, CHC, is an assistant integrity officer at Oregon Health & Science Uni-
versity. She has worked in coding and compliance since 2003, performing chart audits and 
educating providers, coders, and staff on coding and billing. Andersen seizes opportunity to 
expand her coding knowledge, and is an active member of the Rose City chapter in Portland, 
Oregon. She is an AAPC Chapter Association board of directors Region 8 representative for 
2012-2015, and is the treasurer for the executive board. 

It’s easy to respond in the same manner, but 
remember your goal is to resolve this issue peacefully.

Tough Situations
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What It Takes to  
 Get to the Top

By Melissa Tescher, CPC, CPMA, CEMC

National Advisory Board (NAB)  
members share their career stories. 
One often heard frustration in the coding world is: “How do I get a job?” You’ve finished 
school, classes, bootcamps, etc., and now you have your official certification in hand. 
Shouldn’t that be enough? I asked that question 10 years ago. 

Rewind 10 Years
I was a stay-at-home mom and went to school for a year, taking medical terminology, cod-
ing, and other medical business-related classes. Nothing could stop me, or so I thought. I 
had a passion for coding and was ready to show the world. I became certified, but I had no 
experience. No one seemed willing to take a risk on me, so I went back to school just for the 
internship. As a student, I had to ask for help. At that time, AAPC’s Project Xtern program 
didn’t exist. I went to an advisor who made a phone call and soon thereafter I was working 
in a coding department 20 hours a week (after classes and for free). Even after eight weeks 
of proving my aptitude, there was no place for me. 
I still had to work, so I got a job in a patient financial services mail room. Three months 
later, a data entry job opened up and I grabbed it. I did that for about six months and was 
right in line when a coding position became available. I went from school to a coding po-

sition in one year. Looking back, it seems I was lucky and things just moved along for 
me, but let’s take a closer look.

I Started at the Bottom
It may seem like everything just fell into place for me, but 

here is how I got ahead in my career:
•	 Humility – I swallowed my pride and worked 

in the mail room to get my foot in the door.
•	 Openness – I was open to working in data 

entry until something better came along. 
•	 Willingness – I was willing to do whatever it 

took to get ahead, such as attending chapter 
meetings after work, networking, and 
corresponding with teachers, classmates, and 
employed coders.

These characteristics have really helped me get to 
where I am today. Once I got the coding bug, it was all 

I wanted to do. Auditing and education never crossed my 
mind, but I was willing to take on new challenges when pre-

sented with them.
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Career Stories

I Give Back to Provide a Message
Today, I audit and educate providers and new coders, and I love 
it! Every year, I go back to my school to speak with students about 
breaking into this business. I also speak at and attend chapter meet-
ings. This is what I hear from students and what I tell them:
•	 “No one is hiring.” – Perhaps you have your sights set too 

high. You may need to take a low-level position to get your 
foot in the door. Remember: Internal applicants typically get 
preference when new jobs open up.

•	 “I can’t afford a lower paying job.” – This is often the 
case for would-be coders who are making career transitions. 
Unfortunately, you may have to tighten your belt for awhile. 
Staying dedicated to your dream, connecting with people, 
working hard, and exuding excellence will move you up the 
career ladder. 

How Other NAB Members Broke into the Field
Many members of the NAB began their careers in non-healthcare 
fields, while some started out knowing they had a passion for health-
care. Either way, they all started at the bottom (sometimes even tak-
ing on two jobs), looked for openings, and worked hard to get where 
they are today. 

Rhonda Zollars, CPC, CPC-H, holds a posi-
tion with the State of Arizona Office of Inspec-
tor General. She started working in a practice’s 
front and back office, moved on to referrals, and 
went on to coding (out of necessity) to resolve is-

sues with a billing company. Zollars’ advice to new coders is 
“to take any position in the medical field and see what doors 
open once you are in … life will throw you curves and you 
can swing with them or give up. You need to decide what 
your future will be, and remember it’s a road you need to 
travel, even if it gets bumpy. Do not give up if this is the field 
for you.”

“You need to decide what your future 
will be, and remember it’s a road you 
need to travel, even if it gets bumpy.”

Nancy Clark, CPC, CPC-H, CPB, CPMA, 
CPC-I, took a more nontraditional path. Work-
ing in accounting, she wanted to expand her skill 
set to include medical accounting. As this spe-
cialty did not exist, Clark researched and discov-

ered medical coding. “To this day, I find the medical coding 
career an even more challenging and rewarding profession 
than accounting,” Clark said.

“To this day, I find the medical coding 
career an even more challenging 
and rewarding profession than 
accounting,” Clark said.

Ida Landry’s, MBA, CPC, healthcare career 
happened by accident. In the mid-1990s, she fell 
into some hard times while working as an admin-
istrative assistant for the accounts payable depart-
ment at Nike. A new hire, who Landry had helped 

to land the job, noticed and asked her if there was anything 
she could do to help. When Landry told her she needed a sec-
ond job, the new hire handed her a piece of paper with a 
name and number on it. “Call this person,” Landry remem-
bers her saying. The person was a manager for an insurance 
company who was looking for part-time workers. At first, 
Landry was a little skeptical because the manager did not 
want to interview her or see her resume. The manager’s re-
sponse when Landry asked if a more formal interview is 
needed was, “You work for Nike, right? That is a standup 
company, so I think we are good.” Landry started the next 
day and enjoyed her second job so much that she left Nike to 
work at the insurance company full time. She has never re-
gretted her decision.

Landry, who is now director at Keen Home Medical, said, 
“I admit my start in healthcare was unusual. Since the mid-
90s, I have done it all: charge entry, billing, posting pay-
ments, collections, auditing, and now negotiating contracts, 
compliance, and managing a division of a DME company. 
I have enjoyed every aspect of my hands-on education and 
love to pass on my knowledge to others.”
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Michael D. Miscoe, Esq., CPC, CASCC, 
CUC, CCPC, CPCO, began with an educa-
tional background in electrical engineering. 
He served in the army as an attack helicopter 
pilot and entered the civil market as a quality 

engineer, auditing subcontractor quality systems. Miscoe 
left that position for a software company startup and de-
signed a medical billing software program. That led to his 
involvement in medical billing. Because medical policies 
and billing guidelines were not well published at the time, 
Miscoe performed extensive research into billing rules, 
coding, and medical policies, which started his career as a 
compliance consultant — initially, as adjunct service in 
support of software sales, and ultimately, as a sole focus 
area of the company. From there, he audited, lectured, and 
published articles. He then began performing forensic 
analysis as an expert, which led to Miscoe joining AAPC 
in 2001. He became interested in the legal side of health-
care billing and compliance and attended law school from 
2004-2008, and passed the bar exam. Miscoe holds sev-
eral credentials, continues forensic analysis, and provides 
legal representation to providers involved in commercial 
and Medicare carrier post payment disputes and HIPAA 
OCR complaints following a breach. The last 20 years 
have been a fascinating journey of learning, Miscoe said, 
and far afield from where I started.

The last 20 years have been a 
fascinating journey of learning, 
Miscoe said, and far afield from 
where he started.

Cynthia Swanson, RN, CPC, CEMC, 
CHC, CPMA, wanted to be a nurse when she 
grew up. She pursued her goal and enrolled in 
an Iowa nursing program. The summer of 
Swanson’s senior high school year, however, 

her brother suffered a traumatic, life changing event: a 
C-7 spinal cord injury. He spent six months at St. Mary’s 
Hospital, Rochester, Minnesota, followed by another 
month at Craig Rehab Hospital. This experience con-
firmed a nursing career path was the right choice for 
Swanson. Although she wanted to postpone college to 
help with her brother’s care, her parents insisted that she 
finish her education. To be near family and friends, Swan-
son transferred to a college in Rochester. After graduation, 
she got her first nursing job at a 79-bed hospital in Kansas, 
working on a medical/surgical floor and, later, in obstet-
rics, labor/delivery. She went on to work at a 53-bed rural 

hospital in Iowa, where she performed utilization review, 
quality assurance, and discharge planning. Seeing a job 
posting at Blue Cross and Blue Shield led her to the insur-
ance industry, where she performed Medicare claims pro-
cessing, medical review, coding, auditing, fair hearings, 
and appeals. 

During Swanson’s five years at Medicare, she gained valu-
able experience that led her to Seim Johnson, a CPA and 
healthcare consulting firm in Omaha, Nebraska. Here, 
she conducts chart reviews and education, presents for 
many organizations and professional associations, re-
searches regulatory healthcare topics, provides litigation 
support, and assists practitioners with ongoing compli-
ance efforts. After 25 years at Seim Johnson, “I continue 
to find this area of work to be rewarding and never dull or 
boring … I’m very fortunate to enjoy the challenges and 
variety of work I get to do each day,” Swanson said.

“I continue to find this area of work 
to be rewarding and never dull or 
boring … I’m very fortunate to enjoy 
the challenges and variety of work I 
get to do each day,” Swanson said.

Maryann C. Palmeter, CPC, CENTC, 
started working for a local Medicare carrier in 
claims. Here, she gleaned valuable informa-
tion about Medicare reimbursement method-
ologies, medical terminology, anatomy and 

physiology, and Medicare policy. Palmeter worked her 
way up to suspended claims, which taught her why Medi-
care denies claims or suspends them for medical review. 
From there, she worked in quality analysis, auditing 
claims examiners’ work product. Subsequent jobs include 
teaching claims examiners, conducting provider educa-
tion, management and supervised microfilm retrieval, 
and quality analysis. 

Palmeter wanted to learn more, so she left the local Medi-
care carrier after nine years and took a 50 percent pay 
cut to learn the physician billing side of the business. She 
started out teaching physician regulations, E/M guide-
lines, and billing and coding for a multi-specialty aca-
demic practice plan. She then worked in follow-up and 
collections and provider education. When it was time to 
move on, she took a job as a compliance auditor, which led 
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her to compliance manager and then associate director of 
compliance. Her current position is director of physician 
billing compliance.

“My first interview with Blue Cross and Blue Shield of 
Florida was for a telephone customer service representa-
tive.” Palmeter said. “I was not even aware of the position 
for which I was being interviewed (so naïve back then).” 
Palmeter was asked if she liked to talk on the phone. Her 
answer, “No, not really.” She wasn’t hired for that posi-
tion, but was hired in claims instead. She and her hiring 
manager laugh about that years later. Palmeter’s tip to ap-
plicants: Always know which job you are applying for and 
the job requirements, at least.

Palmeter’s tip to applicants: Always 
know which job you are applying for 
and the job requirements, at least.

Melissa Tescher, CPC, CPMA, CEMC, is compliance and coding specialist, Willamette 
Valley Professional Services in Salem, Oregon. She has been in the coding field over 10 
years, with the last six spent auditing physician documentation and providing education 
to practitioners, support staff, and coding staff. Tescher enjoys working one-on-one with 
physicians to ensure accurate capture of services provided. She also enjoys speaking and 
mentoring at her local community college and at Salem, Oregon, local chapter meetings. 
Tescher sits on the AAPC National Advisory Board. 

Want More Great Advice?
Read the accompanying article “Receptionist Position Paves the Path to Career 
Success,” on page 16, to see how non-NAB member, Michelle Myrick, CPC, CPC-I, 
started as a receptionist and made her way up to integrity manager of audit and 
education.

Over 60,000 Healthcare 
Organizations Rely on TCI’s 
Newsletters for the Latest Coding & 
Compliance Updates – What about you? 

•  Specialty-Specific Coding Updates
• Evaluation & Management
• Modifiers
• ICD-10
• Medicare
• HIPAA
Choose from over 30 newsletters

www.codinginstitute.com/products/newsletters.html 
or call 1-800-508-2582

For details, visit
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Receptionist Position Paves  
the Path to Career Success
Landing a revenue integrity manager position takes dedication.

By Michelle A. Dick

AAPC National Advisory Board members aren’t the only ones who 
have had to work their way up the ladder to success in their careers. 

That’s how many of AAPC’s 
members roll. Michelle N. 
Myrick, CPC, CPC-I, is a 
prime example of someone 
who began with a low-paying 
entry level position and ap-
plied each of her learned skills 
to new career opportunities. 
She explains how her recep-
tionist position sent her down 
an unknown path that has led 
her to a successful career.

How did you get  
to where you are  
now in the industry?
When I was first introduced 

to the coding industry, I didn’t realize I had made the decision to 
start a career. I just needed a better job. I had medical terminology 
experience from a medical assisting certificate program six years ear-
lier, and I could type 35 words per minute. That’s all I needed when 
I went to a staffing agency looking for an office job. They placed me 
as a receptionist making $6.25 an hour at Medical Radiologists, Inc. 
(MRI) in Kettering, Ohio. It was a great opportunity; I was previ-
ously making $4.75 an hour as a receptionist for a construction and 
glass company. 
As a receptionist, I was responsible for answering phones, direct-
ing calls, accepting patient payments, etc. I was also responsible for 
Medicare secondary billing — I copied the remittance (everything 
was still paper then), matched claims to their respective remittance 
page, and mailed them to the secondary payer. I loved everything 
about what I did and was eager to learn more. 
Once I realized my love for the business side of medicine, I sought 
opportunities to build my resume. With each new position, I looked 
for another area of the industry I had yet to learn. 

Was the decision to start a coding career  
a turning point in your life? If so, how?
The day I started at MRI in 1995 was a new beginning for me, but 
I didn’t realize it until 5 years later. January 5, 2000, I received a 
call from Melissa Caperton, RHIA, CPC, CPC-I, CFPC, in re-
sponse to submitting my resume for an education specialist position 
with the University of Florida Jacksonville Physicians, Inc. (UFJPI). 
That phone call was a real turning point in my career. As Melissa ex-
plained the job duties, I realized the job description was written with 
me in mind. I anxiously set a date for the interview, at which time I 
was offered the job.
On November 17, 2014, just under 11 months at Sheridan Health-
corp, I was promoted from provider education specialist to revenue 
integrity manager of audit and education. Ryan Scott (the CEO of 
Signature Healthcare Search) told me when he sent me to Sheridan, 
“Within a year, you will probably be promoted.” He was right! I am 
having so much fun in my new position that I forget it’s a job, which 
is the true reward to years of hard work.

Why do you think hard work is important  
for healthcare business professionals? 
Standing still will get you run over by others. Healthcare business 
professionals who are not “lifelong learners” quickly become out-
dated and useless. One thing that made my career path bumpier and 
longer was the lack of a degree. My higher education has always been 
the result of on-the-job training.  I’m now working toward a health 
information technology degree.

Is there anyone who helped you to achieve your career goals?
There are many who have helped me in my career. It takes a village to 
raise a coder! Everything about Melissa has always lifted me up. Oth-
ers who are very special to me and who have contributed exponential-
ly to my career are Greg Bell; Wanda Brown, CPC; Nancy Carr, 
CPC; Terry Scott, CPC; and, of course, my parents, who have been 
a constant support. They helped me to relocate and take a chance on 
a new career opportunity. I think it paid off! 

Michelle A. Dick is executive editor at AAPC.
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Sharpen Your Joint Aspiration/Injection Coding
CPT® 2015 requires you to differentiate “with” or “without” ultrasonic guidance.

By G.J. Verhovshek, MA, CPC

Among the many hundreds of changes to 
the 2015 CPT® codebook are new and re-
vised codes to report aspiration or injec-
tion of small, medium, and large joints. 
Combination codes now describe such as-
piration/injection with ultrasonic (US) 
guidance, but allow for separate report-
ing when other types of imaging are per-
formed for needle placement.

Aspiration and Injection  
Are “Different but the Same”
Aspiration is the removal of fluid, while 
injection generally entails the introduc-

tion of a fluid. Aspiration typically occurs to collect fluid 
for diagnostic analysis, or to provide drainage of an effu-
sion to provide pain relief and improve joint mobility. In-
jection of a drug into the joint likewise may yield symp-
toms relief. Although the procedures are “opposites,” the 
process of inserting a needle into the joint is identical; joint aspira-
tions and joint injections are reported using the same set of codes.

US Guidance Now a Factor in Code Selection
During either aspiration or injection, imaging guidance may be 
employed to ensure accurate needle placement. For 2015, the 
American Medical Association (AMA) has revised previous joint 
(or bursa) aspiration/injection codes (which continue to catego-
rize joints by size) to specify “without ultrasound guidance,” while 
adding codes to describe the same procedures “with ultrasound  
guidance” (revised text is underlined):

20600 Arthrocentesis, aspiration and/or injection, small joint or bursa (eg, fingers, toes); without ultra-
sound guidance

20604 Arthrocentesis, aspiration and/or injection, small joint or bursa (eg, fingers, toes); with ultra-
sound guidance, with permanent recording and reporting

20605 Arthrocentesis, aspiration and/or injection, intermediate joint or bursa (eg, temporomandibu-
lar, acromioclavicular, wrist, elbow or ankle, olecranon bursa); without ultrasound guidance

20606 Arthrocentesis, aspiration and/or injection, intermediate joint or bursa (eg, temporomandibu-
lar, acromioclavicular, wrist, elbow or ankle, olecranon bursa); with ultrasound guidance, with 
permanent recording and reporting

20610 Arthrocentesis, aspiration and/or injection, major joint or bursa (eg, shoulder, hip, knee, subacro-
mial bursa); without ultrasound guidance

20611 Arthrocentesis, aspiration and/or injection, major joint or bursa (eg, shoulder, hip, knee, subacro-
mial bursa); with ultrasound guidance, with permanent recording and reporting

If the provider performs joint aspiration/
injection with the aid of US guidance, 
code application is straightforward: Select 
20604, 20606, or 20611, depending on the 
joint targeted. 
Example: Using US guidance for precise 
needle placement, the provider injects 
bupivacaine into the knee joint for pain 
management. Because the knee is defined 
as a major joint, the correct code is 20611. 
You would not separately report the US 
guidance (e.g., 76942 Ultrasonic guidance 
for needle placement (eg, biopsy, aspiration, 
injection, localization device), imaging 
supervision and interpretation) because it’s 
an inclusive component of the primary 
procedure.
If the provider aspirates/injects the joint/
bursa without guidance of any kind, cod-

ing is equally straightforward: Select from 20600, 20605, and 
20610. For example, if the injection in the above example occurred 
without any guidance, the correct code is 20610.

You May Separately Report Guidance Other than US
Per CPT® instructions, you may separately report fluoroscop-
ic, computed tomography (CT), or magnetic resonance imaging 
(MRI) guidance for needle placement during joint/bursa aspira-
tion/injection.  

77002 Fluoroscopic guidance for needle placement (eg, biopsy, aspiration, injection, localization device)

77012 Computed tomography guidance for needle placement (eg, biopsy, aspiration, injection, local-
ization device), radiological supervision and interpretation

77021 Magnetic resonance guidance for needle placement (eg, for biopsy, needle aspiration, injection, 
or placement of localization device) radiological supervision and interpretation

In such a case, report the “without ultrasonic guidance” code for 
the aspiration/injection, as well as 77002, 77012, or 70021, as ap-
propriate. 
For example, if the provider injects bupivacaine into the knee joint 
for pain management using CT guidance, the proper coding is 
20610, 77012. 

G.J. Verhovshek, MA, CPC, is managing editor at AAPC and a member of the Fort Myers, Florida, local 
chapter.
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www.aapc.com
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Dear John ■

Have a Coding Quandary? Ask John

not All Services in the ED Are ED Services 

QThere’s been debate in my workplace lately about 
whether it’s appropriate to report an office-based 
evaluation and management (E/M) code (e.g., 
99204 Office or other outpatient visit for the 

evaluation and management of a new patient, which re-
quires these 3 key components: A comprehensive history; 
A comprehensive examination; Medical decision making 
of moderate complexity) for a non-emergency visit by a spe-
cialist that takes place in the emergency department (ED). 
Some think that because the location of service is the ED, you 
have to use an ED E/M code (99281-99285). Others believe 
that if the visit location is merely for the convenience of the 
patient or physician and the encounter isn’t an emergency, it 
is correct to bill a regular office visit E/M. Is there definitive 
guidance to help us solve the debate?
— Colorado Coder

AThe guidance you’re looking for can be found in 
the Medicare Claims Processing Manual, chapter 
12, section 30.6.11.C., “Use of Emergency 
Department Codes to Bill Nonemergency 

Services:”

Services in the emergency department may not be emer-
gencies. However the codes (99281-99288) are payable if 
the described services are provided.

However, if the physician asks the patient to meet him or her 
in the emergency department as an alternative to the physi-
cian’s office and the patient is not registered as a patient in the 
emergency department, the physician should bill the appro-
priate office/outpatient visit codes. Normally a lower level 
emergency department code would be reported for a non-
emergency condition. [italics added for emphasis]

For example, a specialist may ask a patient to meet him in the ED 
because he or she is already at the hospital, or because the patient 
can arrange transportation more easily to the hospital than to a 
suburban office. In such cases, the patient’s condition is not an 
“emergency” and he does not register into the ED. The specialist 
treats the ED as an ordinary outpatient facility, and you should re-
port an appropriate outpatient visit (99202-99215), as document-
ed and supported by medical necessity. Be sure to report the place 
of service as POS 22 Hospital outpatient, rather than POS 11 Of-
fice.  
Many thanks to Rebecca Bakke, CPC-A, billing manager Physi-
cians’ Ally, Inc., for answering this month’s question.

If you have a coding-related question for AAPC’s Healthcare 
Business Monthly, please contact John Verhovshek, managing 
editor, at g.john.verhovshek@aapc.com. 
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By G.J. Verhovshek, MA, CPC, and Renée Dustman

State Regulations Matter 
when Reporting HIV to Payers

Q I’ve been told that, depending on the patient’s insurance 
carrier, a written consent must be obtained from the pa-

tient before an HIV diagnosis may be reported on a claim form. 
I’ve had no luck researching the rules. Can you help?

AReporting human immunodeficiency virus (HIV) re-
quires a thorough understanding of not only ICD-9-

CM guidelines, but also state HIV laws.
State law determines whether written consent must 
be obtained from the patient before HIV testing can be 
conducted. 
In 2006, the Centers for Disease Control and Prevention 
(CDC) published its Revised Recommendations for HIV Test-
ing of Adults, Adolescents, and Pregnant Women in Health-
Care Settings (www.cdc.gov/mmwr/preview/mmwrhtml/rr5514a1.htm).
These recommendations state:
•	 Separate written consent for HIV testing is not 

recommended. General informed consent for 
medical care that notifies the patient an HIV test 
will be performed unless the patient declines (opt-
out screening) should be considered sufficient to 
encompass informed consent for HIV testing.

•	 Prevention counseling—defined as an interactive 
process of assessing risk of infection, recognizing 
specific behaviors that increase this risk, and 
developing a plan to reduce risk—should not be 
required with HIV diagnostic testing or as part of 
HIV screening programs in healthcare settings.

All but two states, Nebraska and New York, have laws con-
sistent with CDC recommendations (www.cdc.gov/hiv/policies/
law/states/index.html).

HIV Reporting
Most states offer both confidential and anonymous HIV 
testing:
•	 Confidential testing means the patient’s name and 

other identifying information are attached to his or 
her test results. The results go in the patient’s medical 
record and can be shared with the healthcare provider 
and insurance company.

•	 Anonymous testing means nothing ties the patient’s 
test results to the patient. The patient is given a 
unique identifier to access his or her test results. Not 
all HIV test sites offer anonymous testing.

Acquired immunodeficiency syndrome (AIDS) and HIV 
cases are reported to state health departments using name-
based reporting. Only public health personnel have access to 
this information at the state level, and use this information 
to get better estimates of the rates of HIV in the state. The 
state health department then removes all personal informa-
tion and shares the remaining non-identifying information 
with the CDC to track national public health trends. The 
CDC doesn’t share this information with anyone else, in-
cluding insurance companies.

Diagnosis Reporting
Certain patients will decline testing, and their decisions 
should be respected and documented in the medical record. 
Do not report HIV if the diagnosis has not been confirmed. 
HIV must be confirmed and substantiated by a physician in 
the medical record before you can assign HIV code 042 Hu-
man immunodeficiency virus (HIV) disease or V08 Asymptom-
atic human immunodeficiency virus (HIV) infection status. 
HIV is an exception to the guideline that states:

If the diagnosis documented at the time of 
discharge is qualified as probable, suspected, likely, 
questionable, possible or still to be ruled out, code 
the condition as if it existed or was established.

Confirmation does not require documentation of an HIV 
positive serology or culture; the physician’s diagnostic state-
ment in the medical record that says the patient is HIV pos-

Understand consent laws and other 
factors that affect HIV diagnosis 
coding.
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itive or has an HIV-related illness is suf-
ficient.
Positive or negative HIV test results 
should be documented in the patient’s 
confidential medical record and should 
be readily available to all healthcare pro-
viders involved in the patient’s clinical 
management. The HIV test result of a 
pregnant woman also should be doc-
umented in the medical record of her 
infant (CDC Morbidity and Mortality 
Weekly Report, September 22, 2006, Vol. 
55/No. RR-14).
Note, however, the Privacy Rule under 
HIPAA prohibits use or disclosure of a 
patient’s health information, including 
HIV status, without the patient’s per-
mission.

Coding an  
Unconfirmed Diagnosis
When an asymptomatic patient is seen 
to determine HIV status, the appropriate diagnosis is V73.89 Spe-
cial screening examination for other specified viral diseases. You also 
may report V69.8 Other problems related to lifestyle as a second-
ary code if an asymptomatic patient is known to be in a high-risk 
group for HIV. 
Note: Medicare covers one (three, for pregnant women) annual, 
voluntary HIV screening of Medicare beneficiaries at increased 
risk for HIV infection per U.S. Preventive Services Task Force 
(USPSTF) guidelines and in accordance with Pub. 100-03, Na-
tional Coverage Determinations Manual, sections 190.14 and 
210.7; and Pub. 100-04, Medicare Claims Processing Manual, 
chapter 18, section 130. The USPSTF guidelines, upon which 
this policy is based, contain eight increased-risk criteria. The first 
seven require the presence of both ICD-9-CM diagnosis codes 
V73.89 and V69.8 for the claim to be paid. The last criterion, 
which covers persons reporting no increased risk factors, requires 
only V73.89 for the claim to be paid. 
For a patient with inconclusive HIV serology, assign 795.71 Non-

specific serologic evidence of human 
immunodeficiency virus (HIV). HIV 
counseling code V65.44 Human im-
munodeficiency virus (HIV) counsel-
ing may also be reported if counsel-
ing is provided to a patient with ei-
ther a negative or positive test result 
for HIV.

Coding an  
HIV-related Illness
After a patient has developed an 
HIV-related illness, 042 should be 
the first-listed diagnosis code report-
ed for the patient’s condition. Do not 
assign 795.71 or V08. 
For example, a patient known to have 
AIDS presents with acute myocar-
ditis. The appropriate ICD-9-CM 
codes are 042, 422.0 Acute myocardi-
tis in diseases classified elsewhere.

Coding an Unrelated Illness
If a patient with HIV is treated a condition unrelated to HIV, such 
as a fracture, list first the condition for which the patient is being 
treated. List 042 as an additional diagnosis, when documentation 
in the medical record supports the HIV diagnosis.

Pregnancy Changes Things
An exception occurs when a woman is pregnant. Report asymp-
tomatic HIV infection status during pregnancy, childbirth, or the 
puerperium using V08 and 647.6x Other viral illnesses in the moth-
er, classifiable elsewhere, but complicating the pregnancy, childbirth, 
or the peurperium. When a pregnant patient is treated for an HIV-
related illness, the first-listed diagnosis is 647.6x, followed by 042 
and the codes for the HIV-related illness. 

G.J. Verhovshek, MA, CPC, is managing editor at AAPC and a member of the Hendersonville, North 
Carolina, local chapter.

Renée Dustman is executive editor at AAPC and a member of the Rochester, New York, local chapter.

Reporting HIV

Certain patients will decline testing, and 
their decisions should be respected and 

documented in the medical record.
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■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Follow Dual Code Rules  
and Exceptions for Late Effects

By Brenda Palmer, CPC, CPC-I, CEMC, CASCC

Three steps help 
you code conditions 
stemming from a 
condition.
Coding for a late effect condition requires 
three important steps:

1. Understanding what a “late effect” is;

2. Understanding the ICD-9-CM 
guidelines for coding late effects; and

3. Thoroughly reviewing the patient’s 
record to gather all the information 
necessary to select the appropriate 
code.

What Is a Late Effect?
A late effect is a residual condition that 
arises after an illness or injury. In oth-
er words, it’s the condition “left over” or 
caused by the original illness or injury. 
For example, brain damage caused by a 
head injury is a late effect, as is a painful 
scar following a laceration, or sterility in a 
young man after a case of mumps.

Follow Coding Guidelines
Instructions for coding late effects are 
found in many sections of the ICD-9-
CM Official Guidelines for Coding and 
Reporting. 
Section I B, General Coding Guidelines, 
item 12, tells us that late effects can occur 
at any time. A late effect condition can ap-
pear immediately after an illness or injury, 
months after, or in some cases, years later. 
To report a late effect condition, you’ll 
usually use two codes: One for the resid-

ual condition (e.g., scar), and another to 
identify the condition as a late effect of a 
previous illness or injury.

Scenario No. 1: Patient blind in right eye 
due to previous third degree burn caused 
by hot grease splattering onto face.
ICD-9-CM coding: 369.63 One eye: total 
vision impairment; other eye: normal vision 
and 906.5 Late effect of burn of eye, face, 
head, and neck

An exception to this dual code rule is when 
a single ICD-9-CM code has enough in-
formation to fully report both the resid-
ual condition and the late effect. For ex-
ample, chapter 7, Circulatory System, of 
the ICD-9-CM guidelines instructs us to 
use category 438 Late effects of cerebrovas-
cular disease to report late effects (neuro-
logical deficits) of cerebrovascular disease 
(CVA). The first three code digits indi-
cate a late effect, and the fourth and fifth 
digits indicate the residual condition. The 
guidelines also explain that it’s acceptable 
to use both a CVA code and a late effect 
code if the patient has another acute epi-
sode while having residual effects from a 
previous CVA. 

Scenario No. 2: Patient with hemiplegia 
following stroke.
ICD-9-CM coding: 438.21 Late effect of 
cerebrovascular disease, hemiplegia affect-
ing dominant side

Chapter 11, Complications of Pregnan-
cy, Childbirth, and the Puerperium, of 
the ICD-9-CM guidelines tells us to re-
port 677 Late effect of complication of preg-
nancy, childbirth, and the puerperium for 
late effects of a complication of pregnan-
cy resulting in a residual effect or sequelae 
needing treatment or care at a later date. 
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You may use this code any time after the 
initial postpartum period, but make sure 
to assign it after the code for the residual 
condition.

Scenario No. 3: Patient with painful in-
tercourse persisting eight months after de-
livery.
ICD-9-CM coding: 625.0 Painful inter-
course, 677 Late effect of delivery

To fully describe the patient’s condition 
and contributing factors, an E code can 
be applied. For example, if the patient’s 
pain stems from the previous repair of the 
perineum after delivery, you may report 
E878.4 Late effect due to previous restor-
ative surgery.
Chapter 17, Injury and Poisoning, in-
cludes guidance for coding late effects of 
fractures and burns. In this chapter, we 
are instructed to use late effect codes for 
conditions related to malunion and non-
union of fractures. Guidelines for cod-
ing the late of effects of burns are more 
detailed,and instruct us to code for scars 
or joint contracture (the residual condi-
tions), followed by the appropriate late ef-
fect code. We are even given the range of 
codes, 906.5-906.9, for the burn section. 
Optionally, you may assign an E code for 
late effect conditions of this nature. You 
also may use a late effect code for a previ-
ous burn with the current burn code. Fire-
fighters come to mind with this rule: They 
can suffer burns with contracture and get 

a new burn at any time fighting addition-
al fires.

Scenario No. 4: Painful contracture of 
wrist due to previous burn of wrist.
ICD-9-CM coding: 718.43 Contracture 
of joint, forearm, 906.6 Late effect of burn 
of wrist and hand, and E929.4 Late effect of 
accident caused by fire.

In this example, an E code is assigned to 
further explain the accident. This addi-
tional information is often necessary for 
claims payment, especially for Workers’ 
Compensation claims.
Chapter 19, Supplemental Classification 
of External Causes of Injury and Poison-
ing, guidelines instruct us to use E800-
E999 codes to report late effects result-
ing from a previous injury or poisoning. 
Do not use these codes to report follow-
up care for a current injury. Also be aware 
that there is no code for late effects of an 
adverse drug reaction.

Review of Patient Records
When identifying late effects, key terms or 
phrases to look for in a patient record are 
“caused by,” “due to,” “following,” or sim-
ilar statements that tell you the diagnosis 
may be a sequelae or residual condition. 
Query the provider if the documentation 
doesn’t make the patient’s condition clear, 
and let the provider know what you need 
to see in the documentation to make it ap-
parent the patient has a residual condition.

Put It All Together
Always make sure to assign codes in the 
proper order:

1. Code the residual condition.

2. Assign the late effects code.

3. Add an E code, if necessary.

You can find the late effects codes in the 
ICD-9-CM alphabetic index under the 
main term “Late.” When you find the code 
you want, turn to the tabular list to review 
the code’s description for specificity and 
check for any additional guidelines.
For example, to code late effects due to tu-
berculosis, look up main term “Late” in 
the alphabetic index, followed by the sub-
term “tuberculosis.” You are directed to 
137.0-137.4. Turning to the tabular list, 
a note at the beginning of the section pro-
vides further coding guidance. You’re in-
structed to use these codes for conditions 
classifiable to 010-018 as the cause of the 
late effect. The guidelines stipulate that 
you’re not to use these codes for a current 
infection of tuberculosis (codes 010-018). 
Coding late effect conditions may seem 
daunting at first, but follow the three steps 
presented here and you’ll soon be free of 
the late effects of improper coding.  

Brenda Palmer, CPC, CPC-I, CEMC, CASC, has 
19 years of coding and billing experience. She is the 
principal of Palmer Coding Consultants. Palmer 
provides auditing and education services to 
physician of fices. She is the former coding 

compliance manager for a Kelsey-Seybold Clinic, a large multi-
specialty group practice in Houston, Texas. Palmer is an approved 
PMCC instructor, former AAPC workshop presenter, past president of 
the Tyler, Texas,local chapter, and a former member of the AAPC 
National Advisory Board.

To discuss this  
article or topic, go to 
www.aapc.com Late Effects

CODING/BILLING

There are exceptions to the dual code rule if a single 
ICD-9-CM code has enough information to fully 
report both the residual condition and the late effect.
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Know top denials and where to 
look for education to help you 
avoid them.

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

■	CODER’S VOICE

DME:  A Healthcare Ancillary Service 
Under Scrutiny 

By Ida Landry, CPC 
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DME

Over a year ago, I was asked to participate on the Medical Bill-
ing and Coding Program Advisory Committee for a voca-
tional school in my area. As a person who oversees a division 

of a durable medical equipment (DME) company, I was interest-
ed in the focus given to students regarding HCPCS Level II codes 
and DME billing.
There was a paragraph in the coding educational book that talk-
ed about HCPCS Level II codes, but there was no information 
about DME billing. Surgical, office visits, and other coding and 
billing divisions of healthcare were addressed in great detail. I was 
told that a single day is spent looking at the HCPCS Level II book. 
DME, it seemed, had been forgotten. I thought back to when I 
was an adjunct instructor for coding and billing and I realized that 
I also had provided little to no training on this subject.
Nearly everyone at some time will need a supply that is defined 
as DME or home medical equipment (HME). According to the 
Centers for Disease Control and Prevention (CDC) National 
Center for Health Statistics, in 2011, $38.9 billion was spent on 
DME in the United States, with $47 billion spent on other non-
durable medical products. Medicare expenditures that year to-
taled $549.1 billion. 
In some ways DME billing and coding is similar to billing for oth-
er healthcare expenditures, but there are many differences, too. 
Often, the necessary skills aren’t taught as standard and must be 
learned on the job.

Carefully Document when Billing DME
Most denials for DME do not happen because of incorrect cod-
ing. Instead, the denials stem from a lack of or inappropriate doc-
umentation. For example, my company has a patient who cannot 
eat normally and is on enteral nutrition, fed by a tube placed in the 
gastrointestinal track. The HCPCS Level II codes billed for the 
enteral products were:

B4154  Enteral formula, nutritionally complete, for special metabolic needs, excludes inherited disease 
of metabolism, includes altered composition of proteins, fats, carbohydrates, vitamins, and/or 
minerals, may include fiber, administered through an enteral feeding tube, 100 calories = 1 unit. 

B4035  Enteral feeding supply kit; pump fed, per day, includes but not limited to feeding/flushing sy-
ringe, administration set tubing, dressings, tape

B4155  Enteral formula, nutritionally incomplete/modular nutrients, includes specific nutrients, car-
bohydrates (e.g., glucose polymers), proteins/amino acids (e.g., glutamine, arginine,), fat (e.g., 
medium chain triglycerides) or combination, administered through an enteral feeding tube, 100 
calories = 1 unit

We have supplied her nutritional needs since 2012, and the to-
tal charge for all the enteral product and supplies from 2012 to 
the present is $31,352.89. We can prove the medical necessity for 
only $7,888.54, and have had to write off (or refund to Medicare) 
the rest. Why? Because Medicare continually states that our doc-
umentation does not validate medical necessity for the DME the 
patient received. 
Our local Medicare administrative contractor (MAC) provides 
DME suppliers with training to correct errors. During this train-
ing, we found the denials were because of two things: documen-
tation did not state by what method the patient received the enter-
al product (e.g., G-tube, J-tube, etc.), and we did not submit proof 
of a conversation between the person ordering the enteral prod-
uct and the supplier.
Proof of a conversation between the patient or authorized per-
son and the supplier is necessary to establish a medical reason 
for sending more enteral and supplies to the patient. Acceptable 
forms of proof may be a handwritten or digital record document-
ing a phone call between the two parties. The note should include 
the date, time, to whom the supplier spoke, and what items and 
quantities were requested. Fax sheets verifying correspondence 
between the parties and the signature of the individual who filled 
out the form and the date may also be suitable proof. We had the 
necessary documentation to prove this communication occurred. 
Our mistake was that we did not send it with all the other docu-
mentation. This was an easy fix.

In some ways DME billing and 
coding is similar to billing for other 
healthcare expenditures, but there 

are many differences, too.
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DME

To eliminate the other reason for denial, we corrected our intake 
form that providers have to fill out and sign to include the patient’s 
method for receiving the enteral product.
This example illustrates that in the DME world, providing clear 
documentation to validate the medical necessity of patients’ sup-
plies is just as important as correct coding—if not more. A person 
involved in DME billing and coding must be able to read and un-
derstand local coverage determinations and national coverage de-
terminations. The accounts receivables (A/R) and follow-up staff 
must also know how to read and understand documentation to 
know whether it substantiates required medical necessity. This will 
ensure successful appeals.

Denial Reasons
In early 2013, Paul Komishock wrote an article for HME Business 
Magazine that provided insight as to why the denial rates for DME 
items are so high. Quoting Medicare’s Improper Medicare Fee-
For-Service Payments Report – November 2009, he noted, “The 
DME MAC error rate was 51.9 percent compared to the Carrier/
MAC (9.9 percent), FI/MAC Non-Inpatient (3.9 percent) and FI/
MAC Inpatient (6.1 percent) rates, ‘because CMS’ stricter adher-
ence to policies disproportionately affects DME claims …’” 
Komishock names the following reasons why denials are so prev-
alent:

1. There should be stricter enforcement of documentation re-
quirements, rather than allowing for clinical review judg-
ment.

2. CMS clarified that clinical review judgment may not override 
documentation requirements.

3. The DME contractor’s request for documentation should be 
from the supplier who billed for the item, rather than from 
the medical professional who ordered the item.

The final reason is the most damaging to DME suppliers because 
there is a lack of ownership in the creation and oversight in most of 
the documentation they submit. Medical professionals (i.e., phy-
sicians, physical therapists (PTs), occupational therapists (OTs), 
nurses, dieticians, etc.) create most of the documentation. As a 
coder or biller, you already know how hard it can be to get a pro-
vider to correct his or her documentation. Put yourself in the shoes 
of someone who is requesting documentation improvements from 
a provider whom he or she has never met. This is not an easy task.
Examples of documentation that DME companies have control 
over are intake forms for monthly enteral supplies and home assess-
ments that assistive technology professionals (ATPs) employed by 
the DME company fill out for complex wheelchair orders. Oth-
er documents include detailed product description forms, written 
correspondence needed between the DME supplier and the patient 
or caregiver, and delivery tickets. 
Another important DME denial point is that most DME com-
panies have more than one location. Some, like Apria, are nation-
al companies, while others are small family-owned organizations 
with one or several locations in a town or state. If the company has 
different locations in different MAC jurisdictions, the billing staff 
must be knowledgeable of requirement differences, as each MAC 

If the company has different locations 
in different MAC jurisdictions, the 
billing staff must be knowledgeable of 
requirement differences, as each MAC 
has the right to vary its requirements.
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MAC Jurisdiction Claim Review Dates Claims Error Rate

Jurisdiction A, DME MAC (NHIC, Corp.) October 1, 2013 through December 31, 2013 (188 claims request 128 reviewed) 84 Percent

Top denial reasons (claims can have more than one):

•	 100 percent of the denied claims dealt with some issue with the face-to-face examination documented by the provider.

•	 19 percent of the claims had issues with the 7-element order.

•	 45 percent had issue with documentation supplied by the supplier or licensed/certified medical professional (PT or OT).

•	 18 percent of the claims had issue with the detailed product description (DPD).

•	 14 percent of the claims had problem with proof of delivery paperwork.

•	 11.5 percent of the claims had errors with the home assessment completed by the ATP.

Source: www.medicarenhic.com/dme/mrbulletinpca.aspx 

Jurisdiction B, DME MAC  
(National Government Services, Inc.)

April 1, 2014 through June 30, 2014 (665 claims reviewed, 561 denied) 84 Percent

Top denial reasons (claims can have more than one):

•	 219 claims were denied because the face-to-face examination did not support why a manual wheelchair wouldn’t meet the beneficiary’s mobility needs in the home vs. an electric model.

•	 171 claims were denied because the beneficiary’s body systems responsible for ambulatory difficulty and ability were not clearly defined in the physical examination.

•	 113 claims were denied because the face-to-face examination did not support why a power-operated vehicle was necessary to meet the beneficiary’s mobility needs in the home.

•	 96 claims were denied because the basic coverage criteria was not been met, showing the beneficiary does not have sufficient upper extremity function to self-propel an optimally-configured 
manual wheelchair in the home.

•	 80 claims were denied because the face-to-face examination did not support the beneficiary’s mobility limitation.

Source: www.ngsmedicare.com, second quarter power wheelchair prepayment review

Jurisdiction C, DME MAC  
(CGS Administrators, LLC.)

July 1, 2014 - September 30, 2014  
(Nothing was given regarding the number of claims reviewed) 44 Percent

Top denial reasons (claims can have more than one):

•	 23.6 percent of the claim denials were because medical records lacked sufficient information concerning the beneficiary’s condition to determine if medical necessity coverage criteria were met.

•	 19 percent of the claim denials were because the face-to-face examination did not indicate that the beneficiary’s limitation of upper extremity function was insufficient to self-propel an 
optimally-configured manual wheelchair in the home to perform mobility-related activities of daily living (MRADLs).

•	 13.8 percent of the claim denials were because the 7-element order was missing the date of the face-to-face examination.

•	 11.5 percent of the claim denials were because the DPD was missing a date stamp (or equivalent) to document the order’s receipt date by the supplier.

•	 10.5 percent of the claim denials were because the 7-element order was missing a date stamp (or equivalent) to document the receipt date of the order by the supplier.

•	 9.8 percent of the claim denials were because the face-to-face examination was missing a date stamp (or equivalent) to document the receipt date of the examination by the supplier.

•	 9.8 percent of the claim denials were because the documentation submitted for review did not include a face-to-face mobility examination.

•	 8.2 percent of the claim denials were because the documentation submitted for review did not include a DPD.

•	 8.2 percent of the claim denials were because the face-to-face examination did not indicate the beneficiary’s degree of mobility limitation significantly impaired the beneficiary’s ability to 
participate in MRADLs within the home.

•	 7.2 percent of the claim denials were because the documentation did not include proof of delivery for the item(s) billed.

Source: www.cgsmedicare.com/jc/pubs/news/2014/1114/cope27466.html

Jurisdiction D, DME MAC (Noridian) January 2014 through April 2014 (265 claims reviewed 167 denied) 63 Percent

Top denial reasons (claims can have more than one):

•	 The submitted documentation did not support that the beneficiary does not have sufficient upper extremity function to self-propel an optimally configured manual wheelchair.

•	 The face-to-face examination submitted was incomplete or missing elements.

•	 The submitted documentation contained no DPD or the submitted DPD was invalid.

•	 The submitted documentation does not support that the beneficiary’s mobility limitation cannot be sufficiently and safely resolved by the use of an appropriately fitted cane or walker.

•	 The submitted 7-element order was incomplete or missing elements.

Source: www.noridianmedicare.com/dme/news/docs/2014/06_jun/power_mobility_devices_hcpcs_k0823_and_all_related_accessories.html

Table A: Prepayment Medical Review Audits results for K0823
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Netter’s Atlas of Surgical Anatomy for CPT® Coding

NEW 
PUBLICATION:
 COMING 
IN 2015! 

An invaluable resource for CPT® surgical coding with 
integrated anatomical instructions and illustrations! 

Print: OP495015 | E-book: EB495015
List price: $119.95
AMA MEMBER PRICE: $89.95
AVAILABLE: APRIL 2015

No other book brings anatomy and coding concepts 
together with the same degree of completeness and 
educational value as the new Netter’s Atlas of Surgical 
Anatomy for CPT® Coding. This brand new publication 
from the AMA combines annotated CPT surgical codes 
and descriptions with clinically significant renderings 
by renowned medical illustrator, Frank H. Netter, MD.  
Netter’s Atlas of Surgical Anatomy for CPT® Coding is 
an ideal supplement to the CPT codebook to gain an 
additional boost of anatomical knowledge in the context 
of CPT codes, as you abstract codes from physician notes 
and operative reports. 

Features:
•    Over 700 individual Netter’s illustrations paired with
 specific CPT code ranges to guide code selection

•   Unique feature, Coding Atlas, presents additional 
information and details of anatomy related to 
procedures within specific CPT code ranges

•   Figure captions provide full descriptions about the 
anatomies and procedures illustrated by the images 

 to assist in code selection

•   Chapter openers deliver an overview of the system(s) 
to provide a basic understanding of pathophysiology 
that may affect code selection

•   A comprehensive glossary of procedural and 
anatomical terms simplifies complex terminology to 
promote further understanding 

Visit amastore.com to pre-order now!

has the right to vary its requirements. This can be seen in Table A 
on the preceding page, which shows examples of the most recent 
Prepayment Medical Review Audits done for the HCPCS Level 
II code K0823 Power wheelchair, group 2 standard, captain’s chair, 
patient weight capacity up to and including 300 pounds.

Take-away Comments
DME billing departments need help and education. This is crit-
ical to the survival to any DME company, and the DME indus-
try as a whole. DME is a very vital ancillary healthcare service and 
is needed to help with healing and everyday needs of the people 
it serves. 
The error rates of DME equipment and service audits may differ 
depending on which MAC is doing the audit, but the result is the 
same. The error rates are too high and educational tools for the in-
take, billing, coding, and A/R or follow-up staff in a DME billing 
department need to be created and shared.
MACs will provide education, but you have to know where to look 
and what questions to ask. Documentation education is the key, 
with coding guidance. Knowing what a 7-element order, detailed 
order description, or home assessment is, or why the face-to-face 
examination is so critical, is the key to decreasing those error rates. 
That education is an article or articles yet to be written. 
If you are in the DME world and an AAPC member, share your 
industry knowledge by providing that education to others. 

Ida Landry, CPC, works for Keen Healthcare, a HME manufacturer and supplier of DME. 
As director of Keen Home Medical, she oversees the billing department and compliance di-
vision. Landry holds a Bachelor of Science in Health Administration and a Master of Busi-
ness Administration. She is a member of the Portland Metro, Oregon, local chapter.

DME
To discuss this  
article or topic, go to 
www.aapc.com

Resources:

Health, United States, 2013: with Special Feature on Prescription Drugs, CDC National Center for Health 
Statistics (pages 331 and 364, www.cdc.gov/nchs/data/hus/hus13.pdf#114)

The error rates are too high and 
educational tools for the intake, billing, 
coding, and A/R or follow-up staff in 
a DME billing department need to be 
created and given.
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Drug Screening Gets a Total Rewrite
Change your focus from “qualitative vs. quantitative” to 
“presumptive, definitive, or therapeutic drug assay.”

By Joette Derricks, MPA, CMPE, CPC, CHC, CSSGB

The entire code set for drug screens is re-
vamped in the CPT® 2015 codebook, as 
are the guidelines and definitions. Instead 
of differentiating testing procedures based 
on qualitative or quantitative methodology, 
the new reporting mechanism differentiates 
procedures according to whether they are: 
•	Presumptive - used to identify possible 

use or non-use of a drug or drug class; 
•	Definitive - qualitative or quantitative 

methods that identify possible drug use 
or non-use, and identify the specific 
drugs and associated metabolites; or 

•	Therapeutic Drug Assays - quantitative 
procedures performed to monitor 
clinical response to a known, prescribed 
medication. 

The updated reporting mechanism ad-
dresses:
•	Ability to be easily modified for future 

changes and technological advances; 
•	 Identification of updated clinical 

settings; and 
•	 Identification of sources for specimen(s).

Table A summarizes the major rewrite of the drug testing codes by 
comparing the previous system to the new one for 2015.
The Presumptive Drug Class Screening section includes the 
Guidelines for the Presumptive Drug Class Screening subsection, 
Drug Class List A (which itemizes commonly assayed drugs with-
in the listing), and Drug Class List B (which itemizes assays re-
quiring more resources than Class A). This section also includes 
guidelines explaining the intended use for the listings and codes. 
Five new codes identify presumptive testing. Introductory guide-
lines explain the intent for code usage.
Definitive Drug Testing includes 59 new, definitive drug testing 
codes, arranged by drug classes. You can refer to the Definitive 
Drug Classes Listing table for drugs and metabolites included in 
each definitive drug class.
Table B breaks down the 2015 Presumptive and Definitive Drug 
Testing CPT® codes further.

Cover
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Drug Screening

Table A: Summary of the major rewrite of the drug testing codes by comparing the previous system to the new one for 2015.

Previous CPT® Drug Testing System 2015 CPT® Drug Testing System

The focus was on qualitative vs. quantitative testing. The focus is on presumptive vs. definitive testing.

Qualitative was used for screening when only the drug class or confirmation procedure 
for a drug type was needed. Quantitative was used when more specific testing needed 
to identify analyte after screening was performed.

Presumptive is used to identify possible drug use or non-use. Definitive may be either 
qualitative or quantitative methods that identify possible drug use and specify the 
associated metabolites of the drug in question. Note: There is also therapeutic drug 
assay, which is performed to monitor clinical response to a known medication.

The Drug Testing Lab subsection, CPT® codes 80100-80104 in the Drug Testing Lab 
subsection were used for reporting.

63 new codes are added to the new section, called Drug Assay. This includes the code 
ranges 80300-80304 for presumptive drug class screening and 80320-80377 for 
definitive drug testing.

A coding aid with definitions and acronym conversion listing is included. 

Table B: Breakdown of 2015 Presumptive and Definitive Drug Testing CPT® codes

2015 CPT® Presumptive Drug Class Screening 2015 CPT® Definitive Drug Testing

Includes immunoassays, enzymatic methods, chromatographic methods without mass 
spectrometry, mass spectrometry without adequate drug resolution by chromatogra-
phy, etc.

Includes methods such as:

•	 GC with mass spectrometry (any type)

•	 Any metabolites of the tested drugs

•	 Process must be able to identify individual drugs

•	 Process that distinguishes between structural isomers

80300-80304 80320-80377

Includes use of two lists that differentiate the type of presumptive testing performed:

•	 Drug Class List A = methods typically read by direct optical observation or are 
instrument-assisted (e.g., dipsticks, cups, cards, cartridges, and instrumented test 
systems such as multichannel chemistry analyzers).

•	 Drug Class List B = drugs or classes of drugs that are assayed by presumptive pro-
cedures and may include specific pre-analytical sample preparation.

The 2015 CPT® codebook provides listings for each drug class.

Includes a Definitive Drug Class Listing in the CPT® codebook. Codes on the list usu-
ally require metabolites, listed as part of certain families of drugs. This type of testing 
requires additional time, effort, or resources when multiple metabolites are identified. 

CPT® 80300 reports single or multiple drug class process using dipsticks, cups, or 
cassettes - with or without the use of an instrument to complete the interpretation. 
Code 80300 is reported one time, regardless of the number of direct observation done/
obtained on any date.

For example, 80320 class of drugs is Alcohol(s). Drugs included are acetone, ethanol, 
ethchlovynol, ethylene glycol, isopropyl alcohol, and methanol. 

Codes 80324-80326 class of drugs are Amphetamines. Drugs included are amphet-
amine, ephedrinelisdexamphetamine, methamphetamine, phentermine, phenylpropa-
nolamine, and pseudoephedrine.

For a complete listing of the 59 codes in the Definitive Drug Classes Listing, refer to the 
2015 Professional Edition CPT® codebook (beginning on page 474). 

CPT® 80301 reports single drug classes included with Drug Class List A using direct 
optical observation or an instrumented system such as a multichannel chemistry 
analyzer/enzyme assay (e.g., EIA, KIMS, CEDIA immunoassays). Code 80301 is reported 
once per date of service, regardless of the number of procedures performed, number 
of classes analyzed, or results obtained. (Generally this would be the type of testing 
performed in a hospital-based laboratory.)

CPT® 80302 is used for presumptive, single drug classes other than those in Drug Class 
List A, (i.e., Drug Class List B). CPT® 80302 does not use direct optical observation or 
thin layer chromatography (TLC). Code 80302 does require the use of immunoassays 
or chromatography without mass spectrometry. It’s reported for each drug class or 
procedure performed.

CPT® 80303 is used for presumptive, single or multiple drug class method; thin layer 
chromatography (TLC) procedures (e.g., acid, neutral, alkaloid plate), per date of 
service.

CPT® 80304 reports single or multiple drug screenings not specified elsewhere. Exam-
ples include: TOF, MALDI, LDTD, etc. See the CPT® codebook for additional examples. 
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Coding Examples
1. A 45-year-old female, new patient has severe low back pain 

following a fall down a flight of stairs. The patient com-
pletes an opioid risk evaluation and, in accordance with state 
law, requires a drug test prior to receiving a new prescription 
for a controlled pain medication. The office performs a ba-
sic three-panel drug screen using a self-contained, cup type 
drug test screening kit. Results are visible within minutes. A 
positive result is indicated with one line and a negative result 
with two. 

The correct code is 80300 Drug screen, any number of drug 
classes from Drug Class List A; any number of non-TLC de-
vices or procedures, (eg, immunoassay) capable of being read 
by direct optical observation, including instrumented-as-
sisted when performed (eg, dipsticks, cups, cards, cartridg-
es), per date of service. Drug Class List A includes opiates, 
and the test is performed with a cup kit using direct opti-
cal observation.

2. A female sports enthusiast preparing for her first marathon is 
sent to the outpatient pain clinic at a local hospital for eval-
uation following ongoing complaints of back pain that has 
not responded to treatment. The facility uses an automat-
ed chemistry analyzer to perform a comprehensive drug test 
of 10 presumptive drug classes (all of which are on the Drug 
Class List A). The drug test is required by state law prior to 
prescribing any controlled pain medications. The results will 
let the physician know if the runner has used these drugs. 

The correct code is 80301 
Drug screen, any number of 
drug classes from Drug Class 
List A; single drug class meth-
od, by instrumented test sys-
tems (eg, discrete multichan-
nel chemistry analyzers utiliz-
ing immunoassay or enzyme as-
say), per date of service. An au-
tomated chemistry analyzer is 
used and all the drugs are on 
the Drug Class List A. 

3.  An unconscious male patient is admitted to the emergency 
department following a party. A friend of the patient informs 
the physician on duty that the patient had ingested a 1 liter 
bottle of alcohol. The patient is pulseless, apneic, and is intu-
bated and resuscitated with epinephrine. Blood volatiles are 
ordered to determine blood levels for alcohols, including eth-
anol and methanol. 
The correct code is 80320 Alcohols. Quantitative analysis 
is needed to identify the specific type of compound pres-
ent to prescribe the appropriate treatment.

Medicare May Not Adopt New Codes
Based on the latest information from Medicare, providers may 
be required to use these CPT® codes for commercial payers, and 
Medicare G codes to report qualitative and quantitative drug 
screens for Medicare beneficiaries. At the November 2014 Amer-
ican Medical Association (AMA) CPT® 2015 Symposium, Cen-
ters for Medicare & Medicaid Services (CMS) officials present-
ed numerous G codes created for 2015. CMS’ overall position is 
that when the timing of a CPT® code creation precludes adequate 
time for consideration of comments and Relative Value Update 
Committee valuation, they will implement or default to using a G 
code(s). In the 2015 Medicare Physician Fee Schedule (MPFS) fi-
nal rule, CMS indicated they would also create a G code if the re-
visions and/or deletions to CPT® may affect the code’s relative val-
ue units. CMS said they would also add a G code whenever AMA 
separated a single CPT® code into two CPT® codes. 
In the 2015 MPFS final rule, CMS said:

These codes represent various drug screening codes, many 
of which are specific to individual drug testing. While we 

Based on the latest information 
from Medicare, providers may be 

required to use the CPT® codes for 
commercial payers, and Medicare 
G codes to report qualitative and 

quantitative drug screens for 
Medicare beneficiaries.
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appreciate the recommendations for these tests, we are 
concerned about the potential for overpayment when bill-
ing for each individual drug test rather than a single code 
that pays the same regardless of the number of drugs that 
are being tested for. Therefore, it is our recommendation 
to delay pricing for these codes at this time, until further 
information and education is obtained.

As of late December 2014, CMS had not yet released the clinical 
lab fee schedule for 2015. Stay tuned for additional updates as we 
learn more on how Medicare and other payers plan to respond to 
these extensive changes. Because Addendum B of the final Medi-
care rule contains the established urine drug screen codes (G0434 
Drug screen, other than chromatographic; any number of drug class-
es, by CLIA waived test or moderate complexity test, per patient en-

counter and G0431 Drug screen, qualitative; multiple drug classes 
by high complexity test method (eg, immunoassay, enzyme assay), per 
patient encounter), plus 28 new HCPCS Level II codes for drug as-
say and confirmation, such as G6031 Benzodiazepines, G6045 Di-
hydrocodeinone, and G6058 Drug confirmation, each procedure, it’s 
likely that CMS will default to using G codes for drug screening/
testing in 2015. For commercial payers, use the 2015 CPT® codes 
unless advised otherwise. 

Joette Derricks, MPA, CMPE, CPC, CHC, CSSGB, has 35 years of healthcare finance, 
operations, and compliance experience. A national speaker and author, Derricks’ unique 
style is to bridge the regulatory requirements with the practical realities of day-to-day 
operations. She has provided numerous expert reports and testimony regarding Medicare, 
Medicaid, and third-party payer regulations with an emphasis on coding, billing, and 

reimbursement rules. Derricks serves as the vice president, regulatory affairs at Anesthesia Business 
Consultants and is a member of the Ann Arbor, Michigan, local chapter.

ICD-10 Tip

The rotator cuff is made up of muscles and 
tendons that closely surround the shoulder 
joint to ensure connectivity and movement. 
This area has a poor blood supply and is sub-
ject to load and surface wear, so rotator cuff 
disease can stem from either a major injury or 
a degenerative process.
Rotator cuff tears are most commonly caused 
by gradual wear and tear with age. The effect 
of  smoking on circulation can sometimes 
make tears more likely. Sudden trauma and 
strain can cause sudden, complete tears that 
generally require surgery.

Rotator Cuff Tears

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC

Supraspinatus muscle

Teres minor muscle

Subscapularis muscle (anterior),
Infraspinatus muscle (posterior)
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After earning a master’s degree in biotech-
nology, I started my career as a college lec-
turer in Bangalore, India, for a college’s bio-
technology department. My subjects were 
genetic engineering, immunology, and mo-
lecular biology. After my wedding, I moved 
from Bangalore and had to find a job in 
my new location. I came across a job list-
ing for medical coding at a company called 
RevenueMed India at Technopark, Kera-
la, India. I tried my luck at coding and went 
through basic training. I earned my Certi-
fied Outpatient Coder (COC™) credential 
while I was working there. I enjoyed coding, 
but I needed to learn more.

I Found My Coding Passion in the USA
I traveled to the United States in 2013 to 
join my husband. Although I can’t work 

due to my dependent visa, it hasn’t damp-
ened my hopes to become a great coder. My 
husband, who is interested in healthcare 
IT, encourages me to study various medical 
coding specialties and supports me when 
it’s time to take an exam. I have passed four 
certifications in a year’s time. As I study, 
I grow to understand how coding is inter-
twined with healthcare, and I love the busi-
ness more and more. I dream of making it 
big in the field one day. 

Looking to the Future
Five years from now, I see myself as a senior 
medical coding instructor, a freelance train-
er, or a manager of a team of medical cod-
ers. For now, I am maximizing the opportu-
nities that being an AAPC member brings.

Sherin A. Ninan, CPC, COC, CPEDC, CPCD, CPRC

WHY I CODE

800-626-2633
www.aapc.com/icd10

ICD-10 is Coming October 1, 2015
Are You Ready?

If you haven’t begun or are not where you should be, AAPC can help you get on 
track for ICD-10 implementation. AAPC o�ers:

Guidance on dual coding
Education on medical policy changes

Contract reviews for payment changes
A/R management

Education

Documentation training for your specialty 
Assessments/audits
Template assistance

Remote coding 
Data entry

On-site coders
Via VPN accessing your PMS

Customized mapping

Revenue SolutionsCoding Solutions

Anatomy & Pathophysiology for ICD-10
ICD-10-CM/PCS

Specialty-speci�c
Pro�ciency workbooks and assessments

Training & EducationClinical Documentation Improvement

$¢
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¢

ICD-9

ICD-10 ICD-10 ICD-10

We offer group discounts and reporting capabilities!
We can also create or host custom courses for your employees!

Providing Quality Education at Affordable Prices

™CodingWebU.com

(484) 433-0495

We are the only program that provides interactive training incorporating audio, text and graphics to ensure you 
comprehend the information being taught. You will receive live updates as codes change and content is added.

You always have access to the most current information, even if you purchased the course five years ago. 

NEW!  2015 Annual Coding Scenarios!

Courses Starting at $30
Specialty Coding  -  Chart Auditing  -  Evaluation and Management  -  OB/GYN

Revenue Management  -  Medical Terminology  -  Anatomy  -  Physiology
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Think You Know ICD-10? Let’s See … 

ICD-10 Quiz
By Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC

Which is NOT a muscle that makes up the rotator cuff? 
a. Teres minor

b. Infraspinatus

c. Supraspinatus

d. Patellar

Check your answer on page 65. 
Take this monthly quiz, in addition to AAPC’s ICD-10 
Anatomy and Pathophysiology advanced training, to pre-
pare for the increased clinical specificity requirements of 
ICD-10-CM. 
To learn more about AAPC’s ICD-10 training, go to www.
aapc.com to download AAPC’s ICD-10 Service Offering 
Summary. 

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC, is vice president of 
ICD-10 Training and Education at AAPC.IC
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Continuing education. Any time. Any place. ℠ 

Be with the family and 
earn CEUs! 

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

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

• Finish at your own speed, quickly or leisurely 
• Just 1 course earns as many as 18.0 CEUs 
• CD-ROM (Windows) or Cloud-CD™ (Win/Mac) 
• No annoying timeouts. No expiring passwords. 

 

Finish a CD in a couple of sittings, or take it a 
chapter a day — you choose. So visit our Web site 
to learn more about CEUs, the convenient way! 

Our coding courses / AAPC CEUs: 
• Dive Into ICD-10 (18 CEUs) 
• E/M from A to Z (18 CEUs) 
• Primary Care Primer (18 CEUs) 
• E/M Chart Auditing & Coding (16 CEUs) 
• Demystifying the Modifiers (16 CEUs) 
• Medical Coding Strategies — CPT (15 CEUs) 
• Walking Through the ASC Codes (15 CEUs) 
• Coding with Heart — Cardiology (12 CEUs) 
• Elements of ED Coding (11 CEUs) 

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

Easily affordable with EasyPayments! 
http://bit.ly/hbollc-ezpay 

(All courses with 
AAPC CEUs 

also earn CEUs 
with AHIMA. 

See our Web site.) 



  

Advancing the Business of Healthcare

   2015 
   Webinars
   Have LaunchedN

ew
Register today and gain access to a full library of 

live and on-demand events!

40+ Events | 80+ CEUs

Individual Subscriptions Start at $275
Volume Discounts Available

For more information or to register:
www.aapc.com/webinars
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■	FACILITY CODInG/BILLInG

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Compare and Contrast 
Physician and Outpatient Facility Coding

By Edie Hamilton, CPC, CPC-I

The most frequently asked questions throughout my coding ca-
reer have been about the differences between physician (profes-

sional) coding and outpatient facility coding. The questions have 
come from physicians, reimbursement and financial analysis staff, 
and even patients.
Before accurate comparisons of professional and facility claims 
can be made, you must understand that professional claims repre-
sent the skills and knowledge of highly trained healthcare profes-
sionals, while facility claims represent resource utilization. Profes-
sional and facility services are submitted on different claim forms 
and may even be submitted to different entities for processing, de-
pending on payer requirements. The Centers for Medicare and 
Medicaid Services (CMS) website has an abundance of informa-
tion and guidance to help you navigate the rules.

Claims: CMS-1500 vs. UB-40
Professionals report services on the CMS-1500 (or electronic 
equivalent). Generally, each professional submits his or her claim 
separately from other professionals. Claim service lines include 
the “from” and “to” dates of service, place of service, procedure 
code, modifiers, diagnosis pointers, charges, units, and the ren-
dering provider’s information. 
Facilities report services on the UB-04 (or electronic equivalent). 
All services for the same patient at the facility must be submit-
ted on a single claim. Each service line must contain a revenue 
code, service date, units, and charges. Most lines will also contain 
a HCPCS Level II/CPT® code. Diagnosis codes are not tied to 
claim lines, but are applicable to the entire claim; the UB-04 has a 
great deal of information at the header level of the claim.

Although very 
different, editing 
rules are similar, 
and it’s important 
to understand 
what is appropriate 
to bill on claims.
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The following example reinforces the similarities and differences 
between professional and facility claims:
A patient living in a rural area travels to a large academic medical 
center for her yearly eye exam. Because she will already be in the area, 
she also schedules her annual well woman visit with her gynecologist 
at the same medical center. Following these visits, she is involved in an 
auto accident and is taken to the emergency room (ER) at that same 
medical center. X-rays determine no surgical treatment is needed. Her 
cardiologist is called in to evaluate her high blood pressure and elevat-
ed heart rate. Finally, she is able to return safely home. 

Professional Claim
For this date of service, there are multiple professional claims sub-
mitted: 
•	 Ophthalmologist
•	 Gynecologist
•	 ER physician
•	 Radiologist 
•	 Cardiologist 

Each physician claim contains:
•	 HCPCS Level II/CPT®
•	 The diagnosis code linked to the HCPCS Level II/CPT® 

via a line level diagnosis pointer.

Facility Claim
A single facility claim is submitted for all services provided to the 
patient on that date.
•	 Condition code G0 Distinct medical visit is submitted in 

the claim header, letting the payer know that the evaluation 
and management (E/M) codes are distinct, potentially 
reimbursable services, and not duplicates. 

•	 The occurrence code and occurrence date at the header 
level indicates some of the services were related to an 
accident, which lets the payer know other medical coverage 
may apply for the services on the claim.

•	 Revenue codes indicate the facility department or area (e.g., 
450 for the ER).

•	 HCPCS Level II/CPT® codes
•	 Diagnosis codes appear at the header level, not tied to a 

particular line.

Contrasting Facility and  
Professional Claims Elements
Let’s consider the differences (and similarities) between facility 
and professional claims further.

Diagnoses: Diagnosis code reporting requirements for profes-
sional and outpatient facility services are the same. Specifically, 
the diagnosis codes “chiefly responsible for the outpatient servic-
es” should be coded on both CMS-1500 and UB-04 claims, per 
CMS and the ICD-9-CM Official Guidelines for Coding and Re-
porting. Up to 24 additional diagnosis codes may be reported to 
describe all coexisting diagnoses. Diagnosis codes are tied to spe-
cific lines on the professional claim via diagnosis pointers. There 
are no such pointers on the facility claim because diagnosis codes 
may be relevant to any/all lines.

Procedures/Supplies: HCPCS Level II/CPT® codes describing 
each service or supply provided are required line items for profes-
sional claims. These codes may not appear on every line of a fa-
cility claim.

Place of Service: This information is required on professional 
claims, but not currently on facility claims. Facility claim lines 
must have a revenue code and may have a HCPCS/CPT® code. 
Revenue codes basically indicate the area in the facility where the 
services were performed (or the area where the resources were con-
sumed). Not all revenue codes require HCPCS Level II /CPT® 
codes. For example, revenue code 250 Pharmacy does not require 
a specific HCPCS Level II code for each drug. But revenue code 
636 Drugs requiring detailed coding requires HCPCS Level II re-
porting. For example, J7192 Factor VIII (antihemophilic factor, re-
combinant) per I.U., not otherwise specified is reported with reve-
nue code 636.
Combinations of the bill type and revenue code provide similar 
information on the UB-04. For example, services provided in an 
ER are reported with place of service code 23 Emergency room – 

The Centers for Medicare & Medicaid Services 
(CMS) website has an abundance of information 

and guidance to help you navigate the rules.
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hospital. The facility claim for the same encounter would bill type 
131 Regular outpatient and revenue code 450 Emergency room (ER). 
Facility claims also allow for reporting of additional information: 
•	 Condition codes relate specific conditions or circumstances 

relevant to claims processing. Condition code G0 indicates 
there are multiple distinct medical visits on the claim.

•	 Occurrence codes define events related to the claim. For 
example, occurrence code 01 Accident auto/medical coverage 
is for an accident-related injury for which there may be 
additional payment coverage. 

•	 Occurrence span codes represent occurrences that may be 
relevant (e.g., 71 Prior stay dates, which indicates a previous 
stay within the last 60 days).

•	 Value codes and associated values provide a means of 
providing information (e.g., value code 49 Hematocrit 
reading, which may be required for some coverage 
determination rules). 

Date of service: Professional claims allow reporting of a date 
span, with multiple units on the same claim line. Facility claims 
require a separate claim line for each date of service.

Tip:  Never unbundle services on a professional claim; however, report all services on a 
facility claim (even non-covered services). Many services are not separately paid on the 
facility side but are included in the payment for other services. It’s very important that 
all services appear on the facility claim. CMS gathers data from all facility claim lines for 
consideration in setting payment files for the next year. 

Claims Processing and Edits
Both professional and facility claims are subject to various types 
of editing. 

National Correct Coding Initiative (NCCI): These edits 
apply to both claim types. The hospital NCCI files contain 
different code pairs than the practitioner NCCI files due to the 
different nature of provided services. Code pairs for the NCCI 
edits are available on the CMS website: www.cms.gov/Medicare/Coding/
nationalCorrectCodInitEd/nCCI-Coding-Edits.html.

Remember: Professional services represent the knowledge and 
skill of the practitioner; whereas, facility services represent the re-
sources consumed. 
An NCCI edit for a more comprehensive procedure may be ap-
propriate for a professional claim and included in the practitio-
ner NCCI files, but may not apply to facility services based on dif-
ferent instruments or supplies needed to carry out the procedure. 

Medically Unlikely Edits (MUE): This is another set of 
edits that applies to both professional and facility claims, but 
differently. You’ll find these files at: www.cms.gov/Medicare/Coding/
nationalCorrectCodInitEd/MUE.html. 

NCDs and LCDs: CMS national coverage determinations 
(NCDs) and payer local coverage determinations (LCDs) apply 
to both claim types. 

Outpatient Code Editor: Outpatient facility claims are subject 
to these rules, but professional claims are not. Inpatient-only pro-
cedure edits also apply to outpatient facility claims, but not to pro-
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Compare Coding
To discuss this  
article or topic, go to 
www.aapc.com

fessional claims. Learn more about these edits on the CMS web-
site at: www.cms.gov/Medicare/Coding/OutpatientCodeEdit/.

Global surgery edits: These apply to professional claims, but not 
to facility claims. When a professional makes the determination 
that surgical intervention is required for a patient, the professional 
knows the patient’s history, diagnosis, and typical outcomes, and 
provides the follow-up service to see the patient through recov-
ery. Such a concept does not apply on the facility side. Each time 
the patient returns, the resources (room, equipment, supplies) are 
sterile and/or new. There is no sharing of resources for each visit. 

E/M coding: When it comes to E/M services, there can be big dif-
ferences in the level of service provided by a physician compared to 
that of a facility. For example, an intoxicated person coming into 
the ER with a broken arm may be a fairly straightforward service 
for a physician, but may require extensive facility resources (more 
nursing time, clean up/replacement of soiled linens, monitoring, 
etc.). Therefore, it may be appropriate for the coded E/M servic-
es for the same patient encounter to vary between physician and 
facility.

Fee Schedules and Reimbursement
Professional claims are subject to Medicare Part B fee-for-service 
payment using the Physician Fee Schedule (PFS). Facility claims 
are subject to the Outpatient Prospective Payment System, Ad-
dendum B. Both files contain status values: The PFS has status 
codes and Addendum B has status indicators. The same alpha-
betic codes appear in both files, but they have different meanings. 
For example, CPT® code 23929 Unlisted procedure, shoulder has 
status code C on the PFS, which means it’s a carrier priced code. 
This same code has status indicator T Significant procedure, subject 
to multiple procedure discounting on Addendum B, which means 
it’s a significant procedure that may be subject to multiple proce-
dure reductions when performed with other services. 
Perhaps the biggest difference between professional and facility 
claims is seen when the explanation of benefits (EOB) comes back. 
Each line item submitted on a professional claim gets either a pay-
ment or rejection on the EOB. But there may be lines on a facili-
ty claim that have neither a payment nor a rejection. These codes 
are often packaged into other services. They’re considered pay-
able, but do not get a separate line item payment. The reimburse-
ments for these services are included in the payment for the other 
service(s) into which they are packaged.

Bottom Line
Professional and facility claims are not alike: Codes for the same 
episode of care may not match; the editing rules are similar, but 
not identical; and the EOBs are dramatically different. Amazing-
ly, all of this is appropriate. And, luckily, CMS has extensive re-
sources available on its website to help us navigate through these 
complex processes. 

Edie Hamilton, CPC, CPC-I, has 17 years practical experience in clinical and surgical 
coding, professional and outpatient facility billing, physician education, compliance, 
reimbursement, edits and denials management, and revenue cycle management. She is 
working as a subject matter expert with a team, writing claims editing software at Verisk 
Health, Payment Accuracy Division, and is an adjunct instructor in medical of fice 
administration. Hamilton is a member of the Chapel Hill, North Carolina, local chapter. 

Perhaps the biggest difference between 
professional and facility claims is seen when the 

explanation of benefits (EOB) comes back.



42 Healthcare Business Monthly

■ PRACTICE MAnAGEMEnT

Ph
ot

o b
y i

St
oc

kp
ho

to
©

 ta
m

ee
k

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

By Jean Acevedo, LHRM, CPC, CHC, CENTC

Value-based Payment Modifier:  
Quality vs. Cost
Accurate, complete coding just got more important than ever.

Section 1848(p) of the Affordable Care Act requires the Centers 
for Medicare & Medicaid Services (CMS) to establish a value-
based payment modifier (VBPM) and apply it to certain physi-
cians and physician group practices by January 1, 2015, and to all 
physicians — including solo practitioners — by January 1, 2017. 
The VBPM significantly raises the stakes for physicians to partic-
ipate in and comply with the Physician Quality Reporting Sys-
tem (PQRS) and electronic health record (EHR) meaningful use.

What the VBPM Is and Isn’t
The VBPM is not a two-digit modifier to further explain a CPT® 
or HCPCS Level II code. Rather, it embodies the concept of using 
incentives to modify physician behavior, with the hope that this 
may have a positive impact on both the quality of care provided 
and the costs associated with that care. Physicians who work in a 

Medicare risk adjustment or an accountable care organization en-
vironment are already familiar with these concepts. From a cod-
ing perspective, the VBPM requires sound knowledge and appli-
cation of diagnosis codes.
CMS stated in the 2013 Medicare Physician Fee Schedule (MPFS) 
final rule that the VBPM “has the potential to help transform 
Medicare from a passive payer to an active purchaser of higher 
quality, more efficient, and more effective healthcare by provid-
ing upward payment adjustments under the MPFS to high per-
forming physicians and downward adjustments for low perform-
ing physicians.” By implementing this initiative, CMS seeks to re-
ward high quality care and quality improvements, promote more 
efficient and effective care through the use of evidence-based mea-
sures, and reduce duplication and fragmented care.
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It’s Been a Long Time Coming
If you have been involved in healthcare reimbursement for at least 
a decade, you know the VBPM is something that has been in the 
works for some time. Testifying before the Committee on Ways 
and Means, Subcommittee on Health on September 29, 2005, 
then CMS Administrator Mark B. McClellan, MD, PhD, stat-
ed that CMS believed an important component of delivering high 
quality care is the ability to measure and evaluate quality, and that 
CMS was committed to the development of reporting and pay-
ment systems that will support and reward quality.
That same year, as part of its overall quality improvement efforts, 
CMS launched the Physician Voluntary Reporting Program 
(PVRP). The PVRP initiated the process by which participating 
physicians could report quality data and receive feedback on their 
performance. Missing from this initiative was financial incentive 
for physician reporting. Not surprisingly, PVRP was short-lived.
Next up for physicians in 2005 was the Oncology Demonstration 
Program. CMS established three categories of G codes that physi-
cians were to use to report symptoms of nausea and vomiting, fa-
tigue, and pain associated with chemotherapy. Practices report-
ing data on all three factors qualified for an additional payment of 
$130, per encounter for chemotherapy administration. This dem-
onstration was revised in 2006 and continued for a second year. 
There was one common thread that seemed to run through the 
different attempts to measure quality: efforts and questions re-
garding physician use of EHRs. 
These and some lesser-known demonstration projects may have 
provided real clinical information that physicians could use in 
treating their patients, but analysis and anecdotal evidence sug-
gested that physicians would report on clinical quality measures 
if there was reimbursement to cover the costs of tracking and re-
porting. According to at least one study, the practice administra-
tor primarily made this determination.
In more recent years, CMS has rolled out the e-prescribing, 
PQRS (formerly known as Physician Quality Reporting Initia-
tive (PQRI)), and EHR incentive programs. Physicians who inte-
grated e-prescribing and PQRS into their practices early on were 
rewarded with a combined incentive payment up to 4 percent of 

their total Medicare Part B allowed charges. For some early adopt-
ers, these programs added nicely to practice revenue. For exam-
ple, a five-physician practice was delighted to receive two checks 
for slightly over $70,000 each for successfully reporting in both e-
prescribing and PQRS programs. 

VBPM Imposes a Cost for Failure to Report
The current fee schedule payment method does not offer incen-
tives to physicians who focus on the quality of care, the relative 
value of each service they furnish, the cumulative costs of servic-
es or items they provide and order, or the services their patients re-
ceive from other providers. The VBPM goals are to improve qual-
ity and lower the per capita growth in expenditures — an impor-
tant component in revamping how care and services are paid. To 
avoid any impact on beneficiary cost-sharing, the VBPM will ap-
ply only to MPFS services billed on an assignment basis and not 
to non-assigned claims. 
The VBPM will be implemented in a budget-neutral manner, with 
payments increasing for some physicians but decreasing for oth-
ers. The amount of money available for incentive payments will be 
limited to the amounts adjusted for high cost, low quality care. To 
help ensure data is meaningful, CMS does not include any infor-
mation where fewer than 20 beneficiaries are involved, and from a 
cost perspective the dollars are risk adjusted. This initiative gives 
different weights to physician-directed patient care, versus pa-
tients for whom the doctor may only contribute some care. All of 
this is an attempt to help balance the data between costs a doctor 
can control and those the doctor cannot control.

The VBPM goals are to improve 
quality and lower the per capita 

growth in expenditures — an 
important component in revamping 

how care and services are paid.
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Payment at risk is a negative 4 percent, with potential upward ad-
justment of up to 4.0x (“x” represents the upward payment adjust-
ment factor). The upward adjustment factor will be contingent on 
the total calculated downward adjustment, as this latter element 
will determine the pot of money available for incentive payments 
under VBPM. 
To begin filling that pot, physicians who do not report PQRS in 
2015 are scheduled to incur an automatic 4 percent negative pay-
ment adjustment of all MPFS allowed charges in 2017. Clearly, 
PQRS takes on increasing importance in 2015.

QRURs Tell Where You Stand
To avoid surprising physicians with the impact of the VBPM, 
2013 Quality and Resource Use Reports (QRURs) were made 
available to solo physicians and group practices. These reports 
contain quality and cost performance data for 2013. For physi-
cians in groups of 100 or more physicians, the data in these reports 
will be applied to the physicians’ payments for services paid un-
der the MPFS in 2015.

All physicians should take advantage of the opportunity to review 
the QRURs, which can be accessed at https://portal.cms.gov, using the 
user ID and password for the doctor or practice’s Individuals Au-
thorized Access to the CMS Computer Services account. If need-
ed, physicians can contact the QualityNet Help Desk for assis-
tance at either (866) 288-8912 or via qnetsupport@hcqis.org from 
7 a.m. to 7 p.m. Central Time, Monday - Friday.
Each QRUR contains quality and cost information that will be 
used to determine where a physician, or physician group, falls 
on the “quality vs. cost” continuum. The information has been 
drawn primarily from claims data and information reported via 
PQRS. With that in mind, CMS stated, “We strongly encourage 
physicians to participate in the PQRS program and the EHR In-
centive Program sooner rather than later and to choose to report 
quality of care measures that best reflect their practice and patient 
population.” 

Think About How It Relates to Diagnosis Coding
The QRURs are fascinating to read from a coder’s perspective. 

Think about this measure: How many patients 
received a systemic steroid within seven days 
after being diagnosed with an exacerbation of 
chronic obstructive pulmonary disease (COPD)? 
Now that there is Medicare Part D, CMS can 
easily determine what medications a beneficiary 
has taken. A doctor’s claim starts the clock tick-
ing for the “seven days” noted in this item (date 
of service), and the ICD-9-CM (or ICD-10-CM, 
beginning October 1, 2015) code on the first 
claim submitted tells Medicare when the diagno-
sis of an acute episode of COPD was first made 
(first treatment day). This is one of many similar 
examples found in a QRUR. 
After reviewing the information provided in 
these reports, the need for ICD-10 becomes even 
more evident. Knowing that CMS risk adjusts 
the doctors’ scores emphasizes how critical diag-
nosis coding has become, even in a fee-for-service 
world. QRUR makes it clear that accurate and 
complete coding is more important than ever. 
Be aware that the VBPM payment adjustment is 
separate from the PQRS payment adjustment, as 
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Each QRUR contains quality and cost information that 
will be used to determine where a physician, or physician 

group, falls on the “quality vs. cost” continuum. 

Sources:

www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeedbackProgram/
ValueBasedPaymentModifier.html

Physician fee schedule

CMS-1524-FC

www.medicare.gov/physiciancompare

well as payment adjustments from other Medicare sponsored pro-
grams. These program adjustments are cumulative. Think about 
some of the potential additional penalties: 2 percent for not report-
ing PQRS in 2015, and up to 3 percent for not meeting meaning-
ful use in 2015. A physician’s revenue could conceivably be down 
as much as 9 percent or more in 2017, based on 2015 performance 
year calculations.
Much of this information is being published by CMS to educate 
beneficiaries to compare physicians of the same specialty. Bene-
ficiaries can use the Physician Compare website to find a doctor, 
and soon they’ll have access to some of the quality metrics report-
ed in PQRS and the QRURs. Transparency in government just 
got personal! 

Jean Acevedo, LHRM, CPC, CHC, CENTC, is president and senior consultant of Acevedo 
Consulting, Inc. 
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■	ADDED EDGE

Teach for Fulfillment  
and Additional Income
Everyone benefits when you share your expertise.

By Joe Ascensio

Schools are always looking for great instructors. If you have the 
skills and are “in the know” in your field — whether you are a 

coder, biller, office manager, medical assistant, etc. — teaching 
is a great way to give back to your profession, help students, and 
earn extra money.

Know the Lingo
Just like medical offices, schools often have their own language. 
To present yourself as a capable instructor, you’ll need to know 
key terms. 
If you’re looking for a part-time teaching position, you’d be an ad-
junct instructor. Typically, these are contract positions in which 
you can teach one class (usually called a section) at a time. Some 
schools will allow adjuncts to teach multiple sections of the same 
course, or multiple courses, depending on the teacher’s experience 
and the school’s needs.
If you become an instructor, ask if the assignments have rubrics 
(rules of what is expected for grading purposes). Some schools re-
quire you to have a terminal degree (the highest degree you can get 
in that field) to become an instructor. 
Teaching can occur face-to-face or online. To teach online, you 
need only a few available hours each week, an Internet connection, 
expertise in the subject area, and the technical knowledge to inter-
act with students online. 

Tools to Get Started
To get started teaching, you need a current resume and a cover let-
ter. Make sure to customize the cover letter for each school you ap-
ply to. Regarding your resume: Be sure to highlight training you 
have performed. Especially mention if you created the materials; 
some schools need consultants to build their courses (instruction-
al design). 

For more information on how to grab an employer’s attention with your resume, 
read “The Six Second Resume Review” on page 60.
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Here are a few pointers to follow as you are looking for schools to 
apply to:
•	 Find schools that have created the course content (standard 

curriculum) already. This is important because the 
teaching materials are already created, and you’re paid 
simply to teach ( facilitate) the course. Some schools do 
not pay an additional amount but expect you to create the 
assignments, quizzes, and other materials. This goes for 
both face-to-face and online teaching.

•	 Depending on your availability and preferences, look for 
one of these two options in online teaching.

 à Asynchronous courses: Everything is done at the teacher’s 
and students’ own timetable. There are no times that the 
teachers and students are online at the same time. You 
log in a few times a week, at the time of your choice.

 à Synchronous courses: Either the entire course is done 
online at the same time, like a web conference 
meeting (rare), or for at least one hour 
per week, an online meeting is held 
where the teacher and the students 
have live interaction. Schools will 
teach you how to use the 
tool, but you need to 
be available at specific 
times to interact 
with students. This 
is becoming more 
popular, as it engages 
the students at a 
higher level.

If you apply to several schools 
and are not accepted, don’t worry. 
Keep applying to new schools, and 
try the same ones a few months later. 
The need for instructors changes fre-

quently based on student population and other adjuncts leaving.
If you’re hired as an instructor, you need to provide your tran-
scripts and other employment paperwork. Consider creating a 
Limited Liability Corporation (LLC), and have the school pay 
your LLC, rather than pay you directly. This becomes important 
as you get more teaching jobs.
Final tip: Look for groups on LinkedIn® and websites using the 
terms in this article and the words “higher education” to find 
schools where you might want to teach. Networking is key: Find 
someone else who is an adjunct to help you get started (You can 
reach out to me on LinkedIn®, www.linkedin.com/in/joeascensio).

The Best Teachers Speak with Experience
Students enjoy learning from professionals who work in the field 
where they plan to work. Such hands-on experience provides more 
meaningful educational opportunities; therefore, schools seek 
out healthcare professionals to teach their courses. You may find 

it difficult and discouraging at the start, but keep trying. 
There is nothing like the feeling of reading “thank you” 

notes from students, telling you how much they enjoyed 
learning from you! 

Jose “Joe” Ascensio lives in Kansas City, Missouri, where 
he is a technology coach, consultant, author, and speaker on 
topics related to self-improvement and technology. He has a 
master’s degree in education with an emphasis in adult ed-
ucation. Ascensio holds multiple bachelor’s degrees in com-

puter information systems. His passions in life are family, technology, and 
training.

To teach online, you need only a few available hours each 
week, an Internet connection, expertise in the subject area, 

and the technical knowledge to interact with students online.
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Medicare and Medicaid fraud each pose a huge ex-
pense for taxpayers, amounting to billions of dollars, 
per year. The Anti-kickback Statute (AKS) aims to 
reduce fraud by deterring individuals or entities from 
knowingly or willfully offering a kickback to induce a 
referral for business that would be reimbursable from 
a federal healthcare program. A violation of this stat-
ute is a felony punishable by up to five years imprison-
ment and a fine not to exceed $25,000; however, the 
Office of Inspector General (OIG) has adopted safe 
harbors that allow for specific exceptions to the AKS.

Main Objectives of Safe Harbors
The OIG is proposing new expansions and additions 
to AKS safe harbors. The AKS forbids the exchange 
of anything of value in an attempt to induce the refer-
ral of federal healthcare program business. The rule 
would amend existing safe harbors to the AKS and 
add safe harbors that either provide new protections 
or codify existing statutory protections. OIG also is 
proposing the addition of a gainsharing civil mone-
tary penalty (CMP) provision.
At its core, the AKS “provides criminal penalties for 
individuals or entities that knowingly and willfully 
offer, pay, solicit, or receive remuneration to induce 
or reward the referral of business reimbursable under 
Federal health care programs.” Specifically, the kinds 
of remuneration that the statute pertains to include 
kickbacks, bribes, and rebates, whether made direct-
ly or indirectly, in cash or in kind. As a general prop-
osition, OIG proposes to codify revisions to the defi-
nition of “remuneration” as reflected in the Balanced 
Budget Act of 1997 and the 2010 Patient Protection 
and Affordable Care Act (ACA). 
The AKS applies to a broad range of conduct, and 
OIG realizes there may be certain situations where 
rather innocent actions could lead to criminal penal-

ties. To avoid this, safe harbors exist to 
allow for certain exceptions to the AKS. 
They allow for activities that would 
otherwise be criminal because the con-
duct is, in fact, inducing referrals. The 
main objective of the proposed new 
and modified rules is to “protect ben-
eficial arrangements that enhance 
the efficient and effective delivery of 
health care and promote the best in-
terests of patients, while also protect-
ing the Federal health care programs.”

“ Fraud is a serious 
problem requiring a 
serious response.”

— Daniel R, Levinson,  
Inspector General, HHS

AUDITInG/COMPLIAnCE ■
By Robert Pelaia, Esq., CPC, CPCO, and Drew Krieger, MBA
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OIG Proposes to Expand and Add to 
Anti-kickback Safe Harbors
Although Anti-kickback violation remains a felony, safe 
harbors are proposed to expand exception allowance.
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Safe Harbors

Proposed Safe Harbor for Cost Sharing Waivers
Waivers of Medicare cost sharing can pose a potentially abusive 
and hazardous situation that can constitute remuneration made 
criminal by the AKS. OIG proposes a regulation to codify the stat-
utory exception under the Medicare Prescription Drug, Improve-
ment, and Modernization Act of 2003 (MMA) for cost-sharing 
waivers by pharmacies and for emergency ambulance services.
The proposed safe harbor for Part D cost-sharing waivers by phar-
macies would mandate that:
•	 The waiver reduction is not advertised or part of 

solicitation;
•	 The pharmacy does not typically waive the cost-sharing; 

and
•	 Before waiving the cost, the pharmacy either determines in 

good faith that the beneficiary has financial need or makes 
a reasonable effort to collect the cost-sharing amount.

In situations where an individual earns an income below 150 per-
cent of the poverty line (aka, a “subsidy eligible” individual), only 
the first condition must be satisfied, provided other statutory re-
quirements are also met.
OIG further proposes an additional safe harbor relating to cost-
sharing waivers for emergency ambulance services if the follow-
ing criteria are met:
•	 Ambulance services would require ownership and 

operation by a state, a political subdivision of a state, or 
a federally recognized Indian tribe and be part of the 
Medicare Part B provider or supplier of the emergency 
ambulance service;

•	 The waiver does not constitute the furnishing of free 
services paid for directly or indirectly by a government 
entity and is offered on a uniform basis regardless of 
patient-specific factors; and

•	 The ambulance provider must not later claim the amount 
waived as a bad debt. 
This would not apply to private ambulance provid-
ers or non-profit providers, even if contracted by lo-
cal government.

FQHCs and MA Organizations
Individuals who chose to enroll in a Medicare Ad-
vantage (MA) plan are eligible to receive servic-
es from federally qualified health centers (FQHC) 
that currently have a written agreement with the 
MA plan. OIG proposes to codify the statutory ex-
ception under the MMA permitting remuneration 
between a FQHC and an MA organization. This 
would require a written agreement to specify the 
MA organization pay an amount no less than what 
the plan would pay for similar services.

Free or Discounted Local Transportation
A noteworthy expansion is a proposed safe har-
bor permitting “eligible entities” to provide free or 
discounted local transportation to established pa-
tients who are beneficiaries of federal healthcare 
programs to access medically necessary services.
In past situations where a hospital established a 
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complimentary transportation arrangement to move patients re-
quiring further treatment from physician offices to the hospi-
tal’s campus, each instance could have been considered a viola-
tion of the AKS. These situations may be considered a violation if 
it’s determined the transportation arrangement potentially gen-
erated prohibited remuneration under the AKS. According to the 
OIG, nominal valued arrangements are not prohibited under the 
AKS. The OIG defined the term “nominal value” to mean “no 
more than $10 per item or service, or $50 in the aggregate over the 
course of a year.”
Under the new proposal, established patients are eligible for these 
free or discounted “local” transportation services. This ensures a 
provider would not have the incentive to offer transportation to 
influence provider selection. The legislative intent behind section 
1128A(a)(5) of the ACA aims to prevent the AKS from preclud-
ing the provision of complimentary local transportation of nom-
inal value.
The current proposed safe harbor for local transportation would 
require:
•	 Access to free or discounted local transportation services 

is not determined in a manner reflecting the projected 
volume or value of federal healthcare programs. This 
restricts providers from bundling the provision of 
transportation with services requiring a minimum number 
of trips.

•	 The use of specified luxury services such as limousines, air, 
and ambulance transportation is strictly prohibited. 

•	 Restrictions on the marketing of free and discounted 
transportation services to patients be in place. No 
marketing should occur during the transportation, and 
payment to transportation providers is not based on the 
number of patients transported.

•	 The free and discounted services could be provided: 
•	 Only to an established patient; and
•	 Only within a local area, defined as no further than a 25 

mile distance to and from the facility of the healthcare 
provider or supplier.

•	 The entity bears the costs of the free or discounted 
transportation services and cannot take any actions that 
would transfer the cost to a federal healthcare program, 
other payers, or individuals.

Civil Monetary Penalty Authority
Gainsharing CMPs, pursuant to Section 1128A(b)(1) of the ACA, 
prohibit a hospital or critical access hospital from knowingly pay-
ing a physician to decrease or limit services to Medicare or Med-
icaid beneficiaries. The penalty for this is up to $2,000 for each 
beneficiary. 
From this, OIG recognizes that gainsharing can be a good thing. 
OIG has approved 16 gainsharing arrangements by the way of ad-
visory opinions. Many of the approved gainsharing arrangements 
involved situations that pose few of the normally associated risks. 
Given this, there are still many gray areas within these types of ar-
rangements. OIG has asked for comments on this because it is an 
important issue, without clear parameters. Moving forward, OIG 
wants to create a safeguard that will “prevent hospitals from pay-
ing physicians to discharge patients too soon or take other action 
that inappropriately limits a beneficiary’s care.”
The new and modified proposed rules provide a safeguard for cer-
tain services considered to be of low-risk to federal healthcare pro-
grams, and codify existing statutory language relating to gain-
sharing CMPs. OIG asserts that harsh criminal penalties aimed 
at deterring certain behaviors should have protections for conduct 
that do not pose a high risk to healthcare fraud. Comments on 
these proposed rules were due on December 2, 2014. 

Robert A. Pelaia, Esq., CPC, CPCO, is senior university counsel for health affairs at the 
University of Florida College of Medicine, Jacksonville, Florida. He is certified as a Health-
care Law Specialist by the Florida Bar Board of Legal Specialization and Education, serves 
on AAPC’s Legal Advisory Board, and was a 2009-2011 AAPC National Advisory Board 
member. Pelaia is a member of the Jacksonville River City, Florida, local chapter.

Drew Krieger, MBA, attends Florida Coastal School of Law, where he is now a full-time, 
third-year law student, Juris Doctor Candidate May 2015. After graduation, he plans to re-
main in the Jacksonville area working in the health law field. Krieger is a student member 
of the Jacksonville Bar Association and a staff editor of Florida Coastal Law Review.

The AKS applies to a broad range of conduct, and OIG 
realizes there may be certain situations where rather 

innocent actions could lead to criminal penalties.

AUDITING/COM
PLIANCE

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

Sources:
Testimony of Daniel R. Levinson, U.S. Senate Committee on Finance, March 2, 2011
79 Federal Register 59,717- 59,718 (October 3, 2014)
42 U.S.C. § 1320a-7b(b)
Centers for Medicare & Medicaid Services GD p 53,722 (2011)
HHS OIG Advisory Opinion No. 11-02
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2015 OIG Work Plan:  
Everyone’s at Risk

By Michael D. Miscoe, JD, CPC, CASCC, CUC, CCPC, CPCO

Expanded oversight  
requires action on all fronts.

A key purpose of the Office of Inspector General’s (OIG) annu-
al Work Plan is to report on new and ongoing areas in health-

care thought to be susceptible to fraud, waste, and abuse. This 
year, OIG will continue to examine the appropriateness of Medi-
care and Medicaid payments, adding 11 new areas of review. Ad-
ditional work may include examining the efficiency and effective-
ness of payment policies and practices in inpatient and outpatient 
settings, for prescription drugs, and in managed care. That’s a lot 
to digest, so we’ll concentrate on the areas in the Medicare Part B 
program sighted for review. 

2014 in Review
Seventy-six percent of the OIG’s annual funding in 2014 was ded-
icated toward oversight of Medicare and Medicaid programs. This 
expense netted expected recoveries of over $4.9 billion, which con-
sisted of nearly $834.7 million in audit receivables and approxi-
mately $4.1 billion in investigative receivables. 
OIG also estimated approximately $15.7 billion in savings as a re-
sult of its legislative, regulatory, and administrative actions in pri-
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Work Plan

or periods; and reported exclusions of 4,017 individuals in 2014 
(up from 3,214 in 2013), demonstrating its increasing willingness 
to use its sanction authority. Also in 2014, OIG filed 971 criminal 
actions (960 were filed in 2013) against those alleged to have en-
gaged in healthcare crimes, and 533 civil actions (472 were filed in 
2013), which included false claims or unjust enrichment lawsuits, 
civil monetary penalty settlements, and administrative recoveries 
relative to provider self-disclosure matters.

What Isn’t in This Year’s Plan
While many familiar areas remain as a focus in this year’s work 
plan, the traditional scrutiny of physician evaluation and manage-
ment (E/M) service reporting seems to have slipped from sight. Al-
though an absent area in the work plan, providers should not ex-
pect Medicare program safeguard contractors (PSCs), zone pro-
gram integrity contractors (ZPICs), and recovery audit contrac-
tors (RACs) to ignore E/M reporting as an audit issue. 

Provider-based Freestanding  
and Hospital-based Outpatient Clinics
OIG continues its analysis into the comparative payment amounts 
between provider-based facilities and their freestanding outpa-
tient counterparts. Although there is nothing necessarily onerous 
or problematic with billings from a hospital-based clinic, OIG is 
reviewing payments. This increased scrutiny may identify outli-
ers, which could lead to additional audit analysis.
OIG also continues to analyze use of the new vs. established pa-
tient E/M codes for Medicare outpatient payments made to hos-
pitals for E/M clinic services. According to federal regulations, 
“new” and “established” pertain to whether the patient has been 
seen as a registered inpatient or an outpatient of the hospital (re-
gardless of the provider or department) within the past three years.

Nursing Homes
OIG remains concerned with Medicare providers who bill Part B 
services provided to nursing home residents during stays not paid 
under Part A. The OIG also intends to review whether participat-
ing states have implemented appropriate procedures for long-term 
care facilities to conduct background checks on prospective em-
ployees and providers who have direct access to patients. 

Home Health
OIG is still reviewing home health agency (HHA) compliance 
with various aspects of the home health prospective payment sys-
tem, including the documentation required to support claims paid 
by Medicare. This effort is based on a prior OIG report that found 
one in four HHAs had questionable billing. OIG claims that $1 
billion in improper payments for home health services has been 
identified since 2010. OIG also continues its investigation to de-
termine the extent to which HHAs employ individuals with crim-
inal convictions.

ASC Payment System
OIG continues its evaluation into the issue of whether a payment 
disparity exists between the reimbursement rates for services per-
formed in an ambulatory surgical center (ASC), as compared with 
similar surgical services performed in a hospital outpatient depart-
ment. OIG also is evaluating payment errors associated with mis-
representing place of service (POS) by Part B providers who per-
form surgical services in an ASC.

Ambulance Services
OIG continues evaluating ambulance billings for transports that 
either did not occur or were potentially unnecessary to dialysis fa-
cilities. OIG will review and coordinate its evaluations, audits, in-

vestigations, and compliance 
guidance to ensure compliance 
with Medicare Benefit Policy 
Manual, which requires limit-
ing payment for transport ser-
vices to circumstances when 
using other means of transport 
would endanger the patient’s 
health.

Anesthesia Services
The appropriateness of per-
sonally performed anesthesia 
services continues to be a fo-
cus area, including the appro-
priateness of using modifiers 
AA Anesthesia services person-
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ally performed by an anesthesiologist and QK Medical direction by 
a physician of two, three, or four concurrent anesthesia procedures.

Chiropractic Services
OIG continues its efforts 
to identify improper pay-
ments for what the Centers 
for Medicare & Medicaid 
Services (CMS) defines as 
“maintenance” care. This 
effort traditionally focus-
es on analysis of documen-
tation for compliance with 
the initial and subsequent 
visit documentation guid-
ance contained in the Medi-
care Benefit Policy Manu-
al. Of these requirements, 
compliance with the treat-
ment planning elements is a 
particular focus area.

OIG has an ongoing initiative to identify billing trends suggestive 
of maintenance therapy billing because there is a history of prob-
lems associated with improper payments. OIG cites a recent anal-
ysis that identifies a chiropractor with an alleged 93 percent error 
rate causing inappropriate Medicare payments of approximately 
$700,000. The overpayment allegations in this particular inves-
tigation were based entirely on alleged documentation deficien-
cies. OIG concluded that non-conformance with documentation 
content guidance is an appropriate basis for determining care was 
not medically necessary. 

Laboratory Tests
A new area of focus, OIG announced its intention to use the re-
sults of independent lab reviews to identify clinical laboratories 
that routinely submit improper claims, and to recommend over-
payment recovery. OIG stated that prior audits, investigations, 
and inspections have identified independent clinical laboratories 
at risk for noncompliance with Medicare billing requirements.

While many familiar areas remain 
in focus in this year’s work plan, the 

traditional scrutiny of physician 
evaluation and management (E/M) 

service reporting seems to have 
slipped from sight.
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Ophthalmology Services
OIG continues analyzing Medicare claims data to identify po-
tentially inappropriate and questionable billing for ophthalmolo-
gy service performed during 2012. OIG intends to determine the 
locations and specialties of providers with questionable billing.

Physicians – POS Coding Errors
OIG continues to review physician coding on Medicare Part B 
claims for services performed in ASCs and hospital outpatient de-
partments to determine whether the appropriate POS code was 
used. OIG determined through prior reviews that physicians have 
reported inappropriately a non-facility POS code (e.g., 11 Office) 
for services performed in a facility setting, thereby obtaining high-
er reimbursement than entitled. Non-facility services are paid at 
a higher rate because the physician bears the overhead costs of the 
clinic in which the service was performed. When such services are 
performed in a facility, the facility bears those costs and is sepa-
rately reimbursed accordingly under its facility charges. Physi-
cians who perform services in an ASC or hospital outpatient de-
partment should review billing to identify errors. Where errors are 
found, overpayments must be identified and disclosed.

Physical Therapists
Outpatient physical therapy services provided by independent 
therapists are still under review. Services performed and report-
ed by independent ther-
apists are being analyzed 
for compliance with Medi-
care reimbursement reg-
ulations. OIG will focus 
on independent therapists 
with a high utilization rate 
for outpatient therapy ser-
vices. A recent report for 
the analysis of one clinic 
published on OIG’s web-
site, but not specifically ref-
erenced in the work plan, 
noted an alleged 99 percent 
error rate and an associat-
ed $634,000 in overpay-
ments. Similar to the anal-

ysis in the chiropractic audit, the majority of errors were attribut-
ed to documentation content deficiencies, rather than an analysis 
of whether the care provided was beneficial to the patient under 
the necessity rules published by CMS. 

Portable X-ray Services
OIG intends to continue the review Medicare payments associat-
ed with the transportation and setup of portable X-ray equipment 
it initiated in 2014. Of concern, OIG is focusing on the qualifica-
tions of the technologists who performed the services, and wheth-
er the services were ordered by a medical doctor or doctor of osteo-
pathic medicine. OIG also notes in the work plan that Medicare 
improperly paid portable X-ray suppliers for multiple trips to nurs-
ing facilities and for services ordered by non-physicians.

Sleep Disorder Clinics
Analysis of Medicare payments to physicians, hospital outpatient 
departments, and independent diagnostic testing facilities associ-
ated with sleep testing procedures remains a hot topic. Focusing 
on CPT® 95810 Polysomnography; age 6 years or older, sleep staging 
with 4 or more additional parameters of sleep, attended by a technol-
ogist and 95811 Polysomnography; age 6 years or older, sleep staging 
with 4 or more additional parameters of sleep, with initiation of con-
tinuous positive airway pressure therapy or bilevel ventilation, attend-
ed by a technologist continues, based on prior analysis demonstrat-
ing high utilization of these procedures, costing the Medicare pro-
gram approximately $415 million in 2010.

Make an Effort to Comply
There are a number of other areas in the work plan associated with 
hospital services, DME equipment such as power mobility devic-
es, supplies, and prescription drug benefits for both Medicare and 
Medicaid; however, the efforts detailed above are the ones appli-
cable to outpatient providers. OIG efforts to reduce fraud, abuse, 
and waste are evolving, from historical audit to identify and re-
cover improper payments, to proactive efforts such as identifying:
•	 “Gaps in program safeguards;”
•	 Differentials in payments across care settings; and
•	 Expanding oversight of payment and delivery reform 

“to improve efficiency and quality of care and promote 
program integrity and transparency.” 
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Physicians who perform services in an 
ASC or hospital outpatient department 
should review billing to identify errors. 

Ensure applicable risk areas are well understood in your office. For 
each applicable focus area, be certain to review appropriate CMS 
interpretive guidance, local coverage determinations, and other 
Medicare publications and guidance to ensure providers and staff 
completely understand and comply with CMS expectations, par-
ticularly with respect to documentation. 

Source:  HHS OIG Work Plan for Fiscal Year 2015, https://oig.hhs.gov/reports-and-publications/
workplan/#current

Michael D. Miscoe, JD, CPC, CASCC, CUC, CCPC, CPCO,has a Bachelor of Science degree 
from the United States Military Academy and a juris doctorate degree from Concord Law 
School. He is the president of Practice Masters, Inc., and the founding partner of Miscoe 
Health Law, LLC. Miscoe is a past (2007-2009) and current (2013-2015) member of the 
AAPC National Advisory Board, Legal Advisory Board, and Ethics Committee. He is admit-

ted to the practice of law in California as well as to the bar of the U.S. Supreme Court and the U.S. District 
Courts in the Southern District of California and the Western District of Pennsylvania. Miscoe has over 20 
years of experience in healthcare coding and over 18 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 is-
sues in civil and criminal cases and represents healthcare providers in post-payment audits and HIPAA OCR 
matters. He is a speaker and is published on the national level.
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■	AUDITInG/COMPLIAnCE
By Erica Lindsay, PharmD, MBA, JD

In July 2013, an Indiana jury recompensed a $1.4 million judg-
ment against the country’s largest pharmacy retailer, Wal-
greens, for breaching HIPAA. A Walgreens pharmacist ac-

cessed the medication profile of her spouse’s ex-girlfriend, whom 
the pharmacist suspected gave her spouse a sexually transmitted 
disease (STD). The pharmacist disclosed the customer’s profile to 
her spouse, who sent a message to the woman regarding the STD. 
The customer filed suit against Walgreens, claiming the retailer 
was responsible for the HIPAA infringement through carelessness, 
and directly against the pharmacist for professional malpractice. 

Know Individual Liability Under HIPAA
The HIPAA statute, the HITECH Act, and the HIPAA Privacy 
Rule do not have a specific private right of action. This implies an 
individual cannot use a HIPAA violation as a direct cause of ac-
tion in a privacy lawsuit. The law creates a right to privacy, but not 
a right to sue. Nonetheless, if a HIPAA violation occurs, the viola-
tion can serve as a breach of duty by the healthcare professional in 
negligence, fiduciary duty, and violation of privacy cases. Such ac-
tions can be brought under state laws.
In the STD breach case, the patient asserted that Walgreens ne-
glected to inform and manage the pharmacist, as required under 
HIPAA. The pharmacist was sued for professional malpractice be-
cause she violated HIPAA by not following commonly accepted 
practice for privacy protection. The jury awarded an aggregate of 
$1.8 million: Walgreens was found 80 percent liable, and the phar-
macist was found 20 percent liable.

Diagnosis and Prescription Information Protection
Both the employer and employee have an obligation to protect all 
patients’ medical information, including diagnosis and prescrip-
tion histories. This obligation applies while off duty, as well. Unau-
thorized sharing of protected health information (PHI) is a direct 
violation of HIPAA. Numerous HIPAA violations occur when the 
covered entity’s worker accesses PHI without cause. HIPAA vio-
lations can occur when an employee accesses his or her own medi-
cal information, or the information of a spouse, minor, or relative 
without the patient’s consent. The only time patient consent is not 
required is when PHI is accessed as necessary for treatment, pay-
ment, or operations for patient care.

Prescription Labels May Leak PHI
A violation also can occur if PHI is not properly discarded. Person-
al and medical information printed on vials, bottles, and records 
must be disposed of properly to prevent others from accessing and 
obtaining PHI. Under HIPAA laws, covered entities are not re-
quired to shred PHI, but are given the flexibility to determine the 
best security measures to protect patients’ PHI. 
Prescription labels with PHI on medicine bottles, intravenous 
drugs, liquid oral medications, etc., can be a fertile source of 
HIPAA violations. In a 2009 case, the U.S. Department of Health 
& Human Services (HHS) reached agreement with CVS Phar-
macy, Inc. (CVS), which consented to pay $2.25 million to settle 
potential infringement of the HIPAA Privacy Rule. CVS was ac-
cused of disposing PHI, including demographic, medical, and in-

Part 4: Cases show how 
HIPAA compliance can affect 
pharmacy operations. 
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surance information, into unsecured dumpsters. The settle-
ment obliged CVS to make and execute strategies, methods, 
and preparations to discard PHI, conduct interior monitoring, 
and designate an independent auditor to ensure compliance for 
a three-year period. 

Wrong Medicine, Wrong Patient
A HIPAA violation can also happen when a pharmacist or tech-
nician dispenses the wrong patient medication, consequently 
revealing the medication, directions, and demographic infor-
mation of another patient. If the HIPAA violation unveils an 
exceptionally delicate finding (e.g., HIV, STD, or other com-
municable illnesses), there may be a tort claim for privacy vio-
lation based on the public disclosure of sensitive, private infor-
mation. The patient would need to demonstrate that the pub-
licizing of the PHI would be offensive to a reasonable person, 
that the public didn’t have a right to the information, and per-
sonal damages. 
Some healthcare providers may not understand or appreciate cur-
rent HIPAA laws and regulations; therefore, it’s the responsibili-
ty of the covered entities to stress the imperativeness of consent-
ing to federal HIPAA regulations. Training should not occur once 
during orientation, but should be a constant reminder to employ-
ees. Employers should likewise have an approach for disciplinary 
actions for HIPAA violation. Covered entities can be fined from 
$100 for each violation, up to a sum of to $1.5 million for indistin-
guishable HIPAA infringement per year. 

If a violation or breach affects 500 or more people, covered enti-
ties must inform HHS no later than 60 days after the breach. If a 
breach affects fewer than 500 people, the covered entity may re-
port to HHS on an annual basis, no later than 60 days after the end 
of the year in which the breaches were discovered. 

Erica Lindsay, PharmD, MBA, JD, is chief compliance officer, RX Compliance Solutions, 
LLC. She has worked in healthcare compliance for over 15 years. Lindsay has developed, 
evaluated, and implemented corporate compliance plans for hospitals and clinics. She 
leads the pharmacy consulting team in advising clients through complex pharmacy regu-
lations and guidelines including 340B, Medicare/Medicaid billing, and HIPAA compliance.

Prescription labels with PHI on medicine bottles, 
intravenous drugs, liquid oral medications, etc., 

can be a fertile source of HIPAA violations.
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The  

6 Second Resume Review

By Melba Miles

Resumes are like billboards. A billboard needs to accomplish two 
goals within just a few seconds. First, it has to grab your attention 
so you look at it. Second, it needs to capture your interest long 
enough so you read the entire content, and (ultimately) purchase 
the advertised product or service.
In comparison, the average employer will spend approximately six 
seconds reviewing your resume. Within those six seconds, your 
resume must intrigue the employer enough that he or she realizes 
you are the most qualified person for the position. 
Although you have twice as much time to sell yourself in a resume 
than a business has to sell its product or service on a billboard, the 
task is no less difficult. To improve your odds, experts in the busi-
ness offer much sound advice.

Make the Most of Your Six Seconds
Human resource professionals will tell you that if your resume 
contains noticeable errors, it will be sent to “file 22” (aka the trash 
can) much faster than six seconds. At the top of this list of errors 
are spelling mistakes and typos. Unless you are an extraordinary 

typist and the national spelling bee winner, you — like most peo-
ple, including myself — are bound to make at least a few spelling 
and typing errors.
Your word processing software’s spell check feature can catch most 
spelling and grammatical errors, but it doesn’t correct every error, 
and sometimes it just makes matters worse. For example, if you 
meant to type “their” but typed “there” instead, spell check will 
be of little help. This is why it’s so important to have at least one 
other person proofread your resume. It’s always best for a friend to 
catch an error, rather than a potential employer.
Your name and contact information is the most important infor-
mation on your resume, and should be the largest text. Because 
most potential employers will call during the day, the contact 
number you list should be accessible to you during normal busi-
ness hours.
The next item on your resume is your email address. This is where 
many people make a mistake. Rather than showcasing your ar-
tistic skills through your email account, it’s best to keep it sim-
ple when using an email address for professional correspondence. 

Grab attention and sell yourself in an instant.
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Your email address should consist of your first and last name, or 
some variation thereof. If possible, avoid numbers in your email 
address to avoid age-based discrimination. For example, if your 
email address is jane57@email.com, employers may associate the 
“57” with either your birth year or your age. 
The next section of your resume should list your job experience/
accomplishments. There are three different ways to list your job 
experience:
1. Chronological resume is the most common type of resume 

employers receive (and prefer). This type of resume states 
your job experience in a timeline, listing your current job 
first. 

2. Functional resumes list skills first, and then job titles in 
chronological order. This allows the employer to focus on 
your skills versus when and where you obtained them. There 
are several reasons why you would choose this resume type. 
For instance, perhaps it has been a while since you were last 
employed, or the position that qualifies you for your dream 
job was several years ago.

Resume
To discuss this  
article or topic, go to 
www.aapc.com

… if your email address is jane57@
email.com, employers may 

associate the “57” with either your 
birth year or your age. 

3. Combination resume is a mixture of the two previous-
ly mentioned types. It lists important job-related skills and 
gives employers the chronological job history they typical-
ly desire. 

Remember to include key words from the job description for each 
position to which you apply. When you submit your resume to an 
organization, it scans for key words that specifically state the job 
requirements, which are words found in the job description. For 
example, if the job description states the applicant should be ex-
perienced in Microsoft Office Suite, and you are, be sure to list 
“Microsoft Office Suite” as a skill. This will increase your hir-
ing potential. 

Resources and Tools to Better Your Resume
There are several tools available to assist you with the correct for-
matting of your resume. Microsoft Word offers several resume 
templates that allow you to type your information into prefor-
matted fields and to save the final document as your own. Mi-
crosoft.com, Monster.com, and many others also offer templates 
and resume building tips. As you work to complete your resume, 
keep in mind that it should be no more than one or two pages, 
and printed on white or light pastel resume paper (no rainbows 
or puppies, please). 
Does your resume say all it needs to say in six seconds? It does if it 
is concise, organized, and includes key words that make you shine 
brighter than the other candidates. You only have six seconds to 
change your life: Make every second count! 

Melba Miles specializes in resume writing and job search training. She provides train-
ing to Fortune 100 and Fortune 500 companies, teaches business and management 
classes, and is the academic director of Park University’s Charleston Campus. She is also 
a fee arbitrator with the State Bar Association of Georgia.
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Magna Cum LaudeMagna Cum LaudeMagna Cum Laude

Alison Bierowski, CPC-A
Allaine Oronan, CPC-A
Bharath Podila, COC-A
Brandy Joe Buechner, CPC, CANPC, 
CEMC
Christtinne Tagle Celeste, CPC-A
Erica Toth, CPC-A
Jane VerValin, CPC-A
Jessica Coffman, CPC-A
Katherine Goodwin, CPC-A
Katheryn Pike, CPC-A
Kirsten Satkowiak, CPC
Laura Carter, CPC, CPB
Lindsay Whalen, COC-A
Lisa Lea, CPC-A
Nancy Alterman, CPC-A
Nina Manno, CPC-A
Sioux Lynn Batnag, CPC-A
Sivanesh Johnson, CPC-A
Subha Nagarajan, CPC-A
Timothy Cotter, CPC-A
Tristen Villarino, CPC

CPC®CPCCPC
Adiena Phelps, CPC
Adita S Bheecham, COC
Aimee King, CPC
Alberto Rando Sous, CPC
Alexandra Salazar, CPC, COC
Alexsandra Francis Nedzelskiy, CPC
Alisa McCullough, CPC
Allison M Lopes, CPC
Amanda Daugherty, CPC
Amy Carr, CPC
Anabel Deuschle, CPC
Andrea Rangel, CPC
Andrea Scott, CPC
Angela Moore, CPC
Angela Worthy, CPC
Angele Lovejoy, CPC
Anna Marie Myers, CPC
Annalee Belleza, CPC
Anne C Marrin, CPC
Annette Cuttle, CPC
Annette Landis, CPC
Antonio Borja Estanislao, CPC
Aracely Figueroa, CPC
Asaithambi Dhanapal, CPC, COC
Ashleigh Myers, CPC
Ashley Austin, COC
Ashley Hrenko, CPC
Banu Uppilamani, CPC, COC
Barbara Friez, CPC
Barbara White, CPC
Billie Jo Romero, CPC
Bobbee Rodgers, CPC
Brandi Young, CPC
Brandy Sylvia, CPC-P
Brenda Barrett, CPC
Brenda Moon, CPC
Bridgette Lewis, CPC
Brittany Carden, CPC, COC
Brittany Cochran, CPC
Camillia Hope Townsend, CPC
Caroline Song, CPC
Cathleen S O’Bryan, CPC, COC
Cecilia Edwards, CPC
Charisma Jimenez, CPC
Cheryl C Hall, CPC
Chitti Karuna Devi, CPC, COC
Christan Heiney, CPC
Christina Marie Warner, CPC

Christine Corey, CPC
Christine Reik, CPC
Christine Stark, CPC
Clarissa Freeman, CPC
Claudia Chocano, CPC
Crystal Beach, CPC
Crystal Minnick, CPC
Crystalyn Liv, CPC
Cynthia A Sanford, CPC
Danielle Shields, CPC
Danielle Smith, COC
Danielle Stull, CPC
David Scott Stenklyft, CPC
Dawn Goodman, CPC
Deanna Gambino, CPC
Deanna Smothers, CPC
Deanne D Connelie, CPC
Deborah Jeanne Preece, CPC
Debralyn A Baldonado, CPC
Delia Leia Williams, CPC
Denise Bernat, CPC
Denise Bramy, CPC
Denise Morrison, CPC
Destiny Patterson, CPC
Dianna Voegele, COC
Donna Buss, CPC
Donna Leavitt, CPC
Donyelle Johnson, CPC
Dorothy Keith, CPC
Edith Cardiff, CPC, CPC-P, CPMA
Emily McPhie, CPC
Erin Coolman-Blowers, CPC
Eva Pacheco, CPC
Eva Twohig, CPC
Francine Bailey, CPC, COC
Gail Grabinski, CPC
Gail M Thornley, CPC
Gayla Wykes, CPC
Gina L Nix, CPC
Ginger Herold, CPC
Gp Murali Venkatesh, CPC
Gwendolyn Wanty, CPC
Heather Davis, CPC
Helena Brockie, CPC
Hotmaria Panjaitan, CPC
Irma T’Souvas, CPC
Jackie Kyhl, CPC, COC, CPMA
Jacqueline Gras, CPC
Jacqueline L Lamb, CPC
James Lee, CPC
Jane De La Rosa, COC
Jane W Haupt, CPC
Jayline Crump, CPC
Jayne Swinford, CPC
Jeanelle Payton, CPC
Jeanette L Dominix, CPC
Jemmy Marroquin, CPC
Jen Growney, CPC
Jenese Ekleberry, CPC
Jenessa Morgan, CPC
Jennifer Bratten, CPC
Jennifer Burton, CPC
Jennifer Cipriano, CPC
Jennifer Duke, CPC
Jennifer Hainsworth, CPC
Jennifer Wiersma, CPC
Jessica Hobson, CPC, CPCD
Jessica Rollins, CPC
Joan Bertram, CPC
Jodi M Zulkoski, CPC, COC
Jolen McCully, CPC
Joy Estallo Santos, CPC
Joyce White, CPC
Judy Digiovanni, COC
Julie Ehmann, CPC
Julie Thompson, CPC
Kami Arellano, CPC
Kanika Hodges, CPC
Karen Drost, CPC

Katherine Jo McClanahan, CPC
Kathy Ward, CPC
Katrina Mari Bellamy, CPC
Kellie Rae Roemhildt, CPC
Kevin Kapuschinsky, CPC
Kimberly Hill, CPC
Kimberly Nichols, CPC
Kristen  Robinson, CPC
Kristin La Terza, CPC
Kristy Martin, CPC
Lakema E Browne, CPC
Lana Blackwell, CPC
Lana M Warne, CPC
Lana Stephens, CPC
Lari Mehiel, CPC
Larissa K Kimball, CPC, COC
Larissa Payne, CPC
Laura Dufresne, CPC
Laura Hilston, CPC
Laurie Thompson, CPC, COC
Lilliam Gonzalez, CPC
Linda Gayle Duke, CPC
Linda Nelson, CPC, COC
Linda Ramos, CPC
Lisa Gaines, CPC, CPPM
Lisa Potter, CPC
Liset Estevez, CPC
Lisett Rodriguez, CPC
Lori A Rogers, CPC
Lori Lingo, CPC
Lori McGwire, CPC
Lori Schuckman, CPC
Lorrie Dwana Simon, CPC
Luanne Helmig-Bezely, CPC
Luncino Tonique Rivera, CPC
Maikel Martinez, CPC
Mallikarjun Bandela, CPC, COC
Mamatha Kandula, COC
Margot M Rolfes, CPC
Maria Arellano, CPC
Maria Ruisa Blackburn, CPC
Marjorie Guanzon, COC
Mary Klein, CPC
Mary S Hammond, CPC, COC, CPMA
Mary Snow, CPC
Maureen Dolan, CPC
Meenakshi Nain, CPC, COC
Melanie McKee, CPC
Melanie Strickland, CPC
Mene’ Miller, CPC
Merlaine  Cook, CPC
Michelle Barker, CPC
Mikko Uyeke, CPC, CPC-P
Misty Berkley, CPC
Monika M Moser, CPC
Nanci Storves, COC
Nona Horton, CPC, CCVTC
Olivia Mar, CPC
Paige  Slowik, CPC, COC
Paige York, CPC
Pam Chinander, CPC
Patricia Gomez, CPC
Patricia M Moorehead, CPC
Peggy O’Donnell, CPC
Pilar Bradshaw, CPC
Porta M Chamberlain, CPC
Priscilla Salinas, CPC
Rabyetou Ly, CPC
Rachael Kue, CPC
Rachel  Mason, CPC
Rebecca Pfost, CPC
Rekha Thandhumani, CPC
Robin Boose, CPC
Robyn Nelson-Murray, CPC
Sam Martinez, CPC
Sami Pedracini, CPC
Sangeeta  Karna, CPC
Sara Price, CPC
Shana Williams, CPC

Shandy Deakins, CPC
Shani Lei Jennings, CPC
Shannon Turner-Bell, CPC
Sharida Preyer, CPC
Shauntay Stewart, CPC
Shawna Straub, CPC
Sheela Deenadayalan, CPC
Shelly Ezzell, CPC
Shelly Kay Fish, CPC, COC
Sherry Fussell, CPC
Siu Fan Ava P Goddard, CPC
Sridhar Arumugam, CPC, COC
Stacie Thompson, COC
Stacy Gosnell, CPC
Stephanie Brown, CPC
Stephanie Camping, CPC
Stephanie Nelson, CPC
Susan Click, COC
Susan Marie Raju, CPC
Suzann Kenerly, CPC, CPPM
Suzanne Williams, COC
Svetlana Protsenko, CPC
Sylvia Joyce Wallgren, COC
Tammy Bowdoin, CPC
Tammy Smith, CPC
Tangela Jones-Kelly, CPC
Tania E Chavez, CPC
Tara Tevlin, CPC
Teresa Krysiak, CPC
Teresa Moreno, CPC
Thamaraiselvi Praburam, CPC, COC
Theresa Lee, COC
Tiffany Ball, CPC
Tiffany Joseph, COC
Toni Johns, CPC
Tonya Henderson, CPC
Tresa Boyd, CPC
Trish Keeton, CPC
Tyna Day, CPC
Valerie Viera, COC, CIRCC
Vanitha Vijaybaskaran, CPC
Venkata L Kalidindi, CPC
Veronica Glad, CPC
Veronica Ramos, CPC
Vicki Mahan, COC
Vicky Davis, CPC-P
Vicky Lynn Smoker, CPC
Vonda Johnson, COC, CCC
Wanda Dorsey, CPC
Wendi Johnson, CPC, COC
Wendy Devear Oxendine, CPC
Yolanda C Lyles, CPC
Yolander M Goodwin, CPC, COC, CPMA, 
CEDC, CEMC
Yunior Quesada, CPC
Yurany Naranjo, CPC
Yvonne Wooten, CPC

ApprenticeApprenticeApprentice
Aaron Theien, CPC-A
Aashish Ratna, CPC-A
Abhilasha Kose, CPC-A
Abirami Annamalai, CPC-A
Addie Hathaway, CPC-A
Adeline Posma, COC-A
Aditya Godiyal, CPC-A
Adria Davenport, CPC-A
Adrian Gutierrez, CPC-A
Afshan Manikpethe, CPC-A
Ahmad Hussain Shaik, COC-A
Aimee Ramadan, CPC-A
Aimie Ellen Maston, CPC-A
Aisha Khurshid, CPC-P-A
Aiswariya M, CPC-A
Ajila Rajanmoni, CPC-A
Akash Mohan, CPC-A

Alberta Klikunas, CPC-A
Aleshia Sterland, CPC-A
Aliana David, CPC-A
Alicia Ambroz, CPC-A
Alicia Crouch-Kozlowski, CPC-A
Alicia Dean, CPC-A
Alicia Lopez, CPC-A
Alicia Petitt, CPC-A
Alison Rossington, CPC-A
Alison Shannon, CPC-A
Amanda Bosserman, CPC-A
Amanda Casey, CPC-A
Amanda Gellhaus, CPC-A
Amanda Odom, CPC-A
Amanda Palma, CPC-A
Amanda Van Heusen, CPC-A
Amanda Washburn, CPC-A
Amaravathi Rajesh, CPC-A
Amardeep Nampally, COC-A
Amber Broad, CPC-A
Ambica Jeedi, CPC-A
Amy A Shetler, CPC-A
Amy Christy-Duncan, CPC-A
Amy Cleveland, CPC-A
Amy Larichiuta-Atmore, CPC-A
Amy Nunmaker, CPC-A
Amy Oram, CPC-A
Amy Rosner, CPC-A
Amy Westerhuis, CPC-A
Amy Winslow, CPC-A
Ana Angelica Mitra Aranda, CPC-A
Ana Armstrong, CPC-A
Ana Joy Velante, CPC-A
Ana Laura, CPC-A
Ananthavalli Murugan, CPC-A
Andrea Bertucci, COC-A
Andrea Green Goodloe, CPC-A
Andrea Taylor, CPC-A
Andrew Barnes, CPC-A
Andrew Brown, CPC-A
Andrew Dowdell, CPC-A
Andrew Sudimack, CPC-A
Angel Hatchett, CPC-A
Angel Shantel Delgado, CPC-A
Angela Brabender, CPC-A
Angela Cadwalader, CPC-A
Angela Concepcion, CPC-A
Angela Garcia, CPC-A
Angela Maria Giraldo, CPC-A
Angela Zoe Thomas, CPC-A
Angelica  Borra, CPC-A
Angelica Collins, CPC-A
Anita Flavy Dsilva, CPC-P-A
Anita Leona Grant, CPC-A
Anjali Sathe, COC-A
Anjaneyulu Kethuri, COC-A
Ann Fusco, CPC-A
Ann Stone, CPC-A
Anna Kaminska, CPC-A
Anne Micah Sarmiento, CPC-A
Anne Slingsby, COC-A
Annette Gosey, CPC-A
Annette Smith, CPC-A
Anupriya Murthy, CPC-A
Anuradha Chakraborty, CPC-A
Anuradha Krishnan, CPC-A
Anuradha P, CPC-A
Anusha Pamidi, CPC-A
Anusha Vemula, COC-A
Anveer Ananthakrishnan, CPC-A
April Backe, CPC-A
April Gentry, CPC-A
April Pikul, CPC-A
April Turtscher, CPC-A
Arava Victoria Rani Anthony, COC-A
Ariel Johnson, CPC-A
Artemio Bilog Castillejos Jr, CPC-A
Aruna Malothu, COC-A
AshleyRenee Ranew, CPC-A
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Asiya Sharif, CPC-P-A
Athena Frankl, CPC-A
Atif Salim, CPC-P-A
Audrey R Alley, CPC-A
Audriene Ehlers, CPC-A
Autumn Nicole Jones, CPC-A
Autumn Williams, CPC-A
Avudaiammal Subramanian, CPC-A
B. Himaja, CPC-A
B. Vidya, CPC-A
Banupriya  Natesan, CPC-A
Barbara (Betsy) Tank, CPC-A
Barbara Gagnon, CPC-A
Barbara MacIntyre, CPC-A
Barbara Mayhood, CPC-A
Barbara Metallo, COC-A
Barbara Smith, CPC-A
Beatrice Hanks, CPC-A
Belkis Ortega, CPC-A
Beverley Alberson, CPC-A
Beverly Talbert, CPC-A
Bhanumathi Mariappan, COC-A
Bhavana Trivedi, CPC-A
Bibhu Lenaka, CPC-A
Birru Naveen, CPC-A
Bonnie Beams, CPC-A
Bonnie Killian, CPC-A
Bonnie Rosenfield, COC-A
Boon Kee Leo-Hampton, CPC-A
Brandi Fogle, CPC-A
Brandi Stevens, CPC-A
Brandon Pierce, CPC-A
Brenda Bates, COC-A
Brenda Koos, CPC-A
Brenda Parks, CPC-A
Brenda Ray, CPC-A
Brent Davis, CPC-A
Brianna Lee Plencner, CPC-A
Brittany Dragoone, CPC-A
Brittany Faye Hall, CPC-A
Brittany Rogers, CPC-A
Brittany Wojciak, CPC-A
Brittney Sass, CPC-A
Brittni Jane Ferrell, CPC-A
Bryan Roots Gicana Guevarra, CPC-A
Bryant Williams, CPC-A
Butter Pradeep Kumar, CPC-A
Byravi Rajendran, CPC-A
Cadie Richey, CPC-A
Capri Chantal Ritch, CPC-A
Carla Bryan, CPC-A
Carlo Michael Paborian Alcantara, 
CPC-A
Carmen Ponce, CPC-A
Carmen Tellez, CPC-A
Carol Reinhardt, CPC-A
Carolyn Jirsa, CPC-A
Carolyn Long, CPC-A
Carolyn Rood, COC-A
Carrie Vandervelde, CPC-A
Cary-Ann Morrill, CPC-A
Cassandra Sweeney, CPC-A
Cassandra Walker, CPC-A
Catharine Bogue, CPC-A
Catherine M. Foster, COC-A
Catherine Melissa Farcas, CPC-A
Cathy Keller-Edmands, CPC-A
Chaitanya Balasa, CPC-A
Chandra Sekhar, CPC-A
Chandru Vilvanathan, CPC-A
Chantelle Bennett, CPC-A
Charise Rich, CPC-A
Charlene Wiley, CPC-A
Charleson Abraham, CPC-A
Charlotte Alms, CPC-A
Cheekati Vinaykumar, COC-A
Chelle Paddy, CPC-A
Cherrice R Hosey, CPC-A
Cheryl Ritter, CPC-A

Cheryl Tribley, CPC-A
Cheryll Easy-James, CPC-A
Chester Bestudio Cerdan, CPC-A
Chris Bates, CPC-A
Chris Lopez, COC-A
Chris Wilcox, CPC-A
Christie Rooks, CPC-A
Christin Litchfield, CPC-A
Christina C Kain-Oshel, CPC-A
Christina Clark, CPC-A
Christina Workman, CPC-A
Christine Goetzinger, CPC-A
Christine Harbour, CPC-A
Christine Lovino Academia, CPC-A
Christine Medrano, CPC-A
Christine Norton, CPC-A
Christopher DePorter, CPC-A
Christopher Taylor, CPC-A
Christy Hill, CPC-A
Cindi Williams, CPC-A
Cindy D Hartman, CPC-A
Clarissa Brooks, CPC-A
Clay Martin, CPC-A
Collette Maraqa, CPC-A
Connie Berryman, CPC-A
Corrine Chuha, CPC-A
Cortney Ridley, CPC-A
Crystal Couch, CPC-A
Crystal Scott, CPC-A
Cyndi Casey, CPC-A
Cynthia (Loree) Simmons, CPC-A
Cynthia Bender, COC-A
Cynthia C Ochoa, CPC-A
Cynthia Ferrell, CPC-A
Cynthia Jarman, CPC-A
Cynthia L Monroe, CPC-A
Cynthia Mancill, COC-A
Damon Lane, CPC-A
Daniel Raj Eswarachandran, CPC-A
Danielle Aholi, CPC-A
Danielle Black, CPC-A
Danielle E Reid, CPC-A
Danyell Duermeyer, CPC-A
Darshana Chandrakant Mane, CPC-A
Dauna Shoulders, CPC-A
Dawn Meyferth, CPC-A
Dawn Rivers, CPC-A
Dawnna Moser, CPC-A
Debbie Barber, CPC-P-A
Debbie Roberts-Felix, COC-A
Deborah Anne Oehrle, CPC-A
Deborah Bland-Hafidouni, CPC-A
Deborah D Raynes, CPC-A
Deborah JS Elliott, CPC-A
Deborah Lloyd, CPC-A
Deborah Owens, CPC-A
Debra O’Bryan-Zurita, CPC-A
Debra Payne, CPC-A
Debra West, CPC-A
Deepa Ganesan, COC-A
Deepika Ragunathan, CPC-A
Deepti Sadupalli, CPC-A
Deirdre Butler, CPC-A
Delaila Lawson, CPC-A
Delicia Rodger, CPC-P-A
Dena Davis, CPC-P-A
Denise M Denison, CPC-A
Deor Anne Mayor Duran, CPC-A
Desirae D Unternahrer, CPC-A
Destiny Baughman, CPC-A
Devon Gronholm, CPC-A
Dhrupal Rathod, CPC-A
Diana Dorfman, CPC-A
Diana J Greff, CPC-A
Diane L Wolf, CPC-A
Diane Strickland, CPC-A
Dilip Naga Krishna Mortha, CPC-A
Dipti Warrier, CPC-A
Dixie Kapayou, CPC-A

Doreen Bustamante, CPC-A
Doris Torres, CPC-A
Doudle Carmela S Magcalas, 
CPC-P-A
Douglas Mouton, CPC-A
Dr. Nandini Kesha, CPC-A
Dr. Syed Muhammad Akber, CPC-P-A
Duana Gayle, CPC-A
Dulam Sathyanarayana, CPC-A
Dunna Varaha Siva Prasad, CPC-A
Durgadevi Ravichandran, CPC-A
Egga May Navarrette Collado, CPC-A
Elayaraja Rajendiren, CPC-A
Elizabeth Castellano, CPC-A
Elizabeth Morgan, CPC-A
Erick Bernal, CPC-A
Erika Martinez, CPC-A
Erin Robinson, CPC-A
Evelyn Y Masuda, CPC-A
Fei Ye, CPC-A
Filiberto Alejandro Donald Perez, 
CPC-A
Fola Dare, CPC-A, COC-A
Frances Newell, CPC-A
Gabriel Fortunato Tolentino, CPC-A
Gayathri Puranik, CPC-A
Genia Lenz, COC-A
Georgina Whigham, CPC-A
Geraldine Aquino Magboo, CPC-A
Gigisha George, CPC-A
Gilda Crystal, CPC-A
Gizelle Jean Arzadon, CPC-A
Gladiz Loren Sembrano, CPC-A
Gnana Soundari Soundara Rajan, 
CPC-A
Gowthami Gowthaman, CPC-A
Gunasekaran Arumugam, CPC-A
H. AKHIL Abhinay Kumar, CPC-A
Hailey Thompson, CPC-A
Harika Chilukuri, CPC-A
Harjit Bhumber, CPC-A, COSC
Harshal Mahajan, CPC-A
Hasan Ali Al-Haideri, CPC-P-A
Hatem Maroof Abueida, CPC-P-A
Haya Ali Shamlan, CPC-P-A
Heather Muir, CPC-A
Heather Sherrill, CPC-A
Heidi Macarelli, CPC-A
Helen N Shiver, CPC-A
Hemamalini Alex, CPC-A
Holli M Osborn, CPC-A
Holly Matus, CPC-A
Holly Polasky, CPC-A
Honey Ferguson, CPC-A
Ibelice Young, CPC-A
Ibraheem Guduru, CPC-A
Idalvis de la Noval, CPC-A
Isaiyas  Arulappan, CPC-A
Ishika Sarkar, CPC-A
Isidra Rueda, CPC-A
Ivy Banner, CPC-A
Jackie Everett, CPC-A
Jaclyn Convery, CPC-A
Jade Saliendra Reyes, CPC-A
Jaeden Pickens, CPC-A
Jamie Trun, CPC-A
Jamila Joseph-St. Bernard, CPC-A
Jamilabanu Rahamathulla, CPC-A
Jan Erik Santos, CPC-A
Jan Jethro Pelle Chua, CPC-A
Jana Chavez, CPC-A
Jana Elliott, CPC-A
Jancy Jose, CPC-A
Jane Gitto, CPC-A
Jane Wakamatsu, CPC-A
Janet Baker, CPC-A
Janet P Thornton, CPC-A
Janhavi Patil, CPC-A
Janice Love, CPC-A

Janyavula Venkata Sai Tej, CPC-A
Jasper Jerome Batica Jiongco, CPC-A
Javier Suarez, CPC-A
Jaya P, CPC-A
Jayanthi Somasi, CPC-A
Jean Gainey, CPC-A
Jean Greer, CPC-A
Jeanine Hughes, CPC-A
Jeeva Ammasai, CPC-A
Jeevan Bhushan Kotagiri, COC-A
Jeevitha Eswari, CPC-A
Jenifer Brincken, CPC-A
Jennifer Beecher, CPC-A
Jennifer Bomar, CPC-A
Jennifer Boykin, CPC-A
Jennifer Bradley, CPC-A
Jennifer Crow, CPC-A
Jennifer Evangelista, CPC-A
Jennifer Fields, CPC-A
Jennifer Gail Hannum, CPC-A
Jennifer Galiczynski, COC-A
Jennifer Katta, CPC-A
Jennifer Lanyon, CPC-A
Jennifer Michel, CPC-A
Jennifer O’Hay, CPC-A
Jennifer Sipes, CPC-A
Jennifer Soriano Fernandez, CPC-A
Jennifer Thompson, CPC-A
Jennifer Young, COC-A
Jessica Cooley, CPC-A
Jessica DelMoral, CPC-A
Jessica Dominick, CPC-A
Jessica Graves, CPC-A
Jessica Gutshall, CPC-A
Jessica Harrison, CPC-A
Jessica Rogers, CPC-A
Jeyanthi Paulraj, CPC-A
Jill Anderson, CPC-A
Jill Perkins, CPC-A
Jince George, CPC-A
Jinu Tony, CPC-A
Jitendra kumar Mishra, CPC-A
Joanna Lowry, CPC-A
Jody Rivera, CPC-A
Johanna Caballes, CPC-A
John Campbell, CPC-A
John Daryl Aquino Mañago, CPC-A
John Kevin Royena Concepcion, 
CPC-P-A
Jonathan Holland, CPC-A
Joseph Diniz, CPC-A
Josephine Duazo Mananes, CPC-A
Joshua Samuel, COC-A
Jothini  Rajan, CPC-A
Jovina Arabe, CPC-A
Joy B Clifton, CPC-A
Joy Wallin, CPC-A
Juan Granizo, CPC-A
Juanita Scallions, CPC-A
Juhi Engineer, CPC-A
Julie Bereman, CPC-A
Julie Graham, CPC-A
Julie Stroud, CPC-A
Julie Townsend, CPC-A
Junalyn Mellomida Reveche, CPC-A
Jung Shin, CPC-A
Juvilyn Cambe Tan, CPC-P-A
Jyothi Sree Madhiraju, CPC-A
K. Nagendra Kumar, CPC-A
K. Sanjay Kumar, CPC-A
K. Yamini Pragnya, CPC-A
Kala Baxter, CPC-A
Kaley Schnitker, CPC-A
Karen Allen, CPC-A
Karen Baker, CPC-A
Karen Dellarosa, CPC-A
Karen LaFollette, CPC-A
Karen Ricci, CPC-A
Karen Weintraub, CPC-A

Karen Willis, CPC-A
Kari D Rodes, CPC-A
Karissa Barcelona, CPC-A
Karissa Merica, CPC-A
Karthikeyan Ramarao, CPC-A
Katherine Deathrage, CPC-A
Katherine Gerringer, CPC-A
Kathleen Allen, CPC-A
Kathleen Killilea, CPC-A
Kathleen Kreider, CPC-A
Kathryn Florez, CPC-A
Kathryn Taylor, CPC-A
Kathy  Miller, CPC-A
Kathy M Krape, CPC-A
Katie McGill, COC-A
Kayla Howard, CPC-A
Keenan Lyn Varchetto, CPC-A
Keerthana Mittaveedi, COC-A
Keerthi Madeti, CPC-A
Kelci Wilson, CPC-A
Kelly Corbett, CPC-A
Kelly Orthmann, CPC-A
Kelly Thompson, CPC-A
Kelsey Combs, CPC-A
Kendra Chandler, CPC-A
Keren Olivares, COC-A
Kevin Strang, CPC-A
Khaleelullah Siddiqui Mohammed, 
COC-A
Khargbir Singh, CPC-A
Khurram Ahmed, CPC-P-A
Kim Cifone, COC-A
Kim McCabe, CPC-A
Kim S Wisnom, CPC-A
Kimberly Bullinger, CPC-A
Kimberly Oates, CPC-A
Kimothy Williams, CPC-A
Kolumula Phanindhar Reddy, CPC-A
Komali Devi Reddybattula, CPC-A
Krishna Kumar Gampala, COC-A
Krishnapriya Janardhanan, CPC-A
Kristen Webb, CPC-A
Kristie O’Quinn, CPC-A
Kristine E Miner, CPC-A
Kristine Madole, CPC-A
Kristine Marie Buenafe Aureus, 
CPC-A
Kristy Gutierrez, COC-A
Krupa Dhruve, CPC-A
Krysia Erica Dagdag Chan, CPC-A
Laarni Zalameda, CPC-A
Lakshmi Madhuri G, CPC-A
Lakshmiteja Kodali, COC-A
Lalisha Ummar, CPC-A
Laniesa Garcia, CPC-A
Laresa Evans, CPC-A
Larry Vandergriff, CPC-A
LaTara Hill, COC-A
Latha  Janagiraman, CPC-A
Lathamangeshkar G, CPC-A
Laura  Tuccitto, CPC-A
Lauren Alphson, CPC-A
Lauren Laing, CPC-A
Lauren Sawaya, CPC-A
Laxmikant Pai, CPC-A
Le Uyen Nguyen, CPC-A
Leah Dillard, CPC-A
Leah K Browne, CPC-A
Leanne Pussehl, CPC-A
Leigha Grumbley, CPC-A
Lejeesh Kurian, CPC-A
Lemuel Jr. Quinto Torsiende, CPC-A
Lendee Whitaker, CPC-A
Lilibet Zamora Cabezas, CPC-A
Lily Magan, CPC-A
Linda Jackson, COC-A
Linda Pinchiaroli, COC-A
Linda Tonyes, CPC-A
Lindsay Burch, CPC-A
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Lisa Brown, CPC-A
Lisa Conner, CPC-A
Lisa Ericson, CPC-A
Lisa Jaynes, CPC-A
Lisa Matteoli, CPC-A
Lisa Sellers, CPC-A
Lisa Smead, CPC-A
Lisa Swisher, CPC-A
Lisney Rodriguez Sanchez, CPC-A
Lizbeth Werner, CPC-A
Lorain Ross, CPC-A
Loralie Yee, CPC-A
Lori  Heinrich, CPC-A
Lori Carson, CPC-A
Lori Coleman, CPC-A
Lori Drawbaugh, CPC-A
Louise Couillard-Ziperman, CPC-A
Luanne F Reynolds, CPC-A
Lucinda Cuevas, CPC-A
Lucy Guevara, CPC-A
Luis  Cervantes, CPC-A
Luke Dickinson, COC-A
Lynnette Silvrants, CPC-A
Ma Richelle Tan, CPC-A
Mabel Silvestre, CPC-A
Madhumurali Lingala, COC-A
Maggie Woods, CPC-A
Mahesh Mode, COC-A
Mallikarjuna Barika, COC-A
Manjusha Pinninti, CPC-A
Manu Rishi Pattanath Radhakrishnan, 
CPC-A
Marcie Burba-Boblitt, CPC-A
Marco Antonio Pamor Dela Pena, CPC-A
Marcus Albert Sanchez, CPC-A
Margaret Bregger, COC-A
Margaret Dara, CPC-A
Margaret Emma Matteoli, CPC-A
Marguerite Haviland, CPC-A
Maria Carmela Elento Ordoñez, CPC-A
Maria Cecilia Castillo, CPC-A
Maria Christina Baradi, CPC-A
Maria Gomez, COC-A
Maria Penaredondo, CPC-A
Mariana Davila, CPC-A
Marianna Kalytovska, CPC-A
Maricris Zapata, CPC-A
Marie Seffron, CPC-A
Mariely Colon, CPC-A
Marifrane Esguerra, COC-A
Marisol De La Cruz, CPC-A
Marissa  King, CPC-A
Markesha Kennedy, CPC-A
Martin Ezekiel Mista Mapanao, CPC-A
Mary Bramande, CPC-A
Mary Grace Anne Mojica Vicedo, CPC-A
Mary Jackson, CPC-A
Mary Jo Reid, CPC-A
Mary Louise Espersen, CPC-A
Mary Madhuri Muppidi, CPC-A
Mary Mercelin John, CPC-A
Mary Pratt, CPC-A
Mary Senner, CPC-A
Maryann Kielbasa, CPC-A, COC-A
Matilde Perez Chon, CPC-A
Matt Arnett, CPC-A
Matthew LaMonaca, CPC-A
Maxette Arney, CPC-A
Maylyn Dassun, CPC-A
Meah Chloe Vitto Siena, CPC-A
Meena Dharmaraj, CPC-A
Megan Moore, CPC-A
Megan Pillman, CPC-A
Meghan Forward, CPC-A
Melanie Railling, CPC-A
Melissa  Smith, CPC-A
Melissa England, COC-A
Melissa Gall, CPC-A
Melissa Hills, CPC-A

Melissa Sue Poock, CPC-A
Melyssa Fuhlbrugge, CPC-A
Mercedes Horne, COC-A
Mertlyn Bardowell, CPC-A
Mia Harris, CPC-A
Mica Nousi, CPC-A
Micah Faith Abad Casaclang, CPC-A
Michael C Sunders, CPC-A
Michael Cerbo, CPC-A
Michael Croll, CPC-A
Michael David DeBellis, CPC-A
Michele Fink, CPC-A
Michele Ladd, CPC-A
Michelle Alter, CPC-A
Michelle Ament, COC-A
Michelle Carroll, CPC-A
Michelle Chui, CPC-A
Michelle Fehlman, CPC-A
Michelle Kemak, CPC-A
Michelle Margaret Valdez, CPC-A
Michelle Petrillo, CPC-A
Michelle Ramirez, CPC-A
Michelle Schmidt, CPC-A
Mihyun Shue, CPC-A
Mike Ashton, CPC-A
Mikelya DeSaussure, CPC-A
Minakshi Panigrahi, COC-A
Mireille Burgess, CPC-A
Mitha V M, CPC-A
Mohammad Imtiyaz, CPC-P-A
Mohammed Javed, CPC-A
Mohammed Saijal K, CPC-A
Mohammed Salim Sithara, COC-A
Mohammed Yousuf, COC-A
Moin Uddin Jamil, CPC-P-A
Monica Mulato, CPC-A
Monica T Dorca, CPC-A
Monireia Hobson, CPC-A
Mridula Pavani Ganti, CPC-A
Munira Ladha, CPC-A
Myka Jens, CPC-A
Myrna Chenault, CPC-A
Nadeje Nassar, CPC-A
Nadia Mohammad Samad, CPC-P-A
Nagalakshmi Rayi, COC-A
Namrata Mishra, CPC-A
Nancy Hitchcock, CPC-A
Nancy Smith, CPC-A
Nancy Wright, CPC-A
Nandini Reddy Patlolla, COC-A
Nandini Swaminathan, CPC-A
Nannette Parkinson, CPC-A
Naresh Dussa, CPC-A
Natasha Nelson, CPC-A
Navaneethakrishnan Neelamegam, 
COC-A
Naveen Kumar Reddy, CPC-A
Navya K, CPC-A
Neeta Patel, CPC-A
Neethu Varapetil Kurian, CPC-A
Nehal Mabrouk Abdel Maksoud, CPC-P-A
Nichole J Roberts, CPC-A
Nichole Swango, CPC-A
Nicole Carlson, CPC-A
Nicole M Blanchard, CPC-A
Nicole M Spoon, CPC-A
Nikhil Ramteke, CPC-A
Nilda Erni Bautista, CPC-A
Nilima Kolambkar, CPC-A
Nino Dave Cornelio Bonsato, CPC-A
Nisha Korah, CPC-A
Nydia G Robles, CPC-A
October Bedier, CPC-A
P. Vani, CPC-A
Padmalatha Allu, CPC-A
Paige Fulton, CPC-A
Pak-Hun Chan, CPC-A
Pamela Blackmon, CPC-A
Panneru Naick Bhukya, CPC-A

Paramita Pal, CPC-A
Pasham Nagajyothi, CPC-A
Patricia Adams, CPC-A
Patricia Leja, CPC-A
Paul Lawrence Ramos Cablao, CPC-A
Paula Duren, CPC-A
Penny Miller, CPC-A
Penumuri Srinivasa Rao, CPC-A
Phil Sinson, CPC-P-A
Phyllis Giosa, CPC-A
Potla siva krishna Prasad, CPC-A
Prashanth Eleminety, COC-A
Prathap Reddy Y, CPC-A
Prathiba Gangapur, CPC-A
Prathyusha Nelabhotla, CPC-A
Pravallika Mulagani, CPC-A
Pravallika Vadlamudi, CPC-A
Praveen Kumar Pawar, COC-A
Priya Varadhan, CPC-A
Prudviraj Nanneboina, COC-A
Rachael Taggart, CPC-A
Racheal Behm, CPC-A
Rachel Gaba, CPC-A
Rachel Saunders, CPC-A
Rahul D Tambe, CPC-A
Rahul Marotrao Waware, CPC-A
Rajalakshmi Radhakrishnan, CPC-A
Rajesh A, CPC-A
Rajesh Kumar Rajamani, CPC-A
Rajesh Patil, CPC-A
Rajesh Sambandam, CPC-A
Rakesh Kumar Mateti, CPC-A
Ram Saran M A, CPC-A
Ramela DeGuzman, CPC-A
Ramesh Katkuri, COC-A
Ramesh Kumar Karunanithy, CPC-A
Randi Larson, CPC-A
Raneta Brown, CPC-A
Rani Jayalakshmy, CPC-P-A
Rani M, CPC-A
Ranjith Nerella, COC-A
Rasha Adel Al-Atrash, CPC-P-A
Raveena Pinto, CPC-A
Raven Cantrell, CPC-A
Reba Claire Castillo Lagadon, CPC-A
Rebecca Luethke, CPC-A
Rebecca Prestridge, CPC-A
Rebekah Burningham, CPC-A
Rebekah Harris, CPC-A
Recsie Lagman, CPC-A
Reema Binoy, CPC-A
Regina Zamora, CPC-A
Rekha Sunil, CPC-A
Remseena P A Sudeesh, CPC-A
Remya Raju, CPC-A
Renalie Arellano, CPC-A
Rene Estevez, CPC-A
Renee F Grandin, CPC-A
Renee Frankosky, CPC-A
Renee Stoller, CPC-A
Reshanda Oldham, CPC-A
Ricardo Clark, CPC-A
Richard Fitzgerald, CPC-A
Rimanda Stender, CPC-A
Ripan Molla, COC-A
Ritesh Kumar, CPC-A
Rituraj Pandit, CPC-A
Ro-Anne Dawis Gabriel, CPC-A
Robert Fechner, CPC-A
Robyn Marie Curtin, CPC-A, COC-A
Rocquel Graves, CPC-A
Romulo Rafael Maningding Jr., CPC-A
Roopali Rahul Indalkar, CPC-A
Rosemelyn Reboroso Orata, CPC-A
Ruchi Tomer, CPC-A
Rupendra Marappagari, CPC-A
Rylee Sommer, CPC-A
Safa P.M., CPC-A
Sagar Reddy Peddareddygari, CPC-A

Sahadeva Reddy Yarnagu, COC-A
Sahar Elradi El Agab, CPC-P-A
Saideep Reddy Eirupaka, COC-A
Saivaishnavi Manimaran, COC-A
Sally Ross, CPC-A
Samina Ibrar, CPC-A
Samrudhi Mohandas, CPC-A
Sanchita Baroniya, CPC-A
Sandeep Jha, CPC-A
Sandeep Kumar Kolluri, COC-A
Sandhya Dhandapani, CPC-A
Sandhya Manoharan, CPC-A
Sandhya Raj, CPC-A
Sandra Parker, CPC-A
Sandra Schenk, CPC-A
Sandy Furber, CPC-A
Sandy Owen, CPC-A
Sangeetha Munuswamy, CPC-A
Sara Marie Dorszynski, CPC-A
Sara Mohamed El Naggar, CPC-P-A
Sara Rogers, CPC-A
Sara Sneed, CPC-A
Sarada Priyadarshini Addala, CPC-A
Sarah A Entze, CPC-A
Sarah Crawford, CPC-A
Sarah Wray, CPC-A
Saranya  Dhanaraj, CPC-A
Sarvani Chilukoti, CPC-A
Sateesh Rayapati, CPC-A
Sathish Jayaraman, CPC-A
Sathishkumar Muniyandi, CPC-A
Sathyapal Reddy, COC-A
Satish Dabbeta, COC-A
Satish Kumar Goud Chigurupally, COC-A
Seanae Carroll, CPC-A
Serena Kailiuli, CPC-A
Seth Cardew, CPC-A
Severino Jones, CPC-A
Shaily N, CPC-A
Shaima Nabeel, CPC-A
Shakeel Abbas, CPC-P-A
Shakena Strong, CPC-A
Shamna Kodithodi Ammi, CPC-A
Shannon Kennedy, CPC-A
Shannon Martel, CPC-A
Shara Bah, CPC-A
Sharon Moore, CPC-A
Sharon Payne, CPC-A
Sharon Schultz, CPC-A, COC-A
Sharon Wiertelak, CPC-A
Shatabdi Das mohapatra, CPC-A
Shawna Haynes, CPC-A
Sheeba Meesala, CPC-A
Sheena Rock, CPC-A
Sheetal Thokale, CPC-A
Shekar Bukka, COC-A
Shelley Reed, COC-A
Sheri Delewski, CPC-A
Sherri Spade, CPC-A
Sherrie Ratterree, CPC-A
Sherry Behrends, CPC-A
Sherry McCoy, CPC-A
Sheryl Yohn, CPC-A
Shilpa TB, CPC-A
Shilpi Rani, CPC-A
Shirley A. Garst, CPC-A
Shoban C Vasudevan, CPC-A
Shravankumar Rayudu, CPC-A
Silvia Canary, CPC-A
Sin Wan Chau, CPC-A
Sinu Mary Varghese, CPC-A
Sivareddy Umma, CPC-A
Somsuvra Biswas, CPC-A
Son Nguyen, COC-A
Sonya VanDongen, CPC-A
Sopit Seifert, CPC-A
Soraya Pereira, CPC-A
Soumiya Xavier, CPC-A
Sravankumar Joshi, COC-A

Sreeashwini Dharanipathy, CPC-A
Sreeja Dasan, CPC-A
Sridhar Gandham, COC-A
Sridhar M.R., CPC-A
Srikanth Siluveri, CPC-A
Srinivas Alugottu, COC-A
Srinivas Jillela, COC-A
Srinivas Pittala, COC-A
Srinivas Vinukonda, COC-A
Srinivasa Reddy, CPC-A
Sripriyanka Kummari, CPC-A
Srujan Kukkadapu, CPC-A
Stacey Cinnamon, CPC-A
Stacey Michelle Denning, CPC-A
Stacy Claude, CPC-A
Stacy Cochran, COC-A
Stacy McMullen, CPC-A
Stephanie Bowen, COC-A
Stephanie Clowers, CPC-A
Stephanie Jablonski, CPC-A
Steven E Crocker, CPC-A
Steven Pearson, CPC-A
Sucharitha Mekala, CPC-A
Sudarsan Kumar Kalimela, COC-A
SueAnn Schreiner, CPC-A
Sughashini Periasamy, CPC-A
Suheir El Huni, CPC-A
Sumathi Pocham Reddy, CPC-A
Summer C Long, CPC-A
Suneetha Kumari Gundlapalli, COC-A
Sung Par, CPC-A
Sunni Borghi, CPC-A
Sunny Joseph, CPC-A
Sunshine Brenelyn Arcelona Sim, CPC-A
Supriya Nuthalapati, COC-A
Surya Devi Satheesh Kumar, CPC-A
Susan Erwin, CPC-A
Susan Fitzpatrick, CPC-A
Susan Fraser, CPC-A
Susan Morin, CPC-A
Susan R Nolte, COC-A
Susanne Mueller, CPC-A
Sushma Jeggani, CPC-A
Sushma Sudhakar Dhoble, CPC-A
Susmy Girija Sivasankaran, CPC-P-A
Suzanne C Ultsch, CPC-A
Suzanne Caswell, CPC-A
Suzanne Kozemchak, CPC-A
Suzette Verbeck, CPC-A
Swathi Katta, CPC-A
Swetha Kuchana, CPC-A
Tami Cogar, CPC-A
Tamiko Marshall, CPC-A
Tammy A Peirce, CPC-A
Tammy Bronson, CPC-A
Tammy Flanary, COC-A
Tammy L St. Pierre, CPC-A
Tammy Nandyal, CPC-A
Tammy Stanley, CPC-A
Tammy Swenson, CPC-A
Tang Her, CPC-A
Tange Ellison, CPC-A
Tanna Tittle, CPC-A
Tara Taylor, CPC-A
Tarra Thornton, CPC-A
Taylor Armstrong, CPC-A
Taylor Berry, CPC-A
Taylor Pedone, CPC-A
Teena Long, CPC-A
Tegin Thomas, CPC-A
Teofilo Ladislao Tapia, CPC-A
Teresa Orlando, CPC-A
Teresa Pearce-Jordan, CPC-A
Teri Berecochea, CPC-A
Terri Raso-Hart, CPC-A
Terrilyn Noe Carr, CPC-A
Thamizhchelvi Sundaramoorthy, CPC-A
Thea Arafiles, CPC-A
Theodora Revelas, CPC-A
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Theresa Auerswald, CPC-A
Theresa Sutherland, CPC-A
Therese Adams, CPC-A
Thriveni Vaka, CPC-A
Tiffany Boyd, CPC-A
Tiffany Coles, CPC-A
Timberly Thornton, CPC-A
Tina Albright, CPC-A
Tina Glassbrenner, CPC-A
Tina Phillips, CPC-A
Tina Stott, CPC-A
Todd Stritter, CPC-A
Tonya Axmear, CPC-A
Tonya Bell, CPC-A
Tonya Pruss, CPC-A
Tonya Simmons, CPC-A
Tonya Thomas, CPC-A
Tracy Canaday, CPC-A
Tracy Gibbons, CPC-A
Tran Nguyen, CPC-A
Trinath Kumar Nagalla, CPC-A
Trisha O’Connor, CPC-A
Ujjawala Yenugulla, CPC-A
Uma Ramalingam, CPC-A
Umarfaruk Abdulgani, COC-A
Ummaaraanii Veeraraghavan, CPC-A
Uppara Harikrishna, CPC-A
Usha Rani Kona, CPC-A
Utkarsh Anand, CPC-A
VS Kumar Peddisetti, CPC-A
Valerie Rowen, CPC-A
Vamshi Krishna Arram, COC-A
Vandana Ramesh, CPC-A
Vanessa Leach, CPC-A
Vani Golla, CPC-A
VeeraKumar Pannirselvam, CPC-A
Venkata Ajay Varma Alluri, CPC-A
Venkata Siva Durga Kishore Ramguri, 
CPC-A
Venkata Srujan Kumar Vemula, CPC-A
Veronica Pietruska, CPC-A
Vicki L Beyer, CPC-A
Vicki Taynton, CPC-A
Vidyasagar Godishala, COC-A
Vidyasagar Peddapelly, COC-A
Vijayalakshmi Raja, CPC-A
Vinay Kumar Deshmukh, CPC-A
Vinayagamoorthi Muthaiyapillai, CPC-A
Violeta Kania, CPC-A
Virginia Correll, CPC-A
Virginia Holloway, CPC-A
Viswanath Kuruva, COC-A
Vivek Poovathodiyil, CPC-A
Wafaa Ahmad Dib Naddaf, CPC-P-A
Walter Tatsuno, CPC-A
Wendy Nunes, CPC-A
Wendy Penquite, CPC-A
Wendy Thomas, CPC-A
Wilfrido Alonso, COC-A
William Plonk Jr, CPC-A
Wynnie Magtoto, CPC-A
Yagneswara rao Rachapudi, CPC-A
Yaimara Suarez, CPC-A
Yuvaraj Vasudevan, CPC-A

SpecialtiesSpecialtiesSpecialties
Adrienne D Blackstone, CPC, COC, 
CPMA
Ahamed Fahath, CPC, CPMA
Alexandra Chrisler, COC, CPMA
Amanda C Turner, CPC, CPB
Amy C Pritchett, CPC, CANPC, CASCC, 
CEDC
Angela Brewer, CPC-A, CPB, COBGC
Angela C Conlon, CPC, CPMA
Angela Hilbert, CPB

Ann Marie Galuski, CPC, CCC
April Hill, CIRCC
Ashley Ann Vernon, CPC, CCC
Ashley Tessneer, CPC, COBGC
Ashwin Elangovan, CPC-A, COC-A, CPMA
Athena B Warden, CPC, CCC, CCVTC
Barbara Gollata, CPC, CPMA
Barbara Marie Robinson, CPC, CPMA
Barry Libman, CIC
Basta Suryakala, CPC, CPMA
Becky Mitchell, CPC, CPMA
Bijy Zachariah, CPC-A, CPB
Bonnie F Edra, CPC, CFPC
Brandy Youstin, CPB
Brenda Johnson, CPC, CPMA
Brianne L Garnett, CPC, CPMA, CEMC, 
COSC
Brittany Augustyniak, CPB
Brittany J Paugh, CPC, CCC
Carlos Cortez, CASCC
Carmen Johnson, CPC, CPMA
Catina Samy, CPPM
Charles Solomon Raja, CPC, CGSC
Cheryl Ortenzi, CPC, CPMA, CPC-I
Chiquina D Williams, CPC, CPMA
Christine S Oliver, CPC, CPMA
Cindy Betts, CEDC
Cindy Torres Lorett, CPB
Courtney Gregory, CPB
Cruz M Person, CPC, CEDC
Crystal C Rutan, CHONC
Cynthia Foster, CPC, CPMA, CPC-I
Damian Vega-Torres, CPC-A, CPMA
Dana Davis, CPC-A, CPB
Danielle Porritt, CPC, CEMC
Dawn Evenson, CPC, CEMC
Dean James Leanch, CPC, CPB, CPMA, 
CPPM
Deanna Anderson, CPC, CPMA, CEMC
Deanna J Keats, CPC, CPPM
Debbie Jackson, CPB
Debbie K Sterling, CPC, CPMA
Deborah H Miles, CPC, CANPC
Deborah L Husby, CPC, CIRCC
Deborah Pauldo, CPC, CEDC
Debra Jayne Syktich, CPC, CPPM
Debra Poznanovich, CPC, CPMA
Deena Fernandez, CIC
Denise Irene Etl, CPC, CPC-P, CPMA
Denise M Shye, CPC, CPMA
Diana Oroz, CPC, CPMA
Diego Javier Estigarribia, CPC, CPB
Dina Buccieri, CPC-A, CPB, CEMC
Dixie Perkinson, CEMC
Donna Reese, CPC, CPPM
Donovan Miske, CPPM
Dori Ann Mills, CPC, CPMA, CEMC
Dorothy Curtis, CPC, CCC
Doyla L Sartor, CPC, COBGC
Dunia Varona, CPC, CPMA
Eddria Gillespie, CPC, CPMA
Edna Denton, CPC, COC, CPB
Elizabeth M Barnett, CPC, COC, CEMC
Elizabeth R Wilson, CPC, COC, CPMA
Elizabeth W Baity, CPC, CPB, CPRC
Elke E Cranfill, CPC, CIRCC, CPMA, 
CEMC, CUC
Ellen Ontko, CPC, CFPC
Eno Bassey, CPC, CEMC, CGSC
Eric Enriquez, CPCO, CPMA
Faiza Mohamed, CPC, CPMA
Felicia Y Cunningham, CPC, CHONC
Frank Levanduski, CEMC
Gail C Finchum, CPC, CEDC
Gaurangi Patel, CPB
George Esguerra, CPC-A, CPB
Gina Cruz, CPC-A, CPB
Gina Rutigliano, CPC, CPCO, CEMC
Gloria Ann Taylor, CPC, CPMA, CEMC, 

CHONC
Gubendraraja Ramalingam, CPC, CGSC
Harjit Bhumber, CPC-A, COSC
Heather Jo Lammon, COC, CIRCC
Hilda Mercado, CPC, CEMC
Holly A Scheaffer, CPC, CEMC
Jacqueline Schmidt, CPC-A, CHONC
Jacqueline Simmons, CPMA, CEDC
Janice Bohan, CPC, COC, CPC-P, CPMA
Jeanne Woodward, RN, BSN, CPC, 
CPMA
Jemimah Crescentia Jabaraj, CPC, 
CPMA
Jen Beth Flohr, COC, CPMA
Jennifer Burchill, CANPC
Jennifer L Beaudry, CPC, CCC
Jennifer Lawson, CPC, COC, CPMA, CUC
Jennifer Lumpkin, CPC, CPMA
Jennifer M Gilbert, CPC, CPMA
Jennifer Mirth, COC, CPMA
Jennifer Romeyn, CPC, CEDC
Jerry Logan, CPB
Jessica Spellicy, CPC, CPMA
Jessika Trotter, CPC, CPMA
Jill Samec, CIRCC
Jitendra Kumar Singh, CPC-A, CIRCC
Joan Merlyn Pillai, CPC, CEDC
Joanna Krimizis, CPC, CPMA
Joleena Ann Baugh, CPC-A, CGSC
Joyce A Alexander, CPC, COC, CPC-P, 
CPMA, CEMC
Jozan Obenchain, CPC-A, CPMA
Judith Deville, CPC, CPB
Juka Robinson, CHONC
Julie C Bates, CPC, CPMA
Julie Gallacher, CPC, CEDC
Justin Biggers, CPC, CPB
Justin Martin, CPCD
Kaelie Connolly, CPMA
Karen C Levasseur, CPC, CEMC
Karen L Tusinean, CPC, CPB
Karen McKinney, CPC, CPMA
Karla Hodge, CCC
Kartika Budiarta, CPC-A, COC-A, CPMA
Kasyap Gopan, CIC
Katherine Smith, CPC, CPPM
Kathleen M Kampe, CPC, CPMA, COSC
Kelly Jo Doughty, CPC, CCC, CCVTC
Kerry N Menth, CPC, COC, CPMA
Kim L Edmonsond, CPC, CPPM
Kimberlee Pechnik, CPCO
Kimberly Donelle Hackler, CPB
Kirk T Laughbaum, CPMA
Krishna Prasad Maddineni, CPC, CIRCC
Kristi Hopkins, CGSC
Kristin Bellanti, CPC, COC, CIC
Kristine Bates, CIRCC
Kyle Zucco, CPC-A, CPPM
Layton R Thorpe, CPC, CGIC
Lee Hilliard, CPC, COC, CSFAC
Lesa Frye, CPB
Leslie Ann Newton, CPC, CPMA
Leslie Keen, CPB
Leslie Marie Pou, CPC, CEMC
Lidice Sondon, CPB
Lihua Chen, CPC, CPMA
Lina Ungureanu, CPC, CEMC
Linda Allen, CPC-A, CHONC
Linda C Sweeney, CPC, CPB
Linda DiLapo, CIC
Lisa Carol Pierotti-Cole, CPC, COBGC
Lisa Haislip, CPC-P-A, CPMA
Lisa Harding, CPC, CPMA
Lisa K Deel, CPC, CEMC, COBGC
Lisa M Johnson, CPC, CPMA, CANPC
Lisa Neese, CPC, CPB
Lisa Scott, CPC, CPMA
Livie Ann Bonilla, CPC, CANPC
Londell Thomas, CPC-A, CPMA

Lonnie L Cornelius, CPC, COC, CEDC
Lori Kovach, CPC, CPMA
Lynda Ann Kusnierz, CPC, CPMA
Lyndon Herring, CPC, CPB
Lynn Johnsky, CGIC
Lynne Cooper, CPC, CPMA
Manikandan Ganesan, CIC
Margaret Garber, CPC-A, CPPM
Maria J Gonzales, CPC, COSC
Marjorie Perez, CPC, CPMA
Markie Fenger, CPC-A, COC-A, CPMA
Marta Buxton, CPC, COC, CPMA
Mary (Mollie) Grace Craven, CPC, CPMA
Mary Beth York, CIC
Mary Dax, CPC-P, CPMA
Mary Eileen Moore, CPC, COC, CPMA
Maureen Coppola, CPMA
Melissa Mahoe, COBGC
Melody S Irvine, CPC, CPB, CPMA, CPC-
I, CEMC, CFPC
Michael Wu, CPC, COC, CPC-P, CIRCC, 
CPMA, CPC-I, CANPC, CCC, CCVTC, 
CEDC, CEMC, CENTC, CGIC, CGSC, 
CHONC, COBGC, COSC, CPEDC, CUC
Michele Fox, CCVTC
Mindy Hill, CPMA
Mohammed Hazique Khan, CPC, CIRCC
Mohammed Yaseen Mohiuddin, CPC, 
CPC-P, CPB, CPMA, CIC
Nancy Almanzar, CPC, CPMA
Nancy Clor, CPB
Nancy Fraser-Michalski, CPMA
Natalie Ruggieri Buzzelli, CPC, CGSC
Nicole Monet Humphries, CPC, CANPC
Nicole Moose, CPC-A, CPB
Nora F Dolon, CPC, CPB, CPMA
Pamela Drgos, CPC, CCC
Patricia J Bova, CPC, CUC
Patty Woodruff, CHONC
Paula Everett, CPC, COBGC
Peggy Stables, CPCO
Rachel Ann Matthews, CPC, CPMA
Rachel Boswell, CPMA, CPEDC
Rajan Robinson, CPCO
Ramasubbu Subburayalu, CPC, COC, 
CPCO, CPC-P, CPB, CPMA, CASCC, 
CGIC, CGSC, COBGC, CPCD, CPEDC, 
CPRC, CUC
Rebecca Brackney, CPB
Rebecca E Carlson, CCC
Rebecca Pendergraft, CPC, CPMA, CEMC, 
CGSC
Regina M James, CPC, CPMA
Renae M Windler, CPC, CGSC
Renay A Hoffman, CPC, COBGC
Renee Connor, CPC, COC, CPC-I, 
CANPC, CEDC, CEMC
Rhonda L Tabor, CPC, CPPM
Rhonda Lethlean, CPC-A, CPB
Rhonda Lynn VanTeeffelen, CPC, CGIC
Richele Kilmer, CPC, CASCC
Richelle Brown, CPC, CPMA, CPEDC
Robin Heaton, CPB, CEMC
Robin McLendon, CPC, CPMA
Ronald Lowe, CPPM
Rosario Arreola Pro, CPB
Rose Nelson, CPC-A, CPB
Roseann Mercer, CIRCC
Rosemary Reh, CPC, COSC
Sandra Bauer Gonzalez, CPC, CPMA, 
CGSC
Sandra Hernandez, CPC, CPMA
Santosh Kumar Meriyala, CPC, COC, 
CPC-P, CPMA, CEMC, CFPC, CGIC, CIMC, 
COBGC, CPCD, CUC
Sara Ann Lucille Agnor, CPC, CPMA
Sarah Jane Brain, CPC, CPMA, CGSC
Seenivasan Chinnathambi, CPC, CEDC
Selena Richardson, CPC, COC, CPMA

Sergio Fleites, CPB
Shakthi Maheshwari, CPC, CPMA
Shanna Sebastian, CPC, COBGC
Shannon Dimichele, CPC-A, CCC
Shantha Rayappa, CPC, CANPC
Sheila Hickman, CPC, CPMA
Shelley L Moore, CPC, CPB
Sherry Pascual, CPC, CPMA
Sherry Whitfield, CPC-A, CPPM, CCC
Simone Latrice Short, CPC, CGSC
Sladjana Veletanlic, CPC, CPMA
Stacie Raffety, CPC-A, CPB
Stephanie East, CPC, CPMA
Stephanie English, CPMA
Stephanie Thomas, CANPC
Sue Carrington, COBGC
Sukumaran Sabapathy, CPC, CPMA
Summer Elia, CPC, CCVTC
Sunil Anand R, CPC, COC, CEMC
Susan Boyce, CPC, CPMA
Susan Stull, CPC, COC, CPMA
Swati Joshi, CPC, CPMA
Tamara A Pace, CPC, CPCO
Tammy Correa, CPC-A, CPMA
Tatyana Vikhlyantseva, CPC, CPCO
Taylor Perry, CPC-A, COBGC
Tayna G Brooks-Vasquez, CPC, COC, 
CPMA
Teresa Diane Cordero, CPC, CEDC, 
CEMC
Teresa Stackhouse, CUC
Terri Richardson, CPC, CCVTC
Terry Johnson, CPPM
Theresa A Webber, CPC, CPMA, CPC-I
Theresa Branch-EL, CPC, CPMA
Theresa Dawn Hampton, CPC, CPPM
Theresa Giuliano-Mannino, CPC, CPMA
Theresa Russell, CPB
Thomas Vigil, CPC, CPMA
Traci Becker, CPB
Tracy Murphy, CPC, CPCD
Tracy Wagner, CPC, CPMA
Tressa Koch, CPRC
Trincy Hawkins, CPPM
Valerie Agnes Steen, CPC, CEMC
Vasanthi Mummini, CPC, CANPC
Veronica T Opoku, CPC, CPMA
Victoria Whelpton, CPCO, CPPM
Wendy Annette Deranger, CPC, CPMA, 
CCC
Wendy Radnovich, CCC
Yugasatya Kali Krishna Kolipakula, CPC, 
CEMC
Yvette Anderson, CPC, CPPM
Zenobia D Jean, CPC, CPMA

ICD-10 Quiz Answer  
(from page 36)
The correct answer is d. The mus-
cles of the rotator cuff include:

•	 Teres minor

•	 Infraspinatus

•	 Supraspinatus

•	 Subscapularis
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Shimeka Johnson, MSHCM, RHIA, CPMA
Coding and Reimbursement Manager, Community First Health 
Plans, Adjunct Instructor, Sanford-Brown College, San Antonio, Texas

Tell us a little bit about your career — how 
you got into coding, what you’ve done 
during your coding career, what you’re do-
ing now, etc. 
I received my bachelor’s degree in Health 
Information Management from Alabama 
State University in Montgomery, Alabama, 
where I completed three internships in the 
areas of mental health and acute care. Each 
experience proved beneficial in shaping 
my knowledgebase and real-world appli-
cations. Interning catapulted my transition 
from student to practicing professional and 
taught me the importance of hard work and 
industry networking. Earning my Regis-
tered Health Information Administrator 
(RHIA) certification a few weeks before 
graduating summa cum laude, I began to 
set a strong standard for my career. Inter-
viewing months before graduation proved 
to be extremely difficult, yet beneficial. I 
had great education but little experience, 
so I used the skills I gained through course 
work and healthcare internships to ensure 
successful interviews. Upon graduation, it 
was difficult to decide which job would be 
the best fit to begin a strong and passion-
ate career. That decision took me from the 
small town of Eutaw, Alabama to the vi-
brant city of New Orleans, Louisiana. In 
New Orleans, I was the health information 
manager for an inpatient rehab hospital for 
two years. In that time, I received my mas-
ter’s degree in Health Care Management 
from the University of New Orleans. My ca-
reer eventually led me to San Antonio, Tex-
as, where I am the coding and reimburse-

ment manager for Community First Health 
Plans and an adjunct instructor for Sanford-
Brown College. 

What is your involvement with your local 
AAPC chapter? 
Throughout my career, industry network-
ing has been extremely important to me. I 
have participated in meetings and confer-
ences, each offering valuable resources. My 
most recent conference was the AAPC 2014 
Regional Conference in Chicago, Illinois. 

What AAPC benefits do you like the most? 
I appreciate AAPC’s commitment to its mem-
bers. Everything from the valuable informa-
tion found on the website to ensuring a won-
derful conference experience, AAPC puts 
their members’ needs first. I find the cer-
tification preparation extremely beneficial 
with the online classes and practice exams. 

What has been your big-
gest challenge as a coder? 
My biggest challenge has 
been getting providers to 
understand the value of hav-
ing educated and creden-
tialed coders, billers, and au-
ditors working in their med-
ical practices. Staff compe-
tency is extremely important 
in ensuring compliance with 
coding, billing, and docu-
mentation guidelines.

How is your organization 
preparing for ICD-10?
ICD-10 is a strong reality in 
my company. I have led the 
training initiative by pro-
viding ICD-10 material to 
the entire company. Every-
one from the medical direc-

tors to provider representatives and claims 
processors are being educated and trained. 
AAPC webinars have proven to be very use-
ful in providing specialty information for 
ICD-10.

If you could do any other job, what would 
it be? 
I have never wanted another career. Health-
care has been extremely good to me and I 
am looking forward to many more prosper-
ous years.

How do you spend your spare time? Tell us 
about your hobbies, family, etc. 
I enjoy traveling. Every chance I have to 
travel in the United States and abroad, I take 
it. I am also a lover of the arts; I enjoy mu-
sic, poetry, and dance. When I am not trav-
eling, I visit local museums and art exhibits, 
and attend concerts. 

GOT A MINUTE?
If you are an AAPC member who strives to advance the 
business of healthcare, we want to know about it!  
Please contact Michelle Dick, executive editor,  
at michelle.dick@aapc.com, to learn how to be featured.
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50% Off
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Need to Get 
Certified

For more information or to enroll:

www.aapc.com/trainingdeals 

CPC® Complete Training 
Package with Real-World 
Experience 
$3509.65 Member: $1695.00 

CPC® Complete Training 
Package 
$3209.65 Member: $1595.00

COC™ (formerly CPC-H®) 
Complete Training Package 
$3209.65 Member: $1595.00

CIC™ Complete Training 
Package 
$3593.70 Member: $1595.00

CPB™ Complete Training 
Package 
$1824.70 Member: $895.00

CPMA® Complete Training 
Package 
$1599.85 Member: $795.00 

CPPM® Complete Training 
Package 
$1479.95 Member: $795.00   

Note: CPMA and CPPM packages do not include code books



Can you crack

the code?March 29 - April 1, 2015 
Las Vegas, NV 

90+ Sessions | 18 CEUs | $895

Everything you need to decipher this code is 
contained within this magazine...

One of HEALTHCON’s many perks (two words):
22|1|1   42|1|3   13|1|3   31|2|5   58|2|10   49|4|1               25|6|1   9|1|2   34|3|2   19|7|2   66|1|5

Email your answer to Sandra.Nestman@aapc.com for a chance to win
free conference registration + 3 nights hotel.

Winner will be announced Feb. 18 in the online Conference News (hints available here).
www.HEALTHCON.com         .


