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Letter from Member Leadership

It’s a Small World
Two things happen this time of year at AAPC: Planning is well underway for our nation-

al conference, HEALTHCON; and everyone is working fervently to make ready 2016 
code books, training, and other resources we offer. As I ponder both of these events, 

I keep thinking of the song “It’s a Small World,” from Disney’s amusement ride. The rea-
sons being:

1. HEALTHCON 2016 will be held at Disney World in Orlando, Florida, and I’m ex-
cited to spend time with AAPC members and enjoy Disney’s attractions, such as the 
“It’s a Small World” ride. 

2. I’m amazed at how much AAPC accomplishes with a moderately small crew. You 
might think AAPC is a large company, with hundreds of employees in every depart-
ment, but that is not the case. In reality, AAPC is staffed with a tight-knitted group 
of dedicated individuals who aren’t afraid to roll up their sleeves and work hard.

What a Year!
In addition to the usual events that affect AAPC each year, there has been the big elephant 
in the room: ICD-10 implementation. ICD-10 — the giant leap for improved diagnosis cod-
ing specificity — is underway, and AAPC has been the go-to place for ICD-10 education 
and preparation throughout the process.
Also this year, new credentials Certified Inpatient Coder (CIC™) and Certified Risk Adjust-
ment Coder (CRC™) were introduced, with curriculum for each. AAPC also launched a new 
website, increased its social media presence, and expanded webinars, workshops, and on-
line education — all while delivering top-notch 2015 regional conferences and HEALTH-
CON. Amazing! 

No Matter How Small, Give It Your Best
It just goes to show what can be done with effort and determination. This holds true for each 
of us, every day. Individuals who work together can achieve common goals. Give it your best, 
no matter how small the project or practice, and make a conscious decision to look for ways 
to improve and to help others.
As we look ahead to 2016, continue to let the National Advisory Board know how we can 
help you to reach your goals. We will continue to work with AAPC to ensure the continued 
success of our membership.

Take care,

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

As we look ahead to 
2016, continue to let the 
National Advisory Board 
know how we can help 
you reach your goals.
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Healthcare Business News
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S If your ICD-10 implementation plan involved using the Cen-
ters for Medicare & Medicaid Services’ (CMS) General Equiv-
alence Mappings (GEMs) to “translate” your most common 
ICD-9 codes to ICD-10, you should (quickly) adopt a new plan.
CMS created GEMs to assist in the conversion of ICD-9 to 
ICD-10 (other organizations have created similar mapping 
tools). GEMs allow you to plug in an ICD-9 code to determine 
a likely match in ICD-10 (or vice versa). But even CMS admits 
GEMs have serious shortcomings.
Of nearly 70,000 diagnosis codes in ICD-10, approximately 5 
percent match ICD-9 descriptors. In all other cases, ICD-9 and 
ICD-10 “… differ so widely that all attempts at translation of-
fer only a series of compromises and subjective choices. This is 
necessarily so because there is no ‘mirror image’ of one code set 
in the other,” warns Lolita M. Jones, RHIA, CCS, and Stan-
ley Nachimson of Nachimson Advisors. Per their calculations:

• There are 445 instances where a single ICD-9 code can 
map to more than 50 ICD-10 codes.

• There are 210 instances where a single ICD-9 can map to 
more than 100 ICD-10 codes.

• There are 6,821 instances in the mappings for diseases 
where a single ICD-10 code can map back to more than 
one ICD-9 code.

Jones and Nachimson continue, “If clinical equivalency is the 
most important factor, there are some cases where your data 
may not mean the same thing in ICD-10 that it did in ICD-9 
when a clinically equivalent match does not exist.”
CMS confirms the imperfect nature of GEMS, stating, “there 
is not a one-to-one match between ICD-9-CM and ICD-10 … 
there are instances where there is no plausible translation from 
a code in one system to any code in the other system” [empha-
sis in original].
The lesson for physicians and other clinicians is clear: Forget 
GEMs and assign ICD-10-CM codes from the record. CMS 
concurs, recommending, “In coding individual claims, it will be 
more efficient to work from the medical record documentation 
and then select the appropriate code(s),” rather than attempt to 
translate information from one code set to the other.
Source:
www.cms.gov/medicare/coding/icd10/downloads/gems-crosswalksbasicfaq.pdf

Forget GEMs: Assign ICD-10-CM Codes from the Record
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AAPC - Membersip

Wanting to
Advance
Your
Career?

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

Professionals with one of these three specialized credentials can earn up to 
61%* more than non-certified professionals. Advance your career today! Visit 

aapc.com/compare to learn more about AAPC's three newest credentials 
and how they can elevate your career and increase your earning potential. 

*Percentages based on 2014 Salary Survey
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and discover which credential is right for you.
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By AAPC Ethics Committee

Code of Ethics

There are six principles of professional conduct: integrity, respect, 
commitment, competence, fairness, and responsibility. Last 

month, we discussed your ethical responsibilities as an AAPC mem-
ber and the impact of negative conduct. This month, we’ll consider 
the meaning of integrity and respect.

Integrity
Ethical standards exist in every profession. Integrity is a key element 
of what every profession considers to be appropriate ethical behavior 
— as such, it’s a much sought after trait. Certainly no physician would 
hire a coder lacking integrity, just as no patient would choose a physi-
cian lacking integrity. Similarly, coders appreciate working with co-
workers and for employers who exhibit integrity.
Although it’s not difficult to understand the importance of integrity 
in business (and personal) relationships, it’s sometimes difficult to de-
termine what integrity actually is. Honesty, truthfulness, honor, de-
pendability, and trustworthiness all indicate integrity. True integrity 
is adhering to these traits when no one is looking.  

Test Your Integrity
Integrity requires strong moral principles: good character, honor, and 
honesty. Honesty is fairly cut and dry, but “good character” and “hon-
or” are more obtuse qualities. To assess your level of integrity, answer 
these questions:
While on the clock, do you work diligently as your employ-
er would expect, or do you take time out to conduct personal 
business? Employers expect employees to work the hours for which 
they are compensated. Employees are not paid to socialize, surf the 
Internet, pay bills, update their Facebook status, etc. An employ-
ee with integrity will provide the level of effort his or her employ-
er is paying for and will self-regulate work behavior. Employees act-
ing with integrity resist the temptation to engage in non-work-re-
lated activities.

Do you cut corners and neglect workplace regulations? In health-
care, ignoring policies can lead to mistakes, noncompliance, and po-
tentially life-threatening situations for patients. Taking shortcuts or 
looking for the easiest way to get through the day does not reflect in-
tegrity.
Do you treat co-workers with respect? A person with integrity looks 
beyond his or her own interests and pursues team-centered goals. 
This requires polite and professional communication, appropriate 
interactions, and respect for the thoughts and opinions of co-work-
ers. When disagreements arise (on coding, for example), do you objec-
tively consider the position of your peers? Are you willing to be proved 
wrong? If the position of the other person is wrong, do you use the sit-
uation as an opportunity to educate or ridicule?

Integrity Doesn’t End in the Workplace
Integrity isn’t something you can turn on and off; it’s a life practice. 
Further assess your level of integrity by answering these questions:
At a conference or chapter event, do you pay attention to the 
speaker and learn the concepts presented in exchange for the 
continuing education units (CEUs) you’ll claim? Competence is 
another important trait of professional behavior. Submitting CEUs 
should be based on your effort to learn something, not simply an in-
dicator of your presence at an educational event.
An issue affecting you arises in a blog or other social media fo-
rum. Are your comments constructive and solution-oriented, 
or are they purely negative? A person with integrity does not “tee 
off” in a public forum in a way that is disrespectful to the profession 
of coding, other coders, or to AAPC. Whether disagreeing with an 
AAPC corporate decision or taking issue with a forum post from an-
other member, a person with integrity finds a way to express disagree-
ment or dissatisfaction in a way that is not disrespectful or demean-
ing to others. A person with integrity also politely reminds others who 
have deviated from such standards that such conduct is inappropriate.

Ethics Update 
Strengthens AAPC 

Membership

Become familiar with 
the ethical principles of 
integrity and respect.
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Code of Ethics

While attending an industry conference, your registration is 
mixed up and you do not get in the session you expected to attend. 
Do you berate the conference staff or do you calmly work with the 
individual helping you? A business professional knows that dem-
onstrating anger and frustration is never the solution to a problem. A 
person of integrity considers how the conference staff must feel, and 
works to help resolve the situation in a professional manner.

Integrity Is All or Nothing
There is another dimension of this issue to consider: Is integrity an 
all or nothing proposition, or can people exhibit varying levels of in-
tegrity? 
True integrity requires absolute adherence to an appropriate mor-
al code. This is a difficult standard to live up to! Your fellow profes-
sionals, including those serving on the Ethics Committee, as well as 
most employers, recognize that no one is perfect. Absolute integrity is 
something we can only strive to achieve. When you recognize lapses 
in judgment, how you react ultimately defines your character. A per-
son with integrity corrects the situation, learns from it, and accepts 
any associated penalty. By doing so, you gain the respect of your co-
workers and employers.

Respect
Another core principle of AAPC’s Code of Ethics is respect. To assess 
your level of respectfulness, consider the following:

• Do you listen attentively to what others have to say?
• Do you accept that people may have different opinions than 

your own?
• Do you look people in the eyes when you acknowledge them?
• Do you accept direction from peers and elders?

Respect Others
Respect is important in everyday life. From an early age, we are taught 
to respect others: parents, teachers, siblings, and elders. We are taught 
to respect school rules, the feelings of others, family and cultural tra-
ditions, our country and its leaders, and the law. Civility begins with 
respecting the opinions of others.
HIPAA compliance is all about respect: Respecting the rights and 
privacy of others, as well as the confidentiality requirements of your 

workplace, AAPC, or other organizations. People who are respect-
ful do not violate confidences or talk about others in a derogatory 
manner. 

Respect Yourself
Self-respect is the foundation of a positive direction in life. Devel-
oping and maintaining a strong sense of self-respect can help you to 
meet your potential; it can help you develop healthy relationships; 
and it can let others see you as a person worthy of respect. 
Like it or not, our clothing, grooming habits, and so many other out-
ward traits reflect who we are. It’s hard to earn the respect of others 
if you don’t respect yourself enough to take care of yourself — inside 
and out.
How you present yourself in oral and written communications is also 
important. Good grammar and use of appropriate and professional 
language in your verbal and written communications will earn the 
respect of others.

Respect Your Credentials
Finally, professional coders should demonstrate respect for the cre-
dentials they hold and the organization to which they belong. Re-
specting your credentials requires continuous diligence in not only 
maintaining, but improving your level of professional competence. 
This requires meeting your continuing education requirements and 
challenging yourself to go beyond the minimum standards. Respect 
for our organization does not prohibit criticism or the free sharing of 
ideas, but it does require that you do so constructively.

 AAPC Ethics Committee

A person with integrity corrects the situation, 
learns from it, and accepts any associated penalty.

This series of educational articles on ethics are available on the AAPC 
website, as well as in Healthcare Business Monthly. Any questions about 
the revised Code of Ethics or complaints regarding potential misconduct 
by a member can be directed to the Ethics Committee by email at 
ethics@aapc.com.
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By Sarah Wechselberger, CPC, CPB, CPMA

AAPC Chapter Association

There is a difference between a chapter member and an active chap-
ter member. As a former chapter officer, I found myself brows-
ing through the list of members assigned to my chapter and think-
ing, “Who are some of these people? I’ve never seen them at a chap-
ter meeting, nor even heard their name.” I began wondering how our 
chapter could get the attention of these missing-in-action members 
and how we could we get them involved. Better yet, how could we en-
gage our chapter members?

Try These Ideas Out for Size
Here are several tried and true ways you can engage your members:

• Reach out to new members and newly-certified members 
by welcoming and congratulating them via email and at 
local chapter meetings. Introduce them and make them feel 
welcome! If your chapter has a new member development 
officer, this is the perfect task for him or her.  

• Ensure education provided at chapter meetings is relevant to 
your membership. Remember: AAPC certifies more than just 
coders. Members can be billers, compliance officers, auditors, 
practice managers, clinical staff, etc. Provide a variety of 
education to meet as many needs as possible.

• Send email reminders of upcoming chapter meetings, 
seminars, and events to ensure maximum attendance. Keep 
your members in the loop and well informed. 

• Allow time for networking at chapter meetings, whenever 
possible. Networking ideas include playing games or 
prompting coding discussions.

• Send out a chapter newsletter to your members. The AAPC 
Chapter Association board of directors emails a template to 
all chapter officers monthly. All you have to do is edit it and 
add your chapter information, as you see fit. You can include 
information such as: coding, compliance and management 

news, and local job opportunities. You can also share stories 
and achievements of your chapter members. 

• Engage your members through social media. Create a 
Facebook page for your local chapter and post to it regularly. 

• Encourage involvement of your members. Involvement can 
come in the form of becoming an officer, presenting at a 
meeting, or simply helping set up for a meeting. 

Most importantly, get to know your members and their needs. This 
will cut down on the number of approaches you’ll need to try before 
you find one that works. 

The Mark of True Success
You’ll know you’ve succeeded and engaged your chapter members 
when they start interacting and relating with one another. 
There are numerous benefits to having active chapter members: 

• Increased attendance.
• With increased attendance comes increased opportunity for 

networking among members and officers.  
• With larger chapters, there’s opportunity to offer seminars (a 

challenge in smaller chapters).
• A larger chapter is more appealing to prospective members. No 

one wants to board a sinking ship.
You and your fellow officers have made a commitment to serve your 
local chapter and its members. Why not serve with all you have? Take 
that extra step, go that extra mile, and work together towards maxi-
mum chapter member engagement! 

Sarah Wechselberger, CPC, CPB, CPMA, is clinical coding and reimbursement coordinator 
at Baxter Regional Medical Center. She started her medical coding career in 2002 with a multi-
physician obstetrics/gynecology practice. Wechselberger worked for a multi-specialty billing 
group before working at a healthcare system. She has served office for the Mountain Home, Ark., 

local chapter and is Region 5 representative of the 2015-2018 AAPC Chapter Association board of directors.

Reach Maximum  
Chapter Member 
Engagement
It involves knowing your members, 
their professional needs, and finding 
creative ways to fulfill those needs.
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Local Chapter News

Toledo, Ohio, donated items to the Cherry Street Mission.

Lean on 
a coder 
when you 
need a 
friend.

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 high resolution and 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. 

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.

Jackson, Mississippi
May MAYnia is a memorable way to celebrate coding in our local 
chapters. When done right, it provides quality education, draws in 
new members, and promotes networking with colleagues. This year, 
the Jackson, Mississippi, local chapter held a May MAYnia event that 
did exactly that. 

They had a Hawaiian luau theme, complete with palm trees, flamin-
gos, leis, summer food, and giveaways. Chapter President Adonna 
Teague, CPC, said, “We played Coder’s Family Feud and had a blast. 
It was a night of great food and lots of fun!” 

Toledo, Ohio
The Toledo, Ohio, local chapter is having a fabulous year! At their 
August 12 meeting they collected items for the Cherry Street Mis-
sion. Chapter President Robin Moore, CPC, said, “Instead of only 
charging one dollar as a chapter meeting fee, which is our normal fee, 
we charged two items to donate.” Everyone was in attendance to help 
the charity, and Vice President Carol Robinson, CPC, delivered the 
items in person on August 14. This was the first time the chapter col-
lected for a charity. The effort was so successful, they collected items 
for Mom’s House in September, and in November they are donating 
Thanksgiving dinner items to a needy chapter member.
Way to keep the generosity flowing, Toledo!

Focusing on Our Chapters
Use our local chapter success stories and  
creative ideas to make your chapter stronger.

Dig in Jackson, 
Miss. Secretary/
Treasurer Betty 
Harris is serving up 
some chow!

Member 
Development 
Officer Jermeika 
Burks and 
Education Officer 
Wendy Luckett are 
living the dream in 
coders’ paradise.
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By Angela Clements, CPC, CEMC, COSC, CCS

■ CODING/BILLING

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Medicare established two codes for billing and reimbursement of 
an annual wellness visit (AWV), effective for services provided 

on or after January 1, 2011. There are two types of AWVs: an initial 
visit and a subsequent visit. 
The initial AWV is a once-in-a-lifetime benefit, allowed after the 
first 12 months of Medicare enrollment have elapsed and at least 11 
full calendar months have passed since the patient’s initial preven-
tive physical exam (IPPE). According to the Centers for Medicare 
& Medicaid Services’ (CMS) frequently asked questions (FAQs) re-
garding AWV and IPPEs, the patient does not have to wait 365 days 
after the IPPE before qualifying for the initial AWV. 
If the patient misses the IPPE, he or she is still eligible for AWV 

benefits after the initial 12 months of Medicare Part B enrollment. 
The beneficiary becomes eligible for a subsequent AWV after 11 full 
months have passed since the initial AWV.

 Tip: Medicare managed plans also reimburse for AWVs.

Components of an AWV
The AWV includes the establishment of, or update to, the patient’s 
medical history, family history, height, weight with body mass in-
dex (BMI), blood pressure. The goals are health promotion and dis-
ease detection. Clinical labs are not a part of the AWV; however, a 
provider may order these tests, when appropriate.

Keep Annual Wellness Visit  
Coding in Check

Claims payment for this Medicare benefit is all in the timing.
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AWV

CODING/BILLINGA common misconception for both providers and beneficiaries is 
that an AWV is a “routine physical.” An AWV is not an annual rou-
tine physical; Medicare does not reimburse for routine physicals. 
The focus of the AWV is preventive health.

Initial AWV
The initial visit, reported with HCPCS Level II code G0438 Annu-
al wellness visit; includes a personalized prevention plan of service (pps), 
initial visit, includes:

• Review of a health risk assessment (HRA);
• Establishment of an individual’s medical and family history, 

including a list of medications and supplements;
• Establishment of a list of current providers and suppliers 

involved in the patient’s medical care;
• Measurement of height, weight, BMI, and blood pressure;
• Detection of cognitive impairment;
• Review of the patient’s risk factors for depression;
• Review of the patient’s functional ability and safety;
• A written screening checklist for the next five to 10 years and 

a list of risk factors with intervention recommendations;
• Health advice and referrals, as appropriate for the patient;
• Voluntary advance care planning upon agreement with the 

individual; and
• Any additional elements pertinent to the patient based on 

their history, HRA, age, and lifestyle.

Subsequent AWV
The subsequent visit, reported with G0439 Annual wellness visit; in-
cludes a personalized prevention plan of service (PPS), subsequent, in-
cludes:

• Review of an updated HRA;
• Updating the patient’s medical and family history, including 

medications and supplements;
• Updating the list of current providers and suppliers involved 

in the patient’s medical care;
• Measurement of weight and blood pressure;
• Detection of cognitive impairment;
• Updating the written screening checklist and a list of risk 

factors with intervention recommendations; 
• Health advice and referrals, as appropriate for the patient;
• Voluntary advance care planning upon agreement with the 

individual; and
• Any additional elements pertinent to the patient based on 

their history, HRA, age, and lifestyle.

Common Questions
What is an HRA? 

CMS defines an HRA as an evaluation tool administered 
independently, or by a health professional, to collect self-
reported information taking no more than 20 minutes to 
complete. It can be administered prior to or during the visit, 
and it must take into account those with literacy deficits or 
limited English proficiency. It should address: demographic 
data, health status, physical functioning, psychosocial risk, 
behavioral risk, activities of daily living, and instrumental 
activities of daily living.

What is detection of cognitive impairment? 
CMS says it’s assessing an individual’s cognitive function by 
direct observation, with consideration of information ob-
tained through patient reports and concerns raised by fam-
ily members, friends, caretakers, or others.

Who May Perform the Medicare AWV?
A physician (doctor of medicine or osteopathy), physician assistant, 
nurse practitioner, clinical nurse specialist, or medical professional 
(including a health educator, a registered dietitian, nutrition professional, 
or other licensed practitioner), or a team of such medical professionals 
working under the direct supervision of a physician may perform the 
service. The service must fall within the scope of practice for the state in 
which the medical professional is performing the service.

A common misconception for both providers and 
beneficiaries is that an AWV is a “routine physical.”
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To discuss this  
article or topic, go to 
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What is functional ability and level of safety? 
CMS explains that this will include, at a minimum, assess-
ment of hearing impairment, ability to perform successful-
ly activities of daily living, fall risk, and home safety. This 
can be performed by direct observation or with the use of a 
screening questionnaire.

What diagnosis code do I submit on the claim? 
CMS does not require a specific diagnosis code on the AWV 
or IPPE claim, and advises the provider to use any appropri-
ate diagnosis code.

Denials
If a provider bills for an initial AWV for a patient who has already 
had an initial AWV, Medicare will deny the claim with Claim Ad-
justment Reason Code (CARC) 149 Lifetime benefit maximum has 
been reached for the service/benefit category and Remittance Advice 
Remarks Code (RARC) N117 This service is paid only once in a pa-
tient’s lifetime.

Tip: If you are not sure whether the patient has received an initial AWV by another provider, you 
will need to contact the MAC for the jurisdiction in which the patient would have had the service 
performed to verify the patient’s eligibility. 

If an initial AWV is provided within 11 months of the IPPE, or a 
subsequent visit is provided within 11 months of the initial AWV, 
Medicare will deny the claim with CARC 119 Benefit maximum for 
this time period or occurrence has been reached and RARC N130 Con-
sult plan benefit documents/guidelines for information about restric-
tions for this service.
If an AWV is billed within the first 12 months of a beneficiary’s 
Medicare Part B coverage, it will be denied with CARC 26 Expens-
es incurred prior to coverage and RARC N130.

Additional Services
Medicare allows additional services to be provided and billed on the 
same date as the AWV; however, you must follow applicable coding 
guidelines. For example, if the physician provides a medically neces-
sary evaluation and management (E/M) visit on the same date as the 
AWV, and documentation supports a significant, separately identi-
fiable service, you may separately report the appropriate E/M code 

with modifier 25 Significant, separately identifiable evaluation and 
management service by the same physician or other qualified health care 
professional on the same day of the procedure or other service appended. 

Remember: An element that is part of the AWV cannot be used to determine the level of 
an E/M exam.

Vaccinations and injections may be given on the same date as an 
AWV, as can orders for lab work, electrocardiograms, or other test-
ing.
For example, a patient is seen for her subsequent AWV. Her physi-
cian performs and documents all the necessary components. While 
updating her screening and risk factors, the provider notices the pa-
tient has not had a flu vaccination during the current flu season. The 
patient agrees to have the vaccination. The nurse enters the room 
and administers the Fluzone vaccination. Correct coding for this 
scenario is G0439, G0008 Administration of influenza virus vaccine, 
and Q2038 Influenza virus vaccine, split virus, when administered to 
individuals 3 years of age and older, for intramuscular use (fluzone).

Angela Clements, CPC, CEMC, COSC, CCS, is the physician coding auditor/educator con-
sultant at Medkoder. She has over 17 years of experience in the healthcare industry. Clements 
serves on the AAPC National Advisory Board as the member relations officer, and in the past 
served as Region 5 representative from 2013-2015. She is president of the Covington, La., lo-

cal chapter. Clements has extensive experience in multi-specialty coding, documentation, and auditing. She’s 
also a frequent speaker at local medical managers’ meetings and local chapters in her region.

Resources
Take advantage of the free resources CMS publishes on its website:
The ABC’s of the Annual Wellness Visit:
www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/
downloads/AWV_chart_ICN905706.pdf

FAQs IPPE and AWV:
www.cms.gov/Outreach-and-Education/Outreach/NPC/Downloads/IPPE-AWV-FAQs.pdf

www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/
downloads/IPPE_AWVQuestions.pdf

CMS does not require a specific diagnosis code 
on the AWV or IPPE claim, and advises the 
provider to use any appropriate diagnosis code.
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ICD-10 Documentation Tip
By Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC
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Documentation for clinical conditions is essential for proper code assignment. Sinusitis has three documentation concepts that 
are required in ICD-10-CM code selection. Working with the clinician, you can begin to set up templates or prompts to make 
sure all the required elements are captured. The three documentation elements required are:

Anatomy

 à Maxillary
 à Frontal
 à Ethmoidal
 à Sphenoidal
 à Pansinusitis

Temporal Factors  à Acute
 à Chronic
 à Acute on chronic

Contributing Factors

 à Exposure to environmental tobacco smoke
 à History of tobacco use
 à Occupational exposure to environmental tobacco smoke
 à Tobacco dependence
 à Tobacco use

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC, is vice president of strate-
gic development at AAPC and a member of the Erie, Pa., local chapter.
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By Valerie Milot, CPC, CCS

■ CODING/BILLING

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

The results of an AAPC Facebook poll this past spring surprised me. 
When asked whether they more commonly use the 1995 or 1997 

Documentation Guidelines for Evaluation and Management Servic-
es, more respondents chose the 1997 guidelines (56.3 percent, ver-
sus 43.7 for the 1995 guidelines). In my 25-year healthcare career in 
New Hampshire, I know of only a few specialty groups that choose 
the 1997 guidelines as their standard. Most organizations and coders 
I know prefer the 1995 guidelines. 

Consider Both 1995 and 1997 Guidelines
When choosing evaluation and management (E/M) service levels, 
the Center for Medicare & Medicaid Services (CMS) allows provid-
ers to use either the 1995 or 1997 guidelines. Although providers must 
choose one set of guidelines per visit, they do not have to choose the 
same set of guidelines for all visits. 
Given that, it seems logical to check both sets of guidelines before sub-
mitting charges. Why do we not require a coder to review a service, in 
case documentation justifies a higher-level service when an alterna-
tive set of guidelines is used? 
Many coders and providers have told me they use whichever set of guide-
lines they are told to use, or were trained to use. It’s up to the provider 
to document the services he or she provides. Depending on your prac-
tice or organization, some providers also choose their own E/M levels. 

Whatever the case, if we review or ap-
ply the appropriate level, it is our respon-
sibility to ensure that we code to the highest 
level the documentation supports, with medical 
necessity as the ultimate justification to support the 
level chosen. As coders and auditors, we should use all of 
the tools available to us.

Know the Difference Between Guidelines
The exam requirements are the main difference between the 1995 
and 1997 E/M documentation guidelines. As an auditor and trainer, 
I always use the local Medicare contractor’s tool when I review E/M 
services. This is the same tool the contractor uses for its own reviews. 
The National Government Services (NGS) is the local contractor for 
my area. Table A is an excerpt from NGS’ E/M audit tool. They have 
combined the requirements for the two sets of E/M guidelines into 
a single tool. This makes it easier to check both sets of guidelines for 
each section as you review the documentation.
Having both sets of guidelines on one page makes it easier to compare 
the requirements while reviewing the documented elements. Tools 
such as these can help to ensure you capture the highest, document-
ed level of service supported by medical necessity. 

Check All E/M Guidelines  
Before Changing Levels
Use both 1995 and 1997 auditing tools to code to  
the highest level physician documentation supports.

Table A

Examination
Refer to data section (table below) in order to quantify. After referring to data, identify the type of examination. Circle the type of examination within the appropriate grid in Section 5.

1995

 à  1 body area or 
system

 à  2-5 areas or 
systems

 à 6-7 areas or systems  à 8 or more SYSTEMS ONLY

1997

 à  1-5 bullets 
 (1 or more 
body areas or 
systems)

 à  6 bullets  
(1 or more 
body areas or 
systems)

 à  12 bullets in 2 or more body areas/systems 
or 2 Bullets in 6 or more body areas/ systems 
(except eye and psych exams, which are 9 
bullets)

 à  2 bullets in 9 or more 
body areas or systems; 
or complete single organ 
system

Problem Focused Exp. Prob. Focused Detailed Comprehensive

Body areas:
 à Head, including face
 à Abdomen
 à  Back, including 

spine

 à Each extremity
 à  Chest, including 

breast and axillae
 à Neck

 à  Genitalia, groin, 
buttocks

Organ systems:
 à  Constitutional (e.g., 

vitals, gen app)
 à Resp
 à GI
 à GU

 à  Cardiovascular
 à Skin
 à Neuro
 à Hem/lymph/imm
 à Eyes

 à  Ears, nose, mouth, 
throat

 à Musculoskeletal
 à Psych
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E/M Guidelines

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

When considering whether the 1995 or 1997 guidelines is a bet-
ter choice to code a particular note, first determine 

whether the documentation clearly sup-
ports one set of guidelines over 

the other. If so, the 
choice is made. If 
not, use the audit 
tool to see what lev-
el is determined for 

each version.
For example: In 2012, 
Code it Right (Hernandez, 
April 2012) published an 
article that I use to as-

sist new staff and coders as 
they learn E/M guidelines. It pro-

vides a good example to help them inter-
pret and determine what is documented into 

an element/system. The exam portion of a note doc-
uments:

• Weight: #175. BP: 120/70. 
Temp: 98.6 degrees.

• Eyes: Conjunctivae clear, 
lids normal.

• Ears, Nose, mouth, and 
throat (ENT) – Oral 
mucosa moist.

• Neck: No masses.
• Respiratory: Lungs clear to 

auscultation.

• Gastrointestinal (GI): 
Soft, non-tender, no 
hepatosplenomegaly, 
normal bowel sounds.

• Lymphatic: No cervical 
adenopathy.

• Musculoskeletal: Normal 
gait.

• Skin: No lesions noted.

In the 1995 guidelines, organ systems documentation includes:
• Constitutional
• Eyes
• ENT
• Neck (body area)
• Respiratory

• GI
• Hemi/Lymph/Immune
• Musculoskeletal
• Skin

In the 1997 bullets/elements, documentation requires:
• Constitutional – One bullet for the three vital signs.
• Eyes – One bullet for “Conjunctivae clear, lids normal.”
• ENT – One bullet for “Oral mucosa moist.”
• Neck (body area) – One bullet for “No masses.”
• Respiratory – One bullet for “Lungs clear to auscultation.”
• GI – One bullet for “Soft, non-tender” and one bullet for “No 

hepatosplenomegaly.”
• Hemi/Lymph/Immune - No credit because the minimum 

requirement is “two or more areas.”
• Musculoskeletal – One bullet for “Normal gait.”
• Skin – One bullet for “No lesions noted.”

Compare Guidelines Against  
Supporting Documentation
In our borrowed example, documentation supports a comprehensive 
exam per the 1995 guidelines because eight organ systems are docu-
mented (not including the neck/body area). 
Under the 1997 guidelines, you must look at each system’s elements/
bullets requirements (i.e., no credit for the hemi/lymph because the 
minimum two bullets are not met). There are nine bullets met for this 
visit (the GI has two bullets), which equals an expanded problem-fo-
cused exam. To get a detailed exam, you’d need at least 12 elements 
identified by a bullet in two or more areas/systems. 
After review, the 1995 guidelines are the better choice in our exam-
ple visit because they capture the highest level for the exam portion.
Specialty providers typically benefit from the 1997 guidelines. For ex-
ample, if you look at the requirements of neurologic exam under the 
1997 guidelines, each cranial nerve examined counts as an individ-
ual bullet. If all 12 nerves are examined, that element/system is met. 
When you start counting bullets, the specialty-specific exam ele-
ments can support a higher-level service versus the 1995 guidelines. 
Often, the provider may not need to exam other organ systems to 
complete a thorough exam. This makes sense: Why would a neurol-
ogist care about the abdomen or genitourinary organs when deter-
mining if a patient has carpal tunnel syndrome with nerve damage? 
Remember: Although specialists usually benefit from using the 1997 
guidelines, don’t assume or tell a provider that he or she must use one 
over the other. Each visit’s documentation needs to be analyzed to 
determine which guidelines is the most appropriate for choosing the 
level of exam.
When you become familiar with the 1997 guidelines, they become 
just as easy to understand as the 1995 guidelines, and vice versa.
The bottom line: With so many things changing in the business of 
healthcare over the next few months, we must ensure providers are re-
imbursed to the highest supported level. To do that, check both sets 
of E/M guidelines.

Resources
American Medical Association  2015 CPT® Pofessional codebook
CMS Evaluation and Management Services Guidelines: www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval_mgmt_serv_
guide-ICN006764.pdf
Code it Right Online, “Evaluation & Management Coding - The Basics - Part 3,” (April 18, 2012): www.
codeitrightonline.com/ciri/evaluation-management-coding-ac-the-basics-ac-part-3.html

National Government Services’ E/M audit tool: www.nhhpco.org/s-content/uploads/files/
EM_Audit_Tool.pdf

Valerie Milot, BS, CCS, CPC, has almost 30 years’ experience in healthcare. She has a Bache-
lor of Science in Healthcare Administration and has been an ICD-10 trainer since 2012. Milot uses 
her knowledge of coding, compliance, auditing, billing, and business to assist providers and 
staff in meeting the demands in an evolving healthcare industry.
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By Michael Strong, MSHCA, MBA, CPC, CEMC

CODING/BILLING ■

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

CMS

Patients often require follow-up care (such as medication chang-
es) following laboratory tests. These follow ups create a challenge, 

with coders, providers, and revenue cycle management asking, “How 
do I bill for these services, and will I get paid?”

Counseling, Coordination of Care, and Risk Reduction
Because many laboratory tests and results include risk factor reduc-
tion discussions, counseling, and/or medication, eligible providers 
often may report an appropriate evaluation and management (E/M) 
code (CPT® 99201-99499) for follow-up care. If time spent counsel-
ing and/or coordinating care dominates the session:

• Total time must be documented;
• Greater than 50 percent of the time must be for counseling and/

or coordinating care, and must be documented as such; and
• The extent of the counseling and/or coordination of care must 

be documented.
Most E/M services are face to face; telephone calls or online servic-
es require special coding. Interactive sessions with synchronous au-
dio and visual telecommunication systems may be reported with the 
appropriate E/M service code with modifier GT Via interactive au-
dio and video telecommunications systems. Check with payers about 
coverage/restrictions for telephone, Internet, and telehealth services.

Laboratory Follow-up Services  
Require Good Follow-through

The Importance of Lab  
Orders (and Medical Necessity)
To understand how to report follow-up services and ancillary laboratory services, examine the 
orders first. All laboratory services (like radiology and pharmacy services) require orders. As 
patients, we cannot walk into a lab and say, “stick me.” 
Some laboratory orders are known as standing orders, which are typically performed on 
common conditions that require constant monitoring. Common conditions and orders include: 
fasting blood sugars and A1C for diabetics, international normalized ratio and prothrombin 
time for coagulation from blood thinning medications, and thyroid hormone levels for hypo- or 
hyperthyroidism.
Other laboratory services may be standard of care based on the nature of the presenting symp-
toms or conditions, such as a complete blood count and metabolic panel for pre-op clearance 
or electrolytes, and troponin for chest pain. 
Note that standard of care and office protocol do not make a service medically necessary. Med-
ical necessity is determined by a physician or other healthcare provider for a specific patient 
with a specific need. Medical necessity is not established when orders are protocol and stan-
dard of care because the ordered services are routine for all patients, regardless of need. For 
example, pre-operative clearance on women often includes a urine pregnancy test — hardly 
necessary if the patient is not of childbearing age or has had a complete hysterectomy. 

You’ll need to prove 
medical necessity and  
know the guidelines 
to bill appropriately.
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Lab Follow-ups
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Tip: For more information on telehealth services, see Nancy G. Higgins’, CPC, CPC-I, CIRCC, 
CPMA, CEMC, article, “Get to Know Telemedicine Payment Criteria,” in the June 2015 issue of 
Healthcare Business Monthly. 

When 100 percent of the time is spent counseling and performing 
other risk factor reductions, turn to CPT® 99401-99429. Per CPT® 
Assistant (August 2004):

Codes from the 99401 - 99412 series are used to report 
counseling services provided to individuals at an encoun-
ter separate from the preventive medicine visit for the pur-
pose of promoting health and preventing illness or injury. 
…these services are provided in the absence of a diagnosis or 
problem. Such services might include counseling on such is-
sues as family problems, diet and exercise, substance abuse, 
sexual practices, injury prevention, dental health, and di-
agnostic and laboratory test results available at the time of 
the encounter. 

Example 1: An individual accidentally steps on a dirty needle while 
walking along the beach. The provider does blood work for a nee-
dle stick, such as hepatitis and HIV. The results come back nega-
tive. The individual returns in a week and the provider discusses the 
test results, the potential need for follow-up testing in six months, 
and about wearing appropriate footwear while walking along the 
beach. The service takes approximately 15 minutes discussing the 
test results and injury prevention. This is reported accurately with 
CPT® 99401 Preventive medicine counseling and/or risk factor reduc-
tion intervention(s) provided to an individual (separate procedure); ap-
proximately 15 minutes. 
When results require only brief communications with the patient 
via telephone, the appropriate telephone call code should be select-
ed from CPT® 99441-99443 or 98966-98968. Code selection is 
based on the provider type and whether the provider is qualified to 
report an E/M service. Per the Centers for Medicare & Medicaid 
Services (CMS), eligible providers include physicians, nurse practi-
tioners, clinical nurse specialists, certified nurse midwives, and phy-
sician assistants.
Example 2: An employee’s company is providing a wellness screen-
ing, which includes lab work for a metabolic panel, complete blood 
count, lipid panel, hemoglobin, and glucose levels. The employ-
ee receives the results a few days after the screening and notices the 

glucose levels are high. The employee calls her primary care physi-
cian with concerns about the high glucose levels. The physician asks 
about eating habits prior to testing, takes a family history of diabe-
tes, inquiries about other symptoms, makes recommendations on 
eating habits, and recommends another test in six months. All of 
this is done over the phone. The time spent is 20 minutes.
This is reported 99442 Telephone evaluation and management ser-
vice by a physician or other qualified health care professional who may 
report evaluation and management services provided to an established 
patient, parent, or guardian not originating from a related E/M ser-
vice provided within the previous 7 days nor leading to an E/M service 
or procedure within 24 hours or soonest appointment available; 11-20 
minutes of medical discussion. 
Example 3: Using the same scenario as in example 2, the employee 
speaks to a registered nurse at the physician’s office. The nurse en-
gages in the same questions and same decision process. Because this 
is not part of a care plan and it was provided by a nurse, the service 
is reported 98967 Telephone assessment and management service pro-
vided by a healthcare professional to an established patient, parent, or 
guardian not originating from a related assessment and management 
service provided within the previous 7 days nor leading to an assessment 
and management service qualified nonphysician or procedure within 
the next 24 hours or soonest available appointment; 11-20 minutes of 
medical discussion.

Qualifying Services May Be Billed Incident-to
For Medicare payers, services provided by a nurse or other nonphy-
sician practitioner in the office may be reported incident-to a phy-
sician’s services. As outlined in the Medicare Benefit Policy Man-
ual, chapter 15, section 60.1, the basic requirements of an incident-
to service include: 

• The patient must be established, with an established problem 
or complaint. New patients or those with a new problem 
cannot be seen incident-to.

• Services must be medically necessary and appropriate in the 
physician office.

• Direct supervision is required. Direct supervision means the 
physician must be present in the office suite and immediately 
available to provide assistance and direction. The incident-to 
service should be billed in the supervising physician’s name.

Because many laboratory tests and results include risk factor 
reduction discussions, counseling, and/or medication, eligible 
providers often may report an appropriate evaluation and 
management (E/M) code (CPT® 99201-99499) for follow-up care.
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Follow Up without Education or Counseling
Follow-up laboratory tests, like any service, must be medically nec-
essary and must be ordered for a specific need. When part of a pa-
tient’s care plan, reminder cards and calls to schedule follow-up tests 
are not billable as routine office staff services; however, additional 
services provided during this session — such as an E/M service, ve-
nipuncture, and/or the laboratory service — may be billable.
Some follow-ups may not require counseling, education, or risk re-
duction. Global laboratory codes and codes appended with modi-
fier 26 Professional component require an interpretation and report. 
When the ordering provider is also the performing provider, the in-
terpretation and report include communication of the results to the 
patient.
When the communication goes beyond basic relaying of results, ad-
ditional services may be reported. To determine when a service is re-
portable and what to bill, ask yourself:

• What is the intent of the service (e.g., providing results, 
education, medication changes, counseling, or scheduling a 
follow up)?

• What service(s) was performed?
• If denied, will the service be reimbursed on appeal if a payer 

policy indicates the service is not separately payable? 

Resources
Medicare Benefit Policy Manual, chapter 15, “Covered Medical and Other Health Services,” 
section 60.1: www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/
bp102c15.pdf

Michael Strong, MSHCA, MBA, CPC, CEMC, is the bill review technical specialist at SFM 
Mutual Insurance Company. He is a former senior fraud investigator with years of experience 
performing investigations into fraud and abuse and a past EMT-B and college professor of 
health law and communications. Strong is a member of the St. Paul, Minn., local chapter. He 

can be contacted at michaelallenstrong@yahoo.com.
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Modifiers are a common source for outpatient cod-
ing errors. Modifiers 25 and 59 are misapplied so often, claims 

with these modifiers are automatically flagged for review and addi-
tional documentation is often requested. If you fail to supply the doc-
umentation, or the documentation doesn’t clearly support use of the 
modifier, the claim will be denied.

Modifier 25 Basics
Modifier 25 Significant, separately identifiable evaluation and man-
agement service by the same physician or other qualified health care pro-
fessional on the same day of the procedure or other service may be append-
ed to an evaluation and management (E/M) service code when a dis-
tinct E/M service is provided on the same day (at the same or a sepa-
rate encounter) as another E/M service or a minor procedure (e.g., a 
procedure with a zero- or 10-day global period), and is performed by 

the same physician or other qualified healthcare professional. Note 
that Medicare regulations state, “Physicians in the same group prac-
tice who are in the same specialty must bill and be paid [for same-day 
E/M services] as though they were a single physician.” 
Modifier 25 is also appropriate in the rare circumstance of an E/M 
service the day before a major surgery that is not the decision for sur-
gery and represents a significant, separately identifiable service.
To be eligible for reimbursement, the E/M services must be medical-
ly necessary, significant, and separately identifiable. Each separate-
ly billed E/M service must meet documentation requirements for the 
code level selected. Separate documentation supporting the distinct, 
significant E/M service is ideal, especially if you are appealing a de-
nied claim.

Proper Use of Modifier 25
Consider the following examples to better understand proper use of 
modifier 25.
Example 1: A 5-year-old boy is seen for a preventive medicine visit. 
All necessary components of a preventive medicine E/M visit are pro-
vided, including hearing and vision screening, appropriate laborato-
ry tests, and immunizations. He has diagnosed attention-deficit/hy-

Avoid 
Common  
Outpatient 
Coding Errors
Part 2: Proper 
documentation is a 
must for modifiers.

This is the second article of a two-part series on common outpatient 
coding errors. Last month, we discussed common outpatient claim defi-
ciencies, resolving issues, and updating policies to ensure correct coding.

Modifier 25 Myths
 • I can always use this modifier for a new patient. 
 • I can always use this modifier when I did not plan the procedure. 
 • I can always use this modifier when the diagnoses are different. 
 • I can never use this modifier when the diagnoses are the same.



www.aapc.com November 2015 25

Correct Coding:

CPT® Diagnosis 

99213-25 ICD-10-CM
H66.001  Acute suppurative otitis media without spontaneous rupture of ear drum, right ear
ICD-9-CM
382.00  Acute suppurative otitis media without spontaneous rupture of eardrum

96372  Therapeutic, prophylactic, or diagnostic injection (specify substance or drug); subcutaneous 
or intramuscular

H66.001 (ICD-9-CM 382.00)

J0696 Injection, ceftriaxone sodium, per 250 mg H66.001 (ICD-9-CM 382.00)

Outpatient Errors

CODING/BILLING

peractivity disorder (ADHD) and is on a 
stimulant medication. The patient is eval-
uated for his ADHD, and multiple parent 
concerns are discussed. A medication in-
crease is made and follow up arranged in 
one month. Fifteen minutes of face-to-face 

physician time is spent in counseling for this problem, addressing par-
ent concerns and behavior management. Complete documentation 
of the preventive medicine visit is made on an age-appropriate pre-
ventive medicine template. The ADHD is addressed with separate 
documentation made on the back of the template form with careful 
notation of the 15 minutes devoted to counseling for this diagnosis. 

Correct Coding:

CPT® Diagnosis

99393  Periodic comprehensive preventive medicine reevaluation and management of an 
individual including an age and gender appropriate history, examination, counseling/
anticipatory guidance/risk factor reduction interventions, and the ordering of 
laboratory/diagnostic procedures, established patient; late childhood (age 5 through 
11 years)

ICD-10-CM
Z00.129  Encounter for routine child health examination 

without abnormal findings
ICD-9-CM
V20.2  Routine infant or child health check

99213-25  Office or other outpatient visit for the evaluation and management of an 
established patient, which requires at least 2 of these 3 key components: An 
expanded problem focused history; An expanded problem focused examination; 
Medical decision making of low complexity. Counseling and coordination of care 
with other physicians, other qualified health care professionals, or agencies are 
provided consistent with the nature of the problem(s) and the patient’s and/or 
family’s needs. Usually, the presenting problem(s) are of low to moderate severity. 
Typically, 15 minutes are spent face-to-face with the patient and/or family.

ICD-10-CM 
F90.2  Attention-deficit hyperactivity disorder, combined 

type
ICD-9-CM
314.01  Attention deficit disorder with hyperactivity

Example 2: A 15-month-old girl presents with a fever (103°F). Mom 
states the girl has been tugging at her right ear for two days. A detailed 
history is obtained and a problem-focused examination is completed. 
When the doctor examines the ears, he notices that the middle ear is 

very inflamed (pus is present) and the child is extremely uncomfort-
able. The doctor decides to administer ceftriaxone sodium IM to the 
child. The final diagnosis is acute suppurative otitis media without 
rupture of eardrum.
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Modifier 59 Basics
CPT® Appendix A explains of modifier 59 Distinct procedural service: 

Under certain circumstances, it may be necessary to indicate 
that a procedure or service was distinct or independent from 
other non-E/M services performed on the same day. Modifi-
er -59 is used to identify procedures/services, other than E/M 
services, that are not normally reported together, but are ap-
propriate under the circumstances.

Per CPT® requirements, to append modifier 59, documentation must 
support a:

• Different session
• Different procedure or surgery
• Different site or organ system
• Separate incision/excision
• Separate lesion
• Separate injury (or area of injury in extensive injuries) 

CPT® characterizes modifier 59 as the “modifier of last resort,” stat-
ing, “when another already established modifier is appropriate [e.g., 
laterality modifiers such as LT Left side, RT Right side, and 50 Bilat-
eral procedure, modifiers E1-E4 indicating lid location, etc.] it should 
be used rather than modifier 59. Only if no more descriptive modi-
fier is available, and the use of modifier 59 best explains the circum-
stances, should modifier 59 be used.”
Do not apply modifier 59 when the code indicates multiple sites or 
sides, such as in ophthalmology or integumentary with multiple le-
sions. For example, 66830 Removal of secondary membranous cata-
ract (opacified posterior lens capsule and/or anterior hyaloid) with cor-
neo-scleral section, with or without iridectomy (iridocapsulotomy, irido-
capsulectomy) includes both removal of secondary membranous cata-
ract and iridocapsulectomy; therefore, no modifier is necessary. Sim-
ilarly, for intralesional injection of nine lesions on the face, neck, and 
back, you would report 11901 Injection, intralesional; more than 7 le-
sions without a modifier because the code description already states 
more than seven lesions. 

Proper Modifier 59 Use
The following examples further illustrate proper use of modifier 59.

Example 1: A diabetic patient presents to 
have a callus removed from his left, little 
toe. While removing the callus, the phy-
sician notices a need to debride two oth-
er toes. Correct coding is 11055 Paring or 
cutting of benign hyperkeratotic lesion (eg, 
corn or callus); single lesion, 11720-59 De-
bridement of nail(s) by any method(s); 1 to 5. 
Example 2: A patient presents to the of-
fice to have a wart removed from his right 
hand. While the doctor is preparing to re-
move the wart, he notices a concerning 
mole on the patient’s left arm. The physi-
cian and patient agree to remove both the 
wart and the actinic keratosis at the same 
time. Correct coding is 17110 Destruction 
(eg, laser surgery, electrosurgery, cryosurgery, 
chemosurgery, surgical curettement), of be-
nign lesions other than skin tags or cutaneous 
vascular proliferative lesions; up to 14 lesions 
and 17000-59 Destruction (eg, laser sur-
gery, electrosurgery, cryosurgery, chemosur-
gery, surgical curettement), premalignant le-
sions (eg, actinic keratoses); first lesion. 
Example 3: A patient is seen for the photo-
coagulation of one retinal lesion in the left 
eye and one retinal lesion of the right eye. In 
this case, 67210 Destruction of localized le-
sion of retina (eg, macular edema, tumors), 1 
or more sessions; photocoagulation with mod-
ifier 59 is incorrect, even though the proce-
dure was performed on different sites. In-
stead select modifier 50 to denote a bilater-
al procedure. 

New X Modifiers
According to the 2013 Comprehensive 
Error Rate Testing report data, a project-
ed $2.4 billion in Medicare Physician Fee 
Schedule payments were made on lines 
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CPT® characterizes modifier 59 
as the “modifier of last resort.”

with modifier 59, with a $320 million projected error rate. In facility 
payments, primarily the Hospital Outpatient Prospective Payment 
System, a projected $11 billion were billed on lines with modifier 59, 
with a projected error of $450 million. This is a projected one-year er-
ror of $770 million. 
In response, on January 1, 2015, the Centers for Medicare & Medic-
aid Services (CMS) added the X modifiers to expand the specific def-
initions of use for modifier 59. 

• XE Separate encounter – A service that is distinct because it 
occurred during a separate encounter.

• XS Separate structure – A service that is distinct because it was 
performed on a separate organ/structure.

• XP Separate practitioner – A service that is distinct because it 
was performed by a different practitioner.

• XU Unusual non-overlapping service – A service that is distinct 
because it does not overlap usual components of the main 
service.
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Initially, CMS will accept either modifier 59 or the more precise X 
modifier; however, per Change Request (CR) 8863, if you know 
which X modifier to use, you should use it. Some commercial payers, 
such as BlueCross BlueShield of North Carolina, are requesting the 
use of modifier 59 in the first modifier spot, with modifier X left off 
or used in the second spot. You’ll need to check for specific payer re-
porting requirements. 
Now that you know what common errors are made every day, and 
what payers are looking for, you can prevent these errors from oc-
curring on your watch. Be mindful to keep all coding and billing re-
sources updated. Make sure to keep yourself, your staff, and your pro-
viders trained on new guidelines and regulations. Perform proper au-
dits and reviews to look for areas to improve. 

Resources
CMS Transmittal 1422, CR 8863:  
www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R1422OTN.pdf

Marianne Durling, MHA, RHIA, CDIP, CPC, CIC, has 33 years of healthcare experience. She 
is the health information management director for Granville Health System. Durling developed 
and taught a successful medical coding program for 11 years, which helped her to win Instruc-
tor of the Year in 2012. She has a master’s degree in Healthcare Administration and a post-bac-

calaureate certificate in Health Information Administration. Durling served on the 2011-2013 AAPC National Ad-
visory Board, and has served multiple terms as president of the AAPC Oxford Tri-County, N.C., local chapter.

Example of Modifier XE Usage (courtesy of CMS)

Scenarios Modifier Reasoning & Notes

Surgery operative sessions: 
One surgery procedure is at 9:00 a.m. and one 
is at 6:00 p.m. 

Physical therapy sessions: 
Group therapy services (97150 Therapeutic 
procedure, 1 or more areas, each 15 minutes; 
therapeutic exercises to develop strength and 
endurance, range of motion and flexibility) is at 
10:00 a.m. and therapeutic exercises (97110 
Therapeutic procedure, 1 or more areas, each 
15 minutes; therapeutic exercises to develop 
strength and endurance, range of motion and 
flexibility) at 4:00 p.m. 

XE Separate encounters.

Same date of service.

Example of Modifier XP Usage

Scenarios Modifier Reasoning & Notes

The patient is seen by her obstetrician/
gynecologist.  During the exam, the doctor 
notes an issue and requests his partner, a 
perinatologist, examine the patient, as well.

The patient is undergoing treatment for 
breast cancer.  During her appointment, she 
is seen by two physicians in the practice: 
the medical oncologist and the radiation 
oncologist.

XP Separate practitioners.

Same date of service.

May or may not be the same 
encounter.

May or may not be different 
specialties.

Both practitioners fall under 
same tax Identification 
number.

Example of Modifier XS Usage

Scenarios Modifier Reasoning & Notes

Injection into tendon sheath, elbow (20550 
Injection(s); single tendon sheath, or ligament, 
aponeurosis (eg, plantar “fascia”)) and 
injection into tendon sheath, knee (20550-
XS).

XS Separate structure or organ.

Different anatomical site.

Same encounter.

Example of Modifier XU Usage

Scenarios Modifier Reasoning & Notes

A diagnostic procedure is performed. Based 
on the findings, a therapeutic and/or surgical 
procedure is required on the same day. 

For example, diagnostic cardiac 
catheterization is followed by a medically 
necessary cardiac procedure.

XU Same encounter.

Same practitioner.

Same anatomical site, 
structure, or organ.
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The knee is the largest joint in the human body and — because 
of its weight bearing and pressure load support functions — the 

joint most susceptible to injury and degeneration. Depending on the 
diagnosis, a surgeon may use an arthroscopic approach or an open 
approach to operate on the knee. 
When coding knee procedures, you must determine the surgical 
approach. Pay particular attention to words in the operative report 
such as “portal,” “scope,” or “camera,” which indicate an arthroscop-
ic approach, versus “knife,” “blade,” “rongeur,” or “scissors,” which 
suggest an open procedure. You must also determine the procedure 
category, such as excision, repair, or fracture treatment.
Our focus this month is coding arthroscopic knee procedures. We’ll 
contemplate coding open procedures in an upcoming issue.

Beware Bundled Procedures
Major knee surgeries often bundle related procedures. For example, 
medial and/or lateral meniscectomy, meniscus repair, anterior cruci-
ate ligament (ACL) or posterior cruciate ligament (PCL) repair, and 
other knee surgeries include debridement, removal of loose bodies, 
manipulation of the knee under general anesthesia, and other ser-
vices when performed in the same knee compartment(s).
Coding and bundling specific to arthroscopic knee procedures in-
clude:

• 29873 Arthroscopy, knee, surgical; with lateral release: 
Sometimes documented as a “retinacular release,” this is 
often a primary code, but may be reported as a secondary 
service when medically necessary and appropriately 

Coding That Brings  
You to Your Knees

Part 1:  
Arthroscopic procedures

Coding That Brings  
You to Your Knees
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documented. When reporting with another knee procedure 
(e.g., the release occurs on the contralateral knee for 
a concurrent condition), append modifier 59 Distinct 
procedural service (or modifier XS Separate structure, as payer 
appropriate).

• 29874 Arthroscopy, knee, surgical; for removal of loose body 
or foreign body (eg, osteochondritis dissecans fragmentation, 
chondral fragmentation): Never report this separately 
when a major, related procedure is performed in the same 
compartment. Most payers will not accept 29874 when 
reported with 29866-29889. A loose body diagnosis of  
ICD-10-CM M23.4- Loose body in knee (ICD-9-CM 717.6 
Loose body in knee) does not justify unbundling. Some 
payers may allow HCPCS Level II G0289 Arthroscopy, knee, 
surgical, for removal of loose body, foreign body, debridement/
shaving of articular cartilage [chondroplasty] at the time of other 
surgical knee for arthroscopy in a different compartment of 
the same knee, in lieu of 29874.

• 29875 Arthroscopy, knee, surgical; synovectomy, limited (eg, 
plica or shelf resection) (separate procedure): Do not report 
separately if performed in the same compartment as another 
knee procedure. Some payers may allow you to report 29875 
(with modifier 59 or XS) for synovectomy in a different 
compartment; however, most payers will not cover 29875 
unless it’s the only procedure performed on that knee. It’s a 
common misconception that if a patient is diagnosed with 
pathological plica that’s resected, 29875 may be reported and 
linked to ICD-10-CM M67.5- Plica syndrome (ICD-9-CM 
727.83 Plica syndrome). This is true only if the plica resection 
is the only procedure performed on that knee. 

• 29876 Arthroscopy, knee, surgical; synovectomy, major, 
2 or more compartments (eg, medial or lateral): Often a 
primary code, 29876 may be reported with a medial and/
or lateral meniscectomy or meniscus repair (29880-29883). 
Depending on the case, and when required by the payer, 
append modifier 51 Multiple procedures or modifier 59 to 
the latter. Documentation must establish medical necessity 
to extract synovial fluid from more than one compartment. 
Many payers will consider the work done on either the medial 
or lateral compartment as inclusive to the meniscectomy 
or meniscus repair. Despite the “eg, medial or lateral” in 
its code descriptor, 29876 might not be covered unless 

the patellofemoral component is debrided, as well. When 
choosing a primary code, note that 29876 has a higher 
relative value unit than 29881; however, the payer may give 
credit for only a limited synovectomy (29875).

• 29877 Arthroscopy, knee, surgical; debridement/shaving of 
articular cartilage (chondroplasty): Do not report separately if 
performed in the same compartment as another arthroscopic 
knee procedure. Report 29877 only if the procedure is 
performed alone, or with modifier 59 or XS appended for 
an unrelated procedure (e.g., in a different compartment or 
for the contralateral knee, or an unrelated open procedure). 
Certain payers will allow G0289 for this purpose, perhaps 
with modifier 59 added. Payers will not pay separately for 
either 29874 or 29877 with another knee procedure, unless 
performed on the contralateral knee.

• 29879 Arthroscopy, knee, surgical; abrasion arthroplasty 
(includes chondroplasty where necessary) or multiple drilling 
or microfracture: Report separately with an extensive 
synovectomy, a meniscectomy, a meniscus repair, or an 
ACL repair. Documentation must support the procedure 
(vs. routine chondroplasty). Key terms such as “drilling,” 
“microfracture,” “nanofracture,” or “abrasion arthroplasty” 
help to make this distinction.

When coding knee procedures, you 
must determine the surgical approach.
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• 29880 Arthroscopy, knee, surgical; with meniscectomy (medial 
AND lateral, including any meniscal shaving) including 
debridement/shaving of articular cartilage (chondroplasty), 
same or separate compartment(s), when performed: This code is 
appropriate for both a medial and lateral meniscectomy when 
at least a partial meniscectomy is performed and documented 
in both the medial and lateral compartments.

• 29881 Arthroscopy, knee, surgical; with meniscectomy (medial 
OR lateral, including any meniscal shaving) including 
debridement/shaving of articular cartilage (chondroplasty), 
same or separate compartment(s), when performed: Use this to 
report a medial or lateral meniscectomy. Codes 29881 and 
29880 include debridement (29877).

• 29882 Arthroscopy, knee, surgical; with meniscus repair (medial 
OR lateral): Report for medial or lateral meniscus repair.

• 29883 Arthroscopy, knee, surgical; with meniscus repair 
(medial AND lateral): Report for medial and lateral meniscus 
repair. Both 29883 and 29882 are bundled to 29876.

• 29884 Arthroscopy, knee, surgical; with lysis of adhesions, 
with or without manipulation (separate procedure): Do not 
report separately with a primary procedure in the same 
compartment.

Drilling for Osteochondritis Dissecans
• 29885 Arthroscopy, knee, surgical; drilling for osteochondritis 

dissecans with bone grafting, with or without internal fixation 
(including debridement of base of lesion), 29886 Arthroscopy, 
knee, surgical; drilling for intact osteochondritis dissecans lesion, 
and 29887 Arthroscopy, knee, surgical; drilling for intact 
osteochondritis dissecans lesion with internal fixation: These 
codes describe drilling for osteochondritis dissecans (OCD), 
as documented by procedure note and supported by OCD 
diagnosis ICD-10-CM M93.26 Osteochondritis dissecans knee 
(ICD-9-CM 732.7 Osteochondritis dissecans).

ACL and PCL Repair
• 29888 Arthroscopically aided anterior cruciate ligament repair/

augmentation or reconstruction: Describes arthroscopically 
aided ACL repair, augmentation or reconstruction.

• 29889 Arthroscopically aided posterior cruciate ligament repair/
augmentation or reconstruction: Reports an arthroscopically 
aided PCL repair, augmentation, or reconstruction.

Ken Camilleis, CPC, CPC-I, CMRS, CCS-P, is an educational consultant and PMCC instruc-
tor. He is also a professional coder for Signature Healthcare, a health system covering much of 
southeastern Massachusetts. Camilleis’ primary coding specialty is orthopedics. He is a 
member of the Massachusetts’ Quincy Bay Coders local chapter.

Key Points for Reporting  
Arthroscopic Knee Procedures

 • Removal of loose body, limited synovectomy, and debridement typically are not reported 
separately when performed with another arthroscopic knee procedure. 

 • To report extensive synovectomy (29876), documentation must confirm that synovitis 
is resected from at least two knee compartments (any two of the medial, lateral, or 
patellofemoral).

 • For synovectomy of one compartment, report limited synovectomy (29875). Append 
modifier 59 or XS for a legitimate “separate” procedure. Bear in mind it may not be 
reimbursed if performed with a major procedure on the same knee, regardless of 
compartment. 

 • Don’t equate “chondroplasty” with “abrasion chondroplasty.” Although an abrasion 
chondroplasty or microfracture drilling (29879) is separately reportable, a routine 
chondroplasty (29877) is integral to debridement or shaving. 

 • To report 29879, documentation must indicate the surgeon performed an abrasion 
arthroplasty or a microfracture (e.g., grinding down of damaged — fragmented, rough, 
or unstable — cartilage; having worn away the surface down to a bleeding bone bed; 
or drilling of holes to create small fractures or “microfractures”) to allow for adequate 
healing, by means of cartilage regrowth.

 • Medial/lateral meniscectomies (29880-29881) and medial/lateral meniscus repairs 
(29882-29883) are typically outpatient procedures (POS 22 Outpatient hospital) and 
seldom require an assistant surgeon. If reporting 29880, documentation must clarify 
that cartilage was removed from both the medial and lateral menisci; otherwise, report 
29881. Consider querying the provider if the title of the operative note says “Medial and 
lateral meniscectomy,” but there is no supporting documentation for one of the menisci.

 • Arthroscopically-aided ACL repair (29888) is an inpatient procedure. Arthroscopic 
meniscectomy (29881) or meniscus repair (29882) is sometimes done with ACL repair, 
and may be reported secondarily (with modifier 51, when required by the payer).

Major knee surgeries often 
bundle related procedures.
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By John Verhovshek, MA, CPC 

CODING/BILLING ■

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

The human knee includes four bones and three separate “compart-
ments.” The bones are: 

• femur, or thighbone;
• tibia, or shinbone;
• fibula, or outer (usually smaller) bone of the lower leg; and
• patella, or kneecap.

The tibiofemoral joint, which is the main hinge joint of the knee, oc-
curs where the femur meets the tibia, and includes an inner (medial) 
compartment and an outer (lateral) compartment. The patellofem-
oral joint occurs where the patella and the femur meet (behind the 
kneecap), and comprises the third compartment of the knee. 
Pay careful attention to CPT® code descriptors for knee procedures; 
they may specify which compartments are addressed during the pro-
cedure. For example:
29876 Arthroscopy, knee, surgical; synovectomy, major, 2 or more compartments (eg, medial or lateral) 

29881 Arthroscopy, knee, surgical; with meniscectomy (medial OR lateral, including any meniscal shav-
ing) including debridement/shaving of articular cartilage (chondroplasty), same or separate 
compartment(s), when performed

29883 Arthroscopy, knee, surgical; with meniscus repair (medial AND lateral)

In some cases, the three compartments of the knee may be treated as 
separate anatomic areas — whereby procedures in different compart-
ments of the same knee may be billed separately, but procedures per-
formed in the same compartment may be bundled. For example, per 
CPT® Assistant (August 2001):

… if a knee arthroscopy for removal of loose or foreign bodies 
(29874) is performed in the same knee compartment as pro-
cedures described by codes 29875-29881, then code 29874 
should not be reported separately as this is considered to be 
an inclusive component of codes 29875-29881.

However, if a knee arthroscopy for removal of loose or foreign 
bodies (29874) is performed in a different knee compartment 

as the knee arthroscopy procedure codes 29875-29881, then 
code 29874 may be reported separately with modifier -59, 
Distinct Procedural Service, appended. For example, when 
smoothing down the cartilage and/or drilling holes to cre-
ate microfractures is also performed in addition to remov-
al of foreign bodies or loose bodies of the bone or cartilage 
within the knee joint, code 29879 may be reported in addi-
tion to code 29874 only if performed in a separate knee com-
partment. Modifier -59 should be appended to indicate that 
a separate compartment was involved.

In other cases, it doesn’t matter whether a procedure occurs in the 
same or a different compartment(s) of the knee. One example, per 
CPT® Assistant (May 2014), occurs when reporting limited synovec-
tomy (29875 Arthroscopy, knee, surgical; synovectomy, limited (eg, pli-
ca or shelf resection) (separate procedure):

Question: A patient had a medial compartment meniscecto-
my (29881) and a lateral compartment synovectomy (29875), 
and both procedures were performed in different compartments 
of the knee. Would it be appropriate to separately report these 
procedures?

Answer: No. Code 29875, which describes limited synovec-
tomy, is for a separate procedure. This means that the work 
associated with this procedure is inclusive to more extensive 
procedures performed in the same anatomic site (the knee), 
and is not separately reportable if other arthroscopic knee 
procedure is performed on the same knee in the same session. 
This code should only be reported if it is the only procedure 
performed; separate compartment rules do not apply. Code 
29875 is a separate procedure and is not reported with code 
29881 when performed.

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

Know Your Knee 
Anatomy to Code 
with Confidence
Account for knee compartments, then 
check code descriptors and bundling rules.
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AAPC
ICD-10Available September 2012

ICD-10-CM
General Code Set Training
Updated training methods for ICD-10

Features:

• ICD-10 format and structure 
• Complete, in-depth ICD-10 guidelines
• Nuances of the new coding system 
• Hands-on ICD-10 coding exercises

• Course manual for ICD-10-CM Code Set
• At-Your-Own-Pace Proficiency Assessment 

(included or optional)

ICD-10 is Here! 
Advance Your Skills Now.

Choose from the five optionsChoose from the four options

- Rhonda Buckholtz, CPC, CPMA, CPC-I, CGSC, CPEDC, CENTC
   AAPC Vice President, ICD-10 Training and Education

Now the most comprehensive and affordable methods to prepare for ICD-10 will also allow 
coders to demonstrate their proficiency at their own pace and with unlimited attempts.
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AAPC
ICD-10Available September 2012

For more information, call 800-626-2633
or visit: aapc.com/icd10

Updated training methods for ICD-10 16 CEUs16 CEUs

Boot CampsOnline

Includes ICD-10- CM
Proficiency Assessment
Includes ICD-10-CM
Proficiency Assessment

2-day, live training and
 interactive group environment 

in a city near you.

Online training at your
 own pace.

$695$395

These training options include access to AAPC’s Online ICD-10-CM Proficiency Assessment Course.  
Successful completion of the hands-on exercises and questions found at the end of the course will satisfy 
AAPC’s certification maintenance requirements for ICD-10-CM.

These training options take your ICD-10-CM coding skills to a higher level, raising productivity and refreshing 
skills. Understanding the clinical concepts of commonly treated conditions will help you more readily assign the 
correct codes and effectively work with clinicians.

Add either training to a General Code Set Boot Camp and save $95!

Online

8 CEUs

Online training at your
own pace.

$195

8 CEUs

Boot Camps

1-day, live training at select
locations.

$295

Advanced Code Set
Training
Advanced Code Set
Training
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■ ADDED EDGE
By Cara Friederich, CPC-I, COC, CPC 

A lthough ICD-10 is here, you may still be asking, “Are my coders 
ready?” One method to boost competency is an internal 

ICD-10 mentoring program. This interactive program has 
been a proven success for employees of Altegra Health 
and several clients. Cases are submitted on a weekly ba-
sis, reviewed by a mentor or quality assurance lead, and 
followed up with a feedback meeting to go over the re-
sults with the coding team.
With only a month into ICD-10, it’s not too late to imple-
ment an effective internal ICD-10 mentoring program. 

Introduce ICD-10 Concepts through Overview Training
To ensure coders understand the differences between ICD-9 and ICD-10 

coding,  explain the overall changes. Taking time to train coders on ICD-10 coding concepts 
will help to minimize frustration and show that concepts are relatively the same. 

The ICD-10-CM Official Guidelines for Coding and Reporting, located in the front of the ICD-
10 codebook, is a great place to start overview training. The guidelines provide direction to the spe-
cific documentation needed to support selected ICD-10 code(s). Coding conventions are also includ-
ed. There are some changes the trainer will want to discuss, such as: Excludes 1, Excludes 2, and when 
to use a placeholder (X).
In some instances, coding in ICD-10 isn’t all that different from coding in ICD-9. For example:

• If there isn’t a definitive diagnosis, select the signs and symptoms until one can be concluded. 
• Conditions that are an integral part of a disease process should not be coded in addition to that disease.
• If there’s a condition that isn’t part of the disease process, code it separately.
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Mentoring Program

• Both ICD-9 and ICD-10 may have comments that state 
“use additional codes,” which may be required to describe 
a condition and/or manifestation.

ICD-9 and ICD-10 do have their differences, however. For ex-
ample:

• In ICD-9, “late effects” describe a residual condition that 
is present due to another injury and/or illness; in ICD-10, 
the term is “sequela,” which is represented by the seventh 
character S.

• There are many more opportunities to describe location 
(right, left, bilateral, etc.) in ICD-10 than there are in 
ICD-9. 

• ICD-9 codes consist of three to five alphanumeric 
characters; ICD-10 has up to seven alphanumeric 
characters that include the category, etiology, anatomic 
site, severity, and other details, as well as placeholders for 
growth in some cases. 

Select Your Cases for the Mentoring Process 
Select cases for the mentoring process based on the needs of your 
practice. If you work for a single specialty, such as orthopedic 
surgery, focus on the types of cases you see most often. If you 
work for a practice with several specialties or a multi-specialty 
clinic, you may want to either focus on one chapter a week or a 
few cases from several chapters each week.
As with any new coding concept, understand the subject. With 
knowledge comes confidence: Start with simple, straightfor-
ward cases. An acute, upper-respiratory infection or a cough 
will allow the coder to follow the appropriate steps for finding 
the right code without getting overwhelmed. Progress to harder 
cases after coders have some experience understanding how the 
book is organized and what to watch out for.
Identify areas where the provider can improve his or her docu-
mentation, enabling the coder to select the most specific ICD-
10 code. Providers need to focus on being as detailed as possible 
when documenting all areas of the note(s); for example, includ-
ing specificities such as location (RT, LT, upper, lower, peri-um-
bilical), severity, disease status, the encounter status (initial vers-
es follow up), etc. 

It’s imperative that providers and coders have an ongoing rela-
tionship. Promoting this type of relationship allows providers to 
receive feedback on their documentation, and it allows coders to 
ask for the documentation they need to code to the highest level 
of specificity. More times than not, the improvement tip is a sim-
ple fix for the provider. Providers really want to document the 
right way!
My biggest piece of advice when communicating with providers 
is “pick and choose your battles.” Pick a topic high on your list 
and choose an appropriate time to talk about it with the provid-
er. Don’t barrage a provider with a list of questions or concerns 
as he or she is about to see a patient.

Track Coders’ Progress
Mentors should keep track of coders’ progress each week. A 
simple Excel workbook will serve the purpose. The workbook 
should have tabs at the bottom for each week a coder has a sub-
mission. The spreadsheet can include any information you 
would like to quantify: Simply include the case number, the 
ICD-10 codes the coder has selected, and an area for comments. 
The comments section can be used for coders to ask the quality 
assurance team any questions or for quality assurance feedback.
Provide training comments to coders with respect to changes 
made to the ICD-10 diagnosis codes. For example, “Changed 
unspecified tibia fracture to right tibia fracture.” If a code is dif-
ficult to find, the path that was followed within the index should 
be indicated to allow coders to gain experience in looking up the 
code in the tabular section — for example, “Tear (traumatic) 
(default), muscle; see strain. Strain, muscle (tendon); see injury, 
muscle by site, strain.” 
Create a scoring methodology for each set of cases to keep track 
of coders’ progress. The scoring methodology can be as simple 
or as complex as you like. Here is an example of a simple scor-
ing method:

• Calculate total possible points with one point per  
ICD-10 code submitted. If the coder submits 10 cases 
with four ICD-10 codes per case, the total possible points 
will be 40.

• Calculate the total of incorrect points.

Identify areas where the provider can improve 
his or her documentation, enabling the coder to 

select the most specific ICD-10 code.

ADDED EDGE



38 Healthcare Business Monthly

Mentoring Program

• Subtract the total incorrect points from the total possible 
points.

• Divide the total correct points from the total possible points.

Identify the right time to remove  
coders from the mentoring process.
The mentoring process isn’t meant to be ongoing, with no end in 
sight. It’s also not meant to be in lieu of official quality assurance. 
The goal is to give coders enough practice to increase their confi-
dence, quality, and productivity. The leadership team should moni-
tor the scores from each week and see steady improvement. If a cod-
er is consistently maintaining an accuracy rate, as defined by your 
practice or facility, he or she should be removed from the mentor-
ing process and allowed to submit charges independently. Coders 
who do not show steady improvement may need to remain with the 
program longer, or have more extensive training (such as an ICD-10 
boot camp: www.aapc.com/icd-10/bootcamp-icd-10-coding.aspx).

Post Mentoring Quality Assurance
The most important piece of our jobs as coders is to be accurate and 
thorough. It’s imperative for managers and supervisors to make sure 

their staff ’s coding accurately reflects provider documentation. Er-
rors in coding can lead to potential payment errors and put provid-
ers at risk. 
Quality assurance reviews should be performed on all staff mem-
bers regularly. For example, I recommend that each team member 
go through a minimum of three quality assurance reviews, main-
taining an accuracy rate of 95 percent or higher, before he or she is 
able to code without intensive monitoring. Thereafter, a monthly 
quality assurance should be conducted to make sure the accuracy 
rate doesn’t fall below your practice’s standard. With each quality 
assurance, feedback should be provided to the coder to provide op-
portunity for growth. 
Keep in mind: Now that we are live with ICD-10, regardless of how 
much practice our coders have had, productivity will decrease. I ex-
pect up to a 50 percent reduction in productivity at the initial stag-
es. Employers should be mindful that the more practice a coder has, 
the faster he or she will become in ICD-10. It sounds like a simple 
concept but it always bears repeating, especially around month end: 
Practice makes perfect!  

Cara Friederich, CPC-I, COC, CPC, is an AAPC-approved ICD-10 instructor. She is director of 
professional coding services in Altegra Health’s Reimbursement & Advisory Services Division. 
Friederich can be reached at (818) 263-3154 or cara.friederich@altegrahealth.com. She is a 
member of the West Los Angeles, Calif., local chapter.

The mentoring process isn’t meant to be 
ongoing, with no end in sight. It’s also not meant 
to be in lieu of official quality assurance.
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MEMBER FEATURE ■
By Bonnie Blazevich, CPC

Mentoring coding and billing students during their externships and 
internships is a wonderful experience. It provides an opportuni-

ty to teach them the ropes, and it’s exciting to see them so eager to get 
their careers off and running. The down side is seeing a student a few 
months down the road, discouraged by not finding a job due to lack 
of experience, in spite of his or her coding certification. I’ve known 
former students to volunteer their time just to keep up their skills. 
Now that I work as a billing and coding educator, I see this sort of sit-
uation more often. Although our facility offers to help students in the 
job market, most facilities want two or more years’ experience. 

Recent Grads: Don’t Be Discouraged
A coding certification and education at an accredited school demon-
strates coding proficiency. I encourage my students to make sure to 
count their time in the accredited program they completed, as well 
as their externship, as one year’s experience. Often, facilities that ask 
for additional experience will reconsider if they see the graduate’s ed-
ucation background. 
If you’re an employer looking for experienced, certified coders, I urge 
you to consider recent graduates. 

Students Flourish with Advocates
As the externship coordinator for the Allied Health program in a 
community college, I find most facilities and their office managers 
don’t know what students can offer them during their externship. To 
clear things up, I send them:

• Rules, conduct, and expectations we have set for the students;
• The curriculum of the course program; and
• An assessment check-off sheet for task the student must 

complete during the externship.
We sign a contract with the facility when it is agreed the task can be 
accomplished within the 150-175 hours of the student’s externship. 
Some sites also have expectations and guidelines incorporated into 

our student contracts. Both parties also have a HIPAA contract to 
sign, to hold students accountable. 
After investing between four to six weeks teaching and training a stu-
dent, the facility can offer the student a job. The student is already 
trained, so it’s a win-win situation for everyone. If a site is unable to 
offer the extern a job, we suggest writing the student a letter of recom-
mendation. Many students find great jobs just by attaching a letter of 
recommendation to their resumes.

Step Up to the Block and Start Running
I challenge certified coders and practice managers to consider taking 
these students under your wings. Invest in their future. Mentor them 
and give them the chance you were given. They are eager to work and 
use the skills and knowledge they worked so hard to attain. My stu-
dents assign over 2,000 codes by the time they complete their course. 
Many of us can’t say we coded that much before our first coding job.
Contact your local community colleges and contract with them to get 
these up-and-coming coding specialists into your facility. Invite them 
to your local chapter meetings. Encourage and mentor them. Be the 
one who makes a difference in their lives. 

Bonnie Blazevich, CPC, is a medical billing and coding instructor and an externship coordi-
nator for an Allied Health Community College in Hammond, La., (Compass Career College). She 
has served as vice-president and president for the Covington, La., local chapter.

My students code over 
2,000 codes by the time they 

complete their course. Many of 
us can’t say we coded that much 

before our first coding job.

A Mentor 
Goes the Extra Mile 
for Students

When mentors 
load the bases 

for students and 
recent grads, 

they are sure to 
hit a grand slam. 

A Mentor 
Goes the Extra Mile 
for Students
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Optum360
Whether your learning takes place on the job or in a formal 
education setting, our new Comprehensive Coding Guide 
addresses how to code for ICD-10, CPT® and HCPCS.

Optum Learning: Comprehensive Coding Guide

18
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Table 5.4. Table of Risk of Complication and/or Morbidity or Mortality

In addition to the table of risk, two other tables used to assist in calculating the level of 
medical decision making are available. They have been used by several CMS Medicare 
administrative contractors (MAC) and are presented below.Table 5.5. Number of Diagnosis or Management Options(Number x Points = Result)

Presenting Problem(s) Diagnostic Procedure(s) Ordered Management Options Selected

M
IN

IM
A

L

• One self-limited or minor problem; e.g., cold, insect bite, tinea corporis
• Laboratory tests requiring venipuncture• Chest x-rays
• EKG/EEG
• Urinalysis
• Ultrasound; e.g., echo• KOH prep

• Rest
• Gargles
• Elastic bandages
• Superficial dressings

LO
W

• Two or more self-limited or minor problems
• One stable chronic illness; e.g., well controlled hypertension or non-insulin dependent diabetes, cataract, BPH• Acute uncomplicated illness or injury; e.g., cystitis, allergic rhinitis, simple sprain

• Physiological tests not under stress; e.g., pulmonary function tests• Non-cardiovascular imaging studies with contrast; e.g., barium enema• Superficial needle biopsies• Clinical laboratory tests requiring arterial puncture
• Skin biopsies

• Over-the-counter drugs• Minor surgery with no identified risk factors
• Physical therapy
• Occupational therapy• IV fluids without additives

M
O

D
ER

AT
E

• One or more chronic illnesses with mild exacerbation, progression, or side effects of treatment
• Two or more stable chronic illnesses• Undiagnosed new problem with uncertain prognosis; e.g., lump in breast• Acute illness with systemic symptoms; e.g., pyelonephritis, pneumonitis, colitis• Acute complicated injury; e.g., head injury with brief loss of consciousness

• Physiologic tests under stress; e.g., cardiac stress test, fetal contraction stress test• Diagnostic endoscopies with no identified risk factors
• Deep needle or incisional biopsy• Cardiovascular imaging studies w/ contrast and no identified risk factors; e.g., arteriogram, cardiac catheterization• Obtain fluid from body cavity; e.g., lumbar puncture, thoracentesis, culdocentesis

• Minor surgery w/ identified risk factors• Elective major surgery (Open, percutaneous or endoscopic) w/ no identified risk factors• Prescription drug management• Therapeutic nuclear medicine• IV fluids with additives• Closed treatment of fracture or dislocation w/o manipulation

  H
IG

H

• One or more chronic illnesses with severe exacerbation, progression, or side effects of treatment
• Acute or chronic illnesses or injuries that pose a threat to life or bodily function; e.g., multiple trauma, acute MI, pulmonary embolus, severe respiratory distress, progressive severe rheumatoid arthritis, psychiatric illness with potential threat to self or others, peritonitis, ARF• An abrupt change in neurologic status; e.g., seizure, TIA, weakness or sensory loss

• Cardiovascular imaging studies with contrast with identified risk factors• Cardiac electrophysiological tests• Diagnostic endoscopies w/identified risk factors
• Discography

• Elective major surgery (open, percutaneous or endoscopic) w/ identified risk factors
• Emergency major surgery (open, percutaneous, endoscopic)• Parenteral controlled substances• Drug therapy requiring intensive monitoring for toxicity• Decision not to resuscitate or to de-escalate care because of poor prognosis

Number Points PointsSelf-limited or minor (stable, improved, or worsening)  Max = 2 1Est. problem (to examiner); stable, improved
1Est. problem (to examiner); worsening
2New problem (to examiner); no additional work-up planned  Max = 1 3

New problem (to examiner); additional work-up planned 4Transfer total to line A of Final Result for MDM table
TOTAL1–minimal          2–limited          3–multiple          4+ –extensive 

© 2015 Optum360, LLC
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CPT® Coding System

Evaluation and Management Services 

(99201–99499)

Introduction

The first section of the CPT® book is the Evaluation and Management (E/M) section. This 

section contains the codes applicable to medical services, such as office or hospital level 

of service codes, hospital observation services, consultations, emergency department 

services, critical care services, neonatal intensive care, nursing facility services, custodial 

care services, home services, case management services, preventive medicine services, 

counseling, risk factor reduction services, and newborn care.

The E/M services are based on the intensity or complexity of the key components 

provided to the patient during an encounter. To select the appropriate level of service, 

the coder must take the appropriate steps. First, determine the type of service provided 

(i.e., preventive services or critical care services) and select the appropriate category, or 

subcategory, from the CPT book. Second, determine the place of service for the encounter 

(i.e., office, inpatient hospital, emergency department visit). Some visits may be further 

divided by the status of the encounter (i.e., new vs. established patient or initial vs. 

subsequent care).

The section guidelines, from the CPT book, contain information to help select the 

appropriate level. Read the guidelines found at the beginning of the subcategory to 

determine what special guidelines, if any, apply to that subcategory of E/M codes. Then 

determine the extent of the history obtained, the examination performed, and the 

complexity of the medical decision making that the service requires. Review the code 

narratives in the appropriate category and subcategory. Each narrative includes the 

specific criteria that must be met or exceeded if the code is to be assigned. Finally, using 

the instructions in the code narratives, select the code that matches the levels of history, 

examination, and medical decision making involved. 

Components of E/M Services

There are three key components of E/M services: history, examination, and medical 

decision making. These components are vital in selecting the correct evaluation and 

management codes. In most cases, all three components must be addressed in the 

documentation. However, in established, subsequent, and follow-up categories, only two 

of the three must be met or exceeded for a given code. Additional components such as 

counseling, coordination of care, presenting problem, and time, are also considered in the 

code selection process.

First Key Component: History

The history is the first “key” component described in the CPT code book. While not always 

a supporting component of documentation, virtually all records contain some degree of 

history. The history component consists of:

• Chief complaint (CC)

• History of present illness (HPI)

• Review of systems (ROS)

• Past, family, and social history (PFSH)

• Locate the most appropriate CPT code 

for E/M services

• Determine What category or 

subcategory of E/M to select

• Explain levels of E/M services

• Identify elements of the key 

components

• Recognize contributory components

 OBJECTIVES

new patient. An individual who has not 

received any professional services from 

the physician/non-physician 

practitioner (NPP) or another physician 

of the same specialty who belongs to 

the same group practice within the 

previous three years.

established patient. An individual who 

has received professional services from 

the physician/ non-physician 

practitioner (NPP) or another physician 

of the same specialty who belongs to 

the same group practice within the 

previous three years.

 DEFINITIONS

CPT is a registered trademark of the American Medical Association.
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The shift from the ICD-9 to the ICD-10 
coding system is spurring a tremendous 
interest in coding education — not just 
in diagnosis codes, but in the wide range 
of coding skills necessary to secure optimal 
revenue as well. Build the right foundation 
with the how-to-code education needed for 
a career in health information management.

2016 Comprehensive Coding Guide
>> DESIGNED FOR PHYSICIANS, HOSPITALS, 
POST-ACUTE, PAYERS, CONSULTANTS

Item No: CCG16     
Available: March 2016
$95.95

NEW!
COVERS ALL 
CODE SETS

ORDER ONLINE: 
Visit us at optumcoding.com.

ORDER BY PHONE:  
Call 1-800-464-3649, option 1. 

• Learn more than how  to code — learn how to resolve coding
problems. This focus on the basics, including tactics and strategy,
means coders can learn how to break down complex situations into
manageable segments.

• The Comprehensive Coding Guide serves as a comprehensive
coding desk reference. Useful to both beginning and advanced coders,
this guide covers topics like how to code, regulatory initiatives affecting
coding and reports to payers using procedure and diagnoses codes.

• Get confirmation of coding skills with included knowledge
assessment questions and answers.

• Instruction covers all code sets, plus essential anatomy and
physiology, as well as regulatory issues. Educational content focuses
on ICD-10, CPT® and HCPCS Level II coding, with a special emphasis on
mastering the new ICD-10-CM coding system, plus details on CCI, PQRS,
the key regulations that affect coding and reimbursement, and more.

• Improve coding score on certification exams. What you learn provides
details to give you the big picture view needed to address any coding
problem and tackle exams.
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ICD-10 Proficiency Tips
By Michelle A. Dick

Pass Muster on ICD-10-CM
Words of wisdom to help your proficiency assessment go smoothly.
If you haven’t taken your ICD-10 proficien-
cy assessment to maintain AAPC certifica-
tion, now’s the time to do it. AAPC mem-
bers holding CPC®, COC™, CPC-P®, CPC-
I®, CRC®, CPMA®, or a coding specialty be-
sides CIRCC®, must demonstrate proficien-
cy in ICD-10-CM by December 31, 2015, to 
maintain their credential(s).
The ICD-10 proficiency assessment proves 
to payers and employers that AAPC mem-
bers can accurately code using the new di-
agnosis code set, implemented October 1. 
It also serves to reinforce coding confidence 
and AAPC’s high standards for certification. 
To help ensure your assessment goes off with-
out a hitch, AAPC Vice President of ICD-
10 Training and Education Rhonda Buck-
holtz, CPC, CPMA, CPC-I, CENTC, 
CGSC, COBGC, CPEDC, suggests: 
1.  Do not use Internet Explorer.

2.  Be sure to read all instructions prior to be-
ginning the assessment.

3.  Remember that answers are not to be 
shared; cheating will be forwarded to the 
AAPC Ethics Committee for review.

4.  Each timed assessment has 75 questions 
and pulls questions randomly from a 
bank of 450 questions.

5.  If you exit out of the timed assessment, 
AAPC cannot open the same assessment 
for you. You’ll need to start over.

6.  Copying the assessment questions via any 
method is prohibited, and any known in-
stances will be forwarded to the Ethics 
Committee for review.

7.   Be sure you take the timed assessment 
where you have a solid Internet connec-
tion.

8.   You must complete the timed assessment in 
one session and finish it within 3½ hours. 
Most people require 2 ½ hours.

9.   Please understand this is an assessment 
and we are unable to tell you which ques-
tions you missed.

10.  If the thought of a timed assessment 
scares you, you can demonstrate profi-
ciency at your own pace via completion 
of the AAPC online ICD-10-CM gener-
al code set training at www.aapc.com/icd-10/icd-
10-assessment-training.aspx.

11. Use of encoders may hinder your results, 
depending on how the guidelines and code 
level instructional notes are incorporated.

12. The timed assessment has a 98 percent 
pass rate.

13.  Most questions missed are due to not read-
ing the guidelines or instructional notes.

For more information on ICD-10 implemen-
tation, go to www.aapc.com/icd-10/.

Michelle A. Dick is executive editor at AAPC.

Whether your learning takes place on the job or in a formal 
education setting, our new Comprehensive Coding Guide 
addresses how to code for ICD-10, CPT® and HCPCS.

Optum Learning: Comprehensive Coding Guide
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Table 5.4. Table of Risk of Complication and/or Morbidity or Mortality

In addition to the table of risk, two other tables used to assist in calculating the level of 
medical decision making are available. They have been used by several CMS Medicare 
administrative contractors (MAC) and are presented below.Table 5.5. Number of Diagnosis or Management Options(Number x Points = Result)

Presenting Problem(s) Diagnostic Procedure(s) Ordered Management Options Selected

M
IN

IM
A

L

• One self-limited or minor problem; e.g., cold, insect bite, tinea corporis
• Laboratory tests requiring venipuncture• Chest x-rays
• EKG/EEG
• Urinalysis
• Ultrasound; e.g., echo• KOH prep

• Rest
• Gargles
• Elastic bandages
• Superficial dressings

LO
W

• Two or more self-limited or minor problems
• One stable chronic illness; e.g., well controlled hypertension or non-insulin dependent diabetes, cataract, BPH• Acute uncomplicated illness or injury; e.g., cystitis, allergic rhinitis, simple sprain

• Physiological tests not under stress; e.g., pulmonary function tests• Non-cardiovascular imaging studies with contrast; e.g., barium enema• Superficial needle biopsies• Clinical laboratory tests requiring arterial puncture
• Skin biopsies

• Over-the-counter drugs• Minor surgery with no identified risk factors
• Physical therapy
• Occupational therapy• IV fluids without additives

M
O

D
ER

AT
E

• One or more chronic illnesses with mild exacerbation, progression, or side effects of treatment
• Two or more stable chronic illnesses• Undiagnosed new problem with uncertain prognosis; e.g., lump in breast• Acute illness with systemic symptoms; e.g., pyelonephritis, pneumonitis, colitis• Acute complicated injury; e.g., head injury with brief loss of consciousness

• Physiologic tests under stress; e.g., cardiac stress test, fetal contraction stress test• Diagnostic endoscopies with no identified risk factors
• Deep needle or incisional biopsy• Cardiovascular imaging studies w/ contrast and no identified risk factors; e.g., arteriogram, cardiac catheterization• Obtain fluid from body cavity; e.g., lumbar puncture, thoracentesis, culdocentesis

• Minor surgery w/ identified risk factors• Elective major surgery (Open, percutaneous or endoscopic) w/ no identified risk factors• Prescription drug management• Therapeutic nuclear medicine• IV fluids with additives• Closed treatment of fracture or dislocation w/o manipulation

  H
IG

H

• One or more chronic illnesses with severe exacerbation, progression, or side effects of treatment
• Acute or chronic illnesses or injuries that pose a threat to life or bodily function; e.g., multiple trauma, acute MI, pulmonary embolus, severe respiratory distress, progressive severe rheumatoid arthritis, psychiatric illness with potential threat to self or others, peritonitis, ARF• An abrupt change in neurologic status; e.g., seizure, TIA, weakness or sensory loss

• Cardiovascular imaging studies with contrast with identified risk factors• Cardiac electrophysiological tests• Diagnostic endoscopies w/identified risk factors
• Discography

• Elective major surgery (open, percutaneous or endoscopic) w/ identified risk factors
• Emergency major surgery (open, percutaneous, endoscopic)• Parenteral controlled substances• Drug therapy requiring intensive monitoring for toxicity• Decision not to resuscitate or to de-escalate care because of poor prognosis

Number Points PointsSelf-limited or minor (stable, improved, or worsening)  Max = 2 1Est. problem (to examiner); stable, improved
1Est. problem (to examiner); worsening
2New problem (to examiner); no additional work-up planned  Max = 1 3

New problem (to examiner); additional work-up planned 4Transfer total to line A of Final Result for MDM table
TOTAL1–minimal          2–limited          3–multiple          4+ –extensive 

© 2015 Optum360, LLC
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CPT® Coding System

Evaluation and Management Services 

(99201–99499)

Introduction

The first section of the CPT® book is the Evaluation and Management (E/M) section. This 

section contains the codes applicable to medical services, such as office or hospital level 

of service codes, hospital observation services, consultations, emergency department 

services, critical care services, neonatal intensive care, nursing facility services, custodial 

care services, home services, case management services, preventive medicine services, 

counseling, risk factor reduction services, and newborn care.

The E/M services are based on the intensity or complexity of the key components 

provided to the patient during an encounter. To select the appropriate level of service, 

the coder must take the appropriate steps. First, determine the type of service provided 

(i.e., preventive services or critical care services) and select the appropriate category, or 

subcategory, from the CPT book. Second, determine the place of service for the encounter 

(i.e., office, inpatient hospital, emergency department visit). Some visits may be further 

divided by the status of the encounter (i.e., new vs. established patient or initial vs. 

subsequent care).

The section guidelines, from the CPT book, contain information to help select the 

appropriate level. Read the guidelines found at the beginning of the subcategory to 

determine what special guidelines, if any, apply to that subcategory of E/M codes. Then 

determine the extent of the history obtained, the examination performed, and the 

complexity of the medical decision making that the service requires. Review the code 

narratives in the appropriate category and subcategory. Each narrative includes the 

specific criteria that must be met or exceeded if the code is to be assigned. Finally, using 

the instructions in the code narratives, select the code that matches the levels of history, 

examination, and medical decision making involved. 

Components of E/M Services

There are three key components of E/M services: history, examination, and medical 

decision making. These components are vital in selecting the correct evaluation and 

management codes. In most cases, all three components must be addressed in the 

documentation. However, in established, subsequent, and follow-up categories, only two 

of the three must be met or exceeded for a given code. Additional components such as 

counseling, coordination of care, presenting problem, and time, are also considered in the 

code selection process.

First Key Component: History

The history is the first “key” component described in the CPT code book. While not always 

a supporting component of documentation, virtually all records contain some degree of 

history. The history component consists of:

• Chief complaint (CC)

• History of present illness (HPI)

• Review of systems (ROS)

• Past, family, and social history (PFSH)

• Locate the most appropriate CPT code 

for E/M services

• Determine What category or 

subcategory of E/M to select

• Explain levels of E/M services

• Identify elements of the key 

components

• Recognize contributory components

 OBJECTIVES

new patient. An individual who has not 

received any professional services from 

the physician/non-physician 

practitioner (NPP) or another physician 

of the same specialty who belongs to 

the same group practice within the 

previous three years.

established patient. An individual who 

has received professional services from 

the physician/ non-physician 

practitioner (NPP) or another physician 

of the same specialty who belongs to 

the same group practice within the 

previous three years.

 DEFINITIONS

CPT is a registered trademark of the American Medical Association.
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■ AUDITING/COMPLIANCE
By Cheryl Ahrens Young, CIP, APMD, CDIA+, CTT+, ecmP, ermM 

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

As custodians of patient records, providers are ethically obligated 
to manage records responsibly, and are bound to do so by feder-

al laws such as HIPAA. Providers are also obligated to manage their 
own business records in accordance with state and federal regula-
tions. Despite these requirements, your organization may not have a 
defined, systematic process for effectively managing patient records 
because existing systems were not initially configured to track life-
cycle, retention, and security. 
To be compliant (and to report compliance), your organization must 
have a comprehensive, enterprise-wide records and information 
management (RIM) program in place that supports client services, 
governance, audit response, and litigation support for patients, as 
well as litigation preparedness for the organization itself. 

Improve Your Organization with RIM
A RIM program provides structure to address business concerns, 
helps to avoid the risk of non-responsiveness during legal discovery, 
and demonstrates the practice’s lawfulness. 
Litigation readiness - Organizations must maintain records that 
support business decisions, operations, and services for the length 
of time required by the regulating agencies, and as dictated by the 
statutes of limitations to bring a claim. A RIM program communi-
cates these requirements clearly and concisely. 
Awareness of communication and education - RIM will help 
your organization:

• Write “for the record:” no jargon, abbreviations, or slang.

Reduce Medical Record  
Risk through a RIM Program
Effectively manage records by supporting  
compliance, audits, and litigation preparedness.
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Reduce Risk

• Write a business email: to the point, one subject per email.
• Dispose of drafts properly: When the final document is 

approved, delete the drafts.
• Consistently classify and label documents: no jargon, 

abbreviations, or slang. 
• Dispose of records and non-records: shred paper, delete and 

empty the recycle bin.
Built-in cost control:

• Keeping records beyond the required time leaves your 
business open to discovery and high legal costs.

• Paying for storage of (electronic or hardcopy) patient records 
beyond the obligation affects the bottom line. 

• Disposing of duplicates and convenience copies eliminates 
confusion about which is the “real” record (a favorite 
question of an auditor).

• Being able to retrieve the right record quickly reduces the 
time the auditor will be on site.

Improved customer service - When you keep only the most cur-
rent records, retrieval time to look up a reference takes seconds or 
minutes, instead of hours or days. This improves productivity.
Legal case law requires it - Safe Harbor is not available if you do 
not have a RIM program in place. Per a U.S. District Court ruling in 
Starbucks Corporation v. ADT Security Services, Inc., 2009, “Fail-
ure to adopt a compliant records retention and destruction protocol 
that permits cost effective access to relevant records and creates an 
audit trail subjects the non-compliant litigant to sanctions and con-
stitutes spoliation.” Although this ruling came from a non-medical 
practice case, it pertains to any business that creates, maintains, and 
manages records either for internal use or as a custodian of some-
one else’s records. 
Organizations are responsible for instructing their employees, con-
tractors, and third-party vendors on how to manage their records. 
This, too, is part of a RIM program. Information governance, con-
tent management, disaster recovery plans, and knowledge manage-
ment are related and fall under the “Say it. Do it. Prove it!” approach 
to reducing risk.

Build a RIM Program 
If your organization has not implemented an enterprise-wide re-
cords management system, the task of identifying employee-cre-
ated records, and finding how and where they are stored, will be a 
challenge. To be ready for an audit or litigation, however, it must be 
done. If you waiting until your organization is audited or subpoe-
naed, you’ll suffer far worse. Courts have stated that if competitors 
in your industry have been sued, you may expect litigation in your 
company’s future. The same holds true for audits. 
Creating a RIM program starts with a records and information pol-
icy statement that clearly explains how records are to be managed. 
Next, take RIM inventory: It’s important to know what you have 
and how the records are used. During the inventory, gather infor-
mation on why the record is created in the first place, so similar busi-
ness functions can be subsequently grouped together. ARMA Inter-
national® provides more detailed information about this process, in-
cluding inventory forms.
After you get the RIM inventory results you can start grouping sim-
ilar records. For instance, you might group together “correspon-

Organizations are responsible for instructing 
their employees, contractors, and third-party 

vendors on how to manage their records.
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Reduce Risk
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dence,” “letters,” and “email.” Email is problematic because it is of-
ten used for topics unrelated to business. A clear statement about 
emails — how to write them, what is or is not a business-related re-
cord, etc. — should be part of your policy statement. Again, ARMA 
International® has good resources.
A retention schedule follows RIM inventory. A good retention 
schedule will meet legal requirements, operational requirements, 
and historical value when determining how long a record should be 
kept. The minimum time a record needs to be kept is the legal re-
quirement. It’s OK to keep records longer if that is the policy stat-
ed in the retention schedule. “Just in case” is not a valid operational 
reason to keep something longer than the legal requirement. It’s also 
better to use “life of the legal entity (LOE)” instead of “permanent,” 
for records that need to be kept that long. “Permanent” causes issues 
when businesses are dissolved or go bankrupt; avoid them by using 
“LOE” in your schedule. 
The retention schedule can also explain how to dispose of records 
that have met their retention period. Any record with personal in-
formation should be either shredded or permanently deleted. 
Note: Many software programs offer a recovery period of up to 48 
hours after you delete a digital record from your system, allowing 
the record to be discoverable in an audit or litigation. Leave dele-
tion of digital records to the information technology department. 
These folks know how to permanently delete electronic files. Con-
sider an electronic records management (ERM) or electronic con-
tent management (ECM) to maintain metadata about the record or 
information with a status of destroyed per schedule. (Important for 
audits and litigation!)

What Is an ERM or ECM? 
An application with the ability to track through time and location 
is required to manage both hardcopy and electronic health records 
(EHR). An electronic records management (ERM) or electronic content 
management (ECM) system with a records retention module will track 
who touched which record, what was done to it, and when. Historically, 
EHR-specific systems haven’t managed records for the business, so you 
may need to use an ancillary product, such as Documentum by EMC, 
OnBase by Hyland®, PaperVision® Enterprise by Digitech, FileBound by 
Upland, OpenText™, FileTrail®, and HP Records Manager. 

Factor at Least Six Months to Implement
A policy statement with related procedures may take as long as six 
months, by the time everyone agrees on them. Allot seven to eight 
hours per employee to inventory the records each creates, three to 
six months to research retention periods (operational being the lon-
gest) to create the schedule, and three months to source and imple-
ment an ERM/ECM application. Review and update the invento-
ry and schedule every 12 to 18 months, and refresh training on the 
RIM program every 12 to 18 months. 

Resources
ARMA International®: www.arma.org/

Documentum by EMC:  
www.emc.com/enterprise-content-management/documentum/index.htm

OnBase by Hyland®: www.onbase.com

PaperVision® Enterprise by Digitech:  
www.digitechsystems.com/products/papervision-enterprise/

FileBound by Upland: www.filebound.com/

OpenText™: www.opentext.com/

FileTrail®: www.filetrail.com/

HP Records Manager: www8.hp.com/us/en/software-solutions/edrms-electronic-
document-records-management-system/

Cheryl Ahrens Young, CIP, APMD, CDIA+, CTT+, ecmP, ermM, has been employed over 
the last 30 years as trainer, records manager, image capture analyst, contracts manager, and 
project manager with specific expertise in RIM projects. Young is pursuing an Information 
Governance Professional (IGP) designation. She earned a Bachelor of Arts in Psychology from 

the University of California, Riverside, and has taken graduate level courses in Business Administration, Infor-
mation Systems at California Polytechnic State University, Pomona. Young is the senior project manager at 
Western Integrated Systems for RIM projects. She is past chair for the ARMA International 2004 Conference and 
past Pacific Region Manager. Young is vice president of ARMA’s Orange County, Calif., chapter and is a member 
of the Project Management Institute, AIIM and IOFM. 

Safe Harbor is not available if you 
do not have a RIM program in place.
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AAPC - Audicy

HEALTHICITY.COM/AUDITING

We streamlined the way you manage audits by merging audit workflow, 
management, and reporting capabilities into one easy-to-use, 
web-based solution.

Smart Design.
Intelligent Auditing.
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■ AUDITING/COMPLIANCE
By Joette Derricks, MPA, CPC, CHC, FACMPE, CSSGB, CLSSBB 

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

The False Claims Act (FCA) imposes civil liability on any person 
who knowingly submits, or causes the submission of, a false or 

fraudulent claim to the federal government. The “knowing” stan-
dard includes acting in deliberate ignorance or reckless disregard of 
the truth related to the claim. 
Example: A physician submits claims to Medicare for a higher lev-
el of medical services than actually provided or than documented 
in the medical record. 

FCA Fines and Recovery
Civil penalties for violating the FCA can include fines of $5,500-
$11,000, per false claim, and up to three times the amount of dam-
ages the government sustains as a result of the claim. 
The U.S. Department of Justice (DOJ) reported that it recovered 
more than $5.6 billion in settlements and judgments from cases 
arising under the FCA in the fiscal year ending September 30, 2014. 
This amount was $1.8 billion more than the amount recovered in 
2013, and it’s the first annual recovery to exceed $5 billion.

Criminal FCA Statute Penalties
There is also a criminal FCA statute, under which individuals or en-
tities that submit false claims can face criminal penalties. In fact, 
there are several statues (see Table 1 on next page), including the 
healthcare fraud statute, 18 U.S.C. § 1347, which targets defendants 
who “… knowingly and willfully [execute], or [attempt] to execute, 
a scheme or artifice to defraud any health care benefit program.” To 
secure a conviction under this statute, the federal government must 
prove beyond a reasonable doubt that a defendant acted knowingly 
and willfully (in addition to other elements of the crime).
In addition to charges under the healthcare fraud statute, charges of-
ten are filed under the federal wire fraud statute, 18 U.S.C. § 1343, 
which criminalizes sending by wire any writing or signal (among 
other items) by persons who have devised or intend to devise any 
scheme or artifice to defraud for purposes of executing that scheme. 

F R A U D
A B U S E
F R A U D
A B U S E

Get an insider’s view of the history of government  
targets, healthcare risks, and criminal prosecutions.

A Growing Trend  
in Criminal Cases
A Growing Trend  
in Criminal Cases
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Fraud and Abuse

Conviction under this statute does not require proof of criminal in-
tent — only proof the defendant devised a scheme (or intended to) 
and sent a message via wire for purposes of executing the scheme. 
The level of proof required by the wire fraud statute is significantly 
lower than that of the healthcare fraud statute. 
There are staggering increases in criminal cases and prosecutions 
involving a lead charge under the federal healthcare fraud stat-
ute. According to a 2015 Transactional Records Access Clearing-
house (TRAC) Report, “... fraud by wire, radio or television under 
18 U.S.C. $ 1343 tops the list of lead charges. This also topped last 
year’s list. … Among the current top ten lead charges, the greatest 
projected increase in prosecutions involves healthcare fraud, pros-
ecuted under Title 18 U.S.C. $ 1347. Such prosecutions have in-
creased 5.45 percent from a year ago and are up 22.1 percent com-
pared with five years ago.”

Operation Restore Trust
The modern history of the FCA can be traced to President Bill Clin-
ton’s Operation Restore Trust initiative, which began in Septem-
ber 1995 as a pilot project in five states. The use of new investigative 
techniques was successful, with 35 criminal convictions and 18 civ-
il judgments, along with $42.3 million in recoveries in its first year. 
The new techniques included:

• Use of sophisticated statistical methods to target providers 
for investigations and audits

• Use of Health Care Financing Administration (now the 
Centers for Medicare & Medicaid Services (CMS)) data staff 
teams, Office of Inspector General auditors, and nurses from 
state agencies to conduct comprehensive reviews of rehab 
and skilled nursing facilities with unusually high Medicare 
reimbursement rates. Reviews looked both at facility-specific 
issues, as well as potential systemic problems.

• Increased emphasis on concerted planning and executing 
of investigations with the DOJ and other law enforcement 
agencies

The passage of HIPAA in 1996 provided funding to continue the 
Clinton administration’s focus on healthcare fraud, and established a 
national Health Care Fraud and Abuse Control Program (HCFAC). 

Reform Expands FCA Scope
In May 2009, significant new federal FCA amendments were 
signed into law as part of the Fraud Enforcement and Recovery Act 
(FERA). FERA expands the scope of the FCA to permit the govern-
ment, and whistleblowers acting on behalf of the government in qui 
tam actions, to recover monies more easily. The 2010 Patient Protec-
tion and Affordable Care Act (ACA) further strengthened the gov-
ernment’s focus on healthcare fraud, allocating an additional $350 
million to that effort over the next 10 years. 
The recoveries and reach of these initiatives have grown far beyond 
the first year of Operation Restore Trust. Since HCFAC was estab-
lished in 1997, over $27.8 billion was returned to the Medicare Trust 
Fund, resulting in a return on investment of $7.70 for every $1 ex-
pended between 2012 and 2014.
On June 18, 2015, DOJ announced criminal charges against 243 in-
dividuals located in 14 states for various healthcare fraud related of-
fenses. Attorney General Loretta Lynch announced it as “the larg-
est criminal takedown in the history of the DOJ.” It included doc-
tors, nurses, and other healthcare workers. The government alleges 
the fraudulent schemes involved more than $700 million in false 
billings (not payments). 

Fraud Detection Gets Sophisticated
With so much recoupment of money from prosecuting fraud 
schemes, the government will continue to aggressively treat false 
billings as a criminal offense. The growth in criminal charges can be 
contributed to the federal government’s adoption of enhanced crim-
inal investigative and enforcement techniques, including the use of 

Table 1. Table of Statutes

Statute Reference Website

Civil FCA
31 United States Code (U.S.C.) 
Sections 3729-3733

www.gpo.gov/fdsys/pkg/USCODE-2012-title31/pdf/
USCODE-2012-title31-subtitleIII-chap37-subchapIII.pdf

Criminal FCA
18 U.S.C. Section 287

www.gpo.gov/fdsys/pkg/USCODE-2012-title18/pdf/
USCODE-2012-title18-partI-chap15-sec287.pdf

Anti-kickback Statute
42 U.S.C. 1320A-7b(b)

www.gpo.gov/fdsys/pkg/USCODE-2012-title42/
pdf/USCODE-2012-title42-chap7-subchapXI-partA-
sec1320a-7b.pdf

Regulatory Safe Harbors 
42 Code of Federal Regulations 
(CFR) Section 1001.952

www.gpo.gov/fdsys/pkg/CFR-2013-title42-vol5/pdf/
CFR-2013-title42-vol5-sec1001-952.pdf

Physician Self-referral Law
42 U.S.C. Section 1395nn

www.gpo.gov/fdsys/pkg/USCODE-2012-title42/pdf/
USCODE-2012-title42-chap7-subchapXVIII-partE-
sec1395nn.pdf

Criminal Health Care Fraud
18 U.S.C. Section 1347

www.gpo.gov/fdsys/pkg/USCODE-2012-title18/pdf/
USCODE-2012-title18-partI-chap63-sec1347.pdf

Exclusion
42 U.S.C. Section 1320a-7

www.gpo.gov/fdsys/pkg/USCODE-2012-title42/
pdf/USCODE-2012-title42-chap7-subchapXI-partA-
sec1320a-7.pdf

Civil Monetary Penalties Law
42 U.S.C. Section 1320a-7a

www.gpo.gov/fdsys/pkg/USCODE-2012-title42/
pdf/USCODE-2012-title42-chap7-subchapXI-partA-
sec1320a-7a.pdf
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search warrants, wire taps, and FBI raids in healthcare cases. These 
techniques were used commonly for other types of criminal activi-
ties, but were seldom employed in the healthcare arena. 
The ACA armed federal prosecutors with more firepower, using 
amendments to the U.S. Sentencing Guidelines to argue that a con-
victed defendant should face more jail time. Federal judges must 
consult the Sentencing Guidelines to determine a defendant’s sen-
tence, and the November 1, 2014, amended guidelines now allow 
judges to consider “the aggregate dollar amount of fraudulent bills 
submitted (not paid) by a government health care program.”
As directed by the Sentencing Guidelines, federal judges are also al-
lowed to consider sentencing a defendant to greater jail time simply 
because the defendant was convicted of committing a healthcare 
fraud offence. As a result of the ACA and revisions to the Sentencing 
Guidelines, a defendant could serve twice as much time in jail for 
committing healthcare fraud — up to a life sentence imprisonment.

Re-enforcing the full use of the government’s arsenal to fight health-
care fraud, Assistant Attorney General for the Criminal Division of 
the DOJ, Leslie Caldwell, announced during a September 17, 2014, 
speech at the Taxpayers Against Fraud Education Fund Conference 
in Washington, D.C. that the DOJ will be “stepping up” its use of 
FCA lawsuits against healthcare companies, corporate healthcare 
entities, and their employees. Caldwell specifically stated that the 
DOJ would be “committing more resources” to scrutinizing FCA 
complaints for evidence of criminal wrongdoing. 
During the speech, Caldwell also vaunted the DOJ’s Medicare 
Fraud Strike Force and announced her intention to increase pros-
ecutions of corporations involved in healthcare fraud. She further 
noted that the strike force averaged sentences of over four years of in-
carceration, per individual in criminal cases; signaling that the DOJ 
determined that monetary fines are not the only resolution to cases 
that involve fraudulent conduct.

The growth in criminal charges can be contributed to the federal government’s 
adoption of enhanced criminal investigative and enforcement techniques, 
including the use of search warrants, wire taps, and FBI raids in healthcare cases.
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Whistleblower Cases Are a Joint Effort
Another announcement was made whereby all new qui tam (whis-
tleblower) complaints filed under the FCA are reviewed by the 
Criminal Division of the DOJ. Under the new qui tam review pro-
cedure, the Civil Division of the DOJ shares qui tam cases with the 
Criminal Division as soon as they are filed. Experienced prosecutors 
in the Fraud Section review the cases immediately to decide wheth-
er to open a parallel criminal investigation. The prosecutors then 
collaborate with the DOJ Civil Division and with U.S. attorneys’ 
offices to decide how best to proceed in the parallel investigations.

Acknowledge Trends and Reduce Your Risk
Coders and healthcare providers must acknowledge the trends in 
criminal cases and increase vigilance. As healthcare fraud enforce-
ment teams continue to employ new techniques such as data min-
ing, and as monetary recovery and prison sentences continue reach-
ing new heights, the healthcare industry can expect increased scru-
tiny and more prosecutions. 

Joette Derricks, MPA, CPC, CHC, FACMPE, CSSGB, CLSSBB, has more than 35 years of 
healthcare compliance experience involving hospitals and physician practices revenue cycle 
management and broad-based regulatory issues. As a qualified expert she has provided tes-
timony and expert reports on behalf of providers in defense of fraud and abuse concerns. Der-

ricks is a member of the Ann Arbor, Mich., local chapter.
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■ PRACTICE MANAGEMENT

Identifying and managing overpayments is more than good busi-
ness practice; it’s a compliance necessity to avoid liability under 

the False Claims Act (aka, reverse False Claims Act) and Afford-
able Care Act (ACA).
Under Section 6402(a) of the ACA, any identified overpayments 
under a government healthcare program must be refunded to the 
government within 60 days of identification to avoid potential False 
Claims Act liability. Generally, overpayments are receipt or reten-
tion of government healthcare program funds to which the recip-
ient is not entitled. Overpayments can arise from situations where 
the provider has not knowingly done anything wrong. Examples 
include:

• Payments for services not covered under the program;
• Payments in excess of the allowable amount for a particular 

covered service;
• Errors in cost reports; and
• Duplicate payments.

Overpayments are reimbursement issues, which can be based on 
medical necessity, length of stay, place of service, and other factors 
relating to the care provided and documented. These risk areas may 
be identified internally or discovered during a government audit or 
investigation.
Another type of overpayment relates to credit balances (although a 
credit balance does not always equate to an overpayment). Errors in 
posting — payment, charges, or adjustments — can cause a credit 
balance that may not be an overpayment. This is not an area where 
you can allow uncertainty. Follow all federal and state requirements 
for reporting and seek appropriate legal counsel, if you think you 
may have a significant issue. Whistleblower (qui tam) cases may oc-
cur when a medical practice does not aggressively resolve a credit 
balance caused by a computer program posting issue.

How to Prevent Overpayments
You must train coders and billers on their specific function, risks as-
sociated with overpayments, and your processes for preventing over-
payments before they occur. 

Overpayments:  
Are You Effectively 

Managing Your Risk?

Ensure everyone in  
your organization is  
on board to handle 

overpayments properly.
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Robust up-front processes, such as obtaining accurate information 
to ensure the bills go to the correct payer, are one key to preventing 
overpayments. This also helps to prevent duplicate bills and adjust-
ments when multiple payers are involved.
One prevalent type of overpayment relates to medical necessity. 
Medical necessity — particularly for short stays in hospitals — has 
been an area of focus for the government for a number of years and 
continues to generate overpayment findings. Although healthcare 
providers may dispute the accuracy or fairness of those findings, the 
government will not stop reviewing cases or demanding refunds.
Best practice is to work with physicians, case managers, billers and 
coders, and health information management (HIM) staff to devel-
op solid processes for management and utilization review of cases 
most at risk for government medical necessity audits. Solid docu-
mentation is critical for defending the medical necessity of inpatient 
admissions and for supporting code selection that accurately reflects 
all aspects of care provided. 
Another important step is to determine all stakeholders who may 
have a role in identifying overpayments. Finance, HIM staff, cod-
ers, the business office/patient financial services (access, front desk, 
verification, and billing), compliance, and internal auditors all need 
to understand the issues and requirements relating to overpayments, 
as well as their responsibilities relating to identifying and manag-
ing overpayments. Stakeholders all must be involved in develop-
ing organization-wide policies and procedures to handle overpay-
ments and conducting the necessary training on those policies and 
procedures.
Another risk relates to the organizational structure. Overpayments 
can occur or be identified in various departments or areas. It’s criti-
cal for your organization to have a mechanism to track and manage 
billing in one centralized repository. Take inventory of all depart-
ments and their structural needs to identify all the ways that bills go 
out and where overpayments may occur.
Compliance with overpayment policies and procedures must be over-
seen by a single, responsible department (often compliance) to ensure 
no overpayments slip through the cracks, and that all departments are 
cooperating with organizational processes. Make this topic a report-
able agenda item in monthly compliance meetings.

What to Do When You Find an Overpayment
If you think you’ve received an overpayment, follow the policies and 
procedures you have in place. How the problem was identified will 
guide your next steps. If the government found the overpayment, 
you’ll receive guidance regarding their expectations, which should 
be coordinated through your compliance officer and your attorney.
If overpayments were identified internally, review the involved 
department(s) and processes, both to identify the cause and to im-
plement an ongoing solution. Again, coordinate with the compli-
ance officer and your attorney. 
No matter how an overpayment is identified, you want to eliminate 
the possibility of future occurrences and to isolate all previous over-
payments of the same type. If there appears to be a systematic prob-
lem that caused a series of overpayments, have compliance and legal 
counsel work to eliminate future risks. 
The government expects healthcare providers who identify an over-
payment — or even a potential overpayment — to take all neces-
sary steps to address the cause and to identify all the funds owed. 
An internal audit may be useful in the event of a bigger review or 
extrapolation. Compliance and legal counsel can assist in conduct-
ing the appropriate notifications and repayment processes for gov-
ernment payers.

Prevent Overpayments with an Action Plan
It’s not acceptable to ignore a potential overpayment or to only fix it 
going forward. The law requires you to identify past overpayments 
and repay them. Develop a plan for reducing the likelihood of over-
payments, including strong front-end processes to obtain accurate 
payer information and training for clinical staff on issues relating to 
medical necessity. Lastly, identify all areas that may generate overpay-
ments, and train all responsible staff about organizational policies and 
procedures to consistently track, report, and manage overpayments.  

Charlotte Kohler, RN, CPA, CVA, CRCE-I, CPC, CHBC, is president of Kohler HealthCare 
Consulting with more than 30 years of experience starting with clinical nursing to finance CFO 
and compliance officer. She was the COO of an emergency department/multi-specialty pri-
mary care practice, and compliance officer of a five-hospital integrated delivery system. 

Kohler is a member of the Baltimore East, Md., local chapter.

Robust up-front processes, such as obtaining  
accurate information to ensure the bills go to the  

correct payer, are one key to preventing overpayments.
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Over the past 15 years, quality improvement strategies originating 
in manufacturing have been increasingly adapted and adopted 

into healthcare settings. As in manufacturing, the 
demand for quality has driven the healthcare in-
dustry to focus on eliminating waste in the system 
and maximizing value to its customers. 
The Toyota Production System, also known as 
Lean, was developed by Japanese industrial en-
gineers Taiichi Ohno and Eiji Toyoda to identify 
the principles that increase efficiency, quality, and 
speed while decreasing costs. The resulting prin-
ciples may be applied to any industry that is bur-
dened with waste and chooses to focus on con-
tinuous improvement as a way to increase val-
ue for its customers. Mandatory reporting of 
quality data to the public, along with reim-
bursement constraints, show a need to inte-
grate these concepts into healthcare settings 
and practices.

How Does Lean Work?
Lean is a cultural transformation requiring buy-in 
and engagement from all individuals in an organiza-
tion, from front-line staff to top leaders. The first step 
begins by initiating the transition to an environment 
that focuses on continuous daily improvement.
Lean’s intent is to increase value by removing waste, so it’s 
important to understand the definition of waste. W. Ed-
wards Deming, engineer and conceptual founder of to-
tal quality management principles, defined waste as any-
thing that does not add value to a process. There are eight 
specific types of waste:

• Defects
• Overproduction
• Waiting
• Non-use of talent

• Transportation
• Inventory
• Motion
• Excess processing 

From Cars to Coding:  
Lean’s Impact on Healthcare Business
Rethink healthcare quality improvement  
strategies by integrating car manufacturing concepts.
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Knowing what constitutes waste (down time), enables you to rec-
ognize it in current processes of your business. Think of a river with 
large rocks scattered throughout, with the rocks being waste. When 
the rocks are removed, the river flows more efficiently and smoothly. 
Begin by creating a map of current processes, in which each individ-
ual process is dissected step by step. Ultimately, this detailed obser-
vation allows you to see current inefficiencies and identify opportu-
nities for improvement, known as “Kaizen” by Lean practitioners.
The next step is to create a “future state process” map. The future 
state map allows you to see how the processes flow after the removal 
of waste. It should be designed with customers at the forefront and 
processes primarily value-added, based on customers’ perspective.
The final step is to implement the improvement strategies necessary 
to achieve the desired future state of the process or system. Measure 
each improvement opportunity to determine if the predicted impact 
is achieved. Re-evaluation and modification of the strategy may oc-
cur at this time. When the strategy is in place and supports the goal 
of implementation, standardize the processes to become part of a 
sustainment model. 

Lean in Action
Although quality improvements sought by Lean processes must oc-
cur system-wide, it can begin in one area or one department. 
For example, when examining the business revenue cycle for a large 
healthcare organization, you can recognize quickly a multi-facet-
ed system that is complicated, often inefficient, and heavily bur-
dened by waste. This model demonstrates how processes are seg-
mented by multiple departments, without a detailed understand-
ing of who does what, what happens where, and how processes af-
fect one another. To gain clarity of the billing and coding process-
es for the organization, a panel of experts from each area of the reve-
nue cycle built a detailed value-stream map of the current processes 
in the revenue cycle. The simple act of having a group of profession-
als representing each piece of the process is paramount for showing 
the team the existing waste in their current state. 
The mapping incorporated clinical documentation, billing, and 
coding, which highlighted two major opportunities for improve-
ment: 

1. The importance of quality documentation from clinical pro-
viders is key to preventing billing and coding errors that can 
happen downstream. Although the electronic health record 
has opened the door for growth in clinical documentation, it 

has not eradicated the over-processing that accompanies the 
remaining manual documentation processes. Eliminating 
paper documentation processes, particularly physician bill-
ing forms, allows providers to focus on electronic documen-
tation quality and transitions all billing and coding func-
tions away from clinicians to Certified Professional Coders 
(CPCs®), who are trained to capture this data. For physicians 
to be knowledgeable and understanding of coding regula-
tions, as well as to select procedural codes, is considered non-
use of talent (one of the eight forms of waste). Removing this 
waste allows for same-day coding and impacts the revenue 
cycle positively with fewer bill hold days. 

2. Redundancy in coding processes may create variation in 
how documentation is interpreted, pointing to the need for 
a single-path coding model. When many individuals ac-
cess, read, and code the same medical record, it’s over-pro-
cessing. The single-path coding model offers a streamlined, 
waste-free process where coding and charge capture may be 
assigned by one coder for both the facility and professional 
billing departments. It maximizes revenue potential and re-
duces the possibility for reimbursement denials.

Drive It Home
Strive to reach a culture where front-line staff — rather than man-
agers — drive continuous improvement. Encourage teammates 
to look for problems and suggest opportunities for improvement. 
Make those problems visible to all team members with daily up-
dates on how they are being improved. Conduct daily or weekly 
experiments to trial new ideas for improvement. Measure the out-
comes of your experiment and, if successful, make them a part of 
your daily process.  

References
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For physicians to be knowledgeable and understanding of 
coding regulations, as well as to select procedural codes, is 

considered non-use of talent (one of the eight forms of waste).
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Snack Attack? Fight Back!Snack Attack? Fight Back!

By John Verhovshek, MA, CPC
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The office is a dangerous place for your waistline. There’s cake for 
a co-worker’s birthday. There are doughnuts in the break room 

and a vending machine down the hall. There’s a candy jar on your 
office mate’s shelf. And don’t forget that “emergency” chocolate bar 
stashed in your desk drawer!
The best way to be sure all that sugary goodness doesn’t take a toll on 
your health is to pay attention to your eating habits. A lot of snack-
ing is mindless and has little, if anything, to do with hunger. 

Consider Your Motivation and Redirect It
Do you reach for a snack when you’re bored or restless? When you’re 
stressed? When you’re procrastinating? If you’re able to identify the 

situations or emotions 
causing you to eat need-
lessly, you can determine 
healthier ways to cope. 
For example, I’ll often 
feel the urge to snack 
if I’m having difficulty 
completing a task. What 
I really want is a break, 
and the snack provides 
an excuse to step back 
from the task for a mo-
ment. 
As a parent of a toddler, 
I’ve learned diversion 
is a powerful tool. The 
next time you feel like 
reaching for a cookie, ac-
knowledge the urge and 
find a different means to 
satisfy it. In my example 
above, I could get out of 
my chair, stretch, take a 
brief walk, or whatever 

satisfies my real need for a brief break. The point is to reward your-
self without resorting to a sugar fix.

Change Bad Habits
Don’t eat while working (or watching television, or talking on the 
phone, etc.). If your mind is elsewhere, you won’t enjoy the food 
you’re eating, and you’re much more likely to overeat or eat unnec-
essarily. Eating at your desk can also cause you to eat too quickly. By 
eating more slowly, you give your body the chance to signal when 
you’re full, before you’ve overeaten.
Schedule your snacks, and write down what you eat. This is anoth-
er way to avoid absentminded eating, and it keeps you accountable. 
Set a goal for the number of snacks you’ll allow yourself for the week 

When the urge to eat hits, but your belly isn’t  
growling, you can survive an office snack attack.
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Ingredients:
¾ cup butter (room temperature)
1-½ cups granulated sugar 
2 large eggs
2-¾ cups all purpose flour
1 teaspoon baking powder
Pinch of salt
½ teaspoon cinnamon
1 cup finely grated carrots (2-4 carrots)
1 grated peeled medium/large apple
1 teaspoon fresh orange zest
1 teaspoon vanilla extract
1 cup dried cranberries or cherries
½ cup unsweetened coconut flakes
1 cup sliced almonds (toast in a 325 degree 

oven for 10 minutes or until golden and al-
low to cool)

Morning Glories - Recipe makes approximately 30 cookies.

Directions:
Preheat oven to 350 degrees. 
Grate carrot and apple (do not drain). Add vanilla, orange zest, dried fruit, and coconut flakes. Using your hands, 
crush cooled almonds into this mixture and set aside.
In separate bowl, prepare flour, baking powder, salt, and cinnamon. Set aside.
Using an electric mixer on medium speed, cream butter and sugar until light and fluffy (approx. 1 minute). Add 
eggs one at a time, mixing until yellow of egg disappears (approx. 15-30 seconds, per egg). 
Add carrot mixture (including any liquid from carrot/apple mixture) and almonds. Mix until combined.
On a lower speed, slowly add the flour mixture, mixing only until just incorporated (do not over mix). Dough will 
be very sticky. Place batter in refrigerator for at least 1 hour.
Using an ice cream scoop (1/4 cup ball), place a portion of dough every 2 to 3 inches on parchment paper-lined 
baking sheets. You can bake cookies immediately (see below) or freeze the cookies on the baking sheet and store 
them for up to a month in a large freezer bag for later baking. 
Bake at 350 degrees for 20-25 minutes. Cookies should be firm. Test doneness by inserting a toothpick (it will 
come out dry if the cookies are ready). Cookies will be browned on the bottoms, but the tops will be a gold-
en yellow. Allow to cool on baking sheet for 5-10 minutes, and then transfer to a wire rack to cool completely.
Cookies may be stored at room temperature (or in the refrigerator) for 3-5 days.

No-bake Chewy Granola Bars - Makes 16 2-inch x 2-inch bars.

Ingredients:
1 cup dried dates (or you may use whole, pit-

ted dates) - Hydrate by placing in a bowl 
and covering with water for 5-10 minutes, 
then drain.

¼ cup honey
¼ cup natural, crunchy almond butter (unsalt-

ed/unsweetened)
1-½ cups oats (not quick oats)
¼ cup steel cut oats
1 cup unsalted sliced almonds
½ cup raw pumpkin seeds (unsalted)
1 cup dried cherries (you may substitute dried 

cranberries or raisins)
¼ cup unsweetened coconut flakes (optional)

Directions:
Toast oats and steel cut oats in a 325-degree oven for 10-15 minutes (this will not significantly alter the origi-
nal color of oats). On a separate sheet pan, lightly toast sliced almonds (approx. 10 minutes). Do not allow the al-
monds to get too dark. Allow oats and almonds to cool to room temperature.
Using a blender or food processor, process drained dates for 30 seconds to 1 minute (will be gooey in texture).
In a large bowl, use a wooden spoon or spatula to combine the processed dates, honey, almond butter, dried 
fruit, and cooled oats and almonds until thoroughly combined. The mixture will be very sticky.
Place mixture into an 8-inch x 8-inch pan, lined with wax paper or parchment paper. Press down firmly with the 
back of a spoon until mixture is uniform in pan and packed tightly. Place another piece of wax paper or parch-
ment on top of mixture and place in freezer for 20-30 minutes.
Remove top sheet of wax/parchment paper, flip pan onto cutting board, and cut into 2-inch x 2-inch bars. They 
can be stored in an airtight container in the refrigerator for 5-7 days.

Every Bit Helps
Although sugary snacks are best enjoyed in moderation, there are times when 
sliced vegetables and hummus just won’t do. If your sweet tooth can’t be ignored, 
keep your portion sizes in control, and seek out recipes that use little (or no) sugar 

and fat. Often, you can reduce the calorie count and still get full flavor — and re-
ceive praise from those who sample your handiwork. Below are a few delicious ex-
amples to inspire you.

Despite granola’s reputation as a healthy snack, packaged granola bars are often anything but. Here’s a no-bake recipe that uses just a bit of 
honey and plenty of dried fruit to create the sweet and chewy texture many of us crave, while cutting out refined sugar and preservatives.

These “cookies” have a moist, cake-like texture. They’re a healthier alternative to the typical donut, morning mega-muffin, or after-dinner brownie binge.
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and stick to it. Be honest with yourself about portion sizes. A cook-
ie six inches in diameter is not one cookie.
Planning ahead also helps you to avoid unhealthy snacks. It’s eas-
ier to avoid the mega-muffin if you have something more health-
ful at hand to munch on. If you’re a nervous eater, keep some celery 
or carrot sticks nearby. They may not taste great to you, but if you 
snack for reasons other than hunger, why splurge on something un-
healthy? 
Keep less healthful snacks (just about anything that is processed) 
out of sight and as far away as possible. You’re more likely to snack 
unnecessarily if surrounded by treats. Clean out your desk and ask 
co-workers to put away candy bowls. Suggest healthier alternatives 

for the break room and vending machine food, or simply avoid those 
areas, if you must.
Drink more water. Dehydration can make you feel hungry, and enjoy-
ing a tall, icy glass of water can divert you from snacking. 
Another great way to fight off the urge to snack is to brush your 
teeth. Not only does this redirect your attention, the minty taste it 
leaves behind can make a snack unappetizing. 
Finally, don’t give up if you have a bad day. One too many Oreos® to-
day does not mean defeat forever! 

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

Despite granola’s reputation as a healthy snack, 
packaged granola bars are often anything but.
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By Pam Brooks, MHA, CPC, COC, PCS, and Michelle Dick

There’s an advantage to being a certified coder. Just ask the coding 
team at Wentworth-Douglass Hospital (WDH) in Dover, New 

Hampshire. One team member, Debbie Dumont, CPC, COC, 
found that obtaining an AAPC certification gave her a boost of 
confidence when she started on an uncertain and, sometimes, scary 
path towards a new career. She was hired shortly after passing her 
Certified Professional Coder (CPC®) exam, and is now working in 
a job she absolutely loves.
Now that AAPC provides the opportunity for coders to obtain cer-
tifications in multiple medical specialties, as well as in billing, audit-
ing, practice management, and compliance, Dumont and the rest of 
the WDH coding team are taking full advantage.
Obtaining one coding certification is certainly rewarding, but hold-
ing multiple certifications can open more doors and lead coders into 

areas of healthcare business they never imagined. Besides illustrat-
ing a coder’s comprehension of health information management 
and healthcare revenue, multiple coding certifications are often a 
job requirement distinguishing one applicant from another. 

Technology Calls for Credentialed Coders at WDH
Until 10 years ago, coders at WDH reviewed all dictated documen-
tation for their primary care physicians prior to claim drop to deter-
mine both the correct CPT® and diagnosis codes. When technolo-
gy changed in 2005, the hospital’s physician corporation purchased 
a billing system with an electronic health record (EHR) able to bill 
CPT® codes based on providers’ selections, without coder interven-
tion. WDH Coding Manager Pam Brooks, MHA, CPC, COC, 
worried about the fate of her coding staff. 

A Multi-credentialed Coding  
Team Benefits WDH in a Big Way

When employers support continuous 
career-boosting education, everybody  wins. 
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When the organization acquired specialty and surgical practices, 
however, an external audit showed there were features of the EHR 
that required the expertise of coding auditors to code and evaluate 
for compliance. To acquire the skills necessary, many of Brooks’ 
staff asked for more education or to obtain specialty certifications. 
She frequently made those achievements part of annual goals for 
her coders. 
When facility and professional coding teams merged under Brooks’ 
management, she learned many of her coders were not certified, but 
she didn’t have a budget for continuing education. Then, in 2013, 
the hospital’s director of education and organizational develop-
ment approached Brooks with the opportunity for an employment 
grant through the State of New Hampshire. The grant provided 
employees an opportunity to gain skills or certifications that would 
make them more marketable in today’s economy. Brooks knew ex-
actly where she could use the money, and applied for several thou-
sand dollars.

Never Fear, a Grant Is Here
When Brooks found out her department had been awarded $39,000 
in state funding, she was floored. “I’m glad I was sitting down,” she 
said. 
Brooks immediately contacted AAPC and discussed coding certi-
fication training, study guides, examinations, and ICD-10 training 
for all 25 of her coding employees. The training material was based 
on their areas of interest and the needs of the hospital and the asso-
ciated physician corporation.
Today, all of the coding staff at WDH hold at least one certifica-
tion, 13 have two certifications, five hold three certifications, and 
one holds four. Five coders are working on additional certifica-
tions. “This is a highly motivated group of coders,” Brooks said, 
“but they’re motivated by obtaining the knowledge, not just the let-
ters after their name.” As a result, each coder has several areas of ex-
pertise, which helps out during high-volume times and vacations. 

WDH Flourishes and Coders Are Compensated
The certifications have allowed WDH’s coders to cross-train and to 
assist and support each other as part of a very productive and accu-
rate team. Their accomplishments support merit increases, the push 
for market adjustments, and specialized coding resources for all em-
ployed physicians and outpatient hospital departments.

It’s very likely that WDH has one of the most-credentialed cod-
ing departments in New England, with salaries that meet or ex-
ceed AAPC’s annual Salary Survey. The biggest reward, according 
to Brooks, is that each one of her staff has told her how grateful they 
are to have been given the opportunity. 

Credentials Are a Big Deal
When a co-worker plans to sit for an exam, the entire team helps 
with studying and preparation, often forming study groups and 
sharing information. When someone on the team earns a new cer-
tification, they all celebrate. They make it a big deal, because it is. 
There doesn’t seem to be an end in sight to the enthusiasm of these 
coders.
WDH coding team member Robin Norman, BS, CCA, CPC, 
CPMA, CRC, recently obtained AAPC’s Certified Risk Adjust-
ment Coder (CRC™) certification. She understands that, as WDH 
moves towards becoming an accountable care organization, it will 
be necessary to identify areas of risk and opportunity. She wants to 
be in the right place, at the right time, with the right credentials. 
Norman has found that, as she earns additional certifications, her 
confidence grows. “Efficiency and accuracy are my ultimate goals,” 
Norman said. “The AAPC courses along with my job experience 
have made me realize my true potential in this field and my contin-
uous desire to learn.” 
The entire team always thinks about what more they can do in this 
field, and how they can parlay their experience and credentials into 
projects and duties in current and future roles. WDH coding audi-
tor/educator Stephanie Moore, CPC, CPMA, advises, “You have 
to identify what career goals you have and align your certifications 
towards the direction you want to head.” 

Enthusiastic Apprentices Are Welcome
Certified Professional Coder – Apprentices (CPC-As®) are not ex-
cluded from this coding team. Brooks hires promising and enthu-
siastic new graduates from local coding schools and trains them to 
become expert coders. Darren Goodwin, CPC-A, is a perfect ex-
ample: 
“Receiving my CPC-A® meant that I had a future in front of me; a 
career plan and not just a job,” he said. Auditing has always inter-
ested him and he’s being mentored by other auditors on the team. 
“I would like to get my CPMA® as my next certification,” Good-
win said.

Today, all of the coding staff at WDH hold at least 
one certification, 13 have two certifications, five 

hold three certifications, and one holds four. 
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Keeping Current with CEUs Is a Breeze
Maintaining Continuing Education Units (CEUs) for multiple cer-
tifications has not been an issue for the WDH team. Brooks pur-
chases the AAPC webinar series at a discount through their corpo-
rate AAPC membership, and encourages her staff to become in-
volved in their local chapter, Seacoast Dover, N.H. She even pays 
her team for the time they attend the meetings, encourages them to 
share their expertise with the coding community, and often sends 
them to educational seminars and hospital-sponsored workshops. 
Brooks’ team recognizes that having a job in the coding field means 
being a lifelong student. Although Dumont already holds two AAPC 

certifications, she said, “I have so much more to learn and I’m grateful 
that we’re given ample learning opportunities during the workday.”
Brooks is the first to admit she is fortunate to have an education 
budget and senior administration that support her staff ’s needs and 
efforts.

How Credentials Translate to Coding Accuracy
The expertise gained through coding certifications is measurable. 
Even though the coding team is allowed time during the day for re-
search and study, productivity rates of 90 percent or better are ex-
pected for each employee, based on industry standards and the kind 
of coding they do. This productivity standard is met consistently, 
and most coders perform at over 100 percent regularly. Both the fa-
cility and professional fee coders scored an average of 92 percent ac-
curacy overall in their latest three external audit results (including a 
recent ICD-10 audit), even when several newly-credentialed outpa-
tient coders were audited. 
There is no question that coding is more complicated these days — 
denials are on the rise and payer audits arrive daily, threatening to 
recoup payments for incorrect coding. Brooks knows the expertise 
her staff has gained through multiple certifications makes the dif-
ference when it comes to getting claims paid correctly the first time, 
writing appeals successfully, and assisting with denial manage-
ment. A solid understanding of the rules and requirements achieved 
through obtaining a coding certification is essential for all health-
care organizations to protect themselves against errors, inappropri-
ate coding and billing, and potential fraud. 

Pam Brooks, MHA, CPC, COC, PCS, is the coding manager at Wentworth Douglass Hospi-
tal in Dover, N.H., who supervises a staff of multi-specialty coders and has developed a team 
of medical auditors and educators, surgical specialty coders, and documentation improve-
ment specialists. She first started in a mental health billing office and moved into practice 

management of an eating disorders practice. Brooks earned a Bachelor of Science degree in Adult Education and 
Workplace Training from Granite State College and a master’s in Health Administration from St. Joseph’s Col-
lege, Maine. She is a member of the Seacoast-Dover local chapter and sits on the AAPC Chapter Association 
board of directors for Region 1. Brooks is a frequent contributor and speaks throughout New England and na-
tionally regarding coding and career development topics. 

Michelle A. Dick is executive editor at AAPC.

Credentials Abound at WDH
Thanks to support from Wentworth Douglas Hospital and coding manager Pam Brooks, MHA, 
CPC, COC, PCS, their team of coding professionals is loaded with credentials. Brooks has 
both AAPC and AHIMA-certified coders, and many of her coders hold credentials from both 
organizations, as well. 
“I try to not be political,” Brooks said. “In this industry, you need as many resources as possible 
to get the job done, but AAPC does a superior job with providing both continuing education 
and relevant certifications.”

Front row, (left to right): Kevin Karolian, CPC, COC; Robin Norman, CCA, CPC, CPMA, CRC; 
Stephanie Moore, CPC, CPMA; Cathy Morse, CCS, CIC; Pam Brooks, CPC, PCS, COC; Susan 
Woodbury, CPC, COC
Second row: Darren Goodwin, CPC-A; Ashley Kostis; CCA, COC, CGSC; Wendy Rowe, CPC, CPMA, 
COC; Vicki Haley, CPC, COC, CGSC; Rebecca Ireland, CPC-A; Debbie Dumont, CPC, COC.
Third row: Susie Wilson, CCS; Helen Milonopoulos, CPC, COC; Joe Baron, CPC; Cindy Gonthier, 
CPC, COC
Last row: Mary Chiu, CPC, COC, CIC; Kathleen Wynot, COC, CIC
Missing from photo: Michael Mastrocola, CCS; Melissa Knight, CCS, CDIP; Laurie Fulis, COC, 
CEDC; Sandy Magoon, COC; Abby Aucella, CPC, CPMA; Mariah Jackson, CPC, COC; Robin Devine, 
CPC, CPMA
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Brooks knows the expertise her staff has gained through 
multiple certifications makes the difference when it comes 
to getting claims paid correctly the first time, writing appeals 
successfully, and assisting with denial management.
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NEWLY CREDENTIALED MEMBERS

Magna Cum LaudeMagna Cum LaudeMagna Cum Laude

Allan-Jay Pruna, CPC-A
Brandy Martin, CPC
Eduardo A Lamas, CPC, CIRCC
Heather Armstrong, CPC-A
Heng Sun, CIRCC
Jennifer Chamberlin, CPC-A
Laura Bukowski, CRC
Lori A Asmus, CPC, CRC
Lori Ann Mitchell, CPC, CPMA, CEMC
Marien Protacio, CPC-A
Matt Whitener, CPC-A
Megan Monroe, CPC-A, CRC
Nanci Vieyra, CPMA
Olivia Vansanford, COC
Tammy Perry Hass, CPC, CPB, CCC

CPC®CPCCPC
Alesha Berry, CPC 
Alicia Berry, CPC 
Allison Bennett, CPC 
Amanda Colby, CPC 
Amanda Lea Deeble, CPC 
Amanda Plaine, CPC 
Amanda Taylor, CPC 
Amy Noak, CPC 
Andrea Holman, CPC 
Angela Day, CPC 
Angela Massey, CPC 
Anita Hunsicker, CPC 
Ann  Caudle, COC 
Annalisa Bouwmeester, CPC 
Anne Hogan, CPC 
Anne McGowan, CPC 
April Anderson, CPC 
April Smith, CPC 
Arletta Brewster, CPC 
Barbara Knigge, CPC, CCC
Becky Bracha, CPC 
Becky Byars, COC 
Bernetta Riffle, CPC 
Bethany Neidhart, CPC 
Breanna Terry, CPC 
Breeana Hill, CPC 
Brian Rigney, CPC 
Brianna Carpenetti, CPC 
Brittany Cheeseman, CPC 
Brooke Wilson, CPC 
Bryce Teeples, CPC 
Cari Mudd, CPC 
Carmen L Baez, CPC 
Carolyn N Platt, CPC 
Carolyn S Shankle, COC, CPC, CPMA, 

CPC-I, CEMC
Cat Erickson, CPC 
Cathy Stiles, CPC 
Celine Newell, CPC 
Chasity York, CPC 
Cherise Baca, CPC 
Christine Speroni, CPC 
Cindy  Richardson, CPC 
Connie Cooper, COC 
Crystal Guthrie, COC 
Cynthia Baird, CPC 
Daisha J Perry, CPC 
Dannielle Nastazio, COC 
David Chenkin, CPC 
David E Jarrett, CPC 
Dayna McDonald, CPC 
Debbie Mae Huckstep, CPC 
Deborah L Humes, COC, CPC
Deborah Sorg, CPC, CPC-P
Debra Collazo, CPC 
Debra Stephens, CPC 
Denise Lynn, CPC 

Dian Blackbourn-Crego, CPC 
Diana Castillo, CPC 
Diane Lynn Colligan, CPC 
Donna Mullins, CPC 
Donna Nourie, CPC 
Edgar DeLuna, CPC 
Elaine Carroll, CPC 
Elizabeth Lawrence-Couture, COC, CPC
Elsy Hurtado, COC 
Falin Wilkes, CPC 
Fonda Harris, COC 
Gabrielle Mizell, CPC, CUC
Heather Nixon, CPC 
Heather Weinmaster, CPC 
Heidi Rebekah Young, COC, CPC
Hillary Illingworth, CPC 
Holly Jensen, COC, CPC
Irina Fonseca, CPC 
Jackie Nothstine, CPC 
Jacqueline Le, CPC 
Jane Morris, CPC 
Jay Bay, CPC 
Jenifer Greever, CPC 
Jenifer Susan Cybulla, CPC 
Jennifer Kempf, CPC 
Jennifer Kovaly, CPC 
Jennifer Osoro, CPC 
Jennifer Walker, CPC 
Jillian Rhea, CPC 
Jillian Shafer, CPC 
Joseph LoBianco, CPC 
Judith Owen, CPC 
Julie Prange, CPC 
Kaajal Mistry-Patel, COC, CPC
Kajuana Jackson, CPC 
Kandace Brown, CPC 
Karen S Waldroop, COC, CPC
Katherine Martin, CPC 
Kathryn Higgins, CPC 
Kelli Sutton, CPC 
Kerri Ann Perra, CPC 
Kerri Nielson, COC 
Kim Jones, CPC 
Kim Kuehn, CPC 
Kimberly Fay Wimer, CPC 
Kimberly Porter, CPC 
Kimberly Sanches, CPC 
Kimberly Satterlee, CPC 
Lacie Stone, CPC 
La’Nore V Gamble-Gibbs, CPC
Lashawnta Hasty, CPC 
LaToya Lemons, CPC 
Laura Cermak, CPC 
Laura Dee Dawson, CPC 
Laura Epperson, CPC 
Laura Suska, CPC 
Lauri DeVries, CPC 
Leah Holt, CPC 
Linda Kramer, CPC 
Linda Metras, CPC 
Linda Taylor, CPC 
Lindsey Johnston, CPC 
Lisa Ryle, CPC 
Lori Cowins, CPC 
Luzdary Kearns, COC, CPC
Lynn Cooper, COC, CPC, CPB, CPPM
Maggie C Boyer, CPC 
Marcy Reif, CPC 
Margarita Santiago, CPC, CEMC
Margery Wallace, CPC 
Maria Alcantar, CPC 
Mariah Jackson, COC, CPC
Marianne Kelley, CPC 
Marion A Salwin, COC, CPC, CPC-I
Marjorie Ellen Forrest, COC, CPC, CPMA
Mark Anthony Aranda, CPC 
Marschand K Martin, COC, CPC
Marsha Gabbard, CPC-P 
Martina Formosa, COC 
Mary Ann Clark, CPC 
Mary F Coulter, COC, CPC

Mary Harmon, COC 
Mary Liz Steinacher, COC, CPC
Mary Lou Riley, COC, CPC
Mary Owens, CPC 
Mary Walter, CPC 
Marylou Bofill, CPC 
Meagan Cantele, CPC 
Megan Massner, CPC, CCC
Melanie Black, CPC 
Melanie Bleem, CPC 
Melanie Jensen, CPC, CPC-P 
Melinda Carver, CPC 
Michelle Bailey, CPC 
Michelle Brewer, COC 
Michelle Dailey, CPC 
Michelle Poulin, COC, CPC, CPMA
Michelle Samuels, CPC 
Miriam Depaz, CPC 
Nicola Epps, CPC 
Nicole Kelly, CPC 
Nicole Richie, CPC 
Pamela Golda, CPC 
Pamela Hudspeth, CPC 
Patricia May Babala Exconde, CPC
Paula Alonzo, CPC 
Paula Ruis, CPC 
Peggy Campbell, CPC 
Priyanka Jeevanandam, CPC 
Rachael Donberger, CPC 
Renee Fox, CPC 
Robin Eickhoff, CPC 
Robyn Marcotte, CPC 
Rosemary P Cooper, CPC 
Samantha Urban, CPC 
Sana Zareen, CPC 
Sandra O’Neale, CPC 
Sara D Schuett, COC, CPC
Sarah Anderson, CPC 
Sarah Martin, CPC 
Sarah Newman, CPC 
Sarah Toothaker, CPC 
Sharon Pelgorsch, COC, CPC
Shawna Blackmon, CPC 
Shiela Chase, CPC 
Shoshana Enny, CPC 
Sreena Janardhanan, CPC 
Stacey A Nichols, CPC 
Stacey Younger, CPC 
Stefanie Domsky, CPC 
Stephanie Cagney, CPC 
Stephanie Hayes, CPC-P 
Stephanie Metcalf, CPC 
Susan Kezon, CPC, CRC
Susan Sisson, CPC 
Susan Winthrop, CPC 
Tanya Hicks, CPC 
Tanya Saunders, COC 
Terri Adkins, CPC 
Terry A Beach, COC, CPC
Theresa Scott, CPC 
Tiffany Karls, CPC 
Tiffany Mose, CPC 
Toccara Nichole Davis, CPC 
Tracey Marie Driver, CPC-P 
Tracy Renee LaRusso, CPC 
Trina Howard, CPC 
Trudy L. Mattice, CPC 
Valerie Limtiaco, CPC 
Veronica Bickford, CPC 
Vikki Leibowitz, CPC 
Wendy Jacobs, COC, CPC
Yuliya Margolin, CPC  

ApprenticeApprenticeApprentice
A. Saritha, CPC-A
Aaron Youtt, CPC-A
Abhiram G, COC-A
Abisheha Emiltta Sathiakumar, CPC-A

Adrian Dacumos, CPC-A
Adrienne Duckworth, CPC-A
Akhil M Nair, COC-A
Akhila Volati, COC-A
Akshata Arun Sonar, COC-A
Al Queen De Guzman, CPC-A
Aldalyn Agbayani, CPC-A
Alexandra Wick, CPC-A
Alfreeda Zita Rodrigues, CPC-A
Alice Burgess, CPC-A
Alicia Espinosa, CPC-A
Alicia Rogers, CPC-A
Alicia Wright, COC-A
Alina Mattila, CPC-A, CEMC
Alisa Mandy Farris, CPC-A
Alla V Sigoli, CPC-A
Allam Raja Sheker Reddy, CPC-A
Allison Weir, CPC-A
Allison Wise, CPC-A
Alyssa Marie Pantangco, CPC-A
Amanda Davis, CPC-A
Amanda Gibb, CPC-A
Amanda J Sansbury, CPC-A
Amanda Jackson, CPC-A
Amanda Meyer, CPC-A
Amanda Petersen, CPC-A
Amanda Woodland, CPC-A
Amie Lombardi, CPC-A
Ammi No, CPC-A
Amy Christensen, CPC-A
Amy Elizabeth Mullinix, CPC-A
Amy L. Houck, COC-A
Amy Lauer, CPC-A
Amy Pettis, CPC-A
Ana Marie Baylon, CPC-A
Anabel Tapia, CPC-A
Andrea Montgomery, CPC-A
Andrea Rangel, CPC-A
Andrew Wang, CPC-A
Angela Bartlett, CPC-A
Angela Holland, CPC-A
Angela Humphrey, CPC-A
Angela K Prusse, COC-A, CPC-A
Angela Kline, CPC-A
Angela Stewart, CPC-A
Angela Teresa Brugger, CPC-A
Angelia Broadwell, CPC-A
Angelica Eusebio, CPC-A
Angie Cooper, COC-A
Anita Kumari, CPC-A
Anitha Alex Koshy, CPC-A
Anitha L K Lakshmanan, CPC-A
Anitha Pannerselvam, CPC-A
Anjana A.P., COC-A
Anjaneya Swamy, CPC-A
Ankit Rustagi, COC-A
Ankita Grover, CPC-A
Ankita Jain, CPC-A
Anna Berry, CPC-A
Anna Green, CPC-A
Anna Heinonen, CPC-P-A
Anna Jaworska, CPC-A
Anna Loureen Benitez, CPC-A
Anne Gulia, CPC-A
Antonia Pappas Lopez, CPC-A
Anu Biju Menon, CPC-A
Anuja M, CPC-A
Aparna Sengupta, CPC-A
Apple Cherry Chico, CPC-A
April Eberly, CPC-A
Arianne Cordero, CPC-A
Arjun Raj U, COC-A
Arlyn Holley, CPC-A
Arthi Rupner, CPC-A
Arun Kumar Nomula, COC-A
Arun V, COC-A
Aruna Bondapalli, CPC-A
Arunima Scariya, CPC-A
Ashanti Jones, CPC-A
AshLeighan Glisan, CPC-A
Ashley Diane Beck, COC-A, CPC-A

Ashley Marvel, CPC-A
Ashley Yotty, CPC-A
Aswathy Ravi, COC-A
Athulya. L., COC-A
Aubrey Diann Pitzi, CPC-A
Audriana Rodriguez, COC-A
Ayshath Rafeeda, CPC-A
Babitha Thatikonda, CPC-A
Balagoud Kalali, COC-A
Balamurugan Rajendhiran, COC-A
Barbara Lynn Mcknight, CPC-A
Barbara Marler, CPC-A
Barbara Whipple, CPC-A
Bari Hankins, CPC-A
Becky Peter, COC-A
Bernalyn Santos, CPC-A
Beth Shogan, CPC-A
Bhanu Prasad Atluri, COC-A
Bharat Shishodia, CPC-A
Bharath Kedarnath Kurra, CPC-A
Bharath Koulla, CPC-A
Bhuvanesh Kumar Kalaimani, COC-A
Bianca Marie Almelor, CPC-A
Bobbie J Sower, CPC-A
Bonnie Xie, CPC-A
Brandy Cario, CPC-A
Brandy McKenzie, CPC-A
Brandy Terry, CPC-A
Braxton Bell, CPC-A
Brieanna Reigers, CPC-A
Brittany Copp, CPC-A
Brittany Howard, CPC-A
Brittany Robinson, CPC-A
Brittany Stevens, CPC-A
Brittney Moye, CPC-A
Bryan James Jaramilla, CPC-A
Bryan Licco, CPC-A
Caitlin Elizabeth Harris, CPC-A
Camille Grace Ochaves, CPC-A
Carly Dobbins, CPC-A
Carmen Deanna Mendoza, CPC-A
Carol Ledbetter, CPC-A
Carol Pastor, CPC-A
Carole Robinson, CPC-A
Carolyn Mason, CPC-A
Carolyn Sinquefield, CPC-A
Carolyn Wells, CPC-A
Carolynne Brain, CPC-A
Carrie Felker, CPC-A
Carrie Howser, CPC-A
Carrie Persell, CPC-A
Cassandra Grace, CPC-A
Cassie Dill, CPC-A
Catherine T Wentworth, CPC-A
Cathleen K Decrescente, CPC-A
Cathy Amstone, CPC-A
Ch. Praveen Kumar, CPC-A
Chaitanya Ashok Bhadale, COC-A
Chatti Teja Sri, CPC-A
Chelsea DePew, CPC-A
Chelsea Morisi, CPC-A
Chetan Purushottam Agarwadekar, 

COC-A
Chinna Masamshetty, COC-A
Chinnaparam Mounika, CPC-A
Chithra Suyambu, CPC-A
Chris Cuizon, CPC-A
Christin Thompson, CPC-A
Christina Dong, CPC-A
Christina Higbee, CPC-A
Christopher Gines, CPC-A
Christy Boutwell, CPC-A
Christy Dawn Upchurch, CPC-A
Christy Fox, CPC-A
Cindy Gerson, CPC-A
Cindy Villanueva, CPC-A
Cindy Watson, CPC-A
Colin Gilmore, CPC-A
Colleen M Phillips, CPC-A
Corinne Sprague, CPC-A
Craig Schofer, CPC-A



www.aapc.com November 2015 63

NEWLY CREDENTIALED MEMBERS
Cristina Suarez, CPC-A
Crystal Bodiford, COC-A
Crystal Fullilove, CPC-A
Crystal Walaszczyk, CPC-A
Curt Gingrich, CPC-A
Cynthia Baird, CPC-A
Cynthia Dodson, CPC-A
Cynthia Jarrell, CPC-A
Cynthia Pierre, CPC-A
D.Md. Omar, CPC-A
Dana Ramirez Anderson, CPC-A
Dana Smith, CPC-A
Dana Torrenti, CPC-A
DaNeisha Dukes, CPC-A
Daniel Espanto, CPC-A
Danielle Hunt, CPC-A
Danielle Villatoro, CPC-A
Darcie Lyn Latham, CPC-A
Dave Reilly, CPC-A
Dawn M Smith, CPC-A
Dawnelle Voorhees, CPC-A
Dayse Orellana, CPC-A
Deana Ruby, CPC-A
Debbie Jewell Shadburn, CPC-A
Debbie Riches, CPC-A
Debora S Bennett, CPC-A
Deborah Elliott, CPC-A
Deborah Lee Rosebrook, CPC-A
Deborah McKinney, CPC-A
Debra Barnett, CPC-A
Deepika Yadav, CPC-A
Delores Lita Wright, CPC-A
Denise Breeden, CPC-A
Denise Johnson, CPC-A
Denise N Arevalo, CPC-A
Desh Garg, CPC-A
Destiny Masterson, CPC-A
Dhanyanair Puthanveedu, CPC-A
Dilip Gaddamidi, COC-A
Divina Dimacali, CPC-A
Donna Gorham, CPC-A, CHONC
Donna Hart, CPC-A
Donna Parker, CPC-A
Donna Shupe, CPC-A
Doris Mae Elizabeth O’Brien, CPC-A
Dr Carol V Pierre, CPC-P-A
Dr. Hemant Gupta, CPC-A
Dr.Ezhil Arasan, CPC-A
Dr.Shipra Sharma, COC-A
Ebin Shaji, CPC-A
Edith Follin, CPC-A
Edsel Cortez, CPC-A
Elizabeth Fredette, CPC-A
Erik Stutzman, CPC-A
Erika Reighter, CPC-A
Erin Jodie Nascimento, CPC-A
Evelyn Bush, CPC-A
Faiza Rafiq Ahmad Sheikh, CPC-P-A
Fathima Shereen V, CPC-A
Feroz Mohammad abdul, COC-A
Frances Ann Balke, CPC-A
G. Mahesh, CPC-A
Gandluri Hanumantha Reddy, CPC-A
Ganesh Ashok Nalawade, COC-A
Gaurav Karwal, CPC-A
Gauthamkumar Veeraboina, COC-A
Gayathri Shrinivas Hadagali, CPC-A
Gigi Williams, CPC-A
Gilbert Santos, CPC-A
Gisele Y Stewart, CPC-A
Glaucia S Lolli, CPC-A
Glenda Margallo, CPC-A
Glenn Martinez, CPC-A
Gooduri Phanindra Babu, CPC-A
Gopi Krishna, COC-A
Gopu Reshma Jyothi, CPC-A
Grant Irvin, CPC-A
Gregory Thompson, COC-A, CPC-A
Gudipally Prashanthi, COC-A

Gunjan Batra, CPC-A
Gyanavi Yadav, CPC-A
Hajishree Syed, CPC-A
Hannah Fey, CPC-A
Hannah Robinson, CPC-A
Hariprakash Chinnasamy, CPC-A
Hashim Bin Amat, CPC-A
Hazel Carandang, CPC-A
Hazel Lynn Abogado, CPC-A
Heather Ellen Thomas, COC-A, CPC-A
Heather Howell, CPC-A
Heather Marzean, CPC-A
Heidi Becker, CPC-A
Heidi Pottgen, CPC-A
Hemanath Singaravelu, CPC-A
Herschel Rice III, CPC-A
Hesham Ramadan, CPC-A
Himanshu Johri, CPC-A
Holly Philipps, CPC-A
Holly Smith, CPC-P-A
Ian Lester Padilla, CPC-A
Ila Perry, CPC-A
Inna Marielle Patricia Cabigting, CPC-A
Ismael Jocson Jr, CPC-A
Ivan Dela Cruz, CPC-A
Ivy Jane Fano, CPC-A
Izabela Kolodziejska, CPC-A
Jacob Antony, CPC-A
Jacqueline McGinn, CPC-A
Jacquelyn Puckett, CPC-A
Jaelyn Dennison, COC-A
Jaimie Lee Carbaugh, CPC-A
James David Veltman, CPC-A
Jamie Chanell Wiley, CPC-A
Jamie Saxon, CPC-A
Jan Shelman, CPC-A
Jana Jesusa Barcial Satur, CPC-A
Jane Culpen, COC-A
Janice Francisco, CPC-A
Janna Zeek, COC-A
Jasmin Rosario, CPC-A
Jason Manley, CPC-A
Jatinkumar Patel, CPC-A
Jayne DeSotel, CPC-A
Jean Liquigan Manait, CPC-A
Jean Rose Dantes, CPC-A
Jeanelyn Irinco Nuguit, CPC-A
Jefferson Benavidez, CPC-A
Jennica J Kuck, CPC-A
Jennifer Carreras, CPC-A
Jennifer Erickson, CPC-A
Jennifer Jean Conway, CPC-A
Jennifer Lanyon, COC-A, CPC-A
Jennifer Leppek, CPC-A
Jennifer Lothian, CPC-A
Jennifer Mendez, CPC-A
Jennifer W Williams, CPC-A
Jennifer Whitworth, CPC-A
Jenny Ballesteros Dela Cruz, CPC-A
Jeremy Shane Ness, CPC-A
Jeremy Spires, CPC-A
Jessica Chrystal Pfeifer, CPC-A
Jessica Espinoza, CPC-A
Jessica Lynn Rivera, CPC-A
Jessica McQueen, CPC-A
Jessica Miner, CPC-A
Jessica Preston, CPC-A
Jessica Renee Clark, CPC-A
Jessica Zator, CPC-A
Jessie Sudholt, CPC-A
Jhenna Marie Cuasay, CPC-A
Jimmelyn Banares, CPC-A
Jo Ann Jones, CPC-A
Joana Marie David Uy, CPC-A
Joanne McCarthy, CPC-A
Joanne Roche, CPC-A
Jodi Haselden, COC-A, CPC-A
Jodi Watson, CPC-A
Jodie Rauth, CPC-A

Joemar Cabeliza, CPC-A
John Eric Mendoza Montesa, CPC-A
Joni Long, CPC-A
Joni Spurlin, CPC-A
Jose Miguel Ruiz, CPC-A
Joseph Pangilinan, CPC-A
Joyce Ennis, CPC-A
Judea Smith, CPC-A
Judith DeCarlo, CPC-A
Judy Frost, CPC-A
Judy Stemig, CPC-A
Julene Gerdes, CPC-A
Julia Boggs, CPC-A
Julie Brenon Storz, CPC-A
Julie G Nelson, CPC-A
Julie Joseph, CPC-A
Julie Pollard, CPC-A
Julie Schweitzer, CPC-A
Justin Mendoza, CPC-A
K. Anil Kumar, CPC-A
K. Hari Priya, CPC-A
K. Nagarjuna, CPC-A
Kalyani Vetcham, COC-A
Kamalachitra Nagarajan, CPC-A
Kamaraj Subramaniam, COC-A
Kanchan Kumari, CPC-A
Kara Barker, CPC-A
Kara Chrisman, CPC-A
Karen Perez, CPC-A
Karen R. Hay, CPC-A
Karley Otero, CPC-A
Karteek Dasam, COC-A
Karthiga Selvaraj, CPC-A
Karthik Bhaskar, COC-A
Katarzyna Kolodziejska, CPC-A
Kather Begum, CPC-A
Kathleen McKenna, CPC-A
Kathleen Richardson, CPC-A
Kathleen Vawter, CPC-A
Kathy Brooks, CPC-A
Kathy Stumpf, COC-A
Katrina Catto, CPC-A
Katrina Mappala, CPC-A
Kauri Ann Achiu, CPC-A
Kavita Papni, CPC-A
Kayla H Blackwell, CPC-A
Kaylee Wood, CPC-A
Keerthi Madineni, CPC-A
Kelly Ball, CPC-A
Kelly LaLuz, CPC-A
Kelly Melchiorre, CPC-A
Kelly Taysom, CPC-A
Kelly Willingham, CPC-A
Kendra Denise Mack, CPC-A
Kendra Hammontree, CPC-A
Keneth John Dela Pena, CPC-A
Keri Marie Kelly, CPC-A
Kesha Greatrix-Dyson, CPC-A
Kethavath Santhosh Nayak, CPC-A
Khushboo Verma, CPC-A
Kiara Wims, CPC-A, CPB
Kim Blancett, CPC-A
Kim Logan, COC-A
Kimberli Romanek, CPC-A
Kimberly Astin Lontoc, CPC-A
Kimberly Hancock, COC-A
Kimberly Lang, CPC-A
Kimberly Quinn-Halliday, CPC-A
Kimberly Rose Callanta, CPC-A
Kishore Babu M, CPC-A
Kranthi Reddy Salibinla, CPC-A
Kris Kreuzer, CPC-A
Krishnaiah Jada, COC-A
Krista Dominguez, CPC-A
Krista Miller, CPC-A
Kristel Anne Domingo, CPC-A
Kristen Comfort, CPC-A
Kristin Alfonso, CPC-A
Kristina Jane Yalong, CPC-A

Kristina Long, CPC-A
Kumara Srinivas Mamidi, CPC-A
Kundarapu Prasannakumari, CPC-A
L. Ramakrishna, CPC-A
Lacy Drosselmeyer, CPC-A
Lacy Goin, CPC-A
Lady Anne Bitavarra Cal-Ortiz, CPC-A
Lakshmi Sireesha Tadepalli, CPC-A
Lana Trent, COC-A
LaShon Bryant, COC-A
Laura Gordon, COC-A
Laura Tanner, CPC-A
Lauren Walters, CPC-A
Laurie Taylor, CPC-A
Ledayne Martinez, CPC-A
Leonila Paran, CPC-A
Lesley J Bott, CPC-A
Leslie Rubenstein, COC-A
Leticia Leal, CPC-A
Lilli Lindbeck, CPC-A
Linda Christie, CPC-A
Linda Hess, CPC-A
Linda M Smith, CPC-A
Linda Nabors, CPC-A
Linsa Manoj, CPC-A
Lisa M Akin, CPC-A
Lisa Plum, CPC-A
Lisa Walter, CPC-A
Lois Masters, CPC-A
Lonna Monroy, CPC-A
Lorena Cruz, CPC-A
Lori Conley, CPC-A
Lori Durgan, CPC-A
Lori Hardy, CPC-A
Lori Terry, CPC-A
Lorietta Tuinstra, COC-A
Lovely Pearl Red, CPC-A
Lydia Taylor, CPC-A, CPB
Lynn Hull, CPC-A
Lynne N Hardy, CPC-A
M. Nagalakshmi, CPC-A
Ma. Goretti San Angel, CPC-A
Ma. Jessica Mulig, CPC-A
Ma. Monica Campomanes Florita, CPC-A
Ma. Ysabel Colada, CPC-A
Madalina Croitoru, CPC-A
Madelyn Alvaira, CPC-A
Madhavi Machcha, CPC-A
Madhavi Maruthan, CPC-A
Madhavilatha Kalle, CPC-A
Madhukar Siloji, CPC-A
Magdalene Dorsey, CPC-A
Mahesh kumar Dukanam, COC-A
Maheshwari Nadikuda, CPC-A
Makivia Horton, CPC-A
Malinda Curtis, CPC-A
Manavendra Pal Bisht, CPC-A
Manikandan Palanisamy, CPC-A
Manisha Shah, CPC-A
Manoj Teja Yadlapati, CPC-A
Marco Irabagon Tecson, CPC-A
Marcus Conway, COC-A
Margaret Allee, CPC-A
Margaret Leslie, CPC-A
Margaret Waters, CPC-A
Maria Arlexcie De Mesa, CPC-A
Maria Candelario, CPC-A
Maria Leona Victoria G Baraquia, CPC-A
Maria Theresa Peñafiel, CPC-A
Mariangela Hernandez, CPC-A
Maricar Rogado, CPC-A
Maricel Yeung, CPC-A
Marie Ann Duero, CPC-A
Marie Dieringer, CPC-A
Marie Fratto, CPC-A
Marie Jennyvee San Jose, CPC-A
Marina Ecker, CPC-A
Marissa R Thompson, CPC-A
Marjie Cui, CPC-A

Mark Cirelli, CPC-A
Mark Joseph Neil Sawi, CPC-A
Martha Casale, CPC-A
Mary Natale, CPC-A
Mary Ann Cadd, CPC-A
Mary Boylan, CPC-A
Mary Cherian, CPC-A
Mary Collins, CPC-A
Mary Girard, CPC-A
Mary Reisig, CPC-A
Mary Tetreau, CPC-A
Masood Ahmad Syed, COC-A
Masooda Tariq, CPC-A
Matt Heinlein, CPC-A
Maura Temple, CPC-A
Meagan Jacoby, CPC-A
Meenu Bhoria, CPC-A
Meenu Shankari, COC-A
Megan Hilleman, COC-A
Megan LaBonty, COC-A
Megan Lee, CPC-A
Megan Slayton, CPC-A
Mehfooz Ahmed, CPC-A
Mei Yee Leung, CPC-A
Melisa Andrus, CPC-A
Melissa D Kneifl, CPC-A
Melissa Embry, CPC-A
Melissa Keller, CPC-A
Melissa Konopasek, CPC-A
Melody Mason, COC-A
Meredith Kroll, CPC-A
Merjelen Endiape, CPC-A
Mia Blackwell, CPC-A
Michael Ralph Malapote, CPC-A
Michelle Avella, COC-A
Michelle Beckmann, CPC-A
Michelle Iannucci, CPC-A
Middela Thejonmayi, CPC-A
Mikala Chaffin, COC-A, CPC-A
Miri Otero, CPC-A
Misty Stover, CPC-A
Mohananagatejaswi Vemuri, CPC-A
Monika Rajput, CPC-A
Monika Sharma, CPC-A
Monique Corbett, CPC-A
Monique Racelis, CPC-A
Montree Rajkitkul, CPC-A
Morgan Johnson, CPC-A
Morgan Leigh Jolly, CPC-A
Mufthi Salam, COC-A
Mukku Kalyan, CPC-A
Mulikat Ademiluyi, CPC-A
Muneesh Farshad, CPC-A
Murugan Shankar, CPC-A
Muruganandam Marimuthu, CPC-A
Murugesan Selvaraj, COC-A
N. Bhanu Sri, CPC-A
Nagarjuna Kanteti, CPC-A
Nancy Kullmann, CPC-A
Nandagopan Narayanadass, CPC-A
Nandoori Mercy, COC-A
Narasimha Reddy, CPC-A
Naresh Annavaram, COC-A
Natalie Galvin, CPC-A
Natalie Jane Dilao, CPC-A
Natalie Williams, CPC-A
Navdeep Sharma, CPC-A
Naveen Baliga, CPC-A
Naveen Chandra Dyapa, COC-A
Naveen Kumar, CPC-A
Naveen kumar Arumugam, CPC-A
Naveen kumar Ponnala, COC-A
Navita Tyagi, COC-A
Nazrine Allaudeen, CPC-A
Neelima Kota, CPC-A
Neethi Kochukunju, CPC-A
Nico Emile Alhambra, CPC-A
Nicole Peterson, CPC-A
Nicole VoitChromy, CPC-A
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Nidhi Rawat, CPC-A
Nikhil Vitthal Birajdar, CPC-A
Nikki-Aye Serapio, CPC-A
NIna Lepore, COC-A
Nirmala Chudasama, CPC-A
Nisha Nehra, COC-A
Nithya Thomas, CPC-A
Nivedita Singh, CPC-A
Nneka Nwosu, CPC-A
Olga Fedotova, CPC-A
P. Anup Beena, CPC-A
Packialakshmi Mohan, CPC-A
Pamela Jaqua, CPC-A
Pamela Aki, CPC-A
Pamela Bartram, CPC-A
Pamela Wishon, CPC-A
Pamela Yvette Johnson, CPC-A
Parul Sharma, CPC-A
Parvathi Menon K, CPC-A
Patlolla Vijender Reddy, COC-A
Patricia Lacy, CPC-A
Patricia McDermott, CPC-A
Patricia Wood, CPC-A
Patrick Bryant, CPC-A
Patti Maryan, CPC-A
Pattie Long, CPC-A
Paul Quejado, CPC-A
Paula Danella Mallari, CPC-A
Paula Goodwin, CPC-A
Paula Li, CPC-A
Paula McConnell, COC-A
Pavani Doli, CPC-A
Pavitra Swapna Namburi, CPC-A
Peggy A Albitz, CPC-A
Penny Rounce, CPC-A
Petrina Goschy, CPC-A
Phanikumar Yantrapagada, COC-A
Piyush Gandhi, CPC-A
Piyush Navadiya, CPC-A
Po Yee Leung, CPC-A
Pooja Bhadana, CPC-A
Prashant Dube, CPC-A
Prashant Kumar, CPC-A
Praveen Chigurupati, COC-A
Praveen Kumar Nunavath, COC-A
Praveena Patlori, CPC-A
Preston Boles, CPC-A
Priya Ravi, CPC-A
Priya U, CPC-A
Priyanka Guduru, CPC-A
Priyanka Malle, COC-A
Priyanka Mukherjee, CPC-A
Pushpa Latha, CPC-A
Pushpa Vardhani Mogalipuvvu, COC-A
Queency Belino, CPC-A
Quiana Eagletail, CPC-A
Rachael Castleton, CPC-A
Rachamalla Narendhra Reddy, COC-A
Rachel Hosford, CPC-A
Rachel Mahmoud, COC-A
Rachel Rish, CPC-A
Rachelle De Guzman, CPC-A
Rahul Chaudhary, CPC-A
Rajaajay Mathews, CPC-A
Rajanala Sravani Ujala, CPC-A
Rajani Mishra, CPC-A
Rajeevini Koduri, CPC-A
Rajendra Kumar, CPC-A
Rajendra Naidu Bonu, COC-A
Rajesh Saini, COC-A
Rajeshwari Mali, CPC-A
Raji Harikrishnan, CPC-A
Rakesh Kumar Nayak, COC-A
Ramesh Bandari, COC-A
Ramona Sarca, CPC-A
Randi Zachary, CPC-A
Randy Waldrum, COC-A
Rangu Soujanya, CPC-A
Rashmi Puttaswamy, CPC-A

Ratna Priya, CPC-A
Ravalika Kameri, CPC-A
Ravi Kumar, CPC-A
Ravi Teja Yadav. P, CPC-A
Ravikumar Nakkaramoni, CPC-A
Ray Wilder, CPC-A
Rebecca Bossard, CPC-A
Rebecca Hensley, CPC-A
Rebecca Pruitt, CPC-A
Rebecca Walton, CPC-A
Reenu Joy, CPC-A
Reeta Bisht, CPC-A
Regina Clark, CPC-A
Reginald Tino Thanga Reji, COC-A, CPC-A
Renganayaki Kulasekaran, CPC-A
Rhiyaisa C Brillo, CPC-A
Rhonda Sokolik, COC-A
Ricon Sarmiento Langreo, CPC-A
Rigil Kent Agmata, CPC-A
Rishu Shukla, COC-A
Ritesh Upadhyay, CPC-A
Robin Bonner, COC-A
Robin J Smilie, CPC-A
Robin Lucca, CPC-A
Rochelle Anne Llorente, CPC-A
Ronald Allan Ponteres, CPC-A
Ronald Suhumskie, CPC-A
Ronda Davis, CPC-A
Ronelie Dadiz Asuncion, CPC-A
Rose Spencer, CPC-A
Roselle Ruth Raquel, CPC-A
Roxanne Sedeño, COC-A
Roxxane Limos, CPC-A
Ruby Rathnakar, CPC-A
Ruchi Jindal, CPC-A
Rupamani Modupalli, CPC-A
Ruth Jonah Quindoyos, CPC-A
Rylee Thalman, CPC-A
Sabitha Dhas, COC-A
Sabrina Colton, CPC-A
Sairam Segu, CPC-A
Sajna S, CPC-A
Salla Madhav, COC-A
Samantha Alice Pasha, CPC-A
Samantha Cunningham, CPC-A
Samantha Johnson, COC-A, CPC-A
Samantha Lillard, CPC-A
Samara E Moule, CPC-A
Samara Williams, CPC-A
Sampath Kumar Katargadda, CPC-A
Sandeep Reddy Thirumal Reddy, COC-A
Sandeep Singh, CPC-A
Sandhya Mangayyagari, COC-A
Sandi Feyerabend, CPC-A
Sandipani Mishra, CPC-A
Sandy Lee, CPC-A
Sangeetha Venkatesan, COC-A
Sangita K. Chaudhary, CPC-A
Sanjay Jarial, COC-A
Sanket Yadav, CPC-A
Santhoshreddy Samala, COC-A
Santosh kumar Ram, CPC-A
Sarah Cole, COC-A
Sarah Elizabeth Tolbert, CPC-A
Sarah Montgomery, CPC-A
Sarah Wilhelm, CPC-A
Saranya Baskaran, CPC-A
Saritha Elizabeth Thomas, CPC-A
Sasikala Subakar, CPC-A
Sathishkumar Perumal, CPC-A
Saurabh Kumar Gupta, CPC-A
Sayali Shinde, COC-A
Scott Anderson, CPC-A
Selina Booker, CPC-A
Sepideh Hariri, CPC-A
Shaida Ehlert, CPC-A
Shaik Arafath, CPC-A
Shajahan Shaik, CPC-A
Shankar Korra, COC-A

Shannon Cutting, CPC-A
Shannon Kathleen Hart, CPC-A
Sharon M Ellison, CPC-A
Sharon West, CPC-A
Shelby Ferguson, CPC-A
Sherri Mitchell, CPC-A
Sherry Loyd, CPC-A
Shilpa Padigala, CPC-A
Shilpa Sunil Jadhav, CPC-A
Shilpa Yeredla, COC-A
Shimna Shaji, COC-A
Shirisha Gade, CPC-A
Shivareddy Adidela, COC-A
Shrundra Shuntà Williamson, CPC-A
Shweta Sharma, CPC-A
Sindhu Suriyamoorthi, CPC-A
Sireesha Narapaneni, CPC-A
Sista Knight, CPC-A, CPB
Sivannarayana Peddireddi, COC-A
Sivareddy Vanipenta, COC-A
Skip Allen, CPC-A
Smitha Wilson, COC-A
Sofia L Leon, CPC-A
Sonali Dnyaneshwar Shinde, CPC-A
Sonia M. Rivera, CPC-A
Sonika Yadav, CPC-A
Sreelekha Parimi, CPC-A
Srikanth Rajagopal, CPC-A
Stacy Furtney, CPC-A
Stacy Walker, CPC-A
Stavra Ketchmark, CPC-A
Stephanie Call, CPC-A
Stephanie Chaplin, CPC-A
Stephanie Kidwell, CPC-A
Stephanie Silva, CPC-A
Steve W Smith, CPC-A
Suad Kacic, CPC-A
Subbulakshmi Paramasivan, CPC-A
Sudhir Kumar Tripathi, CPC-A
Suganya Pounraj, CPC-A
Sujai Vijayan, COC-A
Sujeet Kumar, CPC-A
Suma Dixit, CPC-A
Sundari Gadhe, COC-A
Sunil Sasidharan, CPC-A
Surendar Pratap Singh, COC-A
Survi Vinod Kumar, CPC-A
Susan Joann Fischer, COC-A, CPC-A
Suzanne A Esterline, CPC-A
Suzanne Elisabeth Costa, CPC-A
Swapna Kumari Salivindla, CPC-A
Swapnil b Bhingardive, COC-A
Swapnil Ghanshyam Alone, CPC-A
Swathi yadav Bathula, COC-A
Swetha Ayyannagari, CPC-A
Sylvia Luong, CPC-A
Tacheima Bien-Aime, COC-A, CPC-A
Tahira Qasim, CPC-A
Tamilarasi S, COC-A
Tammi Martin, CPC-A
Tammie Droppleman, CPC-A
Tammy Chowske, CPC-A
Tammy Genthe, CPC-A
Tammy Thomason, COC-A
Tamra Chase, CPC-A
Tania Hechavarria, COC-A, CPC-A
Tara Johnson, CPC-A
TaSonya Hughes, CPC-A
Tatapudi Sonia, CPC-A
Tatum A Combs, CPC-A
Tawni Sampson, CPC-A
Temitope Olusanya, CPC-A, CPB
Teresa C Powers, CPC-A
Teresa Weaver, COC-A, CPC-A
Theresa Bates, CPC-A
Theresa Miller, CPC-A
Therese Marie Barcibal Galicia, CPC-A
Thileepan Thamizharasan, CPC-A
Thomas Cheezum, CPC-A

Tiffany Wilhelm, CPC-A
Toni Prine, CPC-A
Tonya Wano, CPC-A
Tracy Buehner, CPC-A
Tracy Cagle, CPC-A
Tracy McDonald, CPC-A
Trenda Jones, COC-A
Tricia Denzik, CPC-A
Trisha Bean, CPC-A
Udaya Chary Mandaloju Rathibandla, 

CPC-A
Vadivukarasi Annadurai, COC-A
Vaibhav Satish Suryavanshi, COC-A
Valerie Flaim, CPC-A
Valerie Garcia, CPC-A
Valerie L Simpson, CPC-A
Valki Nagamani, CPC-A
Vanessa Treadway, CPC-A
Varsha Sewal, CPC-A
Vasudevareddy Koothuru, COC-A
Venugopal Rao Muthoju, COC-A
Vibeesh Sukumaran, COC-A
Victoria Bravo, CPC-A
Victoria Doyle, CPC-A
Viharika Vemula, CPC-A
Vijay Daida, COC-A
Vijaya Nagula, CPC-A
Vijayaraghavan Venkatesan, CPC-A
Vinay Kumar, COC-A
Vinaya Kiran Gaikwad, COC-A
Vinoth Rajarajan, CPC-A
Virginia McLaughlin, CPC-A
Vishalakshi Akula, COC-A
Vishnuraj Raju, COC-A
Vivek Juyal, CPC-A
Wanda R Deaton, CPC-A
Wanda Terrell, CPC-P-A
Wanda Thomas, COC-A
William Daley, CPC-A
Yana Yesayeva, CPC-A
Yellanki Krishna Veni, CPC-A
Yinna Fontenberry, CPC-A
Zachery Johnson, COC-A

SpecialtiesSpecialtiesSpecialties
Abdus Samad Jani, CIC 
Abegail Cayabyab, CRC 
Adriana Lara, CPC, CGSC, CIMC, CPEDC
Aira Armina Santos, CRC 
Akiladevi Srinivasan, CIC 
Alessandra Petersen, CPB 
Alo Luong, CPC, CCC 
Alvin Goyo, CRC 
Amber Lynn Wise, CPC, CRC 
Amber Yax, CPC, CPB 
Amiben Dineshkumar Patel, CRC 
Andrea Hope Junkins, CPC, CIRCC 
Andrea Lise McClure, CPC, CGSC, 

COBGC 
Aneri Rajeshbhai Dani, CRC 
Angela Deneweth, CPC, CPMA 
Angela Holland, CPC, CEMC 
Angeli Irene Binos, CRC 
Angelia Puckett, CPC, CEMC, CGIC 
Angelica Martinez, COC-A, CPC-A, CPMA 
Angelie Crisan Bugarin, CRC 
Ankita Dasharathbhai Patel, CRC 
Ann L DeRousse, CPC, COBGC 
Annariza Belogot, CRC 
Anne Mae I. Sarabia, CRC 
Anne Margaret Faustino, CRC 
Anne Whalley, CPC, CPB 
Arica D Candelaresi-Couch, CPC, CPPM, 

COSC, CRC 
Ashlea Amangoua, CPC, CRC 
Ashlee Smith, CFPC 

Ashley Huth, CPC, CPMA 
Athira Krishnan, CIC 
Barby Simmons, CPC, CEMC 
Becki Archerd, CPC-A, CPCO 
Becky Johnston, CPC, CPPM 
Becky Williams, CPC, CPMA, CRC 
Bennie Johnselvanesan, CIC 
Beth Dumaoal, CPPM 
Beth Laube, COC-A, CASCC 
Betty Sue Tristan, CPC, CSFAC 
Beverley Gomez Miller, CPC, CFPC 
Beverly  Passmore, CIC 
Beverly Danielle Saunders, CPC, CRC 
Bhavani Kamaraju Surpati, CRC 
Bobbi Such, CPC-A, CPB 
Brandy Wright, CPC, CGSC, CIMC, 

CPEDC
Brandy Wright, CPC, CGSC, CIMC, 

CPEDC 
Britney Rose, CPCD 
Brooke Ganio, CPC, CPRC 
Cara Perkins Nunez, CPC, CPRC 
Caramie Perry, CPC, CENTC, COSC, 

CPEDC
Carlos Alberto Alsina Morfa, CPC, CPMA 
Carman Carlton, COC, CPCO, CPMA
Carmen Rosa Hernandez, COC, CPC, 

CPMA, CPC-I, CRC 
Casandra W McKibben, CPC, CPMA, 

CFPC
Celine A. Ma, CPC, CPMA 
Chanda Caffey, CRC 
Chandra Lynn Stephenson, COC, CPC, 

CPCO, CPB, CPMA, CPC-I, CANPC, 
CEMC, CFPC, CGSC, CIC, CIMC, 
COSC, CRC 

Changde Zhan, CPC, CIRCC, CEMC
Chasity Palmer, CPB 
Chatrione Harris, CPC, CPB, CPMA, 

CPC-I, CIC 
Cheri M Hinds, CPC, CRC 
Cheryl Riffe, COC, CIC 
Cheryll Lynn Arthur, CPC, CUC 
Chloe Odish, CPB 
Christina Esham, CPC, CEMC, CHONC
Christina Topp, CEDC 
Christy Gainous, CPC, CPB, CPMA, CRC 
Christy Halbert, CPC, CRC 
Cindy Snedigar, CPMA 
Colleen A King, CPC, CPCO, CPMA, 

CPPM, CPC-I, CEMC
Cory Bauer, CPC, CPMA, CEMC 
Courtney College, CPMA 
Criste Marie Melton, CPC, COBGC 
Crystal Benson, CPC, CPMA 
Cynthia C Duat, CPC-A, CIMC, CPEDC
Cynthia D Stacy, CPC, CPC-I, CRC 
Cynthia Redd, CPC, CRC 
Dahimy Avila, CPC, CPMA 
Dana Jordan, CCC 
Daniel Edmondson, CPB 
Danielle Mae Ventosa Salvatierra, CRC 
Danielle Moreau, CPC, CGIC 
Dawn Alexander, CPB 
Dawn M Sehl, COC, CPC, CPC-P, CRC 
Dayanara Diaz, CPMA 
Debbie Burden, CPC, CUC 
Debbie Rhodes, CPPM 
Deborah Dwelly, COC-A, CCC 
Deborah Perez, CPC, CPMA, CPPM 
Deep Hemal Joshi, CRC 
Deitra Dean, CRC 
Denise Garrett, CPC, CSFAC 
Dhara Shrivastava, CRC 
Dharaben Narendrakumar Patel, CRC 
Diane Dunay, CPC, CPMA 
Diane M Bendy, CPC, CPMA, CEMC
Diptika Vijay Patel, CPC, CPMA, CANPC, 

CGSC



www.aapc.com November 2015 65

NEWLY CREDENTIALED MEMBERS
Divyaben Hasmukhlal Thakkar, CRC 
Donald Burgio, CPB 
Donna Buss, CPC, CPCO, CPB
Donna L Reddick, CPC, CIMC, COBGC, 

CPEDC
Donna Marie Allen, CPC, CPMA 
Dulce Maria Mantilla, CPC, CPMA 
Edna Salud, CRC 
Ekta Sanketkumar Patel, CRC 
Elizabeth J Akers, CPC, CANPC 
Elizabeth John, CIC 
Ella S King, CPC, CPMA 
Emanuel Rivera Cintron, CRC 
Emelita Fernandez, CRC 
Emily Donelan, CPC, CRC 
Emily Hinkle, CPC, CPC-P, CRC 
Emmanuel Cartwright, CPC, CEDC 
Eric Teddy Valmonte, CRC 
Erica Idzikowski, CPC, CEDC 
Ericka Blanca Villaroman, CRC 
Erlin Royce Fabian, CRC 
Ermae Belleza, CRC 
Evanie A Kulesza, CPB 
Falguni Sorathiya, CRC 
Farine Faria Ali, CPC-A, CENTC, CIMC, 

COSC
Farine Faria Ali, CPC-A, CENTC, CIMC, 

COSC
Frederica Castellanos, CPC, CIMC, 

CPEDC
Gabriel R. Aponte, COC, CPC, CPMA, 

CCC, CHONC, CRC 
Gail A Volpi, COC, CPC, CIC 
Gayathridevi Avva, CIC 
Genevieve E Francisco, CPC, CIMC, 

COBGC, CPEDC
Genevieve E Francisco, CPC, CIMC, 

COBGC, CPEDC
Geraldine S Garcia, CPC, CPMA 
Gina Patricia Holdorff, COC, CPC, CPCO, 

CPC-P, CPB, CPMA, CASCC, CEDC, 
CHONC

Glorien Lee Day, CPC, CRC 
Grace Garcia, CPC, COBGC 
Grace Richardson, COC, CPC, CPB, 

CPMA, CEMC, CRC
Gretzel Frances Buenavente, CRC 
Gwendolyn Cabatit Soledad, CRC 
Gwendolyn Perkins, CPC, CPMA 
Harriet Anderson, CPC, CRC 
Heather D Campbell, CPC, CPMA 
Heather Evraets, CPB 
Heather L Joyal, CPMA 
Heather W Saunders, CPC, CEDC, CEMC 
Heidi Ann Husman, CPC-A, CGIC, CIMC, 

CPEDC, CUC
Heidi Ann Husman, CPC-A, CGIC, CIMC, 

CPEDC, CUC
Heidi Smith, CPC, CGSC, COSC, CSFAC
Helena Arnold, CPC, CPMA 
Hemali Mehta, CPC, CRC 
Hemina Shirishkumar Patel, CRC 
Honey Maris Flores Yambot, CRC 
Ida Miller, CPC-A, CRC 
Ira Eula Rubis Dycoco, CRC 
Iryna Kesel, CPC-A, CRC 
Jaganath Mishra, CPC-A, CPB 
Jaiminiben Prahaladbhai Patel, CRC 
Jan Oberlin, CPMA 
Jana M Harrison, CPC, CEDC 
Janani Elangovan, CIC 
Janine Devine, COC-A, CRC 
Jarred Kobert, CRC 
Jay Vee Gopez, CRC 
Jaypee Pamulo Nepomuceno, CRC 
Jean Buerkle, CPEDC 
Jean Greenwalt, CPB 
Jeana L Sturgeon, CPC, CEMC 
Jene Hokanson, CPCD 

Jenna M. Maestas, CPC-A, CIMC 
Jennifer Crow, CPC, CPMA, CRC 
Jenny M Hohman, CPC, CPC-P, CPMA 
Jessibel Alburo, CRC 
Jessica Rollins, CPC, COSC 
Jesus Costales, CRC 
Jody Ebner, CPC, CGSC 
John Bryan Alberto Madrid, CRC 
John Enidy Domingo, CRC 
John Hickok, CPCO 
Joleena Ann Baugh, CPC, CGSC, COSC 
Jonathan Florendo Cayabyab, CRC 
Joni Foster, CENTC 
Jose Manuel  MD, CPB, CPMA 
Joseph Sampson, CPB 
Joshua Dalton, CPC, CRC 
Joy Jones, CPC, CRC 
Judith Cardin, CPC, CPMA, CRC 
Julian Tom Thomas, CIC 
Julie H Price, CPC, CIRCC, CIMC 
Julie Kwiatek, CPC, CPMA 
Juliet Martinez, CPC, CGSC 
Kajal Ravi Patel, CRC 
Kalaiyalagan Rajiendran, CIC 
Kanchana Hari, CIC 
Kandy Haney, CPC, COBGC 
Karen A Dunn, CPC, CPMA 
Karen Craib, CPC, CEMC 
Karen D Renner, CPC, CPCO, CPMA, 

CEMC
Karen Fitzgerald, CPC, CRC 
Karen Marty, CIC 
Karla Grimwood, CPC, CPMA, CEMC 
Karthika Satheesan, CIC 
Kat Quill Noyes, CPC, CHONC 
Katherine Hicks, CPC, CHONC, CRHC 
Kathleen Denise Phillips, CPC, CPCO, 

CEMC, CENTC
Kathleen Lopes, CPC, COBGC 
Kathleen M Skolnick, COC, CPC, CPCO, 

CPB, CPMA, CPPM, CPC-I, CEMC 
Katy Andrews Dunay, CPPM 
Kaylie D Fornes, CPC, CEDC 
Kelly E O’leary, CCVTC 
Kelly Eccles, CPC, CPPM, CRC 
Kelly Langschultz, COC, CPC, CPMA 
Kelly Link, CPC-A, CPB 
Kendra Childress, CPC, CEMC 
Kenya Brown, CPC, CPEDC, CUC 
Kerry Treshock, CPC, CRC 
Kevin Andrada, CPCO 
Kevin Timp, COC, CPMA 
Khatrine Abalos, CRC 
Kim Fatout, CPC, CHONC 
Kim Michelle Crawley, CPC-A, CRC 
Kimberly Bowden, CPPM 
Kimberly J Howell, CPC, CPB 
Kimberly Trammell West, CPC, CRC 
Kinjal Shankarbhai Patel, CRC 
Kinjalben Hasmukhbhai Kachhadiya, 

CRC 
Komal Dhavalkumar Patel, CRC 
Komal Janubhai Dhagane, CRC 
Kristen Duncan, CPC, CRC 
Kristin Mcgovern, CPC, CRC 
Kristina Snider, CFPC 
Kristy Silcott, CPB 
Krunal Sanat Raval, CRC 
Kyle Williams, CPC, CPMA, CIC
Laura Huck, CPCO, CPPM
Laurie M Schaum, CPC, CIRCC, CPMA 
Lea Ann Moore, CPC, CPMA 
Lekshmi Salini, CIC 
Lesa Titus, CPC, CIMC, COBGC, CPEDC
Lesa Titus, CPC, CIMC, COBGC, CPEDC 
Liliana Torrellas Piñeiro, CRC 
Lillian M Brodeur, CPC, CRC 
Linda Grimes, CPC, CPMA 
Lisa A Mckenna, CPC, CPMA 

Lisa Collier, CIC 
Lisa Hyde, CPCO, CPMA
Lisa Marie Guidice, CPC, COSC 
Llora Del de Castro, CRC 
Loretta Lee Porter, CPC, CPMA 
Lori Birkheimer, CPC, CPCO 
Lori Nucker, CPC, CRC 
Louise Wise, CPC, CRC 
Lovely Encina Duro, CRC 
Lucinda W. Blackburn, CPC, CHONC 
Lyndi Weakley, CIMC 
Lynette Laney, CPC, CEMC 
Madhu Vohra, CPC, CEMC 
Maela Toribio, CPC-A, CPB 
Maggie Dziubek, CPC, CIRCC 
Mahesh Govindbhai Patel, CRC 
Mailyn Anabelle Yap-Molina, CPC, CRC 
Malana Skolnick, COC, CPC, CPCO, 

CPMA, CPPM, CEMC 
Mansiben Ghanshyambhai Patel, CRC 
Mar Benice Valliente, CRC 
Margaret Johnson, CPC-A, CPPM 
Maria E Torres, CPC, CPMA 
Maria P Sanchez, COC, CPC, CPC-P, CRC 
Maria Torrez, CCC 
Mariam Gabrielian, CPC, CPMA 
Marites A Estreller, CPC, CRC 
Mark Martinez, CPC, CPMA 
Mark Quebec, CRC 
Marlana Christensen, COC, CPC, CIRCC 
Martha Helena Hofmann, CPC-A, CFPC 
Mary A Riggs, CPC, CUC 
Mary Joyce Clemenia, CRC 
Mary Rose Agda, CRC 
Maulik Kanubhai Patel, CRC 
Maulik Ramanbhai Prajapati, CRC 
Mauni Lateshkumar Shah, CRC 
Maureen Haney, CPB 
Mehulkumar Rajeshbhai Parmar, CRC 
Melanie Mueller, CPC, CIC 
Melissa A Freeman, COC, CPC, CPC-I, 

CRC 
Melodie L.R. Bauer, CPC, CIMC, COBGC, 

CPEDC
Melony Session, CPC, CRC 
Mercedes Mantilla, COC, CPC, CPMA, 

CRC 
Michael Ann Fowler, CPC, CPMA, CPC-I, 

CRC 
Michael DeLuca, CPB 
Michael M Sandoval, CPC-A, CIMC, 

COBGC, CPEDC
Michael Wu, COC, CPC, CPC-P, CIRCC, 

CPMA, CPC-I, CANPC, CCC, CCVTC, 
CEDC, CEMC, CENTC, CFPC, CGIC, 
CGSC, CHONC, COBGC, COSC, CPCD, 
CPEDC, CPRC, CRHC, CUC

Michelle C Pate, COC, CPC, CPC-P, CRC 
Michelle Castleberry, CPC, CPC-I, CRC 
Michelle DuFresne, PCT, CNA, RHIT, CRC 
Michelle Fillarca, CRC 
Michelle Korbisch, CPC, CRC 
Michelle M Youngs, CPC, CPMA 
Misti Myrick, CPC, COSC 
Monica Cutino, CPC, CIMC, COBGC, 

CPEDC
Monica Cutino, CPC, CIMC, COBGC, 

CPEDC
Monique Akaka, CPC, CPMA 
Mrugeshkumar Rameshbhai Amrutiya, 

CRC 
Murriel Kroll, CPC, CPMA, CPPM
Myra McNeil, CPC, CRC 
Myra P Anderson, CPC, CPMA, COSC
Mythily Balakrishnan, CIC 
Nakul Ashvinkumar Joshi, CRC 
Nancy L Grisanti, COC, CPC, CEDC 
Nancy Mathwig, CPC, CPMA 
Nancy Stuart, COC, CPC, CRC 

Narendra Chowdary Ponnekanti, CPC, 
CIC 

Natasha Walker, CPC, CRC 
Nathan Monroe, CPC-A, CPMA 
Neeraj Pilla, CIC 
Nel Joshua Micayabas, CRC 
Nichelle Moses, CPB 
Nicole Mendizabal, CPC, CEMC 
Norma Vazquez, CPB 
Olivia D Jones, COC, CPC, CPMA, CIMC
On Wong, CPC, CPMA 
Pamela Dumas, CPB 
Pamela Jefferson-Taylor, COC, CPC, 

CPC-P, CGIC 
Papia Ghosh Hazra, COC-A, CEDC 
Pareshbhai Ishvarbhai Muliya, CRC 
Patricia Ann Ellis-Tatum, CPC, CRC 
Paul Beane, CPC, CPCO, CPMA, CPC-I, 

CCPC, CEMC, CRC
Paulo Sugawara, CPC, CPMA 
Peggy Bryant, CPC, CPMA 
Peggy Oduro, CPC, CPMA 
Polampally Sai Anjali, CIC 
Precious Grace Inza Cruz, CRC 
Priyanka Dilipbhai Gohil, CRC 
Priyanka Ghanshyambhai Patel, CRC 
Rachael Torgeson Price, COC, CIC 
Rachel Rosier, CPC-A, CPB 
Rachel Wheelock, CPB 
Radhai Rajendran, CPC, CIC 
Rayenel Coiner, CPC-A, CPB 
Reagan Morris, CPCD 
Real Kevin Canoza, CRC 
Reanie Greer, COC, CPC, CPMA, CEDC
Rebecca Hardy-Bakalik, CPC, CGSC, 

CSFAC
Rebecca Rosage, CRC 
Reeta Braggs, COC, CPC, CRC 
Renada Nicholas, CPC, CGSC 
Riddhiben Babubhai Patel, CRC 
Rishilkumar Rakeshkumar Shah, CRC 
Riyon Babu, CIC 
Robert F Ryder, CPC, CPMA, CSFAC 
Robert Pezzillo, CPC, CPB, CPPM, CPC-I
Robert White, CRC 
Robin Banks, CPC, CPMA 
Robin H Frankland, CPC, COBGC 
Robin Lillard, CPC-A, CPMA 
Robin Marie Weakland, COC, CPC, 

CPCO, CPMA, CASCC
Rochelle Settlemeyer, CANPC, CSFAC 
Rohannie Fayo, CRC 
Rosemary Todd, CPC, CPC-I, CRC 
Rossano Martinez, CRC 
Roxanne L Hitchcock, CPC, CGIC 
Ruben Anthony Posada, CPC-A, CIMC, 

COBGC, CPEDC
Ryan S Gosselin, CPC, CPCO, CPMA
Saba Mahiyuddin Desai, CRC 
Samantha Beichner, CPC, CPB, CASCC, 

CGIC 
Sandra Hodges, CPC, CCC 
Sandra Jahr, CPC, CRC 
Sandra K Cordora, CPC, COBGC 
Sanjaykumar Bhanubhai Jadav, CRC 
Santosh Kumar Meriyala, COC, CPC, 

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

Sara Elliott, CPC, CPPM, CRC
Sara Wolf, COC, CPMA 
Sarah Cherry, CPB 
Sarah Daniel, CPC, CPCO, CPMA
Sarah E Dunkin, CPC-A, CCVTC, CIMC 
Sarah Ewinger, CGIC 
Sarah Jane Brown, CEMC 
Selvamurugan Kathirvel, CPC, CPMA 

Shae Stevenson, CPB 
Shania Maqbool-Schwartz, CPC, CIMC, 

COBGC, CPEDC
Shannon Colleen Clardy, CPC, CPMA, 

COSC
Sharlene L Reiten, CPC, COSC, CSFAC 
Sharon B Greene, CPC, CPRC 
Sharon Beacham, CPC, CPB 
Sharon Klug, CPC, CPMA, CPC-I
Sharvari Upendra Patel, COC, CPC, CRC 
Sheena Lorraine San Pedro, CRC 
Sheetal Govindbhai Prajapati, CRC 
Sheila Barela, CPC, CPCO 
Sheila Mitchell, CRC 
Shelby Hawkins, CPMA 
Shraddha Rakeshkumar Patel, CRC 
Shruti Rasikbhai Dave, CRC 
Sonia Hernandez, CPC, CIMC, CPEDC
Sonya M Hensley, CPC, CIC 
Srikanth Madaraju, CIC 
Stacie Kasparek, CPC, CPMA 
Stephanie Renteria, CPB 
Steven  Graessle, CPC, CRC 
Suncy Arakkaalsunny, CIC 
Sureshkumar Vinodbhai Panchal, CRC 
Susan Desiree Pitell, CPB 
Susan Holland, CPPM 
Susan White, CPC, CPB, CPPM
Tahundra K Malone, CPC, CCC, CEMC
Tama Robinson Blevins, CPC, CPMA 
Tamara Schrader, CEDC 
Tami Keathley, CPC, CPMA 
Tammy L Lee, CPC, CPMA 
Tanger Giddens-Baker, CPB 
Terri Lee Keliinoi, CPC, CRC 
Terri Raso-Hart, CPC-A, CPB 
Tiffanie Minnis, CPC, CRC 
Tiffany Alagna, CPC, CPB 
Timothy James, CPC, CEMC 
Tina Muela, CPC, CIRCC, CCC, CCVTC, 

CIMC 
Tina Muela, CPC, CIRCC, CCC, CCVTC, 

CIMC
Tina Titus, CIC 
Tonia Trigg, CRC 
Traci Pehler, CPC, CEMC 
Tricia Hopper-Higle, CPC, CIMC 
Trudie L Busse, CPC, CFPC 
Trupti Pareshbhai Shah , CRC 
Vanessa McCarthy , CPC, CGIC , CIMC, 

CPEDC, CUC
Vickie L Poe , CPC, CEMC, CGIC , COSC
Vickie Quinn , CPC, CRC 
Vicky Morris , CPB 
Vidhi Mahendrabhai Patel , CRC 
Vidhi RajeshKumar Dave , CRC 
Vikii R Schmidt , CPC, CPMA, CRC 
Vino C. Mody Jr , COC, CPC, CANPC 
Violet B Harrison , CPC, CPB 
Virginia Pona , CPC, CPMA 
Wanda Stone , CGSC 
Wendy Lynn Wright , CPC, CUC 
Yaimara Seijas , CPC, CPMA 
Yanisleidy Quintanilla , CPC, CPMA 
Yash Paresh Patel , CRC 
Ye Ren , CPC, CEMC 
Yolanda T Haskins , CPC, CRC 
Zhalla Mari Magno , CRC 
Zullyn Ball , CPMA 
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E ach month I read “I Am AAPC,” and I have realized that each member who shares his or 
her story could impact a member who is struggling, or somebody who is contemplating 

becoming a coder, in a positive and motivational manner. So my challenge for each of you 
reading this is to share your “I Am AAPC” story.

My Story Begins with a Stumble
I had no idea I would “grow up” to be a medical coder, auditor, and educator. I stumbled 
into this career when the family practice my mom managed needed somebody to type enve-
lope addresses (yes, before computers). That led to filling in for various business office roles 
and, eventually, filling in for the coder, Barbara Naab. I fell in love with the whole process 
of coding, billing, and reimbursement.
My husband is an actuary, so we go where his work takes us — New Orleans, Madison, and 
Topeka. I used to fret about what I would do, but there is always a need for coding and au-
diting. I mention this because there are many newer members to our profession who want 
to throw in the towel too soon. If this is your chosen career, your profession, you have to 
stick with it for the long haul. For example, I started out typing envelopes, filing claims, 
working the front desk, pulling charts, running statements, and the list goes on. I want-
ed to learn everything I could about the entire process, and I found my niche to be audit-
ing and education.

Be Your Best You
Our last move to Topeka, Kansas, led me to become very involved with AAPC. My col-
league said, “We need a local chapter in Topeka. Why don’t you start one?” So we did. I have 
obtained many credentials, and most recently earned the Certified Risk Adjustment Cod-
er (CRC™). I’m not sharing this to brag, but to encourage each of you to be all that you can. 
I used to sit at conferences in awe of those presenting and speaking, and now I am the one 
presenting and teaching. Last year, I finished serving as chair on the AAPC Chapter Asso-
ciation board of directors. I encourage each of you to dig into AAPC and become involved. 
It’s one of the most incredible and life changing experiences. I have coding family in every 
state and friendships that will last my entire life.  

The Sky Is the Limit
The sky is the limit in the future for our profession — whether it’s called coding, auditing, 
or any other term. Former AAPC CEO Reed Pew once said, “We will keep doing good un-
til there is no good left to be done.” Mentor and encourage along your coding career path. 
And please don’t give up! 
Now, it’s your turn. What’s your story?

I Am AAPC

#IamAAPC
Healthcare Business Monthly wants to know why you chose to be a healthcare 
business professional. Explain in less than 400 words why you chose your healthcare 
career, how you got to where you are, and your future career plans. Send your  
stories and a digital photo of yourself to Michelle Dick (michelle.dick@aapc.com) or 
Brad Ericson (brad.ericson@aapc.com).

BRENDA EDWARDS  
CPC, CPB, CPMA, CPC-I, CEMC, CRC
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