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Diagnostic coding of peripheral neuropathy is a no-brainer when Denise Hull, JD, MHA, BSN, 
CPC, provides a thorough explanation of nervous system anatomy and conditions. Cover design by 
Tina M. Smith. Illustations by iStock © kraphix and © Alex Belomlinsky.
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Letter from the CEO

Your Feedback Helps Us Support You
One of the most enjoyable parts of my role at AAPC is meeting 

members. You are the core of AAPC and I appreciate the feed-
back and suggestions you share. This feedback helps us make your 
membership experience better and provide tools that keep you cur-
rent and competitive in a changing market. 

Communications
You will see such suggestions reflected in this issue of Health Business 
Monthly. Many members asked if we could better indicate which ar-
ticles focus primarily on coding/billing, auditing/compliance, and 
practice management. We hope new color-coded tabs and icons, 
more like those found in codebooks, will help you find articles im-
portant to you more quickly. 
Another new effort to enhance communication with you is our blog 
on www.aapc.com. Industry experts who are members share insights 
to events, regulatory changes, coding updates, laws, and other areas 
several times a week. These interesting blogs allow you to get an in-
side look into the changes happening to our industry that might af-
fect your work and career.

Careers
An issue always important to members is finding work. Whether 
you’re looking for your first job or advancing your career, you will 
find AAPC’s new service, Careerhealth.com, a valuable solution. 
Careerhealth.com offers hundreds of thousands of healthcare job 
postings for all healthcare professions. The free Beta version enables 
you to more easily search jobs posted through AAPC members and 
gleaned from the Internet. Now you can search for jobs in a single 
place without having to surf the web. If you seek applicants, it means 
you can post the job in one place, rather than several. 
We’ll introduce new resources over time to help you in your job 
search or in your search for the perfect employee. Check out  
www.careerhealth.com.

Competencies
Another tool we introduced to help meet your needs is Practicode. 
Using redacted cases, Practicode modules offer opportunities for 
practice and training while helping to meet professional goals. You 
can improve skills using the cloud-based modules in general or spe-
cialty coding. If you’re a Certified Professional Coder – Apprentice 
(CPC-A®), you can earn one year of experience through successful 
completion of the Practicode CPC-A® practicum. If you’re an em-
ployer, you can evaluate coding proficiency of new employees or test 
existing employees’ proficiency in new specialties. More information 
can be found at http://practicode.com/.

Our dynamic industry requires us to continue learning and chang-
ing. AAPC is dedicated to listening to you and changing with you. 
We enjoy developing resources and tools that help make your work 
easier and more fulfilling. 
I appreciate the chance to participate in this, and I look forward to 
meeting you at conferences and while visiting local chapters. Keep 
letting AAPC know what you need and watch for new developments 
in the future. 
Sincerely,

Jason VandenAkker
AAPC CEO
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Please send your letters to the editor to:  
letterstotheeditor@aapc.comLetters to the Editor

Speak Up and Be Heard!

Avoid 728.85 for Back Spasms
My comment is regarding the article “For Chiropractors: Know 97140 Billing Rules” (July 2014, 
pages 20-21), and in particular the use of the ICD-9-CM code 728.85 Spasm of muscle. In the first 
example, the patient received treatment exclusively to the cervical spine. Among the diagnosis codes 
rendered to support this treatment is 728.85. The use of this code for muscle spasms of the cervical 
region, or any region of the back, is incorrect.
Per ICD-9-CM coding guidelines, codes 725-729 are for “rheumatism, excluding the back.” There-
fore, it is improper to use 728.85 for back spasms. In fact, the ICD-9-CM index highlights this dis-
tinction under “Spasms,” “Muscle,” “Back” and lists code 724.8 Other symptoms referable to back. It 
appears that example 2 describes muscle spasms to the patient’s shoulder and, as such, 728.85 would 
be the appropriate muscle spasms code to report.
I see this coding mistake often, especially when it come to chiropractic care. Hopefully, AAPC can 
help spread the word as to the correct code for back spasms, as well as any other codes that are of-
ten confused.
Jeremy Reimer, CPC

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

Providing Quality Education at Affordable Prices

™CodingWebU.com

(484) 433-0495

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

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

2014 Annual Coding Scenarios are Now Available!

Over 70 Courses Approved for CEUs starting @ $30
Anatomy Pain Management Injections Specialty Coding
Medical Terminology Emergency Department Coding

Physiology Interventional RadiologyCPT® Updates for 2014
ICD-10

Burns, Lesions, and Lacerations

Meaningful UseChart Auditing
ComplianceRAC

ICD-10 Pro�ciency Practice Test CPT® & ICD-9 Updates
Physician Practice Revenue Mgm’t

EHRE|M and OB/GYN ...and more
Modi�ers
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Healthcare Business News

For ACA Insured, 2015  
Enrollment Is Automatic
If you signed up for health insurance coverage through a state or fed-
eral exchange in 2014, you’ll automatically re-enroll next year. The 
U.S. Department of Health & Human Services (HHS) issued a pro-
posal (www.modernhealthcare.com/assets/pdf/CH95314626.PDF) to help prevent 
disruptions in the marketplace and to troubleshoot and reduce ma-
jor drop-offs in the 8 million individuals who are insured under pri-
vate health plans through the exchanges.
Research shows  the majority of people don’t take action when cover-
age policy lapses, so HHS is taking the initiative by doing it for them. 
Managing Director at Manatt Health Solutions Joel Ario (former di-
rector of the Office of Health Insurance Exchanges at HHS) said, 
“I think it’s critical that if somebody’s already gone through the pro-
cess and gotten enrolled that they can stay in coverage in as many 
cases as possible.”
The benefits of automatic re-enrollment are:
•	 Reduces administrative burdens
•	 Makes it easier for insurance companies to hold on to 

customers
•	 Helps to bring stability into the program
•	 Solidifies market-share trends

Downside: Insurance plans wanting to join an exchange in 2015, or 
that are struggling to gain customers, will find it more difficult to 
gain customers during open enrollment if potential insurance cus-
tomers automatically stay in the same plan.
You have 30 days to comment before HHS issues a final rule.

Source: ModernHealthcare.com, “HHS announces auto-enrollment for current ACA consumers,” Paul Demko, 
June 26, 2014

Measles Makes a Comeback
The Centers for Disease Control and Prevention (CDC) recently re-
ported 477 confirmed cases of the measles (rubeola) in the first six 
months of 2014. Although measles was deemed “eliminated” in the 
United States in 2000, the disease is still prevalent in many parts of 
the world, and travelers continue to bring it into the country. The 
Philippines, for example, is experiencing a large, ongoing measles 
outbreak, which has led the CDC to issue a Travelers’ Health Notice.
Recognize the Signs
Providers should be on the lookout for measles, the CDC advis-
es. Measles is an acute viral respiratory illness. Indications include:
•	 Malaise
•	 Cough
•	 Fever
•	 Coryza (rhinitis)
•	 Conjunctivitis (pink eye)

•	 Pathognomonic enanthema (Koplick’s spots) – Little spots 
inside the mouth surrounded by a red ring.

•	 Maculopapular rash - A combination of both macules (flat, 
discolored areas) and papules (small, raised bumps).

Complications of measles may include:
•	 Otitis media (middle ear infection)
•	 Bronchopneumonia
•	 Laryngotracheobronchitis (croup)
•	 Diarrhea

Procedure Coding
There is no treatment for measles, but the provider may treat the 
symptoms and report an appropriate evaluation and management 
code.
The majority of reported cases occurred in unvaccinated people. The 
CDC recommends the Measles-Mumps-Rubella (MMR) and Vari-
cella (VAR) vaccines, or the combination Measles-Mumps-Rubella-
Varicella (MMRV) vaccine, for children 1-12 years of age, given in 
two separate doses: the first dose at 12-15 months of age and the sec-
ond dose at 4-6 years of age.
For vaccination, report the appropriate CPT® vaccine product code:

90705 Measles virus vaccine, live, for subcutaneous use

90707 Measles, mumps and rubella virus vaccine (MMR), live, for subcutaneous use

90708 Measles and rubella virus vaccine, live, for subcutaneous use

90710 Measles, mumps, rubella, and varicella vaccine (MMRV), live, for subcutaneous use

Remember to also code the administration of the vaccine (90460-
90474).
Diagnosis Coding
Measles is classified to ICD-9-CM category 055. The fourth digit 
depends on whether the patient experienced a complication, such as:

055.0 Postmeasles encephalitis

055.1 Postmeasles pneumonia

055.2 Postmeasles otitis media

055.71 Measles keratoconjunctivitis

055.79 Measles with other specified complications

055.8 Measles with unspecified complication

Assign 055.9 for measles without mention of complication.
ICD-10-CM coding is similar, but expands your options:

B05.0 Measles complicated by encephalitis

B05.1 Measles complicated by meningitis

B05.2 Measles complicated by pneumonia

B05.3 Measles complicated by otitis media

B05.4 Measles with intestinal complications

B05.81 Measles keratitis and keratoconjunctivitis

B05.89  Other measles complications

Assign B05.9 for measles without mention of complication.
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AAPC Chapter Association

Opportunities to make a difference are 
abundant in your local chapter. Strong 

character, the ability to lead, profession-
alism, communication skills, and phil-
anthropic tendencies are all qualities lo-
cal chapter officers have in common. The 
president, at the helm, assumes the stron-
gest of these traits. Members who are elect-
ed as president and agree to take on the role 
are investing in their chapter, as well as in 
themselves.

It Takes Determination and Direction
A strong desire to lead is necessary when 
grabbing hold of chapter reins. Presidential 
responsibilities take many forms, some of 
which include:

•	 Leading chapter meetings
•	 Appointing committees
•	 Mentoring new coders
•	 Developing study groups for students 

preparing to take credentialing exams
•	 Recruiting and developing new 

officers
•	 Providing oversight of chapter 

financial matters 
•	 Engaging members and improving 

the chapter
The president is primarily responsible for 
the overall wellbeing of the chapter, includ-
ing meetings and exams, and works with 
other officers to determine the needs and di-
rection of the chapter for the coming year. 

The president may have to assume multi-
ple roles, as well. If the chapter doesn’t have 
an education officer, for example, the pres-
ident would work with the vice president to 
schedule educational resources for meetings.

Attention to Detail Is a Must
The president schedules exams and must 
serve as first proctor on at least one exam 
per year. Proctoring is a very rewarding ex-
perience, and a great way to give back to an 
organization that gives so much. The re-
sponsibility goes beyond simply scheduling 
and proctoring to ensure exams are admin-
istered properly. As a topic for an officers’ 
meeting, presidents can offer to train other 
officers to proctor. Questions surrounding 
proctoring and AAPC expectations should 
be reviewed in advance, so that everyone 
understands his or her role and responsibil-
ity before exam day. This is a great bonding 
exercise for officers.
Presidents also play a role in the financial 
welfare of their chapters. They ensure the 
bank signature card is correct every Janu-
ary and update it during the year if there 
is an officer change. If the chapter uses a 
debit card, they provide a check-and-bal-
ance for the treasurer by regularly review-
ing the card activity. The copy of the bank 
statement can be delivered via email to the 
president for review when it’s mailed by the 
bank to the treasurer. It’s really an efficient 
way to monitor all of the account activity. 
Electronic copies of bank statements can be 
maintained on a flash drive that can be giv-
en to the next president. Transferring elec-
tronic copies sure beats receiving bags and 

Take the Lead One chapter officer opportunity stands 
out above them all: PRESIDENT

By Peter Davidyock, CPC, CPMA

The president works with other officers to determine the 
needs and direction of the chapter for the coming year.
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Local Chapter Handbook

AAPC Chapter Association

Make Your Vote Count Using an Absentee Ballot
Local chapters are gearing up for the 2015 chapter officer elections. 
If you are unable to attend your chapter’s upcoming election meet-
ing, you can request an “absentee ballot.” 
Contact the officer at your chapter who is in charge of elections, typ-
ically the vice president, and let him or her know you are unable to 
attend the voting meeting. The officer in charge will send you an ab-
sentee ballot with a list of names for the candidates and the office for 
which they are running. If a nominee is running unopposed, there 
will be a “yes” or “no” option. 

For your absentee ballot to be counted, 
you must return it to the officer in charge of 
the election no later than 24 hours before the 
scheduled election. It’s best practice for officers to 
give plenty of advance notice of an election meeting’s date and time, 
so members have ample time to request an absentee ballot and return 
it in the appropriate time frame. 
For more information on absentee ballots and elections, see the Lo-
cal Chapter Handbook, Chapter 6 – Elections, Section 5.

By Roxanne Thames, CPC, CEMC

bags full of chapter paperwork from your 
predecessor. 

Leave Your Mark
The effect presidents have on their chap-
ters may go well beyond their terms. For 
example, a driving force for me when I ac-
cepted the role of chapter president was lay-
ing the ground work for things to come. By 
listening to other members my officers and 
I set the tone, which resulted in continued 
growth for our chapter to this day. We em-
braced technology and began using multi-
media presentations to enhance speakers’ 
lectures. We strived to create a comfortable, 

upbeat learning environment in which we 
could spread our enthusiasm. Every oth-
er month, we changed meeting locations 
to reach more members, which brought 
immense membership growth. This ap-
proach is ongoing and has retained mem-
bers, which has truly been a blessing.

You Have What It Takes
Election time is drawing near. Be bold. Put 
your leadership abilities front and center. 
Get in the driver’s seat of your local chapter. 
The bonds you create will last a lifetime, and 
the doors you open for your chapter may 
swing wide for years to come.  

Peter Davidyock, CPC, CPMA, works at Pawleys 
Island Pediatrics and Adult Medicine. He has been 
coding for four years and has experience in anesthesia, 
ear, nose, and throat, family medicine, pain 
management, cardiothoracic surger y and 

electrophysiology. Davidyock is a regular presenter at the Conway, S.C., 
local chapter and has held several offices. He has developed programs 
with local colleges in his area that allow students to be part of the 
chapter experience.

Resource: All of the exam guidelines are available in Chapter 8 of the Local Chapter Handbook (http://cloud.aapc.com/localchapters/2014LC_
handbook.pdf). It’s a good idea to read and review the handbook guidelines with all of your officers.

Election time is drawing near. Be bold.  
Put your leadership abilities front and center. 
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AAPC Member Feature

Mentor Makes a Difference:  
Tribute to Marge Carney
Learn from this positive role model who thrived as a mentor.

By Barbara Fontaine, CPC

AAPC members are lucky. This is one of the few professional organi-
zations in which members consistently share knowledge — through 
local chapters, Healthcare Business Monthly magazine, e-blasts, fo-
rums, conferences, and educational programs — to help make each 
of us better at what we do. Another, perhaps less traveled, avenue we 
can take to support our fellow healthcare business professionals is 
mentoring.
A successful mentor/mentee relationship is a two-way street. Both 

parties must work on the relationship and be committed to a team 
effort, long term. Once you enter into a mentorship, you’ll find it is 
incredibly rewarding. You might even gain a life-long friend, as I did 
with a mentor of mine, Marge Carney, CPC, CGCS. 

Start with Good Communication
I first met Marge when the AAPC national conference came to St. 
Louis in 2007. She volunteered to chair the St. Louis local chap-

ter’s decorating committee, on 
which I also served. She had a 
vision of what our “Welcome 
to St. Louis” room should look 
like; and our committee, the 
“Decorating Divas,” was deter-
mined to get the look she want-
ed. She gave us her expectations 
and offered support or sugges-
tions if we asked, but she let ev-
eryone do his or her own job. 
The most beneficial thing she 
did was communicate via meet-
ings, phone calls, and emails. 
Her communication was open 
and honest, not nagging. She 
had a plan, we caught her vision, 
and we triumphed together.

Provide Honest, Tactful, 
and Innovative Ideas
A mentor should be honest. If 
something wasn’t up to par, she 
found a way to be truthful, but 
always kind. She would find 
something positive to say about 
any situation. For example, I’m 
reminded of the time we were 
decorating for a “Get to Know 
Your Local Chapter” event at 
the national conference in Or-
lando, a few years later. Our 
chapter had a “Meet Me in St. 
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Louis” theme. We dressed as soda jerks in an ice cream parlor, hand-
ing out small ice cream cone candy. Someone brought a stuffed 
Clydesdale horse to put on the table, but it just didn’t go with the ice 
cream theme. Clydesdales go with beer — at least in St. Louis! She 
took the lead and told the person that the horse was a lovely thought, 
but that she would like to use it as a door prize for our upcoming triv-
ia night, instead. She then one-upped the prize by including tick-
ets to a St. Louis Cardinals game, so the winner could see the real 
Clydesdales on the big screen at the ballpark! No one could deny that 
she was quick on her feet and innovative, too. 

Instill Enthusiasm and Networking
One of the best things about my mentor was her willingness to par-
ticipate in our chapter with every ounce of enthusiasm in her body. 
She served first as president-elect and then president. During her 
term, she asked several of the Decorating Divas to consider serving 
as officers with her. Because she was the one who asked, and I knew 
her level of commitment, I volunteered to run for education officer. 
I was elected and soon involved in a whirlwind of activity. I didn’t re-
alize it at the time, but Marge had big plans for our chapter, and she 
revolutionized it by becoming a mentor to us all. 
She believed everyone deserved to be recognized, so together we de-
veloped a “Points for Education” system that is still in use today. We 
had committees for everything, from acquiring door prizes, to reg-
istering attendees at meetings, to handling refreshments at all of our 
activities. Everyone was welcomed, included, acknowledged, and 
felt as though he or she had a reason to attend our meetings. The first 
prize we awarded in our “Points for Education” program was a chap-
ter name badge, to encourage people to meet others and to network. 
Getting to know others in your chapter is the best way to build rela-
tionships, and a good mentor will introduce you to people who will 
be invaluable in your career and in your life. 

Help Someone Excel
A mentor is reliable and consistent, and will teach you to become that 
way, too. Other professionals will begin to trust you and your work. 
Honesty, integrity, and a positive attitude are what make you excel 
in your career and in your life. Mentors show you how to do this, and 
lead you to excellence. Because of her belief in me, I became presi-
dent of our chapter, and then a board member of the AAPC Chap-
ter Association.

Marge’s Mentoring Legacy Lives On
Marge was a great mentor and friend to many AAPC members. She 
served on the AAPC national advisory board (NAB) from 2009-
2011. During those years, she discovered she had breast cancer. It 
didn’t slow her down, and it didn’t take away from her positive, car-
ing nature. Marge faced her treatment with a smile. She always saw 
the best in her friends and those she met along the way, and she gave 
the best of herself back to all of them. 
She died on May 17, in St. Louis. The breast cancer came back last 
fall and took her life. What it didn’t take was her courage, her spir-
it, or her generous character, which is remembered by those who 
knew her and those she mentored. Because of her commitment and 
the investment of her time, the loss felt by those who she mentored 
and taught is too great for words. You, too, can make a difference in 
someone’s life, as she did in mine. Please think about becoming a 
mentor. 

Barbara Fontaine, CPC, is 2014-2015 AAPC Chapter Association board of directors’ chair 
and Region 5 representative. She is business office supervisor at Mid County Orthopaedic Sur-
gery and Sports Medicine, a part of Signature Health Services. She served on several commit-
tees before becoming a St. Louis West, Mo., local chapter officer. In 2008, she earned AAPC’s 
Local Chapter and Coder of the Year awards.

Find Out How to Support Mentoring
In 2012, the AAPC Chapter Association board of directors developed a mentoring program for local chapters. It’s listed in the Officer Resources under Best Practices. Please consider using this pro-
gram in your chapter to help our newer members find their career path. If your chapter needs help getting started, contact your AAPC Chapter Association regional representative. If you are unable 
to be a mentor right now, consider a donation to the AAPC Hardship Scholarship in honor or in memory of someone who mentored you. You can make a difference.

Marge faced her treatment with a smile. She always saw 
the best in her friends and those she met along the way, 

and she gave the best of herself back to all of them.
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Charge Up Your ECg Documentation

By Holly Cassano, CPC

Be sure the 
medical record 
carries enough 
voltage to bypass 
reimbursement 
challenges.

Physicians often use computer-generated 
electrocardiogram (ECG) reports as the 
baseline for their own interpretation and 
report. Computer-generated ECG reports, 
alone, do not meet the requirements to code 
and bill for the professional component of 
an ECG. The Centers for Medicare & Med-
icaid Services (CMS) requires a “separate” 
interpretation report and signature from 
the ordering provider. Additionally, apply-
ing modifiers to ECG codes inappropriate-
ly may lead to reimbursement challenges.
Note: The CPT® codebook includes several 
types of tests within the Cardiography sec-
tion. In this article, we will concentrate on 
“routine” ECG codes 93000-93010.

Routine ECG Reporting
Services described by 93000-93010 gener-
ally involve placement of six leads on the pa-
tient’s chest, and another six leads placed be-
tween the patient’s extremities. The heart’s 
electrical activity generates a current that 
spreads to the skin; electrical activity sent 
from the sinoatrial node through the heart 
is traced/recorded and reviewed. 
You should not apply modifiers 26 Profes-
sional component or TC Technical compo-
nent to these ECG codes because CPT® 
has already broken down 93000-93010 into 
professional and technical components, as 
shown below.

93000 Electrocardiogram, routine ECG with at least 12 leads; with 
interpretation and report

This code reports the global professional 
and technical components of the service. 
Use 93000 if the equipment belongs to the 
ordering provider. Note that an ECG with 
interpretation must include the full graphic 
tracings with formal written interpretation

93005 Electrocardiogram, routine ECG with at least 12 leads, trac-
ing only, without interpretation and report

Use this code for ECG without the interpre-
tation and report (technical component). 
Documentation should include the seri-
al tracing.

93010 Electrocardiogram, routine ECG with at least 12 leads, inter-
pretation and report only

Report 93010 for the professional compo-
nent of the ECG only. You should not apply 
modifier 26 when there is a specific code to 
describe only the physician component of a 
given service. For example, when a cardiol-
ogist provides an ECG interpretation at a 
hospital with a separate report, the correct 
code is 93010. Do not code 93000-26. 

Meeting ECG Order Requirements
A valid ECG order will have the following 
attributes:
•	 A specific order for the diagnostic test 
•	 Documentation in the medical 

record supporting the need for the 
diagnostic test 

•	 A separate, signed, written, 
and retrievable report with an 
interpretation of the diagnostic test 

•	 The order for the diagnostic test, 
triggered by an event 

•	 The diagnostic test to help diagnose 
the presence or absence of an 
arrhythmia

•	 An electronic signature or some 
indication on the results for all tests

•	 An indication that the ordering 
provider reviewed the results (or the 
provider must indicate this in the 
note)

Warning: If there is no evidence that the 
ordering provider reviewed the results, or 
there is no mention of the ECG results in the 
note, you can’t code for the ECG.

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance
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A routine ECG is performed. At least
12 metal disks (electrodes) are applied

to the patient's chest area with 
conductive gel. The weak waves are 

amplified and the data translated 
into readable graphs

ECG readout

ECg Documentation

CODING/BILLING

Best Practices to Document  
the Physician Report
As far back as 1992, the CPT® code book 
has included language stating, “a written 
report, signed by the interpreting physi-
cian, should be considered an integral part 
of a radiologic procedure or interpretation.” 
Medicare law (42 CFR § 415.120(a)) like-
wise requires all interpretation services to be 
documented in “a written report prepared 
for inclusion in the patient’s medical record 
maintained by the hospital.”
CMS does not require the provider to doc-
ument an ECG interpretation on a separate 
piece of paper, but instead allows for a com-
plete written interpretation to be recorded 
within the medical record (check with your 
local carrier for further guidance). CMS 
further requires a report to be complete, 
documented similarly to that of a specialist 
in the field (radiology), and consistent with 
the treatment rendered. CPT® states there 
must be a “separate, signed, written, and re-
trievable report.” 
Common ECG documentation errors:
•	 CMS differentiates between an 

interpretation with report and a 
simple review. An interpretation with 
report must include findings, relevant 
clinical issues, and comparative data 
(if available). 

•	 Simply notating “ECG normal” 
would not suffice for separate 
payment consideration under an 
audit. This sort of documentation is 
a review of findings, only, which is 
inclusive to any E/M service reported.

Anatomical Illustrations © 2013, Optuminsight, Inc.
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ECg Documentation
To discuss this  
article or topic, go to 
www.aapc.com
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Documentation best practice of common 
ECG findings may resemble the following 
examples:
•	 Sinus tachycardia, rate 120, non-

specific ST-T changes, no acute 
ischemia noted, no EKG available for 
comparison.

•	 Normal sinus rhythm with rate of 72, 
PR and QRS intervals within normal 
limits, QRS complexes in lead III and 
T-wave abnormalities in lead I, no 
acute changes noted from prior EKG.

•	 Right bundle branch block, no 
ischemic changes.

Compliance Coding Tip: Do not code for 
ECG or rhythm strip interpretation if the 
physician merely notes, “EKG normal or 
negative.” 

Problem Areas to Watch 
For examples of where ECG claims can fail, 
consider that Novitas Solutions performed 
a 100 claim sample of ECG services in a post 
pay audit and found a 22 percent claim er-
ror rate and a 17 percent claims paid error 
rate. The majority of the errors were in the 
following areas:

•	 Missing order from the “ordering 
provider” and no supporting 
diagnosis for the ECG

•	 Missing ECG documentation – no 
signed review of the actual test, and/
or no signed interpretation/report

•	 Incorrect billing of ECG – billing an 
ECG without a supporting diagnosis, 
wrong CPT® code

Clinical ECG Coding Example
A 65-year-old, obese female patient pres-
ents to ED via ambulance with an acute on-
set of chest pain. No prior cardiac history. 
Patient was walking her dog at the onset of 
event. EKG was performed or read by the 
ED physician. Separate notation of EKG 
results are in the chart. “Sinus tachycardia, 
rate 120, non-specific ST-T changes, no 
acute ischemia noted, no EKG available for 
comparison.” The patient was discharged 
with orders to follow up with Dr. Cardiolo-
gist within three days. No medications pre-
scribed at this time, other than OTC aspi-
rin 85 mg bid, a.m. & p.m.
Lab work performed and patient admitted. 
Full H&P. 

Code – E/M MDM management options = 
4 points for additional work 
Data reviewed = 3 points for order and read 
of EKG + 1 point for lab 
Risk = High for acute chest pain and age of 
patient, obesity
CPT® codes:

99285 Emergency department visit for the evaluation and man-
agement of a patient, which requires these 3 key compo-
nents within the constraints imposed by the urgency of the 
patient’s clinical condition and/or mental status: A compre-
hensive history; A comprehensive examination; and Medical 
decision making of high complexity.

93010

ICD-9-CM:

427.89 Sinus tachycardia

278.00 Obesity NOS

Dx Can Make or Break Your Claim
The diagnosis code must establish the medi-
cal necessity of an ECG. If diagnosis coding 
is not precise, or if the medical record does 
not support a diagnosis code, some carriers 
will consider the ECG “routine” and will 
deny payment for ECG interpretation. 

Sources:

To learn more about ECG documentation, view the ACEP website: www.
acep.org/Legislation-and-Advocacy/Practice-Management-Issues/
Physician-Payment-Reform/X-Ray---EKG-FAQ/

For CMS guidelines on ECGs, go to: www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/clm104c13.pdf

Holly Cassano, CEO, CPC, is AAPC ICD-10-CM 
Certified, director of coding education and compli-
ance for Tactical Management Inc., (TMI). She is a 
member of the Tampa, Florida, local chapter. 

CMS does not require the provider to document an ECG interpretation 
on a separate piece of paper, but instead allows for a complete written 
interpretation to be recorded within the medical record ...

ECG or EKG? It Doesn’t Matter
An electrocardiogram (ECG) measures the performance of the heart’s electrical con-
duction system, which provides data that may be used to determine heart rate, the size 
and position of the heart chambers, the presence of any damage to the heart, etc. Dutch 
physician Willem Einthoven developed the ECG in 1903, and won the Nobel Prize for 
Medicine for his invention in 1924. The alternative spelling elektrokardiogram (EKG) 
comes from Einthoven’s native language, Dutch. 
To be clear: ECG and EKG describe the exact same test. There is no difference or dis-
tinction between them. You may use either spelling or acronym for coding and docu-
mentation purposes.
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A&P Tip

Diabetes is a condition when the body does not use glucose normally. There are different 
types of diabetes. The ability to differentiate the types of diabetes by recognizing docu-
mented signs and symptoms in the medical record will ensure you code patient encoun-
ters correctly.

Type II
Type II diabetes does not respond normally to the insulin the body makes. Symptoms in-
clude frequent urination, excessive thirst and hunger, fatigue, blurred vision, and tingling, 
pain, or numbness in the hands/feet.

Type I
Type I diabetes is the result of the pancreas not making enough insulin. Symptoms include 
frequent urination, excessive thirst and hunger, fatigue, blurred vision, and weight loss. 

gestational
Gestational diabetes can occur in women during pregnancy. There are no symptoms: only 
a test can detect this type of diabetes.

Source: American Diabetes Association

Understand Diabetes to Code It Right

Get all the updated codes and information you need to ensure your coding is spot on with 
SuperCoder Illustrated Books for 2015!
 Latest ICD-9 and CPT® codes  ICD-9 and ICD-10 CrossRef tools
 CCI edits  Global period indicators 
 Fees   Lay Terms 

www.supercoder.com/books Pre-order now

For more information call 866-228-9252.
Email: customerservice@supercoder.com  

The Coding Institute LLC, 2222 Sedwick Drive, Durham, NC 27713
CPT® copyright 2013 American Medical Association. All rights reserved.

Available in 12 Specialties 

Don’t give denials a 
second chance in 2015…
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Identify Causal Relationship Links  
 in 

By Sheri Poe Bernard, CPC, CPC-H, CCS-P

A key concept for accurate diabetes 
coding is that of causal relationships. 
A causal relationship is a documented 
link between a disease (etiology) and 
a condition (manifestation) caused by 
that disease. For a coder to report a 
causal relationship between diabetes 
and a complication of diabetes, the 
provider must establish an unambig-
uous link in the documentation.
To illustrate causal relationships, con-
sider these three assessments:

Assessment 1
•	 Diabetes
•	 Chronic kidney disease (CKD) 

stage 3
•	 Hyperglycemia

In this assessment, the provider does 
not document a causal link between 
the diabetes and the kidney disease. 
Correct code assignment is 250.00 
Diabetes mellitus without mention of 
complication, type II or unspecified 
type, not stated as uncontrolled and 
585.3 Chronic kidney disease, Stage 
III (moderate). You may not assume a 
causal relationship where documenta-
tion has not established one.

Report the diabetes as type 2, al-
though this is not documented. This 
instruction is from the ICD-9-CM 
Official Guidelines for Coding and Re-
porting, and is a guideline based on 
the demographic that more than 90 
percent of diabetic patients have type 
2 diabetes.

Assessment 2
•	 Diabetes and nephropathy
•	 CKD stage 3
•	 Hyperglycemia

In this second assessment, the provid-
er does not successfully link the dia-
betes and the nephropathy, although 
it was likely the provider’s intent was 
to make that link. Correct coding in 
this instance includes 250.00 (diabe-
tes), 583.9 Nephritis and nephropathy, 
not specified as acute or chronic, with 
unspecified pathological lesion in kid-
ney (nephropathy), and 585.3 (stage 3 
CKD). You may be tempted to report 
581.81 Nephrotic syndrome in diseas-
es classified elsewhere for the nephrop-
athy, but this is a manifestation code 
that may be used only when a causal 
relationship has been established. The 

correct nephropathy code is found in 
the index under: 
Nephropathy (see also Nephritis) 
583.9.
Examples of acceptable causal links 
in diabetes include when a manifes-
tation is preceded by the word “dia-
betic,” as in “diabetic retinopathy,” 
or followed by the phrases “of diabe-
tes” or “due to diabetes.” “Diabetes 
and” does not establish a causal rela-
tionship, nor does the phrase “diabe-
tes contributing to” because it only es-
tablishes a factor, not a cause.
These small differences of language 
are critical in diagnostic coding au-
dits. Correct documentation of caus-
al relationships does not increase the 
provider’s documentation burden; 
whenever possible, you should guide 
providers toward better documenta-
tion practices.

Assessment 3
•	 Diabetic nephropathy
•	 CKD Stage 3
•	 Hyperglycemia

In this assessment, the provider clear-
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■ CODINg/BILLINg

Small differences in documentation 
language play an important role in 
diagnostic coding.

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance
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ly links the diabetes to the kidney dis-
ease, by stating “diabetic” nephrop-
athy. Report codes 250.40 Diabetes 
with renal manifestations, type II or 
unspecified type, not stated as uncon-
trolled, 581.81 Nephrotic syndrome in 
diseases classified elsewhere, and 585.3 
(Stage 3 CKD).
Hyperglycemia, as documented in all 
three assessments, is a symptom of di-
abetes and would not be separately re-
ported. You cannot assume that high 
blood glucose means the patient has 
uncontrolled diabetes. This coding 
decision is supported in the index: 
Diabetes
 with
 hyperglycemia - code to Diabetes, 
by type, with 5th digit for not stated as 
uncontrolled.
There are a few exceptions to the doc-
umentation rule for causal relation-
ships in diabetes. Loss of protective 
sensation (LOPS), gangrene, and os-
teomyelitis may be reported as com-
plications of diabetes even when no 
link is established in the documenta-

tion, according to Coding Clinic en-
tries (LOPS, 4th Quarter 2009; gan-
grene, March 1986; osteomyelitis, 
1st quarter 2004). Also, 2nd Quarter 
2009 Coding Clinic states that diabe-
tes “with” neuropathy establishes a 
causal link between the diabetes and 
the neuropathy. It would be unwise to 
extrapolate that rule across all diabet-
ic complications, however.

New Rules on the Horizon
Don’t get too comfortable abstract-
ing undocumented links between di-
abetes and neuropathy, osteomyelitis, 
gangrene, or LOPS because ICD-10-
CM will start the rule-making all over 
again. An ICD-10-CM Coding Clin-
ic entry from 4th Quarter 2013 is ev-
idence that changes are already hap-
pening. It reads:
ICD-10-CM does not presume 
a linkage between diabetes and 
osteomyelitis. The provider will need 
to document a linkage or relationship 
between the two conditions before it 
can be coded as such.

Diagnosis coding is gaining more im-
portance among professional coders 
as the number of risk-adjusted claims 
increases, year over year. Payment 
under risk adjustment is affected by 
these causal relationships, making it 
important for everyone to understand 
the causal relationship rules and code 
accurately for ICD-9-CM and ICD-
10-CM. Following the guidelines, as 
well as the rules within Coding Clinic, 
will ensure accurate coding as you move 
from one code set to the other. 

Sheri Poe Bernard, CPC, CPC-H, CCS-P, is 
an independent consultant specializing in 
risk adjustment coding quality and training, 
and author of Netter’s Atlas of Human Anato-
my for CPT Surgery, to be published by the 

American Medical Association in early 2015. She is a member 
of the Salt Lake City, Utah, local chapter.

You may not assume a causal 
relationship where documentation 

has not established one.
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Causal Relationship Links
To discuss this  
article or topic, go to 
www.aapc.com

CODING/BILLING

glaucoma

cataracts
depression

tooth decay
heart disease

nephropathy
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A few years ago, I presented to a family practice office as a new pa-
tient for a preventive medicine visit. I filled out all the necessary 
new patient forms, gave the receptionist my insurance card, and was 
promptly asked for a co-pay. I explained that my insurance policy 
covered an annual preventive medicine visit at 100 percent, with no 
co-pay required. The polite receptionist told me it was office policy 
to perform a “get-acquainted” visit first, to determine my medical 
history, and that I could schedule a preventive visit for another day. 
My initial reaction was to sigh and sit down. But, after thinking 
about it, for a few minutes, I returned to the receptionist and ex-

plained that preventive medicine visits include two categories: new 
patient and established patient. The new patient category allows 
healthcare providers to obtain a history and perform an examina-
tion relevant to a new patient. As a certified coder and auditor, I tried 
to be as kind as possible while educating the staff that it was neither 
appropriate nor necessary to demand that a new patient submit to 
a get-acquainted visit. I also offered to explain this to the provider. 
As you might have guessed, I received my new patient preventive 
medicine visit from a very nice physician, that same day. And, hope-
fully, everyone in the office learned something, too. 

Educate Providers and Staff
Providers must remember that CPT® codes 99201–99205 are prob-
lem oriented in nature, and should be reported only when the servic-
es rendered uphold evaluation and management (E/M) of a condi-
tion, problem, or symptom of a new patient. Each level of service has 
specific requirements for the history, examination, and medical de-
cision-making, based on the chief complaint. 
CPT® codes 99381–99387, by contrast, are preventive in nature, and 
should be reported only when the rendered services uphold preven-
tive evaluation, largely based on the age and gender of the patient. 
Both the problem-oriented and preventive medicine E/M codes al-
low the clinician a sufficient degree of history to get acquainted with 
the patient, and to establish a doctor-patient relationship. 
There is no CPT® code for merely getting acquainted with a patient. 
A visit performed solely for taking a patient’s history is neither med-
ically necessary, nor appropriate to report to insurance using CPT® 
99201–99205. It’s not appropriate to bill the patient for this type 
of visit, or to require this type of visit when the patient has no com-
plaints. 

Cristy Donaldson, CPC, CPB, CPMA, is a coding manager with University Physicians’ Asso-
ciation in Knoxville, Tenn. She has over 20 years of experience in the healthcare industry. Don-
aldson previously worked as a coding and compliance specialist in Florida and is now at the 
UPA Central Billing Office in Knoxville, where she educates fellow team members and super-
vises appeals. She is a member of the Knoxville, Tenn., local chapter. 

Are “get-acquainted” Visits Billable? 
Let medical necessity point you to the correct answer.

By Cristy Donaldson, CPC, CPB, CPMA
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To discuss this  
article or topic, go to 
www.aapc.com■ CODER’S VOICE

As a certified coder and auditor, I tried to be as kind as possible while educating 
the staff that it was neither appropriate nor necessary to demand that a new 
patient submit to a get-acquainted visit.
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E� ective strategies.
Join a thousand of your colleagues for the only 
three-day event where you learn from, and network 
with, the experts on CPT®, RBRVS and Medicare 
payment policy.
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•  CPT Advisory Committee 

•  CPT Editorial Panel 

•   AMA/Specialty Society Relative Value Scale 
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Billing Rules Change  
when the Patient Isn’t Present
Know the best coding approach when a family member 
or caretaker is present on a patient’s behalf.

By Roxanne Thames, CPC, CEMC

Typically, insurers (including Medicare) will not cover an eval-
uation and management (E/M) service with a patient’s family 

or caretaker(s) if the patient is not present. In such a case, the best 
approach to ensure reimbursement is to not file a claim with in-
surance, but rather to bill the family member(s) who are present 
for the visit. 
You should inform the family member(s) that the service is not 
billable to the insurance company, and therefore will be provid-
ed at his or her expense. Explain this prior to scheduling the ap-
pointment, so there are no surprises when the bill arrives. If the 
family member/caretaker isn’t a patient, obtain his or her demo-
graphic information so you may enter it into your practice man-
agement system.

Select E/M Codes Based on Time
You may report visits with family members and caretakers using 
typical E/M service codes, based on time. Per CPT® instructions:

When counseling and/or coordination of care dominates 
(more than 50 percent) the encounter with the patient 
and/or family (face-to-face time in the office or other 
outpatient setting on floor/unit time in the hospital 
or nursing facility) then time shall be considered a key 
or controlling factor to qualify for a particular level 
of E/M service. This includes time spent with parties 
who have assumed responsibility for the care of the 
patient or decision-making whether or not they are 
family members (e.g., foster parents, person acting in 

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance
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When the Patient Isn’t Present
To discuss this  
article or topic, go to 
www.aapc.com

loco parentis, legal guardian). The extent of counseling 
and/or coordination of care must be documented in the 
patient’s medical record. 

Counseling is a discussion with a patient and/or family concern-
ing one or more of the following:
•	 Diagnostic results, impression, and/or recommended 

diagnostic studies
•	 Prognosis
•	 Risk and benefits of management (treatment) options
•	 Instructions for management (treatment) and/or follow up
•	 Importance of compliance with chosen management 

(treatment) options
•	 Risk factor reduction
•	 Patient and family education

The provider should document in the medical record, all per-
tinent information discussed during the session. For example, 
“30 minutes of counseling” isn’t sufficient. Instead, the provider 
should summarize the discussion that comprises the counseling 
or coordination of care. In a best-case scenario, the provider also 
will document the beginning and ending time of the counseling 
and/or coordination of care, and the beginning and ending time 
for the overall face-to-face visit. 
Because the patient is the focus of the visit, you should bill an es-
tablished level of E/M visit (e.g., 99211–99215). When reporting 
E/M services by time (rather than the key components of history, 
exam, and medical decision-making), use CPT® “reference times” 
to determine an appropriate E/M service level. 

99211 = 5 minutes
99212 = 10 minutes
99213 = 15 minutes
99214 = 25 minutes
99215 = 40 minutes

CPT® states, “When codes are ranked in sequential typical times 
and the actual time is between two typical times, the code with 

the typical time closest to the actual time is used.” For example, a 
level III established patient outpatient visit (99213 Office or oth-
er outpatient visit for the evaluation and management of an estab-
lished patient, which requires at least 2 of these 3 key components: An 
expanded problem focused history; An expanded problem focused ex-
amination; Medical decision making of low complexity) has a refer-
ence time of 15 minutes, while a level IV service (99214 Office or 
other outpatient visit for the evaluation and management of an estab-
lished patient, which requires at least 2 of these 3 key components: A 
detailed history; A detailed examination; Medical decision making 
of moderate complexity) has a reference time of 25 minutes. When 
reporting a time-based E/M lasting 19 minutes, you would re-
port 99213. 
As an example of how such a visit might be documented and cod-
ed, consider the following sample note:

Family discussion on 5/10/2014 with Jane Doe 
(daughter) and Joe Doe (son) regarding their mother 
Mary Doe, MRN # 12345, DOB 2/2/45. Mary is a 
current patient of mine who was recently diagnosed with 
CA of the left breast that is very aggressive. I discussed 
prognosis and treatment options for Mary’s aggressive 
breast CA, including surgery, recovery time, and 
chemotherapy; and the side effects of chemotherapy. I 
gave them literature from the American Cancer Society, 
and the name of local support groups that they could 
contact. I spent a total of 42 minutes with Jane and Joe. 
Both parties verbalized understanding. I answered all 
their questions, and they are in agreement with my plan, 
as outlined above.

Proper code selection is 99215 (with a reference time of 40 min-
utes). 

Roxanne Thames, CPC, CEMC, has worked in the medical billing and coding field for 20 
years. She began her career as a billing office clerk for a nursing home, and later worked as 
a physician biller/coder for a large internal medicine practice in Lemoyne, Pa. She has 
taught ICD-9-CM at Harrisburg Area Community College, and now works as an auditor/
educator for a practice management group. She is an active member in the York, Pa., local 
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Because the patient is the focus of the visit, you should 
bill an established level of E/M visit (e.g., 99211–99215).
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There Is a
Bright Side  

to ICD-10-CM

By Jackie Stack, CPC, CPC-I, CPB, CEMC, CFPC, CIMC, CPEDC 

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Counteract the negative hype of 
ICD-10-CM with well-informed 
benefits.
Many people focus on the differences between ICD-9-CM and 
ICD-10-CM, and the problems that implementing a new diagnosis 
code set may cause. I prefer to focus on the positive aspects of mov-
ing to ICD-10-CM.

Providers Benefit in Many Ways
The best thing about ICD-10-CM is that it allows you to code to 
a higher level of specificity. The more precise the documentation, 
the more excactly you can code. This puts pressure on providers to 
make sure their documentation is up to snuff. And that is a really 
good thing.
Decreased Denials - More specific documentation will improve 
medical decision-making. The medical decision will be supported 
by a clear picture of the encounter with the patient. This will help to 
reduce denials, and will save time and money for the payer, provid-
er, and patient. 
For example, think about what happens when there is a denial for 
medical necessity. It takes time and money to process a denied claim. 
The claim needs to be reviewed to determine why it was denied. The 
documentation needs to be reviewed to see if it supports the codes 
that were selected. Then, the documentation needs to be sent in with 
the claim. Phone calls to the payer may be necessary, and the patient 
may call you with questions regarding the denial.
When documentation paints a clear picture and services are cod-
ed to the utmost specificity, claims are less likely to be denied, and 
providers are more likely to be reimbursed in an appropriate,  time-
ly manner. 
Consolidation through Combination Codes - ICD-10-CM has 
many combination codes. A combination code is a single code used 
to classify two diagnoses: a diagnosis with an associated sign or 
symptom, or a diagnosis with an associated complication. Assign-
ing a combination code reduces the time it takes to find and apply 
multiple codes. 
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“If the provider could’ve easily spelled out that 
a patient fell on ice in the parking lot of a hotel 
while traveling for work using a code … Think 

about how much time could’ve been saved …”
For example, when coding for pressure ulcers in 
ICD-9-CM, two codes are required: one for the 
ulcer and one for the stage. In ICD-10-CM, we 
have one combination code that includes the site 
of the ulcer and the stage.
Severity Shows Necessity - In ICD-9-CM, the codes for otitis 
media do not have an option for recurrent. ICD-10-CM has codes 
for acute, chronic, and recurrent, in addition to type and later-
ality. Using the recurrent code helps to show medical necessity, 
which assists in getting approval for surgery. 
External Cause for Efficiency - External cause codes enable the 
payer to receive specific information regarding the injury. This 
can help the payer determine quickly if it is responsible for pay-
ing the service, and mitigate problems between the payer, provid-
er, and patient.

A Big Benefit to Patients
How can ICD-10 benefit a patient? To provide a better under-
standing of how ICD-10-CM can save time and hassles for pa-
tients, let’s look at an example of what happened to Rhonda 
Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COB-
GC, CPEDC, vice president of ICD-10 Training and Educa-
tion at AAPC:
“Keep in mind, I am a seasoned healthcare professional. I know 
what to expect and how to handle things. When I explain the 
timeframes, you need to imagine the impact this case would have 
on an ‘average’ patient.
“While traveling for work several years ago, I slipped and fell in an 
icy hotel parking lot. I broke both my ankle and wrist. I was out of 
state, out of network, and needed surgery urgently.
“As I handed over my primary insurance card, I apologized be-
cause I knew what was going to happen. At the time of treatment, 
it was not known who would end up financially responsible. 
Would it be the hotel, workers’ compensation, or my personal in-
surance? Because we are sometimes impatient in healthcare and 
we want our doctors to get paid, everyone billed my personal in-
surance. Six weeks later, the hotel declared the fall to be an ‘act of 
God,’ and workers’ compensation accepted responsibility for the 

claims. By this time, a lot of money had changed hands for servic-
es such as emergency room treatment, DME, prescriptions, sur-
gery, and physical therapy, to name a few.
“It took me more than two years to get it completely straightened 
out. That was after too many phone calls to treating providers, 
hospital systems, health plans, and others. Remember, I know the 
industry. As soon as I got the information from my workers’ com-
pensation plan, I personally called everyone.”
The problem? According to Buckholtz:
“My personal insurance paid and no one wanted to rock the boat 
and do all the work required to go back and fix it. It was not un-
til my personal plan started taking money back that I got action. 
I was steered toward collections services twice by companies not 
understanding the problem was no longer a balance billing issue, 
but a workers’ compensation issue. Two long years of working to 
correct it not only consumed plenty of my time, but that of count-
less others, as well. Correcting the situation required many ad-
ministrative tasks, including rebilling, refunding, researching, 
appealing, and waiting for resolutions.
“Now, think about this same situation in an ICD-
10-CM world. If the provider could’ve used a 
code to spell out that a patient fell on ice in 
the parking lot of a hotel while traveling for 
work, how would’ve that helped? Personal in-
surance would’ve said, ‘We aren’t responsible for this 
claim and we aren’t going to pay.’ No money would have 
changed hands and the claim would’ve been suspended un-
til I provided the workers’ compensation information. 
Or in the worst/best case scenario, it would have 
been the patient’s own financial responsibili-
ty (thereby making sure the patient gets 
the information out quickly, lest 
he or she have to pay). Think 
about how much time 
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Think You Know A&P? Let’s See … 

A&P Quiz
By Peggy A. Stilley, CPC, CPB, CPMA, CPC-I, COBGC

For proper coding of a di-
abetes diagnosis, you must 
know what type of diabe-
tes the patient has. If the 
physician doesn’t speci-
fy the type, look for clues 
in the documentation. 
There is one type of dia-
betes that:

•	 May be controlled by oral medication or insulin;

•	 Generally is the result of obesity and sedentary lifestyle;

•	 Usually develops in adults; and

•	 Is the most predominant type of diabetes.

What type of diabetes is described above?  
A. Type I diabetes

B. Type II diabetes

C. Gestational diabetes

D. None of the above

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

Peggy A. Stilley, CPC, CPB, CPMA, CPC-I, COBGC, is an ICD-10 trainer and educator at AAPC.

could have been saved by the providers’ offices, the health plans, 
the pharmacy, the physical therapists, and, of course, the patient.”

Other Benefits to Patients
There are many other examples on how the use of ICD-10 codes 
can benefit a patient, such as quicker, more efficient approval of 
services and procedures.
Preventive vs. Sick – The preventive codes in ICD-10-CM in-
clude the specificity of “with” and “without” abnormal findings. 
Preventive services vs. acute visits can be clearly defined with the 
use of the new preventive codes in ICD-10-CM.

For example, a patient comes in for a well-child check-
up. During the exam, the provider discovers the patient 
has an ear infection, which is addressed. The provider 
would code the abnormal findings and the otitis media. 

The provider would also report the preventice medicine service, 
as well as an evaluation and management (E/M) visit with modi-
fier 25 Significant, separately identifiable evaluation and manage-
ment service by the same physician or other qualified health care pro-
fessional on the same day of the procedure or other service.
Non-compliance Codes – Non-compliance codes have been ex-
panded in ICD-10-CM. The use of the non-compliance codes 
protects the provider legally by documenting when patients are 
not taking their medication as prescribed or are non-compliant 
with their treatment. Reporting non-compliance codes aides in 
the tracking and trending of how many people do not take their 

There are many other examples on how the 
use of ICD-10 codes can benefit a patient, 
such as quicker, more efficient approval of 
services and procedures.

CO
DI

NG
/B

IL
LI

NG



www.aapc.com August 2014 27

ICD-10 ROAD MAP
To discuss this  
article or topic, go to 
www.aapc.com

CODING/BILLING

Dear John

Have a Coding Quandary? Ask John

36000 vs. 36410

Send your coding questions to: 
g.john.verhovshek@aapc.com. 

Q: Can you explain the difference among venipuncture codes 36000 
and 36400-36415? 
A: For routine collection of blood samples by venipuncture, use 
36415 Collection of venous blood by venipuncture. Codes 36400-
36410 differ from 36415 in that they describe venipuncture that re-
quires a physician’s (or other qualified provider’s) skill to perform. 
The codes distinguish patients by age and, if the patient is younger 
than 3 years old, by the vein accessed:

36400 Venipuncture, younger than age 3 years, necessitating the skill of a physician or other qualified health 
care professional, not to be used for routine venipuncture; femoral or jugular vein

36405   scalp vein

36406   other vein

36410 Venipuncture, age 3 years or older, necessitating the skill of a physician or other qualified health care 
professional (separate procedure), for diagnostic or therapeutic purposes (not to be used for routine 

venipuncture)

As the code descriptors specify, you should not report 36400-36410 
for routine venipuncture or, for instance, if the physician draws 
blood simply because an assistant is not available. Claim 36400-

36410 only if docu-
mentation supports 
medical necessity 
(including any spe-
cial circumstances) for the physician or other qualified provider to 
perform the non-routine venipuncture. 
Whereas 36415 describes routine venipuncture (to withdraw blood), 
36000 Introduction of needle or intracatheter, vein describes routine 
venous access for introduction of fluids. If the physician or other 
qualified healthcare provider’s skill is necessary to place a needle for 
catheter insertion, you may turn to 36400-36410.
Note that National Correct Coding Initiative edits, as well as CPT® 
guidelines and many payer policies, commonly bundle venous ac-
cess into surgical, anesthesia, and infusion/injection services because 
performance of the service requires such access. When intravenous 
access is a routine component of another procedure, and/or is neces-
sary to accomplish the procedure (e.g., infusion therapy, chemother-
apy), do not separately report the venous access. 

medication correctly, or forgo treatment recommendations, and 
the reasons why. 
For example, there is a code for non-compliance of medication 
regimen due to financial hardship. If the code is widely used, it 
will show how many people do not have the money to pay for their 
prescriptions. This will show a need to decrease the cost of pre-
scriptions, and that more programs are necessary to help patients 
receive the medications they need.
Being a positive force and seeing the benefits of ICD-10-CM can 
provide a different perspective than the confusion and the media 
hype that seem to speak so loudly. 

Jackie Stack, BSHA, CPC, CPC-I, CPB, CEMC, CFPC, CIMC, CPEDC, is an ICD-10 spe-
cialist at AAPC.

 

A needle or catheter is placed
into the venous system
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COVER CODINg/BILLINg

Autonomic Peripheral 
Neuropathy Coding
Diagnostic coding of this disease is a  
no-brainer when you understand nervous 
system anatomy and conditions.

By Denise Hull, JD, MHA, BSN, CPC

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Illustrations by iStock © kraphix and © Alex Belomlinsky
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Peripheral neuropathy is a common 
nervous system disruption that can 

cause numbness, pain, weakness, and al-
terations in body functions. A basic under-
standing of the nervous system and periph-
eral neuropathies, chart findings to support 
a neuropathy, and ICD-9-CM and ICD-10-
CM categorization of peripheral neuropa-
thies will allow you to:
•	 Ask physicians the right questions for 

clarification
•	 Assure appropriate coding to establish 

procedural medical necessity
•	 Assist providers in their 

documentation practices
•	 Code more consistently

Basic Structure of  
the Nervous System
The nervous system is comprised of the cen-
tral nervous system and the peripheral nervous 
system. The central nervous system is divid-
ed into the brain and the spinal column. 
The brain is where the decision-making 
takes place, based on the sensory nervous 
input from other areas of the body. Nervous 
tissue or pathways outside of the central ner-
vous system are part of the peripheral ner-
vous system.
The peripheral nervous system is also divid-
ed into two parts: the autonomic and somat-
ic systems. The autonomic nervous system is 
controlled “automatically” by the brain’s 
outgoing messages, in response to incoming 
sensory information. For example, the vis-
cera (heart, lungs, stomach, and intestines) 
and other organs, such as the eyes and blad-
der, are not within the complete, conscious 
control of the individual. These organs are 
primarily controlled by the brain’s parasym-
pathetic (relaxing) or sympathetic (excita-
tion) messages.

The organs of the somatic nervous system, or 
musculoskeletal system, allow for a high lev-
el of conscious control. For example, if your 
hand were to touch a hot stove, the sensory 
input to your brain would send the action 
message to your hand to pull away; howev-
er, you would have some control over wheth-
er you moved your hand.
Regardless of whether you are discussing 
the central or peripheral nervous system, 
the basic cell remains the same. The nerve 
cell consists of a cell body, where sensory in-
formation is translated into a motor com-
mand. Numerous dendrites carry the sen-
sory information to the cell body. A single 
axon moves the motor impulse from the cell 
body to the axon terminals, which end at an 
internal organ, skeletal muscle(s), or anoth-
er group of nerve dendrites. The axon is cov-
ered in myelin sheaths, which help to pro-
tect it against damage. Destruction of the 
myelin sheath leaves the longer axon vulner-
able to injury, resulting in the neuropathies.

The Origin of Neuropathy
Many situations can cause a neuropathic 
condition. The most common medical con-
dition to cause peripheral neuropathy is di-
abetes mellitus. The hyperglycemic state 
can cause direct injury to parts of the nerve 
cell, as well as indirect injury caused by lack 
of circulation (and subsequent nutrient de-
privation) to the cells. Other medical con-
ditions, such as HIV, kidney disorders, hor-
monal imbalances, and cancers, also can 
damage nerve cells. Heredity can play a 
role, as can traumatic situations such as a 
crush injury or fractured bone, which can 
result in compression, stretching, or sever-
ing of the nerve cell, leading to a neuropath-
ic condition. 
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Interpreting Neuropathy  
Documentation
When reviewing your practice’s medical re-
cords for support of a peripheral neuropathy 
diagnosis, look for indications of the cause 
of nerve damage, such as diseases or trau-
mas, to help determine if peripheral neu-
ropathy exists, and which type. Symptoms 
reported by the patient, or signs the provid-
er finds during the exam, can support a di-
agnosis of peripheral neuropathy and assist 
in determining if the correct type of neurop-
athy is documented as the final diagnosis.  
Autonomic nerve damage will manifest in 
several ways, such as an inability to sweat, 
loss of bowel or bladder control, dizziness, 
and digestive problems. Somatic periph-
eral nerve damage (either sensory or mo-
tor) could result in complaints of numb-
ness, loss of position, painful cramps, mus-
cle weakness or loss, and changes in skin, 
hair, and nails. 

Although you would not choose the correct 
diagnosis code from the documented signs 
and symptoms, you should query the pro-
vider if the final diagnosis is not support-
ed by the remainder of the medical record 
documentation. For example, if the provid-
er were to document peripheral autonomic 
neuropathy, but the symptomatology lists 
numbness and tingling of the hands and 
feet, be sure to clarify whether there truly is 
an autonomic problem, or if the problem lies 
with the somatic nervous system.

Diagnosis Code Assignment
The codes for peripheral neuropathy diag-
noses can be found in Chapter 6: Diseases 
of Nervous System and Sense Organs (320-
389) of the ICD-9-CM code book. You may 
find the terminology for the peripheral neu-
ropathies does not mirror the true clinical 
conditions, which can make it difficult to 
assign codes. 

Peripheral Neuropathy

CODING/BILLING

If your hand were to 
touch a hot stove, the 
sensory input to your 
brain would send the 
action message to 
your hand to pull away; 
however, you would 
have some control over 
whether you moved 
your hand.

Nervous System
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Somatic (the peripheral system that in-
nervates the muscular skeletal system) is 
not found within the alphabetical index 
of neuropathies. Luckily, clinicians do not 
often use the term “somatic” when de-
scribing neuropathies. Rather, a somatic 
neuropathy affecting the muscular skele-
tal system is termed simply in medical re-
cords as “peripheral neuropathy.” The al-
phabetical index of the ICD-9-CM code 
book will direct you to use codes from 
Chapter 6, under the category Disorders 
of the Peripheral Nervous System (350-
359), for these muscular skeletal system 
neuropathies.
You also may be faced with the decision 
of a mono (one) or a poly (more than one) 
peripheral nerve issue. Unless the provid-

er clearly states this in the record, you may 
have difficulty determining which catego-
ry of neuropathies to use. The alphabetical 
index of the ICD-9-CM code book refers 
you to “polyneuropathy,” and the default 
code of 356.9 Unspecified hereditary or id-
iopathic peripheral neuropathy, when the 
term “neuropathy” is used. If the provider 
does not further clarify, or the documenta-
tion does not raise further issues, you may 
use a peripheral polyneuropathy code.
Peripheral autonomic neuropathies can 
be found in the alphabetical index and 
have a category in the tabular list; how-
ever, the category for the peripheral au-
tonomic neuropathies is found within 
the central nervous system section, rather 
than the peripheral nervous system. Spe-

cifically, the peripheral autonomic nerve 
disorders are found within category 337 
Disorders of the autonomic nervous system, 
which are located in ICD-9-CM, Chap-
ter 6, under Hereditary and Degenerative 
Diseases of the Central Nervous System 
(330-337). For example, a diagnosis of pe-
ripheral autonomic neuropathy would be 
coded with 337.00 Idiopathic peripheral 
autonomic neuropathy, unspecified. 
Logically, this may seem appropriate be-
cause the functions of the autonomic ner-
vous system are largely outside of the con-
trol of the individual, as are the functions 
of the central nervous system. But clini-
cally, it’s not a clear match of the system’s 
anatomy and physiology.
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Peripheral Neuropathy
To discuss this  
article or topic, go to 
www.aapc.com

CODING/BILLING

ICD-10-CM coding of peripheral neuropathies follows 
a similar pattern as ICD-9-CM, with a few changes.

Determine Underlying Cause
After the correct part of the nervous system 
is identified, you must also determine from 
the documentation if there is an underlying 
cause for the neuropathy. For the autonomic 
nervous system, the idiopathic and heredi-
tary neuropathies are found in category 337, 
along with those caused by underlying con-
ditions (such as diabetes). For example, if a 
patient is diagnosed with diabetic periph-
eral autonomic neuropathy, along with the 
appropriate code from category 250 Diabe-
tes mellitus, you would also report 337.1 Pe-
ripheral autonomic neuropathy in disorders 
classified elsewhere. In the case of the somat-
ic nervous system, the hereditary and idio-
pathic peripheral neuropathies are found in 
category 356 Hereditary and idiopathic pe-
ripheral neuropathy, while those caused by 
underlying conditions (e.g., diabetes) can 
be found in category 357 Inflammatory and 
toxic neuropathy. Diabetic peripheral neu-
ropathy is coded with the appropriate code 
from category 250 and 357.2 Polyneuropa-
thy in diabetes.

Code It Using ICD-10-CM
ICD-10-CM coding of peripheral neurop-
athies follows a similar pattern as ICD-9-
CM, with a few changes. Many neuropa-
thies caused by other conditions will be list-
ed with the other conditions as combination 
codes. For example, diabetic neuropathies 
are now combination codes within the dia-
betic code categories (I8 through I13), rath-
er than within the nervous system chapter. 
Coding these conditions requires one code, 
rather than separate diabetes and neuropa-
thy codes. The aforementioned diabetic pe-
ripheral autonomic neuropathy would now 
only require one code, E11.43 Type 2 dia-
betes mellitus with diabetic autonomic (poly)

neuropathy. Likewise, the aforementioned 
diabetic peripheral neuropathy would also 
only require one code, E11.42 Type 2 dia-
betes mellitus with diabetic polyneuropathy. 
(Note: The category of diabetes in ICD-
10-CM depends on the documented type 
of diabetes. In this example, we default to 
E11 Type 2 diabetes mellitus, as directed by 
ICD-10-CM, because the type of diabetes 
is not documented as type 1, type 2, or sec-
ondary.)
In ICD-10-CM, peripheral autonomic neu-
ropathies codes are found within category 
G90 Disorders of autonomic nervous system, 
in the section titled “Other disorders of the 
nervous system.” And our earlier diagnosis 
of peripheral autonomic neuropathy would 
be coded G90.09 Other idiopathic peripher-
al autonomic neuropathy.

Understanding the Basics Is Key
The nervous system can be fascinating, 
and a basic understanding of it is an im-
portant factor in determining which codes 
represent the documented conditions. You 
can use clues from several documentation 
areas to choose the right code, or to deter-
mine whether you should query the provid-
er. Having a clear understanding of anato-
my and conditions will help you to achieve 
consistent coding and set a standard of pro-
fessionalism for medical coders. 

Denise M. Hull, JD, MHA, BSN, CPC, is a provider 
performance improvement consultant with Excellus 
BCBS in Rochester, N.Y. She works with hospitals on 
pay-for-performance quality programs to assist in im-

proving the safety of medical care and driving improvements in quality 
healthcare. Hull also has worked as a Medicare Risk Advantage coder with 
the organization. Her previous professional experiences included 25 years 
of clinical nursing experience, primarily in the emergency department set-
ting. She is a member of the Rochester, N.Y., local chapter.
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Breast Excision vs.  
Mastectomy: Margins Matter
It can mean the difference between reporting 19120 and 19301.

■ CODINg/BILLINg
By G.J. Verhovshek, MA, CPC

When deciding between 19120 Excision 
of cyst, fibroadenoma, or other benign or 

malignant tumor, aberrant breast tissue, duct 
lesion, nipple or areolar lesion (except 19300), 
open, male or female, 1 or more lesions and 
19301 Mastectomy, partial (eg, lumpecto-
my, tylectomy, quadrantectomy, segmen-
tectomy), search the documentation to de-
termine whether a margin of healthy tissue 
was removed, along with the breast mass. 
If the surgeon removes only the mass, with 
little or no margin, look first to 19120. Re-
port one unit of 19120, per incision (not 
per mass removed). CPT® Assistant (March 
2005) instructs: 

…code 19120 should be reported 
for each of the separate excised 
areas since it includes one or more 
lesions through the same incision. 
However, if excisions are performed 
on different areas of the breast 
through separate incision sites, 
code 19120 should be reported 
for each incised area. Modifier 
59 [Distinct Procedural Service] 
should be appended to the second 
procedure code.

You may report 19120 for breast excision 
performed on either male or female patients. 
Note, however, “19120 does not include 
more extensive resections of breast tissue. 
More extensive resection performed for gy-

necomastia [benign enlargement of breast 
tissue] should be reported with code 19300 
[Mastectomy for gynecomastia]” (CPT® Assis-
tant, March 2014). You should claim 19300 
only for male patients, “as gynecomastia is 
a male condition” (CPT® Assistant, Febru-
ary 2007).
When the surgeon removes a breast lesion 
with a margin of healthy tissue, look instead 
to 19301. CPT® Assistant (February 2007) 
instructs: 

Partial mastectomy procedures de-
scribe open excisions of breast tis-
sue and include specific attention 
to adequate surgical margins sur-
rounding the breast mass or lesion. 
In a partial mastectomy, a larger 
amount of breast tissue and some 
skin are removed with the tumor. 
This also includes removal of the 
lining over chest muscles below 
the tumor. This surgery is usual-
ly performed for stage 1 and 2 tu-
mors. This code is reported also 
for the performance of a lumpec-
tomy where the tumor and a small 
amount of surrounding tissue are 
removed.

In these cases, the mass is suspected or 
known to be malignant, and the margin of 
healthy tissue is removed to ensure that the 
entire malignancy has been excised.

Sometimes, the surgeon may excise a breast 
mass (19120), but pathology reveals malig-
nancy and the surgeon must return the pa-
tient to the operating room and remove ad-
ditional tissue. When this occurs, the Cen-
ters for Medicare & Medicaid Services rules 
(National Correct Coding Initiative Poli-
cy Manual for Medicare Services, Chapter 
III, Section J.1) allow you to report the fol-
low-up excision using the partial mastecto-
my code, 19301, with modifier 58 Staged or 
related procedure or service by the same physi-
cian or other qualified health care profession-
al during the postoperative period appended.

G.J. Verhovshek, MA, CPC, is managing editor at AAPC.

If the surgeon removes only the mass,  
with little or no margin, look first to 19120.
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Practicode is a powerful tool for medical 
coders to strengthen their coding skills, 
demonstrate their proficiency, and earn 
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professional goals.
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 Web-based
 Actual Records
 Instant Feedback
 Coding Rationale

www.aapc.com
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By John S. Aaron, Jr., CPC

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

Informed Patients Are More Likely to 
Meet Financial Obligations

H.R. 1767, better known as the Medical Debt Responsibility Act 
of 2013, was supposed to amend the Fair Credit Reporting Act 
to require credit reporting agencies to delete medical debt with-
in 45 days of payment or settlement; however, like similar bills in-
troduced in 2010, 2011, and 2012, it failed to become law. Rath-
er than waiting for Congress to act, perceptive providers have 
learned there is value in acting as a steward of patients’ financial 
health.
For example, your healthcare organization should actively inform 
medical consumers about the cost of healthcare services. In fact, 
under the Affordable Care Act (ACA), consumers are now enti-
tled to receive cost estimates before receiving healthcare services. 
Healthcare providers can assist by sharing with patients the fol-
lowing cost estimation resources:
•	 Healthcare Blue Book (www.healthcarebluebook.com)
•	 Fair Health (www.fairhealth.org/Toolsforconsumers)

These websites offer a wealth of information about usual and cus-
tomary costs for various procedures by region and other search-
defined options. Arming your patients with tools such as these al-

lows patients to plan better and to make payment arrangements 
with the practice, ahead of time. Informed patients will likely stay 
with your practice, even if faced with costly procedures, and they 
are likely to spread the word on how well your practice takes care 
of them, both financially and physically. 
You may wish to offer a patient advocacy discount for some indi-
viduals, but be wary of offering discounted rates simply because a 
patient is uninsured. For example, a patient with no insurance re-
cently demanded that I allow him to pay the insurance discounted 
rate. But is it appropriate to charge the same rate to an uninsured 
patient as to a patient who has dutifully paid his or her premiums, 
year after year? Consider informing patients of the financial pro-
tections offered under the ACA. With a maximum per year out-
of-pocket expense of $6,350 for individuals and $12,700 for fam-
ilies, and premium payment assistance, coverage may be more af-
fordable than the patient realizes. 

John S. Aaron Jr., CPC, is a member of the Northbrook, Ill., local chapter. He served as 
president in 2013 and has 15 years of billing and coding experience. Aaron is in the 
process of establishing a billing service with a focus on patient advocacy. You can follow 
him on Twitter at: @ClaimChek.

PR
AC

TI
CE

 M
AN

AG
EM

EN
T



www.aapc.com August 2014 37

Anne M. Noel, CPC, CPC-H, CCS, CCS-P

Why I Code

I didn’t really know what a coder did until one 
fateful day … I was carrying the day’s charts 

to be filed when I encountered an acquain-
tance in the hallway. In those days, I was a 
medical transcriptionist and she was a cod-
er. We talked, mostly about work, and I found 
myself intrigued by her job. Soon after, I reg-
istered for a coding program offered at a lo-
cal adult education center. I became a Certi-
fied Professional Coder (CPC®) in 2001 — 
right around the time when the facility where 
I worked was expanding their coding depart-
ment. Talk about perfect timing!

Code What You Know
Coding turned out to be a great fit for me, 
partly because of my past work and life experi-
ences. The skills I developed as a medical tran-

scriptionist, a secretary, and a parent advo-
cate for special education have been very help-
ful in my work as a coder. Ironically, the many 
health issues my family has endured over the 
years, such as avulsion fractures, epiphyseal 
plate fractures, Wegener’s granulomatosis, Os-
good-Schlatter’s disease, dyspraxia, etc., gave 
me a lot of insight into coding. And I think it 
helps that I understand the whole revenue cy-
cle process from both sides of the spectrum: 
patient and provider.

Next Step, ICD-10
I love my job because I learn something new 
every day. I face the challenges realistically and 
look forward to them. ICD-10 is the next area 
for me to conquer. I’m confident that I will!

Continuing education. Any time. Any place. ℠ 

Be with the family and 
earn CEUs! 

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

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

• Finish at your own speed, quickly or leisurely 
• Just 1 course earns as many as 18.0 CEUs 
• Use any Windows® PC: home, office, laptop 
• No annoying timeouts. No expiring passwords. 

 

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

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

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

Easily affordable with EasyPayments! 
www.HealthcareBusinessOffice.com/easypay.htm 

(Most courses also 
earn CEUs with 

AHIMA. 
See our Web site.) 
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■ PRACTICE MANAgEMENT

Patients gain Control  
of Their Health Data
Data provenance and EHRs: The significance 
of patient-generated health data (PGHD). 

By Vernessa Fountain, RHIA

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance
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Patients gain Control
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Electronic health records (EHRs) Meaningful Use require-
ments, Stages 1 and 2, empower patients to become more in-
volved in their own care. For example, per Meaningful Use 

requirements, patients must be able to view online, download, 
and transmit their health information under HIPAA standards 
170.210(f) and 170.204(a). Such patient engagement is meant to 
improve healthcare outcomes. To give patients further control, 
consider using Patient Generated Health Data (PGHD).
PGHD are defined as “health-related data that includes health 
history, symptoms, biometric data, treatment history, lifestyle 
choices, and other information created, recorded, gathered, or 
inferred by or from patient or their designees to assist them with 
their health concerns.” Examples might include blood glucose 
monitoring or blood pressure readings using home health equip-
ment, or exercise and diet tracking using mobile apps. Patients, 
rather than healthcare providers, are primarily responsible for 
capturing or recording their data and for deciding how to share 
or distribute it. 
Types of PGHD include:

PGHD Types Description

Patient Proxy Measures vital signs by means of a device and 
recorded by the patient (e.g., temperature, blood 
pressure, blood glucose, and weight)

Self–reported Recorded by the patient or family member about 
the patient’s lifestyle data (e.g., caloric intake, 
diet, exercise, hydration, medication adherence, 
ability to perform activities of daily living)

Self-reported Quality of Life Data Recorded by the patient’s family or a patient 
proxy

To incorporate PGHD with your practice management, develop 
a strategy and educate staff, patients, and patients’ families about 
the ways they can provide health information, as well as the ben-
efits of doing so. Specifically, greater granularity and specificity 
of documentation can improve patient safety, quality of care, and 
clinical quality measures.
Patients may gather supplemental data and record changes in their 
health condition using smart phones, tablets, and online patient 
portals. PGHD helps to provide a comprehensive picture of the 
patient’s signs and symptoms, and changes in his or her conditions 
occurring outside of the traditional clinical environment. PGHD 

also provides relevant information for preventive and chronic care 
management, and allows a provider to be more prepared for a pa-
tient’s visit because the patient’s health information is available be-
fore the encounter.
When the patient transmits or shares data with the healthcare pro-
vider, and when the provider reviews the PGHD to assist in for-
mulating the patient’s care plan and documents the information 
in the patient’s electronic record, the PGHD become part of the 
practice management EHR, and are HIPAA compliant.
Electronic document management is a part of every EHR. Every-
thing from email, financial records, legal records, website con-
tent, PGHD, and traditional provider-generated information are 
included. All data is considered an asset that can be managed and 
leveraged to improve patient outcomes and quality of care.

Possible Challenges for PGHD
PGHD involves health information technology standards, which 
include RxNorm for medication terminologies and LOINC ter-
minologies for laboratory results. These clinical terminologies are 
required for PGHD data integrity. The standard requires the data 
to be tagged and the source of the PGHD to be provided in such 
a way that it’s consistent across systems (i.e., data provenance se-
mantic or semantic interoperability). Data provenance (the pro-
cess of tracing and recording the origin and movement of data) is 
critical for providers to trust the data that is received from patients, 
and patients’ devices and applications. 
Another concern for EHRs that capture PGHD is the ability to 
store the status of the information, such as “not reviewed” or “re-
viewed.” PGHD status and workflow may not be consistent across 
different systems. For instance, how are providers notified when 
their patients’ PGHD arrives for review? Are you able to determine 
the data priority to alert the providers whether the data has a low, 

Specifically, greater granularity and 
specificity of documentation can 
improve patient safety, quality of 
care, and clinical quality measures.
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medium, or high priority? It’s also critical that when PGHD ar-
rives, it cannot be altered or modified.
There are barriers related to data provenance of the EHR. Some 
EHRs cannot capture the origin with sufficient granularity to 
meet a provider’s expectation related to PGHD. There is no uni-
formity among data provenance systems to determine the origin of 
the information (e.g., who created, received, and shared the data, 
whether the data were integrated into another system, and wheth-
er shared data were reconciled). 

Vernessa Fountain, RHIA, CTR, is the health information management consultant pre-
senter at Caban Resources, LLC, and director, health information management/travel con-
sultant at Healthcare Resource Group; former health information operation manager at 
Methodist Hospital of Arcadia, former adjunct instructor at East Los Angeles Colleges; and 
a former interim director, health information management, medical records director, and 

coder manager at Los Angeles County University of Southern California. Fountain was also a former cancer 
registrar at Los Angeles County University of Southern California and a former bone marrow transplant can-
cer registrar, Hoag Presbyterian Hospital of Newport Beach, Calif. She is a member of the Chino Hills, Calif., lo-
cal chapter. She can be reached at: vernessa.fountain@cabanresources.com.
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2. ONC: Data Provence Environmental Scan, HITPC Consumer Empowerment Workgroup Meeting, July 18, 2013; Joy Pritt, JD.
3. RTI International, Patient-Generated Health Data: White Paper, prepared by Michael Shapiro, Douglas Johnston, Jonathan Wald, and Donald Mon, April 2012.

All data is considered an asset that can be 
managed and leveraged to improve patient 
outcomes and quality of care.

                           There is still plenty of time to gain access to all live and on-demand webinars 
                           available in the 2014 Half-Year Webinar Subscription!
 

The entire office can participate in all 18+ webinars occurring July - December. 
Benefit from the 38 CEUs offered with the 2014 subscription for an unbeatable member 

price of $395 (roughly $10 per CEU)!

                  ·        2015 CPT   Updates
                  ·        CMS Value-Based Payment Modifier
                  ·        Common E/M Coding Conundrums
                  ·        How to Effectively Analyze and Manage the Denial Process

2014 Half-Year Webinar Subscription
Get access to 18+ one-hour webinars for $395

CPT   is a registered trademark of the American Medical Association
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6th ANNUAL

Auditing Conference 2014

http://namas.co/events/namas-conference

December 7-9, 2014  •  Grove Park Inn in Asheville, NC

The annual NAMAS Conference 

is an essential part of my 

continuing education every 

year. The quality and timeliness 

of the material coupled with 

the interactivity found only in a 

room of like minded individuals 

has time and again exceeded 

my expectations and has kept 

me returning year after year.”

— Peter Davidyock CPC, CPMA
AAPCCA Region 3 Board of Directors

Topics and course descriptions are now 
available in the full agenda on our website.

As a health care professional working in 

compliance, auditing and administration, 

concerns surrounding audits are everywhere  

— don’t panic, we have you covered! 

• Elin Baklid-Kunz

• John Burns

• Frank Cohen

• Shannon DeConda

• James Dunnick, M.D.

• David Glaser

• Maggie Mac

• Lynn Merz

• Robert Liles

• Kathy Pride

• Sara San Pedro

• Don Self

• Regan Tyler
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Manage Cash Flow:  
No Margin, No Mission!

By Douglas J. Jorgensen, DO, CPC, FAAO, FACOFP, CAQ Pain Medicine

Take action to bolster revenue 
and give your practice financial 
breathing room.

There are several reasons why cash flow may be impeded in medi-
cal practice, and there are several strategies to mitigate that risk and 
keep your practice running smoothly and efficiently. Ultimate-
ly, you must know your needs and your market, and be ready to ad-
just your management, the services you offer, and, potentially, with 
whom you are willing to contract.

First, Know Your Needs
The first order of business is to determine your monthly cash flow 
needs. Hire a medical business consultant to perform and analyze 
a pro forma (a statement of your practice’s financial activities). This 
crucial step is too often overlooked. Given today’s managed care 
market, however, you are well advised to analyze the “musts” in your 
practice and determine the financial outcome you want to achieve.
Put your goals in writing and check back periodically to see if priori-
ties have changed. The questions below are a good place to start, but 
do not comprise an exhaustive list:
How much money does the business/practice want to make?
•	 Is this realistic based on specialty, region, and current 

offerings?
•	 Does the practice know how to analyze potential, medically 

necessary offerings not currently being done (or who to ask if 
it does not?)

•	 Does the practice want to expand?
•	 Is the practice space adequate?
•	 Is owning vs. renting possible to create equity and save cash?
•	 Could marketing in the “right” areas bring better paying 

patients/insurance to the practice?
•	 Does the practice continue to see patients with bad debt, 

racking up more unpaid claims/bills?
What personnel are key to your mission? Can the practice thrive 
without them?
•	 Staffing ratios have changed, but a 3-4:1 staff-to-provider 

ratio should be the rule. Busy is not the same as efficient.
•	 Are there clear productivity guidelines to determine if staff 

is achieving goals? Are the goals being revisited weekly? 
Monthly? Quarterly?

Outline achievable goals and make people accountable.
•	 This includes administration and providers.

■ PRACTICE MANAgEMENT

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance
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•	 Use data, not feelings, to make business decisions.
•	 What is the return on investment (ROI) to add new staff/

services?
What are the losses to the practice (monetarily and in morale) to 
keep inefficient or problematic staff members?
•	 Is the practice over-insured or paying too much? Get second 

(and even third) opinions to avoid redundancies.
•	 Are consumables being purchased in bulk to improve 

margins/profit? Has the practice looked into alternative 
suppliers or contract revisions?

•	 Are immunizations, injectables, or medication expiring 
before use?

•	 Is the practice billing for all supplies not inclusive to the 
service or procedural definition? Does this vary by payer in 
your region?

Is accounts receivable (A/R) managed so payments are posting 
within 2-3 weeks?
•	 Is A/R being worked by the billing company?
•	 How successful are they?
•	 Is the A/R growing or improving?
•	 Should A/R be brought back in-house because nobody 

watches out for your money like you do?
•	 Should A/R be sold to a third party to improve immediate 

cash flow, and to remove it from the books?

Remember: Business as usual is not good business. Constantly 
reanalyzing and moving toward collective business and practice 
goals will keep your practice nimble and mitigate cash flow losses.

Next, Take Advantage of Immediate Opportunities
There are many ways you can increase your cash flow, right now. 
Consider the following ways you can manage and cut back on 
wasted revenue.

Time-of-service Discounts
Give a discount to patients who pay using cash, check, or cred-
it card at the time the service is rendered. The practice is not ob-
ligated to offer the insurer this discount unless it is willing to pay 
for services rendered on the same date the patient is seen (I’ve nev-
er seen this happen).
Contractually, a time-of-service discount may not be feasible for 
some services. Check with a respected healthcare attorney in your 
state if you have any question about what is appropriate. When al-
lowed, such discounts can save the patient money and get cash in 
the door, immediately. 
Some opponents argue that discounted services make it harder for 
patients to reach their deductible; however, patients unlikely to 
reach their deductible due to low utilization still benefit. In some 
instances, the discounted rate (e.g., 40-50 percent reduction) may 
even save the patient money, compared to the amount the insurer 
has contracted with the practice.

Manage Cash Flow
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Be proactive when negotiating contracts. 
Joining a good physician-hospital organization 

(PHO) or provider organization can improve 
gross income by 10-15 percent, or more. 
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Renegotiation, Policy Adherence, and Payer Relationships
Be proactive when negotiating contracts. Joining a good physi-
cian-hospital organization (PHO) or provider organization can 
improve gross income by 10-15 percent, or more. 
Contracts for workers’ compensation, federal insurers, or feder-
al contractors are usually “take it or leave it.” The provider cannot 
amend the contract, and it can literally take an act of congress to 
change the contracted fee schedule.
For private payers, scrutinize the time in which the insurer must 
pay the practice, the time the practice has to appeal, and the fee 
schedule. Some contracts are in violation of state prompt payment 
laws, but if you agree to the contract you may need to hire an attor-
ney to re-assert your rights. Most contracts allow appeals within 90 
days, but you should negotiate for six to 12 months. You can also 
negotiate to change the fee schedule. I have seen contracts where a 
40 percent increase in the fee schedule occurred due to a challenge 
by the practice. Many practices do not challenge payer contracts 
— too bad for them.

Guard Against Embezzlement
Medical Group Management Association (MGMA) data sug-
gests the majority (>70 percent) of individuals who embezzle mon-
ey have done so previously. Here are a few tips to avoid and protect 
against embezzlement:
•	 Get bonded. Bonding your company takes personal bias out 

of the investigation process because it financially protects 
your organization. And the bonding company — not the 
doctor or practice — seeks prosecution. Bonding is cost 
effective (typically hundreds of dollars, to a few thousand 
dollars), and the insurer will often risk-stratify the practice 
because it has a stake in doing so. Theft insurance also 
reimburses you for any stolen cash.

•	 Perform daily front desk reconciliation: Have two people 
verify the balance sheet at the end of every day for all cash, 
credit card, and check transactions. Each person must 
sign off on the total; nobody leaves until both independent 
counts are done. Checks and cash are most vulnerable. 
Using an electronic deposit for checks prevents a thief from 
cashing the checks. 

•	 Account for outgoing monies. Have an accountant, 
administrator, or the owner verify checks written to payroll, 

vendors, charity, etc., every month (or at least once per 
quarter). Checks for “petty cash” can result in hundreds 
of thousands of dollars stolen over several years, even in a 
small practice. The owners of many small practices review 
every check that goes out the door. This is not feasible in a 
larger practice, but the point is clear: Checks and balances 
are necessary.

•	 Reconcile all billing department checks, daily. Electronic 
funds transfers (EFTs) are becoming common, but checks 
are not likely to go away, any time soon. Cell phones or 
other electronic scanning systems now allow money to 
be deposited immediately —perhaps into someone else’s 
account. Daily reconciliation and verification of payment 
against services rendered will identify the money going into 
A/R, and will allow your billing team to track deposits.

Most billing companies and electronic health record administra-
tive panels can provide a report linking paid and unpaid claims. 
These are usually based on human postings, so a two-person veri-
fication system is best to protect the practice and billing personnel.

Personal Injury
Many practices are reluctant to work with personal injury cases 
due to the perceived hassles of attorney work, workers’ compen-
sation M1 forms, letters, etc. But in most states, motor vehicle in-
surance, homeowners, and other personal injury insurers pay the 
practice/provider directly for whatever fees are charged. Some 
states impose limits or a fee schedule, but payments are typically 
better than those from Medicare or private insurance.
You also may receive payment for attorney phone calls, letters, de-
positions, and court appearances. The latter can be worth thou-
sands of dollars, per case, and you may request payment before ser-
vices are rendered. 
Workers’ compensation claims require the most onerous paper-
work; however, when you learn the rules, payment typically ex-
ceeds the private payer arena. 
If the insurer is still litigating, or if responsibility for costs is still be-
ing debated, payment may be delayed for months (or years) while 
treatment is being rendered. The end payout is usually very good; 
in the meantime, the practice can charge the patient’s commercial 
insurance (or even Medicare). When the case settles and the prac-
tice is paid, the practice refunds the commercial program or Medi-
care. If you fail to charge the insurer, or the patient has no insur-

Many practices do not challenge payer 
contracts — too bad for them.
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ance and no means to pay, the practice may be stuck with the out-
standing bills. Most patients and practices do not want this risk, 
which the above methodology helps to avoid.

Diagnostics
Diagnostic medicine is crucial in identifying pathology, but can 
also aid in disease prevention. Perceptive practices provide both 
excellent customer service and a great revenue source by providing 
these services under their own roofs. Under the Affordable Care 
Act, you can anticipate a push to more outpatient services in set-
tings that are not hospital affiliated. Patients don’t want to pay in-
flated costs at the hospital for lab or other diagnostic services, and 
they like the convenience of one-stop shopping. 
By analyzing the ICD-9-CM codes for various diseases (e.g., dia-
betes, hypertension, allergy, smokers, chronic obstructive pulmo-
nary disease, asthma, etc.), you can develop a diagnostic menu rel-
ative to available testing. For example, in-house serologic allergy 
testing can generate as much as $2,000 to $5,000 per month, for 
an initial cost of $7,000 to $10,000. 
When deciding whether to offer such services, determine the po-
tential volume and recurrence based on medical necessity and pay-

er policy. Research what the billable CPT® codes pay, and deter-
mine if the volume of patients tested will support the cost of equip-
ment, etc. The return on investment may be excellent, and you can 
mitigate risk by running a pro forma on the anticipated expens-
es and income. 
I have seen several internal medicine practices bring in $5-10 mil-
lion per year doing everything from nuclear stress tests and mam-
mography, to diagnostic ultrasound, bone density, and pulmonary 
function testing. This additional revenue comes from medically 
necessary testing that typically is sent out of the practice. 

Unintended Free Care
Philanthropy and medicine go hand in hand, but free care should 
be intentional, not accidental. Medicolegal risk aside (and these 
are very real), not charging for a last-minute medication adjust-
ment as the patient is leaving the office, or for a quick question in 
the emergency department or doctor’s parking lot, results in lost 
revenue.
Practices lose an estimated 10 percent of gross revenue from unin-
tended free care. If a consult is requested informally, ask that it be 
made formal. If a patient medication tweak occurs for a prescribed 
medicine, be sure to note it in the patient file. As a result, the ser-
vice might qualify as a level IV visit, rather than a level III. Over 
time, the revenue adds up.
There are many ways to protect cash flow. Some involve limiting 
spending and optimizing the practice, while others require more 
in-depth analysis of practice policy and procedures, as well as the 
clinical offerings the practice might offer. Being proactive, not re-
active, is key. Most experts recommend a six-month war chest for 
ICD-10 implementation. That means six months of expenses for 
the practice should be in the bank (in cash, or a combination of 
cash and line of credit). The above strategies, along with excellent 
accounting and banking relationships, make this daunting task 
achievable and give the practice financial breathing room. 

Dr. Jorgensen is the owner and board chair of Patient360, practicing pain management 
and osteopathic manipulation in central Maine. He is triple-boarded in family practice and 
osteopathic manipulative treatment, as well as neuromusculoskeletal medicine and os-
teopathic manipulative medicine, and has a Certificate of Added Qualification in Pain Med-
icine. As a consultant and speaker, Jorgensen lectures nationally on billing and coding is-

sues, and provides expertise for the FBI, OIG, and DEA. He has published a second edition of A Physician’s 
Guide to Billing and Coding with his brother, Raymond T. Jorgensen, CPC. A third edition is scheduled to pub-
lish summer 2014. Jorgensen is a member of the Lewiston, Maine, local chapter.

Philanthropy and medicine go hand 
in hand, but free care should be 

intentional, not accidental.
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Realize the Benefits 
of a Patient Portal 
Use this online vehicle to improve patient 
outcomes and office productivity.

Exchanging confidential healthcare information 
with patients typically requires an in-person encoun-
ter. This is often an inconvenience for the patient and 
— with today’s increased patient populations and 
physician shortages — a scheduling challenge for the 
provider. One solution may be found in a secure com-
munication tool called a patient portal.

Send Confidential Information Efficiently
Technology enables secure, HIPAA-compliant on-
line communications without extraordinary expense. 
Established patients can enroll in the patient portal by providing an 
email address to a staff member who creates a login and initial pass-
word. When the patient logs in and establishes an original password, 
both patient and provider can use this online vehicle to send private 
and confidential information, such as:
•	 Current insurance information
•	 Online return on investment requests
•	 Test results
•	 Appointment confirmation
•	 Pre-procedural instructions
•	 Reminders for monthly or annual encounters (e.g., monthly 

blood pressure check for patients with hypertension, or an 
annual physical) 

Protocols may vary, but typically an email is sent to inform the pa-
tient that new information is waiting in the portal. The patient can 
log in to the portal 24/7. The information is secure and can only be 
seen by the patient. The patient can send a private email back to the 
provider, as well. Following a disclaimer warning patients not to use 
this method of communication in an emergency, a patient can ask 
a question about medication, a recurrent condition, or clarification 
about instructions.
The benefits of a patient portal to the practice have been proven. Re-
search has shown that providers using patient portals experience a 
decrease in phone calls, while patient compliance increases. As a re-

sult, staff members are able to use their time in the office more effec-
tively and efficiently.

A Smart Way to Handle Payment
Because the system allows the patient to send a secured email any-
time, portals can allow patients to provide insurance information, 
confirm payment methods, and even make payments with a cred-
it card, debit card, or check. The office can respond during business 
hours. No more phone tag! Plus, typed data coming through the por-
tal is much clearer than handwritten data.

Embrace and Support Patient Use
Not all patients will embrace this new technology. Be careful not to 
stereotype, however; patients of every age and income level are tech-
nologically savvy. You should also get buy-in from your staff. You 
will want to designate at least one individual to be the point person, 
to answer and dispatch communications, and to be responsible to 
provide patient support with log-in difficulties. 
Using telehealth and m-health (mobile health) to manage health 
communications between providers has proven to increase effica-
cy and proficiency. It’s time to bring your patients into the zone. 

Jose “Joe” Ascensio lives in Kansas City, Mo., where he is system director of academics at 
Pinnacle Career Institute. He has a master’s degree in education with an emphasis in adult ed-
ucation. Ascensio’s bachelor’s degrees are in computer information systems. His passions in 
life are family, technology, and training.

By Joe Ascensio, MEd
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free EHR. And, experience the difference of  
having your own customer success coach working 
with you to make your practice a best practice!

See for yourself at kareo.com. 
Sign up today!
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By G.J. Verhovshek, MA, CPC

■ QUICK TIP

Two Coding Tidbits for Better Abscess Coding
When coding for procedures involving an ab-
scess, you’ll need two pieces of information:
1. The location of the abscess

2. The treatment method (e.g., incision and 
drainage, excision) for the abscess

In some cases, you also may need to know the 
approach (open, percutaneous) the provider 
uses in treating the abscess.

Know Your Abscess ABCs
An abscess is a collection of pus, a thick flu-
id that generally contains white blood cells, 
dead tissue, and foreign bacteria (e.g., Staph-
ylococcus aureus) or other infection. Think 
of an abscess as a miniature battlefield, where 
the body’s immune system is fighting against 
an infection. Both sides take casualties and in-
flict damage on the surrounding area.
An abscess may occur nearly anywhere on or 
in the body. For incision and drainage (I&D) 
of superficial abscess or abscess of the skin 
at any location, turn to 10060 Incision and 
drainage of abscess (eg, carbuncle, suppurative 
hidradenitis, cutaneous or subcutaneous abscess, 
cyst, furuncle or paronychia); simple or single or 
10061 Incision and drainage of abscess (eg, car-
buncle, suppurative hidradenitis, cutaneous or 
subcutaneous abscess, cyst, furuncle or paronych-
ia); complicated or multiple. 
As specified in the code descriptors, use 10060 
for single abscess, or for a small collection of 
purulent material (e.g., paronychia, or a small 
cyst around a hair follicle). In such a case, the 
infection is limited to the superficial subcu-
taneous tissues. For I&D of multiple abscess-
es, or for a single large or “complicated” ab-
scess, report 10061. The physician determines 
whether the abscess is simple/single vs. com-
plex/multiple, and this determination must be 
supported by documentation. If the medical 
record is not clear, ask the documenting phy-
sician for detail.

Below the Skin Calls for  
More Precise Code Selection
For abscesses below the fascia, or skin, cod-

ing is much more specific. To select an appro-
priate code to describe an “internal” abscess, 
check the CPT® index under the main term 
“abscess.” You’ll find nearly a full page of en-
tries, categorized primarily by location (e.g., 
bone, tissue-abdomen, tissue-nasal, etc.). Be 
sure to explore the index entries to select the 
most appropriate treatment method (I&D is 
most common) and approach (if applicable).
For example, if the provider treats an abscess 
of the kidney, look up the subterm “kidney” 
under the main term “abscess.” This will lead 
you to codes 50020 Drainage of perirenal or re-
nal abscess; open and 50021 Drainage of perire-
nal or renal abscess; percutaneous.
Caution: Do not code directly from the in-
dex. Confirm your code selection by referenc-
ing the full code descriptor in the tabular por-
tion of the CPT® codebook.
Note also that within the musculoskeletal sec-
tion of CPT®, there is a general incision code 
(20005 Incision and drainage of soft tissue ab-
scess, subfascial (ie, involves the soft tissue be-
low the deep fascia), as well as codes specific 
to: neck, shoulder, upper arm and elbow, fore-
arm and wrist, hand and fingers, pelvis and 
hip joint, femur and knee joint, leg and ankle 
joint, and foot and toes. For example, for I&D 
of an abscess below the fascia of the foot, any 
of the following may apply:

28001 Incision and drainage, bursa, foot

28002 Incision and drainage below fascia, with or without tendon 
sheath involvement, foot; single bursal space

28003  multiple areas

28005 Incision, bone cortex (eg, osteomyelitis or bone abscess), foot

Proper code selection depends heavily on the 
provider’s documentation. For example, the 
procedure note may specify a “deep” abscess, 
but you should still check with the perform-
ing provider to determine if the incision was 
below the fascia, as this could mean the dif-
ference between reporting 10060–10061, or 
a code describing a more extensive procedure. 

CO
DI

NG
/B

IL
LI

NG Soft tissue is incised to access
an abscess secondary to 

osetomyelitis

The procedure
is open

Report 20005 for deep or 
complicated procedures

 

A small incision is made to
drain an abscess or cyst

Report 10060 for simple or single lesion;
report 10061 for complicated or multiple
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article or topic, go to 
www.aapc.com

E/M Services
Sometimes getting paid for additional work takes ingenuity.

Q: In our family practice, I occasionally see docu-
mentation stating that one of our physicians re-
moved sutures that were placed by another pro-
vider outside the practice, such as an emergency 
department physician. Should we code separately 
for the suture removal?

A: Both CPT® and the Centers for Medicare & Medicaid Services 
consider suture removal to be part of a minor surgical procedure’s 

global package. If the same physician who placed the sutures removes 
them during the original procedure’s global period, you cannot report 
the removal separately. If a different physician removes the sutures (as in 
your case), the removal becomes part of any evaluation and management 
(E/M) service reported. 

Exceptions to this rule:

•	 If the patient must be placed under general anesthesia to 
remove the sutures, you may report 15850 Removal of sutures 
under anesthesia (other than local), same surgeon or 15851 Removal 
of sutures under anesthesia (other than local), other surgeon. 
Circumstances under which general anesthesia would be 
medically necessary or appropriate for suture removal are rare, 
however.

•	 Some private payers might allow you to report S0630 Removal 
of sutures by a physician other than the physician who originally 
closed the wound, as long as the physician who removed the 
sutures isn’t the one who closed the wound. Check with the payer 
before submitting this code. 

If suture removal is the primary reason for the patient encounter, claim 
V58.3 Encounter for other and unspecified procedures and aftercare; atten-
tion to surgical dressings and sutures as the primary diagnosis. 

CODING/BILLING

Both CPT® and the Centers for Medicare & Medicaid Services consider suture 
removal to be part of a minor surgical procedure’s global package.

Q: Can our physicians code separately for reading X-
rays and other images taken somewhere else? For in-
stance, may we report the appropriate X-ray CPT® 
code with modifier 26 Professional component at-
tached?

A: If another provider (e.g., hospital radiologist) previously read/inter-
preted the image, and has submitted a claim, your physician cannot 

separately code or be paid for the same work. For example, if the patient 
brings an X-ray report with him to his appointment, the provider does not 
earn payment simply for examining the films to determine the nature of the 
problem.

If the X-ray is relevant to the patient’s complaint, and the provider docu-
ments the relevance of this “data to be reviewed,” however, the effort of re-
viewing the images counts toward the complexity of medical decision-mak-
ing when determining the appropriate E/M service level.

G.J. Verhovshek, MA, CPC, is managing editor at AAPC.
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By Nancy Reading, RN, BS, CPC, CPC-P, CPC-I

■ AUDITINg/COMPLIANCE

EDI, EHR, and esMD
Makes sense out of the new world of electronic 
claims submission alphabet soup.

For coders, billers, and other healthcare business professionals, a 
crash course on electronic data interchange (EDI) is necessary due 
to HIPAA requirements that cover all entities involved in transmit-
ting electronic healthcare information (e.g., health plans, healthcare 
clearinghouses, and certain healthcare providers). The rules pertain 
to certain healthcare administrative transactions, such as claims, re-
mittances, eligibility, and claims status requests/responses, when 
sent electronically.

Resource: See www.wedi.org/docs/resources/hipaa-glossary-download.pdf?sfvrsn=0 for a complete 
list of HIPAA terms and definitions.

Content and Format Matter for Data Transfer
There are two distinct issues relevant to electronically transferred 
claims data: data content and the file format used to transmit data 
from one system to another. If the systems can’t recognize and store 
the information in a meaningful way, they can’t work properly. This 
is where the standardized HIPAA code set (data content) and ANSI 
X12 (file format) come in.
The HIPAA Transactions and Code Sets final rule, published Au-
gust 17, 2000, identifies CPT®, ICD-9-CM, and HCPCS Level II 
as the approved code sets for claims submissions. ICD-10-CM and 
ICD-10-PCS were added as approved code sets under the HIPAA 
Administrative Simplification: Modifications to Medical Data 
Code Set Standards to Adopt ICD-10-CM and ICD-10-PCS fi-
nal rule.
The movement towards electronic claims submission began with the 

Administrative Simplification Compliance Act (ASCA) of 2001, 
which required the use of electronic claims for providers to receive 
Medicare reimbursement after October 16, 2003. Following that, a 
uniform format was developed to ensure the meaningfulness of data 
to an enormous number of provider and payer systems.

Resource: For more on the ASCA, go to: www.cms.gov/Regulations-and-guidance/HIPAA-
Administrative-Simplification/HIPAAgenInfo/TheHIPAALawandRelated-Information.html.

There have been several iterations in these standard formats to ac-
commodate changing code set requirements. For example, modifi-
cations to the HIPAA Electronic Transaction Standards final rule, 
published January 16, 2009, replaced the current versions of stan-
dards with Accredited Standards Committee X12 Version 5010 
(ASC 5010). 
The HIPAA Electronic Transaction Standards final rule also ad-
dresses the National Council for Prescription Drug Programs 
(NCPDP) Version D.0, adopting a new standard for Medicaid sub-
rogation for pharmacy claims, known as NCPDP 3.0. Previously, no 
standard existed to allow state Medicaid agencies to recoup funds for 
payments made for pharmacy services to Medicaid recipients when a 
third-party payer had primary financial responsibility.
Within Version 5010 for Medicare, the file formats listed below are 
mandated per HIPAA for claims submission, remittance advice, 
claims status reporting, and patient/provider eligibility. These file 
formats have replaced the CMS 1500 form and UB 04 forms for 
Medicare initial claims submissions, unless the provider is eligible 
for a waiver. 
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Claims
There are four kinds of HIPAA claims or encounters: 837P, 837I, 
837D, and NCPDP.
•	 837-I (inpatient claims)
•	 837-P (professional claims)
•	 837-I COB (inpatient coordination of benefits)
•	 837-P COB (professional coordination of benefits)
•	 NCPDP 
•	 837 – D (dental claims)

Remittance Advice
•	 835 

Claim Status Inquiry/Response
•	 276/277

Eligibility Inquiry/Response
•	 270/271

Source: “Coordination of Benefits Agreement (COBA) Companion Guide for Health Insurance Portability 
and Accountability Act (HIPAA) 837 Institutional and Professional Medicare Coordination of Benefits Version 
5010 (COB)/Crossover Claim Transactions” (www.cms.gov/Medicare/Coordination-of-Benefits-and-
Recovery/COBA-Trading-Partners/Downloads/HIPAACompanionguide101211.pdf)

If you are scratching your head, wondering how this applies to 
your practice, carefully consider the following two issues when 
working with your vendors to complete systems upgrades in ad-
vance of the (now delayed) ICD-10-CM start date.

1. Provider Taxonomies
Under HIPAA 5010, restrictions have been removed for using 
provider taxonomies. The provider’s taxonomy code may be 
reported at any level without restriction for both 837 institu-
tional and professional claims. 
Both the current ASC X12 837 institutional and profession-
al Technical Report Type 3 (TR3s) require the National Uni-
form Claim Committee’s (NUCC) Healthcare Provider Tax-
onomy Codes (HPTC) set to be used to identify provider spe-
cialty information on a healthcare claim; however, they do not 
mandate the reporting of provider specialty information. Nei-
ther do they mandate HPTC to be on every claim, or for ev-
ery provider to be identified by specialty. Per MLN Matters® 
MM8211, this information is “Required when the payer’s ad-
judication is known to be impacted by the provider taxonomy 

code.” Individual Medicare carriers may use this information for 
identifying subspecialties in the future, and this information may 
be useful in appealing denied claims where treatments across pro-
viders was medically necessary as performed by the sub specialist, 
such as in cardiology. The two-character system of identifying a 
cardiologist using 06, which maps to 201RC0000X, will not pro-
vide this level of granularity:

207RC0000X

Allopathic & 
Osteopathic 
Physicians Internal Medicine Cardiovascular Disease

207RC0001X

Allopathic & 
Osteopathic 
Physicians Internal Medicine

Clinical Cardiac 
Electrophysiology

Medicare, in general, does not currently use HPTCs to adjudicate 
its claims; however, Medicare systems will validate any HPTC 
that a provider supplies against the NUCC HPTC code set. If the 
code on the claim is not valid or current, the claim will deny. The 
10-digit taxonomy code associated with the provider’s National 
Provider Identifier (NPI) number is referenced in the claims adju-
dication system. If the taxonomy associated with the provider NPI 
is not set up in the provider file, the claim will fail. To date, two-
digit specialty indicator codes are still in use.
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2. Electronic Submission of Medical Documentation (esMD)
On September 15, 2011, the Centers for Medicare & Medicaid 
Services (CMS) implemented the Electronic Submission of Med-
ical Documentation (esMD) system, which enables providers to 
send medical documentation to review contractors, electronical-
ly. The system is Exchange compatible, based on standards devel-
oped by the Office of the National Coordinator for Health Infor-
mation Technology (ONC).
Using esMD is not mandatory for providers. Review contractors 
are prohibited from targeting providers for medical review be-
cause they use esMD. Transactions are safe and secure because the 
esMD system uses ONC’s Exchange gateway standards.
As of September 2011, providers are able to respond to these re-
quests for medical documentation electronically using esMD 
via Medicare’s esMD gateway. Since September 2011, CMS en-
hanced the esMD gateway to support several new use cases, for 
example: 
•	 September 2012: CMS implemented a prior authorization 

(PA) process via the esMD gateway for power mobility 
devices (PMDs) for fee for service Medicare beneficiaries 
who reside in seven states with high populations of error 
prone providers (Cali., Ill., Mich., N.Y., N.C., Fla., and 
Texas). Phase 2 will allow for expansion to additional 
carriers.

•	 January 2013: CMS expanded their esMD gateway to 
allow durable medical equipment suppliers and providers 
to send electronic PA Requests to Medicare review 
contractors. 

•	 June 2013: CMS enabled automated Prior Authorization 
Review Results Responses from Medicare review 
contractors to health information handlers via the esMD 
gateway. 

There are also future enhancements planned for the esMD sys-
tem that will allow:
•	 Providers to submit first level appeal requests: CMS 

plans to expand the esMD system to enable providers to 
submit first level appeal requests electronically, starting in 
2014. Review contractors participating in the initial release 
for this functionality are volunteers.

•	 Providers to submit recovery auditor discussion 
requests: Currently, providers who want to request a 
discussion of the results of a recovery auditor review must 
do so via mail or fax. CMS plans to expand the esMD 
system to allow providers to submit discussion requests, in 
.pdf format, to recovery auditors starting in 2014.

Medicare’s esMD system provides an alternative mechanism for 
submitting medical documentation, PMD PA requests, and PMD 
result code responses to review contractors. A list of review con-
tractors accepting esMD transactions, as well as receiving PMD 
PA requests and sending PMD PA review results can be found 
at: www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-Systems/
ESMD/Which_HIHs_Plan_to_Offer_gateway_Services_to_Providers.html.
For a list of contractors who can handle esMD transactions see: 
www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-Systems/
ESMD/Review-Contractors.html

You can find the latest CMS white paper on esMD progress at: 
www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-Systems/
ESMD/Downloads/ESMD-Semi-Annual-Report_Final_508_Oct012013-Mar312014.pdf. 
A final note: Regional carriers are in different stages of imple-
menting the electronic tools described in this article. If you have 
any question about your carrier’s progress, check with both the lo-
cal carrier and your claims clearinghouse. 

Nancy Reading, RN, BS, CPC, CPC-P, CPC- I, comes equipped with a Registered Nurse 
license, a Bachelor of Science in Biology/Chemistry and 25 years of coding experience. She 
has worked gamut from a large university practice with over 1000 providers to Medicaid. 
As a past employee of AAPC, Reading had a hand in just about everything. She is a member 
of the Salt Lake South Valley, Utah, local chapter.

If the systems can’t recognize and store the information 
in a meaningful way, they can’t work properly.

Maintenance of the HPTC Set
The HPTC set is maintained by the NUCC, for standardized clas-
sification of health care providers. The NUCC updates the code set 
twice per year, with changes effective April 1 and October 1. The 
HPTC set is available for view or for download from the Washing-
ton Publishing Company (WPC) at www.wpc-edi.com/reference/. 
The HPTC set online revisions made since the last release can be 
identified by the color code: 
•	 New items are green; 
•	 Modified items are orange; and 
•	 Inactive items are red. 
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QUICK TIPS

Tips for Successful Medical Billing

By Olga Khabinskay, COO

CODING/BILLING

Medical billers and providers nationwide face difficulty when establishing best medical 
billing practices for improving practice revenue cycles. With a goal to submit clean claims 
that support appropriate reimbursement levels, the following tips may help you to estab-
lish successful medical billing in your practice:

 ✓ Verify appropriate eligibility and benefits before 
rendering services. Incorrect insurance informa-
tion and non-covered services are the leading cause 
of easily avoided denials.

 ✓ Submit claims on appropriate and updated claim 
forms: CMS 1500 and UB04 forms, or the elec-
tronic equivalents 837P and 837I. The type of 
form submitted significantly affects claims pro-
cessing. 

 ✓ File claims in accordance with insurance-specific 
medical policies and state and federal billing regu-
lations and guidelines. A biller should have a con-
crete understanding of HIPAA regulation and 
compliance policies.

 ✓ Know your provider type, revenue codes, covered 
ICD-9 codes, and up-to-date CPT®/HCPCS Level 
II codes to appropriately report services rendered.

 ✓ Understand and use National Correct Coding Ini-
tiative (NCCI) edits, and medically unlikely edits 
(MUEs). You must identify bundled CPT® codes 
when services are rendered by the same provider 
on the same date of service. Understanding NCCI 
edits helps you to submit claims with appropriate 
modifiers. 

 ✓ Submit claims in a timely manner. Timely fill-
ing limits vary by insurance company and provid-
er status (in network vs. out of network). Know the 
guidelines to avoid timely filling denial. 

 ✓ Keep current with industry trends, state and fed-
eral legislation, and insurance policy updates and 
changes. Often, you can sign up with insurance 
vendors on their websites (e.g., www.cigna.com, www.
aetna.com, etc.) to receive monthly updates. Like-
wise, you can sign up on state and federal carriers’ 
websites (e.g., www.cms.gov) to receive regular bulle-
tins and newsletters as they are released. 

 ✓ Put in place quality assurance measures to ensure 
the accuracy of claims submitted. For example, se-
lect a random sample of submitted claims and veri-
fy the medical necessity, coding, and billing based 
on patient charts. Internal audits protect the prac-
tice and help prevent future insurance disputes, re-
funds, or audits.

Successful medical billing is a direct link to a healthy reve-
nue cycle. Today’s healthcare environment leaves no room 
for mistakes in the medical billing process.

Olga Khabinskay is chief operating officer of WCH Service Bureau, Inc. (www.
wchsb.com). With 13 years of medical billing experience, WCH Certified Medi-
cal Billing Professionals provide insight to practices in medical billing.
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By Michelle Ann Richards, CPC, CPMA, CPPM, CPCO

■ AUDITINg/COMPLIANCE

Make Training and 
Education Mandatory
Set your practice’s compliance program 
up for success, not failure.

Training is an essential part of any compliance program. If 
employees don’t know about compliance issues and the ap-
plicable laws and regulations specific to their job descrip-
tions, your compliance program will fail. Conversely, if em-
ployees understand how the rules affect them personally, 
they will be more willing to embrace necessary protocols.

Put Your Policy in Writing
To begin, create a written policy mandating training and ed-
ucation. Next, determine who should be trained, the dura-
tion of the training, and who should conduct it. Essentially 
all employees, independent contractors, and agents of your 

practice or medical organization should be educated in the 
significance of the compliance program and its operation, 
including the audit and reporting functions and features. 
All employees should know there are consequences for 
not attending any required training sessions. A policy ti-
tled “Training and Education” should clearly explain what 
these consequences might be. Examples may include a per-
formance improvement plan, corrective action, suspension, 
etc. The expectations of training cannot be stressed enough. 
Employees must clearly understand that their employer ex-
pects them to attend training throughout the year.  
Employees should be provided with a timeline of when the 
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Training and Education

AUDITING/COM
PLIANCE

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

training is expected to be completed. A few days prior to the 
deadline it’s best practice to send the employee a reminder. 
At that point, if the timeline has expired and the employ-
ee still has not completed his or her mandated training, the 
next step per the Training and Education policy must be 
followed.

Make Training Mandatory
Training should consist of overviews of federal and state 
fraud and abuse laws and regulations, employment laws and 
regulations, and health and welfare laws and regulations. 
Everyone must understand his or her role in adhering to the 
compliance program, including a duty to report miscon-
duct. Be sure to explain the procedures and methods to re-
port suspected misconduct, as well as the conditions of con-
fidentiality (and when/where confidentiality ends). Assure 
employees they will not be retaliated against for good faith 
reporting.
Each person should be educated and trained in the specific 
areas applicable to their department. As soon as possible af-
ter their date of hire, all new employees should receive ini-
tial training regarding your practice or organization’s com-
pliance program, as well as specific, job-related compliance 
training. 

Require internal and external education and training up-
dates for all staff members at least annually. These updates 
should include a refresher of HIPAA rules and regulations 
and your compliance program (with an explanation of how 
these updates specifically relate to employees’ roles and re-
sponsibilities).

Document Training and Continue Maintenance
Document all training. Best practice is to document the date 
and time of training, provide a brief summary of what was 
covered, and ask both trainer and trainee to verify their par-
ticipation with a signature. Employees should understand 
the expectations of your practice or organization with re-
gard to additional training required to perform their job in 
compliance.
Your practice or medical organization will need a written di-
rective regarding maintenance and retention of training and 
education records. Each individual’s attendance at all train-
ing and education seminars should be documented and re-
tained in his or her human resource file, as well. During an 
annual review of employee records, your practice or organi-
zation will need to audit these records to ensure the training 
requirements have been met. 

Michelle Ann Richards, CPC, CPMA, CPPM, has 21 years of practice manage-
ment experience. She has been an auditing and compliance consultant for AAPC 
since 2009, and was promoted earlier this year to manager, Compliance division. 
Richards teaches the CPPM boot camp and holds a Bachelor of Science in Health 
Care Administration. She is a member of the Elyria, Ohio, local chapter.

Require internal and external 
education and training updates for all 

staff members at least annually.

Look for More on Compliance Plans
Over the next few months, we will discuss compliance to kick off AAPC’s recently 
created compliance-solution software, 7Atlis. Next month, Health Business 
Monthly will feature compliance-risk assessments.

Compliance does not have to be a difficult process. For more information on 
7Atlis or to view a demo, please log onto http://www.7atlis.com/.
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By Marcia L. Brauchler, MPH, CMPE, CPC, CPC-H, CPC-I, CPHQ

■ AUDITINg/COMPLIANCE

Answer Common HIPAA Questions
How can our practice use social media under HIPAA? 

Social media can be an exciting and valuable tool when used wise-
ly; however, it can also put a practice at risk. If you haven’t done 

so already, create a social media policy for your practice, and seek 
to understand how employees and providers are using social me-
dia, both during and outside of work hours. 

A “Social Media Policy” Provides Direction (and Cover)
To ensure you’re protecting your practice from the perils of so-
cial media, while still maximizing its potential, designate a social 
media policy to guide you and your employees’ use of this tool. 
How you plan to use social media sites for marketing your practice 
should be clearly defined. Make sure your employees understand 
what they can post on social media websites from their personal ac-
counts. For instance, what if a patient sends a friend request to one 
of your employees or providers on Facebook or another online site? 
Practices can have a policy that restricts “friending” of patients or 
family members. This allows the provider or employee to politely 
decline the request, stating that it would be against practice policy. 
Resource: See Form A (on the next page) for a Social Media Policy 
from the Physicians’ Ally, Inc. HIPAA Policy and Procedure bind-
er to use as a guide in creating your own policy.  

Patient Privacy Is Paramount
Perhaps the most worrisome concern relative to social media is vi-
olating patient privacy protections under HIPAA. Patient priva-
cy should always be a concern when putting information online, 

even when a practice believes that all patient identifiers have been 
removed and the information is “de-identified” (i.e., not subject 
to HIPAA because the information can’t be attributed to any one 
individual). Often, seemingly de-identified patient case studies or 
stories can be linked to the specific individual by using commonly 
available information. One example is a news agency that wanted 
to cover a story on a teenager who had died from taking a certain 
medicine. The news agency was able to match details provided by 
the medical provider in a blog with obituary information to iden-
tify the patient and contact her family for a story.
There are countless examples of providers taking seemingly harm-
less photos of patients’ tattoos, skin piercings, or other seemingly 
unidentifiable body parts and posting them online, only to learn 
later that the patient filed a complaint. Medical boards have also 
disciplined providers for unprofessional behavior related to social 
media blogs, posts, communications, and images. Disciplinary ac-
tions range from a letter of reprimand to revocation of a provider’s 
license to practice medicine. 

Tips to Protect Privacy and More
1. Patient privacy and confidentiality must be protected at all 

times, especially on social media and social networking web-
sites. When using the Internet for social networking, employ-
ees and providers should use privacy settings to safeguard pa-
tient information to the highest extent possible. They should 
also realize that privacy settings are not absolute and that 

The news agency was able to match 
details provided by the medical 
provider in a blog with obituary 
information to identify the patient 
and contact her family for a story.

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance
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when information ex-
ists online, it will likely be 
there for a long time (if not 
permanently). Most im-
portantly, your social me-
dia policy should be very 
clear that providers and 
employees are prohibited 
from posting any identi-
fiable patient information 
online. 

2. Have patients authorize 
the use of their personal in-
formation online, includ-
ing for use in testimoni-
als, success stories, photos, 
videos, etc. If a practice 
wants to use pictures or 
videos for promotions or 
other reasons, make sure the patients sign a valid HIPAA au-
thorization form. These forms are required before a patient’s 
image can be used in any medium for educational, promo-
tional, advertising, or other purposes.

Resource: Use Form B (on the next page) as a guide for you to cre-
ate your own “Authorization Form for Media Events,” provided 
by Physicians’ Ally, Inc. 

3. Train providers to apply the same ethical and professional con-
duct online as they use in their daily actions offline. The Amer-
ican Medical Association published a policy to guide provid-
ers in the use of social media entitled “Professionalism in the 
Use of Social Media.” Recommendations include: 

•	 Providers who interact with patients on the Internet must 
maintain appropriate boundaries of the patient/physician 
relationship in accordance with professional ethical 
guidelines, just as they would in any other context; 

•	 Providers should consider separating personal and 
professional content online;

•	 Providers should recognize that actions online and content 
posted can negatively affect their reputations among 
patients and colleagues, and may have consequences for 
their medical careers. 

4. Social media can enter into what HIPAA regulates as mar-
keting to patients. HIPAA has new rules on what is consid-
ered “marketing,” and what practices can do to market to pa-
tients. HIPAA requires patients to sign a valid authorization 
form declaring their permission before a practice can mar-
ket to that patient. This authorization form must be kept by 
the practice for six years. (See June 2014 Healthcare Business 
Monthly, “Answer Common HIPAA Questions” pages 62 
-63, for more information on marketing under HIPAA). 

5. Ensure that vendors who assist you in social media activities sign 
a business associate agreement. HIPAA has new rules on what 
types of vendors are considered business associates under 
HIPAA. Practices must sign business associate agreements 
with these vendors that obligate the vendor to safeguard the 
patient information it maintains or has access to. Software 
vendors, such as “Constant Contact” and others who have ac-
cess to your patient list, are considered to be business asso-
ciates and must sign agreements with a practice to maintain 
compliance with HIPAA. (See May 2014 Healthcare Busi-
ness Monthly, “Answer Common HIPAA Questions,” pag-
es 46-47, for more information on business associates under 
HIPAA). 

The Practice of ________________________________  

HIPAA Policies & Procedures 

Social Media 

The	  Practice	  recognizes	  that	  participating	  in	  social	  networking	  and	  other	  similar	  
Internet	  opportunities	  can	  support	  workforce	  members’	  personal	  expression,	  
enable	  Providers	  to	  have	  a	  professional	  presence	  online,	  foster	  collegiality	  and	  
camaraderie	  within	  the	  profession,	  and	  provide	  an	  opportunity	  to	  widely	  
disseminate	  public	  health	  messages	  and	  other	  health	  communication.	  However,	  
social	  networks,	  blogs,	  and	  other	  forms	  of	  communication	  online	  also	  create	  new	  
challenges	  to	  the	  privacy	  and	  confidentiality	  of	  Patient	  PHI.	  

1. The	  Practice	  encourages	  all	  workforce	  members	  and	  Providers	  to	  be	  
cognizant	  of	  standards	  of	  Patient	  privacy	  and	  confidentiality	  that	  must	  be	  
maintained	  in	  all	  environments,	  including	  online,	  and	  must	  refrain	  from	  
posting	  identifiable	  Patient	  information	  online.	  

2. Social	  media	  websites	  may	  only	  be	  visited	  for	  work-‐related	  or	  supervisor-‐
approved	  purposes.	  

3. When	  using	  the	  Internet	  for	  social	  networking,	  workforce	  members	  and	  
Providers	  should	  use	  privacy	  settings	  to	  safeguard	  personal	  information	  and	  
content	  to	  the	  extent	  possible,	  but	  should	  realize	  that	  privacy	  settings	  are	  not	  
absolute	  and	  that	  once	  on	  the	  Internet,	  content	  is	  likely	  there	  permanently.	  

4. Physicians	  who	  interact	  with	  Patients	  on	  the	  Internet	  must	  maintain	  
Patient/Physician	  relationship	  boundaries	  in	  accordance	  with	  professional	  
ethical	  guidelines.	  

Form A  
(Source: Physician’s Ally, Inc.  

HIPAA Policies & Procedures binder)
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Authorization Form for Media Events 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) states that the Practice cannot 
share your Protected Health Information (PHI) without your permission, except in certain situations. For 
example, your PHI can be shared without your permission if it is used to facilitate your healthcare 
treatment, payment, or for healthcare operations. By signing this form, you are giving us permission to 
share your PHI as you indicate below.  
 
I understand that my healthcare and the payment for my healthcare will not be affected by my signing this 
form. I understand that treatment, payment, enrollment or eligibility for benefits will not depend in any way 
on whether I sign this authorization or not.  I further understand that I may inspect and copy any 
information disclosed pursuant to this authorization, and that I will receive a copy of this form upon 
signing it if the Practice is soliciting my signature.   
 
I understand that if the organization authorized to receive the information is not a health plan or 
healthcare provider or other entity considered a covered entity under HIPAA, the released information 
may no longer be protected by federal privacy regulations.  I further understand that information disclosed 
pursuant to this authorization may be re-disclosed by the parties listed below and no longer protected. 
 
I understand that this authorization is voluntary and may be revoked at any time by submitting my desire 
to revoke this Authorization in writing to the Practice. I further understand that any such revocation does 
not apply to the extent that persons authorized to use and/or disclose my health information have already 
acted upon my previous authorization(s). 
 
In consideration of my participation in an interview, testimonial, photograph or video for the Practice, I 
hereby consent to the publication, reproduction, distribution or other use by the Practice, their successors 
and assigns, of my name, photograph, likeness, words, voice and/or personal data for broadcasting, 
commercial, advertising, public service announcement, trade, fundraising or any other purpose. 
 
I am the age of majority or greater, or if a minor, I have read this release and had it signed and ratified by 
my legal guardian.   
 
Patient Name: _____________________________________________________________________________  
 
Persons/Organization(s) to receive the information:________________________________________________  
 
________________________________________________________________________________________  

 
Specific description of information to be disclosed or used (include applicable dates) and what format the 
media : __________________________________________________________________________________  
 
________________________________________________________________________________________  

 
What is the purpose of the requested use or disclosure?   
 
________________________________________________________________________________________  

 
This Authorization will expire when the Practice is no longer using the interview, testimonial, photograph 
or video, or earlier if revoked in writing by the Patient. 
 
________________________________________________________________________________________  

 
Patient Signature Date 
 
__________________________________________ _____________________________ 

Form B (Source: Physician’s Ally, Inc. HIPAA Policies & Procedures binder)
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To discuss this  
article or topic, go to 
www.aapc.com

Never defend the practice or respond to a 
patient’s negative comments online.

A Few “Never” Reminders
•	 Never defend the practice or respond to a patient’s 

negative comments online. Take this conversation offline. 
Seemingly innocent comments such as, “We dismissed 
this patient from our practice,” can get the practice in big 
trouble with the federal government under HIPAA.

•	 Never post photos of patients — or any part of patients, no 
matter how unidentifiable they seem — online. There have 
been many cases where individuals were sanctioned or sued 
by patients, friends, and family members who recognized 
the patient from the online post. (Source: Office of Civil 
Rights website) 

•	 Never text patient information without ensuring a secure 
(i.e., encrypted) method for doing so. The practice, not the 
patient, is responsible for ensuring the safe transmission of 
patient information over open networks. 

Marcia L. Brauchler, MPH, CMPE, CPC, CPC-H, CPC-I, CPHQ, is the president and 
founder of Physicians’ Ally, Inc., a full service healthcare company, where her and diverse 
staff provide advice and counsel to physicians and practice administrators, and education 
and assistance on how best to negotiate managed care contracts, increase reimburse-
ments to the practice, and stay in compliance with healthcare laws. Brauchler’s firm sells 
updated HIPAA policies and procedures at www.physicians-ally.com. She is a member of 
the South Denver, Colo., local chapter.
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Each person is different, 

and so is each career 

opportunity.

That’s why at Aerotek, we find out 
what’s important to each individual 
and each company to find the perfect 
fit. Every time. 

We specialize in placing Medical Coders, 
Medical Billers, Auditors and more. As 
a leader in professional, technical and 
industrial staffing we place candidates 
in contract, contract-to-hire and direct 
placement positions. 

To find out how Aerotek can find you 
the perfect fit, visit Aerotekjob.com or 
call 801-844-4019.

BRINGING GREAT PEOPLE AND
GREAT ORGANIZATIONS TOGETHER

Contact your local office today. 
1-888-AEROTEK | Aerotekjob.com

      kellyservices.us/healthcare 
Kelly Healthcare Resources® is a registered trademark of Kelly Services
An Equal Opportunity Employer © 2014 Kelly Services, Inc.  Z0669

Changes in the medical coding system are creating great 
new opportunities for healthcare industry professionals. 

For more information, and to apply, visit  
kellyservices.us/healthcare today!

now hiring:
 Medical coders  Medical billers  Medical auditors

A unique opportunity to join a team of the best paid coding experts 
with the most respected coding company in the country for 19 years.
We are looking for 40 coders who have 3 years of single specialty 
coding experience and want to work from home.  We are particularly 
interested in coders with expertise in E&M encounter coding, 
Otolaryngology/Head & Neck Surgery, Urology, 
and Ophthalmology.
You would be crazy not to talk to us!

The Coding Network is
 recruiting coders

Apply online:  www.codingnetwork.com/medical-coding-jobs-aapc/ promo code AAPC HBM
or  Contact Neal Green at (310) 459-4186 or ngreen@codingnetwork.com
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Amy Jensen, CPC-H-A
Amy M Henson, CPC-A
Ananda Mahalingam, CPC-A
Anbarasan Janarthanam, CPC-A
Andrea Francielle Peco, CPC-H-A
Andrea Gamble, CPC-A
Andrea Harding, CPC-A
Andrea Harriman, CPC-A
Andrea Jill Hickman, CPC-A
Andrea John, CPC-A
Andrew Harrison, CPC-A
Andrie Kazamias, CPC-A
Angel S Edmonds, CPC-A
Angel Skoglund, CPC-A
Angela Davis, CPC-A
Angela Ezzelle, CPC-A
Angela Fredrickson, CPC-A
Angela Harter, CPC-H-A
Angela Phillips, CPC-A

Angela Sanchez, CPC-A
Angela Schneider, CPC-A
Angela Sossei, CPC-A
Angelica Martinez, CPC-A, CPC-H-A
Angelica Van Osdel, CPC-A
Angelique Djekoundade Stringfellow, 
CPC-A
Angie Bates, CPC-A
Anilkumar Thekkanat Kuttappan, CPC-A
Anisah K Baksh, CPC-A
Anitta Sarah Paul, CPC-A
Anjaly Joseph, CPC-A
Anju Kumar, CPC-A
Ankit Jaiswal, CPC-A
Ankita Bakshi, CPC-A
Ann Potter, CPC-A
Anna Shankel, CPC-A
Annamalai Kathiresan, CPC-A
Anne Elizabeth Ervin, CPC-A
Annette Vita, CPC-A
Annie Brown, CPC-A
Annie Harris, CPC-A
Annie Philip, CPC-A
Anthony Powers, CPC-A
Antony Felix Gnanaprakasam, CPC-A
Anugu Srinivas, CPC-H-A
Anupama rani Kedar nath Pathak, CPC-A
Anusha Rajan, CPC-A
Anusharani Koyyada, CPC-H-A
Anusuya Palani, CPC-A
Anvesh Alladi, CPC-H-A
Anya Coultas, CPC-A
April Bunyi, CPC-A
April Danielle Bower, CPC-A
April Eubank, CPC-A
Ariel Velitschkowski, CPC-A
Arlene Suchan, CPC-A
Arun Chiranji, CPC-A
Aruna Chilukuri, CPC-A, CPC-H-A
Aruna Kannada, CPC-A
Arvind KS, CPC-A
Asha Sreeramineni, CPC-A
Ashanti Woodard, CPC-A
Ashar Ahmed, CPC-A
Ashish Mathur, CPC-A
Ashleigh M Greybull, CPC-A
Ashley Ann Kent, CPC-A
Ashley Fraley, CPC-A
Ashley Seyer, CPC-A
Ashley Yancy, CPC-A
Ashokumar Chandrasekar, CPC-A
Ashwini Kuppuraju, CPC-A
Aswini Srinivasan, CPC-A
Audra Wheeler, CPC-A
Avijit Roy, CPC-A
Avinash Kumar, CPC-A
Ayesha Hampton, CPC-A
Ayeshwarya Lakshmi Sivasankaran, 
CPC-A
Azure Mayfield, CPC-A
Banu Priya Sathiyamoorthy, CPC-A
Barbara J Austin, CPC-A
Barbara Turner, CPC-A
Barbara Urbielewicz, CPC-A
Baskar Kandasamy, CPC-A
Bavani Nagarajan, CPC-A
Becky Briggs, CPC-A
Bekki Deepthi, CPC-H-A
Belen Ortiz, CPC-A
Beth Anne Maney, CPC-A
Beth Leonard, CPC-A
Bethanie Clausen, CPC-H-A
Bethany Casey, CPC-A
Bethany Davis, CPC-A
Betty Evans, CPC-A
Beula Devi, CPC-A
Bev Caro, CPC-A
Beverly Kopac, CPC-A

Bhagya Rajagopal, CPC-A
Bharathi Elia, CPC-A
Bhuvaneshwari Muthu, CPC-A
Bhuvaneswari Sivakumaran, CPC-A
Bill McAlpine, CPC-A
Brande McBurnette, CPC-A
Brandi Jo Brashear, CPC-A
Brandon Olinger, CPC-A
Breanne Hale, CPC-A
Brenda Roos, CPC-A
Brenda Sedo, CPC-A
Briana Powers, CPC-A
Brienne Howell, CPC-A
Brigette Jane Johnson, CPC-A
Brittany Crafts, CPC-A
Brittany Foster, CPC-A
Brittany Plyman, CPC-A
Brookie Martin, CPC-A
Bushra Anjum, CPC-H-A
Caitlin Seamans, CPC-A
Camille White-Jackson, CPC-A
Candice Young, CPC-H-A
Candie Maddox, CPC-A
Candis Fashing, CPC-A
Cara Geiger, CPC-A
Caren LeClair, CPC-A
Cari Howard, CPC-A
Carla Vanacore, CPC-A
Carli Eliason, CPC-A
Carlos Augusto Carioca Gomes, CPC-
H-A
Carlos Chavez, CPC-A
Carol Clegg, CPC-H-A
Carol Rajopa, CPC-A
Carol Roberts, CPC-A
Carol Von Hofen, CPC-A
Carole Conlan, CPC-A
Caroline Raymond, CPC-A, CPC-H-A
Carolyn Edwards, CPC-A
Carolyn Hanson, CPC-A, CPC-H-A
Carolyn Holmes, CPC-A
Carrie Darlene DeJarnett, CPC-A
Carrie Flannell, CPC-A
Carrie Thomson, CPC-A, CPC-H-A
Carrie Westbrook, CPC-A
Casey Joel Pitzer, CPC-A
Casey Layton, CPC-A
Casey Tucker, CPC-A
Cassandra Breitenbach, CPC-A
Cassandra Hansen, CPC-A
Catherine I Kehoe, CPC-A
CatherinMary Arokiaraj, CPC-A
Cathy Carter, CPC-A
Cathy R Bonsall, CPC-A
Chaithanya Mahender Reddy, CPC-A
Chandra Sekhar Pasupula, CPC-A
Chandran Ulaganathan, CPC-A
Chandrasekar S, CPC-A
Charlene Beattie, CPC-A
Charlene Truman, CPC-A
Charles Earl Posey, CPC-A
Charles Huneke, CPC-H-A
Charles Purdin, CPC-A
Charlotte Dunkle, CPC-A
Chelsea Barry, CPC-A
Chelsea Chambers, CPC-A
Chelsea DeShazer, CPC-A
Chelsea Ramsey, CPC-A
Chelsea Stuart, CPC-A
Chelsey Donholt, CPC-A
Chelsey Myers, CPC-A
Chelsey Smith, CPC-A
Cherice Kastner, CPC-A
Cheryl Irene Young, CPC-A
Cheryl Y Drost, CPC-A
Chi Le, CPC-A
Chippa Kavitha, CPC-H-A
Chitra Rajendran, CPC-A

Chloe Pittel, CPC-A
Chris Fisher, CPC-A
Chris Strickland, CPC-A
Christi Lee Mims, CPC-A
Christian Robert Deblois, CPC-H-A
Christina McClellan, CPC-A
Christina Muller, CPC-A
Christine Proto, CPC-A
Christine Sovet, CPC-A
Christopher Antwuan Howell, CPC-A
Christopher Kershner, CPC-A
Christy Schorr, CPC-A
Chyanne Ardella Pleasanton, CPC-A
Cindy Smith, CPC-A
Cindy Ann Clifford, CPC-A
Clara He, CPC-A, CPC-H-A
Clara Whitten, CPC-A
Claudia Graver, CPC-H-A
Claudia Nalence, CPC-A
Clayton Rocco Barr, CPC-A
Clyde Pickral, CPC-A
Colleen Frey, CPC-A
Colleen Noone, CPC-A
Concepcion Lopez Concepcion, CPC-A
Connie Butts, CPC-A
Connie Capps, CPC-A
Connie Carey, CPC-A
Connie Renee Goldston, CPC-A
Connie S. Williams, CPC-A
Courtney Holden, CPC-A
Crissy D Burdette, CPC-A
Crystal Gayle Garrett, CPC-A
Crystal Yvonne Mata, CPC-A
Cynthia Gregg, CPC-A
Cynthia Jackson, CPC-A
Cynthia Moore, CPC-A
Cynthia Rodriguez, CPC-A
D Krishna Kumar Reddy, CPC-H-A
Daffny Joseph, CPC-A
Daisy Abellon Valenzuela, CPC-H-A
Daisy Ramirez Rodelo, CPC-A
Damerla Chandrasekhar, CPC-H-A
Dana Haykin, CPC-A
Dana Ricci, CPC-A
Danelle M Abbas, CPC-A
Danielle DePietro, CPC-A
Danielle Marie Moss, CPC-A
Danielle Pitman, CPC-A
Danielle Solferino, CPC-A
Darby Andreasen, CPC-A
Darcie Waddell, CPC-A
Daria Fay, CPC-A
Darin J Peters, CPC-A
Darlene I Lowry, CPC-A
DarLina Wagner, CPC-A
Dashandra Adams, CPC-A
Dathrika Bhaskar, CPC-A
David James Johnson, CPC-A
David Lindsey, CPC-A
Dawn Cruz, CPC-A
Dawn M Bove-Domenech, CPC-A
Dayna Berry, CPC-A
Deana M Williams, CPC-A
Deb Wavra, CPC-A
Debaleena Chakraborty, CPC-A
Debbie Ryan, CPC-A
Debi Norris, CPC-H-A
Deborah Ann Cox, CPC-A
Deborah Clark, CPC-A
Deborah Collins, CPC-A
Deborah Martchev, CPC-A
Deborah Mattoon, CPC-A
Debra Beglau Keys, CPC-A
Debra Lee Anthony, CPC-A
Debra-ann Jackson, CPC-A
Deepika Mohan, CPC-H-A
Deepti Sharma, CPC-A
Deirdre Wiley, CPC-A

Delore Dyer, CPC-A
Delphin Shaila Davidson, CPC-A
Demora Bales, CPC-A
Denise A Moore, CPC-A
Denise Ann Peffer, CPC-A
Denise Atchley, CPC-A
Denise Bentham, CPC-A
Denise Mohler, CPC-A
Denise N Conner, CPC-A
Denise Powers, CPC-A
Denita Reed, CPC-A
Desiree’ Brown, CPC-A
Desiree Lawrence, CPC-A
Devin Rae DiGiovanni, CPC-A
Dhanalakshmi Nallamuthu, CPC-A
Dhanamani Kandasamy, CPC-A
Dhanasekhar Mupparaju, CPC-A, 
CPC-H-A
Dhanesh Murali, CPC-A
Dhanya P.K., CPC-A
Dhara Thaker, CPC-A
Dhileepan Sollinselvan, CPC-A
Dhulipala Srividya, CPC-H-A
Diana Alaniz, CPC-A
Diana Bruns, CPC-H-A
Diana Sathiya Sathiyanathan, CPC-A
Diane Black, CPC-A
Diane Davis, CPC-H-A
Diane L Renke, CPC-A
Dianna Killpack, CPC-A
Dinesh Karuppaiyan, CPC-A
Divya Mekala, CPC-H-A
Divya Rajendran, CPC-A
Donna Albright, CPC-A
Donna Buan, CPC-A
Donna Whitledge, CPC-H-A
Doris Senecal, CPC-A
Dorothy Chance, CPC-A
Doug Villalpando, CPC-A
Durga Devi Karunakaran, CPC-A
Eden Koeppel, CPC-A
Edwin Moon, CPC-A
Ehtesham Ulhaq, CPC-A
Eileen Dodd, CPC-A
Eileen Fey, CPC-A
Eileen Walsh, CPC-A
Elaine Jarvis, CPC-A
Elaine Silberman, CPC-A
Elise Ortloff, CPC-A
Elizabeth Ainaire, CPC-A
Elizabeth Amala Savariappan, CPC-A
Elizabeth Ann Zuber, CPC-A
Elizabeth Becerra, CPC-A
Elizabeth Dittrich, CPC-A
Elizabeth Durin, CPC-A
Elizabeth Fletcher, CPC-A
Elizabeth Koronkiewicz, CPC-H-A
Elizabeth Miguel, CPC-A
Elizabeth S. Baxter, CPC-A
Elizabeth Wise, CPC-A
Ellyn Hafemann, CPC-A
Elma Becirovic, CPC-H-A
Elowyn Jones, CPC-A
Elsie Rodriguez, CPC-A
Embadi Anjanna, CPC-A
Emelda John Joseph, CPC-A
Emily Donelan, CPC-A
Emily Ledington, CPC-A
Emily Major, CPC-A
Emily Renfroe, CPC-A
Emma Sayler, CPC-A
Emmanuel Cartwright, CPC-A
Emmeline Dobla, CPC-A
Ensueda Orbe, CPC-A
Eric Hartgraves, CPC-A
Eric Thomas Berg, CPC-A
Eric Vermeulen, CPC-A
Erica Groves, CPC-A
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NEWLY CREDENTIALED MEMBERS
Erica Murchison, CPC-A
Erika Aarseth, CPC-A
Erika LeJander, CPC-A
Erika Rohde, CPC-A
Erin Lea Leibfried, CPC-A
Erin Mangus, CPC-A
Erin Petrarca, CPC-A
Erin Pettit, CPC-A
Ernest Mason, CPC-A
Estella Avila, CPC-A
Esther Forcier, CPC-A
Evelyn Edwards, CPC-A
Faith Washington, CPC-A
Fang Tong, CPC-A
Fathima Mohideen, CPC-A
Felice Luzuriaga, CPC-H-A
Ferdie De Guzman, CPC-A
Flavia Sandoval, CPC-A
Fuero Garchitorena, CPC-A
Gabon Ginylei, CPC-A
Gail Clonan, CPC-A
George S Bassett MD, CPC-A
Gertrude Villegas, CPC-A
Gianni Ballou, CPC-A
Gloria Esch, CPC-A
Gloria Marie Lust Phillips, CPC-A
Gnanaprasuna Haridas, CPC-A
Gopi Kavuru, CPC-H-A
Gowri Kulandaivelu, CPC-A
Grace Emimal Vedamanickam, CPC-A
Gregory Cannon, CPC-H-A
Gretna Allen, CPC-A
Guadalupe Valenzuela, CPC-A
Guda Sruthi, CPC-A
Gummadi Manjula, CPC-A
Gunaseeli David, CPC-A
Gurdeep Singh, CPC-A
Hailey Wallace, CPC-A
Haley Hood, CPC-A
Hanan Salip, CPC-A
Hardeep Singh, CPC-A
Hari Krishna Kalvakuntla, CPC-A
Hariharasudhan Ramalingam P, CPC-A
Haritha Giddaluru, CPC-A
Hasnath P K, CPC-A
Hazel Virginia Lutz, CPC-A
Heather Ace, CPC-A
Heather Haas, CPC-A
Heather Harville, CPC-A
Heather Mount, CPC-A
Heather Perry, CPC-H-A
Heather Stoffers, CPC-A
Heather Varney, CPC-A
Heidi Evans, CPC-A
Heidi Snyder, CPC-A
Helen Good, CPC-H-A
Helen Lawless, CPC-A
Helen Patrick, CPC-A
Hemalatha Vijayan, CPC-A
Hephzibah Vangepuram, CPC-A
Holly Belgarde, CPC-A
Holly Brown, CPC-A
Holly E Bollinger, CPC-A
Holly Pisano, CPC-A
Holly Wollin, CPC-H-A
Hortense Hightower, CPC-A
Immaculata Ochie, CPC-A
Inalee Jensen, CPC-A
Ingrid Stephanie Ventenilla Noveno, 
CPC-H-A
Isha Sinha, CPC-A
Itha Ramesh, CPC-A
Ivan Jeff Fernandez, CPC-A
Jack Hanney, CPC-A
Jaclyn Ann Peters, CPC-A
Jaclyn Svarrer, CPC-A
Jacque Osburn, CPC-A
Jacquelyn Groth, CPC-A

Jahagirdar Ashwini, CPC-A
James M Arden, CPC-A
James Roessel, CPC-A
Jami Vold, CPC-A
Jamie Garnes, CPC-A
Jamie Keenan, CPC-A
Jamila Mohemed Iqbal, CPC-A
Jana Carol Hunt, CPC-A
Janani Sanjeevi, CPC-A
Jane Farrer, CPC-A
Janet Updegraff, CPC-A
Janice Glover, CPC-A
Janice Greene, CPC-A
Jansi Duraipandian, CPC-A
Jaquilou Salazar Tarun, CPC-A
Jasmine Schaefer-Moore, CPC-A
Jason Battle, CPC-A
Jayalakshmi Natarajan, CPC-A
Jayapratha Manikandasamy, CPC-A
Jean Cantieni, CPC-A
Jeannie Lindquist, CPC-A
Jena Mann, CPC-A
Jennifer Alexander, CPC-A
Jennifer Bicehouse, CPC-A
Jennifer Carnahan, CPC-A
Jennifer Carroll Boesche, CPC-A
Jennifer Cruz, CPC-A
Jennifer Curtis, CPC-A
Jennifer Day, CPC-A
Jennifer DeFranco, CPC-A
Jennifer Hamilton, CPC-A
Jennifer Howe, CPC-A
Jennifer Knox, CPC-H-A
Jennifer Laughlin, CPC-A
Jennifer Phillips, CPC-H-A
Jennifer Schoenecker, CPC-A
Jennifer Smith, CPC-A
Jennifer Souders, CPC-A
Jennifer Tiffany, CPC-A
Jennifer Trainor, CPC-A
Jennifer Zackey, CPC-A
Jennine Gomez, CPC-A
Jeremy Browning, CPC-A
Jeri Cooper, CPC-A
Jerri L Buchmiller, CPC-A
Jesmy Abish, CPC-A
Jesse-Ann M King, CPC-A
Jessica Ann Dinetz, CPC-A
Jessica Compton, CPC-H-A
Jessica E Chapman, CPC-A
Jessica Kapusinski, CPC-H-A
Jessica L Rawley, CPC-A
Jessica Lopez, CPC-A
Jessica Mohamed, CPC-A
Jessica Nicole Emerson, CPC-A
Jessica Staron, CPC-A
Jeyaprakash P, CPC-A
Jiji John, CPC-A
Jill Alessi, CPC-P-A
Jill M Maggio, CPC-A
Jillayne Smith, CPC-A
Jillian Boshart, CPC-A
Jimyl Blase Leochico, CPC-H-A
Jin Park, CPC-A
Jinumon P.A., CPC-A
Jo Gubbins, CPC-A
Joan Toptine, CPC-A
Jodi Steiner, CPC-A
Jody Van Deurzen, CPC-A
Joe M Perales, CPC-A
John Durovich, CPC-A
John Paul Altieri, CPC-A
Johnnie Rutledge Jr, CPC-A
Johnson Chandran, CPC-A
Jolene L Dujon, CPC-A
Jolene Miller, CPC-A
Jonathan Coronado, CPC-A
Jonna Blakely, CPC-H-A

Jordan B Roberts, CPC-A
Jose T Fernandes, CPC-A
Josefina Victoria Delas Alas, CPC-H-A
Joseph Christian Velos, CPC-A
Joseph Gantala, CPC-H-A
Joseph Paul Velez, CPC-A
Joseph Sundaradhas, CPC-A
Josette Lamour, CPC-A
Joshua Frieze, CPC-A
Josie Wickham, CPC-A
Jothipriya Vijayalakshmi, CPC-A
Joyce Fox, CPC-A
Judith Reeves, CPC-A
Judy Berg, CPC-A
Julia Gonzalez, CPC-H-A
Julia McEdwards, CPC-A
Julia Pepe, CPC-A
Julie Adams, CPC-A
Julie Cole, CPC-A
Julie Hoffman, CPC-A
Julie McMullen, CPC-A
Julie Yohe, CPC-A
Junaid Choori Moidheen, CPC-A
Justine Harper, CPC-A
Jyothilakshmi Viswanathan, CPC-A
Jyothsna Kiran Surla, CPC-A
Kadeidrah S Broomfield, CPC-A
Kaitlin Bruhl, CPC-A
Kaitlyn Burrier, CPC-A
Kalaiselvi Subbaih, CPC-A
Kalaivani Pandian, CPC-A
Kambiz Kavian, CPC-H-A
Kamesha Carmeta Martin, CPC-A
Kanagaraj Kandasamy, CPC-A
Kandra M Christian, CPC-A
Kannagi Chengan, CPC-A
Kannan Ravi, CPC-A
Karalyn Wallensak, CPC-A
Karan Kataria, CPC-A
Karen L Heldreth, CPC-A
Karen Lange, CPC-A
Karen Livesey, CPC-A
Kari Kotewa, CPC-A
Kari Ruben, CPC-A
Karin Britton, CPC-A
Karla Collins, CPC-A
Karol Ann B Russell, CPC-A
Kartheek Thummalacherla, CPC-A
Karthick Arumugam, CPC-A
Karthick Visvanathan, CPC-A
Karthik Mani, CPC-A
Karthik Srirangaswamy, CPC-A
Kasey Jordan, CPC-A
Kate Eis, CPC-A
Katherine Knight, CPC-H-A
Katherine Roller, CPC-A
Katherine Suzanne Kennell, CPC-A
Kathi Korfhage, CPC-A
Kathleen Baker, CPC-A
Kathleen Burke, CPC-A
Kathleen E. Kruijs, CPC-A
Kathleen R Begay, CPC-A
Kathryn Clark, CPC-A
Kathryn Smith, CPC-A
Kathy K Bernhardt, CPC-A
Kathy Kosierowski, CPC-A
Kathy L Worden, CPC-A
Kathy Villanueva, CPC-A
Katrina Marie Cagne, CPC-H-A
Kattekola Narendra, CPC-H-A
Kavitha Kalingan, CPC-A
Kayla Helton, CPC-A
Kayla Murray, CPC-A
Keerthi Kumar Bandela, CPC-A
Kelle Blankenship, CPC-A
Kelli Yates, CPC-A
Kelly Ann Heller, CPC-A
Kelly Anne Lentz, CPC-A

Kelly Gilfillan, CPC-A
Kelsey OPacki, CPC-A
Kendra White, CPC-A
Keoshia McNair, CPC-A
Keren Aleman, CPC-A
Keri Montgomery, CPC-A
Kerrie Gander, CPC-A
Kerry McLoughlin, CPC-A
Kerry Williams, CPC-A
Keshia M Brown, CPC-A
Kevin A Adams, CPC-A
Khajapeer Shaik, CPC-A
Khalidah Taylor, CPC-A
Kiara Dunson, CPC-A
Kifah Rahim, CPC-A
Kim Klein, CPC-A
Kim Covington, CPC-A
Kim Labarre, CPC-A
Kim R Krueger, CPC-A
Kimberly Alleyne, CPC-A
Kimberly Enage, CPC-A
Kimberly Ferriere, CPC-A
Kimberly Getchell, CPC-A
Kimberly Gilbert, CPC-A
Kimberly Harwell, CPC-A
Kimberly Joy Behring, CPC-A
Kimberly M Pike, CPC-A
Kimberly Meehan, CPC-A
Kirsten Levy, CPC-A
Kiruthika Kuppuraj, CPC-A
Koganti Srinivasa Rao, CPC-H-A
Kola Krishna, CPC-A
Konark Nayak, CPC-A
Krishna Muthyamgiri, CPC-A
Krissy Ann McGarvey, CPC-A
Krista Tecumseh, CPC-A
Kristan Bryner Melendez, CPC-H-A
Kristen Duncan, CPC-A
Kristen Hodges, CPC-A
Kristen Jacks, CPC-A
Kristen Kijowski, CPC-A
Kristen Theisen, CPC-A, CPC-H-A
Kristin Winkel, CPC-A
Kristine Hall, CPC-A
Kristy M Pouchan, CPC-A
Kunal Kainth, CPC-A
Kurstin Whorl, CPC-A
Kusum Sode, CPC-A
LaChelle Nicole Carroll, CPC-A
Lakshmi Narayanan Hariharakrishnan, 
CPC-A
Lakshmi Pushadapu, CPC-A
Lakshmikala Velusamy, CPC-A
Lalitha Keerthivarman, CPC-A
Lana Miller, CPC-A
Laquan Martin, CPC-A
Lara Meyer, CPC-A
LaShondra Ervin, CPC-A
Latasha Rosser, CPC-A
Laura Benavidez, CPC-H-A
Laura Bronaugh, CPC-A
Laura Hill, CPC-A
Laura Lynn Wilson, CPC-A
Laura N Daugherty, CPC-A
Laura S Moore, CPC-A
Laura Vick, CPC-H-A
Laura Wankel, CPC-A
Laura Wellman, CPC-H-A
LauraLee Palmer, CPC-A
Lauren A Salvatera, CPC-A
Lauren Ashley Vetrano, CPC-A
Lauren Elizabeth Beattie, CPC-A
Lauren Schoonover, CPC-A
Lauren Taylor Tompkins, CPC-A
Lauren Winkler, CPC-A
Laurie Linberts, CPC-A
Lavanya Mettukuru, CPC-A
Lea Anne C Withrow, CPC-A

Lediya Pathinathan, CPC-A
Leema Febin, CPC-A
Lenore Pittsinger, CPC-H-A
Leona Lemelin, CPC-A
Leslie Tidwell, CPC-A, CPC-H-A
Leslie Williams, CPC-A
Leticia Riddle, CPC-A
Liliana Ramirez, CPC-A
Linda Benitez, CPC-A
Linda Benny, CPC-A
Linda Chauliagon, CPC-A
Linda E Sandborg, CPC-A
Linda M. Weaver, CPC-A
Lindsey Mehalich, CPC-H-A
Lindsey Riedy, CPC-A
Lisa Badgero, CPC-A
Lisa Brown, CPC-A
Lisa Closurdo, CPC-A
Lisa Dooley, CPC-A
Lisa Fama, CPC-A
Lisa Jackson, CPC-A
Lisa Moore, CPC-H-A
Lisa Porter Graves, CPC-A
Lisa Pullem, CPC-A
Lisa Soward, CPC-A
Lissette Vogel, CPC-A
Liza Mae Armea Malixi, CPC-A
Lora Fortuna, CPC-A
Lori C Fujita, CPC-A
Lori Libasci, CPC-A
Lori M Young, CPC-A
Lori Nicole Harvey, CPC-A
Lorraine Liguori, CPC-A
Lorraine Ryan, CPC-A
Lorri Blouin, CPC-A
Loteira Baughn, CPC-A
Lucinda Christie, CPC-A
Lynay Osness, CPC-A
Lynie Jualo Prawon, CPC-H-A
Lynn Furphy, CPC-A
Lynn Marie Oberst, CPC-A
Lynn Nappo, CPC-A
Ma. Cristina Cabrera Abaya, CPC-H-A
Ma. Kathyrine Garcia Bautista, CPC-H-A
MacKenzie Mark Salazar, CPC-A
Madeline Mungin, CPC-A
Madhavi Pilli, CPC-A
Mahalakshmi Selvamani, CPC-A
Mai Britt, CPC-A
Malakondaiah Gotha, CPC-A
Mallikashree Ranganathan, CPC-A
Manchana Santhosh, CPC-A
Mandy Moon, CPC-A
Manjula Ramamurthi, CPC-A
Manojkumar Munusamy, CPC-A
Marci Lynn Charland, CPC-A
Marcia Jean Alamillo, CPC-A
Marcie Saylor, CPC-A
Margaret DeFilippis, CPC-A
Margaret Rose Lopez, CPC-A
Margarita Lamazares, CPC-A
Maria J Castillo, CPC-A
Maria Kriselda Rosales, CPC-A
Maria Lara, CPC-A
Maria Tharthees, CPC-A
Marianna Amador, CPC-A
Maribell Moctezuma, CPC-A
Marie Shuttleworth, CPC-A
Marissa Garcia, CPC-A
Marjorie G Blake, CPC-A
Markie Fenger, CPC-A
Marla Perkins, CPC-A
Marlen Guerra, CPC-A
Marquita K Elder, CPC-A
Martin Johnson, CPC-A
Mary Beth Leonchik, CPC-A
Mary C Grabowski, CPC-A
Mastanshareef Khadarmastan, CPC-A



64 Healthcare Business Monthly

NEWLY CREDENTIALED MEMBERS
Matthew Conrad, CPC-A
Maureen A Culbertson, CPC-A
Mavisuja Vijayabaskaran, CPC-A
Maxine Williams, CPC-A
McAley Rae Garland, CPC-A
Meenakshi Ganesan, CPC-A
Meenakshi Veerasamy, CPC-A
Megan Bryson, CPC-A
Megan Kelly, CPC-A
Megan S Canter, CPC-A
Megan Skrzypczak, CPC-A
Meghan J Brown, CPC-A
Meghann Bhatti, CPC-A, CGSC
Melanie Karnath, CPC-A
Melanie Matej, CPC-A
Melanie Michon, CPC-A
Melanie Smith, CPC-A
Melessa Burks, CPC-A
Melinda Bray, CPC-H-A
Melissa Below, CPC-A
Melissa Eaker, CPC-A
Melissa Heaps, CPC-A
Melissa Kight, CPC-A
Melissa Kopf, CPC-A
Melissa Mullins, CPC-A
Melissa Perez, CPC-A
Melissa Wright-Blackwood, CPC-A
Melissa Yetzer, CPC-A
Meredith Lewis, CPC-A
Meredith Lindberg, CPC-A
Merlin Jeniffer, CPC-A
Michael Shall, CPC-A
Michael Snell, CPC-A
Michael Thoma, CPC-A
Micheal Raj, CPC-A
Michele Lynn Rinehart, CPC-A
Michele Palagano, CPC-H-A
Michele Ruden, CPC-A
Michele Watkins, CPC-A
Michelle Boudreaux, CPC-A
Michelle Briggs, CPC-A, CPC-H-A
Michelle Closser, CPC-A
Michelle Fisher, CPC-A
Michelle Miracle, CPC-A
Michelle Morehouse, CPC-A
Michelle Phebus Wright, CPC-A
Michelle Sasser, CPC-A
Michelle Stibs, CPC-A
Michelle Winn, CPC-A
Miriam Leon, CPC-A
Miriam Nava, CPC-A
Mohamed Kamaludeen M, CPC-A
Mohammed Abdul Azhar, CPC-A
Mohammed Abdul Muqsith, CPC-H-A
Mohd Imran, CPC-A
Molly Reid, CPC-A
Mousamee Shah, CPC-A
Mudassir Ali, CPC-A
Mueen ahmed V N, CPC-A
Murali Kanagasabapathy, CPC-A
Muralidharan P K, CPC-A
Muriel L Hayman, CPC-A
Muthulakshmi Ramaiah, CPC-A
Myka Alyssa Bueno, CPC-H-A
Nadia del Pilar Pagayucan, CPC-H-A
Nagarjuna Gangaiah, CPC-A
Nagendra babu Ginna, CPC-A
Nahian Nasar, CPC-H-A
Nancy Hankey, CPC-A
Nancy Mattson, CPC-A
Naomi Adams, CPC-A
Narayana Rao Meesala, CPC-A
Naresh B, CPC-A
Naresh Bollisetti Sathaiah, CPC-A
Naresh Katta, CPC-H-A
Naresh Kumar Ommi, CPC-A
Nasrath Taj, CPC-A
Natalie Baker, CPC-A

Natalie Johnson, CPC-A
Natasha Le’Je Riddle, CPC-A
Navaskhan Naina Gani, CPC-A
Nazrin Ismail, CPC-A
Neethu Mol, CPC-H-A
Neethu V G, CPC-A
Nelda Onwualiaobu, CPC-A
Nelson Francis, CPC-A
Nerie Jean Mendoza Lagahit, CPC-H-A
NG Gokul a Ramakrishnan, CPC-A
Nichole Hight, CPC-H-A
Nichole L Blackert, CPC-A
Nichole Marie Brown, CPC-A
Nick C. Baker Jr., CPC-A
Nicole Caro, CPC-A
Nicole Geisel, CPC-A
Nicole Kirkman, CPC-A
Nicole L Steiner, CPC-A
Nicole M Matthews, CPC-A
Nicole Mitchell, CPC-A
Nicole Moose, CPC-A
Nicole Neal, CPC-A
Nicole Nelson, CPC-A
Nicolette Boulware, CPC-A
Nikki Land, CPC-A
Nikki Louisekina David, CPC-A
Nikko Fernando Magtoto III, CPC-A
Nimmy Sivan, CPC-A
Nongluck Loahapoonrungsi, CPC-A
Noopur Kumari Anil Kumar Jha, CPC-A
Norma Van Natta, CPC-A, CPC-H-A
P Radhika, CPC-A
P Sowjanya, CPC-A
Padma Deepika Udayaselvam, CPC-A
Padmavathy Jayapal, CPC-A
Palaniappan Karuthavelan, CPC-H-A
Pallavi Pilla, CPC-A
Pamala White, CPC-A
Pamela Salvitty, CPC-A
Pamela Sandy, CPC-A
Pamela Selvey, CPC-A
Pao-Fa Chang, CPC-A
Papi Reddy Yamini, CPC-A
Paramaguru Jayapal, CPC-A
Parthiban Dakshinamoorthy, CPC-A
Parvathy Natarajan, CPC-A
Patiras Jaraspan, CPC-A
Patricia Alexander, CPC-A
Patricia Johnson, CPC-A
Patrick A Clemente, CPC-A
Patty Mahnke, CPC-H-A
Patty Munro, CPC-A
Paula Kay Harris-Griffin, CPC-A
Paulette Graves, CPC-A
Pavani Rakasi, CPC-A
Payyavula Rekha, CPC-A
Peggy Ortiz, CPC-A
Phebe Simmons, CPC-A
Pinjari Subhan, CPC-H-A
Pooja Kathait, CPC-A
Portisha Kea Saranillo, CPC-H-A
Prabhakaran Baskar, CPC-A
Prabhang Parashar, CPC-A
Prabin Chellappan, CPC-A
Pradeepa Kumari Ambrose, CPC-A
Prakash Samuel Meda, CPC-A
Prakash Shanmugam Athoor, CPC-A, 
CPC-H-A
Prasad Sivakumar P K Subramani, 
CPC-A
Prashanth Padala, CPC-H-A
Prateek Jain, CPC-A
Praveen Rao Kalakuntla, CPC-A
Pravina Shah, CPC-A
Preeti Badoni, CPC-A
Preeti Jain, CPC-A
Prema Pogala, CPC-A
Premkumar Kasinathan, CPC-A

Priti Telang, CPC-H-A
Priya Janarthanan, CPC-A
Priya Nair, CPC-A
Priyabrata das, CPC-A
Priyadarsini Mani Reddy, CPC-A
Priyanka Kadam, CPC-A
Punithavathy Varadhan, CPC-P-A
Quincy Yee, CPC-A, CPC-H-A
Rachael Boonstra, CPC-A
Rachael Ruef, CPC-A
Racheal Lloyd, CPC-A
Racheal Valdez, CPC-A
Rachel Christine Kunkel, CPC-A
Rachel L. Coro, CPC-A
Rachel Rosier, CPC-A
Rachel Steiger, CPC-A, CPC-H-A
Rachell Agustin, CPC-A
Rae L Sanchez, CPC-A
Ragini Raj, CPC-H-A
Raihan Ahmed Mohammed Yasin, CPC-A
Raiza Vinolia Rajasekar, CPC-A
Rajalakshmi Venkatesan, CPC-A
Rajashekar Kothandapani, CPC-A
Rajashree Ravi, CPC-H-A
Rajavinitha PaulRaj, CPC-A
Rajdeep Singh, CPC-A
Rajendra Singh Bisht, CPC-A
Rajesh Koyyagura, CPC-H-A
Rajeswari Ramar, CPC-A
Rajinder Dhammi, CPC-A
Rakesh Bayyapureddy, CPC-A
Ram Reddy Busireddy, CPC-A
Ramarajan Ramasamy, CPC-A, CPC-H-A
Ramona Sharp, CPC-A
Ramvignesh Chelladurai, CPC-A
Ramya Pydi, CPC-A
Ranjith Kalaimani, CPC-A
Ranju Islam Babu, CPC-A
Raquel Pichay, CPC-A
Ravi Kumar, CPC-A
Ravi Kumar Gandhi Vara Prasad, CPC-A
Ravikumar Kannayiram, CPC-A
Rayley Moskal, CPC-A
Rebeca Rivera, CPC-A
Rebecca Anchors, CPC-A
Rebecca Baker, CPC-A
Rebecca Barclay, CPC-H-A
Rebecca Russell, CPC-A
Renae M Glass, CPC-A
Renee’ D Raffensperger, CPC-A
Renee Lynn Hall, CPC-A
Reshma Jabeen, CPC-A
Rethi Sekharan, CPC-A
Reynaldo Miranda Pangilinan Jr, CPC-A
Rhonda Sarver, CPC-A
Richa Singh, CPC-A
Richard Wittkamp, CPC-A
Rita Kumar, CPC-A
Robert Horn, CPC-A
Robert M Perron, CPC-A
Roberta Derr, CPC-A
Robin Marie Robertson, CPC-A
Robin Price Leach, CPC-A
Robin Strachan, CPC-A
Robyn Stith, CPC-A
Robyn Yochem, CPC-A
Rommel Maningas Calapis, CPC-H-A
Ronald Gatchalian, CPC-A
Ronda Eden, CPC-A
Ronna Carr, CPC-A
Ronnie Flores, CPC-A
Rori Lash, CPC-A
Rosalyn Weinstein, CPC-A
Rosana Entz, CPC-A
Rose David, CPC-A
Rose Wilkerson, CPC-A
Rowena Otado, CPC-H-A
Roxana Payandeh, CPC-A

Roxanne Moodie, CPC-A
Rumana Alam, CPC-A
Russel Velez, CPC-A
Ruth Carroll, CPC-A
Sabira Begum Ahmed Khan, CPC-H-A
Sadashiv Mahapatra, CPC-A
Sai Baba, CPC-A
Sai Koteswara Rao T, CPC-A
Sai Krishna, CPC-A
Sai Vijayalakshmi Talluri, CPC-A
Saicharanteja Cingiraj, CPC-A
Saikrishna Adepu, CPC-A
Saikrishna Sadhasiva rao, CPC-A
Saivinil Kumar Sreenivasalu, CPC-A
Saleemmalik Mohammad, CPC-H-A
Samantha Fanning, CPC-A
Samantha Fedele, CPC-A
Samantha Jo Riley, CPC-A
Samantha L Sanders, CPC-A
Samantha McGuirk, CPC-A
Samantha Schuler, CPC-A
Sambasivarao Degala, CPC-A
Sandeep Kumar Mala, CPC-H-A
Sandeep Kumar Saini, CPC-H-A
Sandeep Maturi, CPC-H-A
Sandra Gregoire, CPC-A
Sandy Pham, CPC-A
Sangeetha Elumalai, CPC-A
Sanjeev Ceeralan, CPC-A
Santhiya Shanmugam, CPC-A
Santhosh Reddy Mandadi, CPC-H-A
Sapna Rao, CPC-A
Sara Bentz, CPC-A
Sara E Olin, CPC-A
Sarah Beelman, CPC-H-A
Sarah Jean Brown, CPC-A
Sarah Kudza, CPC-A
Sarah Nichole McLauchlin, CPC-A
Sarah Peterson, CPC-A
Saranraj Jayaprakash, CPC-A
Saranya Muthusamy, CPC-A
Sarvesh Mall, CPC-A
Sasha McConnell, CPC-A
Sathiyaraj Govindaraj, CPC-A
Sathya Balasundaram, CPC-A
Sathyadevi Manohar, CPC-A
Savitha Ramasamy, CPC-A
Savithri Vishnupriya, CPC-A
Scott Wandling, CPC-A
Seelam Harika, CPC-A
Seema Bapat, CPC-A, CPC-H-A
Seetha Lakshmi Krishnamoorthy, CPC-A
Selvamathi Prathish, CPC-A
Selvi Durairaj, CPC-A
Senthil Kumar Ramamoorthy, CPC-A
Sethu Moorthy, CPC-A
Shabana Mohammed, CPC-A
Shalini Janet Moses rajan, CPC-A
Shalini Mohanraj, CPC-A
Shalini Sekar, CPC-A
Shalini Sudhakar, CPC-A
Shameka Kilgore, CPC-A
Shane Mull, CPC-A
Shaniba Ismail, CPC-A
Shanna Diane Wanca, CPC-A
Shannon Churchill, CPC-A
Shannon Marie Lang, CPC-A
Shannon Wilson, CPC-A
Shanthini Nagarathinam, CPC-A
Shara Marie Corral, CPC-H-A
Sharanya Mariappan, CPC-A
Shari Lynn Miller, CPC-A
Sharlene Ferdon Avila, CPC-A
Sharon Abad, CPC-A
Sharon Elaine Mullenax, CPC-A, CPC-H-A
Sharon Jeanine Snider, CPC-A
Sharon Krause, CPC-A
Shawna M Homan, CPC-A

Shawnett Robinson, CPC-A
Sheila Cannon, CPC-A
Sheila Dolan, CPC-H-A
Sheila Johnson, CPC-A
Sheila Nunnally, CPC-A
Shelly Brush, CPC-A
Sheri Brown, CPC-A
Sheri Obrien, CPC-A
Sheri Sammer, CPC-H-A
Sherine Jeyakaran, CPC-A
Sherry Buchy, CPC-A
Sherry Pelfrey, CPC-A
Shiva Prasad Koriginja, CPC-H-A
Shoba Narayanasamy, CPC-A
Shobana Basker R, CPC-A
Shyama Chandran, CPC-H-A
Shynu Merin Mathew, CPC-A
Sierra Alward, CPC-A
Sindhushree Giri, CPC-A
Sini Kurian, CPC-A
Sivachezhian Paulraj, CPC-A
Sivakavi Mohan, CPC-A
Sivakumar Kannan, CPC-A
Smita kumari, CPC-A
Snehal Ahire, CPC-A
So Yoon Jee, CPC-A
Sonalika Kumari, CPC-A
Soni Kumari, CPC-A
Sonita Nicole Hatchett, CPC-A, CEMC
Sophia Theisen, CPC-A
Sowmya Notakar Hombal, CPC-A
Sreejith Muraleedharan, CPC-A
Sreenaja Titti, CPC-A
Srikanth Goud Maddela, CPC-H-A
Srikanth Madapat, CPC-A
Srinivas Reddy, CPC-A
Stacey Comer, CPC-A
Stacey Hall, CPC-A
Stacey Schumacher, CPC-A
Stacy Moch, CPC-A
Stakesha St.Clair, CPC-A
Stefanie Richardson, CPC-H-A, CASCC, 
COSC
Steffaine Lee, CPC-A
Stella Smith, CPC-A
Stephanie Frey, CPC-A
Stephanie Kehoe, CPC-A
Stephanie Kline, CPC-A
Stephanie Lyons, CPC-A
Stephanie Suzanne Bernatowicz, CPC-A
Stuart Smith, CPC-A
Subash kumar Srinivasan, CPC-A
SubbaRao Darapeneni, CPC-H-A
Subbulakshmi Kuppusamy, CPC-A
Subhashree M, CPC-A
Subramani Poonul, CPC-A
Subramanyam Chintu, CPC-H-A
Sudanya Sakthivel, CPC-A
Sudha Krishnan, CPC-A
Sue Johnson, CPC-A
Suganayadevi Pachamuthu, CPC-A
Suganya Sekar, CPC-A
Suhas Ramakant Ughade, CPC-A
Sujayanthi Subramaniyan, CPC-A
Sujeetha Rajendiran, CPC-A
Sujith Mannava, CPC-A
Sujithkumar Prabhakara Rao, CPC-A
Summer Nicole Montgomery, CPC-A
Suneesh Thankappan, CPC-A
Sunil Gladson, CPC-H-A
Sunil Kantam, CPC-A
Sunitha Danda, CPC-A
Suresh Kumar Kaithapalli, CPC-A
Susan Anderson, CPC-A
Susan Csikos, CPC-A
Susan Dailey, CPC-H-A
Susan Ezell, CPC-A
Susan Faulkner, CPC-A
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Susan Ganucheau, CPC-A
Susan Joy Mathew, CPC-A, CPC-H-A
Sushma Eluri, CPC-A
Suvitha Devendran, CPC-H-A
Suzanne Phillips, CPC-A
Swapna Banesh, CPC-A
Swati Gophane, CPC-A
Syed Tajudeen Syed Thurabudeen, 
CPC-A
Sylina White, CPC-A
Synthia Fernandes, CPC-A
T Binduvally, CPC-A
T Klein, CPC-A
T.M. Beena, CPC-A
Tabitha Pesaramelli, CPC-A
Tabitha Yovino, CPC-A
Tahjene K Bennett, CPC-A
Tamara Pietsch, CPC-A
Tamara Poe, CPC-A
Tamara R Cole, CPC-A
Tamela Moore, CPC-H-A
Tamilselvi Manoharan, CPC-A
Tamilselvi Rathinam, CPC-A
Tammie Massey, CPC-A
Tammy S Malecha, CPC-A
Tanya M Plambeck-Nelson, CPC-A
Tarapareddy Manjula, CPC-A
Tatyana Trent, CPC-A
Taylor N Mosco, CPC-A
Taylor Renee Kinney, CPC-A
Teresa Bredeson, CPC-H-A
Terry J Mokes, CPC-A
Thahira K, CPC-A
Theresa Amaro, CPC-A
Theresa Lynn Pienkos, CPC-A
Therysa Brito Sparks, CPC-A
Thirumangai Alwar Murugan, CPC-A
Thirunavukkarasu Soundararajan, CPC-A
Tierra Cloud, CPC-A
Tiffany Marie Adams, CPC-A
Tiffany Ann Brewer, CPC-A
Tiffany Baughman, CPC-A
Tiffany Dircksen, CPC-A
Tiffany Washington, CPC-A
Timothy McKevitt, CPC-A
Tina Graves, CPC-A
Tina Johnson, CPC-A
Tina LOrraine Buchanan, CPC-A
Tinamarie Basile, CPC-A
Titus Rajayyan, CPC-A
Tonya Leeann Wilson, CPC-A
Tonya Ward, CPC-A
Tracy Baxter, CPC-A
Tracy Larson, CPC-A
Tracy Wanlass, CPC-A, CPPM
Travis Johnsen, CPC-A
Trevor Wasden, CPC-A
Tri Le, CPC-A
Trina Lankford, CPC-A
Trinidad Mendoza, CPC-A
Trisha Ashley Udani Ancheta, CPC-A
Tuhin Banerjee, CPC-A, CPC-H-A
Usman Karrippayi, CPC-A
Valerie Luke, CPC-A
Vanathy Sivasamy, CPC-H-A
Vanessa Fernandez, CPC-A
Vania Johnson, CPC-A
Varsha Latambale, CPC-A
Vasanth Kumar, CPC-A
Vatchala Jayachandran, CPC-A
Vemula Saritha, CPC-A
Venkat Raman Kasarla, CPC-A
Venkatesan Ponnambalam, CPC-H-A
Venkatesh Sreenivas, CPC-A
Veronica A Clark, CPC-A
Vicki Thorn, CPC-A
Vickie R Anderson, CPC-A
Vickie R Watson, CPC-A

Victor Gonzalez, CPC-A
Victoria Austin, CPC-A
Victoria Brianne Kopecek, CPC-A
Victoria M Imig, CPC-A
Victoria Van Sickle, CPC-A
Vidhyananthi Muthukrishnan, CPC-A
Vigneshwari Nambhirajhan, CPC-A
Vijay kumar Dommeti, CPC-H-A
Vijaya Kondapati, CPC-A
Vijaya Kumar Duraisamy, CPC-A
Vijayalakshmi Chakkarai, CPC-A
Vikki Klemm, CPC-A
Vikram Reddy, CPC-A
Vimso Varghese, CPC-A
Vinoth Kumar Nageshwara Rao, CPC-A
Vinothini Kirupakaran, CPC-A
Virginia Miles, CPC-A
Wanda Williams, CPC-A
Wendy Doan, CPC-A
Wendy Johnson, CPC-A
Wendy S Bowman, CPC-A
Xiomara Echevarria, CPC-A
Yanery Gonzalez, CPC-A
Yashwant Singh Pundir, CPC-A
Yeelan Ku, CPC-A, CPC-H-A
Ytounda Brightmon, CPC-A
Yuriceli Carrabeo, CPC-A
Yvette James, CPC-A
Yvonne Snyder, CPC-H-A
Zaheen Jabbar Ali, CPC-A
Zelma Berube, CPC-A 

SpecialtiesSpecialtiesSpecialties
Alexandra Zervas, CPMA
Althea Denise King-Hurdle, CPC, CCC
Amanda Briggs, CPC, CCC, CEMC
Amy Harrell, CPC, CEMC
Anastasia Zaharioudakis, CPC, CASCC, 
COBGC
Andrew Montaruli, CPC, CPC-H, CPCO, 
CPB, CPMA, CPPM, CEDC, CEMC, 
CHONC, CPRC
Angela Miles, CPPM
Angela Banks, CPC, CEMC
Angela Bridget Martin, CPC, CPC-H, 
CPMA
Angela Cranmer, CPPM
Angela M Fischer, CEMC
Anna M Morante, CPC, CEDC
Annie Lee, CPPM
April Sue Potter, CPC, CHONC
Ariel Weeks, CPCD
Ashley Barbara Siwacki, CPC-H-A, CGSC
Ayub M Joyazz, CPC, CPCO
Barbara A Bradley, CPC, CPMA
Barbara Jefferson, CPC, CPPM
Barbara Samora, CPB
Becky Walker, CPPM
Brandi Marie Brock, CPC, CPB
Brandi Noonkester, CPC, CPPM
Brandi Patel, CPC, COBGC
Brandi Shealy, CPB
Carmen Hagwood, CUC
Carol Thomas, CPC, CPB
Carrie G Tuttle, CPC-A, CEMC
Carrie Romine, CPC, CPMA
Catherine A Phipps, CPC, CPMA
Catherine Delaney, CPB
Cathleen M Randolph, CPC, CPMA
Charles Roberts, CIRCC
Cheri White, CMA (AAMA), CPCO, CPPM
Cheryl Cooley, CPC, CPMA
Christina M Rojas, CPC, CPMA, CENTC
Christine C Davis-Rice, CPC, CPB
Christine Ficken, CPC, COBGC

Christopher Huntsberry, CPPM
Cindy Linton, CPC, CPPM
Cindy Stillwell, CPC, CHONC
Cong Cathy Wang, CPPM
Corliss McQueen, CEMC
Daiana Varela, CPC, CPMA
Dana Barbera, CPB, CPPM
Dara Barnes, CPC, CPC-H, CPMA
Dawn Butcher, COSC
Dawn Marie Arnold, CPPM
Deborah Buck, CPC, CPB
Deborah Gordon, CPC, CFPC
Deborah Leone, CPC-A, CPPM
Dee Ann Billings, CPPM
Delisa Maney, CPB
Delissa Ortega, CPC, CPC-H, CPMA, 
CPC-I
Denise E Hunt, CPC, CPMA
Denise Suskie, CPC, CPMA
Diana Florence Mignogna, CPC, CPPM, 
CANPC
Diane G Alfred, CPC, CPC-H, CEDC
Donna Beaulieu, CPC, CPMA, CPC-I, 
CEDC, CFPC
Donna Rae Bostdorf, CPC, CCVTC
Doreen Carlson, CPC, CPC-H, CPCO, 
CPMA, CPPM
Dorothy Melissa Knisley, CPC, CUC
Edith Cardiff, CPC, CPMA
Elizabeth Kester, CPB
Elizabeth Sharon Bilinsky, CPC-A, CPB
Elspeth Sheehy, CPC, CPMA, CEMC
Emily White, CPC, CPCO
Enriqueta Almeida, CPC, CPPM
Etsuko Nakagaki, CIRCC
Evan Cohen, CEDC
Flora Yuen, CPC, CPCO, CPMA, CPPM
Gayla R Lewis, CPB
Gwendolyn A VanHeest, CPC, CPCO
Hamilton Lempert, CEDC
Heather Nave, CANPC
Heather Reagan, CPC, CPMA
Hiromi Altman, CPC-A, CPCD
Holly Horton, CPC, CEMC
James E Kane, CPC, CPPM
Janice Sullivan, CPC, CPC-P, CPMA
Jennifer Beattie, CPB
Jennifer Easter, CPC, CPMA, CEDC
Jennifer Lynn Campbell, CPC, CPB
Jennifer M Connell, CPC, CPCO, CENTC
Jennifer Purvis, CIRCC
Jennifer Soto, CPC-A, CPC-H-A, CPMA
Jeri LaPoint, CPMA
Jill Williams, CGIC
Jill Stark, CEDC
Jo Anne Williams-Roblez, CPMA
Jodi DiBiasi, CPC, CPB, CPMA
Jody L Vann, CPC, CPPM
Judith Cardin, CPC, CPMA
Judy L Smith, CPC, CPB, CPC-I
Julie Pisacane, CPMA, CEMC
Julynn DeMarco, CPPM
Karen A Oas, CEDC
Karen Ewing, CPC, COBGC
Karen Morelli, CPC, CPB, CIMC
Karen Wiest, CPPM
Karissa Higgins, CPC, CGIC
Karyn Sutton, CPC, CPMA, CGIC, CGSC, 
COSC, CSFAC
Kathe J Kindred, CPC, CEMC, CIMC
Kathleen M Skolnick, CPC, CPCO, CPB, 
CPMA, CPPM, CPC-I
Kathleen Wrobel-Erlich, CPPM
Katy Pegorsch, CPC, CGSC
Kay Elizabeth Walker, CPC, CEMC, CFPC
Kelly J Volkart, CPC, CPC-H, CEMC
Kelly Wilder, CPC, CPPM
Kendall Cook, CHONC

Kristella Pagbilao, CPC, COBGC
Lauren Jandris, CPB
Linda Gibb, CPMA, CPPM
Linda Loveday, CPC, CPB, CPMA, CPPM, 
CEMC
Linda Marie Dudik, CPPM
Lindsay Chriss, CPC, CEMC
Lisa Dunken, CPC, CEMC, CFPC
Lisa Marenche, CHONC
Lisa Renee Gerber, CPC, CPMA, CEMC
Lisa Slinko, CIRCC
Lori Elizabeth Tew, CPEDC
Lori Russell, CPC, CEDC
Lu Ann Weldon, CPC, CPB
Lucille Marie Koehl, CPC, CPPM
Mala Chittibabu, CPC-H, CEMC
Marabeth Estelle Mitchell, CPC, CEMC
Marcy Daves, CPC, CHONC
Margarita Santiago, CEMC
Maria Eugenia Pelaez, CPC-A, CPMA
Marian Taylor, CEMC
Marilyn Rodriguez, CUC
Mark Hensel, CPB
Mary A Deane, CPPM
Mary Katherine McLauchlin, CPC, CPC-H, 
CASCC, CEMC
Mary Kim Walls, CPC, CPMA, CFPC
Mary Sue Thompson, CPC, COSC
Maureen Kelleher, CPPM
Melanie Ball, CPCO
Melisa Factor, CPB
Melissa Coster, CPB
Melissa D Boyce, CPC, CPPM
Melissa K Hoff, CPC, CEMC
Melissa Wine Nagy, CPC, CPB
Michael B Ales, CEDC
Michael Martin, CPPM
Michelle Raymond, CPC, COBGC
Miguel Fana, CPC, CPMA
Mindy Wright, CPC, CEDC
Myrna Jackson, CPPM
Nancy Anselmo, CPC, CENTC
Nancy Wetmore, CPB
Nicole Brempong, CPC, CPMA
Nicole Graveen, CPB
Nona Horton, CCVTC
Pamela Davis, CPCO
Patricia Donegan, CPC, CPMA
Patricia Garcia, CPC-A, CPMA
Patricia Quinn, CPC-A, CPB
Paul Chandler, CPC, CPC-H, CPCO, CPC-
P, CPB, CPMA, CPPM, CPC-I, CANPC, 
CCC, CEDC, CEMC, CFPC, CGIC, CGSC, 
CIMC, COBGC, COSC, CPEDC, CRHC
Paul Moitoso, CASCC
Precious Stafford, CPB
Ramasubbu Subburayalu, CPC, CPC-H, 
CPC-P, CPMA
Rebecca Stephanie Enriquez, CPC, CEDC
Rhonda M Mowry, CEDC
Rhonda Menchey, CPC, CANPC
Robin Heaton, CEMC
Rufael T Sebhatu, CPC, CEMC
Samantha Smith, CPB
Samoya Hudson, CPC, CPMA
Samuel Newara, CPB
Sarah Benitez, CGIC
Sarah M Kulinski, CPC, COBGC
Selina Kalimon, CGIC
Shannon Pauline Wemigwase, CPC, 
CPMA
Sharon An, CPB
Sharon Stouder, CPC, CPMA, CEMC
Sherika Charles, CPC, CPMA
Sherin Ninan, CPC-H, CPCD, CPEDC
Sherri L Kuhn, CPC, CPPM, CEMC
Sherry Blea, CPPM
Shirley Craft, CPPM

Shontayvia Frances Shropshire, CPC, 
CPMA
Solomon Nwankwo, CPC-H, CPMA
Sonja Devenney, CPC, CEMC, CGIC
Stephanie Detwiler, CPB
Stephanie S Anderson, CPC, CPCO
Susan Ann Blakeman, CPC, CEMC
Susan D Ballinger, CPC, CCC
Tahundra K Malone, CPC, CEMC
Tami Covert, CEDC
Tammy Puccini, CHONC
Teresita Milagros Martin, CPC, CPMA
Teri Jo Alexander, CANPC
Terri Oates, CPPM
Theony Garatziotis, CPB
Theresa King, CPC, CPPM
Tiffany Warden-Lewis, CPC, CPCO
Tonya Owens, CPC, CPMA, CEMC
Tracey Fredricks, CPCO, CCC
Trey Brooks, CPC-A, CPPM
Tricia J Prater, CPC, CPMA, CPPM
Trisha A Crabtree, CPC, CASCC
Vilma Alvarez-Marin, CPC, CPMA
Violet K Eaves, CPC, CPMA
Virginia Masters, CPEDC
Wendolyn Leigh Reed, CPC, CPPM
Yaneiry Lora, CPC, CPMA
Yutonya Horton, CPCO

Magna Cum LaudeMagna Cum LaudeMagna Cum Laude

Bhavesh Jha, CPC, CPC-H
Bindya Viswambharan, CPC-A
Cara S Geary, CPC, CPC-H, CEDC
Charity Rathbun, CPC-A
Elisha Chenault, CPC-A
Elizabeth M Hill, CPC, CPC-H, CEMC
Erika Via, CPC-H-A
Gabriela Perez, CPC-A
Gloria Noriega, CIRCC
Holly Elliott, CPC-A
Jaclyn Bolinger, CPC-A
Jayashree Durai, CPC-A
Katrina White, CPC-A
Kawaldeep Inderjeet, CPC-A
Kristen Wiggins, CPC-A
Leah Straube, CPC-A
Lindsay MacKnight, CPC-A
Lisa Johnson, CPC-A
Lorie Slawsky, CPC-A
Pratibha Asireddy, CPC-H-A
Qiana Flowers, CPC
Rebecca Hardy-Bakalik, CPC
Sarah Collinson, CPC-A
Sherry Morgan, CPC
Sherry Peck, CPC, CPC-H, CEMC
Traci Lynn Hayes, CPC-A
Wendy Willes, CEA, CPC-A, CPC-H-A, 
CPB, CPC-I

A&P Quiz Answer  
(from page 26)

The correct answer is  
B, type II diabetes.
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Minute with a Member

Cynthia Scott, CPC-P, CEHRS
Medical Office Manager, Medical Billing and Coding, and EHR Instructor, 
Holyoke Community College, Holyoke, Mass.

Tell us a little about your career — how 
you got into coding, what you’ve done 
during your coding career, and what 
you’re doing now.
I always knew I would work in the med-
ical field. After high school, I went to 
school to be a medical secretary. When 
my husband was in the military, we 
moved around a lot, and I took a job 
through a temp agency as a data entry 
specialist for a medical billing service. 
From there, I moved up to a medical bill-
er position. When we moved home to 
Massachusetts, I continued in the medi-
cal field by working as an account manag-
er. I’ve had the opportunity to work from 
home for a billing service and to bill and 
code for an orthopedic surgeon and podi-
atrist, as well. I enjoy medical billing and 
coding so much that I decided in 2002 to 
teach my trade at a career school, Bran-
ford Hall Career Institute. Today, I man-
age a urology practice and teach coding 
procedures and electronic health records 
(EHRs) at Holyoke Community College 
in the Medical Billing program. 
As for my own education, I went on to at-
tend Holyoke Community College in the 
Health Office Supervision program and 
then Ashworth College, where I majored 
in Health Care Management.

What is your involvement with your lo-
cal AAPC chapter?
I drive an hour and a half to Albany, 
N.Y., to be part of the Albany local chap-
ter. I enjoy this chapter because they are 
very active and provide a lot of educa-
tion to their members. I even bring my 
students to meetings. I look up to chap-
ter President Lynn Nobes, CPC, CPC-
I, CEMC, as she is also a teacher. I am on 

the list to proctor exams and on the vol-
unteer list.

What AAPC benefits do you like most?
I enjoy the webinars that AAPC offers, as 
well as the continuing education, regula-
tory updates, AAPC Coder, and the dis-
counts on coding books.

What is your biggest challenge as a 
coder?
To make sure my students get the most 
education during the time allotted in the 
class schedule and keeping up with cod-
ing updates.

How is your organization preparing for 
ICD-10?
In November 2013, I was attended a two-
day boot camp hosted by my local chap-
ter. The live autopsy video really helped 
me to better understand anatomy. I ob-
tained my AAPC ICD-10 proficiency in 
February 2014.

If you could do any other job, what 
would it be?
I really enjoy my present position and 
can’t imagine doing anything else. I have 
job flexibility in my daytime position and 
I enjoy mentoring students and teaching 
at night.

How do you spend your spare time?
I travel with my husband and three sons. 
I like going to the gym, attending boot 
camp classes, and tap dancing. I also en-
joy watching my middle child at his tap 
dancing competitions. 

GOT A MINUTE?

“ I really enjoy my present 
position and can’t imagine 
doing anything else. “
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