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•	 You will save a few trees.

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

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

•	 You will always know where your issues are.
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issues.

Go into your Profile on www.aapc.com and make the change!
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Ask the Legal Advisory Board
From HIPAA’s Privacy Rule and anti-kickback statute, to compliant coding, to fraud 
and abuse, there are a lot of legal ramifications to working in healthcare. You almost 
need a lawyer on call 24/7 just to help you make sense of all the new guidelines. As 
luck would have it, you do! AAPC’s Legal Advisory Board (LAB) is ready, willing, and 
able to answer your legal questions. Simply send your health law questions to LAB@
aapc.com and let the legal professionals hash out the answers. Select Q&As will be 
published in Healthcare Business Monthly.
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The Road Less Traveled  
May Be the Most Fulfilling
2015 is finally here. For many in healthcare, 
this is going to be a challenging year. There’s 
no time like the present to prepare for the 
tasks that lie ahead.

Changes Before the ICD-10 Transition
The nationwide transition from ICD-9-
CM to ICD-10-CM/PCS in October like-
ly will be your biggest hurdle this year. But 
don’t let it distract you from other impor-
tant business. For example: 
•	 The Office of Inspector General 

released the 2015 Work Plan. This 
document offers valuable insight to 
the areas most at risk for Medicare 
fraud and abuse, and is an essential 
tool for updating your organization’s 
compliance plan. 

•	 The American Medical Association 
released 2015 CPT®. With many 
new, deleted, and revised codes, you 
should review your codebooks closely 
to ensure accurate coding.

•	 New fee schedules for hospital 
inpatient/outpatient departments, 
ambulatory surgical centers, and 
physician offices are effective January 
1, 2015. Download the latest files 
from the Centers for Medicare & 
Medicaid Services’ (CMS) website.

•	 CMS released its 2015 final rules and 
an updated National Correct Coding 
Initiative manual, all of which 
provide important guidance for 
healthcare business professionals. 

•	 AAPC members’ current National 
Advisory Board (NAB) is working on 
several initiatives, including revision 
of the AAPC Code of Ethics.

As important as these things are, they’re 
business as usual. Let’s stray a bit from the 
business-side of healthcare to talk about 
something equally important: personal 
well-being. 

Deep Thoughts for the New Year
Recently, my son Alex wrote an essay for a 
college entrance application. He was asked 
to define his personal philosophy on life —
not an easy subject at any age. But when you 
are 18, life looks completely different, or so 
I thought. I was floored by what I read, not 
because I realized my son is a talented writ-
er, which neither I nor my wife knew; but 
because we learned he has an extraordinary 
perspective on life. One point in particular 
that really struck a chord with me is his fear 
of living a life that was incomplete, in which 
he didn’t do everything he had hoped to do. 

Unfinished Business May Haunt You
A common thread in movies is that ghosts 
exist because they had unfinished business 
in their lives before they died. In reading Al-
ex’s essay, I realized many of us have unfin-
ished business in our lives that haunt us even 
while we’re living — things we had hoped to 
do, but never got around to doing.
Scientists say much of our lives are lived in 
“automatic” mode: We drive to work, taking 
the same route every day; we eat at the same 
places; we do the same things, one routine 
after another, tied together in a never ending 
chain. These routines are good because they 
give us continuity and balance, but they are 
also automatic functions, just inconsequen-
tial pass-throughs. Often, we don’t realize 
that we are only passing through life and not 
participating in it.
Doing something different in your routine, 
like taking a different route to work or try-
ing something new, no matter how inciden-
tal, can lead to big changes in your life. For 
example, an airline changing its flight plan 
by a single degree at the outset of its journey 
can change where it ends up by hundreds of 
miles. By the same theory, any tiny, seem-
ingly insignificant changes you make to 
your routine could put you on a new course, 

hopefully in the right direction: a life that is 
fresh, interesting, and engaging. And when 
that happens, your work and all aspects of 
your life become more valuable.

My New Year’s Challenge
If you make one New Year’s resolution this 
year, I challenge you to step out of your rou-
tines and do something different. Do some-
thing fun, interesting, and that you’ve al-
ways wanted to do, no matter how trivial 
or insignificant it seems. It will be the easi-
est resolution you will ever make and keep. 
Robert Frost said it best in his poem, The 
Road Not Taken, “Two roads diverged in a 
wood, and I — I took the one less traveled 
by, and that has made all the difference.” 

Take care,

David Dunn, MD, FACS
CIRCC, CCVTC, CCC, COC, CCS, RCC
President, National Advisory Board

Letter from Member Leadership
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Recovery Auditor 
Appeal Adjustments
Effective December 29, 2014, Medicare adminis-
trative contractors (MACs) can append Adjustment 
Reason Code RI “to all Part A (FISS) claim adjust-
ments related to Recovery-Auditor post-payment 
review activities, including those resulting from 
appeal decisions that result in full or partial over-
turns of RA decisions,” according to the Centers 
for Medicare & Medicaid Services (CMS) Change 
Request (CR) 8973. For Part B claim adjustments, 
MACs will use a plus sign (+) in the second position 

of the Reason/Discovery code “to identify all Part B (MCS) claim 
adjustments related to Recovery Auditor post-payment review activ-
ities,” including those arising from appeal decisions resulting in full 
or partial recovery auditor decision overturns.
Reporting in this manner will help CMS track appeal outcomes for 
reporting and for provider and contractor payment purposes.
For more information, see CR 8973 at:
www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/Downloads/R246FM.pdf.

CMS Strengthens Effort  
to Keep Abusers Away

CMS is using new Affordable Care Act authority to combat fraud, 
waste, and abuse in the Medicare system. In a December 3, 2014 
press release, CMS announced new safeguards to strengthen pro-
vider oversight and protect taxpayer dollars from future abuse. The 
final rule will help prevent physicians and other providers with debt 
“from re-entering Medicare, remove providers with patterns or prac-

tices of abusive billing, and implement other provisions to help save 
more than $327 million annually,” according to CMS.
The changes will allow CMS to:
•	 Deny enrollment to providers, suppliers, and owners affiliated 

with an entity that has Medicare debt. This prevents people 
and entities that have incurred substantial Medicare debts 
from exiting the program and then re-enrolling as a new 
business to avoid repayment of the outstanding Medicare 
debt.

•	 Deny or revoke the enrollment of a provider or supplier if a 
managing employee was convicted of a felony offense that 
CMS determines to be detrimental to Medicare patients. 
Recently implemented background checks provide CMS 
with more information about felony convictions for high risk 
providers or suppliers.

•	 Revoke enrollments of providers and suppliers abusing billing 
privileges by demonstrating a pattern of billing services that 
do not meet Medicare requirements.

A CMS fact sheet is available at:  
www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2014-Fact-sheets-
items/2014-12-03.html.

RHCs and FQHCs Can  
Bill G0101 and Q0091
HCPCS Level II codes G0101 Cervical or vaginal cancer screening; 
pelvic and clinical breast examination and Q0091 Screening Papani-
colaou smear have been added to the list of preventive services paid 
by CMS, based on the All-Inclusive Rate (AIR) for rural health clin-
ics (RHCs) and federally qualified health centers (FQHCs). G0101 
and Q0091 are billable visits when furnished by an RHC or FQHC 
practitioner.
CR8927 instructs: 

These services will be paid the AIR on RHC and FQHC 
claims for 71X and 77X Types of Bills (TOBs), effective for 
dates of service on or after January 1, 2014. Please note that 
deductible and coinsurance are NOT to be applied to G0101 
or Q0091. If other billable visits are furnished on the same day 
as G0101 or Q0091, only one visit will be paid.

Medicare will adjust denied claims for 
codes G0101 and Q0091 with dates of 

service after January 1, 2014 that are 
brought to their attention.
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SG0101 or Q0091 are payable annually for:
•	 Women at high risk for developing cervical or vaginal cancer
•	 Women of childbearing age who have had an abnormal 

Papanicolaou test within the past three years.
G0101 or Q0091 are payable every two years for women at normal 
risk. 
“For FQHCs billing under the PPS, G0101 and Q0091 are qualify-
ing visits when billed with FQHC payment HCPCS codes G0466 
or G0467,” according to CR 8927.
Medicare will adjust denied claims for codes G0101 and Q0091 with 
dates of service on or after January 1, 2014 when brought to their at-
tention prior to the April 6, 2015 implementation date.
For complete guidance, see MLN Matters® Article Number 
MM8927 at: www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/Downloads/MM8927.pdf.

2015 Therapy Cap Announced
The 2015 therapy cap for combined physical therapy and speech-
language pathology services is $1,940. For occupational therapy, 

the cap for 2015 is $1,940. The therapy cap applies 
to home health and hospice for outpatient rehabil-
itation services.
See CR 8970 for detailed instructions:  
www.cms.gov/Regulations-andGuidance/Guidance/Transmittals/Downloads/R3120CP.pdf

Speak Up and Be Heard!

ph
ot

o b
y i

St
oc

kp
ho

to
 ©

 B
an

ks
Ph

ot
os



10 Healthcare Business Monthly

Although vice presidents seldom get the spotlight, 
they play a key role in the success of their chapters. 
Vice presidents primarily assist other officers with 
their duties and step in when the president is un-
available. What they do behind the scenes, how-
ever, is equally impressive.

The President’s Right Hand
Generally speaking, the vice president assists the 
president with running the local chapter. He or 
she also chairs and conducts the annual officer 
nominations and elections, and oversees and col-
laborates in the activities of the education and 
member development officers. Above all, the vice 
president must be capable of filling in for the pres-
ident’s full term in office if the president steps down.

Collaboration with Officers
An industrious vice president actively participates in planning 
chapter meetings and coordinating with other chapter officers to 
ensure the chapter is moving forward in a positive, professional 
manner that meets AAPC guidelines. He or she also collaborates 
with the secretary and executive committee to encourage mem-
ber participation in local chapter elections, and ensures members 
review the correctness of their contact information on AAPC’s 
website so they receive copies of the nomination form and any 
other correspondence shared by the local chapter.

Vice President’s Role in Elections
As chair of the nomination committee, the vice president coor-
dinates officer nominations, conducts elections for the coming 
year’s officers, and assists in the integrity of the election. Vice 
presidents should invite at least two additional chapter mem-
bers who are not current officers or running for office to be in 
the committee. This ensures other members learn the process, 
should they choose to participate in a leadership role in the fu-

ture. It also encourages transparency and confidence that the 
election is being conducted fairly.
If the vice president chooses to run for office in the next executive 
committee, other members of the committee who are not on the 
ballot must conduct the voting and counting of ballots.
Note: The office of the vice president is an elected position and 
no longer allows the occupant to automatically ascend to pres-
idency the following year; elections for president must be con-
ducted annually. 
If being a local chapter vice president sounds appealing, self-
nominate for this role in the fall. For more information about 
officer positions, refer to the Local Chapter Handbook (https://
aapcmarketing.s3.amazonaws.com/localchapters/2014LC_handbook.pdf). 

Faith C.M. McNicholas, RHIT, CPC, CPCD, PCS, CDC, 2014 AMA Specialty Staff Li-
aison Excellence Award recipient, has experience in various solo and group practice 
medical specialties. She is the assistant editor for American Academy of Dermatology’s 
(AAD) Derm Coding Consult, and a contributor for Association of Dermatology Managers/
Administrators (ADA/M) Newsletter and Journal of Dermatology Nurses Association 

(JDNA). McNicholas presents at AAD annual and summer meetings, AAPC regional conferences, ADA/M 
and JDNA annual meetings, and AAD monthly webinars and regional symposia. She is an ICD-10-CM/PCS 
expert and approved trainer and a past president, president-elect, and secretary of Des Plaines, Illinois, lo-
cal chapter.
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AAPC Chapter Association
By Faith C.M. McNicholas, RHIT, CPC, CPCD, PCS, CDC 

Vice President:  
The Person Behind the Curtain
This important officer helps to ensure 
your chapter performs at its best.
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Local Chapter News

Focusing on Our Chapters

Please send your kudos to:  
kudos@aapc.com

More than 500 local chapters are the backbone of AAPC. Unique 
to the industry, our local chapters are places to learn, network, and 
have fun. And each chapter’s vitality is the product of its members. 
Beginning this month, Healthcare Business Monthly will spotlight 
local chapters with photos and stories. If your chapter would like to 
be featured, please contact your AAPC Chapter Association region-
al representative, or send your information to kudos@aapc.com. In 
sharing what your chapter is doing, others will benefit.
We ask for your stories to be short and your photos to be clear. Send 
us highlights of what happened in your chapter recently. Spotlight 
your special events, coding training, special speakers, fundraising 
results, or honors bestowed on chapter members. 

Ogden, Utah Chapter

The Ogden, Utah, local chapter held a Fall Festival of CEUs in Oc-
tober at Weber State University. For just $20, members in attendance 
received six continuing education units (CEUs) through a fun, one-
day workshop. 
Cristy Sneddon spoke on the appropriate use of E codes; Davis 
County Sheriff Lynn Yeates presented on the experiences of medi-
cal examiners; Christopher Edwards, CPC, talked about the life of 
a claim; and MaryAnne Taukiuvea shed light on the Office of In-
spector General (OIG) Work Plan and OIG audits. 
Décor in beautiful Autumn colors, friendly officers, and a SWAG 
gift bag welcomed each member. A delicious, catered lunch was pro-
vided by Weber State University’s Culinary Arts department. 

New Bedford, Massachusetts Chapter

The “Whaling City” local chapter, in existence since only Spring 
2013, boasts 143 members. They prepared for ICD-10 this summer 
with a presentation by Lisa Singer, RNP, MBA, CPC-I. They fol-
lowed up with member skits on ICD-10, and voted on the best skit 
at the end of the night. 

Lakeland, Florida Chapter
Norma Panther, CPC, CIRCC, 
CPC-I, CEMC, has been a key player 
in the success of the Lakeland, Florida, 
local chapter, according to Christina 
L. Vanderpool, CPC. “She is there to 
help us out at any workshop that we 
put together,” Vanderpool said. Even 
when the chips are down, Panther will 
step up to the plate and knock the ball 
out of the park. Just to site one exam-
ple, “When we had a speaker back out at the last minute, she stepped 
in with a presentation,” Vanderpool said.
Panther is a go-getter who has served as an officer for the Lakeland, 
Florida, local chapter, works full time, has a part-time job teaching 
coding, and is an ICD-10 instructor. Clearly, she is passionate about 
coding and her chapter. 
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■ ROAD MAP TO ICD-10

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

Review HIV, ARC, and 
AIDS-related Encounters

By Chandra Stephenson, CPC, COC, CPB, CPCO, CPMA, CPC-I, CIC, CCS, CANPC, CEMC, CFPC, CGSC, CIMC, COSC

In 2011, more than 1.2 million people in the United Sates were 
living with the human immunodeficiency virus (HIV), and only 
four in 10 of those individuals were in HIV medical care. Couple 
those numbers with the nearly $23 billion in federal funding the 
United States budgeted for HIV and acquired immunodeficiency 

syndrome (AIDS)-related medical ser-
vices in 2014, and you begin to under-
stand why proper reporting of these ser-
vices is paramount.

Source:  Centers for Disease Control and Prevention (CDC) Vital 
Signs Fact Sheet, November 2014, www.cdc.gov/
vitalsigns/hiv-aids-medical-care/index.html

The differences between HIV, AIDS, 
and AIDS-related complex (ARC), from 
clinical and coding perspectives, can be 
perplexing. To ensure proper reporting, 
it’s essential that you understand not 
only coding guidelines, carrier instruc-
tions, and contract requirements, but 
also provider terminology, patient phys-
iological responses related to the illness, 
and clinically significant illness-related 
diagnostic criteria. 

Diagnostic Spectrum of HIV
HIV, ARC, and AIDS each represent a 

different step in the evolution of HIV disease in a patient. Even if a 
patient’s condition improves, he or she cannot move backwards on 
the diagnostic spectrum. Once a patient falls into the symptomat-
ic HIV category (B20 Human immunodeficiency virus [HIV] dis-
ease), his or her HIV care is reported with B20 from that point for-
ward, even if the patient’s condition improves to the point where 
he or she appears asymptomatic.
HIV is an infective agent affecting the body’s immune system and 
its ability to fight infection. When a patient is first infected, typ-
ically he or she does not display any symptoms of illness. It may 
take three to six months after infection before HIV antibodies are 
detected in typical laboratory tests. As the disease evolves (which 
may take ears), symptoms may arise that signal a transition symp-
tomatic HIV infection (which is not synonymous with AIDS). 

Look beyond coding 
guidelines for complete and 
accurate reporting.
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HIV, ARC, AIDS

CODING/BILLING

The symptoms signaling transition are considered to be ARC. At 
some point, those symptoms progress to the extent that either the 
patient’s immune system becomes severely compromised (based 
on the patient’s CD4 cell count), or the patient develops an op-
portunistic infection (see Opportunistic Infections list). When 
either of these two things occurs, a patient is considered to have 
AIDS (aka Stage 3 HIV).
With a preliminary understanding of the terminology, physiolo-
gy, and diagnostics, you can look at the coding guidelines related 
to the HIV disease process. There are seven codes directly related 
to HIV-related care:

Z11.4  Encounter for screening for human immunodeficiency virus (HIV)

Z20.6  Contact with and (suspected) exposure to human immunodeficiency virus (HIV)

Z71.7  Human immunodeficiency virus (HIV) counseling

R75  Inconclusive laboratory evidence of human immunodeficiency virus (HIV)

Z21  Asymptomatic human immunodeficiency virus (HIV) infection status

B20  Human immunodeficiency virus [HIV] disease

O98.7-  Human immunodeficiency (HIV) disease complicating pregnancy, childbirth and the puerperium

There are specific circumstances for which each of these codes is 
reported. The reasons why patients seek HIV-related care can be 
divided into three main categories: testing, results of testing, and 
HIV-positive patients needing care. 

Testing to Determine HIV Status
There are three reasons a patient may present for HIV testing:
1. Screening: A patient seeking HIV screening, who does not 

have any signs or symptoms of HIV disease and who has not 
been exposed to the HIV virus. 

Common examples: Individuals planning to become sexually ac-
tive with a new partner and wanting to prove they are not infected 
with a sexually transmitted disease (STD); individuals applying to 
adopt a child; individuals applying for life insurance. 

Opportunistic Infections

Bacterial infections, multiple or recurrent

Candidiasis of bronchi, trachea, or lung

Candidiasis of esophagus

Cervical cancer, invasive

Coccidiodomycosis, disseminated or extrapulmonary

Cryptococcosis, extrapulmonary

Cryptosporidiosis, chronic intestinal (> 1 month’s duration)

Cytomegalovirus disease (other than liver, spleen, or nodes), onset at age > 1 month

Cytomegalovirus retinitis (with loss of vision)

Encephalopathy attributed to HIV

Herpes simplex: chronic ulcers (> 1 month’s duration) or bronchitis, pneumonitis, or 
esophagitis (onset at > 1 month)

Histoplasmosis, disseminated or extrapulmonary

Isosporiasis, chronic intestinal (> 1 month’s duration)

Kaposi sarcoma

Lymphoma, Burkitt (or equivalent term)

Lymphoma, immunoblastic (or equivalent term)

Lymphoma, primary, of brain

Mycobacterium avium complex or Mycobacterium kansasii, disseminated or extrapulmonary

Mycobacterium tuberculosis of any site, pulmonary, disseminated or extrapulmonary

Mycobacterium, other species or unidentified species, disseminated or extrapulmonary

Pneumocystitis jirovecii (previously known as “Pneumocystis carinii”) pneumonia

Pneumonia, recurrent

Progressive multifocal leukoencephalopathy

Salmonella septicemia, recurrent

Toxoplasmosis of brain, onset at age > 1 month

Wasting syndrome attributed to HIV

Source:  Revised Surveillance Case Definition for HIV Infection – United States, 2014,  
www.cdc.gov/mmwr/preview/mmwrhtml/rr6303a1.htm?s_cid=rr6303a1_e
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Coding for HIV screening: 
•	 Z11.4 for HIV screening

If applicable:

•	 Associated high-risk behaviors
•	 Z71.7 for HIV counseling provided during the encounter

2. Exposure: A patient seeking HIV testing due to exposure, 
who does not have any signs or symptoms of HIV disease.

Common examples: Individuals suffering from a needlestick in-
jury used on a patient known to have HIV; individuals who had 
unprotected sex with a partner who has HIV.  

Coding for HIV exposure: 
•	 Z20.6 for contact and suspected exposure

If applicable:

•	 Associated high-risk behaviors
•	 Z71.7 for HIV counseling provided during the encounter

3. Signs/Symptoms: A patient seeking HIV testing due to 
signs and symptoms, regardless of whether he or she know-
ingly has been exposed to the virus. By the time a patient ex-
periences signs and symptoms, he or she likely has had the 
disease for years.

Common examples: Individuals suffering from rapid weight loss, 
recurring fevers and night sweats, extreme and unexplained fa-
tigue, prolonged swelling of lymph glands, diarrhea lasting more 

than a week, etc. 

Coding for HIV signs/symptoms: 
•	 Specific signs/symptoms

If applicable:
•	 Associated high-risk behaviors
•	 Z71.7 for HIV counseling provided during the encounter

Results of HIV Testing
There are four potential outcomes for HIV testing:
1. Negative: A patient presents for HIV testing results, which 

are negative (there is no presence of the disease). During this 
encounter, the provider discusses with the patient why he or 
she felt the need to be tested, ways to prevent exposure in the 
future (e.g., safe sex practices), etc. The topics discussed dur-
ing these encounters support the guidelines directing you 
to use the HIV counseling code. It’s important to remem-
ber that a patient does not have to be HIV positive to report 
the HIV counseling code for services rendered during an en-
counter. 

Coding for HIV results - negative: 
•	 Z71.7 for HIV counseling

2. Inconclusive: A patient presents for HIV testing results, 
which are inconclusive (test results do not clearly show 
whether the patient has HIV). The patient does not have any 
signs, symptoms, or manifestations of the disease. This pri-

The reasons why patients seek 
HIV-related care can be divided 
into three main categories: 
testing, results of testing, and HIV-
positive patients needing care.

ph
ot

o b
y i

St
oc

kp
ho

to
 ©

 a
sis

ee
it



www.aapc.com January 2015 15

CODING/BILLING

HIV, ARC, AIDS

marily occurs when the test is conducted before the HIV 
antibodies have developed. An example is children born 
to HIV-positive mothers. For approximately the first 18 
months of life, a child has the mother’s antibodies; therefore, 
the test must be conducted after 18 months of age (when the 
child has his or her own antibodies) to ensure test results are 
accurate. 

Coding for HIV results - inconclusive: 
•	 R75 for inconclusive laboratory evidence of HIV

3. Positive without symptoms: A patient presents for HIV 
testing results, which are positive (patient has the disease). 
The patient has no signs or symptoms of the disease outside 
of the positive laboratory test.

Coding for HIV results – positive without symptoms: 
•	 Z21 for the asymptomatic HIV infection status

4. Positive with symptoms: A patient presents for HIV testing 
results, which are positive (patient has the disease). The pa-
tient has signs or symptoms of the disease.

Coding for HIV results – positive without symptoms: 
•	 B20 for HIV disease

Important: Only confirmed cases of HIV infection/illness may 
be coded. However, confirmation does not require documenta-
tion of positive serology or culture for HIV. The provider’s di-
agnostic statement alone is sufficient.

 HIV Positive Patients Needing Care
There are three situations in which an HIV-positive patient will 
seek care:
1. HIV-related illness: A patient being seen for an HIV-related 

illness is seeking care for an infection or manifestation relat-
ed to, or brought on by, HIV disease. 

Common examples: HIV-positive individuals being treated for 
thrush, shingles, pneumonia, etc. (See Opportunistic Infections 
on page 13 for more related conditions.)

Coding for HIV-related illnesses: 
•	 B20 for HIV disease
•	 All documented HIV-related conditions

2. Illness unrelated to HIV: A patient being seen for condi-
tions unrelated to his or her HIV disease.

Common examples: Individuals suffering from traumatic inju-
ries (e.g., fracture, burn) 
Coding for care unrelated to HIV disease: 

•	 Unrelated condition
•	 B20 for HIV disease
•	 All documented HIV-related conditions

3. Pregnancy: An HIV-positive woman receiving care dur-
ing her pregnancy. Code order for care during pregnancy 
does not depend on whether the condition being addressed is 
HIV-related. All conditions occurring during pregnancy are 
considered to affect the pregnancy, including HIV. 

Coding for pregnancy care for an HIV-positive patient: 
•	 O98.7- for HIV disease complicating pregnancy, 

childbirth, and the puerperium
•	 Appropriate HIV code - Either: Z21 for asymptomatic 

HIV infection status or B20 for HIV disease
•	 Z3A.- Weeks of gestation

Hone in on Proper Dx Coding with Case Examples 
We’ve covered the basic terminology, physiology, and coding for 
HIV, ARC, and AIDS related care. Now, let’s review some specif-
ic examples.
Example 1: Jane presents for HIV testing. She acknowledges she is 
sexually promiscuous and  recently received a call from one of her 
partners, informing her that he tested positive for HIV. Jane states 
she doesn’t always practice safe sex. The doctor discusses with Jane 
the importance of safe sex practices, the possible need for addition-
al testing if results are indeterminate, and the next steps if her test 
results are positive.
ICD-10-CM coding: Z20.6, Z72.51 High risk heterosexual be-
havior, Z71.7

Example 2: Jane returns to the office to receive her HIV test re-
sults. The results are positive; however, she is not yet experiencing 
any symptoms of the disease. The doctor discusses with Jane op-
tions for treatment, importance of medication compliance, and 
the need to contact former sexual partners to disclose her HIV-
positive status.
ICD-10-CM coding: Z21, Z71.7

Example 3: Jane presents for routine pregnancy care and is 17 
weeks into her pregnancy. She was previously diagnosed with 
HIV, but has not experienced any symptoms. The doctor discuss-
es with Jane recent lab results, which reveal she is anemic. 
Note: Anemia during pregnancy is more common in HIV positive 
women. Knowing this, best practice is to review the documenta-
tion further and query the provider if needed to determine if the 
anemia is HIV-related and should be coded as such. For this sce-
nario, there is no documentation to indicate the anemia is HIV-
related. 
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Netter’s Atlas of Surgical Anatomy for CPT® Coding

NEW 
PUBLICATION:
 COMING 
IN 2015! 

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

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

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

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

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

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

 to assist in code selection

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

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

Visit amastore.com to pre-order now!

To discuss this  
article or topic, go to 
www.aapc.comHIV, ARC, AIDS

ICD-10 Tip

The Centers for Disease Control and Preven-
tion estimates more than 10 percent of peo-
ple in the United States 20 years old and over 
have chronic kidney disease (CKD); more 
than 35 percent of people 20 years old and 
over with diabetes have CKD; and more than 
20 percent of people 20 years old and over 
with hypertension have CKD. It’s usually 
irreversible and, over time, can lead to end 
stage renal disease (ESRD), for which the 
only treatment options are dialysis or kidney 
transplant.
Diabetes results when blood sugar is too high, 
causing damage to many organs in the body, 
including the kidneys and heart, as well as 
blood vessels, nerves, and eyes. High blood 
pressure, or hypertension, occurs when the 
pressure of blood against the walls in blood 
vessels increases. When uncontrolled or poor-

ly controlled, high blood pressure is a lead-
ing cause of heart attacks, strokes, and CKD. 
CKD also can cause high blood pressure.
The stages of CKD are mainly based on mea-
sured or estimated glomerular filtration rate. 
There are five stages: 
Stage 1: Kidney function is normal. 

Stage 2:  Kidney function is minimally 
reduced. 

Stage 3:  Moderately reduced kidney 
function.

Stage 4: Severe kidney disfunction. 

Stage 5:  Very severe kidney disfunction or 
ESRD. 

Labeling someone as having CKD requires 
two blood samples taken at least 90 days 
apart. Historical values can be used. 

Chronic Kidney Disease 

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

ICD-10-CM coding: O98.712 Human immunodeficiency vi-
rus [HIV] disease complicating pregnancy, second trimester, Z21, 
O99.012  Anemia complicating pregnancy, second trimester, Z3A.17 
17 weeks gestation of pregnancy
Reporting HIV/ARC/AIDS is serious business. Because there is 
so much at stake, coders/billers/auditors must thoroughly under-
stand this complicated disease and all of its coding and reporting 
nuances. 

Chandra Stephenson, CPC, COC, CPB, CPCO, CPMA, CPC-I, CIC, CCS, CANPC, CEMC, 
CFPC, CGSC, CIMC, COSC, is a consultant who started out in healthcare 10 years ago. She 
has worked in a centralized billing office, a family practice office, a cardiology office, as a 
billing and coding instructor at a local technical college, and as a coding and compliance 
auditor. She enjoys conducting audits, researching coding and compliance issues, develop-
ing coding tools, and providing practitioner education. She is a member of the AAPC Na-
tional Advisory Board and the Indianapolis local chapter.

Reporting HIV/ARC/AIDS is serious 
business. Because there is so much at 
stake, it is essential for coders/billers/
auditors to thoroughly understand 
this complicated disease
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Heart Transplants:  
Three Operations, One Code

By Judy A. Wilson, CPC, COC, CPC-P, CPC-I, CPPM, CPCO, CPB, CANPC, CMRS

The key to reimbursement is 
showing medical necessity.

The first successful heart transplant was performed in South 
Africa in 1967. Heart transplants have evolved since then from 
an experimental procedure to an accepted treatment for select-
ed patients with various cardiovascular anomalies, such as con-
gestive heart failure or an enlarged heart. 
Believe it or not, a heart transplant is a relatively straightfor-
ward operation for a cardiac surgeon. The procedure consists of 
three operations: The first operation is performed to harvest the 
heart from the donor; the second procedure is to remove the re-
cipient’s damaged heart; and the third surgery is the implanta-
tion of the donor heart.

ICD-9-CM Coding
Remember that medical necessity drives the coding choice for a 
heart transplant (as it does for all coding). Claims must report, 
and documentation must substantiate, diagnosis codes that al-
low for coverage. Covered diagnosis codes are carrier specific; 
however, examples of diagnosis codes that most carriers accept 
to support the medical necessity for a heart transplant are: 

•	 Hemodynamic compromise due to heart failure (428.9 
Heart failure, unspecified);

•	 Severe ischemia (414.8 Other specified forms of chronic 
ischemic heart disease) consistently limiting routine 
activity not corrected by bypass surgery or angioplasty; 
and 

•	 Recurrent symptomatic ventricular arrhythmias (427.1 
Paroxysmal ventricular tachycardia) refractory to all 
accepted therapeutic modalities.

CPT® Coding
Procedure coding is more straightforward because there is only 
one code from which to choose: 33945 Heart transplant, with or 
without recipient cardiectomy. The removal of the defected heart 
is bundled into the placement of the new heart.
If the patient has a ventricular assist device (VAD) that must be 
removed prior to the heart transplant, the surgeon also may sep-
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Heart Transplants

arately report 33980 Removal of ventricular assist device, implant-
able intracorporeal, single ventricle, or if VAD removal is accom-
plished by percutaneous transseptal approach, 33999 Unlisted pro-
cedure, cardiac surgery.
Artificial hearts and components also are separately reportable 
from heart transplants using codes 0051T-0053T, per CPT® 
guidelines.
The surgeon’s work to remove the heart from the donor is usually 
paid by an organ procurement organization, such as Life Net, and 
not billed through insurance or billed to the patient.  

Judy A. Wilson, CPC, COC, CPC-P, CPC-I, CPPM, CPCO, CPB, CANPC, CMRS, has been 
the business administrator for Anesthesia Specialists, nine cardiac anesthesiologists who 
practice at Sentara Heart Hospital, for 21 of her 35 years in coding/billing. She served on the 
AAPC Chapter Association board of directors from 2010-2014 and has presented at AAPC 
regional and national conferences, the AMBA conference, and the University of Tulane An-

esthesia Conference in 2013. Wilson is on the Bryant & Stratton College, Virginia Beach, Virginia, board of di-
rectors. She is also an expert ICD-10 trainer, a PMCC instructor, and a frequent contributor to various indus-
try publications. Wilson is a member of the Chesapeake, Virginia, local chapter.

The removal of the defected 
heart is bundled into the 

placement of the new heart.
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By Karla Hurraw, CPC, CCS-P

Consider Two Options  
for Billing School Physicals

Schools commonly require a “sports physical” for students 
prior to participation in sports. To fulfill this requirement, 
a healthcare provider must perform a physical exam and fill 
out an activity form. It’s up to each provider to decide how 
to document and bill for these exams. There are two com-
mon choices:

1. Charge a Flat Fee
Some offices collect a flat fee from the patient to complete the 
exam and fill out the sports physical form, without billing in-
surance. The patient (or legal guardian) must first agree to 
pay the reduced fee and not file a claim with insurance.

2. Make It Part of a Well Visit
The other common option is to incorporate the sports physi-
cal into a well-child visit, like so:
•	 The sports physical is performed to complete the 

activity form, which is kept in the patient’s file, and the 
rest of the well-child exam is documented in the visit 
note; or

•	 A full well-child exam is performed and documented 
in the visit note. The activity form is then filled out 
based on the documented exam.

In either case, a full well-child exam is performed and billed 
to insurance. There is a CPT® code for filling out this sort of 
form (99080 Special reports such as insurance forms, more than 
the information conveyed in the usual medical communications 
or standard reporting form), but it’s not a covered benefit with 
most plans. Although you could report 99080 instead of bill-
ing the patient directly, the bill most likely will be the pa-
tient’s responsibility after the insurance processes it.
Some offices have a strict policy and only offer one option, 
while others offer both and let the patient choose which 
works best for his or her situation. Either way, make sure the 
patient (or legal guardian) understands your policy and bill-
ing procedures.

Broaden Your Scope
Similar policies can be applied to other types of physicals, 
such as pre-employment physicals, commercial driver’s li-

cense (CDL) physicals, etc. Note, however, that with the in-
creasing regulations and certifications required (in some 
states) to perform a CDL physical, more providers are choos-
ing to not offer a CDL physical as part of a well visit. The 
CDL physical requires an extensive exam, time, and decision-
making, and does not allow enough time to address the pre-
ventive aspects of a well visit. 

Karla Hurraw, CPC, CCS-P, holds a degree in Medical Office Administration and 
is the lead professional coder for DeKalb Health Medical Group at DeKalb Health in 
Auburn, Indiana. She is a member of the Fort Wayne, Indiana, local chapter.
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Think Your Coding 
Skills are Top Tier?

Now is your chance to put them to the test.

800-626-2633
aapc.com/2015challenge

Think You Know ICD-10? Let’s See … 

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

Per ICD-10-CM guidelines, what is the correct coding for a patient 
who has stage 5 chronic kidney disease (CKD) requiring chronic 
dialysis?

a. N18.6, Z99.2

b. N18.6

c. V45.11

d. N18.9, Z99

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

Rhonda Buckholtz, CPC, CPMA, CPC-I, CENTC, CGSC, COBGC, CPEDC, is vice president of 
ICD-10 Training and Education at AAPC. ICD

-10
 Qu

iz
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Ebola Basics for Coders
Diminish fears, understand coding, and 
know your practice’s preparedness plan.

By D. Cascardo, MA, MPA, CFP

As a coding professional, you may not see patients with Ebola, but 
you should be familiar with its etiology, reporting guidelines, and 
your practice’s protocol in the event a patient presents with Ebo-
la-like symptoms.

Symptoms, History, and Exposure
According to the Centers for Disease Control and Prevention 
(CDC), the symptoms of Ebola include fever higher than 100.4 F 
(38.0 C), severe headache, muscle pain, weakness, diarrhea, vom-
iting, abdominal pain, and unexplained hemorrhage. Symptoms 
usually appear eight to 10 days after exposure, but can present 
anywhere from two to 21 days. Ebola is not contagious during the 
incubation period.
Ebola is a hemorrhagic fever thought to come from bats. First de-
tected in 1976, the virus has had five major outbreaks in West Afri-
ca, and has caused more than 2,700 deaths. Although experimen-
tal treatments have been effective in some patients outside West 
Africa, as I am writing this, there is no FDA-approved cure or vac-
cine available for the Ebola virus. 
Ebola cases in the United States have been extremely rare. Ebola is 
not an air- or water-borne disease and can only be spread through 
direct contact with an infected individual’s blood or bodily flu-
ids, with objects contaminated with the virus, or with infected an-
imals. The highest risk of exposure to Ebola comes from percuta-

neous (e.g., needle stick) or mucous membrane exposure to blood 
or body fluids, and direct contact with a dead body in an Ebola-
affected area without appropriate personal protective equipment 
(PPE). Low-risk exposures are brief contact with an Ebola patient 
(e.g., shaking hands) and exposure to a patient without appropri-
ate PPE. People also can become sick with Ebola after coming in 
contact with infected wildlife.

Diagnosis Coding
If Congress hadn’t delayed ICD-10 implementation, the United 
States would be using a specific code for tracking Ebola: A98.4 Eb-
ola virus disease. The “appropriate” (but imprecise) code for Eb-
ola in ICD-9-CM is 078.89 Other specified diseases due to viruses.

Prepare Your Practice
There are a number of steps your practice can take to prepare for 
Ebola and other infectious diseases:
•	 Post signage prompting anyone who has traveled 

internationally in the past month to inform the front desk 
personnel upon checking in. In this period of uncertainty 
and fear about the Ebola virus, a patient’s travel history is 
vital.

•	 Contact your EHR vendor to be sure your system is set to 
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Ebola Resources
The CDC should be your first stop for information about Ebola 
and other infectious diseases. To assist you in developing an emer-
gency preparedness plan, you’ll find a wide range of resources on 
the agency’s website, such as: 
•	 Changes and updates to safety protocols:  

www.cdc.gov/vhf/ebola/index.html

•	 Provider checklist:  
www.cdc.gov/vhf/ebola/pdf/healthcare-provider-checklist-for-ebola.pdf

•	 Printable infographics and posters (such as the one to the 
right) to train staff about handling possible Ebola patients:  
www.cdc.gov/vhf/ebola/resources/index.html#crinfographics

Another trusted site is:
•	 American Medical Association Ebola resource center:  

www.ama-assn.org/ama/pub/physician-resources/public-health/ebola-
resource-center.page 

If Congress hadn’t delayed ICD-10 implementation, 
the United States would be using a specific code for 

tracking Ebola: A98.4 Ebola virus disease.

A. Continue with usual triage  
      and assessment  
B. Notify relevant health department
C. Monitor for fever and symptoms  for 21  
      days after last exposure in consultation        
      with  the relevant health department

Identify signs and symptoms: 
Fever (subjective or >100.4°F or 38.0°C) or Ebola-compatible 
symptoms: headache, weakness, muscle pain, vomiting, diarrhea, 
abdominal pain, or hemorrhage 

Identify, Isolate, Inform: Emergency Department 
Evaluation and Management of Patients with 
Possible Ebola Virus Disease

November, 5 2014     CS_252427

2

Identify exposure history: 
Has patient lived in or traveled to a country with widespread Ebola 
transmission or had contact with an individual with confirmed Ebola 
Virus Disease within the previous 21 days?

Continue with usual triage 
and assessment

1
NO

NO

YES

Isolate  and determine personal protective equipment (PPE) needed
Place patient in private room or separate enclosed area with private bathroom or covered, bedside 
commode. Only essential personnel with designated roles should evaluate patient and provide care to 
minimize transmission risk. The use of PPE should be determined based on the patient’s clinical status:  

3

5

YES YES

4
IMMEDIATELY notify the hospital 
infection control program and 
other appropriate sta� 
IMMEDIATELY report  to the 
health department

Inform

Further evaluation and management
A.
B. 
C. 

Complete history and physical examination; decision to test for Ebola should be made in consultation with relevant health department
Perform routine interventions (e.g. placement of peripheral IV, phlebotomy for diagnosis) as indicated by clinical status
Evaluate patient with dedicated equipment (e.g. stethoscope)

A.   

B.   

NO

Use PPE designated for the care of hospitalized patients 
http://www.cdc.gov/vhf/ebola/hcp/procedures-for-ppe.html
If the patient requires active resuscitation, this should be done in a 
pre-designated area using pre-designated equipment.

YESFor clinically stable patients, healthcare worker should at 
a minimum wear:
A.  Face shield & surgical face mask
B. Impermeable gown
C. 2 pairs of gloves
If  patient’s condition changes, reevaluate PPE

A.   

B.   

Is the patient exhibiting obvious bleeding, vomiting , copious diarrhea or a clinical condition 
that warrants invasive or aerosol-generating procedures (e.g., intubation, suctioning, active 
resuscitation)? 

handle Ebola and other communicable disease alerts. Many 
electronic health record (EHR) systems can be set to collect 
travel history.

•	 Develop a protocol for safely handling patients who may 
have Ebola or another communicable disease as part of your 
emergency preparedness plan. This information should 
include local and national infection control policies and 
guidelines for notifying officials of potential cases.

•	 Educate all staff members about the Ebola virus and answer 
any questions from patients.  

•	 Keep up with frequent CDC updates and know your local 

hospital and health department’s policies for sending a 
possible Ebola patient to their emergency department.

•	 Post all of this information on your website and update 
your patients with new information regularly.

Bottom line: Knowledge is power. When healthcare staff and pa-
tients know what to do in a particular situation, they are empow-
ered and feel less stressed and afraid. 

D. Cascardo, MA, MPA, CFP, is a Fellow of the New York Academy of Medicine.
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Coding for fracture care in the emergency department (ED) can 
be challenging. Here are the basics you’ll need to know to rise to 
its challenges.

Determine the Type of Fracture Care
There are two types of fracture care provided in the ED: defin-
itive care (non-manipulative care) and restorative care (manipu-
lative care). 

Definitive Care
The patient is provided pain management and the fracture is sta-
bilized by immobilization. Usually, small bone fractures that are 
not displaced (or are minimally displaced) are provided definitive 
care in the ED. Definitive care also may be provided for long bone 
fractures with no or little displacement. 

For example, a phalangeal fracture is treated by placing the fin-
ger in a splint or by buddy taping. A stable, non-displaced rib frac-
ture is treated by taping and respiratory therapy, such as breath-
ing exercise (braces or splints are not used because they restrict 
normal chest expansion and can lead to pulmonary complica-
tions). A nasal fracture is treated by ice packing and pain medica-
tion, and so on.
Definitive care is reported using CPT® codes describing, “Closed 
treatment of [XYZ] fracture without manipulation.” 

CPT® code examples:

21310 Closed treatment of nasal bone fracture without manipulation

23500 Closed treatment of clavicular fracture; without manipulation

26720 Closed treatment of phalangeal shaft fracture, proximal or middle phalanx, finger or thumb; with-
out manipulation, each
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Tricky ED Fracture Care Billing Explained
Different emergency circumstances can 
manipulate who should bill for what services.

By Samson Kumaraswamy, BPT, MSc, CPC, CEDC
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28510 Closed treatment of fracture, phalanx or phalanges, other than great toe; without manipulation, 
each

Note:  Last year, 21800 Closed treatment of rib fracture, uncomplicated, each would’ve 
been on this list, but this code is deleted for 2015. Per the CPT® 2015 codebook, “To 
report closed treatment of an uncomplicated rib fracture, use the Evaluation and 
Management codes.”

Restorative or Manipulative Care 
Displaced fractures are treated with manipulation to restore the 
bone to the correct anatomical position. The physician uses a 
combination of manipulative techniques — such as traction, 
flexion and/or extension, and medial or lateral rotation — to re-
store the displaced bony fragments to their original positions, af-
ter which the provider immobilizes the fractured body part using 
a cast or splint.
If manipulation of the displaced fragment does not return it to 
its original anatomical position, the procedure is considered un-
successful and the patient is referred a specialist for further care. 
Restorative care is reported using CPT® codes describing, “Closed 
treatment of [XYZ] fracture with manipulation.” 

CPT® code examples:

26605 Closed treatment of metacarpal fracture, single; with manipulation, each bone

26725 Closed treatment of phalangeal shaft fracture, proximal or middle phalanx, finger or thumb; with 
manipulation, with or without skin or skeletal traction, each

27762 Closed treatment of medial malleolus fracture; with manipulation, with or without skin or skel-
etal traction

28435 Closed treatment of talus fracture; with manipulation

28515 Closed treatment of fracture, phalanx or phalanges, other than great toe; with manipulation, each

Who Bills for What Services?
You may report fracture care in the ED only when an ED physi-
cian (or other qualified healthcare professional) provides the same 
treatment as a specialist (e.g., an orthopaedist). If an orthopaedic 
physician comes to the ED to treat the fracture, the orthopaedic 
physician (not the ED physician) reports the fracture care. 
If a patient who receives definitive care in the ED is referred and/
or advised to follow up with the specialty physician (orthopaedist) 

within three to five days, the fracture care credit goes to the spe-
cialty physician because he or she will provide the complete frac-
ture care (treatment).

Example
The patient has distal radius fracture. The ED physician applies 
the splint and advises the patient to follow up with an orthopaedist 
immediately. The splint care (29125 Application of short arm splint 
(forearm to hand); static) is reported by the ED physician; the frac-
ture care is reported by the orthopaedic physician. 
If a patient who receives definitive care in the ED is referred and/
or advised to follow up with the specialty physician (orthopaedist) 
in three to five days, the fracture care credit is given to ED provid-
er. This is because the complete fracture care (treatment) was pro-
vided by the ED physician, and follow-up is assumed to be for the 
next level of treatment for that fracture. 

Example
The patient has a distal radius fracture. The ED physician applies 
the splint and advises the patient to follow up with an orthopaedist 
in three to five days. The ED physician reports the fracture care 
(25600 Closed treatment of distal radial fracture (eg, Colles or Smith 
type) or epiphyseal separation, includes closed treatment of fracture of 
ulnar styloid, when performed; without manipulation) with modi-
fier 54 Surgical care only appended. 

A static short arm splint (29125)

Report 29125
when a static short arm splint is applied.
Report 29126 when a dynamic short arm

splint is applied

Anatomical Illustrations © 2014, Optuminsight, Inc.
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Fracture Care Points to Remember
There are several additional points to consider when reporting 
fracture care in the ED. Consider the following (courtesy of CGS 
Medicare):

Source:  CGS Medicare, “Billing for Fracture Care: Emergency Department vs. Physician/Orthopedic Office,” 
www.cgsmedicare.com/partb/pubs/news/2013/0513/cope22035.html

•	 “Global fracture care” includes treating the fracture and 
providing necessary follow-up care (e.g., performing and 
accepting restorative care and follow-up treatment of the 
fracture until healed).

•	 To submit a claim for fracture care, the treatment must 
meet the definition of “restorative” care and must involve 
more than merely splinting the fracture after straightening 
the limb. Physicians who treat a fracture and provide a 
significant portion of the global fracture care may submit 
the appropriate CPT® code for treating the fracture and be 
reimbursed for the global surgical package of care. 

•	 ED physicians (and non-physician practitioners authorized 
to provide emergency room services) who treat the 
fracture (as described in the second bullet) but do not 
provide follow-up care may submit a claim for the fracture 
treatment code with CPT® modifier 54.

Example
The patient has a metacarpal displaced fracture. The ED physi-
cian manipulates and reduces the fracture and applies a splint. 
This should be coded 26605-54. 
•	 A non-ED physician, such as an orthopaedic surgeon, who 

provides casting, follow-up evaluation and management 
(E/M) of the fracture until healed, may submit a claim 
for the fracture treatment code with CPT® modifier 55 
Postoperative management only.

Example
The patient has a metacarpal fracture and is provided treatment 
in the ED. The same patient follows up with an orthopaedist, who 
provides the casting and splinting, and treats the patient until the 
fracture heals. The ED physician will report 26600 Closed treat-
ment of metacarpal fracture, single; without manipulation, each 
bone-54, while the orthopaedist will report 26600-55. 

Samson Kumaraswamy, BPT, MSc, CPC, CEDC, is a physical therapist working in 
medical coding for over eight years, primarily in ER coding. He works as client relationship 
manager in coding, auditing, and training operations at Global Healthcare Resource. 

You may report fracture care in the ED only when an ED 
physician (or other qualified healthcare professional) provides 
the same treatment as a specialist (e.g., an orthopaedist).

Fractured
metacarpal

Palmar view

Metacarpal
bones

A metacarpal bone fracture is treated
without manipulation. Report 26605 when

manipulation is required to reduce the fracture

1
2345

Anatomical Illustrations © 2014, Optuminsight, Inc.



 

Code accurately for anesthesia with 2015 Coding Resources

Obtain proper payment and avoid errors with 2015 coding resources developed by the  
authority in anesthesiology – the American Society of Anesthesiologists. 

	 n  2015 Relative Value Guide®: A Guide for Anesthesia Values
	 n  2015 CROSSWALK®: A Guide for Surgery/Anesthesia CPT®Codes
	 n  2015 Reverse CROSSWALK® on CD-ROM: A guide that lists the CPT anesthesia codes  
  and cross references all applicable CPT procedure codes

Order now
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Navigate Adult Pneumonia 
Vaccine Billing Discrepancies

By Susan Theuns, PA-C, CPC, CHC

Conflict arises in 2015 when 
Medicare coverage doesn’t align 
with CDC recommendations. 

Coding pneumonia vaccine immunization for Medicare beneficia-
ries age 65 and over is tricky. Recent Centers for Disease Control and 
Prevention (CDC) recommendations and Medicare coverage guide-
lines do not align, causing discrepancy between what the healthcare 
provider may order and the allowed benefit. 

Available Vaccines
There are two vaccines for pneumococcal immunization in adults: 
23-valent pneumococcal polysaccharide vaccine (PPSV23) and 
13-valent pneumococcal conjugate vaccine (PCV13). The brand 
names for these vaccines are Pneumovax® 23 (Merck & Co.) and Pre-
vnar 13® (Wyeth Pharmaceuticals, a subsidiary of Pfizer). PPSV23 
has been used in adults age 65 and older for years; PCV13 has been 
approved for adults age 50 and older only since December 30, 2011.

Recommended Immunization Schedule
According to the CDC and the Advisory Committee on Immuni-
zation Practices (ACIP), both PPSV23 and PCV13 should be giv-
en routinely as a series to all adults age 65 and older. If a patient 65 or 
older has not been previously immunized against pneumonia, or his 
or her immunization history for a pneumonia vaccine is unknown, 
ACIP recommends a dose of PCV13 first; followed by PPSV23 in 
six to 12 months. The two vaccines should not be given at the same 
visit: The shortest acceptable interval between the two vaccines is 
eight weeks. 
Patients 65 or older previously immunized with PPSV23 (one or 
more doses) should receive one dose of PCV13, 12 months or more 
after the most recent PPSV23, according to recommendations. 
High-risk patients, for whom an additional dose of PPSV23 is indi-
cated, should receive the dose in another six to 12 months after the 
PSV13, and again at the five-year mark or later.

Medicare Coverage
Medicare follows its own guidelines for immunization, as outlined 
in the Medicare Claims Processing Manual, chapter 18, “Preventive 
and Screening Services.” The most recent revision to this chapter was 
released on November 22, 2013. Section 10.1.1, regarding pneumo-
coccal vaccines, was last revised in 2008.
Medicare describes the pneumonia vaccine benefit as a “once in a 
lifetime” benefit. Copayments and deductibles are waived for this 
service. Claims are paid for beneficiaries who are at high risk for 
the disease and who have not received a pneumonia vaccine in the 
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past five years. Per the Centers for Medicare & Medicaid Services 
(CMS), if vaccine status is unknown, the patient may be given the 
vaccine; but there is no guidance on how to convey the unknown sta-
tus when billing.
CMS recommends initial pneumococcal vaccines for high-risk in-
dividuals, including: 
1. All persons age 65 and older

2. Immunocompetent adults due to chronic illness

3. Immunocompromised beneficiaries

Examples of chronic diseases warranting vaccination include car-
diovascular disease, diabetes, pulmonary disease (such as chron-
ic obstructive pulmonary disease), alcoholism, cirrhosis of the liv-
er, and patients with spinal cord leakage. Examples of immunocom-
promised individuals include asplenia, splenic dysfunction, lympho-
ma, Hodgkin’s disease, chronic renal failure, HIV, sickle cell disease, 
those receiving immunosuppressive chemotherapy, malignancies, 
nephrotic syndrome, and organ transplant recipients.
Note that many Medicare beneficiaries are under 65, which is when 
many of these high-risk conditions normally develop. These benefi-
ciaries are often deemed disabled and eligible for Medicare coverage 
due to their conditions.
Medicare states, “Routine revaccinations of people age 65 or older 
that are not at highest risk are not appropriate.” Revaccination will 
be denied unless there is a diagnosis to substantiate a patient is at a 
higher risk than what is normally covered.
To establish whether a patient has received a pneumonia vaccine pre-
viously, the manual states to ask the patient, provided that he or she 

is deemed competent. Medicare further states there is no need to ob-
tain previous records if they are not readily available. If a patient can-
not remember whether he or she received the pneumonia vaccine in 
the past five years, the vaccine should be given to the patient. 
This situation creates a tight spot for the provider. Pneumonia vac-
cines are expensive, so providers want to make sure they are reim-
bursed. Medicare knows when a beneficiary has received the once-
in-a-lifetime benefit from claims history, but the provider may not 
have this information if the patient received the vaccine elsewhere.

How to Code: Now and Later
For Medicare, the vaccine and administration codes are shown in 
Table A.
Prevnar 7 valent (PCV7) (CPT® 90669 Pneumococcal conjugate vac-
cine, 7 valent, for intramuscular use) is a pediatric vaccine that was 
replaced by PCV13 in 2011; however, Medicare still lists this as an 
option on their current literature and Medicare billing information 

ICD-9-CM ICD-10-CM

V03.82 Other specified vaccinations against streptococcus 
pneumoniae [pneumococcus]

Z23 Encounter for immunization

V45.79 Other acquired absence of organ Z90.81 Acquired absence of organs

V10.79 Personal history of other lymphatic and hematopoi-
etic neoplasms

Z85.79 Personal history of other malignant neoplasms of lymphoid, hematopoietic 
and related tissues

V10.72 Personal history of Hodgkin’s disease Z85.71 Personal history of Hodgkin lymphoma

V45.11 Renal dialysis status Z99.2 Dependence on renal dialysis

496 Chronic airway obstruction, not elsewhere classified J44.9 Chronic obstructive pulmonary disease, unspecified

401.x Essential hypertension I10 Essential (primary) hypertension

CPT® Code for Vaccine HCPCS Level II  
Code Administration

Brand Name

90670  Pneumococcal conjugate vaccine, 
13 valent, for intramuscular use

G0009  Administration 
of pneumococcal 
vaccine

Prevnar 13®

90732  Pneumococcal polysaccharide 
vaccine, 23-valent, adult or immu-
nosuppressed patient dosage, 
when administered to individuals 2 
years or older, for subcutaneous or 
intramuscular use

G0009 Pneumovax® 23

Tabe A: Medicare vaccine and administration codes

Tabe B:  Codes and coding 
conventions differ 
between code sets.
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Revaccination will be denied unless there is 
a diagnosis to substantiate a patient is at a 
higher risk than what is normally covered.

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

sheets, and 90669 is a valid CPT® code in 
2015. 

Diagnosis codes for ICD-9-CM pneumonia vac-
cine prophylaxis are V03.82 Other specified vacci-

nations against streptococcus pneumoniae [pneumococ-
cus] and V06.6 Need for prophylactic vaccination and in-

oculation against streptococcus pneumoniae [pneumococcus] 
and influenza, when given at the same visit as the influen-
za vaccine. 

A secondary and/or tertiary diagnosis of a chronic disease 
must be listed to substantiate the higher-risk condition(s) that 

may warrant revaccination (as aforementioned): for example, 
hypertension (401.X Essential hypertension) or acquired absence 
of the spleen V45.79 Other acquired absence of organ. 
As shown in Table B (on the preceding page), the codes and cod-
ing conventions change when we convert to ICD-10.
In ICD-9, the reason for the immunization varies, and there is a 

separate V code for each type of vaccine; whereas, in ICD-10, the 
type of immunization is determined by the CPT® code(s) billed 
on the claim. In ICD-10, all immunization encounters will speci-
fy Z23 as the primary diagnosis.

Using the ABN and VIS
Providers and facilities offering pneumonia vaccines should ask 
Medicare patients to sign an Advance Beneficiary Notice (ABN) 
prior to receiving the vaccine. Use ABNs when Medicare may not 
cover a vaccine, depending on frequency or unknown prior vac-
cine status. The ABN allows a provider to recoup the cost of the 
vaccine if Medicare denies the claim by balance-billing the pa-
tient.
Patients should also receive the Vaccine Information Sheet (VIS). 
There is a different VIS for each of the two pneumonia vaccines.
Both the ABN and VIS forms must be presented to the patient pri-
or to receiving the vaccine. Explain the forms so the patient and/
or guardian can make an informed decision about the vaccine. 

Additional Considerations
In addition to the codes for billing, there are roster options for 
pharmacies providing vaccine services to Medicare beneficiaries. 
Many of the vaccine recipients are walk-ins to retail pharmacies 
and clinics, and do not require a physician order. Establishments 

such as this need to make sure they protect against financial loss 
when supplying and administering these vaccines.
There are also several HCPCS Level II modifiers you should use 
when billing for the pneumonia vaccines because they convey im-
portant information about coverage and non-coverage. Appropri-
ate use of these modifiers is beyond the scope of this article, but 
consider them for the billing process. They are:

GA -  Waiver of liability statement issued as required by payer 
policy, individual case, when an ABN has been issued

GZ -  Item or service expected to be denied as not reasonable 
and necessary, when the claim may be expected to be 
denied as reasonable or necessary

GK -  Reasonable and necessary item/service associated with 
a GA or GZ modifier, when modifier GA or GZ is 
associated with a reasonably necessary service

Consider Patient Risk, Correct Coding, and Cost
As long as the ACIP and CMS recommendations conflict, it’s im-
perative for healthcare providers to document and bill in accor-
dance with their clinical judgment based on patient history, need, 
chronic conditions, and degree of risk. Until the oversight agen-
cies that provide guidance can align, providers and patients must 
share the risk and cost of doing what is in the best interest of the 
patient. 

Susan Theuns, PA-C, CPC, CHC, is the administrative director of physician practices at 
MedStar Union Memorial Hospital in Baltimore, Maryland. In addition to her certifications, 
she holds degrees in Allied Health, Business Management and Leadership & Education. 
Theuns serves as a national advisor and is a contributing author for The Business of Medi-
cal Practice, 3rd edition. She is a member of the Baltimore, Maryland, local chapter.
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Continuing education. Any time. Any place. ℠ 

Be with the family and 
earn CEUs! 

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

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

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

 

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

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

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

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

(Most courses will 
also earn CEUs 
with AHIMA. 

See our Web site.) 

My healthcare career began in 2002 in Honolulu, 
Hawaii. I was a recent college graduate with a 

bachelor’s degree in business, and I was having a hard 
time finding a job that fit my qualifications and expe-
rience. After some entry level administrative positions 
in a healthcare setting, I lucked out getting a job for a 
physical therapy clinic. The owner took a chance that 
I’d be able to learn billing and coding. 

Experiencing the Full Revenue Cycle
As it turned out, I excelled at billing and coding, es-
pecially working with aging claims. This is where my 
love for the full revenue cycle and working with ag-
ing claims began. In 2004, I wanted to get a certifi-
cation in billing, since that was the majority of what I 
did. An associate advised me to get certified in coding 
instead. Following her advice, I took the Profession-
al Medical Coding Curriculum (PMCC) in 2004 and 
subsequently passed my Certified Professional Cod-
er (CPC®) exam.

Reaching for More
In 2005, I left Hawaii for Denver, where I landed my 
first full-time, strictly coding job. Shortly thereafter, I 
realized I liked the full revenue cycle much more than 
only coding. I went on to work for an intraoperative 
neurophysiological monitoring company, where I was 
responsible for scheduling, billing, coding, and prac-
tice management. I finished my first master’s degree in 
2005 and my second in healthcare in 2006. I wanted 
to further my credentials, but AAPC didn’t have any-
thing available to suit my needs and expertise at that 
time. I began teaching in billing/coding/healthcare in 
2006 and have been doing it ever since. 

Eureka! The CPPM® and CPB® Were Born
I moved to Tulsa, Oklahoma, in 2009 to work for an-
other intraoperative neurophysiological monitoring 
company as the director of billing. My responsibili-
ties include practice management, scheduling, billing, 
coding, etc. I also became very active in my local chap-
ter, holding multiple positions. In 2012, I began bill-
ing and coding for other intraoperative neurophysio-
logical monitoring companies, in addition to my cur-
rent position. By then, I had come a long way, and so 
had AAPC. I soon earned two of their new credentials 
that were suitable for my areas of expertise: the Cer-
tified Physician Practice Manager (CPPM®) and Cer-
tified Professional Biller (CPB®). Most recently, I be-
came ICD-10 proficient and received my Certified 
Professional Coding-Instructor (CPC-I™). 

The business side of healthcare has been wonderful 
to me, and my experience and love for teaching and 
learning makes it a perfect fit. I have been working 
in the field for 10 years and I have another 40+ years 
to go. I love what I do. That’s why I dedicate so much 
time and energy into it. 

Send your success stories and a digital photo of yourself to 
Michelle Dick (michelle.dick@aapc.com).

Cindy Akkerman, MBA, MBA-HCM, CPC, CPB, CPPM, CPC-I

WHY I BILL, CODE, AND MANAGE
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Define a Qualified Healthcare Professional
By Joette Derricks, MPA, CMPE, CPC, CHC, CSSGB

In 2013, the American Medical Association (AMA) established a 
definition for a qualified healthcare professional (QHP), in terms 
of which providers may report medical services: 

“A ‘physician or other qualified health care professional’ is 
an individual who is qualified by education, training, li-
censure/regulation (when applicable) and facility privileg-
ing (when applicable) who performs a professional service 
within his/her scope of practice and independently reports 
that professional service.”

QHPs are distinct from clinical staff. The clinical staff is com-
prised of employees (leased or contracted staff) who work under 
the supervision of a physician or other QHP to perform, or assist 
in the performance of, a specified professional service as allowed 
by law, regulation, and facility policy; but who do not individual-

ly report that professional service (payer-specific policies may also 
affect who may report specific services). Clinical staff includes 
medical assistants, licensed practical nurses, registered nurses, 
and the like. 
Possible QHPs — depending on state scope of practice, licensing, 
and the Centers for Medicare & Medicaid Services’ (CMS), or 
other payers’, guidelines — are:
•	 Nurse practitioner (NP)
•	 Certified nurse specialist (CNS)
•	 Physician assistant (PA)
•	 Certified nurse mid-wife (CNM)
•	 Certified registered nurse anesthetist (CRNA)
•	 Clinical social worker (CSW)
•	 Physical therapist (PT)

QHPs Must Be Licensed, and Often Are Certified
Licensing provides the best assurance that an individual meets 
educational, training, and professional standards of conduct set 
forth by a state’s licensing authority. Licensing brings accountabil-
ity to the relationship between QHPs and patients. Many licensed 

Navigate complex state rules and 
comply with payers’ coverage 
guidelines and bylaws.
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QHPs vs Clinical Staff QHP Clinical Staff

Qualified by education, training, and licensure/regulation X X

Facility privileges X X

Performs a professional service X X

Independently reports the professional service X

Performs services under supervision of a physician or other QHP* X X

Note:  A QHP may work under the supervision of a physician in accordance with Medicare’s incident-to billing 
requirements, or a similar provision recognized by other third-party payers, and report the service under the 
physician’s billing number. A physician or a QHP, in accordance with state laws and payer guidelines, may 
supervise clinical staff.

QHPs have various certifications, which demonstrate they have 
a specialized area of competence within the scope of their license. 
Payer certification requirements beyond a professional license 
are popping up more often in the Centers for Medicare & Med-
icaid Services’ (CMS) national or local coverage determinations 
(NCDs/LCDs). For example, Medicare Part B contractor Nation-
al Government Services’ (NGS) LCD for Transesophageal Echo-
cardiography (TEE) (L27381) states that an acceptable level of 
competence is fulfilled for the professional proportion when the 
interpretation is performed by a physician meeting any of the fol-
lowing requirements: 
•	 The physician is board certified in Cardiovascular Diseases 

or Perioperative Transesophageal Echocardiography 
(National Board of Echocardiography); or 

•	 The physician has Level II training in transesophageal 
echocardiography (including documentation of the 
performance of 25 esophageal intubations and 50 
supervised interpretations), as defined by the American 
College of Cardiology/American Heart Association/
American College of Physicians Task Force on Clinical 
Competence in Echocardiography, or the equivalent of 
Level II training as set forth in that document. 

NGS considers the submission of TEE claims as an attestation 
that both the technical and professional components of the ser-
vice were provided within the context of the required credentials. 
NGS, in implementing the policy, granted a two-year grace peri-
od (until July 1, 2011) for Part B physicians in many states. The re-
maining states in NGS’s Medicare jurisdiction (Illinois, Maine, 
Massachusetts, Minnesota, New Hampshire, Rhode Island, Ver-
mont, and Wisconsin) have until January 1, 2015. 

Most major payers, like CMS, endorse AMA’s definition of a 
QHP, and use it as a basis for the type of professional to whom they 
will grant an independent billing number.
In June 2013, for example, Aetna released an article in its region-
al newsletters addressing proper mid-level practitioner billing re-
quirements. The insurer states in the article, “We define mid-lev-
el practitioners as nurse practitioners, physician assistants, nurse 
midwives and clinical nurse specialists/registered nurses*.” On 
first read, you might confuse a registered nurse with a certified 
registered nurse, and believe a registered nurse may secure his or 
her own independent billing number. The asterisk following “reg-
istered nurses” refers to clinical registered nurses, as clarified by 
a footnote stating, “Clinical nurse specialists may be nurse prac-
titioners (NPs) or registered nurses (RNs). If an RN is providing 
services as a clinical nurse specialist, the billing requirements will 
apply.”

Source:  Aetna OfficeLink Update, June 2013,  
www.aetna.com/healthcare-professionals/assets/documents/OLU_WT_June2013.pdf

Another way to verify whether a specific payer will grant the pro-
fessional an independent billing number is to check the payer’s 
provider enrollment site. 
For example, Aetna’s online enrollment form for midlevel provid-
ers does not list “registered nurse” within the pull-down menu se-
lection for practitioner types. Listed providers include: NPs, PAs, 
CRNAs, CNSs, and nurse midwifes. A similar check of the Blue 
Cross and Blue Shield of Michigan site likewise shows that a reg-
istered nurse is not an eligible provider type. 

State Regulations at a Glance
State rules can be complex, sometimes hard to find, subject to fre-

Source: CPT® 2014 Professional Edition, page xii.
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quent change, and may conflict with federal rules and regula-
tions, payer’s coverage, or hospital guidelines and bylaws. Here 
are a few state provisions of which you should be aware:

1. All 50 states and the District of Columbia recognize and 
permit NPs and CNSs to practice — but not always inde-
pendently. NPs may practice independently in 18 states 
and have limited or restricted practice privileges in the re-
maining.

Source:  American Association of Nurse Practitioners,  
www.aanp.org/legislation-regulation/state-legislation-regulation/state-practice-
environment

2. All 50 states and the District of Columbia cover medical 
services provided by PAs under their Medicaid fee-for-
service or Medicaid managed care programs. Nearly all 
private payers cover medical and surgical services provid-
ed by PAs. Some payers will separately credential and/or 
enroll PAs. Others require services delivered by PAs to be 
billed under the name and National Provider Identifier of 
the PA’s supervising physician.

Source:  “Third Party Reimbursement Issues for PAs,”  
www.aapa.org/WorkArea/DownloadAsset.aspx?id=606 

3. A PT may be licensed to practice in every state, with some 
states having additional requirements regarding educa-
tion, English language proficiency, and clinical intern-
ship completion.

Source:  Federation of State Boards of Physical Therapy Jurisdiction Licensure Reference Guide Topic: 
Foreign Educated PTs and PTAs, www.fsbpt.org/Portals/0/documents/free-resources/JLRG_
FEPT_RequirementsLicensure_201405.pdf

4. Prescriptive authority is a prime example of differenc-
es in practice environments between states and types of 
QHPs. NPs and PAs have prescriptive rights in all states, 
but these rights are regulated and may differ from state to 
state.

Source:  “Mid-Level Practitioners Authorization by State,”  
www.deadiversion.usdoj.gov/drugreg/practioners/mlp_by_state.pdf

5. CRNAs are legally responsible for the anesthesia care 
they provide and are recognized by state law in all 50 

states, the District of Columbia, Puerto Rico, and the 
Virgin Islands. In December 2001, less than one month 
after CMS published its anesthesia care rule granting 
state governors the ability to opt out of the physician su-
pervision requirement, Iowa Governor Thomas Vilsack 
sent a letter to CMS stating “it is in the best interest of the 
state of Iowa to opt out of the current physician supervi-
sion requirement ….” Seventeen states have since opted 
out of the physician supervision requirement.

Source:  “Iowa Nurse Anesthesia Safer than Ever 10 Years after Physician Supervision Requirement 
Removed,” www.aana.com/newsandjournal/News/Pages/122311-Iowa-Nurse-Anesthesia-
Safer-than-Ever-10-Years-after-Physician-Supervision-Requirement-Removed.aspx

6. CNMs have a scope of practice that includes a broad ar-
ray of women’s health services, including physical exams, 
prescribing medications, and assisting in childbirth. The 
guiding principles of the practice of CNMs are to work 
with women to promote a healthy pregnancy. Medicaid is 
the single largest payer for CNMs.

Source:  American College of Nurse Midwives,  
www.midwife.org/Understanding-State-Practice-Environments

7. CSWs provide patients with a holistic approach, provid-
ing counseling and behavioral modification services. 
CSWs are always licensed. In most states, master’s level 
social workers are licensed whether or not they are in clin-
ical practice. Many states also license social workers with 
bachelor’s degrees.

Source:  SocialWorkLicensure.Org, 
www.socialworklicensure.org/articles/social-work-license-requirements.html

For Medicare enrollment, the Internet-based Provider En-
rollment, Chain and Ownership System is available to QHPs. 
Most other payers also provide online enrollment to QHPs, if 
they bill under their own provider numbers in accordance with 
their licensure and state’s scope of practice rules. 

Joette Derricks, MPA, CMPE, CPC, CHC, CSSGB, has 35 years of healthcare finance, operations, 
and compliance experience. A national speaker and author, her unique style helps to bridge the reg-
ulatory requirements with the practical realities of day-to-day operations. Derrick has provided nu-
merous expert reports and testimony regarding Medicare, Medicaid, and third-party payer regu-
lations with an emphasis on coding, billing, and reimbursement rules. She serves as the vice presi-
dent, regulatory affairs, at Anesthesia Business Consultants. She is a member of the Ann Arbor, Mich-
igan, local chapter.

Another way to verify whether a specific payer will 
grant the professional an independent billing number 
is to check the payer’s provider enrollment site. 
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SAVE $100 thru Jan. 31
Early Bird Price: $745 for 

AAPC Members

HEALTHCONHEALTHCON
April 13 - 16, 2014 | Nashville, Tennessee

New Name - Same Great National Conference

Conference by Day 

    Vegas by Night
March 29 - April 1, 2015 

Las Vegas, Nevada 
90+ Sessions | 18 CEUs

Conference + 3 Nights Hotel 
Starting at  $1,297  *$997

Early Bird Registration Open Through January 16

healthcon.com*Payment plans available, call 800-626-2633



DEAR CONFERENCE ATTENDEE

EVENT DETAILS

HEALTHCON 2015 will be held at both the Paris and 
Bally’s hotel properties. There is a short promenade 
connecting the hotels together.

Location

Dates

HOTEL DETAILS

Early bird AAPC Member:  $895.00  $795.00*
*Early bird registration ends January 16, 2015

March 29 - April 1, 2015

Paris Las Vegas Resort
3655 S Las Vegas Blvd    
Private Room
Shared Room
Conference + 3 Nights Shared Room

An optional resort fee ($25/room/night + tax) may be 
purchased at check-in for access to additional amenities.

$195/night
$100/person/night
$1,045/person*

I look forward to seeing you in Las Vegas, Nevada, for 
HEALTHCON 2015, March 29 - April 1. We’ll have more 
educational sessions than ever, spanning 11 different 
healthcare business categories. HEALTHCON is a great 
opportunity to share, learn, and make long-lasting 
friendships. What you learn will benefit your career and 
your office, facility, or organization. Don’t miss it!

Best regards,
Jason VandenAkker
CEO, AAPC

HEALTHCON 2015 LAS VEGAS

Bally’s Las Vegas
3645 S Las Vegas Blvd
Private Room
Shared Room
Conference + 3 Nights Shared Room

$180/night
$84/person/night
$997/person*



CONFERENCE GENERAL SESSIONS
BROUGHT TO YOU BY AAPC

Come listen to Suzie Draper, MPA, the co-founder of Intermountain Healthcare’s compliance program, speak on best 
practices in compliance. Ms. Draper’s professional healthcare career spans clinical settings, corporate compliance 
and privacy, medical records, and physician services. She has served with a number of boards, and is a member of 
Presbyterian Healthcare Services Compliance and Audit Committee. Ms. Draper is chair of the Community Health Care 
Center Board of Directors and a member of the American Hospital Association Compliance Officer’s Roundtable.

This panel discussion, led by AAPC’s Legal Advisory Board, offers insights into today – and tomorrow’s – most pressing 
legal concerns for medical practices and facilities facing increased financial scrutiny and regulation.

Conference Welcome

Scott Klososky specializes in helping leaders see the world in new ways. He has used innovation, velocity, and future 
vision to build his own companies and advise clients. Speaking to audiences across the market spectrum, he never fails 
to send them home with at least three new ideas to apply right away. Scott stands out in his ability to translate where 
technology and trends are going - in an engaging and entertaining way! It is also rare to find someone who has his 
combination of accurate future vision and “in the trenches” experience. 

Transformation through Technology

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

Brad Nieder is a funny doctor, keynote speaker, and clean comedian who blends healthcare humor with wellness advice 
and an uplifting message. Audiences love his “Laughter is the Best Medicine” program, finding it entertaining and 
inspiring (and informative, too). Dr. Brad explains--without being boring--how laughter really is good medicine ... for 
managing pain, enhancing immune system function, reducing stress and more.)

Laughter is the Best Medicine

With more than 30 years of experience in medical computing and information standards, Dr. Jonathan Elion has 
committed his career to innovations in high value services and healthcare delivery to maximize efficiency and cost 
effectiveness. Join him as he shares stories and anecdotes used to describe the trials and tribulations of clinical 
documentation from a clinician’s point of view. 

Challenges in Clinical Documentation: Stories from the Front Line

There are many new trends that change and challenge the way practices currently do business. Rob Tennant will help you 
understand the concepts of what’s to come and how to focus efforts to navigate the changing landscape of healthcare. 
Mr. Tennant focuses on federal legislative and regulatory health information technology issues, including the Health 
Insurance Portability and Accountability Act (HIPAA), electronic health records, electronic prescribing and ICD-10. 

Emerging Trends in Practice Management

Compliance Experiences - Best Practices

Legal Trends and Issues

ICD-10 implementation is just around the corner. How ready are you? Join the fun as a team contestant and see if you can 
guess the top ICD-10 answers on the board, or just play along in the audience. 

ICD-10 Feud
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CONFERENCE BREAKOUT SESSIONS
Visit healthcon.com for session details

Excision, Repair, Wound Care

TCM, CCM, and CCCO

Teaching Physician Attestations

Coding Updates for 2015: 
Interventional Radiology and 
Cardiology

All You Wanted To Know About 
Neoplasms

2015 Radiation Oncology Code 
Changes - Everything Old is New 
Again

Coding and Billing for Mental 
Health

Up-to-Date Preventive Health Tests 
for Women

Nuclear Medicine, Including PET 
Coding & Billing, Policy and Tips

Breast Reconstruction/Revisions

Not ‘Cardio’ Vascular Coding

Complex Foot and Ankle

Dermatology Coding Challenges

Fundamentals of Risk Coding

Arthroscopic Surgical Procedures

Tomorrow’s Challenge: Staying 
Compliant with ICD-10-CM 
Implementation

A Closer Look at Care Plan Oversight

Is Your Physician Ready…
Coding, Communication, and 
Documentation

Hiring and Retaining Top-Notch 
Coding Staff

Shades of Gray in E/M 
Documentation and Coding

EMR/Documentation and Coding 
Faux Pas

Medical Necessity vs. Medical 
Decision-Making

Modifiers, the Medicare Way!

Risk Adjustment Reimbursement, 
the ACA, and Quality Measure

Short Stays for the Coder

Understanding Multiple Procedure 
Reductions

Surgical Coding in the Outpatient 
Facility

Common Outpatient Coding Errors

Sepsis and SIRS: Side-by-Side in 
ICD-9-CM and ICD-10-CM

Hospital Compliance: A View From 
Inside the Straightjacket

Coding Clinic Update

Interdependencies of Regulations, 
Documentation, and Coding

Capturing Charges: HCPCS 
Codes for Supplies, Injectables, 
Medications

Shrink Revenue Leakage with 
Strategic Communications
Coding Clinic Update

Hot Buttons for Payers

Data Integrity in Medical Billing

Overpayments – The Journey form 
Self-Discovery to Resolution

Fighting Back on Payer Recoupment

Staying in the Curve

Gap Analysis: The Measure of 
a Healthy Practice in Today’s 
Healthcare Environment

ICD-10-CM Advanced Coding for 
Clinical Conditions – Cardiology

ICD-10-CM Advanced Coding for 
Clinical Conditions – OB/GYN

ICD-10-CM Advanced Coding for 
Clinical Conditions – Orthopedic

ICD-10-CM Advanced Coding for 
Clinical Conditions – Primary Care

ICD-10-CM Advanced Coding for 
Clinical Conditions – Neurology

ICD-10 Cost Survey Results and Best 
Practices

ICD-10-CM Advanced Coding for 
Clinical Conditions-General Surgery

ICD-10-PCS Advanced Coding

Coding Specialty Coding General Coding Outpatient

Coding ICD-10

Coding Inpatient Facility  

Billing  



There’s a Complaint in the Box, Now 
What?

Neglecting HIPAA?  How to 
Prioritize Compliance Efforts

How to Excel as a Manager: 
Compliance in a Whole New Light

Implementing a Quality Compliance 
Plan in 30 Days to Adhere to a CIA

Coder Liability Under the FCA

Compliance Plan 101

Compliance Mistakes in Physician 
Practices

HIPAA and Compliance for Remote 
Employees

Creating a Compliance Program, or 
Challenges and Solutions for Your 
Practice

An Internet Roadmap to 
Compliance

Introduction to Healthcare Fraud 
– Distinguishing Fraud from Waste 
and Abuse

The ACA and Compliance - What 
Does this Mean for You?

Unconventional Approaches 
to Meeting the Challenges of 
Compliance

Where the HIPAA Police are Hiding

Basic Top 10 Fraud Schemes - Where 
You Do Not Want to Be

Identifying and Mitigating Risks 
Under the Anti-Kickback Statute 
and Stark Law

Practical Auditing Methods and 
Solutions

Third Party Risk Mitigation and 
Audit Responses

Designing and Implementing an 
Auditing Program for Physician 
Practices

Auditing from a Payer Perspective

Lessons Learned from OIG Fraud 
Investigation

Life After an OIG Investigation: 
Auditing for the Future

Data Integrity

Dos and Don’ts of External Audits

Healthcare Business Workflows and 
Leadership Skills

Principles of Physician 
Reimbursement

RCM and Accounting Principles for 
Practices

Healthcare Reform and Quality/
EHRs/IT Interoperability

Modern Health Technology/HIPAA

Human Resource Management

Corporate Compliance/Marketing 
and Business Relationships

Space Planning and Business 
Continuity

Audit, Compliance, and Regulatory 
Guidelines

Medical Record Standards and 
Documentation Guidelines

E/M Auditing

Surgical and Anesthesia Auditing

Ancillary and Medicine Section 
Audits

Audit Scope, Sampling, and Process

Risk Analysis and Communication

CPMA Test-Taking Tips

BROUGHT TO YOU BY AAPC

Auditing End to End Track  

Compliance Auditing Practice Management 
End to End Track   
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ADDITIONAL EVENTS  

Time:
8:00AM-5:00PM
(3/27 - 3/28)

ICD-10-CM General Code Set Training

Learn to code for ICD-10-CM and fulfill AAPC’s certification maintenance requirements for ICD-10-CM. This 
event is led by an ICD-10 certified trainer and provides a comprehensive, two-day training of the ICD-10-
CM code set.

CEUs: 16       Price: $395

Time:
8:00AM-5:00PM
(3/27 - 3/28)

CEUs: 16       Price: $395

ICD-10-PCS General Code Set Training

This comprehensive ICD-10-PCS code set training, led by a certified instructor, covers the new coding 
system’s overview, format, terminology, guidelines, medical and surgical sections, and ancillary sections. 
Hands-on coding exercises will ensure comprehension of the material. You will need an ICD-10-PCS code 
book for this track.

Time:
Days 1 & 2: 8:00AM–5:00PM, 
Day 3: 8:00AM–1:00PM
(3/27 - 3/29)

CTUs/CEUs: 24     Price: $995

Price: $99

Price: $395

CPC-I ICD-10-CM Train the Trainer

This three-day, intensive “Train the Trainer” boot camp will cover each ICD-10-CM chapter extensively 
and provide case studies demonstrating proper ICD-10-CM code assignment. Each attendee will receive 
AAPC’s ICD-10-CM Instructor Training Manual, ICD-10-CM code book, and a final ICD-10-CM Proficiency 
Examination. At the end of this training, you will be proficient on ICD-10-CM and confident in providing 
ICD-10-CM training for your students. Must be a current, licensed CPC-I.

Time:
8:00AM-12:00PM
(3/28)

CEUs: 4      

Clinical Documentation Improvement Workshop

Clinical Documentation Improvement (CDI) is the future of auditing. As reporting requirements and 
regulations are increased, technology evolves, and with ICD-10 on the horizon, it’s becoming increasingly 
crucial for coders to work with physicians to improve documentation today so they can protect their 
practice tomorrow.

Time:
8:00AM-2:00PM
(3/28)

Exam index number:
CONF-E145309

Examination

AAPC certifications are the gold standard for the business of healthcare and are held by more than 96,000 
professionals. Those who obtain these credentials are critical to compliant and profitable medical practices/
facilities. These credentialed individuals also typically earn 20% more than non-certified employees. AAPC 
credentials increase your chances of being hired and retained in a competitive job market.

Time:
8:00AM-5:00PM
(3/28)

CEUs: 8
Price: $299.95
or $499.95      

CIC Review Class only $299.95 
CIC Review Class (includes exam) $499.95

This review will cover the competencies tested on the CIC™ certification exam, which include medical 
record and documentation guidelines, pharmacology, inpatient coding, inpatient and outpatient payment 
methodologies, regulatory requirements, and compliance. We will provide test-taking tips and review 
questions that mimic those on the CIC™ certification exam.

Time:
8:00AM-5:00PM
(3/28)

CTUs/CEUs: 8 Price: $195      

Teach the Teacher

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

Time:
8:00AM-12:00PM
(3/29)

CEUs: 4 Price: FREE      

Local Chapter Officer Leadership Training

The 2015 Chapter Leadership session at HEALTHCON is designed to help create and grow officers for our 
AAPC local chapters so all members can have a better idea how they can operate a successful chapter, 
educate members, and create a great environment to network and assist the medical community in their 
home areas.

Time:
4:30PM-6:30PM 
(3/31)

Price: $20     

AAPC Run For One

AAPC is on a mission to promote better health, education, and wellness... and to nudge you a little left of 
your comfort zone! This 4k event will give you a chance to network, meet AAPC leadership, and of course, 
donate to a worthy cause. Having fun is a key part of this event—all skill levels are invited! From seasoned 
runner to sight-seeing stroller, there’s room for everyone. Registrations support AAPC’s Hardship Fund, 
which is used to help AAPC members in need. Registrants will receive a wristband which can be proudly 
worn throughout the conference.



SAVE $100 thru Jan. 16

For more details and to register, visit: 
healthcon.com

Early Bird Price: $795 for AAPC Members

Anatomy Expo
March 30
1:15 pm – 5:00 pm | 3.75 CEUs

Business of Healthcare Expo
April 1
9:15 am – 12:00 pm | 2.75 CEUs

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

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

Join AAPC as we close one chapter 
and kick off the next. We will say 
good-bye to Dr. David Dunn, 
current NAB President, and will 
welcome Ms. Jaci Johnson, our 
current president-elect.

HEALTHCON’s Member 
Recognition Awards Lunch

The Emerging Era of Choice Lunch

This lunch and learn session will feature 
Ethan Brosowsky, who will explain 
how our industry is in the midst of a 
retail revolution. Consumers are faced 
with a dizzying array of new choices 
in insurance coverage and health care 
services.           

BROUGHT TO YOU BY AAPC
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2014 Salary Survey

AAPC’s 2014 Salary Survey proves that it’s a good time to be 
working on the business side of healthcare. Employment oppor-
tunities continue to rise for members, especially for apprentices. 
More members are earning higher education degrees than we’ve 
ever seen. Salaries are increasing across the board, particularly 
with members who are working in hospital inpatient settings, ed-
ucation, and those with higher education and more experience.

A Giant Employment Leap for Apprentices
Unemployment among members continues to dip, especially for 
apprentices. It can be tough for apprentices to get their foot in 
the door, but new data shows it’s not as tough as it used to be: In 
2014, only 9.5 percent of apprentices who responded to our sur-
vey were unemployed. That rate has steadily declined since 2011: 
down 5 percent since 2013, 13 percent since 2012, and 16 percent 
since 2011.
With an unemployment rate of only 1.4 percent, CPCs® are the 
most gainfully employed members. Graph A: Unemployment 
shows a decreasing unemployment rate for all credentialed mem-
bers, with or without a college degree, over the last four years.
The average salary for all employed members in 2014 was $50,775, 
which is an 8.4 percent increase and a major jump from 2013.

Higher Education Proves Fruitful
Higher education paid off for members in 2014. AAPC’s survey 
shows there was a significant increase in members obtaining grad-
uate degrees, which in turn increased the average salary from the 
previous year. Graph B: Education shows that in 2013, 4.5 per-
cent of members had a master’s degree or higher; that number 
jumped to 7.2 percent in 2014. 
Healthcare business professionals with a master’s degree or high-
er top the charts with salary earnings, earning $89,546 on aver-
age. Salary averages for members with no college made an aver-
age income of $44,338 in 2014, while members with some college 
or an associate’s degree made an average $46,815, and those with 
bachelor’s degrees made an average $54,552, as shown in Graph 
C: Salary by Education.

Hard Work Gets the Job Done
AAPC members are hard workers. Most members are working full 
time, as they have in past years; 74.1 percent work 40-45 hours per 

Unemployment among members continues 
to dip, especially for apprentices.

Graph A: Unemployment

Graph B: Education

Graph C: Salary by Education
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week. An impressive 13.6 percent of members are working more 
than 45 hours per week, as shown in Graph D: Hours Worked 
Per Week.

Experience Pays More
The more experience members have, the more money they make. 
And according to survey respondents, members with the most ex-
perience are worth more now than ever. Those with 31+ years of 
experience in our industry make the most, at $68,868 per year, on 
average. Other experienced members with 21-25 years under their 
belt make a nice salary of $63,558 on average, while members with 
26-30 years average even more at $66,033. Members who have just 
stepped into the workforce with less than a year’s experience make 

AAPC’s survey shows there was a significant increase 
in members obtaining higher education degrees, 
which in turn increased the average salary.

Graph D: Hours Worked Per Week

0.6% 3.0%

8.7%

74.1%

13.6%

America’s Premier
Healthcare Job Portal

Search over half a million healthcare jobs.

Visit careerhealth.com to create your free profile and find your next career.

This year, resolve to improve your employment situation.

America’s Premier
Healthcare Job Portal

Search over half a million healthcare jobs.

Visit careerhealth.com to create your free profile and find your next career.
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around $35,048 per year. This starting salary is consistent with 
the previous year. See Graph E: Salary by Experience for the 
complete salary comparison.

Salaries Increase in All Settings
2014 was the year for raises and salary increases across the board. 
Members in the hospital inpatient setting are in the sweet spot for 
significant increases, with a 16.6 percent salary boost, earning an 
average salary of $56,554 per year. Medium-sized group practices 
saw a 10 percent increase, earning $46,762 on average. Health sys-
tem workers reaped the benefits of an 11.1 percent increase, mak-
ing $54,186 on average. See Graph F: Salary by Workplace 
for a breakdown of salary averages in various healthcare settings.
There have been subtle increases across all specialties, with excep-
tion of AAPC’s new CPB™ credential. There was an increase in 
salaries for education positions, as reflected in the 7 percent pay 
increase (from $71,026 in 2013 to $76,021 in 2014) for CPC-Is.
Educators were paid the highest salary in 2014, at $61,212. See 
Graph G: Salary by Job Responsibility for a salary break-
down by job.

Salaries Reach New Heights
There were large increases in salaries across the United States this 
past year, as shown in Table A: Percent Increase (on the next 
page). Members in the East South Central region (Kentucky, Ten-
nessee, Missouri, Alabama) saw a 11.9 percent increase from last 
year, with an average salary of $48,181 in 2014. Members in the 
Mid-Atlantic region (New Jersey, New York, and Pennsylvania) 
saw the next significant increases among regions. In 2014, salaries 
for these folks rose an average of 9.9 percent, or nearly $6,000, to 
$56,032. See Graph H: Salary by Region (on the next page) to 
see the salary results in your region.

Graph E: Salary by Experience

Graph F: Salary by Workplace

Graph G: Salary by Job Responsibility

Members in the hospital inpatient setting are 
in the sweet spot for significant increases, 

with a 16.6 percent salary boost …
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To discuss this  
article or topic, go to 
www.aapc.com

There were large increases in salaries 
across the United States this past year.

Pacific
$58,744

Mountain
$49,998

East North Central 
$47,545

New England 
$54,125

East South Central
$48,181

South Atlantic
$50,109

West South Central
$50,240

Mid Atlantic
$56,032

West North Central 
$48,205

The results of AAPC’s 2014 Salary Survey clearly indicate 
that membership continues to advance the business of health-
care. You’re working hard and it’s paying off. Great job! 

Michelle A. Dick is executive editor at AAPC.  
Rachel Momeni is executive assistant at AAPC. 

Graph H: Salary by Region

Table A: Percent Increase

Region 2014 2013 % Change

Pacific (AK, CA, HI, OR, WA) $58,744 $53,633 9.5%

Mountain (AZ, CO, ID, MT, NM, NV, UT, WY) $49,998 $46,832 6.8%

West North Central (IA, KS, MN, MO, ND, NE, SD) $48,205 $43,944 9.7%

West South Central (AR, LA, OK, TX) $50,240 $46,518 8.0%

East North Central (IL, IN, MI, OH, WI) $47,545 $44,816 6.1%

East South Central (AL, KY, MS, TN) $48,181 $43,059 11.9%

New England (CT, MA, ME, NH, RI, VT) $54,125 $50,349 7.5%

Mid Atlantic (NJ, NY, PA) $56,032 $50,977 9.9%

South Atlantic (DC, DE, FL, GA, MD, NC, SC, VA, WV) $50,109 $46,104 8.7%
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By Linda Martien, CPC, COC, CPMA

Streamline Your Revenue Cycle
Part 4:  Establish complete and accurate  

charge capture and remittance advice.

Charge capture is critical to your overall revenue cycle and it’s im-
portant for you have an understanding of how it relates to the live-
lihood of your practice. Very simply, it’s the acquiring of infor-
mation for use in a medical claim document. Without a reliable 
charge capture process (see Figure 1), poor coding and lost charg-
es can cost providers a lot of money.

Charge Entry
Charge capture starts with the superbill or charge ticket, which 

can be on paper or generated from your electronic health record 
(EHR). Although the medical practice may have coded thoroughly 
and correctly, reimbursement hinges on the charge entry process 
being completed accurately and in a timely manner. Something 
as basic as verifying demographic information and insurance 
numbers could make the difference between payment and denial. 

Tip:  For more information on verifying patient information, see “Streamline Your 
Revenue Cycle,” Part 2, pages 40-43, in the September 2014 issue of Healthcare 
Business Monthly.

■ Coding/Billing ■ Practice Management ■ Auditing/Compliance

■ PRACTICE MANAGEMENT

Figure 1: The Charge Entry Process

Source: MedBilling Experts. Used with permission, for educational purposes.
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Revenue Cycle

With electronic billing, practice management systems may in-
clude a front-end edit capability to check for required data ele-
ments and coding edits. When errors are identified, immediate-
ly correct and share the information with those entering the data. 
This will help to prevent similar errors in the future.
The Charge Master Listing in the system should allow you to 
make changes to the listing as codes change, new technology or 
procedures are implemented in the practice, and providers devel-
op their own particular practices.

Claims Transmission
Clearinghouses are often used to electronically transmit claims to 
third-party payers. Generated reports alert the practice if payers 
reject their claims. Rejections should be dealt with immediately. 
If errors are the result of data entry or there are trends in the errors, 
inform staff members and take steps to implement processes that 
will prevent similar errors from reoccurring.
Notify your clearinghouse when submitting claims for unusual 
services or claims for payment methods requiring certain informa-
tion or modifiers, or when you are participating in clinical trials or 
studies. Clearinghouses sometimes unknowingly strip claims of 
crucial information for these types of services, which can lead to 
lengthy delays or outright denials. 

Payment Posting
Set up electronic remittance with payers, when feasible. With such 
a remittance process, staff members only need to work the excep-
tion report. It’s crucial that payer contracts and fee schedules are 
built into the system, so payment posting can be more accurate.
Medical practices and facilities should establish an automatic 
small balance write-off amount. This saves time cleaning up small 
balance accounts, and may actually save money by avoiding re-
billing, postage, staff time, etc. Many hospitals use a guideline of 
$40-$100, while physician practices are lower, at $10-$20. Don’t 
set your amount too high or too low. In today’s economy, it’s im-
portant that practice income isn’t left on the table.
Match the total payments received to the total payments posted 
per batch in the system. Identify zero payments, partial pays, and 
low pays to determine if they’re a result of incorrect payments or 
denials. Resolve such accounts using a denial management process.

Denial Management
Denial management can encompass any aspect of the revenue cy-
cle that may result in no or low reimbursement. The reasons for 
the denials can include incomplete or inaccurate insurance infor-
mation, lack of pre-certification or prior authorization, not cap-
turing all of the tests or procedures, diagnoses and procedure cod-
ing errors or omissions, past filing limits claims submission, or a 
denial due to not meeting medical necessity.
Best practice is to trend and track the denials when posting the 
payments. Track denials by payer, type of denial, and provider. 
Staff members must be assigned to work denials on a regular ba-
sis — daily for a large medical practice, and at least weekly for 
smaller practices. When trends in the denials are identified, pro-
viders and staff members should be informed and processes put 
in place to avoid similar denials in the future. By working the de-
nials in a timely manner, processes likewise can be corrected on a 
timely basis.
Third-party payers have specific instructions for appealing deni-
als. Follow the instructions; do not haphazardly retransmit claims 
because this can result in duplicate claims. Medical practice staff 
members who are responsible for denial management should de-
velop a first-name relationship with provider representatives at 
high-volume payers. Reimbursement generated from successful 
appeals can be tracked to demonstrate the value of monitoring 
and working denials.
To prevent denials, specific staff members should be assigned to 
monitor correspondence, instructions, bulletins, etc., from high-
volume payers. Share information with the appropriate providers 
and staff members so claims can be completed and transmitted ac-
cording to payers’ specifications. 

Remittance Advices
The Centers for Medicare & Medicaid Services (CMS) provides 
Health Care Payment and Remittance Advice guidance on its 
website. You can apply this to other payers, as well. CMS describes 
the remittance advice as the document sent to the provider (facili-
ty, physician, or non-physician provider) explaining how the claim 
was processed and pertinent payment information, such as wheth-
er the patient has met his or her deductible and if co-payment or 
co-insurance is due from the patient. The term “remittance ad-

Best practice is to trend and track the denials at 
the time of posting the payments. PRACTICE M

ANAGEM
ENT
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vice” often is confused with “ex-
planation of benefits” (EOB). Re-
mittance advice and EOB are not 
the same thing. Remittance ad-
vice is sent to the provider and 
EOB is sent to the patient.
According to CMS, after a claim is sent to Medicare (or another 
payer processing a claim), either an electronic remittance advice 
(ERA) or a standard paper remit (SPR) is sent with final claim ad-
judication and payment information for multiple claims. ERA or 
SPR information is itemized for each claim and/or line, showing 
the provider associated adjudication decisions (each adjustment, 
and its value) with the claims/lines he or she submitted. Adjust-
ments are at line, claim, or provider level. 

Line or Claim ERAs
ERA adjustment reasons are reported with standard codes. For a 
line or claim level adjustment, three sets of codes are used:
1. Claim Adjustment Goup Codes (Group codes)

2. Claim Adjustment Reason Codes (CARC)

3. Remittance Advice Remark Codes (RARC)

Group codes CO (contractual obligation) and PR (patient respon-
sibility) assign financial responsibility for the unpaid portion of 
the claim balance. Medicare may be billed only when Group Code 
PR accompanies an adjustment.
CARCs summarize the reason for financial adjustment, and may 
be supplemented with RARCs, which provide an additional, more 
specific explanation. Medicare Summary Notices indicate the pa-
tient’s financial responsibility. 

Provider Level Adjustments
Provider level adjustments, reported with Provid-
er Level Balance codes, typically are not related 
to a specific claim in the remittance advice. Ex-

amples of provider level adjustment include, according to CMS’ 
Health Care Payment and Remittance Advice guidance:
a) An increase in payment for interest due as result of the late pay-

ment of a clean claim by Medicare; 
b) A deduction from payment as result of a prior overpayment; and
c) An increase in payment for any provider incentive plan. 
SPR also uses these standard codes for reporting and provides the 
code text. A check or electronic funds transfer is issued when pay-
ment is due for the claims itemized in that ERA or SPR.

ERA Advantages
ERA has advantages over SPR, according to CMS. The payment 
for each line and/or claim and each line or claim adjustment can 
be posted automatically to accounting/billing applications from 
an ERA, eliminating SPR manual posting time and cost for staff. 
Typically, ERAs have more detailed information than the SPR.
All Medicare contractor ERAs are formatted as the Accredited 
Standards Committee (ASC) X12N 835 version 5010, the na-
tional HIPAA ERA standard. For the 4010 to 5010 conversion, 
see “Remittance 835 4010A1 to 5010 Side by Side” on the CMS 
website.
Medicare provides free software to read the ERA and print an SPR 
equivalent. PC Print and Medicare Easy Print versions are avail-
able from contractors, as well. These software products let provid-
ers view and print remittance advice and eliminate the time need-
ed to request or to deliver SPRs. 
Read the Medicare Claims Processing Manual, Pub. 100-04, 

Figure 2: Sample Remittance Advice Figure 3: Alert
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chapters 22 and 24, for further remittance advice information.
See Figure 2, Medicare Remittance Advice (an example from 
CMS contractor Noridian Healthcare Solutions) for example 
components of the remittance advice.

More on CARCs and RARCs
RARCs provide additional explanation and are used with an ad-
justment already described by a CARC, or they convey informa-
tion about remittance processing. Each RARC identifies a specif-
ic message: supplemental or informational. The majority of the 
RARCs are supplemental and generally are referred to as “RARCs 
without further distinction.”
Informational RARCs are preceded with “alert,” and often are re-
ferred to as “Alerts.” Alerts convey information about remittance 
processing and never relate to a specific adjustment or CARC (see 
Figure 3 for an example from Noridian).
Examine each remittance advice carefully (whether electronic or 
paper). Investigate non-payment items to determine the reason for 
non-payment and the next actions necessary to procure payment. 
Assign a staff member this task and incorporate it into a perfor-
mance measurement tool. Your work process might look like that 
in Table A.

Remember:
•	 Assure charge master is complete and accurate.
•	 Complete charge capture timely and accurately.
•	 Work with your practice management software and 

clearinghouse to assure essential information and changes 
are communicated.

•	 Assign staff to review remittance advices and work small 
balances, rejected claims, and claims not paid.

•	 Work denials in a timely manner to collect all monies due. 

Linda Martien, CPC, COC, CPMA, is associate director of reimbursement at Nuo Thera-
peutics, formerly Cytomedix, and brings her 30-plus years of experience in coding, billing, 
auditing, management, and consulting. She is a member of the AAPC Chapter Association 
board of directors for 2014-2017, and is a past member and officer of the National Adviso-
ry Board. She also has held various officer positions for the Columbia and Jefferson City, 
Missouri, local chapters. 

CARCs summarize the reason for financial adjustment, 
and may be supplemented with RARCs, which 

provide an additional, more specific explanation.

Resources
Centers for Medicare & Medicaid Services (CMS) provides Health Care Payment and Remittance Advice 
guidance: www.cms.gov/Medicare/Billing/ElectronicBillingEDITrans/Remittance.html

“Remittance 835 4010A1 to 5010 Side by Side,” (PDF) www.cms.gov/Medicare/Billing/
ElectronicBillingEDITrans/Downloads/Remittance4010A1to5010.pdf

Table A: Example work process

Best Practice Application Results

Capture remittance advice details electronically, when possible Eliminates costs to pay internal staff or bank to key and generate information files

Automatically enter data in practice management system to create payment advice 
note document or other type of clearing document

Provides greater accuracy and efficiency from integrating data

Provides complete visibility and audit trail of transaction

Automate the matching of the payment advice to the customers’ open items Faster, more accurate processing:

Eliminates time-consuming and error-prone manual reconciliation

Automate the cash application post process (matching payment to invoices):

Matches

No matches

Reduces manual intervention to small percentage of exception handling

Maximizes revenue by reducing the amount of unapplied cash at period end

Enhances customer service through the timely clearing of payments

Generate performance reports Enables increased efficiency, and higher productivity levels and system functionality

Enables quick and accurate troubleshooting

Identifies master data (customer record) issues
Source: Chart format and information courtesy of ReadSoft™, used with permission.
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There are numerous philosophies and conceptualizations 
of emotional intelligence (EQ). EQ consists of the abili-
ty to perceive, recognize, and understand emotions, and 

to use these emotions to guide effective decision-making and 
actions, solve problems, augment thought, and promote per-
sonal development and growth.
A high EQ means you’re able to monitor and regulate your 
emotions and leverage them to enhance emotional and in-
tellectual growth. It’s important to note this harmonizing of 
emotions with intelligence is imperative for everyone, not just 
leaders or executives. And remember, you do not need an im-
pressive title to be a leader: True leadership occurs when or-
dinary people achieve extraordinary things through a sup-
ported vision.

Central Competencies
Daniel Goleman is an author and psychologist who has stud-
ied brain and behavioral sciences and influenced EQ pio-
neering work from the mid-1990s. Goleman has identified 
the four domains of EQ, as shown in Table A, and believes 
exceptional leaders possess an amalgamation of self-mastery 
and social intelligence, which have two proficiency areas of 
perception and skills. Such leaders typically display at least 
one competency from each domain, and the more competen-
cies possessed, the higher the EQ. 
Consider two different types of leaders: one who has a high 
intelligence quotient, thinks very quickly, clearly, and intelli-
gently, and has superb analytical skills, but is reticent and be-
comes intolerant when others do not understand or provide 
responses he deems as “wrong.” Conversely, the other indi-
vidual has assumed a new position, and is slower to catch on. 
But she comprehends what is important to her colleagues and 
is able to control her emotions.

In the workplace, the second leader is more effective because 
she is able to manage her emotions and empathize with co-
workers, making her better able to motivate and influence 
others. Growing consensus shows that EQ is at least as rel-
evant as technical skills and intelligence; organizations are 
more commonly using EQ-related tools to identify compe-
tencies in existing employees and candidates.
A few years ago, a superior advised me, “It is not about being 
right or wrong. It is about how other people perceive you.” 
Perception plays a key role in managing emotions and rela-
tionships — both personally and professionally. Emotion-
al consistency can result in creativity and flexibility, which 
can increase the productivity and respect of peers. Leader-
ship effectiveness is not solely restricted to intellect. In fact, 
aptitude is a given quality because leaders are expected to be 
knowledgeable.

Cultivating Your Emotional Intelligence
EQ is not necessarily an inherent skill. Rather, it’s learned 
and developed throughout your career and lifetime. Here 
are three suggestions to help you grow and advance your EQ.

Suggestion 1: Personal Accountability and Responsibility
Take responsibility for your adverse communications and ac-
tions, and learn from these incidents. If you truly are not re-
morseful, depending on the specific situation, it may be best 
not to say anything. Be genuine, always. Don’t be quick to 
point the finger because there are very few situations when 
you didn’t have at least some involvement.

Suggestion 2: Stress Management, Know Your Triggers
Take time to examine and learn how you react in stressful sit-
uations. The capability to remain composed in challenging 

By Lanaya Sandberg, MBA, MHA, CPCO, FAHM

Apply behavioral sciences to achieve  
extraordinary things and motivate others.

Coder’s Voice

Lead Organizations with 
Emotional Intelligence 
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situations is highly valued, regarded, and respected in the work-
place. Always keep your emotions under control.

Suggestion 3: Scrutinize Your Reactions
Do you hastily rush to judgments prior to knowing all the relevant 
facts? Do you consistently find you’re ready to respond to some-
one before he or she is finished speaking? Sometimes, people un-
knowingly listen to others from a disturbance or memory perspec-
tive rather than the present. This can cause a person to become de-
fensive and look for evidence that others are wrong. Follow the ad-
vice of a tried-and-true saying: “Put yourself in the other person’s 
shoes,” and try to be more open to others’ viewpoints and objec-
tives, while listening intently. 

Key Thoughts
The way an organization achieves desired results is as important 
as the results themselves. Leaders with a high EQ can lead an or-
ganization to achieve its strategic goals and objectives by affect-
ing positive cultural change. Improving your awareness in each 
of Goleman’s four distinct domains can directly correlate to how 
you relate to your colleagues and achieve your personal goals. 

Lanaya Sandberg, MBA, MHA, CPCO, FAHM, is chief of staff and head of strategy for a 
Medicaid managed care organization. She is a member of the Hartford, Connecticut, local 
chapter.

Perception plays a key role in managing emotions and 
relationships — both personally and professionally. 

Table A: Daniel Goleman’s four domains of EQ

Perception Skills

Self
Self perception: 

•	 Having self-confidence 

•	 Examining yourself

Self management: 

•	 Accomplishing 

•	 Adapting 

•	 Controlling emotions 

•	 Integrity 

•	 Optimism

Social
Social perception: 

•	 Empathizing 

•	 The big picture

Social skills: 

•	 Building relationships 

•	 Collaborating 

•	 Developing others 

•	 Influencing

Motivation/Passion

Empathy
Social Skills

Self-awareness

Self-regulation/
Management

Editor’s Note: The views and opinions 
expressed in this article are those of the author 
and do not reflect the official policy or position 
of AAPC or any other organization. 
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Conference Calls for Free? 
How Can that Be?

By Joe Ascensio

Online meeting services don’t 
have to be costly to be good.

Physician offices are hip to the various forms of telecommunica-
tion that are so prevalent in today’s business world. The average 

group practice might have several employees who work remotely, 
even more physicians who meet with other healthcare professionals 
from remote locations, and several patients who require telehealth 
services. These are great services for a practice to offer its staff and 
patients. The only downside is that the technology to accomplish it 
is very costly — that is, if you buy all of the necessary equipment and 
maintain it in-house. A more affordable solution is to use one of the 
many Web conferencing services — some of which are free.

Make the Connection
There are a number of Web conferencing services available (see Table 
A for a small sample). FreeConferenceCall.com, for example, makes 
it simple (and free) to set up your own private account, with however 
many conference phone numbers you need. Individuals calling into 
the conference line do not need an account, and you can use your as-
signed conference call number over and over again. When your con-
ference call is complete, you receive an email with statistical infor-
mation about the call, including the number of callers and the du-
ration of the call. Calls can be scheduled with email notification or 
they can be on demand. 

Table A: A comparison of free Web conferencing services

Name/Website Main Services Offered

FreeConferenceCall.com Conference calls, online meetings with up to 25 attendees, 
record and share calls, available on demand

Anymeeting.com Online meetings with up to 200 people, upload and share 
PowerPoint and PDF documents, video conferencing, file 
sharing

UberConference Unlimited conferences, up to 10 callers, call recording

totallyfreeconferencecalls.com Up to 250 participants per call, record conferences, call 
detail reports, 24/7 replay, moderator dashboard

Hold a Meeting, Complete with a Presentation
You can also use FreeConferenceCall.com to conduct online meet-
ings. During an online meeting, you can share your computer screen 

(all of your screen or just specific windows) with remote attendees. 
Everyone at the meeting can use the chat feature to type a question, 
and everyone can see a list of attendees (if you set the meeting pref-
erences to allow this). The entire session can be recorded; and a link 
can be sent to attendees, allowing them to review the recording up to 
six months later. People attending via telephone can listen in and ask 
questions, even during a screen-sharing meeting.
Great news: With FreeConferenceCall.com, there are no advertise-
ments, no hidden fees, no sales pitches, and no unwanted surprises.

Get What You Pay For
Of course, there are limits to what you can do when using a free Web 
conferencing service. For example, FreeConferenceCall.com allows 
a maximum of 1,000 callers on one telephone conference call, and 
a limit of 25 online attendees on a screen-sharing conference. Meet-
ings are limited to six hours.
For any online service, be sure to read the company’s terms before 
registering. FreeConferenceCall.com also has a FAQ page, which 
answers questions such as, “Is this a free trial?” (no), and “Will you 
sell my email address?” (no). 

Talk Is Cheap
The next time you need to communicate with someone who is not 
in the same room with you — before going out and spending a lot 
of money on a conferencing system — consider using a Web confer-
encing service. Regardless of which online service you choose, it’s 
an efficient and cost-effective way to bring your office into the 21st 
century. 

Jose “Joe” Ascensio lives in Kansas City, Missouri, where he is a technology coach, consul-
tant, author, and speaker on topics related to self-improvement and technology. He has a mas-
ter’s degree in education with an emphasis in adult education. Ascensio holds multiple bach-
elor’s degrees in computer information systems. His passions in life are family, technology, and 
training.
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2015 OPPS:  
Another Year of 
Unprecedented 
Packaging

By Denise Williams, RN, COC

The trend continues with 
big increases in  
packaging methodology 
and greater payments.
The Centers for Medicare & Medicaid Ser-
vices (CMS) bases payments in the 2015 
Hospital Outpatient Prospective Payment 
System (OPPS) final rule on claims data sub-
mitted by hospital providers during 2013. 
CMS considered 101 million claims for cal-
culating this year’s payment rates and final-
ized several policies in the rule, affecting the 
industry as a whole. 

Look at the Big,  
Comprehensive Picture
CMS estimates payments under the OPPS 
will see an overall increase of 2.2 percent. For 
2015, the comprehensive APCs (C-APC) fi-
nalized in the 2014 rule has become reality, 
despite commenters’ concerns. C-APCs are 
defined as a “classification for the provision 
of a primary service and all adjunctive servic-
es and supplies provided to support the deliv-
ery of the primary service.” 
CMS considers the entire hospital stay to be 
one comprehensive service, consisting of “a 
primary service into which all other services 

appearing on the claim would be packaged.” 
Reimbursement is provided as a single pay-
ment for the entire claim, based on the ser-
vices reported. There are 219 procedures as-
signed to 25 C-APCs. The majority are sur-
gical procedures.
Services packaged into the C-APCs include: 
all diagnostic procedures; laboratory and 
pathology tests; other diagnostic tests; visits 
and evaluations; outpatient department ser-
vices provided by therapists; supplies; hospi-
tal-administered drugs; and durable medi-
cal equipment prosthetic, orthotics and sup-
plies (DMEPOS).
There are two exceptions to the hospital-ad-
ministered drugs: drugs with pass-through 
payment status, and drugs that are usually 
self-administered, unless they are integral 
to the service and considered to be a supply. 
The only exclusions are services that cannot 
be covered under Medicare Part B, servic-
es not payable under the OPPS (e.g., mam-
mography), and preventive services. Table 6 
in the final rule contains a full list of the ex-
cluded services. 
CMS has created a new status indicator, J1, 
to reflect comprehensive services considered 
to be the primary service on the claim. Ser-
vices designated this status indicator trigger 
reimbursement of the entire claim. When 
multiple J1 procedures are reported on a sin-

gle claim, the code representing the highest 
cost service is considered the primary service 
for that claim.
CMS has included a complexity adjustment 
to provide additional reimbursement when 
multiple comprehensive procedures are re-
ported on the same claim. If certain crite-
ria are met, the code combination represents 
a complex version of the primary service. 
When the code set represents a complex ser-
vice, the primary service is elevated to the 
next higher cost C-APC within that clin-
ical family (if there is one). Exceptions oc-
cur when: 
•	 The C-APC reassignment is not 

clinically appropriate;
•	 The reassignment creates a violation 

of the “two times rule” in the higher 
C-APC; or

•	 The primary service is already 
assigned to the highest cost C-APC 
within that clinical family or there is 
only one C-APC in a clinical family.

Addendum J in the final rule contains the 
ranking of codes and complexity adjustment 
information. 
One critical consideration for facilities is 
that this methodology applies to services re-
ported on series claims (a.k.a., recurring ac-
counts), as multi-day claims are adjudicated 
at the claim level. CMS defines what it con-
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siders to be a repetitive service that should 
be billed monthly, and provides instructions 
for separate claims when an acute service oc-
curs during a repetitive service month in the 
Medicare Claims Processing Manual, chap-
ter 1, section 50.2.2. CMS advises hospi-
tals to make any necessary changes to their 
claims process based on this guidance. 

Device-dependent Edits Remain,  
but Less Specific
CMS retains the device-to-procedure ed-
its, with modification. Historically, there 
have been specific pairings of HCPCS Lev-
el II device C codes and codes for procedures 
that require a device. Without both codes, a 
claim would not process for payment. Begin-
ning in 2015, the reporting of any device C 
code listed in the edits satisfies the edit and 
is considered to be correct. In short, CMS 
has removed the specificity from the device/
procedure edits and expects hospital provid-
ers to report the correct code. There are still 
device-to-procedure edits in place, but they 
are no longer based on the pairing of specific 
devices with specific procedures.

Packaging Expands
CMS continues to expand the services pack-
aged in relation to payment. For 2015, ancil-
lary services are packaged into other servic-
es. CMS set a geometric mean cost of $100 
as the current guide for packaging, and notes 
that this is not a fixed threshold. Status indi-
cator “X” is deleted as of January 1, 2015 and 
the services are assigned to either Q1 (con-
ditionally packaged) or S (significant pro-
cedure, not discounted). Those services as-
signed to status indicator Q1 are separately 
reimbursed when provided as the only ser-
vice. When provided with procedures with 
status indicator S or T, or a visit (status indi-
cator V), the item is always packaged.

Data Collection for Off-campus  
Provider-based Departments
To gain a better understanding of the fre-
quency and types of services provided in off-
campus provider-based departments, CMS 
has imposed a new data collection require-
ment for both hospital and physician re-
porting. Physicians are required to report a 
new place of service code; and hospitals are 
required to report new modifier PO on all 
services provided in an off-campus depart-
ment. CMS is requesting two new place of 
service (POS) codes to replace POS 22 — 
one for hospital outpatient services and the 
other for services provided in an off-campus, 
provider-based department. The upside is 
that reporting is voluntary in 2015 to allow 
hospitals time to adjust systems and insti-
tute the new modifier. CMS anticipates that 
the new POS codes will be available around 
July 2015, at which time physician reporting 
will be required. 

Outlier Fixed-dollar Threshold Update
CMS annually updates the formula for cal-
culating outlier payments. Consistent with 
prior years, 2015 outlier payments are trig-
gered when costs for providing a service or 
procedure exceed:
•	 1.75 times the APC payment amount; 

and
•	 APC payment plus the $2,775 fixed-

dollar threshold (decreased $125 from 
2014). 

Packaging, Payments, 
 and Pass-throughs
HCPCS Level II code C1841 Retinal prosthe-
sis, includes all internal and external compo-
nents will continue as the only pass-through 
device for 2015.

The packaging threshold for drugs, biolog-
icals, and radiopharmaceuticals increases 
to $95 for 2015 (a $5 increase from 2014’s 
threshold). Payment for all separately pay-
able drugs, biologicals, and radiopharma-
ceuticals (with or without pass-through sta-
tus) continues to be made at the average sales 
price plus 6 percent.

Inpatient-only Procedures
One procedure was added to the inpatient 
list (22222 Osteotomy of spine, including dis-
cectomy, anterior approach, single vertebral 
segment; thoracic) and two were removed 
(63043, 63044). Both procedures removed 
are described by add-on codes, and are as-
signed status indicator N to describe a pack-
aged service.

Physician Certification  
of Inpatient Services
CMS does not require physician certifi-
cation for every inpatient admission, only 
those encompassing a long stay and costly 
outlier cases. A long stay is defined as more 
than 20 days. CMS deems certification nec-
essary to substantiate the medical necessity 
of these lengthy inpatient episodes. An ad-
mission order is still required, but no spe-
cific methodology, format, or template is 
required for the certification documenta-
tion. 

Denise Williams, RN, COC, is the senior vice 
president of revenue integrity services for Health 
Revenue Assurance Associates, Inc. She has been 
involved with APCs since their initiation. Williams 
has worked as corporate chargemaster manager for 

two healthcare systems, and is heavily involved in compliance and 
coding/billing edits and issues. She is a member of the Murfreesboro, 
Tennessee, local chapter. 

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

CMS considers the entire hospital stay to be 
one comprehensive service, consisting of “a 
primary service into which all other services 

appearing on the claim would be packaged.”
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■	AUDITING/COMPLIANCE
By Reed Williams, JD

If your organization has a Business Associate Agreement (BAA) 
filed away that hasn’t been touched in the past five years, put 

down this article and call your attorney. He or she will likely ex-
plain that your dusty, old BAA does not comply with the omni-
bus HIPAA final rule, and must be amended to avoid costly fines 
and other liabilities.
To deprive you hours of enjoyment that reading the final rule in its 
entirety brings, let’s review the major changes enacted by the final 
rule with respect to business associates. In particular, you’ll learn:
•	 What changes were made to the definition of business 

associate;
•	 What new requirements are applicable to business 

associates; and
•	 What major hurdles and strategies relevant to business 

associate relationships are subject to the final rule.

Who Is a Business Associate?
The final rule expands the scope of persons considered to be busi-
ness associates under HIPAA. The revised definition includes any 
person who creates, receives, maintains, or transmits protected 
health information (PHI) on behalf of a covered entity (CE), or who 
provides services to or for a CE involving the disclosure of PHI.
More specifically, health information exchanges, e-prescribing 
gateways, data transmissions services involving PHI, personal 
health record vendors, and contractors who receive, maintain, or 
transmit PHI on behalf of a CE are now business associates under 

the final rule. Note that this expanded definition includes compa-
nies that merely store data for a CE (such as cloud storage vendors).
A good rule of thumb: Any person or organization outside of your 
control who sees, touches, or stores PHI for your organization is 
likely a business associate, and must sign a BAA.

New Requirements for Business Associates
The final rule established numerous new requirements for CEs 
and business associates. BAAs are still required, but business asso-
ciates now must comply with applicable HIPAA Privacy and Secu-
rity regulations, and are directly liable for violations.
If a business associate is an “agent” of a CE (rather than an inde-
pendent contractor), the CE is directly liable for the business asso-
ciate’s violation of HIPAA. Unfortunately, there is no clear rule re-
garding when a business associate is an agent or independent con-
tractor of a CE. The characterization depends on the unique facts 
and circumstances of the business associate relationship and the 
extent to which the CE can manage the business associate in the 
performance of its duties. Generally, the more control the CE ex-
erts over the business associate, the more likely the business asso-
ciate is an agent of the CE. 
Prior to the final rule, business associates were only liable for 
breach of their BAA, not for violations of HIPAA itself. Now, a 
CE must cure a business associate’s violation of the BAA or appli-
cable HIPAA regulations, or terminate the business associate re-
lationship if resolution is not possible. In the event of a breach of 
unsecured PHI, a business associate must notify the CE “with-

Part 3: Update your business 
associate agreements.
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out unreasonable delay,” and in no case later than 60 days follow-
ing the breach.
If a CE delegates one or more of its HIPAA-required responsibil-
ities (such as the requirement to maintain and update PHI) to a 
business associate, the BAA must require the business associate to 
perform those duties in compliance with HIPAA as if it were the 
covered entity. In other words, the business associate cannot do 
anything the CE cannot do legally. 
Under the final rule, subcontractors retained by a business associ-
ate may now be considered business associates. Each subcontrac-
tor is directly responsible for its own compliance (and liable for its 
noncompliance) with all relevant provisions of HIPAA. Business 
associates must enter into written BAAs with subcontractors who 
qualify as business associates. A BAA between a business associ-
ate and its subcontractor must also be at least as strict as the BAA 
between the business associate and its CE with respect to PHI the 
subcontractor handles.

Hurdles and Strategies for Compliance
To comply with the numerous changes enacted by the final rule, 
most existing BAAs will require updates. The deadline for amend-
ing BAAs that existed before January 25, 2013 (and that were not 
renewed or modified between March 26, 2014 and September 23, 
2014) was September 22, 2014. All other BAAs were required to 
comply with the final rule by September 23, 2013.
It’s extremely important for your organization to review its current 
BAAs and to ensure they comply with all relevant provisions in the 
final rule. Because the definition of business associate is greatly ex-
panded under the final rule, your organization may need to nego-
tiate BAAs for relationships that previously did not require one. 
Whether you’re negotiating the amendment of a preexisting BAA 
or discussing a new agreement, there are several important issues 
to keep in mind.
Arguably the most important element is the characterization of 
the business associate as an independent contractor or agent of 
the CE. To limit potential liability, a CE likely will avoid creating 

agency relationships with business associates. For a business as-
sociate to be an independent contractor, the relationship must be 
structured to limit the CE’s authority over the business associate 
and, in particular, the manner in which the business associate per-
forms its work for the CE. This can be accomplished, for instance, 
by drafting the BAA to describe only the general obligations of the 
business associate. By contrast, a BAA that requires the business 
associate to comply with the CE’s policies and procedures when 
performing its duties is likely to create an agency relationship. 
Both CEs and business associates may find that negotiating BAAs 
is significantly more difficult following the enactment of the fi-
nal rule. CEs may be wary of their responsibility to cure a business 
associate’s breach of applicable HIPAA regulations and may push 
for very short breach reporting periods or expansive indemnifica-
tion provisions. Business associates, on the other hand, may resist 
assuming certain responsibilities now that they can be held liable 
for such breaches.
One of the most effective strategies for negotiation is to keep the 
BAA as simple and straightforward as possible. Include only those 
provisions necessary to comply with the law and adequately pro-
tect both parties. Many BAAs are far too lengthy because the par-
ties try to provide every eventuality. Documents such as this are 
often unclear and significantly increase the likelihood that a party 
will unintentionally breach the agreement. Keep it simple.
Lastly, implement a procedure for updating your BAAs annu-
ally to reflect not only the current laws and regulations, but also 
any new relationships between the parties. If you entered into a 
BAA in 2012 with a web content vendor for your organization’s 
Web page, and then began using the company in 2014 to store 
cloud-based PHI, your original BAA may not be adequate for the 
changed relationship.  

Reed Williams, JD, is an associate with Lathrop & Gage, LLP, in Overland Park, Kansas. 
His practice is primarily focused on healthcare and corporate law. Representing both in-
dividual and institutional providers, Williams advises clients on a variety of contractual, 
corporate governance, regulatory, and management issues.

Under the final rule, subcontractors retained 
by a business associate may now be 

considered business associates.
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■	ADDED EDGE

Hot Picks for Coding Resources
By Deborah M. Pounder, RN-BSN, CPC, CPMA, CCS-P 

As a child, I needed permission to look at the “big ency-
clopedia” at my local library because, as the 

librarian explained, the books in the reference section “gave the 
answers to questions and were important.” As a grown-up auditor 
and coder, I now appreciate the importance of accurate referenc-
es and use them to check my work. In this business, though, re-
sources can quickly become outdated. To maintain their useful-
ness, materials need to be reviewed and, when new versions are re-
leased, updated. My method for maintaining a reference library is 
to divide your resources into three categories: “Must Have,” “Rec-
ommended to Have,” and “Nice to Have.” 

Must Have
There are certain reference materials every coder, biller, and audi-
tor should have in his or her reference library:
•	 CPT® codebook: The American Medical Association 

updates their codebook annually. For 2015 there were 
more than 540 code changes and numerous changes to 
guidelines. 

•	 HCPCS Level II codebook: The Centers for Medicare & 
Medicaid Services (CMS) is responsible for maintaining 
these codes, used to identify products, supplies, and 
services. Download quarterly updates from: www.cms.gov/
Medicare/Coding/HCPCSReleaseCodeSets/HCPCS-Quarterly-Update.html. 
Many codes required for Medicare and modifiers used with 
CPT® codes are in HCPCS Level II and change frequently. 

•	 ICD-9-CM and ICD-10-CM codebooks: The National 
Center for Health Statistics and CMS oversee all changes 
and modifications to these diagnosis code sets. ICD-9-
CM has been frozen since 2012 in preparation for ICD-
10-CM, and ICD-10-CM is also frozen, but will undergo 
significant changes when implemented. Regardless, it’s a 
good idea to continue updating both of these books on an 
annual basis until ICD-9-CM is laid to rest.

•	 Medical dictionary: There are various publishers from 
which to choose. Select the dictionary that best suits your 
needs, and update it whenever a new edition is released.

•	 National Correct Coding Initiative (NCCI) Edits: CMS 
updates code pair edits quarterly. Download the latest files 
from: www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/NCCI-

Coding-Edits.html. CMS updates the “National Correct Coding 
Initiative Coding Policy Manual for Medicare Services” on  
a quarterly basis.

•	 Medicare Fee Schedule Database Relative Value Files: 
These files are updated quarterly, as well. Download the 
latest files from: www.cms.gov/Medicare/Medicare-Fee-for-Service- 
Payment/PhysicianFeeSched/PFS-Relative-Value-Files.html.

Recommend to Have
Your library would do well to contain some additional reference 
materials that delve deeper into coding rationales:
•	 CPT®	Assistant: The AMA’s monthly newsletter 

provides in-depth coding information, and is available by 
subscription online or in hard copy format. 

•	 Medical/Surgical procedure and test textbook or 
manual: Whether you use AAPC’s Procedure Desk 
Reference, Optum’s Coder’s Desk Reference, or another 
publisher’s product, this resource can eliminate confusion 
and doubt by explaining the basics of how certain 
diagnostic tests are performed. Physician specialty 
association websites may also supply this information. 

•	 Drug handbook: There are many published books 
available. Choose one your office can share. If your 
physicians prefer the Physician Desk Reference (PDR), ask if 
it can be placed in a central location. 

As a grown-up auditor and coder, I 
now appreciate the importance of 

accurate references …

Get the inside scoop on keeping your 
medical resources current in 2015.
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Magna Cum LaudeMagna Cum LaudeMagna Cum Laude

Alejandra Sofia Godoybaca, CPC-A
Ania Rivero, CPC-A
Camilla Beste, CPC-A
Christi Walker, CPC-A
Dawn Rocole, CPC, CASCC
Debora Coursey-Prah, CPC-A
Debra Hondorp, CPC, COC
Debra M Barron, CPC
Denita A Johnson, CPC, CPMA
Derek Dutcher, CPC-A
Diana L Tellefsen, CPC, CEDC
Dianelis Macaya Perez, CPC
Donna Coleman, CPC-A
Donna Richmond, CPC, CIRCC
Gustavo Daniel Boullosa, CPC-A
Isaiah Solis, COC-A, CASCC
Jonathan Menard, CPC, COC

Kelli Keith, CPC
Kimberly A Thompson, CPC, COC
Kimberly Arnell, CPC
Lee Ann Pack, CPC-A
Lilie Diaz, CPC-A
Lori S Bret, CPC, COC
Mary Nass, CPC-A
Melanie Lacy, CPC
Ruth Spinelli, CPC-A, CPMA
Shanti Devi Nongmaithem, COC-A

Steven A Adams, CPC, COC, CPMA, 
CPC-I

Thomas Yost, CPC-A
Yvonne Whitley, CPC-A

CPC®CPCCPC
Adair Rispoli-Chesley, CPC
Alaina Bradshaw, CPC, COC
Alieta M Bond, CPC
Alix DeZayas, CPC
Allison Orr, CPC, COC

Alma J Tuttle, CPC
Amanda Gray, CPC
Amber Dawn Barnes, CPC
Amber Marie Schoeppner, CPC
Amber Martin, CPC
Amber Reynolds, CPC
Amy Wodarski, CPC
Anand Babu Ponnusamy, CPC, COC
Andrea Kelly Primus, CPC
Andrea N Harrison, CPC
Anet Barrios, CPC
Angel Callaway, CPC
Angela A Fleury, CPC
Angela Monique Hudson, CPC
Angela Murphy, CPC
Angie Davala, CPC
Ann Parrino, CPC, CIRCC

Anna T Dimacali, CPC
Anna Wiley, CPC
Annette Carol Welch, CPC
April Lewis, CPC
Ariel Delgado, CPC
Ashley H Knox, CPC
Ashley Ihuoma Chuke, CPC
Ashley Larsen, CPC
Barbara C Rodriguez, CPC
Barbara Epperson, CPC
Barbara Smith, CPC
Barbara Wilmoth, CPC
Beth Craft, CPC
Beverly Olds, CPC
Blanca Victorino, CPC
Bonnie Gimbel, CPC
Brandi Pankowski, CPC
Brenda Thompson, CPC
Bridgette Lawrence, CPC
Brittany Kuhlman, CPC
Brittany Hill, CPC
Camille Parsons, CPC
Carlos Manuel Rojas Cruz, CPC
Carlyn Canvasser, CPC
Carmen Perez, CPC
Carol Boehm, RN, ACM, CPC
Carol Bryant, CPC, COC
Carol Clark, CPC
Carol Neil, CPC
Caroline Cherne, CPC

Cassandra Hamlin, CPC
Catherine Nowlan, CPC
Cathy O’Neal, CPC
Cecilia Ortega, CPC
Celesse Potirakis, CPC
Charlotte Finn, CPC, COC

Cheryl Knighton, CPC
Christina Martin, CPC
Christine Lufter, CPC
Christine Strayhorn, CPC
Christy Jones, CPC
Christy Lyle, CPC
Cindy Wright, CPC
Claudia Greenfield, CPC
Claudia Patricia Mera, CPC
Colene Ann Melson, CPC, COC
Corinna Lindell, CPC
Crystal G Dupas, CPC, COC, CGSC

Crystal Lentz, CPC
Crystal Mclain, CPC
Cynthia Valadas Wentland, CPC
Cyrenea Cotton, COC
Dana Lee Shade, CPC, COC
Daniela Iuja, CPC
Daniela Whittington, CPC
Darlene Butler, CPC
Darlene Turner, CPC
David Allstrom, CPC
Deborah Ann Franco, CPC
Deborah Morales, CPC

Deborah Rivera, CPC, COC
Deborah Russell, CPC
Debra Allen, CPC
Delaney Taylor, CPC
Denise Dobbin, CPC, COC
Diane Clevenger, COC
Donna Waites Robertson, CPC
Dwijesh Udvij, CPC, COC
Elaine Bell, CPC
Elaine Mundy, CPC
Elena Gonzalez, CPC
Elizabeth Paula Pilcher, CPC, COC
Ella Smith-McGary, CPC
Ellen Yates, CPC
Emily Zurita, CPC
Endia LaShawn Toney, CPC
Erica M Jordan, CPC
Erma Stiles, CPC
Eron McMenamy, CPC
Evelyn Navarro, CPC
Genoveva Porta, CPC
Geoffrey Hayden, CPC
Gloria Taylor, CPC
Gwen A Webb, CPC
Heather Serban, CPC
Heidi B Wilson, CPC
Holly Du Frane, CPC
Jamie Lipp, CPC
Jane LaPlante, COC
Janet McGuire, CPC

NEWLY CREDENTIALED MEMBERS

•	 Medical abbreviations: Each office/clinic should have a 
list of common, approved, and acceptable abbreviations 
used by the providers. A comprehensive resource is Medical 
Abbreviations: 30,000 Conveniences at the Expense of 
Communication and Safety; 14th Edition; Neil M. Davis. 

Nice to Have
A reference library is meant to facilitate your work. To that end, 
you’ll appreciate the following items:
•	 Conversion tables/charts: For example, inches to metric, 

or unit conversion for mass or liquid volume. 
•	 A page magnifier: A magnifier can help eliminate 

eyestrain. 
If you use “cheat sheets,” update them accordingly. And make sure 
everyone in your office understands how and when to use them. 
While performing an audit years ago, I questioned the codes be-
ing used for pelvic ultrasounds (US). I asked the staff about the 
code choices, and was handed a cheat sheet someone had made up. 
It listed the obstetric (OB) US codes as being female, and the non-
OB US codes as being males. The staff assigned the CPT® code 
based on the patient’s gender. Oops! 

Deb Pounder, RN-BSN, CPC, CPMA, CSS-P, is a medical chart auditor, educator, and 
compliance consultant with Schenck SC in Health Services. She has been employed in 
healthcare for more than 25 years, first working as a registered nurse on the clinical side 
and then medical chart auditing for South Carolina Health and Human Services. Pounder 
is a member of the Appleton, Wisconsin, local AAPC chapter and has served in different 
officer roles.
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Jaquaysia S. Rhyne, CPC, CPMA

Jasmine Miranda, CPC
Jean Smith, CPC
Jeanne Pajak, CPC
Jenina Gasso, CPC
Jenna Marie Ramirez, CPC
Jennifer Colmer, CPC
Jennifer Karen Cannariato, CPC
Jennifer Lynn Tessmer, CPC
Jennifer Ordway, CPC
Jennifer Rena Hazen, CPC
Jesenia Figueroa, CPC
Jesse Linder, CPC
Jessica Hawkins, CPC
Jodi McDavid, CPC
John Hobby, CPC
Josette Avery, COC
Joy Gilley Jones, CPC
Juan Gerardo Zuleta, CPC
Judith Wells, CPC
Juelann Greulich, CPC
Julie A Riddle, CPC
Julie Murphy, CPC
Jun Zhang, COC
Kaleen Henika, CPC
Karen McKirryher, CPC
Karen Bajus, CPC
Karen Glassman, CPC
Karen Pilgrim, CPC
Karen Tresback, CPC
Kateri E Duggan-Hosking, CPC, COC
Katherine Barnes, CPC
Katherine Everhart, COC
Katherine Lee Nance, CPC, COC
Kathrine Anne Stadelman, CPC
Kathryn DeJesus, CPC, COC
Katie Kelch, CPC
Kavita Agarwal, CPC, COC
Kelli Blair Belew, COC
Kelly Ambrose, CPC
Kelly Eversole, CPC
Kelly Stuart, CPC
Kendal Johnson, CPC
Kendra Goodman, CPC
Kenya L Foxworth-Banks, CPC
Kim Hull-Brown, CPC
Kim Jenisch, CPC
Kimberly Corazao, CPC
Kimberly Keller, CPC
Kimberly Taylor, CPC, COC
Kristy Levocz, CPC, COC
Krystle Rae Magana, CPC
Laci Olmstead, CPC
Laura Briggs, CPC
Laura Goold, CPC
Laura Katz, CPC
Laura Thiemann, CPC
Lavonne Renee Hill, CPC
Leticia Sauseda, CPC
Lily Rodriguez, CPC
Linda Mae Bradley, CPC
Linda Nelson, COC
Linda Pichardo, CPC
Lindsay Moore McCord, CPC
Lindsey Hansen, CPC
Lisa Coleman, CPC
Lisa Hook, CPC
Lisa Kissel, CPC, COC

Lisa Parks-Huber, CPC
Lisandra Barcelo, CPC
Lora DiGiacomo, CPC
Lucille Bynum, CPC

Lucy Shadle, CPC
Madalyn Marie Majer, CPC
Maggie Gilligan, CPC
Mamta Pal, CPC
Mandi Petroka, CDC, CPC
Maria Godefoy, CPC
Maria Isaza, CPC
Maria Jeannett Coro, CPC
Marian Ramirez, CPC
Marva Mauseth, CPC, COC
Mary Cuffee, CPC
Mary S Hammond, COC, CPMA

Marya Lynn Vande-Doyle, CPC
Marybeth Holland, CPC, COC
Meagan M Crossley, CPC
Megan Lee Korf, CPC
Melanie Sparks, CPC
Melessa Culver, CPC
Melissa A Freeman, CPC, COC, CPC-I

Melissa Christiana, CPC
Melissa Erin Coleman, CPC
Melody D Cook, CPC
Michele A Toberg, CPC
Michele Strassburg, CPC
Michelle Evans, CPC
Michelle Long, CPC
Michelle Lynn Lewis, CPC
Michelle Sloan, CPC
Mirta Maria Mazon Gonzalez, CPC
Molly Hall, CPC
Molly Hall, CPC
Mona L Patraca, CPC
Monica Bello, CPC
Nancy Jeanette Rivkin, CPC
Nancy Cohen, CPC
Nancy Dieguez, CPC
Nancy Russell, CPC
Natalie Murrell, CPC
Nea Yvette Farrington-Chance, CPC
Neri Bunales, CPC
Nicholas Mihora, CPC
Paige Walker, CPC
Pam Logan, CPC
Pam Price, CPC
Pam Russell, CPC
Pamela Banker, CPC
Pamela Jefferson-Taylor, CPC, COC, 
CPC-P
Panayiota Papamitrou, CPC
Patrice Matthews, CPC
Patricia J Johnson, CPC
Patricia Jeannie Wertman, COC, CPC-P

Patricia Queen, CPC
Peggy J. Keus, COC
Perla L Cardona, CPC
Phillip Cayce, CPC
Rebecca Rothfeld, CPC
Rebecca Treble, COC
Regina Yeager, CPC
Renee Harlow, CPC
Renee Kawcak, CPC
Rita Danaher, CPC
Robin Boag, CPC
Robin Gray, CPC
Rose Hodges, CPC
Roselyn Clark, CPC
Rosie Maria Thomas, CPC
Samantha Seats, CPC
Sandra M Barrios, CPC
Sara Bivens, CPC
Sara Guffey, CPC
Sean Tannler, CPC

Shane Stafford, CPC-P
Shannon Barham, CPC
Shannon Nelson, CPC
Sharon Camille Hendrick, CPC
Sharon Lynn Granade, CPC
Shawna A. Ridley, CPC, COC

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

Sherri Hansen, CPC
Sherry Simcox, CPC, COC
Shimeka Latreace Wall, CPC
Snow Seola Cho, CPC
Stacia Burch, CPC
Stacy Clegg, COC
Stephanie Agiomavritis, CPC
Stephanie L Atkins-Brown, CPC
Stephany Vargas, CPC
Stephen Cranford, COC
Sujey Lopez, CPC
Suleima Rexach, CPC
Sunitha Jibin Rose Maria John, CPC
Susan Collins, CPC
Susan D Hagedorn, CPC, CPC-P
Susan Kelly, CPC
Susannah Sublett, CPC
Tabita Paul, CPC, COC
Tabitha Shirley Seymour, CPC
Tanya Anderson, CPC
Tarisha M Rogers, CPC
Tasanee Catanzano, CPC
Tecoye Dinkins, CPC
Teresa Copeland, CPC
Terri L Gibson, CPC
Terri L Minotti, CPC, COC
Themistocle Lafontant, CPC
Theresa Branch-EL, CPC
Therese Bryant, CPC
Tonishea Opal Crawford, CPC
Tracy Stamper, CPC
Treska Taylor, CPC
Trilby Slemp, CPC
Valerie Korthals, CPC
Vanessa Drummond, CPC
Vanessa G Santiago, CPC
Veronica N Reyes, CPC
Veronica T. Opoku, CPC
Vianey  Lozano-Arreola, CPC
Vickie Johnson, CPC
Vickie Krahenbuhl, CPC
Vicky Bourget, COC
Virginia Landry, COC
Vivekanandan Srinivasan, CPC, COC
Wanda Clark, CPC
Wanda M Streiff, CPC, CPC-P
Wendy Heuer, CPC
Wendy Mattucks, CPC, COC
Xiomara S Harman, CPC
Yainet Diaz, CPC
Yanisleiki Rodriguez, CPC
Yasilen Estuche, CPC
Yecenia Valencia, CPC
Yolanda D Opoku, CPC, COC, CPMA, 
CEDC, CEMC

Yolanda Josefa Ximeno, CPC
Yolonda L Gipson-Mackey, CPC, COC
Yolonda McGowen, CPC
Yusmila De Armas, CPC

ApprenticeApprenticeApprentice
Aaron Denning, CPC-A
Abbey Ellingboe, CPC-A
Abbie Cutsforth, CPC-A
Abbie Torigoe, CPC-A
Adam Holmes, COC-A
Adela German, CPC-A
Adrian Banawis, CPC-A
Agnes Hively, CPC-A
Airen Cepero, CPC-A
Aiza Buctot Almanzor, CPC-A
Akshatha Pradeep, COC-A
Alaina Bailey, CPC-A
Alejandro Gerardo Suarez Fernandez, 
CPC-A
Alex Toralba Banayat, CPC-A
Alexis Whitley, CPC-A
Alicen Mathis, CPC-A
Alicia Jason, CPC-A
Alicia M Machin, CPC-A
Alicia Rae, CPC-A
Alicia Ulmer, CPC-A
Allison Carr, CPC-A
Allison Cook, CPC-A
Allison E Weber, CPC-A
Allison Jean Morgan, CPC-A
Allison R Boffa, CPC-A
Allissea Lunsford, CPC-A
Aloha Wilks, CPC-A
Alyssa N McDonald, CPC-A
Alyssa Quon, CPC-A
Amanda Bartlett, CPC-A
Amanda Butts, CPC-A
Amanda Goins-Hill, CPC-A
Amanda Hutchison, CPC-A
Amanda Kelly, CPC-A
Amanda Sheets, CPC-A
Amanda Soto, CPC-A
Amber Bruenn, CPC-A
Amber Green, CPC-A
Amber Price, CPC-A, CPB

Amber Rahmoeller, CPC-A
Amol Gupta, CPC-A
Amruta Shroff, CPC-A
Amy Heidt, COC-A
Amy Nga Le, CPC-A, COC-A
Amy Pearson, CPC-A
Amy Slafka, CPC-A
Amy Wilkie, CPC-A
Ana Katrina CU Famador, CPC-A
Anabel Tabares, CPC-A
Andrea Black, CPC-A
Andrea Carole Esterle, CPC-A
Andrea Dunn, CPC-A
Andrea Wong, CPC-A
Andrew Charles Hubert, CPC-A
Andrew Cobbs, CPC-A
Angela Bennett, CPC-A
Angela Conner, CPC-A
Angela Noel Groves-Lutz, CPC-A
Angelia Puckett, CPC-A
Angelica Cristina Dupaya, CPC-A
Angelica Hoover, CPC-A
Angie Haney, CPC-A
Angie Kaffar, CPC-A
Anita Colvin, CPC-A
Anita Layfield, CPC-A
Anita Velazquez, CPC-A

Anjali Jadon, COC-A
Anna Cottrell, CPC-A
Anna Hyden, CPC-A
Annamarie Elizabeth Trent, CPC-A
Anne Bendriem, CPC-A
Anne Brooking, CPC-A
Anne Huff, CPC-A
Anthony Gayton, CPC-A
Antoinette Collier, CPC-A
Antonia Cordero Ramos, CPC-A
Anu Hanna Aby, CPC-A
Anu Khare, CPC-A
April Love, CPC-A
Archana Malik, CPC-A
Aseel Jan, CPC-P-A
Ashish Raheja, CPC-A
Ashleigh Mantalvanos, CPC-A
Ashley Bynum, CPC-A
Ashley Mirandou, CPC-A
Ashley Peebles, CPC-A
Ashley Putzier, CPC-A
Ashley Verner, CPC-A
Ashley West, CPC-A
Autumn Cole, CPC-A
Bailey Gundry, CPC-A
Balraju Peraka, COC-A
Barbara Bocik, CPC-A
Barbara Buckley, COC-A
Barbara J Bishop, CPC-A
Barbara Level, CPC-A
Batiste Brownlee, CPC-A
Benazir Shamshad, CPC-A
Benny Delos Reyes, CPC-A
Berna Schultz, CPC-A
Bernadette Ann Pena, CPC-A
Berniece A Marshall, CPC-A
Beth Cochran, CPC-A
Beth Demore, CPC-A
Bethany Wilkerson, COC-A
Bev J Wilson, CPC-A
Beverly Grimes, CPC-A
Bijy Zachariah, CPC-A
Binita D’souza, CPC-A
Bobbie Trible, CPC-A
Brandon Gunning, CPC-A
Brenda Leonard, CPC-A
Brenda Pena, CPC-A
Brenda Zulawski, CPC-A
Bret Beeler, CPC-A
Brett Mouchard, CPC-A
Brian Hartzell, CPC-A
Brian Pease, COC-A
Brianda Palermo, CPC-A
Brianna Guyer, CPC-A
Brittany Soriano, CPC-A
Brittany Terveen, CPC-A
Brittni Henry, CPC-A
Bryan Kenworthy, CPC-A
Bryn Howell, CPC-A
Candiss Orlando, CPC-A
Candyce J Wass-Milliard, CPC-A
Carey Neblett, CPC-A
Carla Denise McNear, CPC-A
Carla Marie Moschallski, CPC-A
Carla Richardson, CPC-A
Carla Zerr, CPC-A
Carmen Montoya, COC-A
Carol Goedeke, CPC-A
Carol Kelley, CPC-A
Carol Nzeribe, CPC-A
Carole Leslie, CPC-A
Caroline Magness, CPC-A
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Caroline Rocha, CPC-A
Carrie Cooper, CPC-A
Carrie Heisler, CPC-A
Casey Hamman, CPC-A
Casey Mumma, CPC-A
Casseophea Jackson, CPC-A
Cassie Parker, CPC-A
Cathy Shaw, CPC-A
Catrina Brempell, CPC-A
Celeste Schultz, CPC-A
Celia Rodriguez, CPC-A
Chantel Maria Xavier Goncalves, 
CPC-A
Charlene Yuhas, CPC-A
Cherisse Barries, CPC-A
Cherry Paz Lopez Villamaria, CPC-A
Cheryl Dake, COC-A
Cheryl Harris, CPC-A
Cheryl Lynn Benally-Murphy, CPC-A
Cheryl Nicoll, CPC-A
Chetna Puri, CPC-A
Chinita Kabalican, CPC-A
Chippi Isac, CPC-A
Chloe Greer, CPC-A
Christina Anderson, CPC-A
Christina Hardy, CPC-A
Christina Kay Young, CPC-A
Christina Marie Barfield, CPC-A
Christina Vanleer, CPC-A
Christine A Woodward, CPC-A
Christine C Nguyen-Le, CPC-A
Christine Donnachie, CPC-A
Christine Dunning, CPC-A
Christine Gwinnell, CPC-A
Christine Janaskie, CPC-A
Christine Mcbride, CPC-A
Christine Newell, CPC-A
Christine Newsome, CPC-A
Christine Peterson, CPC-A
Christine Schumacher, CPC-A
Christine Wambold, CPC-A
Christine Williams, CPC-A
Christopher Cottrill, CPC-A
Chrystal Gopal, CPC-A
Cindy A Oder, CPC-A
Cindy Brown, CPC-A
Cindy M Sears, CPC-A
Claire Van Riper, CPC-A
Clifford Rothrock, CPC-A
Colleen Carlson, CPC-A
Colleen R Fitzgerald, CPC-A
Corinne Bowers, CPC-A
Corinne Sawyer, CPC-A
Cornelius Timothy Cowhey, CPC-A
Corrine Sledge, CPC-A
Cortney Berkenstock, CPC-A
Courtney Jones, CPC-A
Courtney Wood, CPC-A
Craig Duerson, COC-A
Craig Sako, CPC-A
Crystal Brown, CPC-A
Crystal Atchley, CPC-A
Crystal McEachin, CPC-A
Crystal Romat , CPC-A, COC-A
Cyndi Schaefer, CPC-A
Cynthia Lima, CPC-A
Cynthia Mars, CPC-A
Cynthia Riley, CPC-A
Dana Black, CPC-A
Dana Johnson, CPC-A
Dana Ross, CPC-A
Dana Young, CPC-A

Darlene Amdahl, CPC-A
Daungkamol Asaneewutikorn, CPC-A
David Alexander, CPC-P-A
David Boden, CPC-A
Dawn Fuhrman, CPC-A
Dawn Kinney, CPC-A
Dawn M Mogavero, CPC-A
Dawn Snyder, CPC-A
Dawn Stivers, CPC-A
Debbie Nunez, CPC-A
Debbie S Podvin, CPC-A
Deborah Flowers, CPC-A
Deborah Jacklovich, CPC-A
Deborah Koopmans, CPC-A
Deborah Koslosky, CPC-A
Deborah Patrick, CPC-A
Deborah Pike, CPC-A
Debra Alderman, CPC-A
Debra Lauren Shepherd, COC-A
Debra Stehli, CPC-A
Deepika Gandhi, CPC-A
Deepika Malik, CPC-A
Delaura Jameson, CPC-A
Delia Clifton, COC-A
Denise Knight, CPC-A
Denise Lukes, CPC-A
Denise Nelson, CPC-A
Denise Parker, CPC-A, COC-A

Dennis M, CPC-A
Devin Samaria Watkins, CPC-A
Devon Harbaugh, CPC-A
Dharanya Balraj, COC-A
Diadra Carrillo, CPC-A
Diana K Neil, CPC-A
Diana L Pecholcs, CPC-A
Diane Escandell, CPC-A
Diane Theresa Ort, CPC-A
Diane Wright, CPC-A
Dianna McCormick, CPC-A
Dianne Alesi, CPC-A
Divya Prakash Innasi, CPC-A
Divya Prasad, COC-A
Dominique Brown, CPC-A
Donna Blevins Balzaratti, CPC-A
Donna Corkum, CPC-A
Donna Heritage-Long, CPC-A
Donna Hollingsworth, CPC-A
Donna Perry, CPC-A
Dorea “Tylee” Atkinson, CPC-A
Doris Glover, CPC-A
Dr Shiv Pratap Singh, CPC-A
Ebba Toepke, CPC-A
Edgardo Gonzalez, CPC-A
Edna Byrd, CPC-A
Eileen Fitzgerald, CPC-A
Elaina Hitchcock, CPC-A
Elaine Hudak, CPC-A
Elizabeth Bayer, COC-A
Elizabeth Jevec, CPC-A
Elizabeth Salio, CPC-A
Elizabeth-Anne Heathcock, COC-A
Ella Robles Silva, CPC-A
Ellen Barrios, CPC-A
Elsa Brinkman, CPC-A
Emilio Barron, CPC-A
Emily Anne Albert, CPC-A
Emily Jurrens, CPC-A
Emily Snapp, CPC-A
Emily Strye, CPC-A
Emma Randall, CPC-A
Emmanuel Grant Jr, COC-A
Erica Froemke, CPC-A

Erica Hunter, CPC-A
Erika Keller, CPC-A
Erin Vetter, CPC-A
Eva Esteban, CPC-A
Fan (Helen) Zhang-Grinnell, CPC-A
Farshad Haghdan, CPC-A, COC-A, 
CPB

Fatima Mohammed, CPC-A
Femilyn Alcantara Fernandez, CPC-A
Florence Romero, CPC-A
Frances Mongillo, CPC-A
Frank Hayes, COC-A
Gabrielle Uri, CPC-A, COC-A
Gadangi Kalyan, CPC-A
Gail Bricker, CPC-A
Garrick Wallis, CPC-A
Gavindra Surujdeen, CPC-A
George Thomas, CPC-A
Georgianna L Schmidt, CPC-A
Gina Mannion, COC-A, CEDC

Girlie Jane Ningala, CPC-A
Gloria Durham, CPC-A
Gloria Woodyear, CPC-A
Grace Finley, CPC-A
Gregory Keeley, CPC-A
Gregory Rea, CPC-A
Haley Davis, CPC-A
Haley Dodd, CPC-A
Hanna Fuller, CPC-A
Hannah De Los Reyes, CPC-A
Hayat Chaalan-Ali, CPC-A
Heather Dwyer, CPC-A
Heather Hanson, CPC-A
Heather Hickman, COC-A
Heather Johannes, CPC-A
Heather LaRue, CPC-A
Heather Osborn, CPC-A
Heather Southern, CPC-A
Heidi A Jarvis, CPC-A
Heidi Harrell, CPC-A
Heleina Baker, CPC-A
Hilda Perez, CPC-A
Holly Johnson, CPC-A
Howard Scarrott, CPC-A
Hyunkyung Lee, CPC-A
Inderjeet Singh Dogra, CPC-A
Indumathi N, CPC-A
Jacob Taggart, CPC-A
Jacqueline Christina Flis, CPC-A
Jacqueline English, CPC-A
Jamaica Escobedo, CPC-A
James Ellison, CPC-A
James Gorman, CPC-A
James Joseph Driscoll, CPC-A
James Scott Pierce, CPC-A
Jamie Albers, CPC-A
Jamie Martinez-Ortiz, CPC-A
Jamie Miller, CPC-A
Janai Wagner, CPC-A
Jane Gustafson, CPC-A
Janelle Cox, COC-A
Janene Bockrath, CPC-A
Janet Brown, CPC-A
Janice E Woods, CPC-A
Jansen Roland Daria, CPC-A
Jason Stuart, CPC-A
Jean Louise Lister, CPC-A
Jeanmarie Loria, CPC-A
Jeff Nichols, CPC-A
Jennifer Ann Wooten, CPC-A
Jennifer Conner, CPC-A
Jennifer Decker, CPC-A

Jennifer Hubbell, CPC-A
Jennifer Major, CPC-A
Jennifer Norris, CPC-A
Jennifer Pease, COC-A
Jennifer Sargent, CPC-A
Jennifer Stowe, CPC-A
Jennifer Terrell, CPC-A
Jennifer Wallace, CPC-A
Jeri Urbom, CPC-A
Jerilyn M Renner, CPC-A
Jerome Cuevas, CPC-A
Jerrico Martin, CPC-A
Jeryl R Torayno, CPC-A, COC-A

Jesllin Gonzalez, CPC-A
Jessica Abou Jaoude, CPC-A, COC-A

Jessica Bostic, CPC-A
Jessica Deans, CPC-A
Jessica L Dziedzic, CPC-A
Jessica Lancaster, CPC-A
Jessica Norori, CPC-A
Jessica Ritchotte, CPC-A
Jessica Stiener, CPC-P-A
Jessica Watson, CPC-A
Jessica Woerle, CPC-A
Jeswin Jose, CPC-A
Jewel Baisch, CPC-A
Jill Duhr, CPC-A
Jill Geurin, CPC-A
Jill M. Jones, CPC-A
Jill Sweet, CPC-A
Jillian Wilsman, CPC-A
Joan Lim, CPC-A
Joan Snodgrass, CPC-A
Joan Wunderlich Santana, CPC-A
Joann Pitman, CPC-A
JoAnn Popoli, CPC-A
Joanne Beloso Gutierrez, CPC-A
Jodi Chandler, CPC-A
Jodi Lynn Willsey, CPC-A
Jody Bell, CPC-A
Jody Rasoo, CPC-A
Johan Liriano, CPC-A
Johana Rivadeneira, CPC-A
Jonathan Anthony, CPC-A
Jonita Ferebee, CPC-A
Jordan Thomson, CPC-A
Josh Bullington, CPC-A
Josie Ranalli, CPC-A
Jovelyn Goyal, CPC-A
Joy Viola, CPC-A
Joyce Banful, CPC-A
Judith Wall, CPC-A
Judy Artman, CPC-A
Julia Parker, CPC-A
Julia Sanabia, CPC-A
Julie Brown, CPC-A
Julie Kieschnick, CPC-A
Julie Sharar, CPC-A
Justin Yabut, CPC-A
Jyoti Verma, COC-A
Kalaparameswari Nagarajan, CPC-A
Karen Cinelli, CPC-A
Karen Frye, CPC-A
Karen Hudleson, CPC-A
Karen Stone, COC-A
Kari Walz, CPC-A
Karla Anne Raygor, CPC-A
Karla Johnson, CPC-A
Karla Loredo, CPC-A
Karla Stevens, CPC-P-A
Kartika Budiarta, CPC-A, COC-A
Kasie Dodd, CPC-A

Katalin Karaszi, CPC-A
Katherine Morrow, CPC-A
Katherine Murphy, CPC-A
Katherine Penrose, CPC-A
Kathi Hill, COC-A
Kathie Kennedy Buntin, CPC-A
Kathirvel Palanisamy, COC-A
Kathleen Jones, CPC-A
Kathleen Pearson, CPC-A
Kathleen Pennacchia, CPC-A
Kathleen Theira Adams, CPC-A
Kathlyn Anne Velasco, CPC-A
Kathy Maurer, CPC-A
Katie Ryan, CPC-A
Katrina Ashley Laud, CPC-A
Katrina Marie Teuscher, CPC-A
Katy L Bowers, CPC-A
Kaye Smith, CPC-A
Kayla Elizabeth Greathouse, CPC-A
Kayla Tommeraasen, CPC-P-A
Kaytlyn Ross, CPC-A
Keerthana Chellasamy, CPC-A
Keisha Graham, CPC-A
Keith Anthony, CPC-A
Kelle Boles, CPC-A
Kelli Hasley, COC-A
Kelli Mayo, CPC-A
Kelli N.T.C Awai, CPC-A
Kelly Baker, CPC-A
Kelly Bell, CPC-A
Kelly Massoni, CPC-A
Kelly Murphy, CPC-A
Kelly Peterson, CPC-A
Kelly Stevens, CPC-A
Kelsey Wilson, CPC-A
Kenneth Tompey, CPC-A
Kevin McCaleb, CPC-A
Kim Johnson, CPC-A
Kim Sitt, CPC-A
Kim Watson, CPC-A
Kimberly A Kuryak, CPC-A
Kimberly Bochtler, CPC-A
Kimberly Carlisle, CPC-A
Kimberly D Miller, CPC-A
Kimberly D’Agostino, CPC-A, COC-A
Kimberly Tucker, CPC-A
Kirsten Womack, CPC-A
Komal Sharma, CPC-A
Kris Nemecek, CPC-A
Kriscia Morales, CPC-A
Kristen Henckler, CPC-A
Kristi Calhoun, CPC-A
Kristi Neely, COC-A
Kristian Bautista, CPC-A
Kristin Taylor, CPC-A
Kristy Vanzine, CPC-A
Kurt Richard Brunje, CPC-A
Kyra Crutchfield, CPC-A, COC-A
Lacey Ames, CPC-A
Lacey Ann Templeton, CPC-A
LaKeysha Marshall, CPC-A
Lakshmi Jandhayala, CPC-A
Laura Blowers, CPC-A
Laura Elizabeth Hughes, CPC-A
Laura Elizabeth Johnston, CPC-A
Laura Feather, CPC-A
Laura Gibilisco, CPC-A
Laura Hart, CPC-A
Laura J Milani, CPC-A
Laura Littleton, CPC-A
Laura Smiley, CPC-A
Lauren Lomax, CPC-A
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Lauren Thomas, CPC-A
Leah Pruitt, CPC-A
Leann Cody, CPC-A
Leeundra Bailey, COC-A
Leigh Ann Reese, CPC-A
Lenee Bohman, CPC-A
Leon Aruldhas, CPC-A
Leonor Alvarado, CPC-A
Lesley Dineen, CPC-A
Lesley Kuder, CPC-A
Leslie Ankrum, CPC-A
Leslie Bonds, COC-A
Leslie Hatfield, CPC-A
Leslie Kunellis, CPC-A
Leslie Ward, CPC-A
Letisha Castellanos, CPC-A
Liezel Gonzaga, CPC-A
Lilliam Lugo Carmona, CPC-A
Linda Kuzmickas, CPC-A
Linda Musso, CPC-A
Linda Oakley, CPC-A
Lisa A Matthiessen, CPC-A
Lisa Alford, COC-A
Lisa Denise Reeder, COC-A
Lisa Forrest, CPC-A
Lisa Gailey, CPC-A
Lisa Hutto, CPC-A
Lisa LaCoursiere, CPC-A
Lisa Margerison, CPC-A
Lisa Miller, CPC-A
Lisa Rushing, CPC-A
Lisa Seders, CPC-A
Lisa Victoria Chua, CPC-A
Liset Bolinaga, CPC-A
Lissa Topham, CPC-A
Lisseth Pacheco, CPC-A
Loida Edombingo Seviola, CPC-A
Lora Cornwell, CPC-A
Lora Thomas, CPC-A
Loretta Ann Wade-Anderson, CPC-A
Lori Atteridge, COC-A
Lori Diane Mcclure, CPC-A
Lori Morris, CPC-A
Lori Rohrer, CPC-A
Lori Walker, CPC-A
Lou Ann Saylor, CPC-P-A
Lydon Alviar, CPC-A
Lyle Austin Lazarraga Pangantihon, 
CPC-A
Lyn Larson, CPC-A
Lyndsay Webb, CPC-A
Lynn Branum, CPC-A
Ma Chesa Mae Biglang- Awa, CPC-A
Ma Monica Cabiles, CPC-A
Majela Hernandez, CPC-A
Mandy Rose Johnson, CPC-A
Mang Her, CPC-A
Mangadevi Gunnam, CPC-A
Mangaiyarkarasi Manoharan, CPC-A
Manish Manral, CPC-A
Mara Jones, CPC-A
Marcia Gotti, CPC-A
Marcia Hayes, CPC-A
Marenn Santos-Thomas, CPC-A
Margaret Ellen Leone, CPC-A
Margaret Ellen VanBruggen, CPC-A
Margaret Garber, CPC-A
Margaret Johnson, CPC-A
Maria Catalina Rueda, CPC-A
Maria Elizabeth Carrieri, CPC-A
Maria G Mendoza, CPC-A
Maria Hess, CPC-A

Maria Katrina Oh, CPC-A
Maria Ocampo, CPC-A
Maria Perez, CPC-A
Maria Ricardo, CPC-A
Maria Scarduzio, CPC-A
Marilin Morales Gonzalez, CPC-A
Marita Linebaugh, CPC-A
Maritza E Guillermo, CPC-A
Mariya Simeonova, CPC-A
Mariya Winchel, COC-A
Mark Woyen, CPC-A
Martha Baker, CPC-A
Martha Lee Heaton, CPC-A
Mary May Marco, CPC-A
Mary Ann Gutierrez, CPC-A
Mary Erica Dacones, CPC-A
Mary Grace Eslao, CPC-A
Mary Jane Berlanga, CPC-A
Mary Kurvink, CPC-A
Mary Temple Zito, CPC-A
Maryann L Gawron, CPC-A
Mayeline Toledo, CPC-A
McKenna Morrison, CPC-A
Megan Deese, CPC-A
Megan Heather Whitfield, CPC-A
Meghan Bull, COC-A
Melanie Amos, CPC-A
Melanie Hines, CPC-A
Melanie Lin, CPC-A
Melissa Eldred, CPC-A
Melissa Jusino, CPC-A
Melissa Mendes, CPC-A
Melissa Young, CPC-A
Mercy Quist, CPC-A
Merissa Lynn Twoguns, CPC-A
Meryl Franklin, CPC-A
Mia Colon, CPC-A
Michael Brian Gamboa, CPC-A
Michal Apacible, CPC-A
Michele Abraham, CPC-A
Michele Rene Daly, CPC-A
Michelle Aubrey Guccione, CPC-A
Michelle Briones, CPC-A
Michelle Contreras, CPC-A
Michelle Hernandez Ortiz, CPC-A
Michelle McKibben, CPC-A
Michelle Nadolny, CPC-A
Michelle Noemi Matos-Gonzalez, CPC-A
Mike Seal, COC-A
Mildred Amanda Lancaster, CPC-A
Miranda Brantley, CPC-A
Mohammad Haque, CPC-A
Monami Chowdhury, CPC-A
Monica Pava, CPC-A
Monique Rendall, CPC-A
Morgan Freya Evenstad, CPC-A
Morgan Hotop, CPC-A
Murielle Boncoeur, CPC-A
Nadia Samaan, CPC-A
Nainavarapu Gireesha, CPC-A
Nancy Drexler, COC-A
Nancy Herrera, CPC-A
Natalie Daugherty, CPC-A
Natasha Allmon, CPC-A
Navaneetha Krishnan P, CPC-A
Nazani Khan, CPC-A
Neetu Sinha, CPC-A
Neha Bhat, CPC-A
Neil Motiska, CPC-A
Nercylyn Vico, CPC-A
Nichole Gaddis, COC-A
Nicole Bohnsack, CPC-A

Nicole Hampel, CPC-A
Nicole Simpson, CPC-A
Nidhi Singh, CPC-A
Nitin Khandelwal, CPC-A
Nitin Kumar Singh, CPC-A
Novelette Mcdermott, CPC-A
Odelon Soriano Odper, CPC-A
Olga Vicuna, CPC-A
Ornela Meca, CPC-A
Oscar Linsangan Jr, CPC-A
Pamela A Nolan, CPC-A
Pamela Cook, CPC-A
Pamela Sue Potts, CPC-A
Parvathavarthini Annamalai, CPC-A
Patience Griffin, COC-A
Patricia Aramayo, CPC-A
Patricia Crowley, CPC-A
Patricia DeMartinis, CPC-A
Patricia F Cerna, CPC-A
Patrick Furtado, COC-A, CASCC

Patrick Tkacz, CPC-A
Paula Branham, CPC-A
Paula Grant, CPC-A
Paulo Luigi Saile, CPC-A
Peggy A Gochnour, CPC-A
Philip Wickstead, CPC-A
Phyllis Swirka, CPC-A
Preetha Surendran, CPC-A
Priscilla Alexander Helms, CPC-A
Priyadarshini Selvaraj, CPC-A
Rachel Chambers, CPC-A
Rachelle Hunter, CPC-A
Rachelle Smith, COC-A
Radhika Patel, CPC-A
Rajashekar B, CPC-A
Rajesh Kadunoori, COC-A
Rajkumar Singh, CPC-A
Rakhendu Nair, CPC-A
Ramneet Kaur, CPC-A
Randolph Hughes, CPC-A
Randy Butler, CPC-A
Raquel Martinez, CPC-A
Rebecca Fay Scheuch, COC-A
Rebecca McBride, CPC-A
Rebecca Mumford, CPC-A
Rebecca Ulferts, CPC-A
Reethamma Joseph, CPC-A
Regan Richards, COC-A
Renae Scherschel, COC-A
Renata Kaminska, CPC-A
Rhonda Graves, CPC-A
Richa Grover, CPC-A
Richard M Base, CPC-A
Richelle Nuyles, CPC-A
Rikki Chandler, CPC-A
Rinta Varghese, CPC-A
Rita Cole, CPC-A
Rita Freeland, COC-A
Ritu Vaid, CPC-A
Riza Astrid Resoso, CPC-A
Robert Benoit Raymond, CPC-A
Robert Boily, CPC-A
Roberta Allee Avery, CPC-A
Roberta Platt, CPC-A
Robin Kathleen Page, CPC-A
Rohit Bhardwaj, CPC-A
Rosa Serrano, CPC-A
Rosanne Bonnet, CPC-A
Rose Mae Jane Samodio, COC-A
Rose Merin, CPC-A
Roselle Sardan Manzano, CPC-A
Ruben Cespedes, CPC-A

Ruby Osbun, CPC-A
Ruby Thomas, CPC-A
Ruth Christensen, CPC-A
Ruth Hartnett, CPC-A
Ruth Malashuk, CPC-A
Ryan Lee, CPC-A
Sabrina McDowell, CPC-A
Sally Kuberacki, CPC-A, COC-A
Salman PV, CPC-A
Samantha Derose-Wolfe, CPC-A
Samantha Dicken, CPC-A
Samantha Messenger, CPC-A
Samantha Welsh, COC-A
Sammi Fratto, CPC-A
Sandra Ann Johnson, CPC-A
Sandra Magoon, COC-A
Sandy M Binnig, CPC-A
Sangeeta Panwar, CPC-A
Sangeetha Balakrishnan, CPC-A
Sanjay Subhedar, CPC-A
Sara Boyce, CPC-A
Sara Martin, CPC-A
Sarah Burke, CPC-A
Sarah Carrel, CPC-A
Sarah Kacho, CPC-A
Sarah Sharpe, CPC-A
Saumya Agarwal, CPC-A
Schuyler William-Arthur Connell, CPC-A
Scott Dent, CPC-A
Sean Walsh, CPC-A
Selina Northern, CPC-A
Shannon Romero, CPC-A
Shantell Lynette Eason, CPC-A
Sharon A Mellody, CPC-A, COC-A
Sharon Alayne Rice, CPC-A
Sharon Cox, CPC-A
Sharon Masters-Sinnott, CPC-A
Sharon Myers, CPC-A
Shawna Moore, CPC-A
Shelby West, CPC-A
Shelley Boothe, CPC-A
Shellie Shereece Richardson, CPC-A
Shelly Johnson, CPC-A
Shelly Prescott, CPC-A
Sherese Deberry, CPC-A
Sherri Keefe, CPC-A
Sherri M Thompson, CPC-A
Sheryl May Joy Domingo, CPC-A
Shiela Apacible, CPC-A
Shikha Aggarwal, CPC-A
Shimaa Marmoush, CPC-A
Shivani Parikh, CPC-A
Shobana Ganesan, CPC-A
Shobana Sundar Raj, CPC-A
Sinu Santhosh, CPC-A
Siti Cauffman, CPC-A
Sophia Balu, CPC-A
Sophia Dossett, CPC-A
Sreejith UV, CPC-A
Srinivasan Subramani, CPC-A
Staci Bell, COC-A
Stacie Kasparek, CPC-A
Stacy Brown, CPC-A
Stacy Levine, CPC-A
Stacy Saxby, CPC-A
Starlette Walker, CPC-A
Stella Ann Lodes, CPC-A
Stephanie Ann Rolf, CPC-A
Stephanie Morency, CPC-A
Stephanie Rhinehart, CPC-A
Stephanie Taylor, CPC-A
Stephen Swisher, COC-A

Suganthi Athiyappan, COC-A
Sumi Manohar, CPC-A
Sumit Kumar Singh, CPC-A
Sunil Kumar Gupta, CPC-A
Suryamol Pappu, CPC-A
Susan Kaplan, CPC-A
Susan Kathryn Baumler, CPC-A
Susan M Hensel, CPC-A
Susan Mecodangelo, CPC-A, COC-A
Susan Sherfield, COC-A
Suzanne Marion McCrea, CPC-A
Suzette Renee Wyatt, CPC-A
Tamara Chitwood, CPC-A
Tamara Joann Cry, CPC-A
Tameka Davis, CPC-A
Tamera Slaughter, CPC-A
Tammy Hope, CPC-A
Tammy Wiseman, CPC-A
Tania Perez, CPC-A
Tanya Lundgren, CPC-A
Tanya Reyes, CPC-A
Tasa Woods, CPC-A, COBGC

Tasheena Bertrice Freeman, CPC-A
Teresa Crowley, CPC-A
Teresa Espinoza, CPC-A
Teresa F Guercio, CPC-A
Teresa Hidalgo, CPC-A
Teresa Lea Wilcoxon, CPC-A
Teresa Lindow, CPC-A
Teri Roberts, CPC-A
Terry Grant Satchell, CPC-A
Tiffany Izumi, CPC-A
Timberlee Snodgrass, CPC-A
Tina Andes, CPC-A
Tina Cloutier, CPC-A, COC-A
Tina L Hare, CPC-A
Toby Cook, CPC-A
Tony Chu, CPC-A, COC-A

Tonya Eileen Gagnon, CPC-A
Tosha Brown, CPC-A
Tracey Raynett, CPC-A
Tracie Collins, CPC-A
Tracie Gibson, CPC-A
Tracy Baxter, CPC-A
Tracy Hedberg, CPC-A
Trina LaPrade, CPC-A
Tristan Johann Roxas Salazar, CPC-A
Tyler Veatch, CPC-A
Uday Kaluvala, CPC-A
Udaya Bhanu Parida, COC-A
Valencia Sangosanya, CPC-A
Valerie Yearwood, CPC-A
Valerie Anthony, CPC-A
Valerie Mainardi, CPC-A
Valerie Milot, CPC-A
Valerie Toulouse, CPC-A
Vanesca McDermott, CPC-A 
Vanessa Jackson, CPC-A
Vanessa Utz, CPC-A
Varun Luthra, CPC-A
Veronica Anne Olivete, CPC-A
Veronica Ruiz, CPC-A
Vicki Huston, CPC-A
Vicky Hammonds, CPC-A
Vicky Harris, CPC-A
Victoria Benfield, CPC-A
Victoria James, CPC-A
Victoria L Kuschel, CPC-A
Vidhya Prabha, CPC-A
Vinu Natarajan, COC-A
Virginia Lindsay, CPC-A
Vishnupriya J, CPC-A
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Visvanathan Subramani, CPC-A
Wayne Yearwood, CPC-A
Wendy Weber, CPC-A
Wendy Wrusch, CPC-A
Wesley Brown, CPC-A
Whitney Anne Saltsman, CPC-A
Wilhelmina Patterson, CPC-A 
William Torrey, CPC-A
Xiating Zou, CPC-A
Yahaira Carillo, CPC-A
Yatziris Munoz, CPC-A
Ye Ren, CPC-A
Yenislen Gutierrez, CPC-A
Yolanda Sophia Alaniz, CPC-A
Young Hee Im, CPC-A
Yunia Rodriguez, CPC-A
Yvette Samek, CPC-A
Yvonne Arrizola, CPC-A
Yvonne Kraemer, CPC-P-A
Zeenat Virani, CPC-A
Zyanya Smith, CPC-A
Zylkia Rodriguez, CPC-A

SpecialtiesSpecialtiesSpecialties
Adaeze Nwaigwe, CPC-A, CEMC
Amanda Kane, CPC, COBGC
Amy Campbell, CPPM
Amy L Crego, CPC, CPC-P, CPMA
Amy Rose, CPC, CPB
Andrea Bell, CPC-A, CEMC
Andrea Goodwin, CPC, CPMA
Angela Day, CPB
Angela Hope Stumph, CPC, CPMA
Angela Jerlean Gosa, CPC, COSC
Angela Jones, CPC, CPB
Angela Marie Burrows, CPC, CPMA
Ann Margaret Kaiser, CPC, CEMC
Anna Delph, CPMA
Anna L Harris, CPC, CPCO, CPB, CPMA
Anna Zarcone, CPMA
Annaliza Catu, CPC, CGSC
Annette Viona Slade, CPC, CGSC
April M Nguyen, CPC, COSC
Awilda Colon-Serrant, CIRCC
Barbara Jean Taylor, CPPM, CRHC

Barbara McGuire, CPPM
Beverly Ann Lewis, CPC, COBGC
Brenda S Belen, CIRCC
Brian Goldsberry, CPMA, CHONC

Brian H. Le, CPB
Bridget Krueger, CPCO, CPMA
Carla Dallmann, CPCO
Carlene Slowik, CPC, CPMA
Carmen Martinez, CPC, COSC, CSFAC

Carol E McGlynn, CPC, CGSC
Carolyn Thornsberry, CPC, CPB
Carrie Smith, CPC-A, CEMC
Cassandra Renee LaCour, CPC, CPMA
Catherine Forman, COSC
Catherine V Coe, CPC, COSC
Cecilia Alvidrez, CPMA
Chandru Eswarappa, CPC, CEDC
Charlene Gotch-Mailey, CPB
Charmaine A Gordon, CPC, CPC-H, 
CIRCC, CANPC, CCC

Cheryl Moffat, CPCO, CPMA

Christina Terrill, CPC, CASCC
Christina Wear, CPC, CPC-H, CPMA, 
CPC-I

Christine Brown, CPC, CPMA
Claynika Bruce, CPC, CGSC
Coleen R Herrick, CPC, CCVTC
Conni LeBaron, COSC
Cristina Kelly, CPC, CANPC
Cynthia Ann Moeller, CPC, CPC-H, CUC
Cynthia Kennedy, CPC, CPMA
Dana Minton, CEMC
Dana Thompson, CPB
David M Ratliff, CPC, CPMA
Dayna Rodriguez, CCVTC
Deanna Niles, CPC, CPC-H, CPMA
Debby Craven, CPC, CPMA, CPC-I

Deborah Gardner-Brown, CPMA
Deborah H Batten, CPC, CEMC
Debra A Fisher, CPC, CPMA
Demetria McClelland, CPC, CPMA
Denise Neveu, CPC, CGSC
Denise Rosales, CIMC
Diana Dalto, CPC, CPMA
Donisha Dunagan, CPC, CPC-H, CPMA
Donna Harp, CPC, CFPC
Donna J Macal, CPC, CPB
Donna Lefrancois, CPC, CPPM, CIMC
Doris P Walton, CPC, CEDC
Elaine A Lacroix, CPC, CHONC
Elaine Martinez, CPC, CPMA, CEMC

Elizabeth Facundo, CPC, CHONC
Elizabeth Scott, CPPM
Erica Michelle Uzzle, CPB
Estrella Matheu Morales, CPC, CPMA
Evelyn Palencia-Lluis, CPC, CPMA
Evonne Madison, CPCD
Fara Ponzoa, CPC, CPMA
Faustine Rios, CPC, CEMC, CGSC
Fumi Torres, CIRCC
George S Bassett MD, CPC-A, CPMA
Gerald Carcases, CPMA
Gianina Echevarria, CPC, CFPC, COBGC
Gina Emmenegger, CPC, CPMA, CPC-I, 
CEMC, CGSC, CHONC

Gina Patricia Holdorff, CPC, CPC-H, 
CPCO, CPC-P, CPMA, CASCC, CEDC, 
CHONC

Guillermo Jimenez, CPC-A, CPMA
Heather Rivera, CPC, COSC
Heather Weber, CPC, CPMA
Hien Thuy Pham, CPC, CPMA
Holly Creevan, CPC, COBGC
Holly Spicer, CPC, CCC
Huong Cao, CPC-A, CPMA
Idalmis Toledo, CPC, CPMA
Ivonne Sanchez, CPC, CPMA
Jaclyn Beverford, CPC, CHONC, COBGC
Jaime Lee Terrell, CPCD
Jana Gustafson, CPC, CPC-H, CPCO, 
CPMA

Janet L Roy, CPC, CPMA, CEDC

Janice R Starks, CPC, CPC, CGSC
Janis Kuykendall, CPC, CPC-H, CEMC
Janna Menzer, CPB
Jaquaysia S. Rhyne, CPC, CPMA
Jason Michael Brunn, CPC, CEMC
Jeannette Connell, CPC, CPMA, CEMC, 
CFPC

Jeannie Edwards, CPB
Jennifer Boyer, CPC, CPB, CPMA
Jennifer Irish, CPC, CPMA
Jennifer L Bauguss, CPC, CEMC
Jeremy Leclerc, CPC, CCC
Jessica Herley, CPB
Jessica L Pasco, CPB

Jessica Wachowicz, CPMA
Joan E Barker, CPC, CANPC
John D Spindler, CPMA
John Ek, CPC, CEMC
Jolene Carter, CPC, CPMA
Joleta Jones, CPC, CPMA, CEMC

Jordan Willis, CPC, CEMC
Josie Leigh Johnson, CPC, CPC-H, 
CPMA
Joy Dwight, CPC, CSFAC
Joyce Gayla Powers, CPC, CPMA, 
CASCC

Judith A Reinfeld, CPC, CPB
Judith Schoenfelder, CPC, CPMA
Judith Wiegand, CPC, CGIC
Judy Barnhill, CPC, CPB, CPMA

Julia Liebhardt, CPEDC
Julie Fries, CPMA
Julienne Johnson, CPC-A, CPB
Kara Elizabeth Pedigo, CPC, CPMA, 
CEMC, CPCD

Karen Duke, CPC, CPB
Karen Klawin, COBGC
Karen Morelli, CPC, CPB, CPMA, CIMC

Katherine Marie Tsai, CPC, CPMA
Kathleen McKula, CPC, CEMC
Kathleen Susan Westhoff, CPC, CEDC
Kelli Lovell, CPC, CPPM
Kelli Poe, CPMA
Kelly Louise Mentzer, CPC, CEMC, 
COBGC

Keonda Weathersby, CPB
Kerri Foust, CPB
Kerstin Conner, CPC, CPPM
Kimberle Boggs, CPC, CEDC
Kimberley CeCille Hewitt, CPC, CEMC
Kristen Blanchette, CPCO
Kristen Diane Tipton, CPC-H, CEDC
Kristen Theisen, CPC-A, CPC-H-A, CEMC
Kristina Pishock, CPC-H, CPPM
Kurt T Rego, CPC, CPCO
Lataya Matthews, CPC, CEDC, COBGC
Laura  Rodriguez, CUC
Laura A Winger, CPC, CEMC
Laura Heffner Stearns, CPC, CPMA, 
CEMC

Laurie B Drake, CPC, COSC
Leah C Graham, CPC, CPPM
Leslie Cifelli, CPC, CIRCC
Lisa Ball, CPC, CPMA, CPC-I

Lisa K Milosevich, CPC, CPMA, CEMC

Lisa Marie Colebrook, CPC, CPMA
Lisa Martinez, CPC, CPMA
Lisa Nazworth, CPC-A, CPB
Lisa Stahler, CPB
Lizzette Rodriguez, CRHC
Loan Stackhouse, CPC, CEMC, CGIC
Loni Hodel, CPC, CPCO, CPMA

Lori A Stratinsky, CPC, CEMC
Lori Anne Angelo, CPC, CPMA
Lori Hagen, CPC-H, CPMA, CASCC
Lorraine Bunker, CPC, COSC
Luanne Cheney, CPC, CPMA
Lucie Dumais, CPC, COSC
Lucy Burger, CPC, CPB
Lucy Johnson-Dykes, CPC, COBGC
Lynn Cooper, CPPM
Malgorzata Agacki, CPC, CPMA
Mandy Miller, CPC, CPB
Manjula Mallan, CPC, CEDC
Margaret M Shay, CPC, CPMA, CEMC

Maria Solano-Espinoza, CPC, CPMA, 

CEMC
Marie Christ N. Pabros, CPC, CEMC
Marilyn Waldenville, CPC, CEMC
Mary C Cripps, CPC, CPC-H, CPC-P, 
CHONC, CRHC
Mary Fitzpatrick, CEMC
Mary Gore, CPC, CEMC, COBGC

Mary Grove, CPC, CPC-H, CEDC, CEMC
Mary M Moore, CPC, CPCO, CPMA, 
CEMC

Mary-Ellen Blair, CPC, CPC-H, CPMA

Mayra E Hernandez Belgodere, CPC, 
CANPC
Melanie A Staub, CPPM
Melanie Pearce, CIRCC
Melissa Chappell, CPC, CPMA
Melissa Quayle, COSC
Melody C Scearce, CPC, CEMC
Melonie Monique Taylor, CPC, CIMC
Michael J Stephano, CPMA
Michael Wu, CPC, CPC-H, CPC-P, CIRCC, 
CPMA, CPC-I, CANPC, CCC, CCVTC, 
CEDC, CEMC, CENTC, CGIC, CGSC, 
CHONC, COSC, CPEDC, CUC

Michele Arias, CIRCC
Misty Fuller, CPC, CPMA
Mylene Sanvictores, CPCO
Myrtle Parker, CPC, CPMA
Nancy Richards, CPC-A, CGSC
Nanette Driscoll, CPC, CPMA
Nicole Dupler-Steen, CEMC
Nicole L Augustine, CPC, CEMC
Nicole Toomsen, CPC-H, CPMA
Nicole Wyatt, CPC, COSC
Oxana Pokoyeva, CPC, CPCO, CPMA, 
CUC

Pam Iverson, CPC, COSC
Parul Chandragiri, CPC, CCC
Patricia Piney, CPC-A, CPB
Paula Morris, CPC, CPMA, COSC
Peggy J Metcalf, CPC, CPMA
Penny Hudak, CHONC
Penny Joos, CPC, CPMA, CPC-I

Perry Barnhill, CPC, CPMA
Ramasubbu Subburayalu, CPC, CPC-H, 
CPCO, CPC-P, CPMA, CASCC, CGIC, 
CGSC, COBGC, CPCD, CPEDC, CPRC, 
CUC

Ravinder Kaur, CPPM
Renee Morris-Taylor, CPCO
Rennie Lee Wade, CPC-H-A, CPB
Rhonda L Fletcher, CPC, CPCO, CPMA, 
CEMC, CENTC, CFPC, CIMC, COBGC, 
CPCD, CPEDC

Robert Mireles, CPC-H-A, CPMA
Robin Griffin, CPC-A, CPEDC
Robin Norman, CPC, CPMA
Rosemary Holder, CPC, CPB
Ruby Catherine O’Brochta-Woodward, 
CPC, CPMA, COSC, CSFAC

Sandra Anderson, CPMA
Sandra Atkinson, CPC, CPMA
Sandra Stephens, CPC, CANPC
Sandra Stevens Clark, CPC, CPMA
Sarah C Taylor, CPC, CPMA, CUC

Sarah Collinson, CPC, CPCD
Sarah Danette Deweese, CPC, CPC-H, 
CPB
Sarita Cope, CPC, CPMA
Selena Tevis, CPC, CPB
Sephora Machlus, CPC, CPMA
Shannon M Campoli, CPC, CHONC
Shannon Mansfield, CPC, CPMA

Sharmilla Govindsami, CPC, CPC-H, 
CPMA, COBGC
Sharon Kaye Blue, CPC, CPMA, CEMC, 
COBGC
Sherry A Hunter, CPC, CPC-H, CPMA
Shimeka Johnson, CPMA
Shirley A White, CPC, CPMA
Shirley Santo, CPC, CPCO
Shonna Willis, CPMA
Stephanie Lee Mitchell, CPC, CPMA
Stephanie McBay, CPC, CEMC
Susan Cottrell, CPC, CPMA
Susan Faulk, CPC, CPMA
Susana Mursuli, CPC, CPMA
Susanne M Westmoreland, CPC, CPMA
Tamara Taylor, CPPM
Tami Woerpel, CPC, CPMA
Tammy Harden, CPB
Tanya Howard, CPC, CGSC
Teresa Moore, CPMA
Teresa R Davies, CPC, CPMA
Teresa Winn, CPC, CIRCC
Teri Lynn Trail, CPC, CPMA
Tia Thompson Crawford, CPC, CIRCC
Tiffany Ann Kiehl, CPC, CPPM
Timothy Dale Ferguson, CPC, CPMA
Tina Leahy, CPC, CPMA
Tong Parngs, CPC-A, CPMA
Tonya York, CPC, CPCO, CPC-P, CPMA, 
CEMC

Tracey Marie Wessen, CPC, CPMA, CEMC, 
CGSC, COBGC
Tracy Lis, CPPM
Trish Morin-Spatz, CPC, CPMA
Uzie Y Sasmita, CPC, CPMA
Vanessa Borchert, CPC, COBGC
Vanessa Elizabeth Haroutounian, CPC, 
CPMA
Vanesscia Cresci, CPB
Vickie Saine, CPC-A, CPMA
Wandalee Vazquez, CPC, CPMA
Wendy Cammerata, CPC, CPMA
William Maloney, CPMA
Yesenia Perez, CPC, CPMA

ICD-10 Quiz Answer  
(from page 21)
The correct answer is A. An 
Excludes1 note for code N18.5 
Chronic kidney disease, stage 
5 states that if the patient has 
stage 5 chronic kidney disease 
(CKD) requiring chronic dialysis, 
code instead N18.6 End stage 
renal disease. Under code N18.6, 
it states to use additional code 
Z99.2 Dependence on renal dialy-
sis to identify the dialysis status.
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Amy Pritchett, CPC, CASCC, CEDC, CCS, CCDI, 
CMRS, ICDCM-CT, ICDCM-CCC, C-AHI, CMRS
Consultant for HIMagine Solutions, Tampa, Florida

Tell us a little bit about your career — how 
you got into coding, what you’ve done 
during your coding career, what you’re do-
ing now, etc. 
I enlisted in the U.S. Air Force when I was 
17. I worked as an office manager for the 
on-base obstetrics/gynecology (OB/GYN) 
clinic. I was fortunate to have an awesome 
office administrator who mentored me and 
appointed me as the coder for the clinic. Af-
ter I was discharged, I went to work for an 
ambulance company as the medical cod-
ing and billing supervisor. Seven years lat-
er, I moved on to teach for a local technical 
college’s medical billing and coding pro-
gram. While there, a local hospital recruit-
ed me for a supervisor position of its outpa-
tient surgery, emergency room, and inpa-
tient coding department. From there, I be-
came an auditor/educator consultant for 
a national corporation. Along the way, I 
earned a bachelor’s degree in Healthcare 
Administration and several credentials. To-
day, I am owner of Gulf Coast HIM Solu-
tions, LLC, which provides remote coding 
and auditing services. Next, I plan to take 
the Certified Inpatient Coder (CIC™) and 
Certified Anesthesia and Pain Management 
Coder (CANPC™) exams.

What is your involvement with your local 
AAPC chapter? 
I am the 2014-2015 vice president of the 
Mobile, Alabama, local chapter and was 
elected as president for the 2015-2016 term. 
I am the first to help another coder, wheth-
er it be by networking or through instruc-
tion. I enjoy being the person who everyone 
can trust to ask a question and be led in the 
right direction. I volunteer to help on com-
mittees and I look forward to our meetings 
every month.

What AAPC benefits do you like the most? 
The AAPC benefit I like most is network-
ing on the Member Forums. I meet so many 
coders who need extra help or who are just 
starting in their career and have questions. 
Helping others is what being a coder is all 
about.

What has been your biggest challenge as 
a coder? 
My biggest challenge as a coder has been 
advancement opportunities. Consistently 
educating myself and following protocol 
hasn’t been easy. It took me over 20 years to 
build up enough education and certifica-

tions where I could advance. Another chal-
lenge was finding someone to take a chance 
on hiring me with little to no experience in 
coding other than OB/GYN. It’s a challenge 
many coders face. My advice: Don’t give up. 
Your next opportunity is out there; you just 
have to claim it! 

How is your organization preparing for 
ICD-10?
My organization has provided its staff with 
several ICD-10 programs. I am fortunate 
that my provider has taken ICD-10 serious-
ly and has us up-to-speed on the implemen-
tation process.

If you could do any other job, what would 
it be?
I would be a chef. I love to put ingredients 
together on the stove and see what happens. 
I love to cook southern comfort food such as 
macaroni and cheese, fried chicken, mashed 
potatoes … I could go on all day.

How do you spend your spare time? Tell us 
about your hobbies, family, etc.
I have an 18-year-old who keeps me quite 
busy. I love to hunt deer, fish, camp, and 
spend time with family and friends. I love to 
have my family and friends over for BBQ on 
the weekends. I love to watch college foot-
ball (Alabama) and enjoy working out at 
my local gym. I also like to curl up with a 
good medical guideline publication such as 
the Federal Register every now and then. 

GOT A MINUTE?

The AAPC benefit I like 
most is networking on 
the Member Forums. 
… Helping others is 
what being a coder is all 
about.



Here’s what our clients 
are saying about 7Atlis:

“7Atlis represents the total compliance package. I give 7Atlis a 
perfect 10!” 
 

“7Atlis is so user-friendly and the step-by-step guidelines make 
navigation a breeze!”

“No more binders for me! 7Atlis is well worth the price!”

“With 7Atlis I can easily store, organize and manage all of my 
documents in a single location.”

“As the person responsible for compliance in my organization, 
7Atlis has made my job easier!”

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

“7Atlis has provided me with direction and focus while I remodel 
my compliance program.” 

“Oh! We will want to kiss you for this!” 

“7Atlis is a great place to keep track of compliance issues. I love 
how it provides me with reminders to keep me focused on 
compliance tasks during an otherwise busy schedule.”

It’s about time you meet the 
compliance solution you’ve 

been looking for!
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ICD-10 Boot Camps

The 2015 Boot Camp Schedule (150+ Events)
Is Now Available!

1/15/2015

1/15/2015

1/15/2015

1/22/2015

1/22/2015

1/22/2015

1/29/2015

Oklahoma 

Georgia

Tennessee 

New York    

Tennessee

Ohio 

Missouri 

Oklahoma City

Date State/Region City

Atlanta

Memphis

Jamaica

Nashville

Cincinnati

Kansas City

Find a Boot Camp Near You
Boot Camps Include:

16 CEUs
2-day comprehensive 
training
ICD-10-CM proficiency 
assessment
ICD-10-CM book
and more!

aapc.com/bootcamps


