Coding Tips


GENERAL TIPS 


ABC123 
Never, Never, NEVER, Never code out of the Alphabetical Indexes! 


Back Coding 
After coding a patient’s encounter from the physician’s notes, make certain you BACK CODE to double check your work. Wait a little while, then, go into Volume 1 of the ICD-9-CM book and into the numerical listing of the CPT book and look up the codes you found earlier. Match the descriptions you see to the key words from the physician’s notes. This may help you find an error. 


CC 
CC = Chief Complaint = concise statement about the reason for the encounter  


Medical Record Documentation 
The documentation for each patient encounter should include: 

1. Reason for encounter & relevant history, physical exam findings, and prior diagnostic test results 

2. Assessment, clinical impressions, or diagnosis 

3. Plan for care 

4. Date & legible identity of observer or provider 


Who, Why, What, How, Where 
WHO = The patient WHY = Diagnosis code(s) = Why did the patient come to see the provider? What is the patient’s CC? 

WHAT = Procedure code(s) = What did the provider do for it (the WHY)?

HOW/WHERE = E Codes = How did the injury or poisoning happen? Where did it happen? 


ICD-9-CM TIPS 


Burns:
Third degree burns can be described as Necrosis 

Second degree burns will show Blistering

First degree burns will show Redness 


 HIV 
Someone who is HIV positive and is Asymptomatic (showing no signs or symptoms) = V08 Someone with HIV with signs, symptoms, manifestations, etc. = 042 Once a person is coded 042, they cannot be coded V08 again, even when they become asymptomatic again. 




 Late Effects
Most of the time, late effects will have 2 diagnostic codes: 

1. The Condition (scarring, mental retardation, paralysis, etc.) + 

2. Late Effect Code (905 – 909) 

In cases of injury or poisoning, 3 diagnostic codes may be required: 

1. The Condition (scarring, mental retardation, paralysis, etc.) + 

2. Late Effect Code (905 – 909) + 

3. E code – Late Effect Code 

Newborns 
Remember, as soon as the baby is born, he or she gets his or her own chart! The baby’s last code to appear on the mother’s chart will be V27.x. The baby’s first code to appear on his or her own chart will be V30 – V39 (whichever is most appropriate). 

P.E.E. is for Poison 
When coding a Poisoning, you should have at least 3 diagnosis codes: P= Poison = What drug or chemical caused the adverse reaction? E = Effect = What effect did the poison have on the patient (coma, nausea, rash, etc.)? E = Explanation (E code) = Was it an accidental poisoning, an attempted suicide, or assault? 

S/S/E/E/ the Burn 
When coding a Burn, you should have at least 3 diagnosis codes: 

S/S = Site and Severity = One code to indicate where on the body the burn is located and to what degree (first, second, or third degree) 

E = Extent = What percentage of the body has been burned? (Use the rule of nines if the provider doesn’t specify.) 

E = Explanation (E code) = How and/or where did the burn happen? 

CPT TIPS 

Consultations 
1. If the word “consultation” is not used, or some other version of that word, it is probably not a consultation. 

2.  If the consultation is requested by another health care professional, use Consultation codes 99241 – 99263. 

3. If the consultation is requested by the patient, use Confirmatory Consultation codes 99271 – 99275. 

4. If the consultation is mandated by an insurance carrier, or other third-party payer, use modifier 32 appended to Consultation Codes 99241 – 99263. 

5. If the patient returns to see the consulting provider for a second or additional treatment, those services will be codes from the Established Patient codes 99211 – 99215. 

E/M
1. If you have components of different levels (e.g., problem-focused history; detailed exam; moderate complexity) guidelines tell you to code to the lowest level where you satisfy the "meet or exceed" the required number of bullets. 

2. If counseling is included in the E/M time, and takes up more than 50% of the entire time with the patient, use the total amount of time descriptor rather than the bullets to determine the code. 

3. If no bullets are specifically met, look for another category of E/M code. For example, an annual physical is usually more appropriately coded with Preventive Care codes 99381-99397. 

For
If a provider writes that a [CPT description] is performed for a [diagnosis description], this means that this procedure can be linked only to this diagnosis code and none other on this claim form. 

HPI
HPI = History of Present Illness = chronological description of current 
condition, illness, or injury from the first sign or symptom or since the 
last encounter for this issue.

PFSH
PFSH = Past, Family, Social History = a typical 3 area review: 
1 = Personal History, 

2 = Family History, and 

3 = Social History

ROS 
ROS = Review Of Systems = an inventory of body systems using questions regarding patient experiences (past & present) 

Surgery Coding 
A typical operation may have up to three coders involved: 

1. Hospital coder (facility, supplies, personnel) 

2. Surgeon’s services  

3. Anesthesiologist’s services 

COMPUTER ENTRY AND BILLING TIPS 

NPI
National Provider Identifier is a standard numbering system adopted by the Department of Health and Human Services for each health care organization and each individual provider effective in 2005. 

RVU
Relative Value Unit = a measurement of value for a health care service 

RBRVS 
Resource-Based Relative Value System = a formula used to determine how much a provider should be paid for a specific procedure or service. The formula is: [Physician’s Work RVU] + [Practice Expense RVU] + [Liability Insurance RVU] = Total multiplied by the [Conversion Factor], then, multiplied by the [Geographic Factor]. 

UCR 
1. Usual = The amount most often charged by a provider for a service 

2. Customary = The amount most often charged by providers with similar training and experience for the same service within the same geographical area of the country 

3. Reasonable = The amount the third-party payer believes to be appropriate based on their evaluation of the usual and customary charges. 

Medical Necessity
1. Follows prevalent standard-of-care guidelines for treatment 

2. Not an experimental procedure 

3. Not at the convenience of patient, provider, or facility 

4. Not an elective procedure 

IMPORTANT RESOURCES 

Resources to help you work smarter not harder
1. Medical dictionary (including abbreviations and terms) 

2. Merck Manual of Medical Information (book describing chief complaints, diagnostic tests, diagnosis guidelines, treatments) 

3. Physician’s Desk Reference (books detailing every prescription, over-the-counter, and herbal medicine by brand and generic names) 

4. Internet sites: www.dhhs.gov (HIPAA); www.cms.gov (Medicare, Medicaid, CMS-1500, UB-92, RBRVS, etc.); www.merck.com (Merck Manual online); www.ahima.org (American Health Information Management Association) 

