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Housekeeping Items
Technical Difficulties

If you experience technical difficulties, please 
• utilize the “Chat” feature of the GoToWebinar application to let us know what kind of problem 

you’re having 
• exit the application and try re-establishing your internet and phone connections
• call 1-888-206-2266 and enter Conferee pin number that came with your invitation/registration 

(if you cannot establish a webinar connection, this number will allow you to follow along with 
the conference using your handout).  If you have to fall back on this method, please email us at 
the below email address and let us know what kind of problem you’re having.  

Webinar Questions
For questions concerning the content of this webinar, CHP has a dedicated email address: For questions concerning the content of this webinar, CHP has a dedicated email address: 
Providereducation@chpw.org.

Questions about Specific Coding Scenarios
If you have questions about particular documentation and coding questions (specific coding scenarios) 
please email it to us at Providereducation@chpw.org.

Questions about Claims
If you have questions about specific coding/claims processing issues, please use your usual route for claims 
queries (the webinar project isn’t set up to be the best forum to access claims information).

Continuing Education Credit
At the end of each webinar, there are instructions detailing how to request Continuing Medical Education 
and/or Continuing Education Units, by using the dedicated email address that CHP has established for this 
activity: Providereducation@chpw.org.  
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Welcome to this presentation of Community Health Plan’s Provider Education 

Webinar, Course 10 : Summary and Review.

This webinar series is designed specifically for Community Health Plan’s Physicians, 
Healthcare Professionals, and Administrative Staff who want to broaden their 
understanding and use of documentation and coding skills. 

This webinar series consists of 10 one-hour courses. 

Attendees may earn Attendees may earn 
• Continuing Medical Education (CME) through the AAFP*, and/or 
• Continuing Education Units (CEU) through AAPC** and AHIMA***

Courses and Self-Assessments must be completed to earn the CME/CEU credit.

*     American Academy of Family Physicians
**   American Academy of Professional Coders
***  American Health Information Management Association



CodingDocumentation

A Comprehensive Approach to Optimizing 
Documentation & Coding

Team Members
Clinics

Clinicians
Coders

Revenue 
Capture

Billing 

Coders
Billers
CHP
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Community Health Plan of Washington
Provider Education Webinar

Course 10:  

Coding Summary And Review 

Marvel Gray, CPC, CCS-P, MCS-P, CHCA, PCS, CCP, CCO, CMPM
Claims Reimbursement and Coding Specialist 

Kate Parman, CPC, CCS, CCS-P, MCS-P
Claims Reimbursement and Coding Specialist 



Learning Objectives
Webinar Series Learning Objective:

The goal of Community Health Plan is that our Providers will apply this career training 
and best practices information across their care spectrum, regardless of their Patients’ 
ability to pay or insurance type.

Course 10: Coding Summary And Review   

Course 10 Objective:
To introduce the area of knowledge to create a foundation for further study of medical 
documentation and coding. 
To focus on proper documentation to optimize the quality of care and optimize use of To focus on proper documentation to optimize the quality of care and optimize use of 
ICD-9, CPT, & HCPCS codes.

Participants’ learning objectives for Course 10:
• Awareness of resources and reference materials to assist in the pursuit of quality 

documentation and accurate coding of medical encounters. 
• Understand the purpose of coding in reimbursement and beyond reimbursement 
• Learn how proper documentation leads to better patient care and to better 

reimbursement for that care, benefitting the Patient and Provider
• Recognizing how documentation quality translates to accurate coding and beyond, 

into integrity of claims data, and how claims data accuracy benefits everyone. 



Medical Coding Defined

Medical coding is: 
The process of converting narrative descriptions of diagnoses, procedures, 
diagnostics, supplies, and services into official, standardized alphanumeric 
codes*.

The primary data source for diagnosis and procedures is the medical record.  

Achieving a high degree of accuracy and specificity in medical charting is imperative 
in documenting the quality and continuity of care (while successfully, ethically 
navigating reimbursement systems). 

*Some payers have their own coding classifications.



Medical Coding Classifications

ICD-9-CM Diagnosis Vol. l & ll: 
(International Classification of Diseases, Ninth Revision, Clinical Modification) 

Volumes l & ll work together in the selection of diagnosis codes. 

ICD-9-CM Diagnosis Volume lll:
(International Classification of Diseases, Ninth Revision, Clinical Modification) 

Volume lll contains codes that describe facility procedures only. Volume lll contains codes that describe facility procedures only. 

CPT 4  Procedure: Current Procedural Terminology 4th Edition
Describes medical services and procedures performed by Physicians.

HCPCS: Healthcare Common Procedure Coding System 
Describes Services and Supplies. 



ICD-9 CM Medical Coding Present & Future

• ICD-9-CM (Diagnosis) codes were first developed in 1950 by the Public Health 
Service and the Veterans Administration  for the purpose of hospital indexing.

• Physicians  have been requires by law to submit diagnosis codes using ICD-9-
CM as the designed coding classification by the Medicare Catastrophic 
Coverage Act of 1988.

• 1993 The World Health Organization published the ICD-10-CM and ICD-9 PCS 
international classification systems which are currently in use in Canada , 
Australia, and the UK. Some European countries have adopted the ICD-10 CM Australia, and the UK. Some European countries have adopted the ICD-10 CM 
and ICD-10 PCS systems, with the targeted implantation expected in 2011.

• ICD-10 CM and ICD-10 PCS  systems will be adopted to replace ICD-9-CM and 
implemented in the U.S. 2013

www.cdc.gov/nchs/datawh/ftpICD9/icdguide09.pdf
www.cdc.gov/nchs/icd9.htm



Perspectives On Proper Coding

Generating quality medical record documentation and achieving 
accurate coding is mandated by many regulatory entities. Because of 
this, proper use of coding classification cannot be overemphasized.

Accurate documentation and coding is not performed merely to achieve 
optimal reimbursement--there are many perspectives to consider, and 
many industries rely on accurate data: many industries rely on accurate data: 

-Quality of Care
-Research 
-Ethics 
-Reimbursement 
-Claim Data Integrity



CMS’s HCC Coding Defined

What is CMS’s Hierarchical Condition Coding?

The goal of risk adjustment is to pay Medicare Advantage (MA) and Prescription Drug Plans (PDPs) 
accurately and fairly by adjusting payment for Enrollees based on their demographics and their health 
status.  

Previously, CMS paid MA and PDP premiums to Plans based on the populations’ demographics alone.  
Severity of illness of the Plan’s Medicare Advantage population is calculated using Risk Adjustment 
methodology which is done using HCC codes.

ICD-9-CM codes which describe Members’ health status are converted electronically to HCC codes and 
submitted to CMS in a Risk Adjustment data file, communicating the health risk (severity) of the 
Plan’s MA population.

The HCC Coding Classification: Why CMS Requires It, and How It Benefits the Members, Providers, The HCC Coding Classification: Why CMS Requires It, and How It Benefits the Members, Providers, 
and Plan

CMS feels that it better serves the Medicare population to base the premium payment to the Plan on both 
factors: the Member’s demographics and the documented severity of the Member’s health conditions.  

The Process:

Care and 
Diagnoses 

Documented
In Chart

ICD-9-CM 
codes are
submitted 
on claims

HCC codes
are

submitted 
to CMS

Care 
Delivered to 

Member

CMS 
Calculates 
MA Risk 

Adjustment 

Claims data
codes are

converted to 
HCC codes

Plan & 
Providers 

can deliver 
better care  



Document, Document, Document  
No Documentation = No Justification For Services Billed*

Fact: 
A Patient’s chronic conditions affect the management of the Patient, even when the Patient 
is presenting with a straightforward illness that would appear unrelated to the chronic 
condition. 

Fact:
If the chronic condition isn’t documented 
To have affected the patient’s care (and how so)
It is not to be coded or reported on the claim as an active condition.** 
(“History Of” codes may be used, but are informational unless it’s documented how the 
patient’s care was impacted by that history.)patient’s care was impacted by that history.)

Fact:
Coding and reporting chronic conditions that aren’t documented to have affected the patient’s 
treatment and management on that particular encounter constitutes billing for conditions that 
are not supported by the documentation. 

How to Proceed:
Deliver timely comprehensive care
Document the care you deliver
Code the care you document
Capture the codes you document



Example 1A:  Olga Jones Has Influenza with an Acute URI

Jones, Olga J. DOB: 07/04/1932 DOS:  09-10-2008

Allergies: NKDA Meds: See updated medication list
VS: R: 28, P: 80, T:99.2 

S:  Patient is here today with fatigue and chest congestion,  S/P MI 3 
yrs ago, homebound, takes insulin for DM2, & wonders if she has 
Pneumonia.

O:  Pt appears alert, oriented, NAD. Wears glasses, is due for eye 
exam, ear canals patent w/no wax present.  Nasal mucosa inflamed,

Documented in 
Medical Record:

Reported on 
Claim:

Required for Risk 
Adjustment:

Primary 

ICD-9-CM code:

487.1

487.1 Yes

Secondary

ICD-9-CM code: 

S/P MI  is not coded:

No: Isn’t 
documented as 
having affected 

the Patient’s care 
at this visit.

Not reportable to 
as HCC to CMS: 

Lost opportunity to 
illustrate how the 
chronic condition 
affected the care.

Tertiary
pharynx slightly red, thyroid not enlarged.  Chest wheezy w/rales. 
There is no extremity edema.

A:  Acute upper respiratory infection with Flu 487.1

P:  Chest x-ray performed, no pneumonia, counseled patient to force 
fluids, bed rest, and return to clinic if not improved.

Electronically signed by Joe Smith Date 09-10-08

Tertiary

ICD-9-CM code: 

DM:  Same as above

Same as above Same as above

Chief Complaint 
(Reason for Visit)

Documented? 

Yes

- Yes

Date and Physician 
Signature? Yes

Valid Electronic: Yes

- Yes

Credential 
Documented?

No
-

Not reportable to 
CMS without the 

Provider’s 
credential.



Example 1B: Olga Jones Has Influenza with Acute URI & Diabetes

Jones, Olga J DOB: 07/04/1932 DOS:  09-10-2008

Allergies: NKDA Meds: See updated medication list
VS: R: 28, P: 80, T:99.2 

S:  Patient is here today with fatigue and chest congestion, she is S/P
MI 3 yrs ago, homebound, takes insulin for her DMII, & wonders if she
has pneumonia.

O:  Pt appears alert, oriented, no acute distress. Wears glasses, due for 
eye exam, ear canals patent w/no wax present.  Nasal mucosa
inflamed, pharynx slightly red, thyroid not enlarged.  Chest wheezy

Documented in 
Medical Record:

Reported on 
Claim:

Required for Risk 
Adjustment:

Primary 

ICD-9-CM code:

487.1

487.1 Yes

Secondary

ICD-9-CM code:  
250.00

250.00 Yes

Tertiary

ICD-9-CM code:

No: Isn’t 
documented as 

having affected the 
Patient’s care at 

Not reportable to as 
HCC to CMS: Lost 

opportunity to 
illustrate how the w/rales.  There is no extremity edema, and her glucose reading done

today is 15.

A:  Acute upper respiratory infection with Flu 487.1
DM Type II or unspecified type, not stated as uncontrolled 250.00

P:  Chest x-ray performed, counseled patient to force fluids, monitor 
glucose readings for changes due to illness, bed rest, and return to
clinic if not improved.

Electronically signed by Joe Smith, MD Date 09-10-08

S/P MI  is not coded:
Patient’s care at 

this visit.
illustrate how the 
chronic condition 
affected the care.

Chief Complaint 
(Reason for Visit)

Documented? 

Yes
-

Yes

Date and Physician 
Signature? Yes

Valid Electronic: Yes

- Yes

Credential 
Documented?

Yes
- Yes



Example 1C:  Olga Jones Has Influenza with an Acute URI, 
Diabetes, Ulcer, Congestive Heart Failure, and Vascular Disease

Jones, Olga J DOB: 07/04/1932 DOS:  09-10-2008

Allergies: NKDA Meds: See updated medication list

VS: R: 28, P: 80, T:99.2

S:  Patient is here today with fatigue and chest congestion,  S/P MI 3
yrs ago, homebound, takes insulin for DMII, & wonders if she has 
pneumonia

O:  Pt appears alert, oriented, no acute distress. Wears glasses, due 
for eye exam, ear canals patent w/no wax present.  Nasal 
mucosa inflamed, pharynx slightly red, thyroid not enlarged.  
Chest wheezy w/rales.  There is +2 bilateral lower extremity 

Documented in Medical 
Record:

Reported on 
Claim:

Required for Risk 
Adjustment:

Primary ICD-9-CM code: 
487.1

Acute URI w/Flu
487.1 Yes

Secondary ICD-9-CM 
code: 250.70

DM2 w/manifestation
250.70 Yes

Tertiary #3 ICD-9-CM 
code: 707.06  Ulcer 707.06 Yes

Tertiary #4  ICD-9-CM Chest wheezy w/rales.  There is +2 bilateral lower extremity 
edema due to vascular disease, and L ankle decubitus 
ulceration due to DM.

A:  Acute upper respiratory infection with Flu 487.1
Diabetes mellitus with peripheral circulatory disorders type ii or         

unspecified type not stated as uncontrolled 250.70
Ulcer 707.06
CHF 428.0
ASCVD  414.00

P:  Chest x-ray performed, counseled patient to force fluids, bed 
rest,  and return to clinic if not improved.  DM, ulcer, edema: 
stable, no changes to meds.  CHF and ASCVD: stable: no 
changes to meds.

Electronically signed by Joe Smith, MD             Date 09-10-08

Tertiary #4  ICD-9-CM 
code: 428.0

CHF
428.0 Yes

Tertiary #5  ICD-9-CM 
code: 414.00

ASCVD
414.00 Yes

Chief Complaint (Reason 
for Visit)

Documented?  Yes
- Yes

Date and Physician 
Signature? Yes

Valid Electronic: Yes
- Yes

Credential Documented?  
Yes - Yes



Increase Your ICD-9-CM Accuracy
Medicaid’s adoption of risk adjustment is on the near horizon, so starting now to increase diagnosis documentation and 

coding accuracy will create an easier path to tread when Medicaid implements risk adjustment.

Implementation, Best Practices, and Efficiency Tools
• Implementation 

Choose Physician Champions to Lead other Physicians in the Pursuit of Continuous Documentation and Coding 
Quality
Designate a Documentation and Improvement Team to Actively Coordinate Efforts
Coordinate with CHP to use the reports to increase ICD-9-CM accuracy

• Best Practices (for more Best Practices regarding Documentation and Coding, contact providereducation@chpw.org)
Supply billers and coders with the most up-to-date reference books and software to increase coding knowledge and 
therefore decrease denials.
Provide clarification to billers in writing (in answer to a  Physician Query Form, for instance) when more specificity is 
needed to code.needed to code.
Adopt and utilize an approved abbreviations list for all handwritten notations, and include support staff in the education 
(staff that don’t dictate or use EMR to enter information in the record).  Make a binder with the approved abbreviations 
list available to all employees, including Coders, in a centralized location.  Using abbreviations is faster only if 
everyone understands them.

• Efficiency
Learn the  ICD-9-CM Official Guidelines for Coding and Reporting (the outpatient section, Section IV) - it is not very 
long.  This is the best way to increase efficiency and is better than any clever shortcut.  For most Providers, the basic 
intent of the Guidelines becomes clear fairly quickly:  improve the documentation in the medical record to increase the 
coding accuracy.

Perspectives on HCC Coding 

Accuracy: If ICD-9-CM Codes Are Accurate, HCC Codes Will Be Accurate
Accountability: Do Your Own ICD-9-CM Mini-Review, and take appropriate steps to address issues to decrease 

documentation-to-code errors
Quality: Quality and Continuity of Care Goals Directly Benefit When ICD-9-CM Coding Excellence is Achieved 
Integrity: Medical Record Documentation Integrity is a Sacred Trust Between Provider and Patient



The Common Procedural Terminology (CPT) 
Modifiers : Definition and Purpose

Modifier Definition: 
“A modifier provides the means to report or indicate  that a service or 
procedure that has been performed has been altered by some specific 
circumstance but not changed in its definition or code.”

Modifier Purpose:
The CPT code provides a uniform language that accuratelyThe CPT code provides a uniform language that accurately
describes medical, surgical, and diagnostic services and serves as a
effective means for nationwide communication among Providers, Payers,
Public Health Researchers, Government Agencies, and Patients.

2009 CPT Coding Manual, American Medical Association



Why Modifiers Are Essential

Modifiers are appended to CPT and/or HCPCS codes to enhance a 
code description.  

Proper use of modifiers:

• Precisely describes the service performed in relation to the published 
service description

• Provides additional information and is even mandatory on some 
services services 

• Indicates circumstances or conditions of patient care
• Demonstrates repeat or multiple procedures
• Establishes cause for higher or lower cost 
• Conveys a particular component of a procedure, such as the 

professional component or technical component
• Describes services such as assistant surgeon services, so that proper 

utilization and payment can be determined



Example: What Modifiers Accomplish

Reporting CPT code 11730 toenail removal procedure

Without a modifier:

CPT code 11730 (standing alone) describes:

Avulsion of nail plate, partial or complete, simple; single  

With a modifier : 

CPT code 11730 with –T2 modifier appended describes:

Avulsion of nail plate, partial or complete, simple; single, left foot, 
third digit



National Correct Coding Initiative Edits 
(NCCI Edits)

The NCCI Edit Listing is a comprehensive listing of component codes that may and may not be 
used together, by listing mutually exclusive coding combinations.  

The listing is available at:
www.cms.hhs.gov/nationalcorrectcodinited/01_overview.asp

• Column I – lists the primary code
• Column II – lists codes which are bundled into the Column I code
• Last column of the CCI is the “Modifier Indicator”

1 –can use modifier 59 or other CCI modifier on Column II code
0 –not allowed0 –not allowed
9 –not applicable

To address concerns about specific NCCI edits, submit them in writing to:

National Correct Coding Initiative
Correct Coding Solutions LLC
P.O. Box 907
Carmel, IN 46082-0907
Attention: Niles R. Rosen, M.D., Medical Director and Linda S. Dietz, RHIA, CCS, CCS-P, 
Coding Specialist

Fax #: 317-571-1745



CPT Global Package Days
The Centers for Medicare and Medicaid Services (CMS) has established global periods in the 
form of follow-up days included in certain surgical procedure codes. 

These global periods are published in the Federal Register, and these officially assigned global 
periods can consist of 0 days, 10 days, or 90 days.  Minor procedures (such as minor laceration 
repair) are assigned shorter periods, and major procedures (such as hysterectomy) are assigned 
longer periods.

Value Descriptions

000 Endoscopic or minor procedure which includes an Evaluation and Management 
service on the same day of the procedure.

010 Minor procedure including 10 days of routine follow-up post op care.
090 Major procedure including 90 post op care days.
MMM Maternity codes. Global period concept does not apply. 
XXX Global concept does not apply.
YYY Carrier determines the length of the global period.
ZZZ Related to another service, and falls within the global period of the other service.



Principles & Requirements of 
Quality Chart Documentation

Below are some of the major components of complete and accurate chart 
documentation.  

• Record is thorough and legible
• States the reason for the encounter (Chief Complaint)
• Relevant history • Relevant history 
• Assessment/impression/diagnosis  
• Details of the management of Patient's condition
• Date and legible identity of author
• Rationale for ordering diagnostic and other ancillary services
• Identify risk factors of the condition/s and treatment/s
• Document patient progress, response to and changes in treatment and revision 

of diagnosis   
• Opinions of other Providers who have been consulted 
• Report CPT and ICD-9 codes supported by the documentation in the medical 

record



Evaluation and Management 
(E/M) Guidelines

The Evaluation and Management (E/M) Section of CPT is usually located at the 
beginning of the CPT Manual (depending on publisher).

E/M Service Documentation Requirements (CPT):
• Listed in the beginning of the E/M Section 
• Exact documentation requirements necessary to determine the level of the E/M 

service to reportservice to report

E/M Service Documentation Guidelines-1995 & 1997 (AMA):
• Listed on CMS Website
• Official, Approved, Adopted by Medicare and Medicaid
• Answer many frequently asked questions
• Requirements to meet documentation minimums for general, multi-system as 

well as specialty examinations
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E/M Services Key Components

The descriptions of the levels of E/M services comprise seven 
components which are used in defining the levels of E/M services.

• Extent of history

• Extent of examination

• Complexity of medical decision making• Complexity of medical decision making

• Counseling

• Coordination of care

• Nature of presenting problem

• Time



History Of Present Illness (HPI)

The HPI is a chronological description of the development of the patient's present 
illness from the first sign and/or symptom or from the previous encounter to the 
present. It includes the following elements:

Elements included in the HPI are:

• Location 
• Duration
• Modifying Factors
• Quality 
• Associated Signs & Symptoms
• Context 
• Timing 
• Severity 

Brief HPI consists of one to three elements of the HPI

Extended HPI consists of four or more elements of the HPI



Review Of Systems (ROS)

Review of systems (ROS) is an inventory of body systems
obtained through a series of questions seeking to identify signs 
and/or symptoms which the Patient may be experiencing or has

experienced.

• None
• Pertinent
• Extended
• Complete



Past, Family, and/or Social History 
(PFSH)

The PFSH consists of a review of three areas:

Past History 
Family History 
Social History Social History 

Pertinent PFSH is a review of the history directly related to the 
problem.

Complete PFSH is a review of two or all three of the history areas. 



Documentation of Examination

Physical examination is an assessment of the Patient’s organ and 
body system(s).

Four Categories of Examination Detail:

• Problem focused• Problem focused
• Expanded problem focused
• Detailed
• Comprehensive



Documentation Of The Complexity of 
Medical Decision Making (MDM)

The levels of E/M services recognize four types of 
medical 

decision making (MDM).

• Straight-forward
• Low complexity
• Moderate complexity
• High complexity



Evaluation and Management New Patient: 99203
CC:  Nasal congestion and swollen eyelids.

HPI:  58 year old female new to my practice presents with increased nasal congestion since about two weeks 
ago. She states the problem is sometimes quite severe and is worse when she goes outside. She is 
concerned she may be developing seasonal allergies. She says the congestion is often associated with 
swollen eyelids and watery eyes and can last for several hours at a time.

Medications: HCTZ 12.5 mg po qd. 

PMH: Hypertension  Non-smoker
ROS:

Ears, Nose, Mouth and Throat - Negative for epistaxis, sore throat or decreased hearing 
Pulmonary - Negative for cough, hemoptysis, SOB 

Physical Exam:
General: NAD, conversant; looks younger than her stated age General: NAD, conversant; looks younger than her stated age 
Vitals: 130/72, 88, 98.6 
Head: NC/AT, no sinus tenderness or submandibular lymphadenopathy 
Neck: Supple without lymphadenopathy; trachea midline 
Eyes: anicteric sclerae with moist, pale conjunctiva 
Nose: normal non-injected nasal mucosa, with normal septum and turbinates
Oropharynx: No mucosal ulcerations, normal hard and soft palate. No pharyngeal erythema
Ears: Patent external auditory canals with pearly TMs and normal hearing acuity 
Lungs: CTA 
CV: RRR 
Extremities: no edema

Assessment:
Allergic rhinitis  477.9
Controlled HTN  401.9

Plan:   
OTC acetaminophen and diphenhydramine 
Saline nasal flushes 
Patient was instructed to avoid decongestants with phenylpropanolamine due to the risk of exacerbating her 
hypertension.



Decision Tree for 
New vs. Established Patients



“Significant” versus “Insignificant”

If a problem addressed during a preventive visit is significant:
• Requires documented additional work and performance of the key 

components of a problem-oriented E/M service: history, exam, and 
medical decision making.  

• Report E/M code range 99201-99215 in addition to 99381-99397
• To charge both the preventive and problem services together, modifier 

25 must be appended to the problem visit code.  
• Chart documentation must support the service as a significant, • Chart documentation must support the service as a significant, 

separately identifiable service in order to append modifier 25. 

If a problem addressed during a preventive visit is insignificant or trivial:
• Doesn’t require additional work and performance of the key components 

of a problem-oriented E/M service.  
• Don’t report E/M code range 99201-99215 in addition to 99381-99397
• Don’t report Modifier 25



Common Documentation Inadequacies
The following elements need to be present on the medical record.  This prevents compromising 

continuity and reimbursement problems.

• Illegibility – the record needs to be legible to someone other than the writer
• Missing authentication by the person responsible for the medical record entry (please see 

below for references).
• Missing Chief Complaint/Reason For Visit
• Omitted date of service 
• Patient’s name and identifying information not present 
• Rule-out, versus, probable, possible, differential, suspected, working, etc. terms relating to 

the diagnosis (undeveloped as yet diagnosis: awaiting further study): in these instances, the diagnosis (undeveloped as yet diagnosis: awaiting further study): in these instances, 
code the most specific signs/symptoms, exposure to, personal or family history of diagnosis 
that applies.

The level of quality of the medical care delivered is not what Coders are looking for or able to 
capture from medical record documentation.  Only the services and diagnoses documented 
can be reported for reimbursement. 

*National Committee for Quality Assurance Guidelines for Medical Record Documentation,  WAC 388-502-0020, CMS 2006 Risk 
Adjustment Data Basic Training for Medicare Advantage Organizations Participant Guide, and American Medical Association 1995 
and 1997 Documentation Guidelines.



Signs That Your Clinic May Have A  
Problem:

• Claims denials due to non-specific ICD-9 codes
• Claims denials due to lack of medical necessity
• Delay in posting and/or billing services
• Report from billing staff of diagnosis code errors
• Deleted diagnosis codes still on encounter forms/superbill• Deleted diagnosis codes still on encounter forms/superbill
• Multiple requests for record copies from payers
• “Coders” ICD-9-CM knowledge does not extend beyond the 

cheat sheet you gave them 3 years ago
• Coding software or database not updated yearly
• Using out dated coding books



Continuing Education Credit Requirements

CHP has arranged to award CMEs (through AAFP) and 
CEUs (through AAPC and AHIMA) for Participants who:

• attend this webinar
• are counted as present
• complete a brief Self-Assessment and Quality 

Survey at the end of the webinar
• request the continuing, education credit in the 

manner described in the steps in the next slide.



Obtaining Continuing Education Credits
1.      Send an email to providereducation@chpw.org with “Continuing Education Credit Request” in the 

subject line.

2. Be sure to let us know which organization/s you’re requesting continuing education credit from, and

3. Include your contact information in the body of the email.

4. A brief Self-Assessment will be emailed to requesters. The brief Self-Assessment is evidence of 
learning objectives met (and is a requirement of the continuing education granting organizations), 
and 

5. Upon completion of your Self-Assessment, email it back to CHP at the above email address.  

6. CHP will process and send the continuing education certificates to the Participants at the contact 
information provided in Step 3 (above).  

7. As always, it’s the responsibility of the Participant to submit and/or make available proof of 
continuing education 
credit earned (CME/CEU certificates) to the AAFP, AAPC, and AHIMA on demand.  CHP doesn’t 
submit  
certificates to these organizations on behalf of webinar Attendees.

Additional Resources: much of the information in the Webinar is available in a more comprehensive form 
at CMS’s website: http://www.cms.hhs.gov/MLNGenInfo/ and click on the Web-Based Training Modules.  
There are additional CMS web-based training courses there as well. 



Thank You for Participating

Community Health Plan would like to thank you for taking time out of your busy 
schedule to participate in the final Provider Education Course.

Community Health Plan has arranged for documentation and coding resources to be 
made available to you by email for questions about the materials covered in this 
webinar series. 

Send an email to providereducation@chpw.org with “Continuing Education Credit Send an email to providereducation@chpw.org with “Continuing Education Credit 
Request” in the subject line.

We cannot address specific, individual claims processing queries. There are other 
resources available for specific claim reimbursement questions, and the usual route 
for claims questions should be used for them. 

The Provider Education Team has enjoyed working with our clinics and we hope
these webinar series have been beneficial.


