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• E/M Services Guide-AACAP 

• E/M Coding Review 

• Examples for Evaluation and Management Codes-AACAP 

• Counseling and Coordination of Care E/M Progress Note 

• Templates, Outpatient & Inpatient-Stein, S.P. 

• Outpatient E/M Progress Note Template-Based on the 
Elements 

• Selected Sections from  the CPT Primer  for Psychiatrists-APA 

• Frequently Asked Questions: 2013 CPT Coding Changes-APA 
AMA's  Coding and Documentation Principles ∙ 

• Selected Sections from  the 2011 Procedure Coding Handbook 
for Psychiatrists, Fourth Edition. 

o Chapter  4 - Codes and Documentation for Evaluation and 
Management Services  (Selected sections) 

o 1997 CMS Documentation Guidelines for Evaluation and 
Management Services (Abridged and Modified for Psychiatric 
Services) 

o Most  Frequently Missed Items in Evaluation and Management 
(E/M) Documentation 

• E/M Documentation Auditor's Form 
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Coding by Key Components 

  
 

 

H
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to
ry

 

Chief 
Complaint 

(CC) 

History of present illness 
(HPI) 

Past, family, 
social 
history 
(PFSH) 

Review of systems (ROS) 

Reason for 
the visit 

Location; Severity; Timing; 
Quality; Duration; Context; 

Modifying Factors; 
Associated signs and 

symptoms 

Past 
medical; 
Family 

medical; 
Social 

Constitutional; Eyes; Ears, Nose, Mouth, and 
Throat; Cardiovascular; Respiratory; Genitourinary; 

Musculoskeletal; Gastrointestinal; Skin/Breast; 
Neurological; Psychiatric; Endocrine; 

Hematologic/Lymphatic; Allergic/Immunologic 
 

CC HPI PFSH ROS History Type 

Yes 

Brief 
(1-3 elements or 

1-2 chronic conditions) 
N/A 

N/A Problem focused (PF) 

Problem pertinent 
(1 system) 

Expanded problem 
focused (EPF) 

Extended 
(4 elements or 

3 chronic conditions) 

Pertinent 
(1 element) 

Extended 
(2-9 systems) 

Detailed (DET) 

Complete 
(2 elements (est) or 

3 elements (new/initial)) 

Complete 
(10-14 systems) 

Comprehensive 
(COMP) 
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System/body area 
 

Examination 

Constitutional 
 3/7 vital signs: sitting or standing BP, supine BP, pulse rate and regularity, 

respiration, temperature, height, weight 

 General appearance 

Musculoskeletal 
 Muscle strength and tone 

 Gait and station 

Psychiatric 

 Speech 

 Thought process 

 Associations 

 Abnormal/psychotic thoughts 

 Judgment and insight 

 Orientation 

 Recent and remote memory 

 Attention and concentration 

 Language 

 Fund of knowledge 

 Mood and affect 

 

Examination Elements Examination type 

1-5 bullets Problem focused (PF) 

At least 6 bullets Expanded problem focused (EPF) 

At least 9 bullets Detailed (DET) 

All bullets in Constitutional and Psychiatric (shaded) boxes and 1 bullet in 
Musculoskeletal (unshaded) box 

Comprehensive (COMP) 

       
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Medical Decision Making Element 
 

Determined by 

Number of diagnoses or management options Problem points chart 

Amount and/or complexity of data to be reviewed Data points chart 

Risk of significant complications, morbidity, and/or mortality Table of risk 
 

Problem Points 
Category of Problems/Major New symptoms Points per problem 

Self-limiting or minor (stable, improved, or worsening) (max=2) 1 

Established problem (to examining physician); stable or improved 1 

Established problem (to examining physician); worsening 2 

New problem (to examining physician); no additional workup or diagnostic procedures 
ordered (max=1) 

3 

New problem (to examining physician); additional workup planned* 4 

*Additional workup does not include referring patient to another physician for future care 
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Data Points 
Categories of Data to be Reviewed (max=1 for each) Points 

Review and/or order of clinical lab tests 1 

Review and/or order of tests in the radiology section of CPT 1 

Review and/or order of tests in the medicine section of CPT 1 

Discussion of test results with performing physician 1 

Decision to obtain old records and/or obtain history from someone other than patient 1 

Review and summarization of old records and/or obtaining history from someone other than 
patient and/or discussion of case with another health care provider 

2 

Independent visualization of image, tracing, or specimen itself (not simply review report) 2 
 

Table of Risk 

Level of 
Risk 

Presenting Problem(s) 
Diagnostic 

Procedure(s) 
Ordered 

Management 
Options Selected 

Minimal One self-limited or minor problem 
Venipuncture; 

EKG; urinalysis 
Rest 

Low 
Two or more self-limited or minor problems;  
One stable chronic illness;  
Acute uncomplicated illness 

Arterial puncture OTC drugs 

Moderate 

One or more chronic illnesses with mild exacerbation, 
progression, or side effects;  
Two or more stable chronic illnesses;  
Undiagnosed new problem with uncertain prognosis; 
Acute illness with systemic symptoms 

 
Prescription drug 

management 

High 

One or more chronic illnesses with severe 
exacerbation, progression, or side effects;  
Acute or chronic illnesses that pose a threat to life or 
bodily function 

 
Drug therapy 

requiring intensive 
monitoring for toxicity 

 

 Problem Points Data Points Risk Complexity of Medical Decision Making 

2
/3

 e
le

m
e
n
ts

 

m
u
s
t 
b
e

 m
e

t 

o
r 

e
x
c
e
e
d
e

d
: 

0-1 0-1 Minimal Straightforward 

2 2 Low Low 

3 3 Moderate Moderate 

4 4 High High 
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New Patient Office  
(requires 3 of 3) 

 

Established Patient Office  
(requires 2 of 3) 

CPT Code History Exam MDM CPT Code History Exam MDM 

99201 PF PF Straightforward 99211 N/A N/A N/A 

99202 EPF EPF Straightforward 99212 PF PF Straightforward 

99203 DET DET Low 99213 EPF EPF Low 

99204 COMP COMP Moderate 99214 DET DET Moderate 

99205 COMP COMP High 99215 COMP COMP High 
 

Initial Hospital/PHP  
(requires 3 of 3) 

Subsequent Hospital/PHP  
(requires 2 of 3) 

CPT Code History Exam MDM CPT Code History Exam MDM 

99221 DET DET Straightforward 99231 PF PF Straightforward 

99222 COMP COMP Moderate 99232 EPF EPF Moderate 

99223 COMP COMP High 99233 DET DET High 
 



Evaluation and Management Coding Review 

New Patient vs. Established Patient Codes vs. Psychiatric Diagnostic Eval Codes 

 New Patient Codes 

o Not allowed for County Employed Medical Providers 

o Not recommended for CBO’s, instead use: 

 Psychiatric Diagnostic Evaluation with Medical Component  (may add Interactive Complexity for 

communication difficulties—not for interpretation)  ‐ or ‐  

 Established Patient Codes 

Path I: Counseling & Coordination of Care (CCC)  

 This is the majority of Psychiatry services provided in Community MH—medication management + 

supportive psychotherapy (coded as E/M  CCC—not E/M + Psychotherapy Add‐on). 

 Must Document:  

o > 50% of face‐to‐face time was spent providing “Counseling or Coordination of Care”. 

o Specify which of the six topic areas was discussed: Prognosis, Test Results, 

Compliance/Adherence, Education, Risk Reduction, Instructions. 

o Detail the discussion of each topic area explored. 

Path II: Documenting by the Elements (level of complexity is determined by the two highest scores of 

History, Psychiatric Exam and Medical Decision Making): 

 History (History score requires all 4 areas) 

o Chief Complaint 

o History of Present Illness (HPI), score either: 

 Status of 1 ‐  3 chronic conditions being treated, or 

 Number of HPI elements: location, quality, severity, timing, context, modifying 

factors, associated signs & symptoms, and duration 

o Past Medical/Mental Health, Past Family and Social History.  PFSH = number of areas 

documented.  May refer to prior Progress Note (PN) and indicate no change—or add 

updates. 

o Review of Systems with symptoms.  ROS = number of areas documented of:  Constitutional ; 

Eyes, Ears, Nose, Mouth & Throat; Cardiovascular; Respiratory; Genitourinary; 

Musculoskeletal; Gastrointestinal; Skin/Breast; Neurological; Psychiatric; Endocrine; 

Hematologic/Lymphatic;  Allergic/Immunologic.  May refer to prior Progress Note (PN) and 

indicate no change—or add updates. 

 Psychiatric Exam (Exam requires total of all documented bullets) 

o Number of bullets for:  

 3/7 Vital Signs, General Appearance, Muscle Strength and Tone, Gait and Station, 

speech, thought process, associations, abnormal/psychotic thoughts, judgment and 

insight, orientation, recent and remote memory, attention and concentration, language, 

fund of knowledge,  and/or mood and affect 

 Medical Decision Making (MDM is established by the highest two of the three areas) 

o Number of Problems Points: Diagnoses or Treatment Options (score per guides) 

o Number of Data Points (score per guides) 

o Risk of Complications and/or Morbidity or Mortality (rate per guides) 



OUTPATIENT E/M FOR ESTABLISHED PATIENTS: REQUIRES TWO OF THREE ELEMENTS: 

 

EXAMPLES OF MINIMUM # OF NEEDED ELEMENTS FOR EACH CODE CIRCLED BELOW (HOWEVER, THERE 

ARE MANY OTHER POSSIBLE COMBINATIONS TO REACH THE INDICATED LEVEL OF COMPLEXITY):
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Evaluation and Management (E/M) Patient Examples 

Office, Established Patient 
 

CPT® five-digit codes, descriptions, and other data only are copyright 2012 by the American Medical 
Association (AMA). All Rights Reserved. No fee schedules, basic units, relative values or related listings are 

included in CPT®. CPT® is a registered trademark of the American Medical Association (AMA). 
 

 

IMPORTANT 
 

The sample progress notes below meet criteria for the specified E/M code, but do not necessarily meet criteria for the multiple other purposes (e.g., clinical, legal) 

of documentation. For illustration, the documentation meets requirements specified by the codes for the exact levels of each of the 3 key components. In practice, 

criteria for these codes may be met by documenting only 2 of 3 of the key components at or above the level required by the code. 
 

SERVICES SHOULD ALWAYS BE MEDICALLY NECESSARY. 

 

99213 
Office visit for a 9-year-old male, established patient, with ADHD. Mild 

symptoms and minimal medication side effects. 

Office visit for a 27-year-old female, established patient, with stable 

depression and anxiety. Intermittent moderate stress.  

 

H
IS

T
O

R
Y

 

CC 9-year-old male seen for follow up visit for ADHD. Visit attended by patient and 

mother; history obtained from both. 
 

27-year-old female seen for follow up visit for depression and anxiety. Visit 

attended by patient. 

H
IS

T
O

R
Y

:  

E
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d
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F
o

cu
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HPI Grades are good (associated signs and symptoms) but patient appears distracted 

(quality) in class (context). Lunch appetite poor but eating well at other meals.  

Difficulty at work but coping has been good. Minimal (severity) situational sadness 

(quality) and anxiety when stressed (context).  

HPI scoring: 3 elements = Brief HPI scoring: 3 elements = Brief 

PFSH N/A N/A 

ROS Psychiatric: denies depression, anxiety, sleep problems  Psychiatric: no sadness, anxiety, irritability 

ROS scoring: 1 system = Problem-pertinent ROS scoring: 1 system = Problem-pertinent 

E
X

A
M

 

Const Appearance: appropriate dress, comes to office easily Appearance: appropriate dress, appears stated age 

E
X

A
M

:  

E
xp

. P
ro

b
lem

 

F
o

cu
sed

 

MS N/A N/A 

Psych Speech: normal rate and tone; Thought content: no SI/HI or psychotic symptoms; 

Associations: intact; Orientation: x 3; Mood and affect: euthymic and full and 

appropriate 

Speech: normal rate and tone; Thought content: no SI/HI or psychotic symptoms; 

Associations: intact; Orientation: x 3; Mood and affect: euthymic and full and 

appropriate; Judgment and insight: good 

 Examination scoring: 6 elements = Expanded problem-focused 
 

Examination scoring: 7 elements = Expanded problem-focused 

M
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 Problem 1: ADHD 

Comment: Relatively stable; mild symptoms 

Plan: Renew stimulant script and increase dose;  

 Return visit in 2 months 

Problem 1: Depression 

Comment: Stable 

Plan: Renew SSRI script at the same dose;  

 Return visit in 3 months 
 

Problem 2: Anxiety 

Comment: Stable 

Plan: Same dose of SSRI 
 

M
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A
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G
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p
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Prob Problem scoring: 1 established problem, stable (1); total of 1 = Minimal Problem scoring: 2 established problems, stable (1 for each = 2); total of 2 = Limited 

Data Data scoring: Obtain history from someone other than patient (2); total of 2 = Limited Data scoring: None = Minimal 

Risk Risk scoring: Chronic illness with mild exacerbation, progression, or side effects; and 
Prescription drug management = Moderate 

Risk scoring: Two stable chronic illnesses; and Prescription drug management = Moderate 

 

  



Evaluation and Management (E/M) Patient Examples 
 
 

99214 
Office visit for a 13-year-old male, established patient, with depression, 

anxiety, and anger outbursts. 

Office visit for a 70-year-old male, established patient, with stable depression 

and recent mild forgetfulness. 

 

H
IS

T
O

R
Y

 

CC 13-year-old male seen for follow up visit for mood and behavior problems. Visit 

attended by patient and father; history obtained from both. 
 

70-year-old male seen for follow up visit for depression. Visit attended by patient and 

daughter; history obtained from both. 

H
IS

T
O

R
Y

:  

D
eta

iled
 

HPI Patient and father report increasing (timing), moderate (severity) sadness (quality) 

that seems to be present only at home (context) and tends to be associated with 

yelling and punching the walls (associated signs and symptoms) at greater frequency, 

at least once per week when patient frustrated. Anxiety has been improving and 

intermittent, with no evident trigger (modifying factors).  
 

HPI scoring: 6 elements = Extended 

Patient and daughter report increasing distress related to finding that he has repeatedly 

lost small objects (e.g., keys, bills, items of clothing) over the past 2-3 months (duration). 

Patient notices intermittent (timing), mild (severity) forgetfulness (quality) of people’s 

names and what he is about to say in a conversation. There are no particular stressors 

(modifying factors) and little sadness (associated signs and symptoms).  
 

HPI scoring: 6 elements = Extended 

PFSH Attending 8th grade without problem; fair grades  
 

PFSH scoring: 1 element: social = Pertinent 
 

Less attention to hobbies  
 

PFSH scoring: 1 element: social = Pertinent 

ROS Psychiatric: no problems with sleep or attention;  

Neurological: no headaches  
 

ROS scoring: 2 systems = Extended 

Psychiatric: no problems with sleep or anger;  

Neurological: no headaches, dizziness,  or weakness  
 

ROS scoring: 2 systems = Extended 

E
X

A
M

 

Const Appearance: appropriate dress, appears stated age Appearance: appropriate dress, appears stated age 

E
X

A
M

:  

D
eta

iled
 

MS N/A Muscle strength and tone: normal 

Psych Speech: normal rate and tone; Thought process: logical; Associations: intact; 

Thought content: no SI/HI or psychotic symptoms; Orientation: x 3; Attention 

and concentration: good; Mood and affect: euthymic and full and appropriate ; 

Judgment and insight: good 
 
 

Examination scoring: 9 elements = Detailed 

Speech: normal rate and tone; Thought process: logical; Associations: intact; Thought 

content: no SI/HI or psychotic symptoms; Orientation: x 3; Attention and concentration: 

unable to focus on serial 7s; Mood and affect: euthymic and full and appropriate; 

Recent and remote memory: mild struggle with telling history and remembered 1/3 

objects 
 

Examination scoring: 10 elements = Detailed 

M
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 Problem 1: Depression 

Comment: Worsening; appears associated with lack of structure 

Plan: Increase dose of SSRI; write script; CBT therapist;  

 Return visit in 2 weeks 
 

Problem 2: Anxiety 

Comment: Improving 

Plan: Patient to work with therapist on identifying context 

 

Problem 3: Anger outbursts 

Comment: Worsening; related to depression but may represent  

 mood dysregulation 

Plan: Call therapist to obtain additional history; consider a mood 

stabilizing medication if no improvement in 1-2 months 
 

Problem 1: Depression 

Comment: Stable; few symptoms 

Plan: Continue same dose of SSRI; write script 

 Return visit in 1 month 
 

Problem 2: Forgetfulness 

Comment: New; mildly impaired attention and memory 

Plan: Brain MRI; consider referral to a neurologist if persists 

M
E
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M
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Prob Problem scoring: 2 established problems, worsening (2 for each problem = 4);  

1 established problem, improving (1); total of 5 = Extensive 

Problem scoring: 1 established problem, stable (1);  

1 new problem with additional workup (4); total of 5 = Extensive 

Data Data scoring: Obtain history from other (2); Decision to obtain history from other (1); 

total of 3 = Multiple 

Data scoring: Order of test in the radiology section of CPT (1);  

Obtain history from other (2); total of 3 = Multiple 

Risk Risk scoring: One or more chronic illnesses with mild exacerbation, progression; and 

Prescription drug management = Moderate 

Risk scoring: Undiagnosed new problem with uncertain prognosis; and  

Prescription drug management = Moderate 
 



Evaluation and Management (E/M) Patient Examples 
 

99215 
Office visit for an established adolescent patient with history of bipolar 

disorder treated with lithium; seen on urgent basis at family's request 

because of severe depressive symptoms. 

Office visit for a 25-year-old male, established patient with a history of 

schizophrenia, who has been seen bi-monthly but is complaining of auditory 

hallucinations. 

 

H
IS

T
O

R
Y

 

CC 17-year-old male seen for urgent visit for depression. Visit attended by patient and 

parents; history obtained from all 3. 
 

25-year-old male seen for follow up visit for schizophrenia. Visit attended by patient. 

H
IS

T
O

R
Y

: 

C
o

m
p

reh
en

sive 

HPI Patient doing well until 2 days ago (timing) when, for no apparent reason (context), 

he refused to leave his bed and appeared extremely (severity) and continuously 

depressed (quality); he is sleeping more and eating little (associated signs and 

symptoms).  

 
 

HPI scoring: 5 elements  = Extended 

The patient reports doing well until 1 week ago (duration) when he stayed up all night 

to finish a term paper (context). He has slept poorly (severity) since (timing) and, 2 days 

ago, began hearing fairly continuous voices (quality) telling him that people plan to 

shoot him. Attention and organization were good up until this past week (associated 

signs and symptoms).  
 

HPI scoring: 6 elements = Extended 

PFSH Stopped attending school; family history of suicide is noted from patient’s initial 

evaluation  
 

PFSH scoring: Family and social (2 elements) = Complete 

Doing well in third year of graduate school. Chart notes no family psychiatric history.  
 
 

PFSH scoring: Family and social (2 elements) =Complete 

ROS Psychiatric: no problems with anxiety or anger; Neurological: no headaches; All 

other systems reviewed and are negative.  
 

ROS scoring: All systems = Complete 

Psychiatric: denies symptoms of depression or mania; Neurological: no headaches; All 

other systems reviewed and are negative.  
 

ROS scoring: All systems = Complete 

E
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A

T
IO

N
 

Const VS: BP (sitting) 120/70, P 90 and regular, R 20; Appearance: appropriate dress, 

appears stated age 

VS: BP (sitting) 115/70, P 86 and regular, Ht 5’10”, Wt 180 lbs; Appearance: 

appropriate dress, appears stated age E
X

A
M

IN
A

T
IO

N
: 

C
o

m
p

reh
en

sive 

MS Gait and station: normal Gait and station: normal 

Psych Speech: sparse and slow; Thought process: logical; Associations: intact; Thought 

content: hopelessness, thinks of suicide, no HI or psychotic symptoms; 

Orientation: x 3; Attention and concentration: impaired; Mood and affect: 

depressed and constricted; Judgment and insight: poor; Fund of knowledge: good; 

Recent and remote memory: good; Language: able to repeat phrases  
 

Examination scoring: All elements of constitutional and psychiatric and 1 element of 
musculoskeletal = Comprehensive 

Speech: normal rate and tone; Thought process: logical; Associations: intact; Thought 

content: auditory hallucinations and paranoid ideation, no SI/HI; Orientation: x 3; 

Attention and concentration: impaired; Mood and affect: euthymic and full and 

appropriate; Judgment and insight: good; Fund of knowledge: good; Recent and 

remote memory: good; Language: able to repeat phrases  
 

Examination scoring: All elements of constitutional and psychiatric and 1 element of 
musculoskeletal = Comprehensive 
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  Problem 1: Bipolar disorder 

Comment: Major relapse 

Plan: Continue current dose of Lithium for the moment 

 
 

Problem 2: Suicidality 

Comment: New 

Plan: Refer to hospital; confer with hospitalist once patient is admitted 

Problem 1: Psychosis 

Comment: Major relapse 

Plan: Increase dose of antipsychotic; write script; hold off on hospital 

admission as patient historically very adherent; return for visit in 1 day 
 

Problem 2: Insomnia 

Comment: Sleep deprivation may have triggered the psychosis relapse 

Plan: Change to a more powerful hypnotic; write script 
 

Problem 3: ADHD 

Comment: Appears stable 

Plan: Continue same dose of non-stimulant medication 

M
E
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Prob Problem scoring: 1 established problem, worsening (2); 1 new problem (3);  

total of 5 = Extensive 

Problem scoring: 1 established problem, stable (1); 2 established problems, worsening (2 for 

each problem = 4); total of 5 = Extensive 

Data Data scoring: Obtain history from other (2); total of 2 = Limited Data scoring: None = Minimal 

Risk Risk scoring: Chronic illness with severe exacerbation; and  
Illness that poses a threat to life = High 

Risk scoring: Chronic illness with severe exacerbation = High 

 



 

INPATIENT PSYCHIATRIC PROGRESS NOTE  

COUNSELING AND/OR COORDINATION OF CARE 
 

Patient’s Name: _____________________________________________________________Date of Visit:_____________________  

Interval History: _____________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________ 

Interval Psychiatric Assessment/ Mental Status Examination: _______________________________________________________ 

______________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

Current Diagnosis: ___________________________________________________________________________________________  

Diagnosis Update: ___________________________________________________________________________________________ 

Current Medication(s)/Medication Change(s) – No side effects or adverse reactions noted or reported  

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Lab Tests:   Ordered       Reviewed   :  ________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Counseling Provided with Patient / Family / Caregiver (circle as appropriate and check off each counseling topic discussed and 
describe below: 

 Diagnostic results/impressions and/or recommended studies   Risks and benefits of treatment options 

 Instruction for management/treatment and/or follow-up    Importance of compliance with chosen treatment options  

 Risk Factor Reduction     Patient/Family/Caregiver Education     Prognosis 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Coordination of care provided with (check off as appropriate and describe below): 

Coordination with:   Nursing Staff    Treatment Team   Social Work    Physician/s    Family    Caregiver 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Additional Documentation (if needed):___________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Duration of face to face visit with patient and floor time (in minutes):____________   CPT Code ___________________ 

Greater than 50% of patient time and floor time spent providing counseling and/or coordination of care:  

Justification for Continued Stay (record must include documentation to support justification for continued stay): 
 A. Continued danger to self and/or others. 
 B. Continued behavior intolerable to patient or society. 
 C. High probability of A or B recurring if patient were to be discharged, and imminent re-hospitalization likely. 
 D. Recovery depends on use of modality, but patient unwilling or unable to cooperate. 
 E. Major change of clinical conditions required extended treatment. 
 F. Has a general medical condition (other than mental disorder) requiring hospital care and due to psychological aspects, patient 
         cannot be managed as well on non-psychiatric unit. 
 ALC 
© Seth P. Stein 2007       Psychiatrist’s Signature:_______________________________________Date:__________________ 





Evaluation and Management Progress Note—Based on the Elements 
 

1 
 

Client Name:_______________________________  PSP#:___________  Date:__________________ 

EM Code:________________  Face‐to‐Face EM Time:_______________  Total Time:_____________ 
EM Code Psychotherapy Add‐on:_____________  Face‐to‐Face Therapy Time:__________________ 
EM Code Interactivity Complexity Add‐on (only with Psychotherapy add‐on):___________________ 

Two of three criteria for:  (I‐III) History, Exam and/or Medical Decision Making must be met.  Score the key. 

1. HISTORY:
Hx of Present Illness (HPI): Past Medical, Family & Social Hx (PFSH), and Review of Systems (ROS) 

Chief Complaint/Reason for Encounter (Required): 
 
 
 
 
 
 

A. HPI.  History of Present Illness: 
Elements: Location, Quality, Severity, Duration, Timing, Context, Modifying Factors, & Associated Signs and Symptoms.  If 
unable to gather from client or others, indicate and describe condition preventing collection.  
 One – three elements = Brief; Four or more elements = Extended.    

      OR Status of Chronic Conditions: 
One – two conditions = Brief; Three or more conditions = Extended. 

Describe HPI and/or Status of Chronic Conditions: 
 
 
 
 
 
 

B. PFSH.  Past Medical History, Family History & Social History (MAY BE COLLECTED BY STAFF OR FROM CLIENT 

INFORMATION FORM IF REIVEWED—INDICATE SO BY PRESCRIBER): 
Elements Completed:  One element = Pertinent; Two elements for Established (Three for New Client) Client = Complete . 

Past Medical Hx: ___Check if no change (or updates below) and see note dated ___/___/___ for detail. 
 

Diagnoses:                                                                                                 Medications:         
 
 
 
 
Surgeries:                                                                                                  Allergies: 
 
 

 
Family History:    ___Check if no change (or updates below) and see note dated ___/___/___ for detail. 
 
 
 
Social History:     ___Check if no change (or updates below) and see note dated ___/___/___ for detail. 
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C. Review of Systems & Active Medical Problems History (MAY BE COLLECTED BY STAFF OR FROM CLIENT 

INFORMATION FORM IF REIVEWED BY—INDICATE SO BY PRESCRIBER): 
# of systems completed: One = Problem Pertinent; Two – nine = Extended; Ten or > = Complete. 

Systems:                                                                                Document Notes if Positive: 

___Check if no change (or see changes indicated below) and see note dated ___/___/___ for detail 
1.  Constitutional            pos___    neg ___ 
2.  Eyes                           pos___    neg ___ 
3.  Ears/Nose/Mouth/Throat pos___    neg___ 
4.  Cardiovascular                     pos___    neg___ 
5.  Respiratory              pos___    neg___ 
6.  Gastrointestinal            pos___    neg___ 
7.  Genitourinary                      pos___    neg___ 
8.  Muscular             pos___    neg___ 
9.  Integumentary           pos___    neg___ 
10. Neurological                       pos___    neg___ 
11. Endocrine             pos___    neg___ 
12. Hemotologic/Lymphatic   pos___    neg___ 
13. Allergies/Immune              Pos___    neg___ 
TOTAL # OF SYSTEMS:____________________ 

2. PSYCHIATRIC SPECIALITY EXAMINATION 
Number of Bullets completed: 1‐5  = Prob. Focused (PF); 6‐8  = Expanded Prob. Focused (EPF);  9 = Detailed, all (just one in 
Musc.)= Comprehensive. 
‐‐Vital Signs (any 3 or more of the 7 listed in this box): 
Blood Pressure: (Sitting/Standing) ________ (Supine) ________ Height________ Weight__________ 
Temp__________ Pulse (Rate/Regularity) _______________ Respiration _______________ 

‐‐General Appearance and Manner (E.g., Development, Nutrition, Body Habitus, Deformities, Attention 
to Grooming, etc.): 
 

‐‐Musculoskeletal: __Assessment of muscle strength and tone (e.g., flaccid, cog wheel, spastic) (note any 
atrophy or abnormal movements): 

(and/or)   __Examination of gait and station: 

‐‐ Speech:  Check if normal: ___rate __volume __articulation __coherence __spontaneity 

Abnormalities; e.g., perseveration, paucity of language: 

‐‐Thought processes:  Check if normal:  __associations __processes __abstraction  __computation 
Indicate abnormalities: 
 

‐‐Associations (e.g., loose, tangential, circumstantial, intact): 
 

‐‐Abnormal or psychotic thoughts (e.g., hallucinations, delusions, preoccupation with violence (V/I), 
homicidal (H/I), or suicidal ideation (S/I), obsessions): 
    

S/I:  __ Present__ Absent       H/I:  __Present __ Absent      V/I: __Present  __ Absent 

‐‐Judgment  and insight: 
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‐‐Orientation: 

 

‐‐Memory (Recent/Remote): 

‐‐Attention/Concentration: 

 

‐‐Language: 

‐‐ Fund of knowledge: __intact __inadequate 

‐‐Mood and affect: 

                                                                                                                          TOTAL BULLETS:____________ 

Other Findings—not a countable bullet (e.g. cognitive screens, personality, etc.): 

 
 

3. MEDICAL DECISION MAKING 
Two of three criteria must be met: 1.) Data; 2.) Diagnosis/Problems; and 3.) Risk 

A. Data Reviewed:                                                     Points:           Description: 

___ Review and/or order of clinical lab tests  

 

1 POINT         DESCRIBE: 

___Review and/or order of tests in the radiology 

section of CPT  

1 POINT         DESCRIBE: 

 

___Review and/or order of tests in the medicine 

section of CPT  

1 POINT         DESCRIBE: 

___Discussion of test results with performing 

provider  

1 POINT         DESCRIBE: 

 

___Decision to obtain old records and/or obtain 

history from someone other than client  

1 POINT         DESCRIBE: 

 

___Review and summarization of old records 

and/or obtaining history from someone other 

than client and/or discussion of case with 

another health care provider  

2 POINT         DESCRIBE: 

___Independent visualization of image, tracing, 

or specimen itself (not simply review report)  

2 POINT         DESCRIBE: 

                                                                               DATA TOTAL POINTS: ______ 
 



Evaluation and Management Progress Note—Based on the Elements 
 

4 
 

B. Diagnosis/Problem (ARE ADDRESSED DURING ENCOUNTER TO ESTABLISH DX OR FOR MGT DECISION MAKING): 
Indicate Status and points for each:  
‐Self‐limiting or minor (stable, improved, or worsening) (1 point: max=2 Dx/Problem) 
‐Established problem (to examining provider); stable or improved (1 point) 
‐Established problem (to examining provider); worsening (2 point) 
‐New problem (to examining provider); no additional workup or diagnostic procedures ordered (3 point: max=1 Dx/Problem) 
‐New problem (to examining provider); additional workup planned*(4 point) 
*Additional workup does not include referring client to  another provider for future care

Axis I‐V: 
 
Status:                                                             Points___ 
 
Plan (RX, Lab, etc.): 
 

Axis I‐V: 
 
Status:                                                             Points___ 
 
Plan (RX, Lab, etc.): 
 

Axis I‐V: 
 
Status:                                                             Points___ 
 
Plan (RX, Lab, etc.): 
 

Axis I‐V: 
 
Status:                                                             Points___ 
 
Plan (RX, Lab, etc.): 
 

Axis I‐V: 
 
Status:                                                             Points___ 
 
Plan (RX, Lab, etc.): 
 

Axis I‐V: 
 
Status:                                                             Points___ 
 
Plan (RX, Lab, etc.): 
 

                                                                                              DIAG/PROBLEMS TOTAL POINTS: ______ 

C.  Risk 
Minimal      ‐One self‐limited or minor problem.  OR REST W/O RX 
Low             ‐ Two or more self‐limited or minor problems;  One stable chronic illness;  Acute uncomplicated. OR OTC DRUGS 
Moderate   ‐One or > chronic illnesses with mild exacerbation, progression, or side effects;  Two or more stable chronic illnesses 
                       or Undiagnosed new problem with uncertain prognosis; Acute illness with systemic symptoms     OR RX                         
High            ‐ One or more chronic illnesses with severe exacerbation,  progression, or side effects;  
                      Acute or chronic illnesses that pose a threat to life or bodily function OR RX REQUIRING INTENSIVE MONITORING

Indicate Highest Risk Level and Describe: 
 
 
 
 

Psychotherapy Add‐on:   ___ Supportive,   ___ CBT,   ___Behavior‐modifying,   ___Psychoeducational 
Describe (Note must be thorough enough to stand on its own.): 
 
   
 
 
 
 
____________________________________  ________________________________________ _____________________ 

Medical Provider’s Name (Print)        Signature       Date             
USE ALTERNATE FORM IF COUNSELING/COORDINATION IS > 50% OF TIME. 
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SCORING KEY 
(Circle all results from Progress Notes) 

 
I. History:  ( Choose lowest of the three circled  to determine History Type) 
 

CC  HPI  PFSH  ROS  HISTORY TYPE 

YES  BRIEF  N/A  N/A  PF 

YES  BRIEF  N/A  PROBLEM PERTINENT  EPF 

YES  EXTENDED  PERTINENT  EXTENDED  DET 

YES  EXTENDED  COMPLETE  COMPLETE  COMPREHENSIVE 

 
II. Psychiatric Exam:   (Select one) 

PF  EPF  COMPLETE 

 
III. Medical Decision Making  (Select two highest circled to determine MDM Complexity) 

Data Points  Dx/Prob Points  Risk  Complexity 

0 ‐ 1  0 ‐ 1  Minimal  Straightforward 

2  2  Low  Low 

3  3  Moderate  Moderate 

4  4  High  High 
 

RESULTS: CPT CODES 
(Select two highest circled to determine CPT Code) 

New Client Office 

(requires 3 of 3) 

Established Client Office 

(requires 2 of 3) 

CPT Code   History   Exam   MDM   CPT 
Code  

History   Exam   MDM  

99201   PF   PF   Straightforward  99211   N/A   N/A   N/A  

99202   EPF   EPF   Straightforward  99212   PF   PF   Straightforward  

99203   DET   DET   Low   99213   EPF   EPF   Low  

99204   COMP   COMP   Moderate   99214   DET   DET   Moderate  

99205   COMP   COMP   High   99215   COMP   COMP   High  

Initial Hospital/PHP 

(requires 3 of 3) 

Subsequent Hospital/PHP 

(requires 2 of 3) 

CPT Code   History   Exam   MDM   CPT 
Code  

History   Exam   MDM  

99221   DET   DET   Straightforward  99231   PF   PF   Straightforward  

99222   COMP   COMP   Moderate   99232   EPF   EPF   Moderate  

 































CPT	CODE	1/1/13	CHANGES	
FAQ	

 

Q:  Our agency often does both a MH Assessment and a Medication Assessment on the 

same day for our clients.  May we bill for both a 323‐90791 Psychiatric Diagnostic Evaluation 

and a 565‐90792 Psychiatric Diagnostic Evaluation with a Medical Component on the same 

day by different providers? 

A:  Yes 

 

Q:  Our agency sometimes does a MH Assessment with the client and the family of the 

client separately on the same day by the same provider.  May we bill either 323‐90791 or 565‐

90792 twice in the same day by the same provider? 

A:  Yes, but only if different “informants” (such as client and family member) are seen in 

each Psychiatric Diagnostic Evaluation.  They must be seen separately and documented as such. 

 

Q:  Clinician’s Gateway will no longer accept “0” minutes in the face‐to‐face fields for 

some codes.  Are we now unable to bill for phone services? 

A:  Yes, you may bill.  For now, when providing MH Services on the telephone—enter the 

number of contact minutes into the face‐to‐face fields.  Also, be sure to indicate “telephone” in 

the “location” field so that only Medi‐Cal is billed. 

 

A:  Do we use code 323‐90791 (Psychiatric Diagnostic Evaluation) when we complete the 

Community Functioning Evaluation?  

A:  No, use code 324‐96151 (Behavioral Evaluation).  One advantage to this code is that all 

disciplines (with appropriate training and experience) may gather the Community Functioning 

Evaluation (or approved equivalent form) data. 

 

Q:  Now, that Medicare requires that the choice of many billing codes (those with time 

frames, min‐max) be done on the basis of face‐to‐face time, can we bill for work done 

exclusively on the phone (e.g. crisis, therapy, etc.)? 

A:  Yes, the choice of the code would then be based on the client contact time and you 

would select the location code “telephone”.  Such claims will bypass Medicare and bill directly 

to Medi‐Cal. 

 

Q:  Medical Providers (MD, DO, NP, PA, CNS) claim medication services on codes that 

require face‐to‐face time, how do they bill for medication support on the phone? 

A:  Medical Providers (MD, DO, NP, PA, CNS) use a specific County Code of 367 for non‐

face‐to‐face medication training and support. 

A:  For RN/LVN see below. 

 

Q:  RN and LVN’s cannot bill Medicare, how do they bill for medication support? 



A:  RN/LVN’s use a County Code 369 for medication support.  It may be face‐to‐face (f‐f) or 

non‐ f‐f. 

 

Q:  Some CPT codes now require a minimum amount of client f‐f time, are we unable to 

bill for those services if our f‐f time is below the minimum required? 

A:  You may not use a CPT code in which the f‐f time does not meet the minimum required 

by the CPT manual (i.e. a minimum of 16” for Individual Psychotherapy).  However, if there is 

another appropriate code (that the service meets) you may claim and chart to that service.   

 

Q:  The Crisis Intervention code has been eliminated and replaced with Crisis Therapy 

(377‐90839, 378+90840).  We have MHRS and Adjunct staff who used to provide Crisis 

Intervention services but who are not allowed to do Psychotherapy, may they bill the new 

“therapy” code? 

A:  Yes, the definition of Crisis Intervention Services has not changed—only the Code Label.  

With the appropriate training and experience your staff may provide Crisis Intervention 

Services—now identified as Crisis Therapy. 

 

Q:  In Children’s Services we used to use Code 319 for “Collateral Family Therapy”.  We 

now see code 413‐90846 (“Family Psychotherapy without Patient Present”) and code 449‐

90847 (“Family Psychotherapy with Patient Present”) on the Master Code List.  Which should 

we use? 

A:  Codes 413‐90846 and 449‐90847 have now been added to the Children’s Programs’ 

RU’s.  These are the codes to now use as they are more specific and map to an approved CPT 

code for billing purposes. 

 

Q:  The Interactive Complexity add‐on code 491+90785 is used for 456‐90853 Group 

Psychotherapy.  Can it also be used for 455‐90849 Multi‐Family Group Psychotherapy and/or 

391 Group Rehabilitation services? 

A:  No, the only group related code that the add‐on code 491+90785 Interactive Complexity 

may be used with is code 406‐90853 Group Psychotherapy. 

 

Q:  The Interactive Complexity add‐on code 491+90785 is used for Individual 

Psychotherapy.  Can it also be used for 413‐90846 and/or 449‐90847 Family Psychotherapy 

codes? 

A:  No, Interactive Complexity add‐on code may not be used for Family Psychotherapy; 

however it may be used with Psychiatric Diagnostic Evaluation (323‐90791, 565‐90792), Group 

Psychotherapy (456‐90853), Individual Psychotherapy (441‐90832, 442‐90834, 443‐90837), and 

the Individual Psychotherapy add‐on codes (465+90833, 467+90836, 468+90838). 

 

Q:  May Interactive Complexity 491+90785 be used with all E/M codes? 



A:  No,  491+90785 Interactive Complexity add‐on code may only be used in conjunction 

with a Primary E/M code which also has a Psychotherapy add‐on code (465+90833, 467+90836, 

468+90838) associated with it. 

 

Q:  May we bill the Psychiatric Diagnostic Evaluation codes 323‐90791, or 565‐90792 

without the client present? 

A:  Yes, you may review medical records, interview others involved in the client’s care and 

still utilize these codes.  If you interview the client on the phone—note that as the location code 

and you may bill these codes. 

 

Q:  How do I enter Interactivity Complexity 491+90785 for billing purposes? 

A:  In Clinician’s Gateway select “present” in the Interactive Complexity Field. 

A:  For InSyst, select the 491+90785 code and enter one (1) minute for the duration of 

service as a placeholder. 

 

Q:  Clinician’s Gateway does not allow me to select multiple 30” Crisis Therapy 378+90840 

add‐on codes.  May we then only bill for the first 1 1/2 hours of crisis? 

A:  You may bill for the length of service provided, and Clinician’s Gateway will bill the 

appropriate number of 30” Crisis Therapy Add‐on’s to the Insurer.  However, when entering 

data into the database you total all of the f‐f time beyond the first 60 minutes and enter those 

minutes in the “second f‐f minutes”  field for the add‐on code. 

 

Q:  May we use the Psychiatric Diagnostic Evaluation codes 323‐90791, or 565‐90792, for 

re‐assessment purposes? 

A:  Yes, these codes may be used for both Initial and re‐assessments. 

 

Q:  If we provide an E/M service in the field, at school or at a home may we use the E/M 

codes 99211‐99215 which indicate “Office or other outpatient visit”? 

A:  Yes, also select the appropriate “Location Code” when utilizing these E/M codes (e.g. 

telephone, field, school, home, etc.). 

 

Q:  Clinician’s Gateway used to support Co‐Staffing of a service.  It no longer does for 

some procedures, may we bill for both of the staff’s time? 

A:  Yes, if each provider writes a separate note and indicates what unique contribution each 

had, or why a second person was needed (e.g. safety).    If “duplicate entry” is displayed, select 

the reason. 

 

Q:  The CPT manual indicates Interactive Complexity 491+90785, includes:  “Use of play 

equipment, interpreter or translator to overcome barriers to diagnostic or therapeutic 

interaction”.  May we claim Interactive Complexity when we have an Interpreter present to 

overcome the language barriers to therapeutic interventions? 



A:  No, currently CMS has indicated that the Interactive Complexity code “…should not be 

used to bill solely for translation or interpretation services as that may be a violation of federal 

statue”. 

 

Q:  The CPT manual indicates Interactive Complexity 491+90785, includes:  “Use of play 

equipment, interpreter or translator to overcome barriers to diagnostic or therapeutic 

interaction”.  May we claim Interactive Complexity when we utilize play therapy equipment 

for the majority of the session (sand tray, etc.)? 

A:  Yes, the use of play equipment throughout the session allows you to claim for 

Interactive Complexity. 

 

Q:  May we choose the time bracketed (min‐max) CPT Codes based on total time so that 

we may be reimbursed for transportation and documentation time as well as f‐f time? 

A:  No, CPT Codes with time‐frames (min‐max) must be chosen only on the basis of f‐f time 

(or contact time if done on the phone).  However, you may claim for your time for 

transportation and documentation time as below.  (Also, see examples, in the Power Point CPT 

Code Jan 2013 Changes Training.) 

A:  For Insyst: 

 Choose the appropriate code based on the f‐f time and then enter the Total 

Number of minutes (inclusive of documentation and travel time) even if the 

time exceeds that listed for the code.  Do not choose a code which allows for 

more time.  InSyst will claim to Medicare and Medi‐Cal appropriately behind the 

scenes. 

 If you have needed to choose Crisis Therapy or Psychotherapy add‐on codes—

add the documentation and travel time to the minutes for the last add‐on code 

(but do not add an additional add‐on code for those minutes). 

A:  For Clinician’s Gateway  

 Choose the appropriate code based on the f‐f time and enter that time in the 

“Primary F‐f Time field”.  In the “Primary Clinician Time” field, add the f‐f time 

with the documentation and travel time and enter the Total Time. 

 If add‐on codes for Crisis Therapy or Psychotherapy are needed‐‐do not add the 

documentation time and travel time to the” Primary Clinician Time” field (just 

enter Primary F‐F time).  After entering the remaining f‐f time in the “2nd FF 

Time field”‐‐ add the documentation and travel time to the add‐on code’s f‐f 

time in the” Secondary Total Time Field”. (Be sure to also indicate the remaining 

f‐f time in the 2nd FF Time field). 

 See examples, in the Power Point CPT Code Jan 2013 Changes Training. 

 

Q:  May we utilize the 690 Mobile Crisis Response Code? 

A:  No, this code is specific to the “Crisis Response Program’s” RU only.  As appropriate use 

the Crisis Therapy Codes: 377‐90839 & 378+90840. 



 

Q:  May we utilize the “New Patient” E/M codes 545‐9, 992(01‐05)? 

A:  CBO’s may use these codes if they have not provided Psychiatric Services to the client in 

the past three years.  Alternatively, they may use Psychiatric Diagnostic Evaluation 565‐90792 

(there is no 3 year limit).  County Clinics must use the code Psychiatric Diagnostic Evaluation 

565‐90792.  Any person qualified to use E/M can also use 99212‐15 E/M codes. 

 

Q:  In a paper record (not Clinician’s Gateway note) how do we enter the minutes for 

crisis when there are multiple add‐on codes, do we break them down per code? 

A:  You do need to indicate every add‐on code, but then total the minutes (with f‐f time 
broken out).  For example: 128 minutes f‐f time, 30 minutes documentation and 60 minutes 
travel time.  Indicate as such: 
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐ 
In Chart: 
377‐90839,,378+90840, 378+90840  
F‐F 128”, Doc 30”, Travel 60”, Total 218” 
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐ 
In InSyst: 
377‐90839   60" 
378+90840 30" 
378+90840 128" 
__________________________________ 
Q:  May we utilize E/M codes that are not in our program’s RU such as SNF E/M codes? 

A:  No, programs may only provide those services authorized in their contract.  Contact 

Provider Relations if you believe you are contracted for a procedure code that is not being 

accepted in InSyst. 

 

Q:  In Clinician’s Gateway I received an error statement “problem with form”, what does 

this indicate? 

A:  Hover your cursor over the red dot for more information.  Call the IS help desk if you 

need additional assistance at 510‐567(3)‐8160. 

 

Q:  Where can I learn more about the 2013 CPT Psychotherapy/Psychiatric Services 

changes—especially utilizing the E/M Codes? 

 A:  See below: 

The National Council Resource Page: 

 http://www.thenationalcouncil.org/cs/cpt_codes 

The American Psychiatric Association Resource Page 

 http://www.psych.org/practice/managing‐a‐practice/cpt‐changes‐

2013/current‐procedural‐terminology‐cpt‐code‐changes‐for‐2013 

                             The AACAP 

 http://www.aacap.org/cs/business_of_practice/reimbursement_for_practitione

rs 



The American Psychological Association 

 http://www.apapracticecentral.org/reimbursement/billing/psychotherapy‐

codes.pdf 

 http://www.apapracticecentral.org/reimbursement/billing/index.aspx?__utma=

12968039.338271549.1342112804.1359501649.1361380803.10&__utmb=1296

8039.1.10.1361380803&__utmc=12968039&__utmx=‐

&__utmz=12968039.1361380803.10.6.utmcsr=google|utmccn=(organic)|utmc

md=organic|utmctr=american psychological association cpt code 

changes&__utmv=‐&__utmk=224931866 

The AMA 

 http://www.ama‐assn.org/ama/pub/physician‐resources/solutions‐managing‐

your‐practice/coding‐billing‐insurance/cpt.page? 

 The AMA app: EM Quickref (android or apple) 

 AMA Webinar ‐ Psychotherapy/Psychiatric Services: CPT® 2013 Changes ‐ 

Psychotherapy/Psychiatric Services. This one‐hour program discusses the 

changes made in the Psychotherapy/Psychiatric Services coding section. 

 

 







lynch
Typewritten Text
Selected Sections from the 2011 Procedure Coding Handbook for Psychologist, 4th Edition






































































































American Psychiatric Association 

Office of Healthcare Systems & Financing 

800 343 4671 ● HSF@psych.org 

 

Rev 9/13  

1997 CMS Documentation Guidelines for Evaluation 
and Management Services 

(Abridged & Modified for Psychiatric Services) 
 
I.Introduction 

 

What Is Documentation and Why Is It Important? 
Medical record documentation is required to record pertinent facts, findings, and 
observations about an individual's health history including past and present 
illnesses, examinations, tests, treatments, and outcomes. The medical record 
chronologically documents the care of the patient and is an important element 
contributing to high quality care. The medical record facilitates: 

 the ability of the physician and other health care professionals to evaluate 
and plan the patient's immediate treatment, and to monitor his/her health 
are over time. 

 communication and continuity of care among physicians and other health 
care professionals involved in the patient's care; 

 accurate and timely claims review and payment; 

 appropriate utilization review and quality of care evaluations; and 

 collection of data that may be useful for research and education. 
 
An appropriately documented medical record can reduce many of the "hassles" 
associated with claims processing and may serve as a legal document to verify 
the care provided, if necessary. 

 
What Do Payers Want and Why? 
Because payers have a contractual obligation to enrollees, they may require 
reasonable documentation that services are consistent with the insurance 
coverage provided. They may request information to validate: 

 the site of service; 

 the medical necessity and appropriateness of the diagnostic and/or 
therapeutic services provided; and/or 

 that services provided have been accurately reported. 
 
II.General Principles of Medical Record Documentation 
The principles of documentation listed below are applicable to all types of 
medical and surgical services in all settings. For Evaluation and Management 
(E/M) services, the nature and amount of physician work and documentation 
varies by type of service, place of service and the patient's status. The general 
principles listed below may be modified to account for these variable 
circumstances in providing E/M services. 
1. The medical record should be complete and legible. 
2. The documentation of each patient encounter should include: 

 reason for the encounter and relevant history, physical examination 
findings and prior diagnostic test results; 

 assessment, clinical impression or diagnosis; 

 plan for care; and 

 date and legible identity of the observer. 
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3. If not documented, the rationale for ordering diagnostic and other ancillary 
services should be easily inferred. 

4. Past and present diagnoses should be accessible to the treating and/or 
consulting physician. 

5. Appropriate health risk factors should be identified. 
6. The patient's progress, response to and changes in treatment, and revision of 

diagnosis should be documented. 
7. The CPT and ICD-9-CM codes reported on the health insurance claim form or 

billing statement should be supported by the documentation in the medical 
record. 

 
III.Documentation of E/M Services 

This publication provides definitions and documentation guidelines for the three 
key components of E/M services and for visits which consist predominately of 
counseling or coordination of care. The three key components--history, 
examination, and medical decision making--appear in the descriptors for office 
and other outpatient services, hospital observation services, hospital inpatient 
services, consultations, emergency department services, nursing facility services, 
domiciliary care services, and home services. While some of the text of CPT has 
been repeated in this publication, the reader should refer to CPT for the complete 
descriptors for E/M services and instructions for selecting a level of service. 
Documentation guidelines are identified by the symbol •DG. 

 
The descriptors for the levels of E/M services recognize seven components 
which are used in defining the levels of E/M services. These components are: 

 history; 

 examination; 

 medical decision making; 

 counseling; 

 coordination of care; 

 nature of presenting problem; and 

 time. 

The first three of these components (i.e., history, examination and medical 
decision making) are the key components in selecting the level of E/M services. 
In the case of visits which consist predominantly of counseling or coordination of 
care, time is the key or controlling factor to qualify for a particular level of E/M 
service. 

 
Because the level of E/M service is dependent on two or three key components, 
performance and documentation of one component (eg, examination) at the 
highest level does not necessarily mean that the encounter in its entirety qualifies 
for the highest level of E/M service. 

 
These Documentation Guidelines for E/M services reflect the needs of the typical 
adult population. For certain groups of patients, the recorded information may 
vary slightly from that described here. Specifically, the medical records of infants, 
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children, adolescents and pregnant women may have additional or modified 
information recorded in each history and examination area. 

 
As an example, newborn records may include under history of the present illness 
(HPI) the details of mother's pregnancy and the infant's status at birth; social 
history will focus on family structure; family history will focus on congenital 
anomalies and hereditary disorders in the family. In addition, the content of a 
pediatric examination will vary with the age and development of the child. 
Although not specifically defined in these documentation guidelines, these patient 
group variations on history and examination are appropriate. 

 
A. Documentation of History 

The levels of E/M services are based on four types of history (Problem Focused, 
Expanded Problem Focused, Detailed, and Comprehensive). Each type of 
history includes some or all of the following elements: 

 Chief complaint (CC); 

 History of present illness (HPI); 

 Review of systems (ROS); and 

 Past, family and/or social history (PFSH). 

The extent of history of present illness, review of systems and past, family and/or 
social history that is obtained and documented is dependent upon clinical 
judgment and the nature of the presenting problem(s). 

The chart below shows the progression of the elements required for each type of 
history. To qualify for a given type of history all three elements in the table must 
be met. (A chief complaint is indicated at all levels.) 

 

History of 
Present 

Illness (HPI) 

 Review of 
Systems 

(ROS) 

Past, Family, 
and/or 

Social History 
(PFSH) 

 

 
Type of History 

 
Brief 

 
N/A 

  
N/A 

 
Problem focused 

 
Brief 

 
Problem Pertinent 

 
N/A 

Expanded Problem 
Focused 

 
Extended 

 
Extended 

 
Pertinent 

 
Detailed 

 
Extended 

 
Complete 

 
Complete 

 
Comprehensive 

 

 

 DG: The CC, ROS and PFSH may be listed as separate elements of 
history, or they may be included in the description of the history of the 
present illness. 

 
 DG: A ROS and/or a PFSH obtained during an earlier encounter does not 

need to be re-recorded if there is evidence that the physician reviewed 
and updated the previous information. This may occur when a physician 
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updates his or her own record or in an institutional setting or group 
practice where many physicians use a common record. The review and 
update may be documented by: 

 describing any new ROS and/or PFSH information or noting there 
has been no change in the information; and 

 noting the date and location of the earlier ROS and/or PFSH. 

 
 DG: The ROS and/or PFSH may be recorded by ancillary staff or on a 

form completed by the patient. To document that the physician reviewed 
the information, there must be a notation supplementing or confirming the 
information recorded by others. 

 
 DG: If the physician is unable to obtain a history from the patient or other 

source, the record should describe the patient's condition or other 
circumstance which precludes obtaining a history. 

 
Definitions and specific documentation guidelines for each of the elements of 
history are listed below. 

 
Chief Complaint (CC) 
The CC is a concise statement describing the symptom, problem, condition, 
diagnosis, physician recommended return, or other factor that is the reason for 
the encounter, usually stated in the patient's words. 

 DG: The medical record should clearly reflect the chief complaint. 

 
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: 
• location, 
• quality, 
• severity, 
• duration, 
• timing, 
• context, 
• modifying factors, and 
• associated signs and symptoms. 

 
Brief and extended HPIs are distinguished by the amount of detail needed to 
accurately characterize the clinical problem(s). 
A brief HPI consists of one to three elements of the HPI. 

 DG: The medical record should describe one to three elements of the 
present illness (HPI). 

 
An extended HPI consists of at least four elements of the HPI or the status of at 
least three chronic or inactive conditions. 
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 DG: The medical record should describe at least four elements of the 
present illness (HPI), or the status of at least three chronic or inactive 
conditions. 

 
Review of Systems (ROS) 
An 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. 

 
For purposes of ROS, the following systems are recognized: 
• Constitutional symptoms (e.g., fever, weight loss) 
• Eyes 
• Ears, Nose, Mouth, Throat 
• Cardiovascular 
• Respiratory 
• Gastrointestinal 
• Genitourinary 
• Musculoskeletal 
• Integumentary (skin and/or breast) 
• Neurological 
• Psychiatric 
• Endocrine 
• Hematologic/Lymphatic 
• Allergic/Immunologic 

 
A problem pertinent ROS inquires about the system directly related to the 
problem(s) identified in the HPI. 

 DG: The patient's positive responses and pertinent negatives for the 
system related to the problem should be documented. 

 
An extended ROS inquires about the system directly related to the problem(s) 
identified in the HPI and a limited number of additional systems. 

 DG: The patient's positive responses and pertinent negatives for two to 
nine systems should be documented. 

 
A complete ROS inquires about the system(s) directly related to the problem(s) 
identified in the HPI plus all additional body systems. 

 DG: At least ten organ systems must be reviewed. Those systems with 
positive or pertinent negative responses must be individually documented. 
For the remaining systems, a notation indicating all other systems are 
negative is permissible. In the absence of such a notation, at least ten 
systems must be individually documented. 

 
Past, Family, and/or Social History (PFSH) 
The PFSH consists of a review of three areas: 

 past history (the patient's past experiences with illnesses, operations, 
injuries and treatments); 
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 family history (a review of medical events in the patient's family, including 
diseases which may be hereditary or place the patient at risk); and 

 social history (an age appropriate review of past and current activities). 
 
For certain categories of E/M services that include only an interval history, it is 
not necessary to record information about the PFSH. Those categories are 
subsequent hospital care, follow-up inpatient consultations and subsequent 
nursing facility care. 

 
A pertinent PFSH is a review of the history area(s) directly related to the 
problem(s) identified in the HPI. 

 DG: At least one specific item from any of the three history areas must be 
documented for a pertinent PFSH. 

 
A complete PFSH is of a review of two or all three of the PFSH history areas, 
depending on the category of the E/M service. A review of all three history areas 
is required for services that by their nature include a comprehensive assessment 
or reassessment of the patient. A review of two of the three history areas is 
sufficient for other services. 

 DG: At least one specific item from two of the three history areas must be 
documented for a complete PFSH for the following categories of E/M 
services: office or other outpatient services, established patient; 
emergency department; domiciliary care, established patient; and home 
care, established patient. 

 
 DG: At least one specific item from each of the three history areas must  

be documented for a complete PFSH for the following categories of E/M 
services: office or other outpatient services, new patient; hospital 
observation services; hospital inpatient services, initial care; consultations; 
comprehensive nursing facility assessments; domiciliary care, new patient; 
and home care, new patient. 

 
B. Documentation of Examination 
The levels of E/M services are based on four types of examination: 

 Problem Focused -- a limited examination of the affected body area or 
organ system. 

 Expanded Problem Focused -- a limited examination of the affected body 
area or organ system and any ther symptomatic or related body area(s) or 
organ system(s). 

 Detailed -- an extended examination of the affected body area(s) or organ 
system(s) and any other symptomatic or related body area(s) or organ 
system(s). 

 Comprehensive -- a general multi-system examination, or complete 
examination of a single organ system and other symptomatic or related 
body area(s) or organ system(s). 

 
These types of examinations have been defined for general multi-system and the 
following single organ systems: 

mailto:HSF@psych.org


American Psychiatric Association 

Office of Healthcare Systems & Financing 

800 343 4671 ● HSF@psych.org 

 

Rev 9/13  

• Cardiovascular 
• Ears, Nose, Mouth and Throat 
• Eyes 
• Genitourinary (Female) 
• Genitourinary (Male) 
• Hematologic/Lymphatic/Immunologic 
• Musculoskeletal 
• Neurological 
• Psychiatric 
• Respiratory 
• Skin 

 
A general multi-system examination or a single organ system examination may 
be performed by any physician regardless of specialty. The type (general multi- 
system or single organ system) and content of examination are selected by the 
examining physician and are based upon clinical judgment, the patient’s history, 
and the nature of the presenting problem(s). 

 
The content and documentation requirements for each type and level of 
examination are summarized below and described in detail in tables [provided 
below]. In the tables, organ systems and body areas recognized by CPT for 
purposes of describing examinations are shown in the left column. The content, 
or individual elements, of the examination pertaining to that body area or organ 
system are identified by bullets (•) in the right column. 

 
Parenthetical examples, “(eg, ...)”, have been used for clarification and to provide 
guidance regarding documentation. Documentation for each element must satisfy 
any numeric requirements (such as “Measurement of any three of the following 
seven...”) included in the description of the element. Elements with multiple 
components but with no specific numeric requirement (such as “Examination of 
liver and spleen”) require documentation of at least one component. It is possible 
for a given examination to be expanded beyond what is defined here. When that 
occurs, findings related to the additional systems and/or areas should be 
documented. 

 
 DG: Specific abnormal and relevant negative findings of the examination 

of the affected or symptomatic body area(s) or organ system(s) should be 
documented. A notation of "abnormal" without elaboration is insufficient. 

 DG: Abnormal or unexpected findings of the examination of any 
asymptomatic body area(s) or organ system(s) should be described. 

 DG: A brief statement or notation indicating "negative" or "normal" is 
sufficient to document normal findings related to unaffected area(s) or 
asymptomatic organ system(s). 

 
[Deleted: guidelines for “General Multi-System Examinations”] 

 

Single Organ System Examinations 
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The single organ system examinations recognized by CPT are described in detail 
[we are only including the psychiatric examination] . Variations among these 
examinations in the organ systems and body areas identified in the left columns 
and in the elements of the examinations described in the right columns reflect 
differing emphases among specialties. To qualify for a given level of single organ 
system examination, the following content and documentation requirements 
should be met: 

 Problem Focused Examination--should include performance and 
documentation of one to five elements identified by a bullet (•), whether in 
a box with a shaded or unshaded border. 

 Expanded Problem Focused Examination--should include performance 
and documentation of at least six elements identified by a bullet (•), 
whether in a box with a shaded or unshaded border. 

 Detailed Examination--examinations other than the eye and psychiatric 
examinations should include performance and documentation of at least 
twelve elements identified by a bullet (•), whether in box with a shaded or 
unshaded border. 

Eye and psychiatric examinations should include the performance 
and documentation of at least nine elements identified by a bullet 
(•), whether in a box with a shaded or unshaded border. 

 Comprehensive Examination--should include performance of all 
elements identified by a bullet (•), whether in a shaded or unshaded box. 
Documentation of every element in each box with a shaded border and at 
least one element in each box with an unshaded border is expected. 

 
Content and Documentation Requirements 
[Deleted: content and documentation requirements for General Multi- 
System Examination and all single-system requirements other than 
psychiatry] 

 
Psychiatric Examination 

 
 
System/Body 
Area 

 
Elements of Examination 

 
Constitutional 

 Measurement of any 3 of the following 7 vital signs: 1) sitting or standing 
blood pressure, 2) supine blood pressure, 3) pulse rate and regularity, 4) 
respiration, 5) temperature, 6) height, 7) weight (May be measured and 
recorded by ancillary staff) 

 General appearance of patient (eg, development, nutrition, body habitus, 
deformities, attention to grooming) 

Head and Face 
 

Eyes 
 

Ears, Nose, 
Mouth, and 
Throat 

 

Neck  

Respiratory  
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Cardiovascular  

Chest (Breasts)  

Gastrointestinal 
(Abdomen) 

 

Genitourinary  

Lymphatic  

Musculoskeletal 
 Assessment of muscle strength and tone (eg., flaccid, cog wheel, spastic) 

with notation of any atrophy and abnormal movements 

 Examination of gait and station 

Extremities  

Skin  

Neurological  

Psychiatric  Description of speech including: rate; volume; articulation; coherence; and 
spontaneity with notation of abnormalities (eg, perseveration, paucity of 
language) 

 Description of thought processes including: rate of thoughts; content of 
thoughts (eg, logical vs. illogical, tangential); abstract reasoning; and 
computation 

 Description of associations (eg, loose, tangential, circumstantial, intact) 

 Description of abnormal or psychotic thoughts including: hallucinations; 
delusions; preoccupation with violence; homicidal or suicidal ideation; and 
obsessions 

 Description of the patient’s judgment (eg, concerning everyday activities 
and social situations) and insight (eg, concerning psychiatric condition) 

Complete mental status examination including 

• Orientation to time, place and person 

• Recent and remote memory 
• Attention span and concentration 
• Language (eg, naming objects, repeating phrases) 
• Fund of knowledge (eg, awareness of current events, past history, vocabulary) 
• Mood and affect (eg, depression, anxiety, agitation, hypomania, lability) 

 

 
 

Content and Documentation Requirements 
Level of Exam Perform and Document: 

Problem Focused One to five elements identified by a bullet. 

Expanded Problem Focused At least six elements identified by a bullet. 

Detailed At least nine elements identified by a bullet. 

Comprehensive Perform all elements identified by a bullet; 
document every element in each box with a 
shaded border and at least one element in 
each box with an unshaded border 

 
C. Documentation of the Complexity of Medical Decision Making 

 
The levels of E/M services recognize four types of medical decision making 
(straightforward, low complexity, moderate complexity and high complexity). 
Medical decision making refers to the complexity of establishing a diagnosis 
and/or selecting a management option as measured by: 
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 the number of possible diagnoses and/or the number of management 
options that must be considered; 

 the amount and/or complexity of medical records, diagnostic tests, and/or 
other information that must be obtained, reviewed and analyzed; and 

 the risk of significant complications, morbidity and/or mortality, as well as 
comorbidities, associated with the patient's presenting problem(s), the 
diagnostic procedure(s) and/or the possible management options. 

 
The chart below shows the progression of the elements required for each level of 
medical decision making. To qualify for a given type of decision making, two of 
the three elements in the table must be either met or exceeded. 

 
 
Number of 
diagnoses or 
management 
options 

 
Amount and/or 
complexity of data 
to be reviewed 

 
Risk of 
complications 
and/or morbidity or 
mortality 

 
Type of decision 
making 

 
Minimal 

 
Minimal or None 

 
Minimal 

 
Straightforward 

 
Limited 

 
Limited 

 
Low 

 
Low Complexity 

 

 
Multiple 

 

 
Moderate 

 

 
Moderate 

Moderate 
Complexity 

 
Extensive 

 
Extensive 

 
High 

 
High Complexity 

Each of the elements of medical decision making is described below. 
 

Number of Diagnoses or Management Options 
The number of possible diagnoses and/or the number of management options 
that must be considered is based on the number and types of problems 
addressed during the encounter, the complexity of establishing a diagnosis and 
the management decisions that are made by the physician. 

 
Generally, decision making with respect to a diagnosed problem is easier than 
that for an identified but undiagnosed problem. The number and type of 
diagnostic tests employed may be an indicator of the number of possible 
diagnoses. Problems which are improving or resolving are less complex than 
those which are worsening or failing to change as expected. The need to seek 
advice from others is another indicator of complexity of diagnostic or 
management problems. 

 DG: For each encounter, an assessment, clinical impression, or diagnosis 
should be documented. It may be explicitly stated or implied in 
documented decisions regarding management plans and/or further 
evaluation. 
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o For a presenting problem with an established diagnosis the record 
should reflect whether the problem is: a) improved, well controlled, 
resolving or resolved; or, b) inadequately controlled, worsening, or 
failing to change as expected. 

o For a presenting problem without an established diagnosis, the 
assessment or clinical impression may be stated in the form of 
differential diagnoses or as a "possible", "probable", or "rule out" 
(R/O) diagnosis. 

 DG: The initiation of, or changes in, treatment should be documented. 
Treatment includes a wide range of management options including patient 
instructions, nursing instructions, therapies, and medications. 

 DG: If referrals are made, consultations requested or advice sought, the 
record should indicate to whom or where the referral or consultation is 
made or from whom the advice is requested. 

 

 
Amount and/or Complexity of Data to be Reviewed 

The amount and complexity of data to be reviewed is based on the types of 
diagnostic testing ordered or reviewed. A decision to obtain and review old 
medical records and/or obtain history from sources other than the patient 
increases the amount and complexity of data to be reviewed. 

 
Discussion of contradictory or unexpected test results with the physician who 
performed or interpreted the test is an indication of the complexity of data being 
reviewed. On occasion the physician who ordered a test may personally review 
the image, tracing or specimen to supplement information from the physician who 
prepared the test report or interpretation; this is another indication of the 
complexity of data being reviewed. 

 DG: If a diagnostic service (test or procedure) is ordered, planned, 
scheduled, or performed at the time of the E/M encounter, the type of 
service, eg, lab or x-ray, should be documented. 

 DG: The review of lab, radiology and/or other diagnostic tests should be 
documented. A simple notation such as "WBC elevated" or "chest x-ray 
unremarkable" is acceptable. Alternatively, the review may be 
documented by initialing and dating the report containing the test results. 

 DG: A decision to obtain old records or decision to obtain additional 
historyfrom the family, caretaker or other source to supplement that 
obtained from the patient should be documented. 

 DG: Relevant findings from the review of old records, and/or the receipt of 
additional history from the family, caretaker or other source to supplement 
that obtained from the patient should be documented. If there is no 
relevant information beyond that already obtained, that fact should be 
documented. A notation of “Old records reviewed” or “additional history 
obtained from family” without elaboration is insufficient. 
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 DG: The results of discussion of laboratory, radiology or other diagnostic 
tests with the physician who performed or interpreted the study should be 
documented. 

 DG: The direct visualization and independent interpretation of an image, 
tracing or specimen previously or subsequently interpreted by another 
physician should be documented. 

 
Risk of Significant Complications, Morbidity, and/or Mortality 

The risk of significant complications, morbidity, and/or mortality is based on the 
risks associated with the presenting problem(s), the diagnostic procedure(s), and 
the possible management options. 

 DG: Comorbidities/underlying diseases or other factors that increase the 
complexity of medical decision making by increasing the risk of 
complications, morbidity, and/or mortality should be documented. 

 DG: If a surgical or invasive diagnostic procedure is ordered, planned or 
scheduled at the time of the E/M encounter, the type of procedure, eg, 
laparoscopy, should be documented. 

 DG: If a surgical or invasive diagnostic procedure is performed at the time 
of the E/M encounter, the specific procedure should be documented. 

 DG: The referral for or decision to perform a surgical or invasive 
diagnostic procedure on an urgent basis should be documented or 
implied. 

The following table may be used to help determine whether the risk of significant 
complications, morbidity, and/or mortality is minimal, low, moderate, or high. 
Because the determination of risk is complex and not readily quantifiable, the 
table includes common clinical examples rather than absolute measures of risk. 
The assessment of risk of the presenting problem(s) is based on the risk related 
to the disease process anticipated between the present encounter and the next 
one. The assessment of risk of selecting diagnostic procedures and management 
options is based on the risk during and immediately following any procedures or 
treatment. The highest level of risk in any one category (presenting 
problem(s), diagnostic procedure(s), or management options) determines 
the overall risk. 

 
TABLE OF RISK 

(Modified from 1997 Guidelines for Psychiatry) 

 

Level of 
Risk 

Presenting 
Problem(s) 

Diagnostic 
Procedure(s) Ordered 

Management Options 
Selected 

Minimal 1 self-limited problem 
(e.g., medication side 
effect) 

Laboratory tests requiring 
venipuncture; 

Urinalysis 

Reassurance 

 
Low 

2 or more self-limited or 
minor problems; or 
1 stable chronic illness 

Psychological testing 

Skull film 

Psychotherapy 

Environmental intervention 

(e.g., agency, school, 
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 (e.g., well-controlled 
depressions); or 
Acute uncomplicated ill- 
ness (e.g., exacerbation 
of anxiety disorder) 

 vocational placement) 

Referral for consultation 

(e.g., physician, social 
worker) 

 
 

Moderate 

1 or more chronic illness 
with mild exacerbation, 
progression, or side 
effects of treatment; or 
2 or more stable chronic 
illnesses; or 
Undiagnosed new 
problem with uncertain 
prognosis (e.g., 
psychosis) 

EEG 

Neuropsychological testing 

Prescription drug 
management 

Open-door seclusion 

ECT, inpatient, outpatient, 

routine; no comorbid medical 
conditions 

 
 

High 

1 or more chronic 
illnesses with severe 
exacerbation, 
progression, or side effect 
of treatment (e.g., 
schizophrenia); or 
Acute chronic illness with 
threat to life (e.g., suicidal 
or homicidal ideation) 

Lumbar puncture 

Suicide risk assessment 

Drug therapy requiring inten- 
sive monitoring (e.g., taperin 
diazepam for patient in with- 
drawal) 

Closed-door seclusion 

Suicide observation 

ECT; patient has comorbid 
medical condition (e.g., 
cardiovascular disease) 

Rapid intramuscular 
neuroleptic administration 

Phamacologic restraint (e.g., 
droperidol) 

 

D. Documentation of an Encounter Dominated by Counseling or 
Coordination of Care 

 
In the case where counseling and/or coordination of care dominates (more than 
50%) of the physician/patient and/or family encounter (face-to-face time in the 
office or other or outpatient setting, floor/unit time in the hospital or nursing 
facility), time is considered the key or controlling factor to qualify for a particular 
level of E/M services. 

 
 DG: If the physician elects to report the level of service based on 

counseling and/or coordination of care, the total length of time of the 
encounter (face-to-face or floor time, as appropriate) should be 
documented and the record should describe the counseling and/or 
activities to coordinate care. 
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