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About Me 
Leslie Boles is Certified in Healthcare Compliance (CHC) 
professional and a Coding Instructor at Rutgers University. 
She is the Co-Owner & President of Revu Healthcare, a 
healthcare consulting firm. She has more than 14 years of 
experience in healthcare, coding, auditing and compliance 
in the hospital inpatient/outpatient settings, and 
physician coding education. Leslie has developed and 
implemented multiple training programs on physician 
coding and documentation, Medicare and Medicaid policy 
and compliance programs for certified coders. She is a 
subject matter expert in the areas of E/M, Radiology, 
OBGYN, General Surgery, Cardiology and Pathology 
coding. She prides herself in presenting very complex 
coding and documentation regulations in a simplified 
manner to physicians and clinicians. She has the 
credentials of CCS, CPC, CPMA, CHC, CPC-I and CRC from 
the American Academy of Professional Coders, American 
Health Information Management Association and the 
Health Care Compliance Association.

Disclosure and Objectives

• Leslie Boles, BA, CCS, CPC, CPMA, CHC, CPC-I, CRC has no 
financial relationships with commercial interests to disclose 

1. Review updated 2021 Evaluation and Management 
coding guidelines and outline documentation 
requirements. 

2. Discuss correct reporting and documentation guidelines 
for billing modifier requirements.

3. Explain recent enforcement activity related to 
billing/coding compliance. 

Agenda
oFalse Claims Act
oBackground & Overview of New 2021 E/M Changes
oNew Prolonged Service CPT Codes & Documentation 

Requirements
oICD-10 Diagnosis Coding & Documentation 
oSocial Determinants of Health (SDOH) Codes 

oModifiers
oModifier 25
oModifier 59

oTelehealth/Telemedicine Updates 
oMedicare (CMS) Updates
oNo Surprises Act 

oQuestions

False Claims Act
Prohibits the 
submission of false 
or fraudulent claims 
to the government

2021 E/M Changes: Background

Key elements of the E/M office-visit overhaul include:

Eliminating history and physical exam as elements for code selection. While significant to both visit time and 
medical decision-making, these elements alone should not determine a visit’s code level.

• While the physician’s work in capturing the patient’s pertinent history and performing a relevant physical 
exam contributes to both the time and medical decision making, these elements alone should not 
determine the appropriate code level. The workgroup revised the code descriptors to state providers 
should perform a “medically appropriate history and/or examination”

Allowing physicians to choose whether their documentation is based on medical decision-making or total 
time. This builds on the movement to better recognize the work involved in non-face-to-face services like 
care coordination.

• MDM: The Workgroup did not materially change the three current MDM sub-components but did provide 
extensive edits to the elements for code selection and revised/created numerous clarifying definitions in 
the E/M guidelines. (See below for additional discussion.)

• Time: The definition of time is minimum time, not typical time, and represents total physician/qualified 
health care professional (QHP) time on the date of service. The use of date-of-service time builds on the 
movement over the last several years by Medicare to better recognize the work involved in non-face-to-
face services like care coordination. These definitions only apply when code selection is primarily based 
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2021 E/M Changes: Background (cont’d)
Key elements of the E/M office-visit overhaul include:
• Changing medical decision-making criteria to move away from simply adding up tasks to instead 

focus on tasks that affect the management of a patient’s condition.
• The Panel used the current CMS Table of Risk as a foundation for designing the revised 

required elements for MDM. Current CMS Contractor audit tools were also consulted to 
minimize disruption in MDM level criteria.

• Removed ambiguous terms (e.g., “mild”) and defined previously ambiguous concepts (e.g. 
“acute or chronic illness with systemic symptoms”).

• Also defined important terms, such as “Independent historian.”
• Independent historian - An individual such as a parent, guardian, surrogate, spouse, care 

giver, witness, who provides a history in addition to a history provided by the patient who is 
unable to provide a complete or reliable history due to developmental stage of the patient, or 
another mental condition(s) or because a confirmatory history is determined to be 
necessary. In the case where there may be conflict or poor communication between multiple 
historians and more than one historian(s) is needed, the independent historian(s) 
requirement is met.

• Re-defined the data element to move away from simply adding up tasks to focusing on tasks 
that affect the management of the patient (e.g., independent interpretation of a test performed by 
another provider and/or discussion of test interpretation with an external physician/QHP).

Overview of New 2021 E/M Changes
• There will be no required level of history or exam for visits 99202—99215. From the 

American Medical Association (AMA) website for 2021,
• “Office or other outpatient services include a medically appropriate history 

and/or physical examination, when performed. The nature and extent of the 
history and/or physical examination is determined by the treating physician or 
other qualified health care professional reporting the service. The care team 
may collect information and the patient or caregiver may supply information 
directly (e.g., by portal or questionnaire) that is reviewed by the reporting 
physician or other qualified health care professional. The extent of history 
and physical examination is not an element in selection of office or 
other outpatient services.”

• CPT code 99201 is deleted – Effective January 1, 2021
• The 2021 CPT® code set will not include new patient level 1 code 99201. 
• The revised code descriptors for the remaining office and outpatient E/M codes use 

MDM or time to dictate code selection. Code 99201 requires straightforward MDM, 
the same as 99202, and having two codes requiring the same level of MDM would 
be redundant.

• New E/M changes only apply to outpatient office visits (99202-99215)
• Components for code selection:

• MDM or
• Total time on the date of the encounter 

CPT code 99203 – New revisions
Office or Other Outpatient Services/New Patient
★99203 Office or other outpatient visit for the evaluation and management 
of a new patient, which requires these 3 key components: a medically 
appropriate history and/or examination and low level of medical decision 
making.

• A detailed history;
• A detailed examination;
• Medical decision making of low complexity.

Counseling and/or coordination with other physicians, other qualified 
health care professionals, or agencies are provided consistent with the 
nature of the problem(s) and the patient’s and/or the family’s needs.

Usually the presenting problem(s) are of low to moderate severity. 
Typically, 30 minutes are spent face-to-face with the patient and/or family.

When using time for code selection, 30-44 minutes of total time is 
spent on the date of the encounter.

CPT code 99213 – New revisions

Office or Other Outpatient Services/Established Patient
★99213 Office or other outpatient visit for the evaluation and management 
of an established patient, which requires at least 2 of these 3 key components: a 
medically appropriate history and/or examination and low level of medical 
decision making.

An expanded problem focused history;
An expanded problem focused examination;
Medical decision making of low complexity.

Counseling and/or coordination with other physicians, other qualified health care 
professionals, or agencies are provided consistent with the nature of the 
problem(s) and the patient’s and/or the family’s needs.
Usually the presenting problem(s) are of low to moderate severity. Typically, 15 
minutes are spent face-to-face with the patient and/or family.
When using time for code selection, 20-29 minutes of total time is spent on 

the date of the encounter. 

Medical Decision Making (MDM)

4 Levels of Risk – Terms are still the same 

Minimal Low Moderate High 
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Example - 99202
DOS: 10/8/2020
HPI: 50-year-old new male patient presents for skin cancer screening. He has no other 
concerns. 
ROS: 2-9 systems reviewed, negative
Vitals: 127/83 – BP, 197lbs – Weight

Skin: Total body skin exam is performed. On exam, he has a few scattered nevi and 
seborrheic keratoses, but nothing remarkable.

Assessment Plan: No treatments are recommended, but he is counselled on the 
importance of using sunscreen. He will follow-up as needed. No data is reviewed. 

The patient presents two self-limited minor problems: (benign nevi, seborrheic keratoses) 
which considered low under number and complexity of problems addressed. There was no 
data to be reviewed which meets the criteria of minimal or none under amount and/or 
complexity of data to be reviewed and analyzed. The risk of complications and/or 
morbidity or mortality of patient management includes recommending use of sunscreen
qualifying this as a minimal level.

Time 
Disclaimer: These definitions only apply when code selection is primarily based on time and not MDM.

Total time spent on the date of the encounter 

Face-to-face and non-face-to-face activities
• Counseling and educating the patient, family, and/or caregiver

• Communicating results to the patient/family/caregiver

• Coordinating the care of the patient when not separately reported

• Ordering prescription medications, tests, or procedures

• Performing a medically appropriate history and examination

• Preparing to see the patient such as reviewing the patient’s record
• Obtaining and/or reviewing separately obtained history

• Ordering prescription medications, tests, or procedures

• Referring and communicating with other health care providers when not separately reported during the visit
• Documenting clinical information in the electronic or other health record

• Independently interpreting results when not separately reported

*The current time documentation requirements do not apply for the 2021 E/M time requirements. Use the 
billing practitioner’s time only, not clinical or non-clinical staff time. The nature of the work must require 
practitioner knowledge and expertise. 

For Example: Waiting on hold for pre-cert authorization would not qualify; a peer-to-peer discussion with a 
physician at an insurance company would qualify.

Time 
(Ranges)

• *Please Note: Total time must fall exactly 
into the ranges for the code to apply.*

New Prolonged Service CPT Codes & 
Documentation Requirements

For New Patient Visits:
• If total time is less than 15 minutes No Code will apply
• If time is greater than 74 minutes add Prolonged EM Service

For Established Patient Visits:
• If total time is less than 10 minutes No Code will apply
• If times greater than 55 minutes add Prolonged EM Service

• Addition of a shorter 15-minute prolonged service code
• To be reported only when the visit is based on time and after the total time of the highest-level service 

(i.e., 99205 or 99215) has been exceeded
99417 Prolonged office or other outpatient evaluation and management service(s) (beyond the 
total time of the primary procedure which has been selected using total time), requiring total time 
with or without direct patient contact beyond the usual service, on the date of the primary service; 
each 15 minutes (List separately in addition to codes 99205, 99215 for office or other 
outpatient Evaluation and Management services)
G2212 Prolonged office or other outpatient evaluation and management service(s) beyond the 
maximum required time of the primary procedure which has been selected using total time on the 
date of the primary service; each additional 15 minutes by the physician or qualified healthcare 
professional, with or without direct patient contact (list separately in addition to cpt codes 99205, 
99215 for office or other outpatient evaluation and management services) (do not report g2212 on 
the same date of service as 99354, 99355, 99358, 99359, 99415, 99416). (do not report g2212 for 
any time unit less than 15 minutes)

New Prolonged Service CPT Codes & Documentation Requirements

Time Examples – 99215 
Chief Complaint: Rash 
HPI: This established patient is a 40-year-old female with chronic dermatitis and 2-week 
history of a severely, itchy red rash on their right arm, not improving with over-the-counter 
lotion. Patient is here for follow-up of dermatitis and rash on right arm. 
Social History: Negative for tobacco 
ROS: Dry Skin 
PE:
Constitutional: 127/83 – BP, 167lbs – Weight
Respiratory: No rails, no rhonchi, no wheezing
Skin: Rash on right arm, 
Cardio: No tachycardia, Regular rate and rhythm 
Assessment/Plan: Patient is doing well on current medications but will add Triamcinolone 
Acetonide Cream 0.1% for rash. Will send meds to patient pharmacy, Walgreens. Spent 20 
minutes face to face with patient, spent 15 minutes documenting patient notes and reviewing 
history prior to visit. Spent 5 minutes call in RX to Walgreens. Total Time – 40 minutes.
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ICD-10 diagnosis Coding and Coding 
specificity 
ICD-10 Coding 
“ Getting Specific with the Unspecified”

UNSPECIFIED ……. 
UNKNOWN……..
RULE OUT………
OTHER…………

ICD-10 
Coding 

Reminders: 
Uncertain 
diagnosis 

Do not code diagnoses documented 
as “probable”, “suspected,” 
“questionable,” “rule out,” 
“compatible with,” “consistent with,” 
or “working diagnosis” or other 
similar terms indicating uncertainty. 
Rather, code the condition(s) to the 
highest degree of certainty for that 
encounter/visit, such as symptoms, 
signs, abnormal test results, or other 
reason for the visit.

ICD-10 
Coding 

Reminders: 
Signs and 

Symptoms

Codes that describe symptoms 
and signs, as opposed to 
diagnoses, are acceptable for 
reporting purposes when a 
related definitive diagnosis has 
not been established (confirmed) 
by the provider. Chapter 18 of 
ICD-10-CM, Symptoms, Signs, 
and Abnormal Clinical and 
Laboratory Findings, Not 
Elsewhere Classified (codes R00.0 
- R99) contains many, but not all, 
codes for symptoms.

Social 
Determinates 

of Health 
(SDOH) 
CODES 

ICD – 10 Code SDOH Categories:

• Z55 – Problems Related to education 
and literacy

• Z56 – Problems related to 
employment and unemployment

• Z57 – Occupational Exposure to risk 
factors

• Z59 – Problems related to housing 
and economic circumstances

• Z60 – Problems related to social 
environment

• Z62 – Problems related to upbringing 

Social Determinates of Health (SDOH) CODES (cont’d)

Z56.1 
Change of Job

Z56.2 
Threat of Job 

Loss

Z56.3 
Stressful 

Work 
Schedule

Z59.0 
Homelessness

Z60.2 
Problems 
Related to 

Living Alone

Z62.6 
Inappropriate 

(excessive) 
parental 
pressure 

Z63.0 
Problems in 
relationship 
with spouse 
or partner

Z63.1 
Problems in 
relationship 
with in-laws

Modifiers Modifiers are added to CPT codes 
to inform the payer that the 
procedure performed has been 
altered by a distinct factor or 
circumstance. Modifiers can 
increase or decrease 
reimbursement.
Modifiers are also “Flags” 
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Modifier 25 
• Significant, separately identifiable evaluation and management service by 

the same physician or other qualified healthcare professional on the 
same day of the procedure or other service. 

• Both the medically necessary E/M service and the procedure must be 
appropriately and sufficiently documented by the physician or qualified 
NPP in the patient’s medical record to support the need for Modifier -25 
on the claim for these services, even though the documentation is not 
required to be submitted with the claim. 

*Append modifier 25 to an E/M service when the provider renders an E/M 
to the patient on the same day as another service or procedure. The 
medical documentation must justify performing the separate E/M service. 
The patient’s condition may warrant the same provider performing a 
separate E/M service and another service or procedure on the same day*

Modifier 59 AKA the unbundler 

Distinct procedural service. Under certain circumstances, it may be 
necessary to indicate that a procedure or service was distinct or 
independent from other non-E/M services performed on the same day. 

Modifier 59 is used to identify procedures/services, other than E/M 
services, that are not normally reported together, but are appropriate 
under the circumstances. Documentation must support a different 
session, different procedure or surgery, different site or organ system, 
separate incision/excision, separate lesion, or separate injury (or area 
of injury in extensive injuries) not ordinarily encountered or performed 
on the same day by the same individual. However, when another 
already established modifier is appropriate, it should be used rather 
than modifier 59. Only if no more descriptive modifier is available, and 
the use of modifier 59 best explains the circumstances, should 
modifier 59 be used.  

Modifier XE, XS, XP, XU 
• XE – “Separate encounter, A service that is distinct because it 

occurred during a separate encounter” This modifier should only be 
used to describe separate encounters on the same date of service.

• XS – “Separate Structure, A service that is distinct because it was 
performed on a separate organ/structure”

• XP – “Separate Practitioner, A service that is distinct because it was 
performed by a different practitioner”

• XU – “Unusual Non-Overlapping Service, The use of a service that is 
distinct because it does not overlap usual components of the main 
service”

*MEDICARE ONLY*

Telehealth/Telemedicine 
Updates 

• CMS created the POS 02 for telehealth so that a modifier was 
not needed. By using POS 02, the MAC knows the service is 
telehealth and processes the claim as such.

• CMS says providers who usually provide services in the office 
should use POS 11 for their telehealth services during the 
COVID-19 PHE. But the MAC needs to know that the service is 
telehealth. Without using POS 02 and using POS 11, however, 
the MAC cannot distinguish between an in-person service and a 
telehealth encounter. 

Telehealth: The final rule adds more than 60 services to Medicare's telehealth list, 
ensuring they are covered beyond the end of the COVID-19 public health emergency. 
For CY 2021, we are finalizing the addition of the following list of services to the 
Medicare telehealth list on a Category 1 basis. Services added to the Medicare 
telehealth list on a Category 1 basis are like services already on the telehealth list:

• Group Psychotherapy (CPT code 90853)
• Psychological and Neuropsychological Testing (CPT code 96121)
• Domiciliary, Rest Home, or Custodial Care services, Established patients (CPT codes 

99334-99335)
• Home Visits, Established Patient (CPT codes 99347-99348)
• Cognitive Assessment and Care Planning Services (CPT code 99483)
• Prolonged Services (HCPCS code G2212)

Additionally, we are finalizing the creation of a third temporary category of criteria for 
adding services to the list of Medicare telehealth services. Category 3 describes 
services added to the Medicare telehealth list during the public health emergency 
(PHE) for the COVID-19 pandemic (COVID-19 PHE) that will remain on the list through 
the calendar year in which the PHE ends.

2021 Medicare (CMS) Physician Fee Schedule 
Final Rule Updates No Surprises Act (Effective January 1, 2022)

The Consolidated Appropriations Act of 2021 established several new 
requirements for providers, facilities, and providers of air ambulance services to 
protect consumers from surprise medical bills. These requirements are 
collectively referred to as “No Surprises” rules. Among other things, these include 
prohibiting balance billing in certain circumstances and requiring disclosure about 
balance billing protections, requiring transparency around health care costs, 
providing consumer protections related to continuity of care, and establishing 
requirements related to provider directories.

• No balance billing for out-of-network emergency services (PHSA 2799B-1; 45CFR 
149.410)

• No balance billing for non-emergency services by nonparticipating providers at 
certain participating health care facilities, unless notice and consent was given in 
some circumstances (PHSA 2799B-2; 45 CFR 149.420)

• Disclose patient protections against balance billing (PHSA 2799B-3; 45 CFR 
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No Surprises Act (Con’d)
No balance billing for air ambulance services by nonparticipating 

air ambulance providers (PHSA 2799B-5; 45 CFR 149.440) 
Provide good faith estimate in advance of scheduled services, or 

upon request (PHSA 2799B-6; 45 CFR 149.610 (for uninsured or 
self-pay individuals) 
Ensure continuity of care when a provider’s network status 

changes (PHSA 2799B-8) 
Improve provider directories and reimburse enrollees for errors 

(PHSA 2799B-9) 

References 
• www.ama.com
• www.aapc.com
• www.cms.gov
• https://www.novitas-

solutions.com/webcenter/portal/NovitasSolutions
• https://www.cms.gov/files/document/high-level-overview-provider-

requirements.pdf
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