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In November 2021, the Centers for Medicare and Medicaid Services (CMS) set 
o�  a bombshell with new rules governing how physicians and NPs/PAs can bill
split hospital visits. The rules took e� ect this Jan. 1, just two months after they
were fi nalized.

Who gets to bill?

New rules for
split visits



 Groups with physician-NP/PA teams were left scram-
bling to fi gure out how to implement the new rules. The
group led by Sushamma Brimmer, MD, regional hospi-
talist medical director for the Northeast Texas Region of
CHRISTUS Health, with two campuses, is a case in point.
 "For us, it's still a work in progress," says Dr. Brimmer,
speaking in mid-December. "Right now, I'm working with
the fi nance and coding departments to try to fi gure this
out, and I'm not sure there's a best way to handle it. But
I do know that we have to come up with something that
won't terribly a� ect our workfl ow." Like hospitalist leaders
and administrators around the country, Dr. Brimmer spent
the last weeks of 2021 in meetings with her physicians and
NPs/PAs, trying to fi gure out options to meet the new rules.
 Those options may come down to having doctors
spend more time performing (and documenting) split vis-
its with NP/PA teams or letting NPs/PAs bill more visits at
85% of the physician fee schedule. Some group members 
don't much like either option.

What the new rules say
For years, physicians and NPs/PAs have been submitting 
bills for split (or shared) visits under physicians' names and 
ID numbers for 100% of the allowable physician fee—as 
long as doctors perform a "substantive portion" of the visit. 
(Otherwise, NPs/PAs bill under their own names and ID 
numbers at 85% of the allowable fee.) Medicare, however, 
has never provided any real oversight of that billing. Fur-
ther, it's never spelled out what a "substantive portion" of a 
visit really means, other than saying that doctors can't just 
rubber-stamp the care that NPs/PAs provide and capture 
the visit at 100%.
 That's now changed. In its proposed rule last year, the
CMS said "substantive" would consist of having to perform 
more than 50% of the time it took for the entire visit; only
the provider spending that 50+% time could bill it. But in
response to very loud concerns—after all, tracking time in
the hospital has been used only for critical care and pro-
longed services, never for admissions and subsequent in-
patient care or ED visits—the CMS in its fi nal rule decided
to make 2022 a transitional year.
 For this year only, doctors and NPs/PAs can determine
who bills a shared visit by using either that more-than-50% 
time gauge—or physicians will be considered to be pro-
viding a substantive portion of the visit if they perform one 

"We have to come up 
with something that 
won't terribly aff ect

 our workfl ow."
–Sushamma Brimmer, MD

CHRISTUS Health

of three key visit components (history, exam or medical 
decision-making) in its entirety.
 That "entirety" language is also brand new. Up to now,
doctors and NPs/PAs have both been able to contribute
to all visit components and still bill at 100%. As for 2023,
when this transitional year ends? As the fi nal rule currently
stands, the CMS will crack down and allow only time of
more than 50% to determine billing.
 Another change this year and going forward: Previously,
the CMS had no idea if a visit being billed at 100% under
a physician's name was actually provided by two di� er-
ent clinicians. Now, all shared visit bills must come with a
new modifi er—FS-Split—to tip the agency o�  and allow it
to track those claims.

A move toward more transparency
What's behind the changes? According to Michael L. 
Powe, vice president, reimbursement and professional 
advocacy for the American Academy of Physician Assis-
tants, Medicare has come to recognize that, in certain en-
counters, NPs/PAs may often perform the lion's share of 
the care. If that's the case, the CMS would rather pay only 
85% of charges, not the 100% that groups may have been 
billing up until now.
 Also, says Mr. Powe, the CMS is looking for transpar-
ency about physician-NP/PA teams, as well as the ability
to collect data (through the new modifi er) on visits NPs/
PAs contribute to.

 "We never know with these visits who does what and
how health care teams contribute to quality, patient sat-
isfaction and care outcomes," he says. "We're never able
to track the productivity of NPs/PAs or the revenue they
generate because of billing mechanisms like shared bill-
ing." When visit claims don't accurately refl ect the actual
level of care NPs/PAs provide, he adds, NPs/PAs can look
less important to their organizations.
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 "If you don't really understand their impact in health care," 
says Mr. Powe, "you can't determine how to most e�  ciently 
utilize the members of health care teams going forward."
 Mr. Powe is also waiting to see what changes this tran-
sitional year brings. "More transparency and visibility for
NPs/PAs could be a good thing," he says. He also believes 
that, given the new visit component requirements, some
doctors may choose to bill fewer shared visits—and NPs/
PAs in the hospital may start submitting more bills at 85%.

Making team care less attractive?
In Jackson, Miss., Heather Miles, CPC, is the practice 
administrator for the hospital medicine department at St. 
Dominic Hospital. She also administers the billing and 
documentation of her hospital's neurology and palliative 
care departments, both of which utilize NPs/PAs.
 In their current model, the NP/PA-hospitalist teams at St.
Dominic share documentation, with physicians billing on
more acute cases and NPs/PAs managing less acute care.

"It's the physicians' call on how often they want to add an
addendum and capture the charge," Ms. Miles points out.

"That's the benefi t of a true 'split-share' environment in
which the team shares the work."
 Like Mr. Powe, she thinks the revised rules could spur
more non-split NP/PA bills at 85%, and she worries about
that potential hit to her hospital's revenue.
 But she has other concerns. Two years ago, the hospital
medicine department decided to change the NP/PA con-
tracts so those advanced providers could share in the pro-
ductivity bonuses the physicians receive when they meet
their RVU threshold on split visits. Currently, the bonuses are 
divided 75%-25% between the doctors and the NPs/PAs.
 "That provided a great deal of satisfaction for our ad-
vanced practice providers," says Ms. Miles. Now, she wor-
ries that generating more bills at 85% will drive competi-
tion over RVUs between the doctors who work with NP/
PA teams and the NPs/PAs themselves.
 Or if physicians working with NPs/PAs want to continue
billing 100% and safeguard a higher number of RVUs, they

may have to do more work during shared visits than just 
providing an appropriate addendum.
 "At what point," Ms. Miles asks, "will doctors decide they
no longer want to work in a team pair?" Currently, only
40% of the physicians in her group choose to work on a
team with an NP/PA. In response to the new billing rules,
she's concerned that the ranks of hospitalists who want to
work solo may grow, even though the hospitalists rely on
their NP/PA teams to help manage their census.

The case for practicing autonomously
Hospitalist Timothy Capstack, MD, was the lead author of 
an infl uential study on how groups use NPs/PAs that ap-
peared in the October 2016 issue of the Journal of Clinical 
Outcomes Management.
 In that research, Dr. Capstack found that his private
group in Maryland—compared to an employed hospitalist
group working in the same hospital—had the same out-
comes with lower costs by using what the article called an

"expanded PA" care model. Compared to the other group,
his program relied on a much higher PA-to-physician sta� -
ing ratio, with physician-PA pairs seeing considerably
more patients per day than its comparator.
 Dr. Capstack's group has now rebranded as Adfi nitas
Health, a private hospitalist group with about 200 phy-
sicians and 200 NPs/PAs serving in 15 hospitals and 50
post-acute care settings across six states. (Dr. Capstack
is partner and clinical integration director.) Given that
the group's number of NPs/PAs has kept pace with that
of doctors, it's clear that NPs/PAs are still key to the pro-
gram's care model. Because the group relies on their abil-
ity to practice autonomously, NPs/PAs undergo extensive
training and onboarding when they're hired.
 The extensive use of NPs/PAs is a selling point for hospi-
tal clients, Dr. Capstack says. "We've found a receptive en-
vironment," he points out. "We're more a� ordable because
our salary needs are so much lower than groups sta� ed en-
tirely by physicians. Hospitals have to o� set less of our costs."
 Sometimes, doctors in his group do fi nd it medically

"More transparency and visibility for NPs/PAs 
could be a good thing."

–Michael L. Powe
American Academy of Physician Assistants
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necessary to split a visit with an NP/PA, and "we'll of 
course spend as much time as we need to," he says. But 
many NP/PA visits are billed at only 85%, which Dr. Cap-
stack says makes sense for his group.
 "It takes a fair amount of time for the physician to earn
that additional 15%," he notes. "If it's not clinically neces-
sary, it makes more fi nancial sense for physicians to see
new patients of their own instead of doing several split
visits. We don't count on split visits for a big chunk of our
reimbursement." While the new billing rule will have some
impact on him and his colleagues, he adds, "it probably
won't get to us as much as it might a� ect other groups that 
have di� erent billing structures."

How to assign RVUs
Alissa M. Clough, MD, is president of Inpatient Physician 
Associates, a private hospitalist group in Lincoln, Neb., 
that covers two Bryan Health hospitals. To fi gure out what 

"At what point will 
doctors decide they 

no longer want to 
work in a team pair?"

–Heather Miles, CPC
St. Dominic Hospital

When it comes to the CMS' revised rules for split bill-
ing, the possible impact on billing new and subsequent 
inpatient visits—and on hospitalist workfl ow—are getting 
most of the attention. But the new rules include other 
changes that should be on hospitalists' radar.
 For one, NPs/PAs and physicians for the fi rst time
can now submit split bills for some services in skilled
nursing facilities. That change may not have much of an
impact because two providers aren't usually engaged
in SNF visits.
 But here's another fi rst: Physicians and NPs/PAs can now
submit split bills for critical care services, and that's a big
deal for hospitalists who work with NPs/PAs in open ICUs.
Inpatient Physician Associates in Lincoln, Neb., a private
hospitalist group that covers two Bryan Health hospitals,

her group wants to do to get ready for the revised rules, 
Dr. Clough has put in hours with representatives of her 
group's billing company as well as her hospitals' director 
of medical informatics and operations director.
 Until now, her group—with 38 physicians and 30 NPs/
PAs—has billed about 90% of its claims for NP/PA team
care as split visits at 100%. Going forward, she's not sure
how many of those claims may start being billed at only
85%, or what impact that change could have on group rev-
enue. (See "An opportunity in open ICUs?" below.)

does just that, says president Alissa M. Clough, MD.
 "Shared critical care billing could have some advan-
tages, and I'm excited about it," Dr. Clough says. "Now,
we'll be able to get credit for both physicians' and NPs/
PAs' time, which should boost our payments." While her
group's NPs/PAs may start billing additional non-critical
care services at 85%, the gains or added RVUs that
group members may see in split critical care billing could
o� set that lost revenue.
 Critical care services, of course, are billed according
to time, so the new split billing rules in the ICU pose
some logistical and template challenges. According to
Dr. Clough, she and her colleagues aren't sure yet how to
best capture the time element for each provider.
 But "we may have to revise the critical care note—and
we'll need some kind of pop-up or alert to make sure
physicians enter both their time and that of the associate,"
she says. Her group plans to lean on its Epic resources to
make documenting time spent providing critical care for
split bills more seamless.
 "Whatever alert we go with, it has to be built in so time
is tracked for every shared ICU visit," Dr. Clough notes. "It
can't be user-dependent."

"Shared critical care 
billing could have 
some advantages."
Alissa M. Clough, MD
Inpatient Physician Associates 

An opportunity in open ICUs?

TH
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 "The physicians may just go see more patients" as in Dr.
Capstack's group, Dr. Clough says. "In the end, we may
not worry about the 15%."
 But that raises logistical and accounting challenges, she 
says, such as how to make sure the RVUs being billed at
85% under the NPs/PAs get assigned to the physicians
who supervise them. That RVU assignment for physicians
is also top of mind for Dr. Brimmer in Texas.
 "One option may be to put all the RVUs generated by
NP/PA billing at 85% into a bucket, then divide them among 
all the physicians who work with NPs/PAs," says Dr. Brim-
mer. "That would assume that all those doctors use NPs/
PAs pretty evenly." She adds that productivity accounts for
as much as 25% of physicians' income in her group.
 In Nebraska, Dr. Clough and her colleagues are also try-
ing to fi gure out what EHR and documentation changes are
needed to accommodate the new billing rules. "Most of our
shared billing right now is for admissions," she points out.
To meet the new rule's component requirements for billing
a shared visit at 100%, her group is reviewing how best to
document in attestations that physicians are indeed provid-
ing the substantive portion of medical decision-making or of 
whichever component they choose to complete.
 "Our physicians already do this, but has that been docu-
mented in a manner that complies with this new rule?" Dr.
Clough says. "We're working on adding some Epic Smart-
Phrases and a hard stop to make sure doctors document
the assessment and plan within the attestation." She also
thinks that "physicians will have to do a bit more documen-
tation and be more diligent about making sure the assess-
ment and plan are on every attestation we do."

Weighing component options
According to Dr. Capstack in Maryland, the visit component 
that doctors opt to complete to meet the new rule will be 
based in part on the particular patient they're treating. (Again, 
according to the new rules, physicians' ability to document 

a note component in its entirety and bill a split visit will no 
longer be an option in 2023.) But in terms of being e�  cient 
with physician time in split visits this year, "I'm guessing that 
documenting the interval history might be the way to go," he 
says. "That would be less cumbersome than medical deci-
sion-making, which makes up the bulk of the progress note."
 In Texas, Dr. Brimmer is also weighing options around
the various visit components. While she is certainly sensi-
tive to physicians' time and productivity needs, she's also
concerned about NP/PA job satisfaction.
 "If we have to structure split visits in a way that NPs/PAs
can't bring anything to the table in terms of their clinical
thinking, I'm worried they'll feel like a scribe," Dr. Brimmer
says. "That concerns me. I defi nitely respect and value our
advanced practice clinicians, and the last thing I want to
do is lose them."
 For at least the fi rst quarter this year, Dr. Brimmer adds,
she and her colleagues may not make major changes. In-
stead, "we may just let the chips fall where they may, then
make whatever changes we need."
 Mr. Powe from the AAPA points to another unknown: what 
defi nitive guidance Medicare administrative contractors
(MACs) might put out about the revised rules and how much
variation among MACs there will be. In the meantime, his big-
gest concerns are about 2023, when the rules are slated to
change—and split billing may be based exclusively on time.
 If that's the case for 2023, "it may be necessary for the
CMS to have some discussions with various professional
groups about that," he says. Dr. Clough in Nebraska agrees.
 "We're going to take this a year at a time," she says. As
for the drastic changes slated for 2023, "I'm going to hope
that the Society of Hospital Medicine and other groups
will continue to work toward solutions that benefi t all par-
ties. I worry about the strain on groups from only time-
based coding for all shared visits."

Phyllis Maguire is Executive Editor of Today's Hospitalist.

TH

"It makes more fi nancial sense for physicians to 
see new patients of their own instead of doing 

several split visits."
–Timothy Capstack, MD

Adfi nitas Health
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Billing NP/PA services? Here’s what you need to know
Always billing shared visits may not be the best strategy

Edward Doyle

For Tricia Marriott, PA-C, MPAS, the 2018 State of 
Hospital Medicine report issued by the Society of 
Hospital Medicine (SHM) included this disturbing data 
point: About 10% of groups report using NPs/PAs to 
provide services for which they can’t bill. 
 “One chair of a hospital department told me he
used his nurse practitioners as ‘Epic intervention-
ologists,’ ” said Ms. Marriott at a presentation on NP/
PA return on investment at this year’s SHM annual
meeting. “If you’re not generating a positive margin
from your use of NPs/PAs, you’re doing it wrong, and
you’re missing a big opportunity.”
 Both she and another presenter—Michael L. Powe,
vice president, reimbursement and professional advo-
cacy for the American Academy of PAs—discussed the
requirements behind billing shared visits. That’s where
both an NP/PA and a collaborating physician bill for the
care of a patient under the physician’s name to be reim-
bursed at 100% of the physician fee schedule.
 Both also made a strong case for allowing NPs/
PAs to bill under their own name and provider ID
and be reimbursed at 85% of that schedule, as al-
lowed by payer policy. As Ms. Marriott pointed out,

“The positive margin contribution billed by NPs/PAs
is still signifi cant.”

Shared billing musts and caveats
Some shared-visit musts: Both the physician and the 
NP/PA must be employed by the same entity, and 
they must both provide services to the same patient 
on the same calendar day.
 And a caveat: Doctors and NPs/PAs cannot bill
shared visits for procedures or critical care.
 “Procedures can be billed only by the person do-
ing the procedure,” Mr. Powe pointed out. “If NPs/
PAs are doing a procedure, even if a physician is
standing next to them and signing the record, that
procedure can be billed only under the NP/PA name
and provider number.”
 As for critical care, if a physician spends 20 minutes
with a patient in the ICU and an NP/PA from the same
group separately spends 15 minutes later in the day, it
would not be appropriate to combine those minutes
to attempt to qualify for a 99291 bill.
 Other than procedures and critical care, however,
shared billing for an evaluation and management ser-
vice—admission, subsequent visit or discharge—is
wide open.
 “It doesn’t matter how much or how little time the
doctor spends with that patient on that day,” said Mr.
Powe. “If the NP/PA spends 35 minutes with the pa-
tient and the doctor spends only fi ve, those two times
can be combined and billed under the physician.”

Substantive care
But to bill a shared visit, doctors must provide some 
substantive portion of the history, exam or medical 
decision-making.
 “Medical necessity must drive a shared visit,” Ms.
Marriott explained. “The physician has to contribute
something to patient care that goes beyond just
confi rming that the NP/PA already did the right thing.”

“One chair of a hos-
pital department 
told me he used his 
nurse practitioners 
as ‘Epic interven-
tion-ologists.’ ”
–Tricia Marriott, PA-C, MPAS
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That’s where physicians can fall short, she added, 
and not understand the clinical and documentation 
requirements for billing a shared visit.
 What constitutes a substantive element? Accord-
ing to the CMS, doctors must perform all or some por-
tion of the history, exam or medical decision-making.

“That could be rather limited,” Mr. Powe pointed out,
“and documenting only a few lines can be su�  cient to 
recognize the physician’s role.”
 Some examples of what may not be enough in
terms of documentation: “Seen and examined,” with
a physician signature, or “seen and agree with above,”
signed by the physician.
 “We don’t know from that language,” he said, “what
professional service the physician provided.”

Inconsistencies across MACs
Mr. Powe pointed to another wrinkle with shared vis-
its: Each state has its own Medicare administrative 
contractor (MAC), each with its own medical director 
or CMO.
 Some state MACs hold that physicians must docu-
ment doing at least one complete element in the his-
tory, exam or medical decision-making to bill a shared 
visit.
 To add to the confusion: One state MAC takes a
less restrictive view of shared billing and its docu-
mentation. While the “seen and examined” language
may not make the grade for some MACs, Wisconsin
Physicians Service would accept that language, Mr.
Powe noted.
 “Your local MAC is going to adjudicate your claim,” he
noted. “That’s what you have to be in alignment with.”
 As for what he considers potentially appropriate
documentation, he gave this example: “I have per-
sonally seen and examined the patient, reviewed the
NP’s/PA’s hx, exam, and medical decision-making
and agree with assessment and plan,” signed by the
physician. “But I would love to see something clinical
on that note, and two or three lines is all you need.”

 And “if the doctor sticks her head in the door and
then cosigns the chart, it does not get you to a shared
visit,” said Mr. Powe. Instead, “bill that service under
the NP/PA and take the 85%.”

Chasing the 15% 
Many groups are reluctant to have NPs/PAs bill their 
own services and be reimbursed at 85% of the phy-
sician fee schedule. “They believe they’re leaving 
15% on the table,” Ms. Marriott said. But having your 
physicians visit every NP/PA patient every day may 
not be the best use of your doctors’ time. Instead of 
having physicians do repetitive work on stable pa-
tients, doctors could be processing earlier discharg-
es, moving admissions out of the ED faster or seeing 
higher-acuity patients.
 Part of the problem, she noted, is that doctors don’t
want to lose RVUs by having NPs/PAs bill under their
own ID number. “That’s a discussion every group
must have, and maybe you’ll fi nd a way to compen-
sate doctors for being supervising or collaborating
physicians in lieu of those RVUs,” said Ms. Marriott.
 Plus, not allowing NPs/PAs to bill their own services
can pose problems when you’re trying to hire more.
 “You have to be able to tell your CFO how many
RVUs your NPs/PAs are billing to make the argument
for hiring,” Ms. Marriott said. When groups bill all NP/
PA work under shared visits, “NP/PA revenue is often
buried under that of the physicians.”

“If the doctor
sticks her head in 
the door and then 

cosigns the chart, 
it does not get you 

to a shared visit.”
–Michael L. Powe

American Academy of PAs

TH

Edward Doyle is Editor of Today’s Hospitalist. 
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A look at teaching physician rules
Not following the rules still gets hospitals—and doctors—in trouble

Sue A. Lewis, RN, CPC, PCS

With a brand new class of residents arriving in 
teaching hospitals in just a few months, it’s a good 
time to take another look at teaching physician rules.
 I’ll start with this quick reminder of a change last 
year: Supervising physicians are no longer required 
to re-document medical students’ documentation of 
a service. That, of course, comes with the caveat that 
teaching physicians must still personally perform (or 
re-perform) the physical exam and medical decision-
making involved with whatever evaluation and man-
agement service is being billed. While the modifi ca-
tion may seem small, it should be saving supervising 
doctors some time.
 While the rest of this column won’t highlight recent 
changes, that doesn’t mean you should stop reading. 
Although teaching rules (and how they a� ect docu-
mentation and billing) have remained the same, not 
following those rules still gets hospitals—and doc-

tors—in trouble. You still need to pay attention to the 
rules and understand their nuances. 

Time-based codes and admissions
Let’s start with time-based codes for critical care ser-
vices, prolonged services and hospital discharge-day 
management, just to name a few. For time-based 
codes, teaching physicians must be present for the 
entire period of time for which a claim is being made.
 For instance, if a resident performs discharge ser-
vices, reports CPT code 99239 (discharge, 30 min-
utes or more) and spends 50 minutes doing the ser-
vice, a teaching physician must be present the entire 
50 minutes. Any time spent by the resident without 
the teaching physician present cannot be reported.
 As for admissions, say residents admit a patient at 
night while a supervising physician doesn’t see the 
patient until the next day. Supervising physicians must 

document that they saw 
the patient and participat-
ed in that patient’s man-
agement. However, they 
may reference a resident’s 
note instead of re-docu-
menting any of the history, 
exam or decision-making, 
as long as the patient’s 
condition hasn’t changed 
and the teaching physician 
agrees with the resident’s 
note.
 But supervising physi-
cians have to document 
any change in a patient’s 

HOT TOPICS IN CODING   TEACHING RULES
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A look at teaching physician rules
Not following the rules still gets hospitals—and doctors—in trouble

Sue A. Lewis, RN, CPC, PCS
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condition that requires the note to be amended. Fur-
ther, the bill must reflect the date that supervising 
physicians saw the patient and specify their personal 
work in patient management. 

Minor procedures
Then there’s the issue of minor procedures. Teach-
ing rules indicate that residents (but not medical stu-
dents) can perform procedures that typically take five 
minutes or less to complete and do not require signifi-
cant medical decision-making.
 By “minor procedures,” I don’t mean those being 
performed on procedure services where hospital-
ist attendings supervise residents while training 
them to do bedside procedures such as paracen-
tesis and thoracentesis, for instance, or placing 
central lines.
 What I’m referring to is when residents on rotation 
in the emergency department—and hospitalists are in 
the emergency department all the time—are instruct-
ed to place some sutures in a patient. For hospitalists 
to be able to bill that service as teaching physicians, 
they must be present for that entire procedure.
 The same is true when residents perform an endo-
scopic procedure; while that could relate to a resident’s 
specialty rotation in GI, it could also be part of a resi-
dent’s primary care rotation. Teaching physicians must 
be present at the bedside during the entire viewing time.
 According to the teaching rules, viewing time starts 
at the time the endoscope is inserted and ends when 
the endoscope is removed. And by “must be present,” 
I mean: Viewing the procedure via a monitor in anoth-
er room does not meet the requirement of a teaching 
physician being personally present.

Image interpretation
Then there’s the issue of residents (again, not medical 
students) interpreting diagnostic radiology services 
and other diagnostic tests. While that may be espe-
cially true during residents’ radiology rotation, many 
internal medicine services may still send residents 
down to radiology to read X-rays.
 A teaching physician must perform or review resi-
dents’ interpretation. The Centers for Medicare and 
Medicaid Services (CMS) assumes that if a teaching 
physician’s signature is the only one on the interpre-
tation, that doctor personally performed the service 
him- or herself. If a resident prepares and signs the 
interpretation, the teaching physician must still docu-
ment that he/she personally reviewed not only the 
image but the interpretation as well and agrees with 
it. When teaching physicians don’t agree with a resi-
dent’s interpretation, they must edit the findings.
 If you work in a teaching setting with residents and 
medical students, it is well worth your time to review 
the teaching physician rules, perhaps on an annual ba-
sis. You can find them on the CMS Web site (CMS.gov) 
in the Internet-Only Manual 100-4 (Claims Processing 
Manual), chapter 12, section 100. They don’t read like a 
Stephen King novel—but then, reading Stephen King 
won’t keep you off Medicare’s radar. The CMS applies 
a lot of scrutiny to teaching physician documentation, 
so take the time to know what’s expected.

The CMS applies a lot of scrutiny to the 
documentation of teaching physicians.
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Sue A. Lewis, RN, CPC, PCS, is a clinical 
specialist for a nonprofit health plan in the 
Midwest. Send your billing and coding 
ques-tions to her at slewis56@q.com, and we 
may answer them in a future issue. 

1 1  H o t  T o p i c s  i n  C o d i n g Published in the April 2019 issue of Today’s Hospitalist



1 2  H o t  T o p i c s  i n  C o d i n g Published in the August 2018 issue of Today’s Hospitalist

HOT TOPICS IN CODING   ED SERVICES

1 2  A u g u s t  2 0 1 8  T o d a y ’ s  H o s p i t a l i s t

B Y  T H E  N U M B E R S

Billing ED services
When more than two doctors treat a patient, what can each bill?

Sue A. Lewis, RN, CPC, PCS

In response to my May Q&A, I received some 
comments stating that I had given a wrong answer 
to a question. The question: whether a hospitalist 
could bill for time spent evaluating a patient in the 
ED if the patient was ultimately discharged from the 
ED to home. I noted in my column that I didn’t think 
the hospitalist time was billable, and some readers 
vigorously disagreed.
 In this month’s column, we’ll take a look at some 
ED billing scenarios. As usual, details count: In some 
scenarios, there are two physicians seeing a patient 
in the ED and each can bill for services. In others, 
that’s not the case, or the ED visit by the hospital-
ist should be bundled into an initial hospital care or 
observation service.

Who can bill what?
Sometimes, it’s very clear that two doctors can bill 
for separate services in the ED, or that only one 

of them should. Take, for instance, a patient who 
comes in with arm pain and swelling from a fall o�  
a ladder. When the ED physician evaluates the pa-
tient, X-rays reveal a closed right forearm fracture of 
both the ulna and radius.
 Because the patient is older and has had a pre-
vious fracture in the same extremity, the ED physi-
cian contacts an orthopedist to come and evaluate 
the patient. In the ED, the orthopedist performs that 
evaluation and applies a temporary splint to keep 
the fractures stable until the swelling goes down 
and a cast can be applied.
 Clearly, both of these doctors can bill for services. 
The ED physician should bill an E/M code (ED visits, 
99281-99285), while the orthopedist can bill either 
a visit from that same code range or an o�  ce or out-
patient service code (99201-99215), depending on 
whether the orthopedist considers the patient new 
or established.
 But consider another scenario: A patient con-
tacts his outpatient internist’s o�  ce complaining of 
shortness of breath. The physician is at the hos-
pital and agrees to meet the patient in the ED to 
evaluate his breathing.
 Once the patient arrives and is registered, triaged 
and placed in a room, his primary care physician 
joins him almost immediately. That doctor evaluates 
the patient and orders blood work and a chest fi lm, 
which shows right lower lobe pneumonia.
 In this case, the ED doctor doesn’t see the pa-
tient and has performed no billable service. The pri-
mary care physician, meanwhile, can bill an ED visit 
(99281-99285). Or, if he or she had seen the patient 
before the patient registered as an ED patient, an-
other option would be billing an established patient 
E/M visit instead (99212–99215).
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Billing ED services
Sometimes, it’s very clear that two doctors can 
bill for separate services in the ED, or that only 

one of them should.

Hospitalist scenarios
Let’s look at other cases a little closer to home: A 
patient comes to the ED complaining of intermit-
tent blurred vision and a severe headache. The ED 
doctor evaluates the patient and orders a head CT 
scan and lab work.
 The CT results are inconclusive and the lab re-
sults are normal. The patient received an IM injec-
tion of pain medication and is being monitored in 
the ED for a period of time. The patient’s head-
ache improves but does not go away, although the 
patient doesn’t experience any visual blurriness 
while in the ED.
 The ED physician feels uneasy about this pa-
tient, so he calls one of the hospitalists on duty 
to discuss the patient’s symptoms and test results. 
The hospitalist walks down to the ED and contin-
ues her talk with the ED doctor but does not see 
the patient face-to-face. The patient ends up be-
ing discharged home.
 So what can the hospitalist bill? Medicare—as 
well as most other payers—requires a face-to-face 
encounter with a patient for a service to be billable. 
Because the hospitalist had no face-to-face contact 
with the patient, this service cannot be billed. Ac-
cording to guidance in the CPT Manual, profession-
al services are face-to-face services rendered by a 
physician or other qualified health care professional.

Moving out of the ED
Here’s another scenario: A patient is seen and 
evaluated for abdominal pain in the ED, and X-rays 
and lab work are done. The ED physician contacts 
the hospitalist on duty, asks her to come evaluate 
the patient and determine if she thinks the patient 
should be admitted. The hospitalist examines the 

patient in the ED, reviews all the diagnostic test-
ing done thus far and discusses her findings with 
the ED physician. The hospitalist then decides to 
place the patient in observation.
 In this scenario, the ED physician can bill an ED 
service at the appropriate level (99281–99285). 
Because the hospitalist saw the patient in the ED 
and is now sending the patient to an observation 
bed on the same date, the hospitalist should bill 
an initial observation care code (99218–99220).

A discharge home
But let’s change that last scenario up just a bit. Say 
the hospitalist comes down, examines the patient, 
reviews the testing and discusses the findings with 
her ED colleague, but then decides the patient can 
be discharged home from the ED, rather than be-
ing placed in observation or admitted. What can 
the hospitalist bill?
 In this situation, she can bill an ED visit (99281–
99285) or an E/M visit, but not a discharge code. 
She would also have to provide documentation 
that would clearly support the need to re-perform 
the history, exam and medical decision-making el-
ements. Otherwise, the medical necessity of this 
second visit could be called into question.
 For more information on billing for physician ser-
vices, see IOM 100-4 (Claims Processing Manual), 
chapter 12, sections 30.6.7-30.6.10.

Sue A. Lewis, RN, CPC, PCS, is a 
coding manager for a nonpro� t 
health plan in the Midwest. Send 
your billing and coding questions to 
slewis56@q.com, and we may an-
swer them in a future issue.
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Billing palliative care services
Invaluable care, big billing challenges

Care delivery models have been evolving for many 
years, with new types of services introduced regularly. 
While new services may benefi t patients, they can cre-
ate major billing challenges for the clinicians who pro-
vide them. Say hello to palliative care. 
 Palliative care is one of those emerging specialties, 
and hospitalists made nearly half (48%) of all palliative 
care referrals in 2015, according to a recent report. 
 But contrary to what some believe, palliative care 
is not the same as hospice. Unlike hospice, palliative 
care services do not focus on terminal illness and dy-
ing. Instead, they emphasize meeting the physical, 
emotional and spiritual needs of individuals and fami-
lies facing serious, chronic or life-threatening illness.
 But clinicians can run into operational problems 
when billing for palliative care. That’s because those 
services are often closely aligned with hospice care 
and, sometimes, the service lines become blurred. 
This creates the perfect opportunity for claim denials.
 Another problem: Unlike critical care or observa-
tion care, palliative care doesn’t come with its own set 
of specifi c CPT or HCPCS codes that you can report. 
How, then, should you bill for these services to give 
yourself the best chance of being paid? 

Numbers to use 
First, before you refer a patient to palliative care or 
provide such services yourself, verify whether or not 
the patient has elected for hospice. 
 That may a� ect what services you can bill for and where 
you need to submit claims. And if a patient has elected 
hospice and clinicians are managing a condition unrelated 
to that patient’s terminal illness, Medicare requires them to 
append a modifi er to the service being reported.
 When billing for palliative care, make sure the clini-
cians providing those services are appropriately cre-
dentialed in hospice and palliative medicine. (Both the 
American Board of Medical Specialties and the Ameri-
can Academy of Hospice and Palliative Medicine, for 
instance, o� er certifi cation programs.) In addition to a 

provider’s NPI number, Medicare has assigned a spe-
cialty code (17) for this type of provider.
 Further, hospice and palliative care both come with 
specifi c taxonomy numbers, depending on the creden-
tial of the individual provider (such as an MD, DO or NPP). 
Using the specialty code and the right taxonomy number 
helps ensure timely, appropriate adjudication of claims.
 Speaking of numbers: Make sure you report the 
evaluation and management (E/M) service codes that 
apply to the setting in which you’re providing palliative 
care. These services can be delivered in many di� er-
ent locations: acute care hospital, skilled nursing facil-
ity, nursing home or assisted living, outpatient o�  ce, 
or a patient’s home. Each location has its own set of 
CPT codes for reporting E/M services.

Spell out who is doing what
If you work as a palliative care consultant, make sure 
the attending physician or specialist makes a formal 
written request for you to evaluate the patient. If you 
are being asked to manage a specifi c problem, that 
formal request is not strictly necessary, but it will help 
support the medical necessity of your services.
 You also need to make sure your documentation in 
the medical record clearly supports the medical ne-
cessity for palliative care services. Because these ser-
vices may be subject to payers’ pre- or post-payment 
reviews, the medical record needs to demonstrate not 
only the specifi c conditions you are managing for the 
patient, but why.
 At the same time, avoid duplicating clinical e� orts or 
producing confl icting treatment plans. Each specialty in-
volved in the care of a patient must make it very clear 
which condition(s) each is responsible for managing. 
Further, each provider should submit the diagnosis he or 
she is managing as the “primary” diagnosis on the claim.
 Take, for instance, a patient with COPD, hyperten-
sion, and severe peripheral vascular disease (PVD) 
that causes intractable leg and foot pain. A pulmon-
ologist may be managing the COPD, a hospitalist the 

Sue A. Lewis, RN, CPC, PCS
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Make sure your documentation clearly 
   supports the medical  
necessity for palliative care services.
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colleague in the group makes a subsequent visit, for 
instance, billing both visits would result in one claim 
being denied.
 However, you could base the level of service your 
group decides to bill for that calendar day on the 
combined documentation from both visits. Have a 
coder review both notes to assign the appropriate 
service level.

Collaboration and collegiality
If you do experience billing and reimbursement chal-
lenges with certain payers, have an administrator in 
your group set up time to meet with them to discuss 
the specifi cs of palliative care services. Establishing 
a collegial relationship with your payers can be very 
revenue-friendly.
 Until palliative care services are assigned a specifi c 
set of codes, collaboration and documentation are the 
keys to making sure you will be reimbursed for this 
important and valuable care.

Sue A. Lewis, RN, CPC, PCS, is a coding 
manager for a nonprofit health plan in the 
Midwest. Send billing and coding questions 
to editor@todayshospitalist.com, and we 
may answer them in a future issue.

hypertension and the palliative care physician the in-
tractable pain from the PVD.
 Also, be sure you understand any billing require-
ments that Medicare or commercial plans may have 
for palliative care services. Does the plan even cover 
these services? Or does the plan require any special 
certifi cation for providers performing those services?
 And if you are part of a hospitalist group that pro-
vides these services, make sure everyone in the 
group reports them in a consistent manner.
 As an example: Say there is no change in a patient’s 
condition, and physicians haven’t identifi ed new prob-
lems, issues or concerns, so they don’t need to spend 
more time with the patient and family answering ques-
tions. In such a case, one hospitalist providing palliative 
care shouldn’t report a high level of service while the 
next hospitalist reports a low-level one. One of your 
physicians shouldn’t be billing a 99231 while another 
bills a 99233, unless there’s a documented reason why.

Same group, same specialty
When it comes to billing, keep in mind that Medicare 
views physicians who are part of the same group and 
same specialty as one physician. If a hospitalist pro-
vides palliative care services on the same day that a 
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Billing options for triage only?

While it seems like covid has been the only topic 
of conversation for the past 18 months, hospitalists 
have been busy providing plenty of other medical 
care. They also continue to have questions about 
how to bill and document. Here are a few that I've 
received.

Triagist encounters
I'm interested in the documentation require-
ments and potential billing options for a triage-
only hospitalist. An example: An outside facility 
that wants to transfer a patient for a higher level 
of care or for care continuity reaches a transfer 
center and connects an accepting hospitalist to 
the outside ED or physician. After a conversation, 
the patient is preliminarily accepted for transfer 
and admission.
 But as part of that acceptance, a triage doctor 
asks for a short call or videoconference with the pa-
tient to discuss the reasons for the transfer. As a re-
sult of that interaction, either the patient is accepted 
and transferred—or the triage hospitalist decides a 
transfer isn't warranted. In this scenario, does the 
triage hospitalist have a billable encounter? 

The role of a “triage only” hospitalist is a relatively 
new position in hospital medicine. As with any new 
role, it often takes time for reimbursable billing op-
tions to emerge.
 That said, triagists may fi nd themselves involved
in numerous situations. Those could include fa-
cilitating in-house patient transfers, such as in and
out of the ICU; doing ED admissions; consulting
for other hospitalists or specialists; and, as in your
scenario, assessing and authorizing transfers from
outside hospitals.

 Given all these options, it's di�  cult to defi ne a spe-
cifi c CPT code or set of documentation criteria that
would come into play. And remember that if you pro-
vide a service on the same date as another physician
within the same specialty in your group, Medicare will
view both providers as a single physician and reim-
burse your services as such.
 I'd need more information to give you a defi nitive
answer. Who, for instance, is requesting this service
within the transfer? Would a patient in such a scenario 
even be able to participate, and would patient partici-
pation be necessary?
 But let me suggest the following: Perhaps the value
of being a triagist doesn't lie in billable encounters, but

Plus, ED observation and providing dual services
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Perhaps the value of being a triagist lies in 
improved admitting effi ciency and throughput.

in improved admitting e�  ciency and throughput. In-
stead of boosting professional fees, the real cost ben-
efi t of a triagist would be in optimizing length of stay, 
opening up beds throughout the hospital and prevent-
ing admissions that don't meet level-of-care criteria.

ED observation?
My question has to do with ED observation status. 
If a patient is given that status in the ED, but then 
a hospitalist on the same date transfers the pa-
tient to observation status, could both doctors bill 
a professional fee? 

From a professional billing perspective, ED observa-
tion is not recognized as a separate service; the pa-

vice (such as initial hospital care) and critical care 
services (CPT 99291-99292) on the same date for 
a patient who fi rst does not need critical care but 
subsequently does.
 But billing by two physicians from the same group 
on the same date of service for the same patient likely 
depends on several things. Those include:
■ Is each physician seeing the patient for a di� erent 
problem?
■ Is each physician of a di� erent specialty?
■ Is there a medically necessary reason to repeat 
work that may duplicate the work 
done by another physician in the 
same group?

Sue A. Lewis, RN, CPC, PCS, has 
more than 40 years of health care 
experience.

TH

tient is either in the ED or has been placed in observa-
tion. In my experience, an ED doctor gives a patient 
the status of ED observation when there are no ob-
servation beds available. Or that physician isn't sure 
whether the patient should be in observation and 
wants to monitor the patient for a short time to see if 
his or her condition progresses. 
 Further, there may be no medical necessity for two 
providers to individually perform an initial visit for the 
same patient on the same date for the same condi-
tion—unless the patient’s condition changes signifi -
cantly over the course of the day.

Dual services
We bill for a large hospitalist group in California. 
Say hospitalist A admits a patient and does the 
workup. But then hospitalist B, who's an intensiv-
ist, sees the same patient later in the ICU and does 

another complete workup. Can both physicians bill 
an initial visit? 

I can't tell from the information you provided if the hos-
pitalist and the intensivist both saw the patient for the 
same problem(s). It is also unclear if the hospital has 
a protocol that requires an intensivist to automatically 
see a patient admitted to the ICU. If that is the case, 
there may be no medical necessity for the intensiv-
ist to repeat work done by the hospitalist, especially 
when it occurs on the same date.
 The CMS Internet-Only Manual 100-4 (Claims Pro-
cessing Manual) addresses this in chapter 12, sec-
tion 30.6.9. That section makes clear that, in some 
instances, Medicare will pay for both an E/M ser-
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Billing team conferences? Not so fast

Team conferences
A doctor I am billing for holds a team conference once a 
week to discuss a patient or patients. Should I be billing 
99367 (medical team conference in which a physician 
spends 30 minutes or more, not face-to-face with the 
patient and/or family) for each patient discussed?

 Each provider must also be able to bill for the team
conference in accordance with her or his scope of prac-
tice in that particular state—and must document his or
her involvement in the conference. If the required pro-
viders are not present or if they don't all meet these cri-
teria, no one can bill a team conference code.

More on billing a post-acute admission
I read your article about billing discharge services 
("Steer clear of copy and paste," June) and I have a ques-
tion: Say my partner discharges a patient from the hos-
pital and I then bill for an admission to a nursing home.
 Can we both bill our individual services? What if I'm 
doing the nursing home admission from the hospital? 

Plus, copy and paste in critical care? 

A: Before physicians can bill for team conferenc-
es, they must meet specifi c criteria. First, they must 
have a medically necessary reason. If there has 
been no change in the patient’s condition nor any 
changes in a patient’s plan of care, it may be hard 
to make the case that a weekly team conference is 
medically necessary.
 Next, as per the CPT guidelines, a team confer-

ence must consist of members of specifi c disciplines
who all contribute to the discussion and to a patient's
care plan—and who have treated that patient on a
regular basis. Team conferences must include a mini-
mum of three di� erent types of providers, all of whom
have seen the patient face-to-face within the past 60
days for services other than a team conference.

Readers continue to have billing questions about post-discharge admissions, team 
conferences and the propriety of copying and pasting. Here are some questions along 
with my responses.  

A: I am going to assume you are referring to a
Medicare patient. In most cases, Medicare views 
physicians from the same group and within the same 
specialty as a single physician. It will not pay for two 
evaluation and management services provided by 
the same physician on the same date of service.
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Billing team conferences? Not so fast

 But in the case of a hospital discharge service and 
an admission to a nursing facility on the same date, 
Medicare may pay for those two services when pro-
vided by a single physician (or physicians of the same 
group practice and specialty who are viewed as a 
single physician). That's as long as one of the doc-
tors isn't a surgeon admitting the patient to a nursing 
home for a surgery-related condition that would be 
covered by the global period. 
 The pertinent language, which is from the Medi-
care Internet-Only Manual 100-4, chapter 12, section 
30.6.9.2, notes that Medicare Administrative Contrac-
tors (MACs) now "pay the hospital discharge code 
(codes 99238 or 99239) in addition to a nursing facil-
ity admission code when they are billed by the same 
physician with the same date of service." 
 And it doesn't matter whether you technically do 
the nursing home admission at the nursing home or 
in the hospital. In either case, the bill for the admission 
should note the appropriate place of service, which 
for a nursing home means a designation of 32. 

Copy and paste, and critical care
I am an auditor for critical care providers in a hospital. 
My question: When physicians have copied from notes 
two days before (a critical care note!) and add only a 

one or two word update, can we give them credit for a 
whole assessment and plan? Moreover, only one diag-
nosis plan was updated. 
 
A: Although you provide only limited details, I too
am concerned that a patient's condition, plan or care 
had so few changes that a note could be copied, al-
most verbatim, from one 48 hours prior. That's partic-
ularly worrisome for a critically ill patient. Remember, 
a critically ill patient must be at significant risk for sud-
den deterioration leading to death.
  Just because patients are in a critical care unit 
does not mean they qualify for critical care. Medicare 
has published a great deal about billing for critical 
care services, and here are two resources: the CMS 
Medicare Internet-Only Manual 100-4, chapter 12, 
section 30.6.12, and MLN Matters article 5993. Even 
CPT goes to great lengths to explain what a critically 
ill patient looks like from a clinical perspective.
  I think that your instincts are right; it is not a sound 
practice for a provider to “copy and paste” notes for a 
patient who is critically ill. But as an auditor, you can't 
assume that the physician didn't do the work and only 
copied a previous note.
 I'd suggest discussing your concerns with the phy-
sician or the department's medical director. Until the 
medical director provides some guidance, you will 
have to allow the copy and pasted notes, if that's what 
they are, as part of your overall determination of level 
of service.

Sue A. Lewis, RN, CPC, PCS, is a clini-
cal specialist for a nonpro� t health 
plan in the Midwest. Send your bill-
ing and coding questions to her at 
slewis56@q.com, and we may an-
swer them in a future issue.

Just because patients are in a 
critical care unit does not mean they 

qualify for critical care.
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Steer clear of copy and paste
Plus, billing SNF admissions

Problematic documentation
Q: Our center handles a lot of head trauma and brain 
injury patients, so patients can be here for many days. 
Some of our hospital docs appear to “copy and paste” 
documentation from day to day, changing only the 
service date and vital signs. While I have told them 
this is not acceptable, the practice continues. Can 
you provide me any references that I could use?

A: You are not alone in facing this challenge—and it’s 
one that can place providers at risk should their ser-
vices ever be audited. 
 Here’s why: When documentation in the medical 
record appears to be the same or very similar to that 
of previous service dates, that can call into question 
the medical necessity of a visit. It also does not indi-
cate that a face-to-face visit actually took place.
 In recent years, the CMS, along with organizations 
like the American Health Information Management 
Association, have taken strong positions on cloning 
documentation or using “copy and paste.”
 Regulatory references that o� er guidance include 
an OIG report entitled “CMS and Its Contractors Have 
Adopted Few Program Integrity Practices to Address 
Vulnerabilities in EHRs” (January 2014) and a CMS 
fact sheet entitled “Electronic Health Records Pro-
vider” (December 2015). As the above-referenced 
OIG report notes, auditors look very closely at the 
use of such features.
 Why? Because some types of documentation prac-
tices—and cloning is one that’s singled out—could be 
used to commit fraud. When clinicians copy and paste 
information that isn’t updated, “inaccurate information 

may enter the patient’s medical record and inappropri-
ate charges may be billed.” Moreover, using copy and 
paste “could facilitate attempts to infl ate claims and du-
plicate or create fraudulent claims.”
 Another practice that’s called out in the report is 
overdocumentation, which is defi ned as “the practice 
of inserting false or irrelevant documentation to cre-
ate the appearance of support for billing higher level 
services.” Copying and pasting can contribute to 
overdocumentation because not all the information 
lifted from one service date may be necessary for an-
other and could result in a higher service level being 
inappropriately assigned. 
 To avoid unwanted audit scrutiny, make sure docu-
mentation refl ects patient changes between hospital 
visits. Documentation should also clearly indicate that 
a face-to-face visit took place.
 And if you review documentation that appears to 
be the same or similar to that in the record for the 
same patient on di� erent days, bring this to the pro-
vider’s attention or enlist the support of your medical 
director. You shouldn’t be submitting claims for servic-
es that are not medically necessary—but that’s a deci-
sion only the provider or medical director can make.

Billing a SNF admission
Q: Is there a guideline for having an inpatient claim 
conclude on the same date a claim for a skilled nurs-
ing facility (SNF) starts for Medicare patients? Would 
the SNF facility not be able to bill the admission date?

A: There are a number of rules around billing for an 
initial admission to a SNF.

I have several questions from readers this month, including one on all-too-common documenta-
tion practices that can land clinicians in hot water with auditors. Here’s what readers want to know.

T o d a y ’ s  H o s p i t a l i s t J u n e  2 0 1 9 1 5

HOT TOPICS IN CODING  READER Q&As
Sue A. Lewis, RN, CPC, PCS

2 0 H o t T o p i c s i n C o d i n g Published in the June 2019 issue of Today’s Hospitalist



June 2019   Today’s Hospitalist1 4  J u n e  2 0 1 9  T o d a y ’ s  H o s p i t a l i s t T o d a y ’ s  H o s p i t a l i s t J u n e  2 0 1 9 1 5

 If a physician discharges a patient from inpatient 
status directly to a SNF, the physician may bill both a 
hospital discharge (CPT codes 99238 or 99239) and 
a nursing facility admission code (99304-99306) if 
the two services are performed on the same date. He 
or she would bill the nursing facility admission under 
Medicare Part B, and the doctor wouldn’t need to be 
employed by either the hospital or the SNF.
 If a surgeon admits a patient to a SNF for a con-
dition unrelated to the surgery, that doctor may bill 
an initial nursing facility admission by appending the 
modifier -24. Modifier -24 indicates that the admission 
is unrelated to the surgical condition. 
 But if a surgeon is admitting a patient to a SNF for a 
condition related to the surgery and the surgery has a 
global period, the doctor cannot bill the initial SNF ad-
mission. Payment for that admission and subsequent 
services are included in the global fee and cannot be 
paid separately.
 A doctor employed by the SNF can also perform 
the initial nursing facility admission as well as the 
other E/M visits; that physician may bill Medicare Part 
B independently. An advanced practice provider em-
ployed by the SNF or nursing facility may perform 
(and bill Medicare Part B directly for) those services 
as well. Further, a physician, NP or CNS (but not a phy-
sician assistant) can bill Medicare directly or reassign 
payment for his/her professional service to the facility.
 This information is from the Medicare Internet-Only 
Manual 100-4, chapter 12, section 30.6.9.2.

What do you mean by “present”?
Q: Please clarify something from your column, “A 
look at teaching physician rules” (April). Here’s what 
you wrote: “if a resident performs discharge servic-
es, reports CPT code 99239 (discharge, 30 minutes 
or more) and spends 50 minutes doing the service, 

a teaching physician must be present the entire 50 
minutes. Any time spent by the resident without the 
teaching physician present cannot be reported.”
 Do you mean the attending physician needs to be 
physically present with the resident in the room doing 
the discharge, or can he or she be in an office review-
ing the discharge orders? What exactly is meant by 

“present”?

A: The CMS teaching physician rules offer clear direc-
tion when it comes to what is required for a teaching 
physician to bill for services provided by a resident.
 The Medicare Internet-Only Claims Processing 
Manual, 100-4, chapter 12, section 100, defines physi-
cally present as follows: “The teaching physician is 
located in the same room (or partitioned or curtained 
area, if the room is subdivided to accommodate mul-
tiple patients) as the patient and/or performs a face-
to-face service.”
 In addition, section 100.1.4 addresses time-based 
codes, which include hospital discharges (as well as 
critical care and prolonged services, among others). 
According to that section, “the teaching physician 
must be present for the period of time for which the 
claim is made. For example, a code that specifically 
describes a service of from 20 to 30 minutes may 
be paid only if the teaching physician is physically 
present for 20 to 30 minutes.” That section prohibits 
adding in the time a resident may spend when the 
teaching physician isn’t present—or time the teaching 
physician spends alone with the patient. 

Auditors look very closely at cloning documentation.

TH

Sue A. Lewis, RN, CPC, PCS, is a coding 
manager for a nonpro� t health plan in 
the Midwest. Send your billing and cod-
ing questions to slewis56@q.com, and 
we may answer them in a future issue.
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Still reporting consult codes?
Plus, new documentation requirements for medical students

Shared/split consults
I’m trying to fi gure out how to code split visits related 
to consults. In a previous column (“Split visits, transfers 
and consults,” March 2014), you wrote, “Consults are 
also on the list of services for which you can’t bill a 
shared/split visit—but that’s only the case when you are 
billing insurers that still recognize consult codes. Medi-
care, as you know, no longer recognizes those codes. 
For Medicare patients, you would bill a consult with an 
initial inpatient code, so billing a shared/split visit would 
be OK.”
 Here’s our dilemma: We have a number of com-
mercial payers who say they follow Medicare rules 
on split/shared visits, but they still recognize consult 
codes 99241-99245 (for o�  ce consults) and 99251-
99255 (initial inpatient consults). So how do we bill 
these consult codes? Can we share or not share?  

Sounds like you have your hands full! Rather than 
guessing what you should do and perhaps guessing 
wrong, here’s my suggestion: If you have a substantial 

percentage of patients with commercial insurance, I 
think it would be well worth your time (and perhaps 
save you an audit) to draft a letter to each commercial 
payer—a form letter works—asking each to confi rm 
your understanding that:

⊲ The company accepts inpatient and outpatient con-
sultation codes.
⊲ The company allows consultations to be billed as a 
split/shared visit.

 At the end of the letter, consider adding a state-
ment to the e� ect that if you do not receive a written 
response back from them in 30 days, you will assume 
your understanding is correct and will bill accordingly. 
This gives you some measure of protection should a 
commercial payer come back and question or even 
deny bills for split/shared consults.

Physician vs. facility billing
Do doctors need to follow the same coding rules as the 

Does your hospital have a large book of business with private insurers? If so, you may still be report-
ing consult codes—and trying to fi gure out how to split bill for those consults with advanced practice 
providers. Here are some of the latest coding questions from our readers.
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hospital for principal diagnosis? And can they change 
the codes during the patient’s stay?
 We do interim billing every seven to 10 days. If a pa-
tient’s conditions change over the course of a hospital 
stay, the doctors keep updating the diagnoses. Can we 
simply keep the principal diagnosis as the condition that 
warranted the hospital stay at the time of admission along 
with the appropriate secondary codes for the entire stay?

To your question, “Can we simply keep the principal 
diagnosis as the condition that warranted the hospi-
tal stay at the time of admission... ,” here’s my short 
answer: No.
 Physician billing differs from that of facility billing in 
that doctors are supposed to report the condition(s) 
or diagnoses that they are managing or treating the 
patient for on each date of service. Say, for example, 
an inpatient has had hip replacement surgery, and 
the hospitalist is managing that patient’s diabetes, hy-
pertension and COPD. Those are the conditions the 
hospitalist would report diagnosis codes for, while the 
orthopedic surgeon would report the diagnoses re-
lated to the hip surgery.
 And if a patient develops pneumonia in the hospital, 
the hospitalist would add that condition to the list of 
diagnoses he or she is managing, beginning on the 
date of service that the pneumonia was diagnosed.
 It is entirely appropriate for physicians to bill this 
way. Facility billing, on the other hand, focuses on 
principal diagnosis because that is what drives the 
DRG payment. The ICD-10-CM coding conventions 
for physician billing, which offer great information 
about physician vs. inpatient facility coding, can be 
found in the ICD-10-CM Manual.

New documentation requirements
We work at a teaching hospital and understand that 
there are new requirements for medical student docu-
mentation. Can you explain what those are?

 The Centers for Medicare and Medicaid Services 
(CMS) is now focusing on how to reduce the amount 
of paperwork required of physicians in what is known 
as the “Patients over Paperwork” initiative. In the past, 
if a medical student performed and documented an 
evaluation and management service, the teaching 
physician was still required to personally perform and 
re-document his or her own evaluation.
 But as of this year, teaching physicians may now 
verify in the medical record any medical student 
documentation of the components of an evaluation 
and management service. Attendings must still per-
sonally perform the physical exam and medical de-
cision-making components that are being billed, but 
they may verify any medical student documentation 
in the medical record rather than re-documenting 
that work. The CMS will consider that verification re-
quirement to be met if the teaching physician signs 
and dates the medical student’s entry in the medi-
cal record.
 For more details, see the MLN Matters MM10412R 
and the Medicare Claims Processing Manual 100-4, 
chapter 12, section 100.1.1, part B.

Physician billing differs from that of facility billing, 
which focuses on principal diagnosis.

TH
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Sue A. Lewis, RN, CPC, PCS, is a coding 
manager for a nonprofit health plan in the 
Midwest. Send your billing and coding 
ques-tions to her at slewis56@q.com, and we 
may answer them in a future issue. 
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Patients staying beyond discharge? How to bill
Plus, time-based billing for critical care, advanced care planning

Discharge billing
I am under the impression that when a discharge date 
is set, a discharge summary should be dated the same 
day the discharge order is written. But if the patient 
stays another day for a nonmedical reason—insurance 
problems or no ride home—and a physician sees that 
patient on that additional day, he or she wouldn’t be 
able to bill any services. My understanding is that doc-
tors can bill a subsequent visit for an additional day only 
if a patient remains in the hospital for a medical reason 
such as a fall or for medication adjustments.
 My questions: If a patient stays in the hospital beyond 
the initial discharge date for either a nonmedical or 
medical reason, what day should we bill the discharge? 
The day the patient was originally supposed to be dis-
charged or the day the patient actually leaves?
 And what’s the rule for billing physician services on 
the additional day(s)? One of our doctors believes we 
should be billing subsequent visits until the day the pa-

tient actually leaves and then bill a discharge, even if the 
patient stayed for a nonmedical reason.
You need to bill hospital discharge services on the 
date the face-to-face discharge service was per-
formed, even if the patient does not leave that day. If 
you want a reference to share with your doctors, steer 
them to the CMS Claims Processing Manual 100-4, 
chapter 12, section 30.6.9.2, sub-section B, which pro-
vides those details. 
 If the patient remains in the hospital for nonmedical 
reasons (waiting for an available bed, for example, at a 
nursing facility) after the discharge is performed, the at-
tending physician can continue to see the patient. But 
he or she shouldn’t bill any additional visits because 
there are no medically necessary reasons for those.
 However, if the patient develops a medical problem—
fever, vomiting—after the discharge has been performed 
and has to remain in the hospital, the attending physician 
should bill a subsequent hospital care visit at the appro-
priate level for each date of service. It would be OK to 
bill the discharge for the date the discharge service took 
place, as well as a subsequent visit the next day. 
 As for when you should cancel an original dis-
charge: only if a patient’s condition suddenly takes a 
turn for the worse and it becomes medically neces-
sary for him or her to stay as an inpatient.

Critical care time
Here’s an issue our hospitalists go back and forth about 
all the time. One physician documents critical care and 
spends a total of 50 minutes with a patient. Another 
doctor the same day also bills critical care for the same 

How do you bill a discharge when patients don’t leave the same day the discharge service is per-
formed? Here are answers to questions we’ve received from readers.
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patient for 60 minutes. The first sees the patient in the 
morning, while the second sees the patient that night.

Can we bill both visits on the same day? Some of us 
believe the first doctor should bill a 99291, while the 
second should bill a 99292. But I don’t think we can bill 
two critical care visits on one calendar date. 
A couple of things: First, just because a patient’s con-
dition may qualify him or her for a critical care visit in 
the morning doesn’t mean it qualifies him or her for a 
second critical care visit later that day. Be sure your 
physicians understand what qualifies as critical care: 

“a critical illness or injury acutely impairs one or more 
vital organ systems such that there is a high probabil-
ity of imminent or life-threatening deterioration in the 
patient’s condition.”
 Next, although you didn’t say so, I assume both 
doctors are in the same group and specialty and bill 
under the same tax ID number. If that is the case, the 
total time spent providing critical care on the same 
calendar day is what drives the codes billed. You 
should report CPT code 99291 for the first 30–74 min-
utes of critical care time spent, then bill code 99292 
for each additional 30 minutes after that 74-minute 
threshold is reached.
 But be sure there is a medically necessary rea-
son for a patient to receive two visits in one day. You 
shouldn’t be billing a second visit, for example, if a pa-
tient’s condition is stable and no new concerns have 
arisen since the first visit that day. If, however, there 
is a medically necessary reason for a second visit on 
the same date but the patient does not meet criteria 
for critical care services, the second hospitalist could 
bill for a subsequent visit. 

Advanced care planning
Should palliative care providers use the appropriate E/M 
code plus a 99497 or 99498 (advanced care planning) 
every time they see a patient? If not, what are the crite-
ria for assigning the additional 99497 or 99498?

Advanced care planning codes are used to bill for ser-
vices done when a physician discusses with a patient, 
family member(s) and/or health care surrogate what a 
patient’s wishes may be for medical treatment (typi-
cally in the future) when his or her decision-making 
capability may be compromised by illness or injury.
 Billing advance care planning services are, like criti-
cal care services, time-based. Use CPT code 99497 
to report the first 30 minutes of face-to-face discus-
sion, then CPT code 99498 for each additional 30 
minutes. So if a palliative care provider spends 65 
minutes with a patient or family, he or she should re-
port both a 99497 and a 99498. 

You need to bill hospital 
discharge services 

on the date the face-to-
face discharge service 

was performed.

 You can bill 99497-99498 on the same day as 
other E/M services. (Refer to the CPT Manual for 
a list of eligible E/M codes.) But you can’t report 
these codes every time a patient is seen.
 At the same time, clinicians can provide advance 
care planning services multiple times for a patient 
in any given time period. This usually occurs when 
the status of patient’s health substantially changes 
or if the patient wants to change end-of-life deci-
sions that may already be in place. TH

Sue A. Lewis, RN, CPC, PCS, is a coding 
manager for a nonprofit health plan in the 
Midwest. Send your billing and coding 
ques-tions to her at slewis56@q.com, and we 
may answer them in a future issue. 
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Switching inpatient to obs: How do you bill?
Plus, coding palliative care consults

Sue A. Lewis, RN, CPC, PCS

Readers have sent in more questions, and it’s 
no surprise that issues related to how to code for 
observation services crop up. Here’s what readers 
want to know. 

Changing inpatient status
We are struggling with how to code when the 
hospital indicates a “patient status” of outpatient 
vs. observation. 
Our hospitalist puts in an order to admit as inpa-

tient, but utilization review the next day determines 
that the patient should be observation. Because 
observation cannot be backdated, the hospital 
enters outpatient on the date of “admission” and 
observation for the next day (date of determina-
tion). On the day the patient arrived, our hospitalist 
documented an H&P. What can we bill, now that 
the admit date is entered as outpatient? 
This is a challenge that has existed since observa-
tion status fi rst reared its ugly head! While “obser-
vation” is a bed type and a patient status, it’s not a 
place of service. So you don’t need to worry that 
your hospital will classify one service as outpatient 
and another as observation. 
 When a patient’s status is changed from inpa-
tient to outpatient observation, the physician who 
performed the initial hospital care (refl ected in CPT 
codes 99221–99223) will need to change the ini-
tial care code originally reported to the observa-
tion CPT code that best refl ects the care provided 
on the fi rst date the patient arrived. 
 If that hospitalist is not available—because he 
or she went o�  service, for example—another hos-
pitalist may make that code change if they both 
are in the same group and have agreed to allow 
each other to make such changes. As for how to 
bill charges on those two days: If the doctor who 
fi rst saw the patient is also treating the patient in 

observation the next day, he or she would bill ini-
tial observation care the fi rst day, then subsequent 
observation care (99224-99226) the next. 
 But if the hospitalist seeing the patient on the 
second day is not the original attending, he or she 
should bill an established patient service (99211-
99215) for that second day service. 

ED evaluations
When our hospitalists are asked to come evaluate 
a Medicare patient in the ED to decide whether or 
not the patient should be admitted, should we bill 
ED CPT codes 99211-99215 (established patient 
o�  ce visits) or 99201-99205 (new o�  ce visits)?
When hospitalists evaluate a patient in the ED, they
should roll that time into either their initial care code
(99221–99223), if they decide to admit the patient,
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Switching inpatient to obs: How do you bill? While “observation” is a bed type and a patient 
status, it’s not a place of service.

or an initial observation code (99218-99220) if the 
patient is placed instead in observation.
 But it’s unclear from your question: Are you ask-
ing if hospitalists can bill for time spent in the ED 
evaluating a patient if they ultimately decide to dis-
charge the patient home from the ED, instead of 
either admitting or placing in observation? 
 While that situation may come up, I don’t think 
that hospitalist time is billable. A hospitalist assess-
ing a patient in the ED to see if he or she should be 
admitted would be duplicating work the ED should 
already be performing—and billing for. 

Palliative consults
When our providers are called in for a palliative 
consult, they document the appropriate E/M code. 
But they also want to add 99497 or 99498 for ad-
vance care planning, so I need some guidance. 
Do I apply Z51.5 (encounter for palliative care) on 
the E/M code and on the 99497? Are these valid 
encounters if I use both codes? 
You can append the Z51.5, which represents the 
encounter for palliative care, to the E/M service. If 
the patient has a diagnosis related to a medical 
condition that necessitates palliative care, that 
might be a more appropriate diagnosis code to ap-
pend to the advance care planning service.

Home health certifications
We have been billing home health certifications 
with G0180 for hospitalists. But during a presen-
tation, our Medicare administrative contractor 
(MAC) stressed that the community physician/
provider who would be managing the patient af-
ter discharge should be the one to bill and report 
the G0180. What’s your take?
Here’s my rule of thumb: Trust your MAC. If they 
give you guidance on something like this, my ad-

vice would be to follow it.
 But I’ll also mention two articles issued by the 
Centers for Medicare and Medicaid Services 
(CMS) that may be some help. Both are Medicare 
Learning Network articles. The first is MLN Matters 
article SE1436, the second is MM9119. Both articles 
contain a reference that a home health certification 
can be performed by a physician of a certain spe-
cialty in an acute or post-acute care facility, as long 
as the patient goes directly into a home health stay.

A CMS update
One final note: The CMS this February released 
an update on medical student documentation, al-
lowing medical students to document components 
of an evaluation and management service. This 
would include documenting the history (history of 
present illness, review of systems, and past medi-
cal, family and social history), physical examination 
and medical decision-making.
 Teaching physicians must not only verify the stu-
dent documentation in the patient’s medical record, 
but they must also personally perform (or re-perform) 
the physical examination and medical decision-mak-
ing components of the E/M service being billed and 
indicate that they have done so. But according to the 
update, teaching physicians do not need to re-doc-
ument what the medical student has already docu-
mented unless they need to add to or correct any of 
that documentation based on their performance of 
critical or key components of the encounter. 

That revision took effect in March.

Sue A. Lewis, RN, CPC, PCS, is a coding 
manager for a nonpro� t health plan in 
the Midwest. Send your billing and cod-
ing questions to slewis56@q.com, and 
we may answer them in a future issue.
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we may answer them in a future issue.
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Billing observation: initial care and consults
Plus, pay attention to attestation dates

Sue A. Lewis, RN, CPC, PCS

My September 2017 column, “The ins and outs of 
observation billing,” prompted some more questions 
on how to bill for observation services. In this month’s 
column, we’ll review two additional queries about ob-
servation billing.

Observation codes
Which codes should we use for a patient placed 
in observation by the night hospitalist at 11 p.m., 
then discharged at 8 a.m. the next morning? 
That’s simple: If a patient is placed in observation on 
one calendar date and discharged on another, report 
an initial observation care code (99218–99220) for the 
fi rst day, then the observation discharge code (99217) 
on the calendar date of the discharge.
 If, however, the night hospitalist had placed that same 
patient in observation on the same calendar day that 
the patient is discharged, you should use one of the 
codes for same day admission and discharge: 99234–
99236.

Observation consult
I do coding for a multispecialty practice that em-
ploys both hospitalists and specialists. When a 
patient is placed in observation and a specialist 
consult is called, what code set do I use to bill the 
consult: 99201-99205 (new patient o  ce visit) or 
99212-99215 (established patient o  ce visit)? I’m 
under the impression that new patient guidelines 
do not pertain to observation. But I have had only 
one claim denied when I billed a 99203—and I be-
lieve that denial was due to the fact that I also billed 
a 99236 (same day admission and discharge).
When a specialist is called in to see a patient in observa-
tion, that service should be billed using the new patient 
E/M codes (99201-99205), as long as that patient has 
not been seen by anyone in that specialist’s group and 
of the same specialty within the last three years. Doc-
tors have the same documentation requirements for a 
99203 billed for an observation patient as they would 
in an o�  ce or hospital outpatient clinic. And remember: 
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Billing observation: initial care and consults
Only the physician attending in observation 

can bill observation codes.

Only the physician attending in observation can bill the 
codes in the observation section of the CPT manual.

Inpatient admissions
Our night hospitalists admit patients between 5 
p.m. and 8 a.m. Typically, they see (and bill for) pa-
tients who arrive before midnight. But when they 
do admit someone after midnight, they bill an ini-
tial visit (99221-99223). The day hospitalist then 
sees that patient later that same morning. But 
when that day visit is on the same calendar day as 
the admission, we’re not sure what to charge for it. 
As you know, Medicare considers physicians from the 
same group practice and the same specialty as a sin-
gle physician. If a patient is admitted after midnight and 
seen later that same day by a second hospitalist, the 
medical necessity of that second visit could be called 
into question. If you routinely have hospitalists who 
work days rounding on these patients, think about how 
you want to handle this scenario.
 Both initial and subsequent visits are paid on a per-
diem basis. When physicians from the same group and 
specialty bill two services on the same date, it will be 
viewed as a single visit. You can combine the docu-
mentation of both hospitalists, then select the appropri-
ate level of service for that visit—but only if both visits 
are medically necessary. That’s a very important caveat.
 Make sure the physicians clearly reflect medical ne-
cessity in their documentation. You’ll find more about 
this scenario in the Medicare Claims Processing Manu-
al, 100-4, chapter 12, section 30.6.9, subsection B.

Attestation dates
Does the date of an attending’s attestation 
need to be the same as the date the resident 
saw the patient? Or if the attestation date is dif-

ferent than that of the resident’s service, does 
the attestation have to specifically state the 
date on which the teaching physician saw the 
patient? I’m billing for a service provided by a 
resident, but the attestation is dated two days 
later and it is unclear when the attending phy-
sician actually saw the patient.
If the supervising physician is not physically present for 
the key or critical components of the resident’s encoun-
ter with the patient, the supervising physician must in-
dependently see the patient, perform those elements 
and document the findings. This information is docu-
mented in the Medicare Claims Processing Manual, 
chapter 12, section 100.
 If the teaching physician is physically present for 
those key or critical components, the teaching physi-
cian must still personally document his or her presence 
and attest to agreeing with the resident’s evaluations 
and plan of care.
 The situation you describe—a note generated by the 
teaching physician that’s dated days after the actual 
encounter the resident documented—could be risky. 
It certainly does call into question whether the teach-
ing physician was physically present during the visit. I 
recommend that you check with your legal department 
about how to report a service when there is a discrep-
ancy between the date of service the resident provides 
and the date listed on the attestation statement signed 
by the supervising physician. 

Sue A. Lewis, RN, CPC, PCS, is a cod-
ing manager for a nonpro� t health plan 
in the Midwest. Send your billing and 
coding questions to slewis56@q.com, 
and we may answer them in a future 
issue. 
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Patients on the move? Here’s how to bill
Coding advice for when patients move between care settings

Sue A. Lewis, RN, CPC, PCS

Situations that inevitably create billing confu-
sion for hospitalists include how to bill and code 
for patients who move among di
 erent care set-
tings, whether it’s in and out of the ICU, or from ob-
servation to inpatient status or vice versa. Here are 
some questions from readers that delve into billing 
for these kinds of changes.

Observation to admission
I read your September column (“The ins and outs 
of billing observation”), and I have these questions: 
If we originally admit patients to observation but 
then switch their status to inpatient the next day 
due to a change in their medical condition, should 
we bill an observation H&P the fi rst day and then 
a full inpatient admission H&P the next? Our usual 
practice has been to just bill a subsequent inpa-
tient visit that second day, not a new H&P. 
When patients are admitted from observation on a 
subsequent date, the hospitalist should bill an initial 
hospital visit on the date of the inpatient admission. 
If hospitalists reference any information from the 
previous day’s initial observation care, they need to 
indicate the date of that former note as well as con-
fi rm that their fi ndings on admission are the same.
 Keep in mind that physicians may not bill an ob-
servation discharge on the same date as the inpa-
tient admission. And of course, any documentation 
must support the need for the admission.
 However, if patients go from observation to in-
patient admission with the same physician on the 
same date, that hospitalist can bill only one initial 
visit. Inpatient services are paid on a per diem basis 
and should include all professional services provid-
ed to a patient on that date by one physician. Medi-
care views doctors from the same group practice 
and same specialty as a single physician.
 Another scenario: A patient is admitted by 
the night hospitalist as inpatient rehab but then 

changed to observation status per case manage-
ment. How do we correct our billing to refl ect that 
change? Should we not bill the 99222 the night 
hospitalist put in for the admission and instead 
use an observation code: either 99235 (same day 
initial observation care and discharge) or 99219 
(initial observation care)? But will that then refl ect 
the wrong physician? 
First, you may want to review with your hospitalists 
the criteria that patients must meet to qualify as 
an inpatient admission. (InterQual criteria are fre-
quently used). That might save you some work on 
the back end.
 When case managers change a patient’s status, 
you have to change the CPT code you report to get 
paid. The admitting hospitalist (the night hospitalist 
in this scenario) should change the inpatient ad-
mission code to an outpatient observation code at 
whatever level his or her documentation supports.
 Otherwise, if the hospitalist who sees the patient 
for the fi rst time in observation the next day bills initial 
observation care, his or her CPT code will not match 
the hospital’s facility bill—and it will likely be denied.

ICU to the wards
We are now being told that when a patient is 
transferred from the ICU to the wards under a 
hospitalist’s care, the receiving hospitalist could 
potentially bill a new charge that day, even if the 
critical care physician already charged one. Is that 
true? We were previously led to believe that be-
cause we are all in the same medical group, a hos-
pitalist couldn’t bill on the same day as the critical 
care physician. 
 A similar situation: Say the patient was fi rst 
admitted to the ICU, then transferred to the fl oor 
under hospitalist care. Would the hospitalist re-
ceiving that patient on the ward bill an initial visit 
because it is the fi rst time he or she is encounter-
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Patients on the move? Here’s how to bill Physicians 
may not bill an 
observation 
discharge 
on the same 
date as an 
inpatient 

admission.

n a physician who cared for the
patient in an acute or post-acute
facility from which the patient was
directly admitted to home health;
n a nurse practitioner or clinical
nurse specialist working in col-
laboration with the certifying phy-
sician or acute/post-acute physi-
cian; or

n a certified nurse midwife or physician assistant
under the supervision of the certifying physician or
acute/post-acute care physician.
 Keep in mind that, according to 42 CFR 424.22(d)
(2), the face-to-face encounter cannot be per-
formed by any physician or allowed NPP (listed 
above) who has a financial relationship with the 
home health agency. 
 In addition, the patient’s medical record from the 
certifying physician and/or acute/post-acute care 
facility must contain information that justifies the 
referral for Medicare home health services. That 
includes documentation that substantiates the 
patient’s homebound status and need for these 
skilled services.
 Further, the clinical note in the medical record from 
the certifying physician and/or the acute/post-acute 
care facility for the face-to-face encounter must demon-
strate that the encounter occurred within the required 
timeframe (within 90 days prior to the start of care or 30 
days after the start of care), was related to the primary 
reason why the patient requires home health services, 
and was performed by an allowed provider. Typically, 
this information can be found in clinical and progress 
notes and discharge summaries.

Sue A. Lewis, RN, CPC, PCS, is a coding manager for 
a nonpro� t health plan in the Midwest. Send your bill-
ing and coding questions to her at slewis56@q.com, 
and we may answer them in a future issue.

ing that patient? Or would that 
first ward visit be a subsequent 
visit (or extra time charge), given 
that the patient was seen by a 
member of our group when ad-
mitted to the ICU?
I’m going to assume that the doc-
tor treating the patient in the ICU 
in both scenarios is also a hospi-
talist within your same group. If that’s the case and 
if any patient in the ICU has already been seen and 
evaluated on a given date, transferring the patient 
that day to the floor doesn’t mean the receiving hos-
pitalist can bill a visit.
 You may, however, be able to combine both hos-
pitalist visits and select a level of service based on 
what the documentation supports.

Hospital to home
As hospitalists, we are often asked to fill out physi-
cian face-to-face documentation for home health 
services prior to discharge. May we use the code 
G0180 (physician certification of home health) 
when completing patients’ home health certifi-
cation in the hospital, even when we won’t treat 
those patients as an outpatient and we won’t be 
the doctor executing further home health orders 
for them?
Hospitalists may be eligible to perform the face-
to-face encounter required for home health cer-
tification, but they must meet certain criteria. The 
Centers for Medicare and Medicaid Services (CMS) 
publishes an informational booklet entitled “Medi-
care Home Health Benefit” (ICN 908143), dated 
March 2017.
 Per 42 CFR 424.22(a)(1)(v)(A) of that publication, 
the face-to-face encounter can be performed by 
the following:
n a certifying physician;
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