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There’s an old saying in health care 
that if it’s not documented, it didn’t 
happen. 

In fact, proper medical record docu-
mentation is essential to the work of every 
medical practice. Without accurate and 
complete documentation of medical services, 
health care providers will not be appropri-
ately reimbursed for the services they pro-
vide. Even more, accurate medical records 
enable physicians and other providers to 
evaluate, plan, and monitor the care patients 
receive over time.

Thus, proper medical record documen-
tation is critically essential to the ability of 
providers to deliver billable, high-quality 
patient care. Medical record documentation 

is also the best protection in the event of any 
audit request, whether it comes from the 
Centers for Medicare & Medicaid Services 
(CMS) or commercial insurance carriers. 

Blurred guidelines
Health care providers are expected to sub-
mit adequate documentation to support 
insurance claims for medical services. After 
all, those who pay health care benefits want 
to verify that reimbursement claims are 
appropriate and medically justified. Yet, 
while patient medical records are con-
sidered a legal document, medical record 
documentation requirements are driven 
more by insurance industry guidelines and 
practices than the law itself. 
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confirmation that medical services were nec-
essary, appropriate, and accurately reported.1

For reference, Brauchler recommends 
medical practices turn to the “Guidelines 
for Medical Record Documentation” pub-
lished by the National Committee for Quality 
Assurance (NCQA).2 “The NCQA guidelines 
are kind of the holy grail for documenta-
tion,” she notes. 

As such, NCQA guidelines list 21 com-
ponents of documentation that reflect widely 
accepted industry standards. These cover 
basic information requirements, such as 
including the patient’s name or ID number, 
biographical data (e.g., address, employer, 
home and work telephone, and marital status), 
the date and author of medical record entries, 
the initials of the practitioner who ordered 
consultation, laboratory, and imaging reports 
in the chart, and similar requirements.2

Notably, the NCQA guidelines identify 
six of the 21 elements on the list as essen-
tial core components in medical record 
documentation. These cover issues involv-
ing documentation of significant medical 
conditions, medical history, medications, 
diagnoses, treatment plans, and verifying 
no “inappropriate risks” were associated 
with the diagnosis or treatment.

Docs and recs 
Both CMS and private insurance carriers 
require treating physicians and other prac-
titioners to verify in writing all patient care 
services they have provided. This might 
sound like an obvious requirement, but it 
is one sometimes overlooked, say experts. 

“Most of the documentation in a patient 
chart—paper or electronic—is supposed 
to be done by the licensed practitioner,” 
explains David J. Zetter, CPCO, CPC, presi-
dent of Zetter Healthcare in Mechanicsburg, 
Pennsylvania, and a member of the National 
Society of Certified Healthcare Business 
Consultants (NSCHBC). “But everyone 
knows [other] staff [members] perform the 
initial chief complaint, history of present ill-
ness, and usually have the patient complete a 
review of systems and past family and social 
history. If any of this information is com-

pleted on paper, then the licensed practitioner 
needs to sign the document and mention they 
reviewed it in their documentation.”

What are the consequences of failing 
to authorize medical record documentation 
properly? “Without this mention, signature, 
and date on any document being used during 
the encounter and considered in the medi-
cal decision-making, the document will not 
count when reviewed by any auditor,” says 
Zetter. “This will most definitely downgrade 
your service level and possibly render the 
service nonbillable. As a consultant, I see 
this all the time.”

The active engagement of practice staff 
in the documentation process is indeed often 
an integral one, agrees Deborah Siclari, CMA 
(AAMA), practice manager for Pediatric 
Ophthalmology of New Jersey in Wayne, New 
Jersey. “The medical decision-making that is 
part of E/M [evaluation and management] 
documentation is obviously made by the 
physician, but in order for the physician to 
come to that decision, the chief complaint and 
history intake at our office are completed by 
our staff technicians. I always emphasize that 
the intake has to be easy to understand, not 
confusing, and provide our physicians with 
all the information they need for the visit.”

As such, the staff is trained to run 
through a series of basic intake questions, 
says Siclari. “First, they’ll ask the patient to 
describe the chief complaint in their own 
words. When did the complaint start? They’ll 
ask for any information about pain. Is the 
condition painful? Is it constant or is the 
pain intermittent? Is the eye red? Swollen? 
Is there blurry vision? How long have the 
symptoms been going on? We do see a lot 
of emergencies, so we might need to know 
when and where an accident occurred. With 
what object? Then we’ll ask if they’re on 
any medication and about previous history 
leading up to this visit.” 

Once staff completes the intake, the 
physician will perform the examination and 
choose the ICD-10 code for the visit, says 
Siclari. the tenth edition of the International 
Classification of Disease provides insurers 
with more detailed information on diseases, 

“There’s actually not a lot of guidance in 
regard to what has to be in medical record 
documentation,” says Marcia Brauchler, 
MPH, FACMPE, president and founder of 
Physicians’ Ally, a health care consulting firm 
in Littleton, Colorado. “There’s no law that 
compels you to have good medical record 
documentation. Normally, things have teeth 
in health care. For example, privacy require-
ments are enforced by HIPAA [the Health 
Insurance Portability and Accountability 
Act]. There are health claims laws in effect to 
make sure you don’t fraudulently bill. There 
are human resource laws that say you can’t 
discriminate. But there’s no law that says 
your medical record documentation has 
to be robust and accurate to any standard.”

But less-than-robust documentation 
practices can pose serious legal risks for phy-
sician practices, remarks Brauchler. “In fact, 
accurate medical record documentation is 
your best defense when there are allegations 
of other legal violations that are prosecuted, 
like the False Claims Act or the Stark Law. 
So, it’s an issue that does tie into other laws, 
but there’s no law in itself that says you have 
to have good medical record documentation.”

As Brauchler and other observers note, 
industry best practices in the documentation 
arena are many, driven by an understanding 
of the basic goals and patient-information 
needs of documentation. As the Medicare 
Learning Network explains, 

clear and concise medical record docu-
mentation is critical to providing patients 
with quality care and is required for you 
to receive accurate and timely payment 
for furnished services. Medical records 
chronologically report the care a patient 
received and record pertinent facts, find-
ings, and observations about the patient’s 
health history. Medical record documen-
tation helps physicians and other health 
care professionals evaluate and plan the 
patient’s immediate treatment and monitor 
the patient’s health care over time.1

Generally, both Medicare and private health 
plans expect “reasonable documentation” 
from providers that the services provided 
coincide with covered benefits. This includes 
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inations that can be performed 
during a patient’s visit: general 
multi-system examination and 
single organ examination.1

While practice managers and staff 
directly involved in E/M billing 
and documentation are encour-
aged to familiarize themselves with 
the Medicare guidelines, there are a 
few highlights of what’s necessary to 
know. Generally, Medicare’s guidelines 
describe how billing code sets for E/M 
services are organized into multiple 
categories and levels. As such, more 
complex visits will involve higher coding 
levels for billing purposes. As far as the 
overall complexity of the patient visit, this 
basically involves how many problems 
are addressed during the examination or 
encounter, and the extent or level of the 
care provided. In turn, three components 
determine the billing level for an E/M visit: 

1. History
2. Examination
3. Medical decision-making

These three major E/M categories have 
various subcomponents, too, that are 
designed to further clarify the billing level 
and complexity of the visit. 

The complexity of the history por-
tion of the visit is based on the presence 
or absence of four elements1: 

• Chief complaint (CC)

• History of present illness (HPI)

• Review of systems (ROS) 

• Past, family, and/or social history 
(PFSH)

In a nutshell, the CC should briefly describe 
“the symptom, problem, condition, diagno-
sis, or reason for the patient encounter.”1 The 
HPI includes a variety of elements:

• Location

• Quality

• Severity

• Duration

• Timing

• Context

• Modifying factors

• Associated signs and symptoms of the 
present illness

As for the ROS, this involves taking an 
inventory of patient signs and symptoms 
associated with a list of body systems 
(e.g., constitutional systems, ears, nose, 
mouth, throat, cardiovascular, and respira-
tory). Finally, the PFSH category covers 
the patient’s past medical history, family 

signs, symptoms, and clinical findings.3

One key to accurate documentation 
is sufficient staff-provider communication 
norms in the medical practice, says Siclari. 
“Our physicians review the documentation 
of the chief complaint and medical history 
with each patient. If they’re not satisfied 
with how the intake was done or completed, 
they will bring the charts to me, and I will 
go over it with the staff for future reference. 
For example, a technician might do the 
patient intake and go through the chief com-
plaint and present medications. But maybe 
the patient is now on three [prescription 
eye] drops instead of one as before. There 
might have been a phone call made between 
appointments and a change made to the 
prescription. If that wasn’t documented in 
the note prior to—or as an addendum to a 
note for—that particular visit, the physician 
will bring it to our attention.”

Save as ...
As a resource, Medicare’s Documentation 
Guidelines for Evaluation and Management 
Services offers valuable information on docu-
mentation of E/M services in the patient 
visit. Notably, Medicare offers both 1995 
and 1997 editions of the guidelines.1

While the guidelines are relatively similar, 
one significant difference between the two 
pertains to the examination portion of the 
visit. The Medicare Learning Network explains: 

The most substantial differences in the 
1995 and 1997 versions of the documen-
tation guidelines occur in the examina-
tion documentation section. For billing 
Medicare, you may use either version of 
the documentation guidelines for a patient 
encounter, not a combination of the two. 
For reporting services furnished on and 
after September 10, 2013, to Medicare, 
you may use the 1997 documentation 
guidelines for an extended HPI [history of 
present illness] along with other elements 
from the 1995 documentation guidelines 
to document an E/M service. …

The 1997 documentation guidelines 
describe two types of comprehensive exam-
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On file(s)
The National Committee for Quality 
Assurance (NCQA) narrowed down 
the 21 accepted standards for medi-
cal record documentation to six core 
components:

1. Significant illnesses and medical condi-
tions are indicated on the problem list.

2. Medication allergies and adverse 
reactions are prominently noted 
in the record. If the patient has no 
known allergies or history of adverse 
reactions, this is appropriately noted 
in the record. 

3. Past medical history (for patients 
seen three or more times) is easily 
identified and includes serious acci-
dents, operations, and illnesses. For 
children and adolescents (18 years 
and younger), past medical history 
relates to prenatal care, birth, opera-
tions, and childhood illnesses. …

4. Working diagnoses are consistent 
with findings. 

5. Treatment plans are consistent with 
diagnoses. …

6. There is no evidence that the patient 
is placed at inappropriate risk by a 
diagnostic or therapeutic procedure.2



medical history, and past and current 
social activities.1

The elements of E/M documentation 
may be further categorized depending on 
how extensive an intake is required. For 
example, the examination portion of a 
patient visit may be categorized as prob-
lem focused, expanded problem focused, 
detailed, and comprehensive. For medical 
decision-making, complexity is categorized 
as straightforward, low complexity, moderate 
complexity, and high complexity. 

Finally, for accuracy, providers are 
expected to complete documentation of a 
medical visit as soon as possible following 
the visit.1

Mission: Complete 
As an experienced auditor and certified 
coder, Zetter encourages medical practices 
to consider the goal of accurate and com-
plete documentation of patient visits a top 
priority. “Importantly, with [the Quality 
Payment Program (QPP)4] in place, it is 
especially imperative now for practitioners 
to improve their clinical documentation 
to ensure that everything going on in their 
head is documented in the chart,” he says.

Accordingly, Zetter says medical record 
documentation should accurately represent 
the “true patient” to the payer. “Often, practi-
tioners only document the main diagnosis or 
two or three diagnoses,” he says. “If they are 
seeing a patient for hypertension today, yet 
the patient also has diabetes, COPD [chronic 
obstructive pulmonary disease], and other 
maladies, they should be documenting all 
the diagnosis codes, so the payer under-
stands they’ve considered all the patient’s 
maladies and medications in their medical 
decision-making.” 

Zetter’s advice rings true for Carla 
Hammer, CMA (AAMA), CPC, opera-
tions manager for three Primecare clinics 
in Zanesville, Ohio. “With the providers, 
I would say their biggest documentation 
mistake is when they’re not complete,” says 
Hammer. “That’s No. 1: forgetting to docu-
ment instructions or other details. They 

might know what’s in their mind when mak-
ing their medical decision, but they don’t 
always write it all down.”

Primecare’s nursing and medical assist-
ing staff are responsible for much of the 
documentation in the electronic system, 
says Hammer. This includes documenting 
follow-up on phone calls or calling patients 
with physician instructions. In this regard, 
Hammer says the always-document rule 
applies no matter how insignificant any 
detail might seem. 

“I have had incidents in which a nurse 
would document that she spoke to the 
patient when actually she spoke to a rela-
tive of the patient,” she says. “Or a patient 
will call and talk to one of our nurses, who 
provides her with information. If the patient 
then calls again the next day to speak with 
the physician, and the nurse did not docu-
ment what the patient was told the day 
before, then it’s quite problematic. So, always 
document. For medical assistants and nurses, 
that’s imperative.” 

Complete documentation is also imper-
ative because the payer, whether Medicare 
or a private insurer, may not have all the 
necessary documentation and patient history 
from other providers, says Zetter. Without 
such documentation, the payer might view 
the patient as less ill than the complete his-
tory would show. “This could affect the 
practice’s quality and cost scores, not only 
with Medicare but also with the commercial 
payers,” explains Zetter. 

Undoubtedly, complete documentation 
also means appropriate documentation. In 
terms of the ROS in the patient history, for 
example, the intake ought to be appropriate 
to the CC. 

“What we don’t want to do is have the 
patient come in for ankle pain and our 
medical assistants go over the review of 
systems for the whole body,” says Regina 
Gryder, CMA (AAMA), CPC, practice 
manager for Orthopaedics–West Park 
of Wake Forest Baptist Health in North 
Wilkesboro, North Carolina. “The review 
should be pertinent to the ankle or involve 
just a few [items of the] review of sys-
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tems. If you go over all the body 
systems, from a coding perspec-
tive, it just looks over and beyond 
what is needed in terms of pertinent 
information. The documentation 
needs to be patient-focused and 
pertinent or closely related to the 
specific problem that’s occurring.”

Space cases
For the most part, the examination and 
history components involved in doc-
umenting E/M services are relatively 
straightforward and objective. Typically, medi-
cal decision-making is a more complex and 
involved challenge for clinicians. But the more 
subjective demands of the latter should not lead 
providers to neglect details in more clear-cut 
areas of documentation, say experts. 

“In my experience, providers are often 
focused more on the medical decision-mak-
ing area, the diagnosis and here’s what we’re 
going to do [part],” remarks Mallory Espejo, 
CPC, CPCD, a billing manager with MTSL 
Group, a practice management services 
group in Portland, Oregon. “Consequently, 
there might be a tendency at times to not 
adequately document the history and exami-
nation components.” 

 As a billing and coding consultant, 
Espejo describes some of what she encoun-
ters in the field. “I do see a lot of documen-
tation in which providers have examined a 
body area, and there was nothing of note, 
so they’ll just leave that off the documen-
tation. It might be that the physician has 
examined the lungs, and everything is 
clear, the lungs are fine, perhaps because 
it wasn’t the patient’s primary reason for 
coming in, so they leave it out or just 
write ‘clear,’ without indicating what they 
actually listened to. But what they really 
need is to have that note in the chart, to 
say that they did examine this specific 
area, noting ‘lungs are clear.’” 

With the medical decision-making 
component, providers may fail to identify 
whether the patient is new or established, 
for example, or note when additional ser-

vices, such as a consultation with another 
physician, were used.5 Accordingly, many 
experts such as Espejo recommend medical 
practices conduct periodic internal chart 
reviews to make sure their documentation 
practices in all areas are up to par. Indeed, 
with widespread industry concerns about 
quality and cost issues, coupled with the 
potential for outside audits, internal chart 
reviews of practitioner practices can be 
exceedingly beneficial. 

It’s all in your head 
Should medical practices worry about out-
side audit or chart review requests? For the 
most part, no. “As far as outside audits, there 
are basically three kinds,” says Brauchler. 
“In my experience, the most common audit 
involves the providers who accept Medicare 
Advantage patients or, more recently, health 
insurance exchange patients. If somebody’s 
been kind of lazily coding low back pain, for 
example, there’s a financial interest for the 
payer to come in, read through the chart, 
and find a history of cancer, diabetes, or 
other diagnoses. This is because the payer’s 
premium from the government for Medicare 
Advantage plans and exchange programs 
can be risk adjusted up and are retroactive 
for three years.”

In these instances, the apprehension 
that physician offices might have to receiv-
ing an audit notice is unnecessary, says 
Brauchler. “While most physician offices 
freak out because they’re getting audited, 
the majority of the audits are done by pay-
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ers who have an incentive to add on more 
diagnosis codes than the physician may 
have considered. They can then go back 
and appeal for extra premium money for 
the prior 36 months.”

Other audits are primarily educational, 
adds Brauchler. “These are harmless, usu-
ally paper audits, [and] not done in person; 
… a physician will get a letter from the 
insurer saying, ‘You’re in our top 10 percent 
of utilizers of high-level office visit codes.’ 
Or, ‘We want to look at your documenta-
tion for subsequent in-patient visits.’ These 
audits are usually targeted to a few patients, 
specific to evaluation and management. In 
fact, the majority of codes billed, about 80 
percent, are E/M codes. For these audits, 
we’ve never seen anybody get dropped from 
their network.” 

In such cases, Brauchler suggests 
that the medical practice consider doing 
its own preaudit of the requested charts, 
which can be sent to the insurer with a 
cover-letter explanation. Siclari is familiar 
with this type of request. “Usually, about 
once a year, we’ll receive requests from 
some insurers for a list of patient charts. 
They ask for the chart notes for certain 
office visits for a particular time frame. 
They then do their own study and compare 
it to what we submitted, as far as the CPT 
codes and diagnosis,” she explains. 

Such insurer audit requests usually 
entail anywhere from five to 15 charts, 
reports Siclari, who says she considers such 
requests routine. “I have actually never heard 
back from an insurer, which we probably 

“Sometimes providers don’t always note that a patient has been referred to the 
office. This needs to be documented in the office note. If the provider reviewed 
outside office notes, labs, or MRIs, for example, that information also needs to be 
reviewed and documented in the notes. It’s important because it helps us to record 
correct evaluation and management service (E/M) levels of care.”

—Regina Gryder, CMA (AAMA), CPC, practice manager, Orthopaedics–West Park of 
Wake Forest Baptist Health, North Wilkesboro, North Carolina
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would if they didn’t like the charting and 
notes for the visits.” 

The third audit type involves Medicare’s 
recovery audit contractor (RAC) program. 
These audits are part of the CMS initiative to 
counteract Medicare fraud, waste, and abuse. 
The RAC audit can review all services billed by a 
physician or other provider who bills Medicare 
Fee-for-Service, including E/M services. The 
RAC program in place since 2010 uses con-
tracted auditors, divided into four national 
regions, to identify improper claims payments 
provided to Medicare beneficiaries. These can 
include both over- and underpayments.6

 “If a physician office gets a letter from 
their regional RAC auditor, it’s usually because 
they’re a specialist in a targeted national 
claims audit review,” explains Brauchler. “For 
example, many ophthalmologists in recent 
years were targeted for blepharoplasty pro-

cedures [a type of surgery to repair droopy 
eyelids7]. This involved chart audit requests 
from the Medicare RAC auditor for their 
region, just to see if a visual field test was 
done before Medicare was billed. To medically 
qualify for the procedure, you had to have 
proven before the surgery that the patient’s 
eyelid was affecting their field of vision. But 
as long as the physician’s office had done a 
field of vision test and documented it in their 
record before they billed Medicare for the 
blepharoplasty, they were good.”

For the average physician, the likelihood 
of being included in a RAC audit is usually 
low, says Brauchler. “An audit, in general, is 
in most cases a blip at best,” she concludes. 
“Unfortunately, most physicians’ offices treat 
it like the sky is falling. Everything comes 
to a screeching halt while they panic. But 
there’s no reason to panic.” 

What’s up, e-docs? 
Finally, what is the impact of electronic 
records on medical record documentation? 
Electronic health records (EHRs) offer 
many advantages, enhancing the capacity 
of providers to accurately track data over 
time, monitor patient measures, and other 
benefits. In terms of documentation, one 
convenience EHR systems offer is the ability 
to pull forward information from previous 
patient visits. But with such capacity also 
come certain cautions.

 “It’s not hard to find examples in a 
small sampling of charts in physicians’ 
offices, of what I would call ‘EHR apathy by 
the user,’” cautions Brauchler. “For example, 
the chart might say, ‘This 80-year old male 
presents today with a sore throat,’ but it 
is actually about a female patient. Who 
knows where someone copied and pasted 
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that from? Unfortunately, we’re seeing more 
examples today of what looks like uncor-
rected autofills.”

A related EHR issue involves old 
prescription medication entries that may 
appear to be current in the documenta-
tion. “When you do a medication review, 
it’s important to put an end date on the 
prescription so that it doesn’t pull for-
ward forever as an active prescription,” 
advises Brauchler. “You have to be smart 
about these things. It’s important to take 
your time, double-check the [electronic] 
shortcuts, and make sure everything makes 
sense while the patient is in front of you.”

Gryder echoes such concerns especially 
in regard to medications. “I worked in fam-
ily medicine previously, and it was impor-
tant there, but it’s especially important in 
surgical offices,” she says. “If a patient is 
on Plavix [clopidogrel], for example, and 
they’re supposed to be off the medication 
for so many days prior to a procedure or 
injection, [and] the staff miss documenting 
that medication, it could potentially be a 
life or death mistake.” 

Indeed, with the ease of use EHR sys-
tems allow, staff can inadvertently intro-
duce a range of inaccurate, contradictory, 
or erroneous information from the previous 
patient encounter into the documentation 
of the current patient visit.

“We get into trouble as an industry 
when the copying and pasting, or note clon-
ing as it is called, … is either not accurately 
capturing specific information for the patient 
or used in a way that impacts the billing por-
tion of the process,” says Robert M. Tennant, 
MA, director of health information policy for 
the Medical Group Management Association 
(MGMA) in Washington, DC. 

Generally, pulling forward pertinent 
content from the last visit is acceptable, 
such as the ROS or latest PFSH, says 
Tennant. If the earlier information in the 
documentation has not changed from the 
date of the last visit, Tennant suggests a 
dated note to that effect (e.g., “ROS and 
PFSH did not change”) be included in the 
notes for the current visit. 

“If you’re looking at the progress notes 
from six months ago, what you can do is 
pull it forward, but then modify it to reflect 
the current patient encounter,” he explains. 
“There’s no reason why you can’t do that as 
long as you clearly update the information 
gathered at the patient encounter.” Tennant 
encourages providers to establish office 
guidelines on note cloning, educating staff 
on when and how such practices are appro-
priate or not. 

Undoubtedly, the challenges involved 
in medical record documentation are 
significant and many. Whether the issue 
is working with EHR systems, audit 
requests, internal chart reviews, or staff 
training and education in best practices, 
attention to detail is the watchword in 
the documentation arena. Ultimately, the 
challenges and responsibilities involved 
in medical record documentation are 
manageable. Meeting these challenges 
successfully will not only lead to proper 
reimbursement practices but also enable 
health care providers to consistently 
deliver high-quality patient care. ✦
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