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Know the Messenger

• February 3, 1983

• My first day as a 
chiropractic 
patient

• My first day as a 
chiropractic 
employee

Our Plan for Today

Conduct Conduct required elements of a compliant HIPAA program as it relates to the 
business of healthcare

Apply Apply the Medicare standard to intake requirements and establish a baseline for 
episodes of care

Understand Understand how to use a decision-making matrix to determine the reportability of 
active treatment and to be able to help the patient understand the distinction 

Recognize Better recognize the differences between active and maintenance care

Good Documentation Tells 
the Story!

Know Your 
Audience

• Another healthcare 
provider

• Your board

• A malpractice attorney

• Third-party payer's 
medical necessity 
auditor

• Each has different but 
necessary requirements 
for your documentation

The Life Cycle of 
the Patient Chart 

• History

• Treatments performed

• Rationale for therapy

• Release dates from MN care

• Maintenance treatments

• Returns to MN care

• Everything that relates to how 
their health is managed by 
your office
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What 3rd Party Payers 
Want to See for Active 

Treatment

• Prove Medical 
Necessity

• Cause and start 
date

• End date of care

• Diagnosis match 
patient 
complaints, does 
that match 
billing and 
coding

• Is patient 
on/following a 
treatment plan?

Your 
Patient’s 
Flow 
Under 
Care

Active 
Treatment

Wellness 
Care

Active 
Treatment 

Wellness 
Care

Self-Care

This Now 
Becomes 
the Story 
You May 
Have to 
Tell 

Let's be clear:

• None of this is new 

• Compliance is been 
around for decades

• The difference now, is 
auditors, insurance 
companies and the 
government are 
bothering to look!

• Now for some “Risk 
Management”
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Your Passion is Also a Regulated Business
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Parts of an Effective 
Office Compliance 

Program

• CMS/Medicare

• OIG compliance

• HIPAA

• OSHA

• CLIA

• Anti-Kickback Laws

• Stark Laws

• State laws

• Employment Laws

Who is the 
OIG?

Office of Inspector General's 
(OIG) mission is to protect the 

integrity of Department of 
Health & Human Services 

(HHS) programs as well as the 
health and welfare of program 

beneficiaries.

Government’s Healthcare 
Oversight

HHS OIG is the largest inspector 
general's office in the Federal 

Government, with approximately 
1,600 dedicated to combating 
fraud, waste and abuse and to 

improving the efficiency of HHS 
programs 

A majority of OIG's resources goes 
toward the oversight of Medicare 

and Medicaid — programs that 
represent a significant part of the 
Federal budget and that affect this 
country's most vulnerable citizens 

Federal Register Vol. 81, No. 29 
February 12, 2016

(pg. 7661) We believe that undertaking no or 
minimal compliance activities to monitor the 
accuracy and appropriateness of a provider 

or supplier’s Medicare claims would expose a 
provider or supplier to liability under the 
identified standard articulated in this rule 

based on the failure to exercise reasonable 
diligence if the provider or supplier received 

an overpayment.

We also recognize that compliance programs 
are not uniform in size and scope and that 

compliance activities in a smaller setting, such 
as a solo practitioner’s office, may look very 

different than those in larger setting, such as a 
multi-specialty group.

Outliers Audited & 
Made Example

2013 2014 2015 2015

“Establish adequate policies and procedures

to ensure that chiropractic services billed to 

Medicare are medically necessary, correctly 

coded and adequately documented.”

AUGUST 
2016

“Establish adequate policies and procedures
to ensure that chiropractic services billed to 
Medicare are medically necessary, correctly 
coded and adequately documented.”
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What An OIG Compliance Program IS

Compliance 
Program Purpose

Integrate policies and 
procedures into the 
physician’s practice 
that are necessary to 
promote adherence 
to federal and state 
laws and statutes and 
regulations 
applicable to the 
delivery of 
healthcare services

OIG Recommends Policies and Procedures to Address 
THESE Risks

Elements of 
an OIG 
Compliance 
Program

ESTABLISH AND 
IMPLEMENT POLICIES 

AND PROCEDURES

ASSIGN A 
COMPLIANCE 
OFFICIAL OR 

CONTACT

EMPLOY 
COMPREHENSIVE 
EDUCATION AND 

TRAINING

ENFORCE 
DISCIPLINARY 
STANDARDS

RESPOND SWIFTLY 
TO DETECTED 

OFFENSES

PERFORM INTERNAL 
AUDITING AND 
MONITORING

MAINTAIN OPEN 
LINES OF 

COMMUNICATION

RESEARCH AND 
DOCUMENT ALL 

STAFF AND 
PROVIDERS

March 
2015

Can We Say Mitigating Factor Boys and Girls?
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What An OIG Compliance Program Isn’t

A 
“Program” 

is Not a 
“Manual”

The Gospel 
According to 

KMC…

“It’s ridiculous to 
think that in today’s 
climate you can run 

the business of 
healthcare without a 

mandatory 
compliance program. 

It’s tantamount to 
thinking that you can 
adjust without going 

to chiropractic 
school.”

KMC’s “Either/Or” Principle 
Traditional Part B Medicare

Either enrolled with Medicare or don’t see Medicare Patients
Either covered service or statutorily excluded service

Either Medicare responsible or patient responsible

Either active treatment or maintenance care

Either mandatory ABN or voluntary ABN

CMT is either AT or GA

Never  S8990 with Traditional Part B Medicare

Is All Care Medically Necessary?

Clinically Appropriate 
Care

• Maintenance care
• Supportive care
• Palliative care
• Life enhancing and 

wellness care
• Symptom relieving only
• Care that doesn’t have as 

its goal improved 
function and correction

• All care within your scope 
of practice, because 
Doctor is your first name

Medically Necessary 
Care

• Acute problems

• Care that can provide 
measurable functional 
improvement

• Chronic care with 
expected functional 
improvement

• Often defined by the 
carrier’s medical policy
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Medical Necessity = Coverage
parameters set and defined by third-

party payers 

Chiropractic is Different 
In Medicare

Step One:  
Must Know 

The Difference

Step Two-Enrollment Part B 
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Types of Medicare Coverage: Part B

• Basic Medicare Part B coverage is what most of the senior 
population have

• Medicare Part B is optional

• Medicare Part B is usually the primary coverage 

Obligations 
of DCs When 
Agreeing to 
Accept and 

Treat 
Medicare 

Part B 
Patients

Types of Medicare Coverage: Part C

• Also known as Medicare Advantage Plans or 
Replacement Plans— “Managed Care Medicare”

• Redirects benefits to a private carrier

• No Part A or B

Step Three-Enroll in Part C Plans if Desired

Obligations 
of DCs 
When 

Agreeing to 
Accept and 

Treat 
Medicare 

Part C 
Patients

Important 
Considerations Each Visit

• Is today’s visit in an active 
episode or not?

• What visit number within the 
episode?

• Length of time since last visit?

• Enough to start new episode of I, 
B or FE?

• Full evaluation required for 
medical necessity?

• Always a doctor decision…not a 
money decision!
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Understand and 
Implement Medical 

Necessity Definitions

The Opposite of Active Treatment

Denials Relate 
to Three 
Things

• Denied based on the benefit

• Denied based on Medical Necessity

• Denied based on coding

• Medical Review policy errors are 
also Medical Necessity Errors

Rationale for 
Denials Are 

Two-Fold

• Binding Rationale:
• Medical Policy 

Manual
• Medical Review 

Policy
• Local Coverage 

Determinations 
(LCD)

• Local Coverage 
Articles (LCA)

• National Coverage 
Determinations 
(NCD)

• Persuasive Rationale:
• Generally 

Accepted 
Standards

• MedLearn 
Matters

• Best Practices
• Qualified and 

Certified 
Consultants

• American 
Chiropractic 
Association

• CPT Editorial 
Panel-CPT Books

• CPT Assistant 
Articles

Who Determines Active vs. Maintenance?

You 
Do! 
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But You Have to Back it Up!

Documenting Medical Necessity in History 
or Subjective if Incident

• Include a Mechanism of Trauma
for every new patient or new 
episode 

• Ask leading questions of your 
patient to elicit a specific incident 
that precipitated the pain and 
Functional Loss that the patient is 
experiencing

• “Before experiencing your low back 
pain, did you slip or fall?” 

• “Can you recall anything unusual 
that happened prior to not being 
able to walk?”

• Record any incident that the patient 
can relate that ties to the 
Complaints that brought them into 
your office and their Functional 
Loss from those complaints

Use Medicare 
Documentation 

Guidelines in the Absence 
of Others

Initial Visit

• History

• Description of Present Illness

• Physical Exam

• Diagnosis

• Treatment Plan

• Date of initial treatment

This Photo by Unknown Author is licensed under CC BY-SA

Medicare Documentation Job Aid for Chiropractic Doctors

I know they need care…now what?

This is the $64,000 Question
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DCs Must Answer with Certainty!

If No….

Incident Protocols

• Documentation within 
CMT

• May not be necessary 
to provide E/M

• All components of 
“initial” visit required

• Beware of incidents 
that happen once a 
month like clockwork

Burst may 
be the 
most 

common 
used

Typical Episode 
of Care

• Likely to require at least 
one re-evaluation

• Chronic diagnosis and 
significant lack of function

• Generally, more than a 
month of active treatment
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Not Medicare Only…

The concept of medical 
necessity, active episodes of 
care, and maintenance care 
are the same for any type of 

third-party pay situation

Let’s 
Follow 

the
Simple 
“YES” 
Path

Let’s 
Follow
Alt. 1 
“YES” 
Path

Let’s 
Follow
Alt. 2 
“YES” 
Path

The 
New 

Episode 
Path

New 
Episode 

After 
Brief  

Check
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The 
True

Non-AT 
Path
Non-
QMB

The 
True
Non-

AT 
Path
For a 
QMB

The
Non-AT

Path
“No 

Thank 
You”

How CAs 
Can Be Of 
Assistance

1. Screen
2. Schedule
3. Support

Your new patient 
call procedure 

should be followed 
for any type of 

patient. We 
recommend the 

KMC University NP 
Phone Call Flow 

Sheet
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A Helpful 
Front 

Desk Skill 
Set

Anyone Answering the Phone Should 
Know This

Best practices 
include having a 

system for 
determining this 

on a call. 
Collect updated 
data before the 

patient goes in to 
see the doctor.

Even if it should not have been a routine 
visit appointment, the DC can 

determine if more time is needed after 
checking the patient
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A Coding Primer

Procedure codes 
are represented 

by CPT and HCPCS

You Can’t Make 
That Up!

• Coding must match your service

• Not everything has a code

• Standard coding guidelines apply

• Certain codes can’t be combined 
with one another

• Just because there is a code, it 
doesn’t mean it’s covered by the 
payer

• When in doubt, ask!

Coding 
Tells the 
Patient’s 
Story to 
Payers

Basic Rules of Coding

Select the code that 
most closely defines the 

service (s)  rendered

Documentation from 
the patient encounter 
determines the codes 

used

Before using a code, be 
sure all required 

elements to satisfy the 
code description have 

been met

Do not guess or assume 
codes

Codes must be 
confirmed and 
supported by 

documentation

Accurate & 
Complete 

Coding

• Consistency – no matter who is paying for 
the service

• Objective– high-quality health data to 
payers

• Accurate– one that best describes the 
service(s)
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Evaluation 
and 

Management 
(E/M) Coding

New Patient Office 
Visit

• 99202-99205

• Used on never-
before-seen 
patients and 
those away at 
least 3 years

Established Patient 
Office Visit

• 99211-99215

• Used on anyone 
seen within 3 
years

Proper Use 
of 99211

• The E/M services for 
which these 
guidelines apply 
require a face-to-face 
encounter with the 
physician or other 
qualified health care 
professional. 

• For office or other 
outpatient services, if 
the physician’s or 
other qualified health 
care professional’s 
time is spent in the 
supervision of clinical 
staff who perform the 
face-to-face services 
of the encounter, use 
99211.

Option 1-Code According to Time Option 2- Code by Medical Decision Making 

No data to review, other than 
prior notes from previous 

episodes of lower back pain

Low risk from 
manipulation and 

home exercise 
stretches

Spine and 
Extremities

• 98940 – 1-2 Regions

• 98941 – 3-4 Regions

• 98942 – 5 Regions

• 98943 - Extremities

Choose the most  comprehensive 
physician code to describe chiropractic 
services rendered. 

Passive vs. Active 
Therapies and 
Modalities

• Passive treatments require the patient to 
be a submissive recipient of treatment

• Passive treatment can help with 
immediate pain relief, but active treatment 
keeps the patient functional in the long 
term

• Passive modalities are common in the 
earlier phases of a treatment plan

• Active treatment is most often recognized 
as exercise, stretching, and strengthening 
procedures
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Therapies Can be Supervised or 
Constant Attendance

Supervised Modalities:

• Billable once per patient 
encounter

• Able to be delegated to team 
members, with provider in 
the office, dependent on 
state and payer guidelines

• All passive modalities where 
the patient is not actively 
involved

• Not required to be constantly 
attended by the provider of 
service, but within the office

Constant Attendance Modalities:

• Time-Based for billing

• One-on-one direct 
attendance is required

• State and payer 
regulations determine who 
must be in attendance

• Generally, higher-level 
passive services requiring 
constant attendance

Examples of 
Supervised 
Modalities

• Heat and Cold 
Therapies
• Hot Packs
• Ice Packs
• Analgesics

• Electrical Therapies
• Electrical Stimulation-

unattended
• TENS Units

• Mechanical Traction
• Static traction
• Decompression 

This Photo by Unknown Author is licensed under CC BY

Examples of Constant 
Attendance 
Modalities

•Ultrasound-attended

• Electrical Muscle 
Stimulation-
attended

• Laser Therapy

Active Care Can Also be Passive and Active

• Active care rehabilitation is 
considered a therapeutic 
procedure

• Therapeutic procedures require 
constant attendance-state and 
payers determine level of 
supervision or attendance 
required

• Time-Based for billing

• Passive exercises and treatments 
are used to prevent stiffness and 
regain range of motion in muscles

• Active exercises help strengthen 
the communication between the 
brain and body for increased 
movement

• Most active care treatment plans 
have goals related to improved 
function and increased ability to 
perform daily activities

Exercise Services: Documentation and Intent

91 92
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Therapeutic 
Procedures 
(97110-97546) 
• Therapeutic 

Procedures are time-
based codes for billing 
purposes

• The patient is ACTIVE 
in the encounter 

• Requires direct one-
on-one patient contact 

• Documentation 
should include both 
the total time spent 
and the time spent 
doing each 
activity/exercise.

• Codes are billed per 
15 min increments

97110 
Therapeutic 

Exercise
• Therapeutic Exercise, 15 

mins. Each--One or 
more areas

• Incorporates one:
• Strength
• Endurance

• Range of motion
• Flexibility

• Must show functional 
deficit in the above 
during examination

Therapeutic 
Exercises-97110

• Instructing and directly supervising 
the exercises 

• Purpose is to develop and/or 
maintain muscle strength and 
flexibility including range of motion, 
stretching and postural drainage

• Performed actively, active-assisted, 
or passively (e.g., treadmill, 
isokinetic exercise lumbar 
stabilization, stretching, 
strengthening)

Therapeutic 
Exercises-97110

• Ther-EX considered 
medically necessary for 
loss or restriction of joint 
motion, strength, 
functional capacity or 
mobility that resulted 
from disease or injury.

• Standard treatment is 12 
to 18 visits within a 4- to 
6-week period

• Exercising done 
subsequently without a 
physician or therapist 
present for supervision = 
not covered

What About Post-Isometric Relaxation? (PIR)

•Often mistakenly 
billed as 97140

•Constant 
attendance

• Is clearly an 
exercise due to 
stretching

Question Asked of AMA-CPT:

Would “PIR” or Post Isometric Relaxation technique be properly coded as CPT 97110 –
Therapeutic procedure, 1 or more areas, each 15 minutes; therapeutic exercises to develop 
strength and endurance, range of motion and flexibility? Post Isometric Relaxation is a 
therapeutic procedure whereby the provider places the muscle in a stretched position. Then 
an isometric contraction is exerted against minimal resistance. Relaxation and then gentle 
stretch follow as the muscle releases. The primary goal is to increase a patient’s range of 
motion and flexibility. 

An example of cervical paraspinal PIR is as follows: Cervical paraspinal PIR is performed 
with the patient supine, while the doctor slowly lifts the patient’s head toward the ceiling. 
Once a comfortable stretch is felt, the patient is asked to push their head back (with 
approximately 10% of their strength), while the doctor resists this movement; thus, creating 
an isometric contraction in the paraspinal muscles. This position is held for 8–10 seconds. 
The patient is then asked to inhale deeply and, upon exhalation, is instructed to relax while 
the doctor lifts the patient’s head a little further towards the ceiling. After an 8–10 second 
stretch, the protocol is repeated (to patient and tissue tolerance) for 3 to 4 more 
repetitions.

97 98
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Answer 
Provided

The CPT Knowledge Base 
responded as follows:

Your inquiry was forwarded to our reviewer for review 
and comment. After further review, your inquiry was 
submitted to the American Physical Therapy 
Association and the American Occupational Therapy 
Association, and the following response was 
obtained:

“Yes, 97110 would be the most appropriate code to 
describe this therapeutic exercise technique as 
described.”

97112 
Neuromuscular Re-
education (NMRE)

• Neuromuscular 
re-education of movement, balance, 
coordination, kinesthetic sense, posture, & 
proprioception

• Proprioceptive Neuromuscular Facilitation 
(PNF), Feldenkreis, Bobath, BAP'S Boards, 
and desensitization techniques 

• Most likely indicated for neurological 
conditions

Neuromuscular 
Re-education-

97112 

• This therapeutic procedure 
is provided to improve 
balance, coordination, 
kinesthetic sense, posture, 
and proprioception to a 
person that has had muscle 
paralysis and is now 
recovering or regenerating.

• Goal is to develop conscious 
control of individual muscles 
and awareness of 
extremities position

Neuromuscular Re-
Education-97112 

• May be considered medically 
necessary for impairments that 
affect the body's neuromuscular 
system (e.g., poor static or dynamic 
sitting/standing balance, loss of 
gross and fine motor coordination, 
hypo/hypertonicity) that may result 
from disease or injury such as 
severe trauma to the nervous 
system, cerebral vascular accident, 
and systemic neurological disease.

• Standard treatment is 12 to 18 
visits within a 4- to 6-week period.

97530 
Therapeutic 
Activities

• Dynamic activities to 
improve functional 
performance, direct 
(one-on-one) with the 
patient (15 minutes)

• Incorporates two or 
more:

• Strength

• Endurance

• Range of motion

• Flexibility

• Must show functional 
deficit in the above 
during examination

Therapeutic 
Activities 

Defined

• Provider must have functional 
goals included in the TX plan 
that are specifically related to a 
deficit, where improvement 
can be expected, based upon 
the patient’s chief compliant 
and exam findings. 

• Functional deficits, and 
improvement should be 
reported through any 
measurable OATs. 
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Therapeutic 
Activities-97530

• This procedure involves 
using functional activities 
(e.g., bending, lifting, 
carrying, reaching, 
pushing, pulling, 
stooping, catching and 
overhead activities) to 
improve functional 
performance in a 
progressive manner 

• The activities are usually 
directed at a loss or 
restriction of mobility, 
strength, balance or 
coordination 

• Require the professional 
skills of a provider 

• Are designed to address 
a specific functional 
need

Therapeutic 
Activities-97530

• May be appropriate 
after a patient has 
completed exercises 
focused on 
strengthening and range 
of motion, but needs to 
be progressed to more 
function-based activities

• Dynamic activities must 
be part of an active 
treatment plan and 
directed at a specific 
outcome

97530 Therapeutic 
Activities

• Dynamic activities to improve functional 
performance, directly 
(one-on-one) with the patient (15 minutes)

• Specific activity of daily/work living is 
intended to a specific improvement

• Gauge progress with periodic re-evaluations 
and updated Outcomes Assessment Tool 

AMA/CPT Says “Each 15 Minutes”

Timed Treatment Codes

For a single timed code being billed 
in a visit:

• Less than 8 min = 0

• 8 up to 23 min = 1

• 23 up to 38 min = 2

• 38 up to 53 min = 3

• 53 up to 68 min – 4

• And so on

• For multiple timed codes 
provided in the same session, add 
up the total minutes of skilled, 
one-on-one, time-based therapy 
and divide that total by 15

• If eight or more minutes are left 
over, you can bill for one more 
unit

• If seven or fewer minutes remain, 
you cannot bill an additional unit

Coding Modifiers

Two-digit or two-character codes that are 
often appended to CPT or HCPCS codes

Provide more information/detail for the 
service/item being provided

Required by payors for proper processing 
and payment of covered items/services
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Orthotics and 
Their Clinical 

Application

You Know 
You Need to 
Prescribe 
Them…Now 
What?

• Prescribe what’s appropriate for the patient

• Know that there are options for self-payment 
of orthotics just like for other healthcare

• Don’t confuse prescribing with getting paid
First, Scan Every New Patient!

It’s a Mindset

• When the foot hits the 
ground, everything 
changes

• If this is not reality for 
you, get to a training 
event to better 
understand

• If this is your reality, 
then it becomes clear 
why every patient with 
a spinal condition 
should be considered 
for functional orthotics

Pathway to 
Orthotic 
Documentation

• Understand medical necessity 
guidelines, if any

• Patient history that supports 
orthotic necessity

• Description of the present illness 
including past treatment whether 
failed or effective

• Physical Exam of the affected area

• Diagnosis that meets the 
requirements in the MRP

• Treatment Plan that includes 
orthotics and ancillary treatment

115 116

117 118

119 120



KMCUniversity.com

(855) 832-6562 21

Patient History Supports 
Orthotics Prescription

• Are the symptoms affected by 
walking, standing, climbing, etc.?

• Does the patient avoid activity 
due to pain in feet or legs?

• Does the patient use any home 
therapies for feet or legs?

Ask the Right Questions 
That May Lead to 

Orthotics Necessity

Patient 
History 
Supports 
Orthotics 
Prescription

Ask about past orthotics usage

Ask about the types of 
treatments required in the 

medical review policy:

“Have you ever used over the 
counter inserts and what was 

the outcome?”

“Have you ever used 
prescription or non-prescription 

NSAIDS for this condition?”

“Have you ever had a cortisone 
injection and/or would you?”

“Have you tried 
stretching/exercises for the 

legs/feet?”

Use 
Outcomes 
Assessment 
Tools!!

Examination 
of the 

Affected 
Area

• Include extremity examination 

• Evaluate hip, knee, ankle, foot

• Use findings to arrive at 
appropriate DX and treatment 
plan

• 5 Red Flags

• Structural x-ray anomalies, if any

5 

Red

Flags

Sample Foot Exam

121 122

123 124

125 126



KMCUniversity.com

(855) 832-6562 22

Appropriate DX 
Codes
• Ensure the DX codes 

used are covered in the 
review policy if billing

• Spinal conditions may 
need to be sequenced 
secondary to extremity 
conditions

• The DX belongs in the 
initial visit 
documentation

Include Orthotics 
in Treatment Plan 

• Include all 
recommendations in plan

• Link necessity with 
functional deficit

• Set intended goals for 
orthotic usage

• Include evaluation of 
treatment effectiveness

• Discuss impact of orthotics 
on overall plan
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Dispense and 
Train 
Orthotics

• Once ordered and received, spend time 
the day dispensed

• Discuss wearing schedule

• Insert in shoes

• Review gait

• Confirm that the fit is good

• Recheck during wearing schedule

Recognize New Episodes 
With Ease

Introduction 
to Initial 
Visits—A 
25,000ft. 

View

Types and 
Styles of 
Initial Visits

• Initial NP Visits

• Established Patient-
New Condition

• Established Patient-
New Injury

• Established Patient-
Additional Condition

• Use E/M formatting, 
look and feel

What 3rd Party 
Payers Want to See

• Proof of Medical 
Necessity

• Cause and start 
date

• End date of care

• Diagnosis 
matches patient 
complaints; does 
that match 
billing and 
coding

• Is patient 
on/following a 
treatment plan
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Medicare Documentation Guidelines in 
the Absence of Others

Initial Visit
• History

• Description of Present 
Illness

• Physical Exam

• Diagnosis

• Treatment Plan

• Date of initial treatment

Subsequent Visits
• History

• Review of chief complaint

• Physical Exam

• Documentation of daily 
treatment

• Progress related to 
treatment goals/plan

What About 
an Incident?

• A brief episode of 
care may not require 
full E/M

• Simple flare-ups 
necessitating 2-3 
visits can be 
documented 
differently

• Components of initial 
visit are still required 
to establish the 
episode

• Examples are 
provided in the 
modular training

The Not-So-Easy Stuff

• History that relates 
to MN treatment

• Examination 

• Rationale for 
treatments

• Treatment plan

• Assessment  -ALL of 
these must be 
written in the 
documentation

The Easy Stuff

Daily Treatment

• What was done for the 
patient

• This should be supported 
by the treatment plan that 
was formulated from the 
history and examination 
findings 

Maintenance/wellness 
treatments

• Document to state/federal 
standards

139 140
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Step Into Each 
Episode with 
“Initial” Visit

• The foundational visit of an 
episode requires “initial” 
visit components

• Learn the nuances of 
documenting to this 
standard

• Set protocols according to 
process required for 
documentation guidelines

Let’s Talk No 
Surprises Act

The No Surprises Act Complexity

Independent Dispute Resolution (IDR) Process

Requires Good Faith Estimates

Advance Explanation of Benefits

Patient Provider Dispute Resolution

Transparency & Balance Billing Protections

What About 
Good Faith 
Estimates?

Good Faith Estimate

“Health care providers and 
health care facilities are required 
under PHS Act section 2799B-6 
to furnish a notification of the 
good faith estimate of expected 
charges to an uninsured (or self-
pay) individual who schedules 
an item or service…”
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Providers are 
defined as..

" physicians or other health 
care providers acting within 
the scope of their state 
licenses"

Self-Pay 
Patients

Uninsured

Does not plan to use 
their insurance benefits to pay 
for the services provided by 
the physician—OON!

Who Also Gets One?

“…to an individual who has 
not yet scheduled an item or 
service, but requests a good 
faith estimate”

Initial Visit
GFE 

Customization 

New Patient Visit  Customization with a Range 

Second Step 
of the 
GFE Process 
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Treatment Plan from the DC Maintenance Plan 
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