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Medicare Coding 

 

Physician Fee Schedule for 2015 

 The proposed Medicare Physician Fee Schedule for 2015 was published in the Federal Register last 

week. 

 There was no significant mention of chiropractic. 

 Our estimated allowed amount for 2015 is $803 million (this includes deductible and coinsurance). 

 Last year it was $729 million. 

 

Medicare Coding 
 The CMS-1500 form (or its electronic equivalent) is how we communicate with our local Part B 

Medicare Administrative Contractor the services we have performed and why we performed them. 

 You are talking to a computer and all that it knows is what you tell it through the numbers that you put 

on the 1500 Form. 

 There are two code sets that are used to communicate information to the MAC. 

o ICD-9-CM codes. 

o CPT codes. 

 ICD-9-CM stands for International Classification of Disease, 9
th

 edition, Clinical Modification. 

 We covered diagnosis in another webinar. 

 CPT
®
 stands for Current Procedural Terminology

®
 

 The CPT
®
 Code Set is owned by the American Medical Association. 

 This is why there is a delay in the implementation of the ICD-10 codes. 

 The ICD-10 codes are used both for diagnosis and procedures coding. 

 The procedure codes that chiropractors use to bill covered procedures to Medicare are: 

o 98940 

o 98941 

o 98942 

 Remember that the only Medicare covered procedure for chiropractors is the adjustment. 

 The only reason to bill any other procedure would be at the request of the patient and then only if they 

have a secondary insurance that would require a denial from Medicare before they paid for the service. 

 

Modifiers 

 With all of the coding options available, sometimes there is no code to fit the situation. 

 When that happens it is time to use a modifier. 

 Some modifiers are specific to Medicare and some can be used with all insurance. 

o AT = Active Treatment 

o GA = Waiver of Liability Statement Issued as Required by Payer Policy  

o GY = Noncovered Service 
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o GZ = Used when service is expected to be denied and no ABN is on file.  Use of this modifier 

results in an automatic audit. 

 It is allowable to use up to four modifiers on the same code. 

 Medicare carriers and MACs are required to accept two modifiers. 

 When using multiple modifiers, the first one takes precedence. 

 For example; when you have a signed ABN form on file and you are still under active treatment, you 

should use AT,GA as the modifier. 

AT Modifier 

 “For Medicare purposes, a chiropractor must place an AT modifier on a claim when providing 

active/corrective treatment to treat acute or chronic subluxation.  However the presence of an AT 

modifier may not in all instances indicate that the service is reasonable and necessary.  As always, 

contractors may deny if appropriate after medical review.” 

 The AT modifier must be on all active treatment services for correction of acute and chronic 

subluxations. 

 If you have a signed ABN on file but are still in active treatment, use the AT,GA modifier combination 

in that order. 

 Do Not use the AT modifier for care that is maintenance in nature. 

 

GA Modifier 

 The GA code signifies the “Waiver of Liability Statement Issued as Required by Payer Policy.”  

 The GA modifier does not signify that the care is maintenance. 

 If you place the GA modifier on a code you must have a signed ABN form in the file. 

 It is appropriate to report the GA modifier when the beneficiary refuses to sign the ABN. 

 For chiropractors, the –AT modifier (which signifies that the patient is under active treatment and that 

improvement is expected) is only used with the procedure codes 98940, 98941 and 98942.  

 With the new changes in effect, the –GA modifier can only be used with procedure codes 98940, 98941 

and 98942.  

 

GY Modifier 

 The GY modifier is used to indicate that a service is not covered by Medicare 

 Use the GY modifier when a patient’s secondary insurance needs a rejection by Medicare before they 

will pay for a service 

 

GZ Modifier 

 The GZ modifier is used when you expect Medicare to deny the service and you do not have an ABN 

form signed. 

 Use this modifier when you forgot the ABN.   

 Expect an audit if you use this modifier 

 

Q6 Modifier 

 Services provided by a Locum Tenens physician 

 Use this modifier when you have another doctor filling in for you. 

 A Locum Tenens doctor can fill in for 60 days. 
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Evaluation and Management Coding 
 At this point in time, Medicare is not paying us for separate Evaluation and Management services. 

 In part, this is because the CMT codes are bundled to include a brief E/M service prior to the 

adjustment. 

 In part, it is because Medicare does not recognize that chiropractors perform a separate and distinct E/M 

service as part of a treatment episode. 

 Medicare is now looking at the possibility of paying for this service. 

 There are two elements to these codes: 

o Evaluation – which includes the history and examinations. 

o Management – which includes the assessment, treatment plan, and report of findings. 

 There are E/M codes for two types of patients: 

 New patients – which are those patients that are new to your office or have not been seen in your office 

for three years or more. 

 Established patients – which are those patients that have been seen in your office within the past three 

years. 

 Each category of patient, new or established has 5 levels of E/M codes: 

o 99201 – 99205 for new patients. 

o 99211 – 99215 for established patients. 

 It is very unlikely that you will perform E/M services that will come up to the level of the 99205 and 

99215 codes. 

 If the doctor is involved in the E/M service at all, the service will exceed the level of the 99211 code. 

 There are seven components to Evaluation and Management codes. 

o History 

o Examination 

o Medical Decision 

o Counseling 

o Coordination of Care 

o Nature of Presenting Problem 

o Time 

 New patient E/M levels 

 Whatever level is closest to the top of the chart determines the level of a new patient E/M code. 
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 Established patient E/M levels 

 Whatever level is second closest to the top determines the level of the established patient E/M code. 

 
 Each of these levels (problem focused, expanded problem focused, Detailed, comprehensive, straight 

forward, low moderate, and high) have a specific criteria that needs to be met. 

 

E/M History 

 The History section has three areas; 

o History of Present Illness (HPI) 

o Review of Systems (ROS) 

o Past Medical, Family, and Social Histories (PFSH) 

 Depending on how many elements of each area is present determines the level of the history. 

 The Chief Complaint needs to be present. 

 
 History of Present Illness 

o Location 

o Quality 
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o Severity 

o Timing 

o Context 

o Modifying Factors 

o Associated signs and Symptoms 

 Four or more of these elements results in the highest level. 

 Review of Systems 

o Constitutional 

o Eyes 

o Ears, nose, mouth, throat 

o Cardiovascular 

o Respiratory 

o Gastrointestinal 

o Genitourinary 

o Musculoskeletal 

o Integumentary 

o Neurological 

o Psychological 

o Endocrine 

o Hematologic/Lymphatic 

o Allergic/Immunologic 

o “All Others Negative” 

 PFSH 

o Past Medical History 

o Family History 

o Social History 

 All three will qualify for Comprehensive with a new patient. 

 Only two are needed to qualify for comprehensive for an established patient. 

 

E/M Examination 

 Chiropractors are better off to use the 1997 E/M Documentation standards examination. 

 We would use the “Musculoskeletal” examination. 

 This includes sections covering: 

o Constitutional 

o Cardiovascular 

o Lymphatic 

o Musculoskeletal 

o Skin 

o Neurological/Psychiatric 

 Each section has specific actions that count toward the examination of that part of the body. 

 The number of these actions that you perform contributes to determining the level of E/M code. 

 In each of these sections, circle the bulleted item that applies. 

 In the Musculoskeletal and skin sections, circle each bullet for each body section performed. 
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 The Constitutional section 

 
 

 The Cardiovascular section 

 
 

 The Lymphatic section 
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 The Musculoskeletal section 

 
 

 The Skin section 
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 The Neurological/Psychiatric section 

 
 

 1 to 5 bullets identified equals a Problem Focused Examination. 

 6 to 11 bullets identified equals an Expanded Problem Focused Examination. 

 12 or more bullets identified equals a Detailed Examination. 

 All bullets identified equals a Comprehensive Examination. 

 

E/M Medical Decision Making 

 Medical Decision Making has been quantified with three elements 

 Number of Diagnoses or Treatment Options 

 Highest Level of Risk 

 Amount and Complexity of Data 

 Number of Diagnoses or Treatment Options 

 
  



__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 Highest Level of Risk 

 
 

 Amount and Complexity of Data 
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 All three elements are combined to develop the level 

 
 

 Take the level that you determined from each section circle it on the this table. 

 For a new patient the code would be the one with the level closest to the top of the table. 

 
 

 For established patients the code would be the level that is second closest to the top of the table. 

 


