
(0)Chief Complaint:  A concise statement describing the symptom, problem, condition, diagnosis, a return visit recommended by the physician, or other factor as the reason for the encounter 

(1) History  Use left most column checked, PFSH not required for interval history 
HPI: 

 location   severity            timing     modifying factors 
 quality    duration           context             associated signs & symptoms 

OR    Status of at least 3 chronic or inactive conditions 
Note: Status of chronic or inactive problem should include facts and not a simple statement such as ‘improving’ 
or other similar simple statement.  

 
Brief 
(1–3) 

 
Extended  

(4 or more OR the status of at 
least 3 chronic or inactive 

conditions) 
ROS: 

 constitutional 
 eyes 

 ears, nose, mouth, 
throat 
 cardio/vascular 
 resp 

 GI 
 GU 
 musculo 

 skin/breast 
 neuro 
 psych 

 endo 
 hem/lymph 
 all/immuno 
 all others neg 

 
None 

 
Pertinent to 
problem (1) 

 
Extended  

(2–9) 
 

Complete 

PFSH:       PMH         FH         SH 
Complete = 2 for established patient or ED, 3 otherwise. 

 
None 

 
Pertinent 

 
Complete 

 Problem 
Focused 

Expanded 
Problem 
Focused 

Detailed Comprehensive 

(2) Examination 
Body Areas: 

 head/face 
 neck 

 chest, including 
breasts & axillae 

 abdomen 
 genitalia, groin, 
buttocks 

 back, incl spine 
 each extremity 

Organ Systems: 
 Constitutional        Ears, Nose, Mouth, Throat             GI           
 Eyes                        Musculoskeletal                              GU         
 Respiratory            Cardiovascular                                Skin                   

 Neuro 
 Psych 
 Hem/Lymp/Imm     

 
 
 

0–1 

 
 
 

2–4 

 
 
 

5–7 

 
 
 

>=8 
Do not intermix 
Body Areas and 
Organ Systems 

 Problem 
Focused 

Expanded 
Problem 
Focused 

Detailed Comprehensive 

(3) Medical Decision Making 
Amount &/or complexity of data reviewed 

Reviewed Data Points 
Review &/or order of clinical lab tests. 1 
Review &/or order in the radiology section of CPT. 1 
Review &/or order of tests in the medicine section of CPT. 1 
Discussion of test results with performing physician. 1 
Decision to obtain old records &/or obtain history from someone other 
than patient. 1 

Review and summarization of old records &/or obtaining history from 
someone other than patient &/or discussion of case with another health 
care provider. 

2 

Independent visualization of image, tracing or specimen itself (not simply 
review of report). 2 

Total 
 

Risk of Complications &/or Morbidity or Mortality   

Level of 
Risk Presenting Problem(s) Diagnostic Procedure(s) Ordered Management Option Selected 

Minimal * One self–limited or minor problem,  
e.g. cold, insect bite 

* Lab tests requiring venipuncture 
* CXRs 
* ECG/EEG, U/A, echo 

* Rest 
* Gargles 
* Elastic bandages 
* Superficial dressings 

Low 
* 2 or more self–limited or minor problems 
* 1 stable chronic illness 
* Acute uncomplicated illness or injury,  

e.g. cystitis, sprain 

* Physiologic tests not under stress, e.g. PFTs 
* Non–CV imaging with contrast, e.g. barium 

enema 
* Superficial needle biopsy 
* Clinical lab test requiring arterial puncture 
* Skin biopsies 

* OTC drugs 
* Minor surgery w/ no identified risk factors 
* PT, OT 
* IV fluids w/out additives 

Moderate 

* 1 or more chronic illnesses with mild 
exacerbation, progression, or side effects of 
treatment 

* 2 or more stable chronic illnesses 
* Undiagnosed new problem with uncertain 

prognosis, e.g., lump in breast 
* Acute illness with systemic symptoms, e.g. 

pyelonephritis, pneumonia, colitis 
* Acute complicated injury, e.g. head injury with 

brief LOC 

* Physiologic test under stress, e.g. cardiac 
stress test, fetal contraction stress test 

* Diagnostic endoscopies with no identified risk 
factors 

* Deep needle or incisional biopsy 
* CV imaging studies with contrast and no 

identified risk factors, e.g. arteriogram and 
cardiac cath 

* Obtain fluid from body cavity 

* Minor surgery with identified risk factors 
* Elective major surgery (open, percutaneous, or 

endoscopic) with no identified risk factors 
* Prescription drugs 
* Therapeutic nuclear medicine 
* IV fluids w/ additives 
* Closed tx of fracture or dislocation without 

manipulation 

High 

* 1 or more chronic illnesses with severe 
exacerbation, progression, or side effects of 
treatment 

* Acute or chronic illnesses or injuries that may 
pose a threat to life or bodily functions, e.g. 
peritonitis, acute failure, multiple injuries, 
acute MI 

* An abrupt change in neurological status, e.g. 
seizure 

* CV imaging studies with contrast with identified 
risk factors 

* Cardiac EP test 
* Diagnostic endoscopies with identified risk 

factors 
* Discography 

* Elective major surgery w/ identified risk factors 
* Emergency major surgery 
* Parenteral controlled substances 
* Drug therapy requiring intensive monitoring for 

toxicity 
* Decision not to resuscitate or to de–escalate 

care because of poor prognosis 

Final Result for Complexity (select level that is met or exceeded by at least two elements) 

Number diagnoses/treatment options <=1   Minimal 2   Limited 3   Multiple >=4   Extensive 
Amount & complexity of data <=1  Minimal 2   Limited 3   Multiple >=4   Extensive 
Highest risk Minimal Low Moderate High 
Type of decision making Straightforward Low Complex Moderate Complex High Complex 

Number of diagnoses or treatment options 
A B X C = D 

Problem(s) status Number Points Result 
Self–limited or minor  
(stable, improved or worse) max=2 1  

Est. problem; stable, improved  1  

Est. problem; worsening  2  
New problem to examiner;  
no additional workup planned max=1 3  

New Problem to examiner;  
additional workup planned  4  

 Total  

 
ROS &/or PFSH obtained during an earlier encounter does not need to be re-recorded if there is evidence that the physician reviewed and updated the previous information. E.g., describing any new ROS &/or PFSH 
or noting no change; and noting date and location of earlier ROS &/or PFSH. If physician is unable to obtain history from patient or other source, the record should describe the circumstances precluding obtaining a 
history. 



 

(4) Level of Service (Information obtained from 1, 2 and 3)  
   

 
New Office Visit, Initial Office, Hospital Consult, or ED 
Requires 3 components for given level or the left-most column checked. 

History PF EPF D 
ED: EPF 

C 
ED: D C 

Examination PF EPF D 
ED: EPF 

C 
ED: D C 

Complexity SF SF 
ED: L 

L 
ED: M M H 

CPT–time: New 
OP Cons 
IP Cons 

ED 

99201 – 10 
99241 – 15 
99251 – 20 

99281 

99202 – 20 
99242 – 30 
99252 – 40 

99282 

99203 – 30 
99243 – 40 
99253 – 55 

99283 

99204 – 45 
99244 – 60 
99254 – 80 

99284 

99205 – 60 
99245 – 80 
99255 – 110 

99285 

Level 1 2 3 4 5 

 
Time: 
 

  If rendering critical care (99291 and 99292) 
the MD’s documentation must support medical 
necessity AND the total time spent in constant 
attendance with the patient (bedside/unit per 
day; or other site (ex. office)). 
 

  If more than 50% of the visit was counseling 
(outpatient setting) or counseling and/or 
coordination of care (inpatient setting), 
document the total time and the subject and 
state that the majority of time was spent 
counseling and/or coordinating care.  Select the 
CPT code with corresponding time of the visit 
level.   e.g. spent 60 minutes with patient, the 
majority of which was spent counseling the 
patient on the risks of non-compliance with 
hypertension medication. 
 

  If patient visit was prolonged, document the 
time and circumstance, ex. monitoring the 
patient following drug administration, etc. 

 
 

 
Established Office Visit 

 
 
   
 
 

Requires 2 components for given level 
History PF EPF D C 
Examination PF EPF D C 

Complexity 

Physician 
presence not 

required SF L M H 

CPT-time: 99211 - 5 99212 - 10 99213 - 15 99214 – 25 99215 - 40 

Level 1 2 3 4 5 
 
 

         
 
Initial Hospital Observation 
Initial Hospital Visit 
Requires 3 components for given level or the left-most column checked. 
 
 History D or C C C 

Examination D or C C C 

Complexity SF or L M H 

 
Subsequent Hospital Visit 
Requires 2 components for given level. 

History PF interval EPF Interval D Interval 

Examination PF EPF D 

Complexity SF or L M H 
 
CPT–time: 
Obs 
Initial 
Hospital 

 
The minimum documentation for State and Federal Payers must demonstrate the following: 

 The Teaching Physician physically saw the patient. 
 The Teaching Physician reviewed Resident’s notes, agreeing and/or revising. 
 The Teaching Physician actively participated in the care by either documenting involvement in the development of the plan or by changing the plan. 

 

Example of acceptable Linking Language: 
 “I saw the patient with the Resident and agree with the Resident’s findings and plan we developed.” 

Verbatim language is not required – TP must demonstrate active participation, which “we” addresses. 
 

The following elements should be documented by the Resident/Fellow, or Teaching Physician for E&M Services:  
 Chief Complaint 
 History, Examination and Medical Decision Making 
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99218 

99221-30 
 

99219 
99222 – 50 

99220 
99223 - 70 

Level 1 2 3 

 
CPT–time: 
Subsequent 
 

 
99231 - 15 

 

 
99232 - 25 

 
99233 - 35 

Level 1 2 3 

http://www.cms.hhs.gov/
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