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Learning Objectives
• HIPAA approved code sets
• CPT vs HCPCS II
• Providers, visits, services
• Documentation>Coding>Billing
• Documentation pitfalls
• Diagnostic Interviews
• Therapeutic procedures (psychotherapy)
• Time requirements
• Pharmacologic management
• Evaluation and Management (E&M)
• ICD-10-CM Official Reporting Guidelines
• Q&A as time permits



HIPAA Approved 
Code Sets

• AMA
• Effective January 1st

• E&M (99xxx) and 
Medicine (9xxxx)

CPT

• CMS
• Effective January 1st

• G-codes 
HCPCS II

• Cooperating parties (AHA, 
AHIMA, CMS, NCHS)

• Effective October 1st

• Chapter 5: Mental and 
Behavioral disorders

ICD-10-
CM



Psychiatry and Mental Health Terms

• Eligible Providers
Psychiatrists, Clinical Psychologists (CP), Clinical Social Workers (CSW), Qualified non-physician practitioners 

(NPPs)

• Medical Services
MD and NPP services (e.g., prescription drug management, E&M services)

• New Patients
”New patient" is one who has not received any professional services, i.e., evaluation and management 

service or other face-to-face service from the physician/provider or physician/provider group practice 
(same physician (sub)specialty) within the previous three years. What about FQHCs?

• Time and “Mid-point”
Defined as “face to face” in the outpatient setting (“unit/floor” for inpatient)
The midpoint of time for a 15 minute code is the 8 minute mark (16 minutes for a 30 minute CPT code, 

etc.)



Medicare Covered FQHC Visits

• According to chapter CMS, “a  FQHC visit is a medically-
necessary medical or mental health visit, or a qualified 
preventive health visit”

• The visit must be a “face-to-face (one-on-one) encounter 
between a FQHC patient and a FQHC practitioner during 
which time one or more FQHC services are furnished”

• A FQHC practitioner is a “physician, nurse practitioner (NP), 
physician assistant (PA), certified nurse midwife (CNM), 
clinical psychologist (CP), clinical social worker (CSW), or a 
certified diabetes self-management training/medical 
nutrition therapy (DSMT/MNT) provider"



Specific Coverage Matters
Medicare Benefit Policy Language found at 
CMS Pub 100-02, Chapter 13, 
http://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/bp
102c13.pdf
• Each State has its own billing requirements (e.g., 

Medicaid):
Who can provide services (e.g., Scope of Practice)
Refer to Scope of Practice laws in your State 

(only 4 States allow Psychologists 
prescriptive authority including New Mexico 
[2002], Louisiana [2004], Illinois [2014] and 
Iowa [2016].

• CPT code 90847 (conjoint psychotherapy, with 
patient present, 50 minutes) not on QVL

http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c13.pdf


ICD-10-CM Considerations

• Chapter 5: Mental and behavioral disorders

• ICD-10-CM code range F01-F99

• Many coding decisions are based on a provider’s 
judgement (e.g., “in remission”) and clinical 
documentation

• Psychoactive substances 
• only code abuse where documented, 

otherwise report “use” or “dependence”



E&M Services 
(FQHC Reporting)

Generates PPS

• G0469 FQHC visit, Mental health, New Patient
 A medically-necessary, face-to-face mental health encounter (one-on-

one) between a new patient and a FQHC practitioner during which time 
one or more FQHC services are rendered and includes a typical bundle of 
Medicare-covered services that would be furnished per diem to a patient 
receiving a mental health visit. 

• G0470 FQHC visit, Mental Health, Established Patient
 A medically-necessary, face-to-face mental health encounter (one-on-

one) between an established patient and a FQHC practitioner during 
which time one or more FQHC services are rendered and includes a 
typical bundle of Medicare-covered services that would be furnished per 
diem to a patient receiving a mental health visit.

• G0466 FQHC visit, New Patient (Medical)
 A medically-necessary, face-to-face encounter (one-on-one) between a new 

patient and a FQHC practitioner during which time one or more FQHC services 
are rendered and includes a typical bundle of Medicare-covered services that 
would be furnished per diem to a patient receiving a FQHC visit

• G0467 FQHC visit, Established Patient (Medical)
 A medically-necessary, face-to-face encounter (one-on-one) between an 

established patient and a FQHC practitioner during which time one or more 
FQHC services are rendered and includes a typical bundle of Medicare-covered 
services that would be furnished per diem to a patient receiving a FQHC visit. 

• G0468 FQHC visit, IPPE or AWV
 A FQHC visit that includes an IPPE or AWV and includes a typical bundle of 

Medicare-covered services that would be furnished per diem to a patient 
receiving an IPPE or AWV.



FQHC Billing 
Reminders

• New patient (G0469) or established 
patient (G0470) seen for mental health 
visit at a FQHC. 

• Payable under FQHC prospective 
payment system (PPS). 

• Codes G0469 and G0470 must be  
reported with a qualifying visit 
code (e.g., 90791, 90792, 90832-
90839, 90845)

• FQHC (provider-based and free-
standing) claims submitted on a 77X 
type of bill 

• Mental health visit 
codes G0469 and G0470 must be 
reported with revenue code 0900 or 
0519



Other Considerations

• Chapter 18, section 180 (Preventive Services, Behavioral)
• HCPCS II Code G0443 

• Brief behavioral counseling for alcohol misuse (15 
minutes)

• Up to 4x per year
• Chapter 18, section 190 (Preventive Services, Depression)

• HCPCS II Code G0444 
• Annual depression screening (15 minutes)

• Chapter 13, section 170 (Mental Health Visits)
• “Medication management, or a psychotherapy “add-

on” service is not separately billable in an RHC or 
FQHC” (included in the AIR/PPS)



E&M: New Versus Established 
Patients (CPT Guidelines)

A new patient is one who has not received 
any face to face professional service from 
the physician/qualified healthcare 
professional
or
another physician/qualified healthcare 
professional of the exact same 
specialty/subspecialty who belongs to the 
same group practice

within the past three years



Definition of 
“New” Patient 
(FQHC)

• Per chapter 13 of the Medicare Policy Manual, “a new 
patient is one who has not received any professional medical 
or mental health services from any practitioner within the 
FQHC organization or from any sites within the FQHC 
organization within the past three years prior to the date of 
service”

• The regulations state, “to qualify as a FQHC mental health 
visit, the encounter must include a qualified mental health 
service, such as a psychiatric diagnostic evaluation or 
psychotherapy”
“If a new patient is receiving both a medical and mental 

health visit on the same day, the patient is considered 
“new” for only one of these visits, and FQHCs should not 
use G0469 to bill for the mental health visit; instead, 
FQHCs should use G0466 to bill for the medical visit and 
G0470 to bill for the mental health visit”

 In the RHC, the definitions of new patient and established 
patient coincide with AMA (CPT)



HCPCS II Codes for Mental 
Health Visits in FQHC (PPS)

The PPS rate is adjusted by a factor 
of 1.3416 for new FQHC visits



Psychiatric Diagnostic Interviews
• In 2013, CPT® added 2 codes replacing former codes, 90801 and 90802 for 

psychiatric diagnostic interviews

90791 – Psychiatric diagnostic interview (non-MD/NPP)
Medicare pays 1/year for institutionalized pts (unless medical necessity 

is met)
90792 - Psychiatric diagnostic interview with medical services (MD/NPP 

service)
Medicare pays 1/year for institutionalized pts (unless medical necessity 

is met)

• These new codes may require “interactive complexity” (e.g., communication 
barriers, emotional family members, interpreters, translators, child welfare 
agencies, use of play equipment, abuse/neglect, etc.) which is reported with CPT 
add-on code +90785. The code is only used “when factors complicate delivery of 
the primary psychiatric procedure”



Reporting the Psychiatric 
Diagnostic Interview
• E&M codes may be used in lieu of CPT code 90792 

(psychiatric diagnostic interview with medical services), per 
CMS and the APA

• Most records that we have seen are reported using 90791-
90792 rather than E&M because they are less restrictive in 
terms of documentation requirements (e.g., “key 
components”)

 “Interactive complexity” (+90875) may apply to:
 a need to manage maladaptive communication
 a sentinel event mandating the reporting to a 3rd party 

(e.g., abuse or neglect)
 Need for interpreter or translator to overcome 

communication barriers
 If the patient has lost or has not yet developed the 

ability to explain his/her symptoms to the provider



Therapeutic 
Procedures 

(Psychotherapy)

• CPT® codes 90832 - +90838 represent psychotherapy for the 
treatment of mental illness and behavioral disturbances

• Three of the codes are “add-ons” intended for use with 
Evaluation and Management codes (E&M)

• The times listed refer to face-to-face time (with patient and/or 
family) and the time does not need to be continuous
90832 and +90833 [“30 minutes”] (16-37 minutes)
90834 and +90836 [“45 minutes”] (38-52 minutes)
90837 and +90838 [“60 minutes”] (53+ minutes)

• A “unit” of time is met once the “midpoint” has been reached

• It is possible in the FQHC or RHC for 2 visits to be claimed for 
the same patient on the same date of service (e.g., one medical 
encounter and one mental/behavioral health encounter)



Clinical Documentation 
Pitfalls

• Most common problem are:

“Missing” documentation
Lack of ‘medical necessity’
Deficient treatment plans
Inadequate time documentation
Lacking “key component” documentation
No distinction between E&M and 

psychotherapy
Notes lacking description of 

progress/deterioration/results of treatment, 
etc.



Sample of FQHC Bill

REVENUE CODE CPT / HCPCS II 
CODE

DESCRIPTION CHARGE

0900 G0469 FQHC visit, mental 
health, new patient

$250

0900 90791 Psychiatric diagnostic 
evaluation

$150



Sample of FQHC Bill

REVENUE CODE CPT / HCPCS II CODE DESCRIPTION DOS

0521 G0468
G0439                            

FQHC “Payment” code
AWV, initial (QVL)

1/1/2019

0900 G0470
90832

FQHC “Payment” code 
Psychotherapy (QVL)

1/1/2019

Remember, if new patient has 
medical and mental health visit 

on same day, only 1 “new”



Look At Your Providers’ E&M Utilization Patterns
Source: Doctors Metrics



E&M Service Codes

• History
• Examination
• Medical Decision Making
• Nature of the Presenting 

Problem
• Counseling
• Coordination of Care
• Time



New and Established Outpatient E&M Visits

• 99201-99205
 New patient visits
 Require all 3 “key” components
 Remember new patients have not received professional services within previous three (3) years

• 99211-99215
 Established patient visits
 Require 2 of the 3 “key” components

 These codes should be considered when claiming “add-on” psychotherapy codes (e.g., +90833, +90836, or +90838) in 
POS 72 or 11



History (Subjective)

• Chief complaint – clear, concise statement detailing the reason the patient is 
presenting today, usually in the patient’s own words

According to CMS, the CC may be combined with the HPI 

• HPI (history of present illness)
• ROS (review of system)
• PFSH (past family social history)



Determining the Level of History

*start in the highest level

*element located in the lowest 
level will determine overall level



Psychiatric Physical Examination (Objective)
EXAMINATION LEVEL / TYPE 1995 EXAMINATION GUIDELINES 

(“BODY AREAS/ORGAN SYSTEMS”)
1997 EXAMINATION GUIDELINES

PROBLEM FOCUSED 1 1

EXPANDED PROBLEM FOCUSED 2-7 6

DETAILED *2-7* (CHECK REGIONAL MAC) 9

COMPREHENSIVE 8 OR MORE ORGAN SYSTEMS ALL

BODY AREAS ORGAN SYSTEMS
• Head, incl. the face
• Neck
• Chest, incl. breasts and 

axillae
• Abdomen
• Genitalia, groin, 

buttocks
• Back, including spine
• Each extremity

• Constitutional (e.g., vital signs, gen appearance)
• Eyes
• Ears, nose, mouth and throat
• Cardiovascular
• Respiratory
• Gastrointestinal
• Genitourinary
• Musculoskeletal
• Skin
• Neurologic
• Psychiatric
• Hematologic/lymphatic/immunologic



1997 Psychiatric Examination Elements
Constitutional:

• 3 vital signs
Height, weight, BP, pulse rate, respiration, temperature

• General appearance

Psychiatric (cont’d)
• Complete mental status examination including:

• Orientation to time, place and person
• Recent and remote memory
• Attention span and concentration
• Language (eg, naming objects, repeating phrases)
• Fund of knowledge (eg, awareness of current events, 

past history, vocabulary)
• Mood and affect (eg, depression, anxiety, agitation, 

hypomania, lability)

Psychiatric:
• Description of speech including: rate; volume; articulation; 

coherence; and spontaneity with notation of abnormalities (eg, 
perseveration, paucity of language)

• Description of thought processes including: rate of thoughts; 
content of thoughts (eg, logical vs. illogical, tangential); abstract 
reasoning; and computation

• Description of associations (eg, loose, tangential, circumstantial, 
intact)

• Description of abnormal or psychotic thoughts including: 
hallucinations; delusions; preoccupation with violence; homicidal 
or suicidal ideation; and obsessions

• Description of the patient’s judgment (eg, concerning everyday 
activities and social situations) and insight (eg, concerning 
psychiatric condition)

Musculoskeletal: (only 1 from below required)
• Assessment of muscle strength and tone (eg, flaccid, cog 

wheel, spastic) with notation of any atrophy and 
abnormal movements

• Examination of gait and station



Number Of Diagnosis or Management Options

Number Points Results
Self-limited or minor (stable, improved or worsening) Max = 2 1
Est. problem: stable or improved 1
Est problem: worsening, failing to change 2
New problem: no additional work-up planned Max = 1 3
New problem: additional work-up planned 4

Total:  

Medical Decision Making



Amount and/or Complexity of Data to Be Reviewed
Points

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

Review and summarization of old records and/or obtaining history from 
someone other than patient and/or discussion of case with another health 
care provider 2
Independent visualization, tracing or specimen itself (not simply review of 
report) 2

Total



BOX C: Risk of Complication and/or Morbidity or Mortality

Presenting Problems Diagnostic Procedures Ordered Management Options Selected
M

in
im

al

• EKG/EEG

• Urinalysis and Labs

Lo
w

• 1 stable chronic illness • Over-the-counter drugs

M
od

er
at

e • 1 or more chronic illnesses w/mild 
exacerbation, progression or side 
effects of treatment

• Undiagnosed new problem w/ 
uncertain prognosis

• Prescription drug management

H
ig

h

• 1 or more chronic illnesses w/ severe 
exacerbation, progression, side 
effects of treatment

• Injury/condition that pose a threat to 
life or bodily function (self or others)

• Abrupt change in neurologic status

• Drug therapy requiring intensive 
monitoring for toxicity (e.g., coumadin, 
heparin)

DETERMINING THE LEVEL OF RISK



DETERMINING THE FINAL “COMPLEXITY” MEDICAL DECISION MAKING
Final Complexity of Medical Decision Making is determined by 2 of the 3 elements from the table below:
Number of diagnoses or 

management options
≤ 1

Minimal
2

Limited
3

Multiple
≥ 4

Extensive

Amount and complexity of
data to be reviewed

≤ 1
Minimal

2
Limited

3
Multiple

≥ 4
Extensive

Risk of complications and/or
morbidity or mortality Minimal Low Moderate High

TYPE OF DECISION MAKING Straight
Forward

Low
Complexity

Moderate
Complexity

High
Complexity



E&M Case Study: History

CC: Loss of attention/inattention

HPI:

• Ms. Jones is a 13 year old female presenting with 6 month history of of difficulty with paying attention. She admits to increasing sense of 
hyperactivity. Patient describes this as moderate in terms of intensity. The patient admits that this has direct impact on her at school. The 
patient admits to increased severity in symptoms with demands of homework and in certain social situations. The patient notes no 
improvement since last visit. She states, “if anything, I’m worse than before”.

ROS:

• Patient admits to inattention, slightly depressed mood

PFSH:

• History of asthma. NKDA, no recent hospitalizations, no current meds

• No family history of mental disorder, homicidal/suicidal ideation

• Never smoked, no elicit drug use, no alcohol



What Level of History is Supported?
HPI
• “6 months” DURATION
• “Moderate intensity” QUALITY
• “Problems with attention” ASSOCIATED SIGNS & SYMPTOMS
• Direct impact in on school SOCIAL HISTORY
• Increased severity when school/social situations MODIFYING FACTORS
ROS:
• inattention, slightly depressed mood PSYCHIATRIC ROS
PFSH:
• PAST / FAMILY / SOCIAL were all specifically documented (3/3)

4 HPI, 1 ROS 
and 3/3 PFSH



Determining the Level of History

*start in the highest level

*element located in the 
lowest level will determine 

overall level

4 HPI, 1 ROS 
and 3/3 PFSH



Psychiatric Physical Examination
Constitutional
• HR 97/min, BP 120/76, WT 173 lbs, HT 5’9”
• Well groomed, well developed 13 year old female in no apparent distress
Psychiatric

Normal speech, 
Normal thought processes and reasoning skills, 
No homicidal or suicidal ideations or psychotic thoughts
Denies any hallucinations
 Judgment and insight appear normal
Patient is alert and oriented to time, place, person
Attention and concentration are fair
Language and speech are normal. Fund of knowledge wnl. 
Patient aware of current events and past and current presidents, and practices good vocabulary skills.
Patient’s mood and affect is slightly anxious but not seemingly depressed.

Constitutional – 2 bullets
Psychiatric – ALL bullets
*Musculoskeletal- NONE



What’s the Level of Physical Examination?
Constitutional:

• 3+ vital signs
• General appearance

Psychiatric:
• Description of speech
• Description of thought processes
• Description of associations
• Description of abnormal or psychotic thoughts
• Description of the patient’s judgment
• Orientation to time, place and person
• Recent and remote memory
• Attention span and concentration
• Language (eg, naming objects, repeating phrases)
• Fund of knowledge (eg, awareness of current events, past history, vocabulary)
• Mood and affect (eg, depression, anxiety, agitation, hypomania, lability)

Musculoskeletal:
• Assessment of muscle strength/tone   
• Examination of gait & station

Constitutional – 2 bullets
Psychiatric – ALL bullets
*Musculoskeletal- NONE



Complexity of Medical Decision Making
• Assessment/Plan:

• Attention Deficit Disorder with Hyperactivity, inattention type 
(F90.0)

• Start Lisdexamfetamine (Vyvanse), 20 MG in the morning, once/day, 
30 days

MEDICAL DECISION MAKING
Overall Complexity of Medical Decision Making:
Number of diagnoses or 

management options
≤ 1

Minimal
2 Limited (Est, 

worse)
3

Multiple
≥ 4

Extensive

Amount and complexity of
data to be reviewed

≤ 1
Minimal

2
Limited

3
Multiple

≥ 4
Extensive

Risk of complications and/or
morbidity or mortality Minimal Low

Moderate
(RX mgt)

High

COMPLEXITY OF DECISION MAKING Straight
Forward

Low
Complexity

Moderate
Complexity

High
Complexity

2 out of 3 elements required

When psychotherapy is also reported, use separate therapy note demonstrating time spent



Determining the Level of E&M for an Established Patient
99211 99212 99213 99214 99215

N/A Problem Focused Expanded Problem 
Focused Detailed Comprehensive

N/A Problem Focused Expanded Problem 
Focused Detailed Comprehensive

N/A Straightforward Low Moderate High

Start in highest level…established patients require 2/3 key components

REMEMBER, CPT CODES +90832, +90836, OR +90838 ARE INTENDED TO BE SUPPORTED BY 
DOCUMENTATION OF TIME AND IN ADDITION TO EVALUATION AND MANAGEMENT (E&M) CODES



John F. Burns, CPMA, CPC, CPC-I, CEMC
Vice President, Audit and Compliance Services, ARHPC
jburns@ruralhealthcoding.com

• Resources:
• Medicare Claims Processing Manual, Chapters 

9&13
• CPT®2019; Professional Edition
• 1995 and 1997 E&M Documentation Guidelines
• 2019 HCPCS II

mailto:jburns@ruralhealthcoding.com
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