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The medical record

The patient's medical record, also referred to as the “chart,”
is used by all members of the healthcare team to record, pre-
serve, and communicate the patient’s progress and current
treatment. It provides a record of the patient’s health status,
including observation, measurements, history, and prognosis.
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The chart is used to determine the appropriateness and
quality of care by:

e Describing the services provided to the patient
* Providing evidence that the care was necessary

® Documenting the patient’s response to the care and
changes made to the plan of care

The purpose of documentation

Documenting events, occurrences, interactions, and outcomes
in a medical record serves many purposes, including regula-
tory, clinical, financial, and administrative.

Clinicians who write in the chart must select words and
phrases not only to satisfy the goal of effective communica-
tion, but also to assist third-person auditors to obtain neces-
sary information.




Therapists making written entries in a medical record should
ask the following questions:

® What is the purpose of the entry?

® Does the language selected communicate clearly to
other feam members?
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e Does the note satisfy its intended purpose?

Critical Concept:
Who may write in the
medical record?
Anyone who documents in the medical record must

be credentialed and have the authority to do so as
defined by state practice act and center policy.

Date and time of entries in the chart

Every medical record entry, including evaluations, progress
notes, and daily notes, must include the month, day, year,
signature, and credentials.

Basic documentation rules

The medical record should only contain obijective, factual
information that pertains to the direct care of the patient.




Entries in the medical record should include:
* Only the facts

® Objective data without opinion or assumptions

® Physical evaluation defails
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* Details of conversations with patients, family members,
and other healthcare providers

* Actions taken to care for patients

® Details of conversations with the physician and docu-
mentation of his or her orders or directives

* Implementation of the physicians’ orders or directives

Quality of entry content

The medical record is not solely a dated history of the
patient’s care. Each entry should have meaningful content
that enables subsequent caregivers to understand what care
has been provided, understand the reasons for the care
decisions made, know that the required care was provided,
and evaluate the significance of later patient outcomes.

Frequently omitted entries include:
e Patient and family education

e Conversations with patients and families in person
or over the telephone




e Cues or redirection given to a patient
e Safety-related instructions

e Conversations with physicians or other practitioners
in person or over the phone
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* One-on-one time or visits with patients

® Family requests and responses to those requests

Critical Concept:
Contradictory entries

If an entry is made that contradicts a previous doc-
umentation, the new entry should elaborate or
explain why there is a contradiction or there has
been a change. Charting should be free of state-
ments that blame, accuse, or compromise other
caregivers, the patient, or his or her family.

Omissions, additions, clarifications,
and corrections in documentation

Late entries
When using a late entry, document it as soon as possible.

When making a late entry, follow these steps:
* |dentify the entry as a “late entry”




e Enfer the current date and time—do not try fo give the
appearance that the entry was made on a previous date

* |dentify or refer to the date and incident for which the
late entry is written
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Error correction
If an error is made in a medical record:

® Draw a single line through the entry using a thin pen
line. Make sure that the inaccurate information is still
legible.

® |nitial the date and entry.

e State the reason for the error in the margin, above the
note if there is room.

* Record the correct information. If the error is in a
narrative note, it may be necessary to enter the correct
information on the next available line or space, docu-
menting the current date and time and referring back
to the incorrect entry.

* Do not obliterate or otherwise alter the original entry
by blacking it our writing over it.
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Initial documentation

Initial examination

The initial examination is usually your first encounter with
your patient, and the resulting evaluation creates a founda-
tion for future therapy treatments.
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During initial evaluations, determine whether patients meet
reasonable and necessary criteria for skilled therapy servic-
es. If they do not meet these criteriq, it is your professional
obligation to inform them that skilled therapy services are not
required.

Remember that the evaluation can be billed even if you don't
recommend therapy because it is needed to determine wheth-
er skilled services are necessary.

When determining whether patients meet reasonable and
necessary criteria, you must do the following, regardless
of the payer:

e Conduct a thorough, subjective history of illness or inju-
ry, including date of onset, past medical and surgical
history, medications, prior and current functional status,
home living situation, and goals for therapy

e Perform a thorough, objective examination, document-
ing baseline results

* Develop a list of problems based on the results of the
subjective intake and objective examination

e Determine functional deficits from the examination results
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e Establish short- and longterm goals with expected time
frames for achievement

* Develop a plan of care (POC) in conjunction with the
patient and his or her physician to meet those goals
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Evaluation format

The following list outlines several formats to document exami-
nations, tests, results, goals, and plans of care:

e Dictation
e Electronic documentation
e Handwritten documentation

* Preprinted forms

The first three options offer flexibility in terms of components
of the evaluation that therapists may or may not utilize and

can be customized for each patient. Conversely, preprinted

forms must be inclusive, regardless of the sections required

for that patient.

Never leave any section that is not applicable blank. Enter
“N/A" (not applicable) or “N/T" (not tested) in those sections.
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Documentation components

Regardless of the format utilized, evaluations must contain
the following information:

e Patient name. Include both the first and last name.
e Account or medical record number.
e Primary and treatment diagnosis.

o Start-of-care date. The start-of-care date refers to the
date of the initial evaluation.

¢ |ndicate reason for referral.

Evaluation process

The evaluation process can be divided into four common sec-
tions. Subjective information is usually provided by patients
or their caregivers, either verbally or in writing. Information
obtained in this section includes but is not limited to:

* Patient database (age, gender, brief history of illness
or injury, onset date, etc.)

e Home environment
* Past medical and surgical history (e.g., comorbidities)
® Pain (i.e., rating, type, and location)

® Known allergies

(92)
m
)
—
®)
z
y




Initial documentation

* Medications
e History of prior therapy for the same condition
e Prior and current functional status

® Previous hospitalization
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® Whether the patient is a caregiver for someone else

e Patient’s goals for therapy

Database information

A patient database provides a brief history of the illness or
injury that requires therapy services and usually includes the
patient’s sex, age, and onset of injury or illness. It may also
include any prior hospitalization or previous therapy the
patient may have received, particularly if it impacts the cur-
rent freatment.

For an acute injury or illness, the onset date will correspond
to the date the injury or illness requiring skilled therapy ser-
vices occurred.

Home environment
Obtain complete information regarding the patient's home
environment, and document it accurately.
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Ask the following basic questions regarding the home
environment:
* How many steps do you need fo climb to enter the
house?

(92)
m
)
—
®)
z
y

® On what floor are your bedroom and bathroom
located?

® On what floor are the washer and dryer located?

® How many steps do you climb to get to the second
floor?

e Are there handrails on the staircase? If so, on which
side?

* Do you live alone? If you do, will you have temporary
assistance while you recover? If not, is someone who
resides with you home all the time or are you alone
in the house for long periods of time?

Past medical and surgical history

The past medical and surgical history includes the patient’s
pertinent history. You do not need to list the patient's entire
past medical and surgical history, but list history or comorbid-
ities that are relevant to his or her current injury or illness or
that may affect therapy.
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Pain

Pain is a category often unaddressed in the therapy evaluo-
tion. Although insurance carriers do not reimburse for skilled
therapy services solely due to pain, they do reimburse for
skilled therapy services when pain interferes with the patient’s
functional ability and causes functional deficits.
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Therapists should document their patient’s pain rating using
one of several accepted standards of practice.
In addition, document:

® Whether the pain is constant or intermittent

* Whether the intensity of pain varies based on the time
of day or the activity the patient performs

* The location of the pain
e A description of the type of pain
* What activities increase pain

* What activities relieve pain

Allergies

Ask all patients about any known allergies, including to tape,
hydrocortisone, or other items so you do not cause allergic
reactions during therapy.
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Prior and current functional status

Ask patients specific questions regarding what they could
do prior to their injury or illness and what they either can’t
perform or are having difficulty performing since their injury
or illness occurred.
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Inquiries should include but are not limited to the following:
* Ambulation

* Bed mobility and transfers. Inquiries regarding bed
mobility and transfers should include:

- Whether physical assistance is required

- What type of transfer is performed (e.g., tub, toilet,
sit to stand, bed to wheelchair)

- What type of assistive device is utilized to complete
transfer (e.g., walker, sliding board, cane)

= Verbal cues
e Dressing
® Hygiene

* ADLs. Specifically address the patient’s ability to do
the following:

- Cook and prepare meals
- Complete laundry

= Complete household cleaning, including vacuuming,
dusting, cleaning the bathroom, etc.
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- Make a bed
= Perform other general household tasks
¢ Driving

e Sitting and standing tolerance.
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® Problem solving
® Speech/swallowing
® Employment

e Goals

Objective criteria

The objective section of the examination is when you perform
the appropriate tests and measurements based on the subjec-
tive interview. The areas you must assess differ based on the
patient’s diagnosis and functional ability.

The levels of physical assistance include:

¢ Independent. Patient requires no physical assistance,
verbal cuing, assistive device, or extra time to complete
the task.

* Modified independent. Patient requires an assistive
device to complete the task independently, for
example requiring a walker to transfer or ambulate
independently.
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* Supervision. Patient requires verbal cuing for the perfor-
mance of the task being assessed, or there is a safety
concern on behalf of the therapist.

e Contact-guard-assist. Patient requires steadying during
the performance of the task. If you use contact-guard-
assist to describe the amount of assistance, state that
it is due fo patient’s unsteadiness.
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* Minimal physical assist (min PA). Patient performs
75%-99% of the task. The therapist provides 1%-25%
of physical assistance to help the patient complete
the task.

* Moderate physical assist (mod PA). Patient performs
25%-75% of the task. The therapist provides 26%-75%
of physical assistance to help the patient complete
the task.

* Maximum physical assist (max PA). Patient performs less
than 25% of the task. The therapist provides more than
75% of physical assistance to help the patient complete
the task.

e Dependent. The therapist provides 100% of physical
assistance to the patient in completing the task.

Three levels of verbal guidance include:

* Minimal verbal guidance (min VG). Patient requires ver-
bal cuing less than 25% of the time to complete the task.
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* Moderate verbal guidance (mod VG). Patient requires
25%~-75% verbal cuing to complete the task.

e Maximum verbal guidance (max VG). Patient requires
verbal cuing more than 75% of the time to complete
the task.
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Objective observations

* General observation. When you first meet patients in
the waiting room, observe:

- How patients are sitting

- How patients come to a standing position from their
chairs

- Patients’ gait patterns when you walk with them
back to the treatment area

- How patients take off their coats, if applicable

- How patients sit down in a chair or on the treatment
table

* Posture. Assessment of a patient’s posture is dependent
on the diagnosis and area of the body involved.

* Sensation testing. Assess for a patient’s intact sensation
if you are going to provide any type of modality that
contains heat, cold, or electrical current.
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¢ Bed/mat mobility. Unless the patient has a hospital bed
at home, bed mobility should be assessed from a flat
surface without the use of any assistive device. Break
down the components of bed mobility and rate the
amount of physical assistance and verbal cuing for
each component.
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e Transfers. Assessment of transfer should include the type
of transfer performed, physical assistance and verbal
cuing required, and any assistive device used for or
during the transfer.

Types of transfers include but are not limited to:
- Sit to stand
- Bed to wheelchair (W/C)

- Bed/W/C/to bedside commode, tub/shower,
and toilet

¢ In addition, document modified standing pivot, standing
pivot, or sliding board transfer when applicable.
Assistive devices include ambulatory devices, such as
walkers or canes used during the transfer, or orthotics
such as anklefoot orthosis.

® Gait. The gait assessment must include:
- Distance ambulated
~ Physical assistance and verbal cuing required

- Assistive device used during gait
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- Comparison of stance phase and stride length
between the two extremities

- Cadence of gait

- Ability to ascend and descend stairs
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e Balance. Provide objective balance tests, when appro-
priate, such as the Tinetti, Berg Balance, get up and go
test, single leg stance with eyes open and eyes closed
test, functional reach test, etc.

* Hygiene and bathing. Include information in the initial
evaluation about where the patient bathes (e.g., the
tub, shower, or in a sponge bath). The amount of physi-
cal assistance required should also be documented and
may vary depending on the patient’s location.

Document the use of any assistive devices such as a
long-handled bath sponge, tub bench or seat, or show-
er seat.

e Range of motion (ROM). Document specific measure-
ments of the involved joint, as well as specific measure-
ments of the contralateral joint for comparison.

e Strength. Typically referred to as manual muscle testing
(MMT), strength is typically graded using one of two
formats.

The numbering system uses numbers zero to five, and
the word system uses the terms zero, trace, poor, fair,
good, and normal:
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Critical Concept:

Using minus/plus (-/+) signs
The minus and plus symbols are used when a
patient’s strength is better or worse than one cate-
gory but still does not meet the category above or
below. An example is a patient lying on her left side
able to flex her right shoulder up to 110° in the
gravity-eliminated position. Because she can’t com-
plete the full ROM with gravity eliminated, she can’t
receive a poor (2/5) grade, but she is also better
than trace.
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It would be appropriate to grade this movement
as Poor— or 2-/5.

= Zero or 0/5. Upon observation and careful palpa-
tion, no increase in tension is felt or movement seen
or palpated upon the muscle bulk being assessed.

= Trace or 1/5. Upon observation and careful palpa-
tion, there is an increase in tension or movement is
seen or palpated in the muscle bulk being assessed.

= Poor or 2/5. The patient is able to move the
involved joint through the complete ROM with gravity
eliminated.
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= Fair or 3/5. The patient is able to move the involved
joint through the complete ROM against gravity.

- Good and normal or 4/5 and 5/5. The amount of
resistance given to determine a good or normal
grade differs between individuals and the muscle
group being tested. First assess the uninvolved side
to analyze the patient’s normal strength and com-
pare the results to the involved. If the contralateral
side is involved, rely on experience when determin-
ing the grade.
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* Dressing. Assess both lower- and upper-extremity dress-
ing in terms of physical assistance and verbal cuing,
position the patient is in while getting dressed, and any
assistive devices used by the patient to perform dress-
ing tasks.

Be specific when evaluating the patient's dressing skills
and don't group all lower- or upper-extremity dressing
info one general category unless the patient is com-
pletely independent.

® ADLs. Other tasks that may be appropriate to assess
include the patient’s ability to perform include:

= Meal preparation and cooking
- Housework such as dusting and vacuuming
= The completion of laundry

- Washing and putting away dishes, etc.
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e Communication. Assess how patients communicate their
needs to other people by asking the following questions:

- Do they communicate verbally or use a message
board?

= Are they able to communicate in complete sentences
that are appropriate and understandable?
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- Do they require excessive time to communicate their
needs?

- Does the patient understand verbal communication?

¢ Swallowing. Assess patients’ ability to chew their food
and drink liquids. Also observe for signs that may indi-
cate patients are aspirating or having difficulty swallow-
ing certain consistencies of food or liquid. Document
liquid consistency, voice quality postconsumption, etc.

Do patients pocket food, drool, cough, or choke when
eating food or drinking liquids2 Document patients’ pos-
ture, as posture may be the root cause or secondary
cause of the swallowing problem.

* Problem solving. Assess patients’ ability to complete
simple and complex tasks. These tasks may include:

- Getting into and out of bed
- Getting dressed

- Calculating change, etc.
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* Memory/cognition. Assess patients’ ability to remember
tasks/components of tasks.

Assessment documentation
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The assessment section of the evaluation is where you can
provide a concise overview of patients’ functional deficits due
to their injury or illness. Assessments are completed by the
physical therapist (PT), occupational therapist (OT), or speech
language pathologist (SLP).

PT assistants (PTAs) and certified OT assistants (COTAs) may
provide information to assist the PT or OT in his or her com-
plete assessment of the patient; however, PTAs and COTAs
may not provide assessments because assessments require
professional skill to gather data by observation and patient
inquiry and may include limited objective testing and mea-
surement to make clinical judgments regarding the patient’s
condition(s).

Along with the assessment, you can develop a list of problems
and functional deficits of patients, and short- and long-term

goals. The development of the problem list and functional defi-
cits list can be grouped info one category or can be separated.




Initial documentation

Goals

Establish short- and long-term goals based on patients’ func-
tional deficits. Goals should reflect your description of what
patients are expected to achieve as a result of therapy, and
they should be stated in functional, objective, measurable
terms, with a predicted date for achieving those goals.
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Short- and long-term goals must have a time frame for
achievement that can be listed in visits, days, weeks, or
months.
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Certification and recertification

Certifications and recertifications prove to your carrier,

fiscal intermediary (Fl), or Medicare administrative contractor
(MAC) that skilled therapy services are a necessary and
ongoing patient need. MACs are regionally based and pay
claims for both Medicare Part A and B providers.
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Physician referrals

The need for physician/non-physician practitioner (NPP)
referrals may differ between Medicare, state third-party pay-
ers, and state speech-language pathologist (SLP), occupation-
al therapist (OT), and physical therapist (PT) practice acts, so
you should know how the requirements differ for all of your
payers.

In addition, although Centers for Medicare & Medicaid
Services no longer requires a physician/NPP referral to initiate
therapy services or to pay a claim, the requirements of specific
Medicare carriers and Fls may vary. Many require a referral
as an indication of the required physician involvement.

Make sure you know your carriers’ and Fls’ specific require-
ments for physician referrals. This information can be found
in their local coverage determinations (LCD) or provider
education manuals. If not listed, contact your carrier or Fl

to verify what physician/NPP referral requirements they
consider valid.
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State-specific practice acts may require that you have a physi-
cian/NPP referral to evaluate/treat a patient. If your state
has no direct access for therapy services, then even though
CMS doesn't require a physician/NPP referral, you must
adhere to your more restrictive state-specific practice act. If
your state allows limited direct access, then you may require
a physician/NPP referral for therapy at some time during the
course of the patient's treatment.
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Medicare regulations allow non-physician practitioners, such
as the following physician professionals to write referrals for
therapy services:

¢ Doctor of medicine (MD) or osteopathy (DO)
* Doctor of podiatric medicine (DPM)

® Doctor of optometry (for low-vision services only)

Medicare regulations also allow physician assistants, clinical
nurse specialists, and nurse practitioners to write referrals for
therapy services where allowed by state law. The physician
assistant, clinical nurse specialist, and nurse practitioner must
meet the qualifications as outlined in the Code of Federal
Regulations. Check with other third-party payers to verify who
can write referrals for therapy services.
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Critical Concept:
State practice acts

Learn your state practice act to know who you can
accept referrals from and who can write referrals for
therapy. Many state practice acts prohibit physician
assistants, clinical nurse specialists, and nurse prac-
titioners from writing referrals for therapy services. If
that is the case, adhere to the state practice act or
law and your more specific requirements or restric-
tions. In addition, some states may allow other types
of physicians to write therapy referrals that Medicare
does not allow, such as chiropractors or dentists.
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Physician referral validity

For Medicare, physician/NPP referrals are valid for as long
as the referral dictates, unless a specific carrier or Fl has a
written policy stating otherwise.

Use good clinical judgment in this situation—if the referral is
three months old, contact the physician/NPP for clarification
and request a reissue of the referral. If the referral does not
contain a frequency or duration of treatment, it has no termi-
nation period. However, your documentation must still demon-
strate medical necessity and prove that the patient is benefiting
from therapy services in order to be considered reimbursable.
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Keep in mind that your respective state practice act may have
limitations on how long a physician/NPP referral is valid
after it is signed by the physician/NPP.
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Outpatient therapy settings

Outpatient therapy includes therapy services provided in:
¢ Private practices

® Hospital outpatient departments

Hospital observation units

Emergency departments

Skilled nursing facilities (SNF), where the patient is not
under a Part A stay

Public health agencies

Comprehensive outpatient rehabilitation facilities (CORFs)

Certified rehabilitation agencies/outpatient rehabilita-

tion facilities (CRAs/ORFs)

A patient’s home.

Keep in mind the following:

¢ Evaluation and treatment can occur on and are both
billable on the same day.

® For Medicare patients, treatment may be provided prior
to the plan being committed to writing only if the treat-
ment is provided or supervised on the same day by the




Certification and recertification

same qualified professional who establishes the plan.
After establishing the plan, this person must then sign
the plan by the close of business the following day.
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Plan of care

A POC may be established by the following in all outpatient
settings except CORFs:

* The patient’s physician/NPP
® The PT
e The OT
e The SLP

In a CORF setting, only the physician may establish the POC.
If the referring physician doesn’t wish to establish the POC,
the CORF medical director can do so instead, with approval
from the referring physician.

Medicare requirements for the POC

Regardless of who establishes the POC, Medicare requires
at minimum the following information:

¢ Diagnosis
® longterm freatment goals

¢ Type, amount, duration, and frequency of therapy
services
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to effective goal writing z

1. Person 3
2. Duration

3. Task—what are they doing
4. Measures—obijective measure

5. Purpose —function

Suggested information

Additionally, the following information can be included but is
no longer required on the POC for outpatient therapy under
Medicare Part B:

e Type of modalities and procedures
® Shortterm goals
® Summary of progress

* Rehabilitation potential
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Certification and recertification

Under Medicare Part B, to receive reimbursement, the physi-
cian/NPP must certify that:

e The patient required skilled therapy services
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e The skilled therapy services were provided while the
patient was under the care of a physician/NPP

* A POC was established by the physician/NPP or by the
therapist providing such services and was periodically
reviewed by the physician/NPP

Because certification and recertification are closely associat-
ed with the POC, the physician/NPP reviewing the POC
should also sign and date the certification or recertification.
Providers should also develop a POC for third-party payers
other than Medicare.

A physician/NPP must certify the need for skilled therapy ser-
vices at the start of care and recertify it every 30 calendar
days (60 days for CORFs) thereafter, if therapy is to continue.

Like in many state practice acts, the term “physician” refers to:

* MDs
e DOs
* Resident physicians

* Optometrists (for low-vision only)
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* DPMs legally authorized to practice by the state in
which they perform the services

Check with your state practice act to verify from whom you
can accept referrals and who can certify/recertify your POC
for outpatient therapy services under Medicare Part B benefits.
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Initial POC

The initial POC must be signed by the physician/NPP within
30 calendar days of the initial therapy treatment in all outpa-
tient therapy settings. Effective January 1, 2008, the physi-
cian’s/NPP’s signature certifies that the POC is valid for 90
days from the date therapy began in all of the above settings
including for CORFs. In a COREF, the initial certification is
valid for 60 days from the date therapy began.

Recertifications

Recertifications may be signed before or during the subse-
quent 90-day intervals. Physicians/NPPs may also certify and
recertify for less than 90-day intervals if they choose to do so.

Verbal orders

If a physician/NPP gives a verbal order to either certify or
recertify a POC, he or she must sign and date the verbal
order within 14 days for it to be considered timely and valid.
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Physician visit requirements

The physician visit requirement for outpatient therapy services
has been eliminated unless either the physician/NPP requires
the visit or the patient is receiving electrical stimulation or
electromagnetic therapy for wound treatment. If receiving
electrical stimulation or electromagnetic therapy, the patient
must see his or her physician every 30 calendar days per
CMS' National Coverage Decision policy.
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Timing

Certifications are due every 90 calendar days and are
considered timely when they occur before or during the
90-day inferval. There may be times when the certification/
recertification are signed by the physician/NPP after the
30-day inferval. Certifications and recertifications signed
after this time period shall be accepted by the Medicare con-
tractor without written justification for 30 days after they are
due and with written justification for more than 30 days after
they were due.

Necessary paperwork

When submitting a claim for payment, the facility certifies on
the UB-04 or CMS 1500 claim that the necessary certifica-
tion and recertification has been made by the physician/
NPP and both are on file at the facility.
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The signed certification or recertification form does not have
to be the original. Facsimile, stamped, and electronic signa-
tures and dates are acceptable. However, therapy providers
may not predate the certification or recertification forms.
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Also, if the physician/NPP forgets to date the certification or
recertification, the staff may add “Received Date” in writing
or with a stamp. The received date is valid for certification/
recertification purposes. Also, if the physician faxes the refer-
ral, certification, or recertification and forgets to date it, the
date that prints out on the fax is valid.

Medicare does not require facilities to use any specific forms
for certification and recertification. CMS has developed an

initial certification form, CMS-700, and a recertification form,
CMS-701, for providers to use, but most providers choose to
develop their own or modify the CMS forms to suit their facility.

In SNFs that bill under Part A benefits, the following individu-
als may sign the certification or recertification statement:

¢ Attending physician

e Staff physician at the SNF who has knowledge of the

case

* Nurse practitioner or clinical nurse specialist who does
not have a direct or indirect employment relationship
with the facility, but who is working with the physician
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The initial certification must be obtained at the time of admis-
sion or as soon thereafter as is reasonable and practicable.
The routine admission procedure followed by a physician

is not sufficient certification of the necessity for posthospital
extended care services for the purposes of the program.
Instead, the certification must clearly state why the patient
requires posthospital extended care services as an inpatient.
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The first recertification must be made within days 1-14 of the
inpatient extended care services. Subsequent recertifications
must be made within 30 days. Recertifications must include:
* Reasons why the patient requires continued extended
care services

e Estimated duration of continued services

* Any plans for home care or other services postdis-
charge, if appropriate







Ongoing
documentation







Ongoiny documentation

In addition fo the patient evaluation and the plan of care
(POC), ongoing documentation, including daily notes and
progress reports, support the medical necessity of therapy
inferventions. Patients should progress and achieve the short-
and longterm goals you have established with them in a
reasonable amount of time.
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Your ongoing documentation supports the patients’ progres-
sion over this time period. The definition of “a reasonable
amount of time” differs for each patient based on age, diag-
nosis, severity of the injury/illness, and patient comorbidities,
as well as many other factors.

Daily documentation

Daily documentation, often called the daily note, treatment
note, or daily encounter note, contains items that should be
documented after every treatment. Progress summaries con-
tain a brief overview of the patient’s progress in therapy,
demonstrating why continued skilled therapy is necessary.
They are generally written every three to four visits and may
be included in that day’s daily note. Some payers or thera-
pists may refer to a progress summary as a weekly progress
note because it covers three to four visits.
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Daily notes

There are items that should be documented in every daily
note, regardless of the payer. Most important is the date.
Without a date on the note, an insurance company can't
determine whether services were actually provided on the
date for which you submitted a claim.
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Documenting time

Medicare requires that providers document total time in thera-
py as well as time in timed therapy codes. The provider must
document this daily in the medical record. Check with your
specific carrier or fiscal intermediary (Fl) to determine your
requirements. This information can be located in the local
coverage determinations developed by the Medicare carrier
or Fl, or in bulletins released by your Medicare contractor.

It is recommended that you document total treatment time
for other payers as well. This will assist you when using the
documentation to justify the charges billed.

Terminology

If you use abbreviations for your charges, make sure the
reviewer knows their meaning. Consider including a key at
the bottom of preprinted forms or attaching a separate sheet
to your documentation that includes all abbreviations and
what they represent.
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Signature

Your signature or that of your assistant must be present on
every note. All credentials must also be listed after each sig-
nature. In addition to the therapist providing the treatment,
Medicare requires the signature of the person actively super-
vising the services and a list of each person who contributed
to the treatment.
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Documentation requirements

Subjective documentation

Therapists do not need to document patients’ subjective com-
ments daily, nor should they document everything patients fell
them. Patients often relate their goals and measure progress
in therapy by how soon they can resume their favorite leisure
activities. Although these may be important measures and
indicators for the patient, documentation in the chart should
focus on the functional nature of what the patient communi-
cates to you, rather than the specific recreational activity.

Because most insurance companies do not reimburse for ther-
apy services for the purpose of returning someone to recre-
ational activities, this should not be the primary reason the
patient receives therapy. In fact, the patient may still experi-
ence difficulty with other functional activities involving squat-
ting or ascending and descending steps. The therapist should
ask questions regarding functional activities and, possibly,
document these subjective comments.
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Patient comments

After every three or four treatments, document subjective
comments made by the patient regarding what he or she is
able to perform now that was not possible prior to starting
therapy and what activities still require skilled therapy. Both
are equally important because one shows progress due to
therapy and the other demonstrates the medical necessity of
why therapy must continue. At the same time, also document
the patient’s compliance with his or her home exercise pro-
gram (HEP).
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Pain documentation
Insurance companies will pay for therapy services to relieve
pain if the pain:

e Limits the patient’s functional ability

* Increases the risk for injury

e Causes a safety concern for the patient

If a patient experiences pain but tells you he or she can per-
form all functional activities, investigate further to determine
whether there is a safety risk to the patient.

Documentation of a patient’s pain should occur every three
to four visits and should include:

® The infensity
¢ The location

e A description
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* An explanation of how the pain affects the patient’s
functional ability

Other regulatory agencies such as The Joint Commission or
state agencies may also require this documentation.
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Be sure to differentiate between acute/subacute and chronic
pain. Most insurance companies have policies regarding the
treatment of chronic pain requiring case management review
and oversight.

Objective documentation

Information concerning the modalities and procedures provid-
ed to the patient must be documented for every treatment. In
2006, the Centers for Medicare & Medicaid Services (CMS)
significantly updated and continued to alter documentation
requirements for Medicare patients. The requirements set
forth by Medicare provides therapists with a high standard of
documentation that most insurance companies find beneficial.

For Medicare patients, documentation is required for every
treatment day and every therapy service. Medicare requires
that the treatment note include the following:

* Date of treatment.
* |dentification of each specific treatment or modality for

both timed and untimed codes in language that can be
compared to the claim in order to verify correct coding.
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Each service represented by a timed code must be
noted, even if it is not billed.

e Total timed code treatment minutes and total treatment
time in minutes.

wn
m
(@)
-
o
=z
4

e Signature and professional identification of the therapist
providing/supervising the therapy and a list of each
person who contributed to the treatment.

® Optional elements in Medicare daily notes include
patient self-reports, adverse reactions to treatment,
consultation/communication with other providers,
changes in clinical status, equipment provided, and
any additional relevant information.

This information must support the type of charges and num-
ber of units billed per CPT code. Without the specific inter-
ventions documented, the medical reviewer may not have
enough information to determine the following:
= Whether the treatment provided was medically
necessary
= Whether it met reasonable and necessary criteria

= Whether the CPT codes that were billed were actual-
ly provided

- Whether the number of units billed were provided
and billed for correctly
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When documenting supervised and constant afttendance
modalities, include the:

e Length of treatment of the modality

Location of the modality on the patient
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* Appearance of the patient’s skin prior to and after
the application of the modality

* Patient’s response to the modality

The following should be documented for specific modalities:

Mechanical traction

* Position of the patient (i.e., supine, prone, hips and
knees at 90 degrees, efc.)

e Static or intermittent traction

* Length of treatment

e |f intermittent, length of pull and rest time

* Amount of force of the traction, usually in pounds

e Patient instructions

Electrical stimulation

* Type of electrical stimulation (e.g., interferential,
transcutaneous electrical neuromuscular stimulation,
neuromuscular electrical stimulation, etc.)

e Length of treatment
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e |f intermittent, on and off time for a muscle contraction
¢ Manual versus unattended

e Location of the electrodes on the patient

Intensity/frequency of the electrical stimulation
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e Patient instructions

Whirlpool /Hubbard tank

* Temperature of the water

* Location of the wound or body part being treated
e Any additives or chemicals put in the water

e Length of treatment

 Types of dressings applied to the patient after the
whirlpool

® Patient/caregiver instructions

lontophoresis
* Name of the medication(s) used in the treatment

Total dose administered and the time period

Location of the electrodes

Length of treatment
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Ultrasound and phonophoresis
* Depth of penetration (superficial = 1 MHz, deep = 3 MHz)

* |Intensity of treatment (e.g., 1.5W /cm2)

e Continuous vs. pulsed
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e Size of ultrasound head used in the treatment
* Name of medication used, if providing phonophoresis

e Length of time of treatment

Also document the appropriate information for other modali-
ties not specifically addressed above. This includes:

® Hot and cold packs
e Paraffin and contrast baths

e Diathermy

One-on-one treatment

When you document skilled, direct, one-on-one treatment
provided to the patient, document information that proves
that the services billed were rendered. This includes the:

¢ Type of exercises or activities performed

® Sets and repetitions of the exercises

* Weight or resistance used during the exercises
* Gait distance

* Assistive device used by the patient
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Common one-on-one treatment and documentation
Therapeutic exercises

Gait training

Name of the exercises

Number of sets and repetitions of the exercises
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Amount of weight or resistance used in the exercise
Position of the patient while performing the exercise
Goal of what the exercise is trying to facilitate
Amount of time spent on therapeutic exercise

Patient or caregiver training and education

Distance ambulated

Assistive device used during gait training

Amount of physical assistance required during the
gait training

Amount of verbal cuing required during gait training

Focus of gait training (e.g., stride length, stance phase,
swing phase, efc.), and analysis of gait pattern includ-
ing any abnormalities that occur and during what
phase of gait

Number of steps patient ascended and descended

Gait pattern used on level surfaces and up and
down steps
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* Amount of time spent on gait training

e Patient or caregiver training and education provided
by the therapist
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Selfcare and home management
e Patient’s task
* Amount of physical assistance and verbal cuing
required by the patient
* Position of the patient when performing the task
e Adaptive devices or assistive equipment used by the
patient to perform the task

e Patient or caregiver training and education provided
by the therapist

* Amount of time spent providing self-care and home
management

Manual therapy

* Type of manual therapy provided [e.g., soft tissue
mobilization [STM], manual lymphatic drainage,
joint mobilization, efc.)

e |f STM, muscles, or tissues being treated, and the

direction of the STM

* Position of the patient during manual therapy (e.g.,
supine, prone, sidelying, efc.)
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* If joint mobilization is being provided: the location,
grade, and direction of the mobilization

* Amount of time spent providing the manual therapy
procedures
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e Patient or caregiver training and education provided
by the therapist

Aquatic therapy
* Objective loss of joint motion, strength or mobility

e Patient inability to participate in land-based, weight-
bearing exercises

* Progression to land-based exercises

® The therapy is individual and not group aquatic therapy

Group therapy

® Description of treatment or activity provided in the
group setting

® Sets, repetitions, position of the patient, and amount
of resistance used during the exercise, if applicable

® Number of patients in the group
e Benefit of the group therapy to the patient

* Patient or caregiver training and education provided
by the therapist

* Amount of time spent in the group therapy sefting
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Orthotic fitting and training

e Description of the orthotic that is being fitted to the
patient

* Modifications being made to the orthotic
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e Description of the patient’s training (e.g., wearing
schedule, skin inspection, how to perform functional
activities with the orthotic, etc.)

* Amount of time spent providing orthotic fitting and
training

e Patient or caregiver training and education provided
by the therapist

Therapeutic activities
¢ A description of the activity the patient is being trained
in or practicing (e.g., bed mobility, transfers, lifting, car-
rying, pushing, pulling, efc.)
* Number of trials for the activity

* Amount of physical assistance and verbal cuing
required by the patient

* Amount of time spent performing therapeutic activities

e Patient or caregiver training and education provided
by the therapist
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HEPs

HEPs are usually infroduced during the initial evaluation and
reviewed and frequently updated during the course of thera-
py as appropriate to the patient’s progress.
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When training the patient to perform the HEP, document the
skilled feedback you provided the patient. Simply stating
“instructed HEP” does not demonstrate skilled service.

Assessment documentation
The assessment is the section where the therapist documents
details, including the:

* Patient progression in therapy
® Reasons why skilled therapy services are still required
e Changes or updates fo the patient goals

® Response fo treatment received

Plan documentation
The final part of the daily note is documentation of the thera-
pist's plan for continued intervention with the patient.

ltems that might fall under this section include:

* Referral to another healthcare professional, such as
an occupational therapist

* Minor changes in the treatment plan
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e Referral to an outside community agency

® Scheduling of a family conference

Critical Concept:
Communication

Any time you speak or communicate with a physi-
cian, nurse case manager, nurse of the physician,
physician assistant, patient caregiver, etc., docu-
ment it in the patient’s medical record because

it demonstrates to the insurance carrier/medical
reviewer that the members of the patient’s health-
care team are communicating regarding the
patient’s progress or lack thereof.
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Progress notes

A progress note, or progress report, provides a summary of
a patient’s therapy and progress over a period of time and
provides justification for medical necessity. Each insurance
carrier you work with may have a different time frame for
the completion of progress notes.

Medicare requires a progress report fo be written every
10 visits or every certification interval (beginning January 1,
2008 is 90 days), whichever is less. In effect, a progress
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report must be written every 10 visits, the first reporting peri-
od is the first day of the episode of treatment, which could be
the evaluation, reevaluation, or treatment. The end of the
progress reporting period is either a date chosen by the clini-
cian, the 10th treatment day, or the last day of the certifica-
tion interval, whichever is shorter. The next treatment day
begins the next reporting period.
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Therapists also have the option of writing progress reports
as frequently as they like, though the next progress reporting
period begins the treatment session after the last progress
report was written.

Medicare encourages clinicians to write progress reports
more offen than 10 treatment days because this makes it eas-
ier for anyone reviewing the records to decipher whether the
services provided were appropriate, covered, and payable.
A progress report for Medicare must include the following,
of which the first five can be done by an assistant:

e Date of the beginning and end of the reporting period
* Date that the report was written

e Signature and professional identification of who wrote
the report

® Obijective reports of the patient’s subjective statements,
if relevant

¢ Objective measurement and descriptions of changes
in status
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e Assessment of improvement

® Plans for continuing treatment, reference to additional
evaluation results, and treatment plan revisions

e Changes to long- or shortterm goals, discharge of
the patient, or an updated POC
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Additionally, Medicare waives the writing of a progress
report if all the required elements have appeared in the treat-
ment notes at least once during the progress report period.
Medicare will also allow the progress report to serve as the
updated POC if all the required elements, including the refer-
ring physician’s signature, are present. In this instance, it is
important to pay close attention to all dates to comply with
the 10 visit requirement.

Discharges

A discharge note summarizing the patient’s treatment and

outcomes is the final progress note for the episode of care.
Medicare requires therapists to write a discharge note for

each episode of treatment, which covers the final reporting
period—although it can include a summation of the entire

course of treatment. However, therapists can write the dis-

charge note prior to the final treatment day.

In the case of a discharge anticipated within three treatment
days of the progress report, the clinician may spell out objec-
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tive goals that the patient must reach for an assistant to dis-
charge him or her.

Delayed progress report
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In the case that clinicians do not actively participate in one
treatment of a Medicare patient during the progress reporting
period, clinicians must still write the progress report within
seven days of the reporting period’s end date.

Common reasons for lack of participation include the patient
unexpectedly missing the last scheduled appointment in the
interval or the therapist being out sick for the final appointment.

When this occurs, document the reason why the clinician did
not actively participate in a treatment session in a treatment
note, explaining the surrounding events. In such a case, the
treatment note should document the clinician’s guidance to
the assistant who treated the patient to justify that the skills
of a therapist were needed.

Progress reports of this nature are considered delayed prog-
ress reports by Medicare. The danger of delayed progress
reports is that a contractor could decide the entire period
was not necessary if the therapist didn't participate.
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Reevaluations

A reevaluation is a comprehensive reassessment of the
patient’s physical condition and limitations, as well as of his
or her functional ability. It must contain all components of an
initial evaluation, and the findings should be compared to
the initial evaluation findings. Based on this information,
you should document an interpretation of the results.
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Reevaluations are generally completed every 30 days,
although some insurance carriers (e.g., workers’ compensa-
tion) have a shorter time period for reevaluations. Once
again, you need to be well versed in patients’ insurance
policies.

A therapist assistant can help with the components of a
reevaluation by documenting patients’ subjective comments,
range-of-motion measurements, gait distance ambulated,
physical assistance required for various tasks, efc.

But the therapist must be the one who documents an assess-
ment of the patient’s progress, changes or updates the
patient’s goals and POC, and determines whether the patient
continues to require skilled therapy.

Medicare will pay for a reevaluation only if your documenta-
tion supports the need for further tests and measurements
after the initial evaluation.
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Indications for a reevaluation that is payable by Medicare
include the following:

¢ New clinical findings

e Significant change in the patient’s condition
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* The patient has failed to respond to the therapeutic
inferventions in the POC

For most Medicare carriers and Fls, you may not perform
and bill a reevaluation for the purpose of recertification. But
Medicare payers may have a specific policy that allows for
payment of a reevaluation under additional circumstances.
Always check with your individual carrier or Fl for any
changes or updates to therapy policies.




Maintenance
therapy







Maintenance therapy

Maintenance programs are often used in settings such as
long-term care to help carry over the gains made in therapy
to keep patients functioning at their highest level. When
establishing a maintenance program, incorporate specific
elements that demonstrate why your skills are needed for
reimbursement of these services.
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What is an FMP?

A functional maintenance program (FMP) or a maintenance
program are individualized plans of exercise and activity for
patients residing in a skilled nursing facility or in an outpa-
tient therapy program and their caregivers that is developed
to prevent or minimize deterioration caused by a medical
condition.

An FMP may be initiated in one of two ways:

® Active treatment plan. Patients under an active treat-
ment plan and attending skilled therapy services to
restore their functional deficits would have an FMP as
part of their skilled therapy service. It is initiated at the
start of therapy and is progressed or updated during
the course of therapy services.

* No active treatment plan. Patients not under an active
treatment plan may still receive an FMP if their safety
was at risk, or if it would be beneficial to improving
function due to a decline in functional skills, safety
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concerns with functional activities, or a change in
the patient’s or their caregiver’s living situation.

Critical Concept:
FMPs

Patients or caregivers must demonstrate the physi-
cal and cognitive ability to follow through with
the FMP and show willingness and motivation to
participate in the program.
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Coverage criteria

Under Medicare, the development and instruction of an FMP
for a patient or caregiver is covered when it meets all of the
required criteria. According to Centers for Medicare &
Medicaid Services, the following criteria must be met in
order for a FMP to be covered:

® Ordered by a physician or nonphysician practitioner

® Reasonable, necessary, specific, and effective treatment
for the patient’s condition

® Does not exceed the patient’s or caregiver’s skilled
needs

* Designed by a qualified therapist as part of the individ-
valized treatment plan after an assessment of the
patient’s condition
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e Directed toward specific goals within a reasonable
and generally predictable period of time

* An expectation exists that the patient will significantly

benefit from the FMP
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Covered FMPs
An FMP is covered by Medicare if it:

* |s required to delay or minimize muscular and functional
deterioration in patients suffering from chronic diseases

® Includes instructions to the patient or family members
in carrying out the maintenance program

* Requires infrequent reevaluations to assess the patient's
condition and adjust the program accordingly

Noncovered FMPs

An FMP is not covered by Medicare if it includes the following:
e Services related to activities for the patient’s good
and general welfare such as conditioning programs
or a return to recreational activities

* Repetitive exercises fo maintain gait or strength and
endurance and assistive walking, such as services
provided to support feeble or unstable patients

* Passive range of motion (ROM) exercises not related
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to restoration of a specific loss of function but useful
in maintaining ROM in paralyzed extremities

* Maintenance therapies for patients who have already
achieved therapeutic goals or for patients who show
no further meaningful progress

* Noncompliance by the patient or caregiver

® FMP is generalized and not developed for the specific
patient or caregiver

Documentation requirements

If the patient is under an active treatment plan, all of the doc-
umentation requirements outlined in Sections 2, 3, and 4
should be followed. In addition, document the following:

e Training provided to the patient and caregiver

* Patient and caregiver response to the fraining,
including any problems

* Your assessment regarding the performance of the
patient and caregiver attempting and completing the
required tasks

® Written instructions given to the patient and caregiver
for a home exercise program and other activities in
which they receive instruction

e Patient and caregiver compliance and follow-through
with the FMP
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If the patient was not under an active treatment plan when
referred to therapy for the development of an FMP, complete
an initial evaluation following the guidelines in Section 2.
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The therapist must:
e Compare current functional status to prior functional status

 Perform and complete an objective examination
® Develop a problem and functional deficit(s) list

e Establish short- and longterm goals with an expected
time frame for achievement

e Establish a plan of care (POC) to achieve those goals

Discharge criteria

Discharge patients or caregivers from an FMP when the
patient or caregiver:

® Has achieved all the goals established at the beginning
of treatment

® s not following through with the FMP

* Has plateaued with the FMP and is no longer demon-
strating progress

* No longer demonstrates the physical or cognitive ability
to continue with the FMP
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Reevaluation

At times, the need for a reevaluation may be appropriate.
This may occur when the patient exhibits a significant change
in his or her functional status, when there has been a signifi-
cant change in the caregiver’s situation, new clinical findings,
or if the maintenance program needs to be adjusted.
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This reevaluation may lead to a change in the FMP. In addi-
tion, the reevaluation must be ordered by the physician or be
included in the POC.




Common denial
reasons







Understanding how to navigate the Medicare appeals pro-
cess is essential when providing therapy services to Medicare
beneficiaries. Although therapy settings vary from hospitals
and outpatient clinics to skilled nursing facilities (SNFs) and
in-home services, the process remains the same. Wherever
you provide rehab, denials are a common but avoidable
occurrence.
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In addition to understanding the appeal process, and regard-
less of practice setting, you should adopt an organized, system-
atic method of tracking a rehab facility’s denials and appeals.

Determine the communication process and designate a point
person to coordinate the activities for each provider to ensure
that denied claims are appealed as necessary to secure pay-
ment. Each organization needs to determine who their most
effective point person is.

Denial reason: Insufficient information

When a denial occurs due to insufficient information, it
means that although information was submitted to support the
claim billed, Medicare feels that the documentation did not
demonstrate that the services provided met Medicare criteria,
or that the information submitted was incomplete.

Medicare criteria is often confusing, but documentation
should always contain enough objective information to




support the charges billed. Documentation should also sup-
port that the treatment provided was medically necessary to
address the impairments identified upon evaluation.

Common denials due to insufficient information
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Medicare may deny claims with insufficient information due
to the following:

e Only an evaluation was submitted. No daily documen-
tation was sent to support the services billed throughout
the month of service.

* No evaluation was sent. Sending the evaluation as well
as daily documentation is essential to establish a prior
level of function, baseline of function, goal identifica-
tion, and rehab potential.

* Documentation sent was subjective. This usually means
that no objective tests and measures were present to
support progress towards goals. You may have used
terms such as “strength appears to have improved” but
you didn't support the statement with objective evi-
dence.

® Only documentation from the month in question was
submitted. The previous month’s treatment notes are
important to demonstrate progress and success of previ-
ous interventions. It is difficult to measure progress or
compare to baseline data if all the documentation is not
present.




* Exercise logs are submitted without comment on the
skilled techniques provided or the goal that exercises
facilitated progress toward. It is permissible to use exer-
cise logs to identify exercises performed, but it is impor-
tant to periodically summarize the skilled component of
the exercise by documenting that:
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= Skilled cues were given to eliminate substitutions or
compensations

- Movement was facilitated by strengthening a particu-
lar muscle group

- Skilled monitoring was provided, such as monitoring
heart rate, blood pressure, oxygen saturation levels,
respiration rate, or work-o-rest ratio

Strategies to avoid these denials

Preventing denials due to insufficient information requires
effort on two separate fronts. First, the person copying the
medical records to be sent to the Fl or carrier must be aware
of what documentation he or she should send.

Second, you should ask yourself the following questions to
determine whether your documentation will support services
billed:
® |s there daily documentation present to support each
modality and procedure billed for2

* Does my daily documentation reflect the deficits treated?




* Does my documentation contain objective tests and
measures that can be used to reliably chart progress
toward the patient’s goalse

® Does my documentation demonstrate different
approaches of freatment when progress appeared to
plateau?
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* Does my documentation mention any medical complica-
tions or effects from the patient’s comorbidities that may
have affected the patient's progress toward his or her
goals?

Denial reason: No documentation to support
services were rendered

Denials that indicate “no documentation to support services
were rendered” occur when:

® No documentation was submitted

e Documentation sent does not reflect the dates the servic-
es were billed

* Notes sent to do support the codes billed

* Documentation submitted does not support the length of
treatment time billed.




Strategies to avoid these denials
When treating a patient you must be accurate in your billing
and documentation. Each day after delivering treatment, you

should check that:

® The services billed were adequately documented
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* The services billed for were authorized on the plan of
treatment

® The services billed were consistent with the plan of care

Denial reason: Therapy services were
not reasonable and necessary

Medicare may deny a claim due to it not having enough

or appropriate documentation to show that the services ren-
dered were reasonable and necessary according to program
guidelines. Medicare has established general guidelines
about how to demonstrate medical necessity for therapy ser-
vices. The principles apply to all therapy settings reimbursed
by Medicare, including but not limited to outpatient, SNF
Part A, and home health services. To be considered medical-
ly reasonable and necessary:

e Services must be of a level of complexity and sophisti-
cation that requires specific knowledge, skill, and judg-
ment, and services can only be performed by a
licensed physical therapist (PT) or PT assistant practicing
under the PT’s supervision, an occupational therapist or




assistant practicing under his or her supervision, or a
speech-language pathologist

® The patient is expected to improve materially in a rea-
sonable and generally predictable amount of time
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* The services are necessary to safely and effectively
establish a maintenance program

* Interventions must be consistent with accepted standards
of medical practice and be specific for the condition of
the patient

* The infensity, frequency, and duration of treatment is
reasonable and appropriate for the individual patient

Strategies to avoid these denials
Documentation of therapy services should demonstrate your
complexity and skilled judgment of providing treatment.
Common denials for this reason include the following:
® Documentation did not accurately describe the physical
condition, impairments, and deficits in function that
would demonstrate the need for the services of a skilled
therapist uniquely qualified to perform the treatment

® Focus of the therapy sessions was on higher-level activi-
ties or recreational activities

* Treatment provided resulted in the patient progressing
beyond the prior level of function




® Modalities and procedures were performed more often
than would be considered reasonable for progress or
positive effects from or without clear documentation of
the gains made

e Goals for treatment were not reasonable or necessary
for the patient to achieve
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® Services performed appear to be routine or repetitive

* Services billed for were screens or routine quarterly
evaluations

Denial reason: Establishment of a maintenance,
home exercise, or self-management program

Depending on the environment in which the therapy services
are provided, it is common to design a program that will
help the patient progress after therapy services are discontin-
ved or help or allow them to maintain gains made during
therapy.

Medicare supports the need for these programs but has iden-
tified that this should be ongoing during therapy treatments —
not solely provided at the end of care. When designing an
exercise program for an outpatient, you must expect that the
patient’s functional status will maintain or slightly improve
during the course of the program.




The skills involved in teaching a customized exercise or
restorative program to a patient or a caregiver should occur
during the course of skilled treatment. When the patient has
maximized his or her rehab potential and met all noted
goals, therapy services should be discontinued.
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If to the services are continued only to train a caregiver how
to perform a restorative program, Medicare will deny reim-
bursement for those sessions as they should have been done
earlier in the plan of care.

Strategies to avoid these denials

The most important step you can take to avoid these denials
is fo begin training the patient or caregivers in carryover
activities as soon as is appropriate.

If you integrate teaching a restorative or home exercise pro-
gram to a patient, reflect on the following questions when
reviewing that patient’s documentation:
e Did the maintenance program training occur concurrent-
ly with the skilled treatment program?

* Does the documentation identify the skilled cueing and
assistance provided in program training to the patient
or caregiver fo ensure it was done safely and effectively?

* |s the program adjusted as the patient progresses
toward his or her goals with therapy infervention?




* Does the documentation reflect the patient or caregiv-
er’s response and carryover of the program?

There may be denied claims that should not be appealed.

If a claim is denied and a thorough review of the documenta-
tion reveals that there is not adequate information contained
in the medical record to appeal the claim, it is prudent not to
appeal. Before making the decision not to appeal a claim,
take the following steps:
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1. Determine the reason the claim was denied.

2. Examine the documentation and identify any problem
areas. Use the reason for the denial to focus your docu-
mentation review.

3. Review the Medicare guidelines to verify whether the
documentation meets Medicare criteria.

4. Make the decision to appeal based on the facts.
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The appeals process

Medical denials allow you the right to appeal the claim when
the beneficiary is liable and has indicated in writing that he
or she will not be exercising any appeal rights. A medical
denial occurs when a service is determined not medically
reasonable and necessary under Section 1862(a)(1)(A) of

the Social Security Act.
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For example, you can exercise appeal rights when medical
denials are due to:

¢ Services rendered deemed not reasonable and neces-
sary

e Billing error

e Insufficient information submitted to support the claim

e Records not received in the allotted time frame

* No documentation present fo support services were
rendered

The situations in which you do not have appeal rights are
considered technical denials. There also could be medical
denials paid under a waiver of liability. Technical denials are
based on the premise that the therapy services provided
failed to meet the requirements of a Medicare-covered bene-
fit. Examples of a technical denial include:

e Billing error

e lack of certification
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To pursue these claims, you need to be an appointed repre-
sentative of the beneficiary and complete a waiver of pay-
ment form. This form would only need to be signed if the
beneficiary signed an advanced beneficiary notice (ABN)
and the claim was denied.
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The Appointment of Representative (AOR) and Waiver of
Payment (WOP) forms can also be signed even if the patient
did not sign an ABN. If a claim was denied on a technical
basis, for example, due to a lack of physician orders, if you
had the beneficiary complete an AOR and WOP, you can
then appeal that denial without an ABN.

Assignment of benefits

You or a supplier can offer the beneficiary the opportunity to
assign his or her benefits of appealing a claim to you at the
time the services are provided or upon admission.

If a claim subsequently becomes denied, you can use the
assignment of benefits form signed upon admission to appeal
the claim. However, in doing so you are waiving your right
to payment from the beneficiary. This does not prohibit you
from collecting appropriate coinsurance amounts or in recov-
ering costs when a beneficiary receives services after signing
an ABN.
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Initial determinations

Once you submit a claim for payment to your carrier or fiscal
intermediary (Fl), you then need to wait for the initial determi-
nation. The contractor then makes its initial determination to
pay, deny, or partially pay the claim within 30 days based
on its criteria for payment.
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When you submit an electronic claim to the Fl or carrier, the
claim is usually paid within 14 days. Paper claims usually
require 28 days for a decision. Once the claim is submitted,
the Fl or carrier may request the medical records and upon
receipt, they have 60 days to either pay entirely, pay partial-
ly, or deny the claim completely.

If the contractor has decided to deny the claim in whole or in
part, it provides a notice of initial determination to the benefi-
ciary. Contractors communicate denials to beneficiaries by a
Medicare summary notice (MSN) and to providers via remit-
tance advice (RA). These respective notices explain why the
claim was denied and what their next step should be, and
provide information to assist the beneficiary and provider
through the appeal process.

The RA is a communication from the contractor that conveys
the information necessary for the provider to understand the
decision. Different contractors have various formats and terms
for RAs; however, the information communicated is standard.
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Levels of appeal

Before you review the different appeal levels for Medicare
claims, be aware of some important general information.
When claims are denied, they can be either completely
denied or partially paid. The amount remaining on a
Medicare claim is referred to as the “amount in controversy.”
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For Medicare Part B claims, the amount in controversy refers
to the amount of the claim after the 20% copayment is sub-
tracted from the total. At the various stages of appeal there
are different thresholds of minimum amounts in controversy
that must be present to proceed to the next level of appeal.

In addition to monetary restrictions at appeal levels, there are
response deadlines by which you must file and the contractor
must make a decision. Each level of appeal has a designated
time frame in which a response is required to proceed to the
next level. If the necessary information is not received at the
next level of appeal, the appeal rights are lost and the claim
cannot proceed in the appeal process.

There are five levels of appeal for Medicare claims:
1. Redetermination by the Fl or carrier

2. Reconsideration by a qualified independent contractor
(QIC)

3. Administrative law judge hearing
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4. Appeals council review

5. Judicial review in the U.S. District Court

Redetermination
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Redetermination is the first level of the appeal process and
does not require a minimum amount of money to be in con-
troversy for you to appeal. However, weigh the costs and
benefits of appealing a claim for a minimal amount. You must
commit to gathering the necessary documents and write the
letter of support. This is an individual decision that may differ
among providers.

Appedal filing deadline

You have 120 days from the date on the decision letter to
submit the paperwork needed to appeal the claim. There is
also a five-day cushion built in to account for mail delivery.

There may be rare cases in which the contractor will extend
the deadline if it feels that just cause exists, but check with
your carrier first. Some of the reasons that may support just
cause include:
e Circumstances beyond the individual’s control, including
mental or physical illness or newly acquired significant
communication problems

e The death of an individual or advanced age of the
individual
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* Incorrect or incomplete information provided to the indi-
vidual by official sources (CMS, Fl, etc.)

¢ Unusual or unavoidable circumstances

* Damage to or destruction of the individual’s records by
fire or other disaster
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The contractor acknowledges the receipt of the request for
extension for filling within 10 days of receiving the request. It
then considers the evidence present for just cause, makes its
determination, and informs the appellant of its decision.

Regardless of the process, the contractor is required to pro-
cess the claims within 60 days of receipt.

CMS Form 20027
You can file a request for redetermination on CMS Form
20027.

Sending all the supportive information initially will help avoid
delays. Submission of additional information after the redeter-
mination information has been received may result in a delay
of 14 calendar days. Take a closer look to understand why
the following items are important to include when sending
appeal information:

e Copy of remittance advice. Details what reimbursement

has been denied.

* Any information provided from a contractor on a denial
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e CMS Form 20027. Completed appropriately.

e AOR and Waiver of Payment (WOP) forms (if applica-
ble). Completed appropriately.

(92)
m
O
-
®)
z
7

Include the following relevant therapy documentation:
e Plan of care

® Progress notes
* Flow sheets

® Daily notes

All of this information will support your efforts to appeal the
claim.

Reconsideration

If you are notified that your claim has been denied at the
redetermination decision level, you may continue the appeal
process if you do so within 180 calendar days to the recon-
sideration level.

Deadline for filing an appeal

You have 180 days from the date of the decision letter from
the redetermination level to proceed to the reconsideration
level. The reconsideration level of review is performed by
QICs who are healthcare professionals, and an objective
third party. Even though this may appear to be a consider-
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able amount of time, you should be proactive in moving the
appeal process along. While claims are in suspension, you
miss the potential interest from the claim amount and cannot
use the funds for any other purpose.
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CMS Form 20033

To progress to this level of appeal for a Medicare Part B
claim, use CMS Form. You can also create a custom form to
allow you to progress to this level of appeal. If you do so,
the form must contain certain pertinent information, including
but not limited to:

e Patient or beneficiary name
e HICN

e Services for which reconsideration is requested and the
associated dates of service

* Name and signature of party or AOR

¢ Name of the contractor that made the redetermination

All evidence for appealing the claim need to be presented by
the QIC level. Evidence submitted after this level of appeal
may not be introduced. However, there is the opportunity to
submit additional information at a later date if you can dem-
onstrate good cause. If evidence is submitted later and is
accepted, it will result in a delay in the decision on the claim.
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Reconsiderations are conducted on-the-record and, in most
cases, the QIC will send its decision within 60 days of
receipt of the request for reconsideration.
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Administrative law judge hearing

An administrative law judge (AL) hearing is the next level of
appeal if you are notified that the claim remains denied or a
partial amount remains unpaid after the QIC’s reconsidera-
tion review.

The provider must be appealing a claim with at least $110.00
in controversy; the minimum amount will be adjusted on an
annual basis according to the medical care Consumer Price
Index (CPI). That minimum amount can be achieved by com-
bining more than one claim at the hearing. The amount may
change every year.

You can combine claims to meet the minimum as long as the
claims if the following are met:

® Belong to the same beneficiary or provider

Are submitted by a provider for several beneficiaries

Have already gone through the redetermination process

All meet the six month filing limit

Are all identified on the hearing request
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The provider has 60 days from receiving the contractor’s let-
ter denying the claim to respond and continue the appeal
process. Use CMS Form 20033 A/B to continue the appeal
process for Medicare Part A and B claims at the AL level.
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Participating in an AL hearing is done in person at a local
court or social security office. Preparation is a crucial part of
this level of appeal.

Appeals council review

If you are unsuccessful at the ALl level, you may continue the
appeal process to the next level regardless of the amount. To
move to the next level of appeal—the Department of appeals
board (DAB)—you must respond to the All’s decision letter
within 60 days of receipt.

Note that this level of appeal is not commonly accessed,
as most claims with merit are paid prior to this level.

Judicial review in the U.S. District Court

The final level of appeal is federal district court. If you are
notified that your claim remains denied and the amount in
controversy is greater than $1090.00, you can continue the
appeal process to this level. As with the AL level, the mini-
mum amount will be adjusted on an annual basis according
to the medical care component of the CPI. To be eligible, you
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must also respond within 60 days from the date on the DAB
decision letter.

As with the DAB, most claims do not reach this level of
appeal because they are paid or the provider chooses not to
pursue the appeal process due to the insufficient merit of the
documentation.
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