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telehealth [tel´ĕ-helth]

The use of electronic information and  
telecommunications technologies to support  long-
distance clinical health care, professional  health-related 
education, public health, and  health administration.

When the sender and receiver are not in the same  physical
location.

Definition of TeleHeal2  th





TeleHealth is a tool for improving access  
and attaining quality metrics that  

influence and change population health  
care beliefs and behaviors.



TeleHealth
Getting Paid for Services Delivered V4ia
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Practice
Medical and other Practice Boards  
Office of Insurance Commissioner  
Consumer Protection
Security and Privacy

Reimbursement
Two-way live interactive video and audio  
between the provider and patient.
The patient must be present – if not required to  
be present – is not considered TeleHealth.
It is not TeleHealth for the purposes of  
reimbursement if the connection between a  
provider and patient is on the same campus.



General Principles for Reimbursement

1. TeleHealth = In-person Care
2. Bill the same as in-person care
3. Must complete all the required components  

for assessment and physical exam
4. If it isn’t documented, it wasn’t done!



Medicare, Medicaid, Private Pay, Self-Pay



www.cms.gov/telehealth

http://www.cms.gov/telehealth


Algorithm for Medicare Reimbursement
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Sites (CMS)

Originating Sites
*County outside of a Metropolitan Statistical Area (MSA)
*Rural Health Professional Shortage Area in a rural census tract



Approved CPT Codes (CMS)



Approved CPT Codes



Payer’s Eligible Practitioners (CMS)

 Physician
 Nurse Practitioner
 Physician Assistant
 Clinical Nurse Specialist
 Certified Nursing Anesthetist
 Nurse Midwife
 Registered Dieticians or Nutrition Professional
 Clinical Social Worker
 Clinical Psychologist

 CPs and CSWs can’t bill Medicare for psychiatric diagnostic interview examinations with 
medical services or medical evaluation and management services. They can’t bill or get 
paid for CPT codes 90792, 90833, 90836, and 90838.



Specific TeleHealth Provisions (CMS)

 Skilled Nursing Facility – frequency
 Dialysis – does not include mandated visit 90962
 Subsequent hospital care – every 3 days for  

attending
 Annual Wellness Exam G0438 – 39
 Prolonged Services 99394 – 95
 Mobile Retinal Screening 99227 – 28



Requirements for  
Virtual Communication G0071

for FQHCs and RHCs (CMS)

 Must be initiated by the patient;
 At least 5 minutes of communication technology-based or  

remote evaluation services are furnished by an RHC or FQHC  
practitioner to a patient;

 Patient who has had an RHC or FQHC billable visit within the  
previous year, and both of the following requirements are met:
 The medical discussion or remote evaluation is for a condition not

related to an RHC or FQHC service provided within the previous 7
days; and

 The medical discussion or remote evaluation does not lead  
to an RHC or FQHC visit within the next 24 hours or at the  
soonest available appointment.



2019 CMS Additional CPT/HCPCs Services

1. Brief Communication Technology- Based Service, e.g.,  
Virtual Check-In (HCPCS Code GVCI1)

2. Interprofessional Internet Consultation: CPT Codes
 CPT code 994X0 (Interprofessional telephone/internet/electronic  

health record referral service(s) provided by a treating/requesting  
physician or qualified health care professional, 30 minutes).

 CPT code 994X6 (Interprofessional telephone/internet/electronic  
health record assessment and management service provided by a  
consultative physician including a written report to the patient’s  
treating/requesting physician or other qualified health care  
professional, 5 or more minutes of medical consultative time).



Brief Communication Visit
994x0 and 994x6

 For Medicare only as described

 Established patients only

 Requires consent of the patient

 Documentation requirements listed

 Cannot be seen for the same 
condition within the last seven or 
the next seven days



Additional 
CMS CPT Services 
2019

Chronic Care Remote Physiologic Monitoring: CPT  
Codes
• CPT code 990X0 (Remote monitoring of physiologic parameter(s)
(e.g., weight, blood pressure, pulse oximetry, respiratory flow rate), initial;
set-up and patient education on use of equipment).
• CPT code 990X1 (Remote monitoring of physiologic parameter(s)  
(e.g., weight, blood pressure, pulse oximetry, respiratory flow rate), initial;  
device(s) supply with daily recording(s) or programmed alert(s)  
transmission, each 30 days).
• CPT code 994X9 (Remote physiologic monitoring treatment  
management services, 20 minutes or more of clinical staff/physician/other  
qualified healthcare professional time in a calendar month requiring  
interactive communication with the patient/caregiver during the month).



CPT Code
99495-6
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Medicaid

 Different in all 52 states
 Many have Telehealth Parity Laws

 Some follow Medicare
 May be more advanced than Medicare

 Published fee schedule
 Need to check each state



Tennessee State’s Medicaid and TeleHealth

Tennessee Code Annotated § 56-7-1002

1. Telemedicine Parity Law
2. Equal access and payment
3. Not required to pay unless service is a benefit or other offering 

by the health plan for in-person care
4. Includes Medicaid, Medicaid MCOs, and Medicare Advantage 

plans (section § 56-7-109)  Tenn. Code Ann. § 56-7-1002

https://advance.lexis.com/api/document/collection/statutes-legislation/id/5CFR-RBC0-R03K-G556-00008-00?cite=Tenn.%20Code%20Ann.%20%C2%A7%2056-7-1002&context=1000516


Tennessee Telehealth Definitions

Tennessee Medical Board
Telemedicine is the practice of medicine using electronic communication, information technology or 
other means, between a licensee in one location and a patient in another location. Telemedicine is 
not an audio only telephone conversation, email/instant messaging conversation or fax. It typically 
involves the application of secure video conferencing or store-and-forward to provide or support 
healthcare delivery by replicating the interaction of a traditional encounter between a provider and 
a patient.

(Tenn. Comp. R. & Regs. 0880-02-.16)
TennCare Medicaid
Telehealth is defined as the use of electronic information and communication technologies to 
deliver health care to patients at a distance. Medicaid covered services provided via telehealth 
include assessment, diagnosis, consultation, treatment, education, care management, and/or self-
management of a Medicaid member. 
(https://www.tn.gov/content/dam/tn/tenncare/documents/TennCareTelephonicProgramDescription.pdf Accessed 4-20-2022)

Tennessee Telehealth Parity Law

https://www.tn.gov/content/dam/tn/tenncare/documents/TennCareTelephonicProgramDescription.pdf


TN Parity Law Definition of Telehealth 
for Payment Purposes (2014-2020 revisions)

(7) “Telehealth”:
(A) Means the use of real-time, interactive audio, video telecommunications or 

electronic technology, or store-and-forward telemedicine services by a 
healthcare services provider to deliver healthcare services to a patient within the scope 
of practice of the healthcare services provider when:
(i) Such provider is at a qualified site other than the site where the patient is 

located; and
(ii) The patient is at a qualified site, at a school clinic staffed by a healthcare 

services provider and equipped to engage in the telecommunications described in this 
section, or at a public elementary or secondary school staffed by a healthcare services 
provider and equipped to engage in the telecommunications described in this section; 
and

(B) Does not include:
(i) An audio-only conversation;
(ii) An electronic mail message; or
(iii) A facsimile transmission; and

(8) “Telehealth provider” means a healthcare services provider engaged in the delivery of 
healthcare services through telehealth.



The Magic of Getting Paid 
by Private Health Plans



COVID-19 PANDEMIC

 There’s no sense in wasting a good crisis!
 Waivers on the restrictions for CMS  

reimbursement
 Waivers on licensing
 Waivers on HIPAA compliant software
 Waivers from private payers
 Few waivers from Medicaid agencies
 Gubnatorial Emergency Orders

 Licensure



Where are We Now Post-Covid 

 PHE Federally extended to January 11, 2023
 Initial CMS Waivers

 Provided waiver authority under section 1135 of the Act to create flexibilities in the 
requirements of section 1834(m)(1) of the Act and 42 CFR § 410.78 for use of interactive 
telecommunications systems to furnish telehealth services

 Created further PHE flexibilities to the requirements of section 1834(m)(1) of the Act and 
42 CFR § 410.78(a)(3) 

 Allowed for the use of audio-only equipment to furnish services described by the codes for 
audio-only telephone evaluation and management services, and behavioral health 
counseling and educational services

 Waived the requirements of section 1834(m)(4)(E) of the Act and 42 CFR § 410.78 (b)(2), 
which specify the types of practitioners who may bill for their services when furnished as 
Medicare telehealth services from a distant site



General Caveats to Basic Medicare Approach and Other Requirements

 Modified the process to add services to the Medicare Telehealth Services List during the 
PHE, allowing us to consider adding appropriate services on a sub-regulatory basis, as 
they were requested, as practitioners were actively learning how to use telehealth

 Clinicians can provide remote evaluation of patient video/images and virtual check-in 
services (HCPCS codes G2010, G2012) to both new and established patients

 Allowed for audio only technology, practitioners have been able to bill using these 
telephone E/M codes provided that it is appropriate to furnish the service using audio-
only technology and all of the required elements in the applicable telephone E/M code 
(99441-99443) description are met

 Allowed many behavioral health and education services                                                                
to be furnished via telehealth using audio-only communications



 permitted clinicians to bill for remote patient monitoring (RPM) services furnished to both 
new and established patients, and to patients with both acute and chronic conditions

 allow clinicians to bill CPT codes 99453 and 99454 when as few as two days of data were 
collected if the patient was diagnosed with, or was suspected of having, COVID-19 and as 
long as all other billing requirements of the codes were met

 removed the frequency restrictions for the following listed codes furnished via Medicare 
telehealth

 Allowed home dialysis patient to receive the monthly and every three months in-person 
visit vis Telehealth 

 Waived the requirements of National Coverage Determination or Local Coverage 
Determination so that services could be delivered via Telehealth

 Allowed for beneficiary consent to be obtained for virtual check-ins at the same times as 
the services are furnished for new and established patients

 Created flexibilities allowing physicians and non-physician practitioners to perform in-
person visits for nursing home residents and allow visits to be conducted 



 Patient counseling and therapy provided by telephone in cases where two-
way interactive audio-video communication technology is not available to the 
beneficiary, and all other applicable requirements are met

 Periodic assessments have been conducted via two-way interactive audio-
video communication technology and may have been provided by telephone, 
only in cases where the beneficiary has not had access to two-way interactive 
audio-video communication technology and all other applicable requirements 
have been met

 Flexibility has been made permanent for OTPs in the CY 2022 PFS final rule

Opioid Treatment Programs 
(OTPs) 



Where are We Now? 

Consolidated Appropriations Act of 2020
 Allowed for mental and behavioral health services to be provided 

in the home with no geographic restrictions
 Must have a Medicare billable service via in-person visit within six 

months prior to the Telehealth DOS
 Must have an in-person visit 12 months prior to the telehealth 

services with some exceptions
Budget Act of 2022
 Delayed implementation of policies and extended expiration dates 

on temporary waivers (some) until 151 days after the PHE is over



CMS Physician Fee Schedule 
2022

 Audio-only allowed to for mental health services with 
certain conditions met
 Added the word ‘interactive’ to the term ‘telecommunications system’
 For established patients only
 Home is now an originating site for mental health services
 Previous 6 month in-person visit and subsequent 12 month in-person visit requirements
 Provider must have capability of live video but patient can choose audio only 

 Allows definition of mental health visits to include live 
video and audio-only visits for FQHCs and RHCs
 Cannot act as originating sites
 Redefined mental health visit to include encounters furnished through interactive, real-

time telecommunications technology when furnishing services for the purposes of 
diagnosis, evaluation, or treatment of a mental health disorder

 Only when the patient is not capable or does not want to use video
 Subject to the six and 12 month in-person requirements





Rehabilitation and Virtual Check-in Services
2022

 Added codes to the list of Telehealth Services:
 93797 – Physician or other qualified health care professional services for outpatient 

cardiac rehabilitation; without continuous ECG monitoring (per session)
 93798 – Physician or other qualified health care professional services for outpatient 

cardiac rehabilitation; with continuous ECG monitoring (per session) 
 G0422 – Intensive cardiac rehabilitation; with or without continuous ECG monitoring 

with exercise (per session) 
 G0423 – Intensive cardiac rehabilitation; with or without continuous ECG monitoring; 

without exercise (per session)
 G2252 – made permanent. G2252 is defined as a brief communication technology-based 

service, virtual check-in service, by physician or other qualified health care professional 
who can report E/M services, provided to an established patient, with other conditions



Remote Therapeutic Monitoring
2022

 98975 – Remote therapeutic monitoring initial set up and patient education on use of 
equipment. 

 98976 – Remote therapeutic monitoring with device(s) supply with scheduled 
recording(s) and/ or programmed alert(s) transmission(s) to monitor respiratory system, 
each 30 days. 

 98977 - Remote therapeutic monitoring with device(s) supply with scheduled recording(s) 
and/ or programmed alert(s) transmission(s) to monitor musculoskeletal system, each 30 
days). 

 98980 – Remote therapeutic monitoring treatment management services physician/ 
other qualified health professional’s time in a calendar month requiring at least one 
interactive communication with the patient/caregiver in a calendar month, first 20 
minutes.



Principle Care Management (PCM) and 
Chronic Care Management (CCM)
2022

 99437 – CCM service each additional 30 minutes by a physician or other 
qualified health care professional, per calendar month. 

 99424 – PCM services for a single high-risk disease first 30 minutes provided 
personally by a physician or other qualified health care professional, per 
calendar month. 

 99425 – PCM services for a single high-risk disease each additional 30 minutes 
provided personally by a physician or other qualified health care professional, 
per calendar month. 

 99426 – PCM for a single high-risk disease first 30 minutes of clinical staff time 
directed by physician or other qualified health care professional, per calendar 
month. 

 99427 – PCM for a single high -risk disease each additional 30 minutes of 
clinical staff time directed by a physician or other qualified health care 
professional, per calendar month.



How Do We Get New CMS Telehealth Services? 

Category 1 Services 
 Similar to professional consultations, office visits, and office psychiatry services that are 

currently on the Medicare Telehealth Services List.
Category 2 Services
 Not similar to those on the current Medicare Telehealth Services List. Includes an 

assessment of whether the service is accurately described by the corresponding code 
when furnished via telehealth and whether the use of a telecommunications system to 
furnish the service produces demonstrated clinical benefit to the patient. 

Category 3 Services
 Services that were added to the Medicare Telehealth Services List during the PHE for which 

there is likely to be clinical benefit when furnished via telehealth, but there is not yet 
sufficient evidence available to consider the services for permanent addition under the 
Category 1 or Category 2 criteria.





Services Finalized for Addition to the Medicare Telehealth Services List  
Category 1

HCPCS Short Descriptor
G0316 Prolonged inpatient or observation services by physician or other QHP

G0317 Prolonged nursing facility services by physician or other QHP

G0318 Prolonged home or residence services by physician or other QHP

G3002 Chronic pain txment monthly bundle including…30 min

G3003 Chronic pain txment monthly bundle including…each additional 15 min



Services Finalized for Addition to the Medicare Telehealth Services List  
Category 3 through CY 2023



Behavioral Health Services

• Considered regulatory revisions that may help to reduce existing barriers and make greater use of the services 
of behavioral health professionals, such as licensed professional counselors (LPCs) and Licensed Marriage and 
Family Therapists (LMFTs).

• Finalizing the proposal to add an exception to the direct supervision requirement under our “incident to” 
regulation at 42 CFR 410.26 to allow behavioral health services to be provided under the general supervision of 
a physician or non-physician practitioner (NPP), rather than under direct supervision, when these services or 
supplies are furnished by auxiliary personnel, such as LPCs and LMFTs, incident to the services of a physician (or 
NPP). 

• Clarifying that any service furnished primarily for the diagnosis and treatment of a mental health or substance 
use disorder can be furnished by auxiliary personnel under the general supervision of a physician or NPP who is 
authorized to furnish and bill for services provided incident to their own professional services.

• Indicated in the final rule that CMS intends to address payment for new codes that describe caregiver 
behavioral management training in CY 2024 rulemaking.

• Finalizing a proposal to create a new General BHI code describing a service personally performed by CPs or 
clinical social workers (CSWs) to account for monthly care integration where the mental health services 
furnished by a CP or CSW are serving as the focal point of care integration.

• Finalizing the proposal to allow a psychiatric diagnostic evaluation to serve as the initiating visit for the new 
general BHI service.



Reviewed 191,118 Medicare paid distant-site telehealth 
claims

Years 2014 and 2015 
Did not have corresponding originating-site claims
Claims totaled $13,795,384
Stratified random sample of 100 claims (0.0005%) 
Supporting documentation – to determine whether paid 

telehealth services were allowable in accordance with 
Medicare requirements

“CMS PAID PRACTITIONERS FOR TELEHEALTH SERVICES THAT
DID NOT MEET MEDICARE REQUIREMENTS” 

OIG 2018 REPORT 



“CMS PAID PRACTITIONERS FOR TELEHEALTH SERVICES THAT
DID NOT MEET MEDICARE REQUIREMENTS” 

OIG 2018 REPORT CON’T…

•24 claims were unallowable – beneficiaries received services at non-rural 
originating sites – some examples office located in MSA
•7 claims were billed by ineligible institutional providers;
•3 claims were for services provided to beneficiaries at unauthorized 
originating (home, free-standing dialysis center)
•2 claims were for services provided by an unallowable means of 
(telephone, asynchronous)
•1 claim was for a noncovered service; and
•1 claim was for services provided by a physician located outside the 
United States



Questions?????
OIG Finding Question

24 claims were unallowable – beneficiaries 
received services at non-rural originating sites –
some examples office located in MSA

1. Provider organization or third-party MAC 
billing entity

2. Who? Technical component or pro fee? 
What is an institutional provider? 

3. How many of these claims were the same 
provider?

4. How many of the claims were the same 
organization?

5. How many claims were coded and billed out 
by a third-party company?

7 claims were billed by ineligible institutional 
providers

3 claims were for services provided to 
beneficiaries at unauthorized originating (home, 
free-standing dialysis center)

2 claims were for services provided by an 
unallowable means of (telephone, 
asynchronous)

1 claim was for a noncovered service; and

1 claim was for services provided by a physician 
located outside the United States



MEDPAC: 
Mandated report: Telehealth Services and the Medicare Program



Note: IPPS (inpatient hospital prospective payment system), OPPS (outpatient hospital prospective payment system), IRF (inpatient rehabilitation facility), LTCH (long-term care hospital), ESRD (end-stage 
renal disease), ASC (ambulatory surgical center), SNF (skilled nursing facility), HH (home health), FFS (fee-for-service), PFS (physician fee schedule; also referred to as the fee schedule for physicians and 
other health professionals), ACO (accountable care organization), N/A (not applicable). Total system spending includes payment for all services. Percentages of spending across the Medicare payment 
systems do not sum to 100 percent because Medicare Part D ($80 billion in 2015) is not shown. Therefore, the denominator used to calculate the percentages in the third column includes spending for the 
PFS, all other FFS systems, Medicare Advantage, and Part D. ACO-related spending is included in the two FFS payment system categories. Home health agencies and hospices are not permitted to include 
the cost of telehealth services in their annual cost reports; as a result, these costs are not built into their payment rates. 

Source: MedPAC analysis of CMS claims data files and and fiscal year/calendar year 2018 final rule regulations









2018 COMMISSION SUGGESTIONS

-That policy makers adopt a measured approach to considering new telehealth 
services into the PFS or other parts of the Medicare program;

-Supporting evaluation of individual types of telehealth services for potential 
coverage under Medicare using its principles of cost, access, and quality;

-if a given service demonstrates evidence of balancing cost, access, and quality, 
policymakers should consider implementing that service;

-when evidence is unclear, policymakers should consider testing theuse of that 
telehealth service through CMMI;

-that entities bearing financial risk under the Medicare program (MA plans and 
risk-bearing ACOs) warrant greater flexibility to use telehealth services.





OIG Audit Findings – What We Can Learn

 28 million Medicare beneficiaries used Telehealth 
services in the first year of the PHE

 88x more utilization than the year before the PHE
 740,000 providers reviewed
 1,714 providers discovered with 1 or more concerns on 

billing measures
 50%+ were in the same practice
 41 providers associated with telehealth companies



CMS/OIG  Program Integrity Measures

1) billing both a telehealth service and a facility fee for most visits;
2) billing telehealth services at the highest, most expensive level 

every time;
3) billing telehealth services for a high number of days in a year;
4) billing both Medicare fee-for-service and a Medicare Advantage 

plan for the same service for a high proportion of services;
5) billing a high average number of hours of telehealth services per 

visit;
6) billing telehealth services for a high number of beneficiaries; and
7) billing for a telehealth service and ordering medical equipment 

for a high proportion of beneficiaries.



Key Takeaways

1. Findings demonstrate the importance of effective, targeted oversight of 
telehealth services to ensure that the benefits of telehealth are realized 
while minimizing risk.

2. OIG identified 1,714 providers out of approximately 742,000 whose billing for 
telehealth services poses a high risk to Medicare.

3. Each of these providers had concerning billing on at least one of seven 
measures that may indicate fraud, waste, or abuse.

4. These providers billed for telehealth services for about half a million 
beneficiaries.

5. Many of these providers are a part of the same medical practice as at 
least one other provider whose billing poses a high risk .

US Dept of Health and Human Services, OIG. Data brief: Medicare telehealth services during the firt year of the pandemic: program integrity risks. Sept 2022, OEI-o2-02-00720. 



What You Can do To Ensure Billing Compliance 
OIG/Medicare YOU!

billing both a telehealth service and a facility fee for most 
visits

Make sure to bill FF on the 1500 form and Pro Fee on the UB 
form, with different POS and modifier

billing telehealth services at the highest, most expensive level 
every time

Ensure documentation and coding supports billing; do not use 
Level IV or V unless appropriate; usually critical care, 
emergency, very complex co-morbid conditions, etc. 

billing telehealth services for a high number of days in a year Typical office visits are the parameters for billing cycles; COVID 
illnesses may have added to the issue; don’t see the patient 
just because it is easy

billing both Medicare fee-for-service and a Medicare 
Advantage plan for the same
service for a high proportion of services

Really? This is just simply a no-no! 

billing a high average number of hours of telehealth services 
per visit

Time-based coding principles apply and must be accurately 
documented

billing telehealth services for a high number of beneficiaries Tricky issue; make sure that overall billing is similar to in-
person payer mix; targeting Medicare beneficiaries 

billing for a telehealth service and ordering medical equipment 
for a high proportion of
beneficiaries

Same issue; should be close to in-person care if hybrid practice; 
if only online practice, consider national averages and ensure 
appropriate documentation and referral patterns do not 
violate Start/Anti-trust



Billing, Coding and Documentaton

If it isn’t documented, it ain’t done!
Think about in-person care requirements for documentation
Documentation for TeleHealth is no different than in-person care
Coding is dependent on documentation
No documentation, no coding
Down charging
Stethoscope, otoscope, eye exam, examination of the muscular system,  

neuro exam
Denote Telehealth or Virtual Visit somewhere on your documentation



2 of 3 elements must be met or exceeded to meet 
MDM level. 

58

Level of 
MDM 

Number & Complexity of Problems 
Addressed at the Encounter 

Amount & Complexity of Data to be Reviewed & 
Analyzed 

Risk of Complications &/or Morbidity or 
Mortality of Patient Management 

Straight-
forward 
99202 
99212 

Minimal:  
-1 self-limited or minor problem 

Minimal or none Minimal risk of morbidity from additional 
diagnostic testing or treatment 

Low 
99203 
99213 

Low:  
-2 or more self -limited or minor 
problems; or 
-1 stable chronic illness; or  
-1 acute uncomplicated illness or 
injury 

Limited: Must meet at least 1 of the 2 categories: 
Cat 1:Tests and documents  
Any combination of 2 from the following: 
-Review of prior external note(s) from each unique source 
-Review of result(s) of each unique test 
-Ordering of each unique test   -or- 
Cat 2: Assessment requiring independent historian(s) 

Low risk of morbidity from additional 
diagnostic testing or treatment 

Moderate 
99204 
99214 

Moderate:  
-1 or more chronic illnesses 
w/exacerbation, progression, or side 
effects of treatment; or  
-2 or more stable chronic illnesses; or  
-1 undiagnosed new problem 
w/uncertain prognosis or  
-1 acute illness w/systemic symptoms; 
or  
-1 acute, complicated injury  

Moderate: Must meet at least 1 of the 3 categories: 
Cat 1: Tests, documents or independent historian(s) 
Any combination of 3 from the following: 
-Review of prior external note(s) from each unique source 
-Review of result(s) of each unique test 
-Ordering of each unique test 
-Assessment requiring independent historian(s)   -or- 
Cat 2: Independent interp. of tests performed by another 
physician/other qualified health care professional -or- 
Cat 3: Discussion of management or test interpretation w/ 
external physician/other health care 
professional/appropriate source (not separately reported)  

Moderate risk of morbidity from additional 
diagnostic testing or treatment such as:  
Prescription drug management;  
Decision regarding minor surgery w/identified 
patient or procedure risk factors;   
Decision regarding elective major surgery 
without identified patient or procedure risk 
factors; 
Diagnosis or treatment significantly limited by 
social determinants of health 

High 
99205 
99215 

High:  
-1 or more chronic illnesses w/ severe 
exacerbation, progression or side 
effects of treatment; or  
-1 acute or chronic illness or injury 
that poses a threat to life or bodily 
function in the near term without 
treatment 

Extensive:  Same as Moderate except must meet 2 of the 3 
categories. 

High risk or morbidity from additional 
diagnostic testing or treatment such as: 
Drug therapy requiring intensive monitoring for 
toxicity; Decision regarding elective major 
surgery w/identified patient or procedure risk 
factors; Decision regarding emergency major 
surgery; Decision regarding hospitalization; 
Decision not to resuscitate or to de-escalate care 
because of poor prognosis 

 


		Level of MDM

		Number & Complexity of Problems Addressed at the Encounter

		Amount & Complexity of Data to be Reviewed & Analyzed

		Risk of Complications &/or Morbidity or Mortality of Patient Management



		Straight-forward

99202

99212

		Minimal: 

-1 self-limited or minor problem

		Minimal or none

		Minimal risk of morbidity from additional diagnostic testing or treatment



		Low

99203

99213

		Low: 

-2 or more self -limited or minor problems; or

-1 stable chronic illness; or 

-1 acute uncomplicated illness or injury

		Limited: Must meet at least 1 of the 2 categories:

Cat 1:Tests and documents 

Any combination of 2 from the following:

-Review of prior external note(s) from each unique source

-Review of result(s) of each unique test

-Ordering of each unique test   -or-

Cat 2: Assessment requiring independent historian(s)

		Low risk of morbidity from additional diagnostic testing or treatment



		Moderate

99204

99214

		Moderate: 

-1 or more chronic illnesses w/exacerbation, progression, or side effects of treatment; or 

-2 or more stable chronic illnesses; or 

-1 undiagnosed new problem w/uncertain prognosis or 

-1 acute illness w/systemic symptoms; or 

-1 acute, complicated injury 

		Moderate: Must meet at least 1 of the 3 categories:

Cat 1: Tests, documents or independent historian(s)

Any combination of 3 from the following:

-Review of prior external note(s) from each unique source

-Review of result(s) of each unique test

-Ordering of each unique test

-Assessment requiring independent historian(s)   -or-

Cat 2: Independent interp. of tests performed by another physician/other qualified health care professional -or-

Cat 3: Discussion of management or test interpretation w/ external physician/other health care professional/appropriate source (not separately reported) 

		Moderate risk of morbidity from additional diagnostic testing or treatment such as:  Prescription drug management; 

Decision regarding minor surgery w/identified patient or procedure risk factors;  

Decision regarding elective major surgery without identified patient or procedure risk factors;

Diagnosis or treatment significantly limited by social determinants of health



		High

99205

99215

		High: 

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

-1 acute or chronic illness or injury that poses a threat to life or bodily function in the near term without treatment

		Extensive:  Same as Moderate except must meet 2 of the 3 categories.

		High risk or morbidity from additional diagnostic testing or treatment such as:

Drug therapy requiring intensive monitoring for toxicity; Decision regarding elective major surgery w/identified patient or procedure risk factors; Decision regarding emergency major surgery; Decision regarding hospitalization; Decision not to resuscitate or to de-escalate care because of poor prognosis









Example MDM Level

Established patient with Leukemia in remission presents for 
clinic visit. The patient also has hypertension that is 
controlled with amlodipine and losartan. A CMP and CBC 
w/Diff and phosphorus level are obtained and the results are 
reviewed by the provider.  The provider documents that 
patient is on NPTP as per week 28 TOT17 continuation.  
Treatment related pancytopenia.  Counts slightly improved 
today at WBC 1.47 and ANC 1047.  Will proceed with cyclo
and ara-c with both doses reduced.
The medical decision making is calculated on the next slides.
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2 of 3 elements must be met or 
exceeded to meet MDM level.  The 
level of MDM for the visit below is 
Moderate. 
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Level of 
MDM 

Number & Complexity of Problems 
Addressed at the Encounter 

Amount & Complexity of Data to be Reviewed & 
Analyzed 

Risk of Complications &/or Morbidity or 
Mortality of Patient Management 

Straight-
forward 
99202 
99212 

Minimal:  
-1 self-limited or minor problem 

Minimal or none Minimal risk of morbidity from additional 
diagnostic testing or treatment 

Low 
99203 
99213 

Low:  
-2 or more self -limited or minor 
problems; or 
-1 stable chronic illness; or  
-1 acute uncomplicated illness or 
injury 

Limited: Must meet at least 1 of the 2 categories: 
Cat 1:Tests and documents  
Any combination of 2 from the following: 
-Review of prior external note(s) from each unique source 
-Review of result(s) of each unique test 
-Ordering of each unique test   -or- 
Cat 2: Assessment requiring independent historian(s) 

Low risk of morbidity from additional 
diagnostic testing or treatment 

Moderate 
99204 
99214 

Moderate:  
-1 or more chronic illnesses 
w/exacerbation, progression, or side 
effects of treatment; or  
-2 or more stable chronic illnesses; or  
-1 undiagnosed new problem 
w/uncertain prognosis or  
-1 acute illness w/systemic symptoms; 
or  
-1 acute, complicated injury  

Moderate: Must meet at least 1 of the 3 categories: 
Cat 1: Tests, documents or independent historian(s) 
Any combination of 3 from the following: 
-Review of prior external note(s) from each unique source 
-Review of result(s) of each unique test 
-Ordering of each unique test 
-Assessment requiring independent historian(s)   -or- 
Cat 2: Independent interp. of tests performed by another 
physician/other qualified health care professional -or- 
Cat 3: Discussion of management or test interpretation w/ 
external physician/other health care 
professional/appropriate source (not separately reported)  

Moderate risk of morbidity from additional 
diagnostic testing or treatment such as:  
Prescription drug management;  
Decision regarding minor surgery w/identified 
patient or procedure risk factors;   
Decision regarding elective major surgery 
without identified patient or procedure risk 
factors; 
Diagnosis or treatment significantly limited by 
social determinants of health 

High 
99205 
99215 

High:  
-1 or more chronic illnesses w/ severe 
exacerbation, progression or side 
effects of treatment; or  
-1 acute or chronic illness or injury 
that poses a threat to life or bodily 
function in the near term without 
treatment 

Extensive:  Same as Moderate except must meet 2 of the 3 
categories. 

High risk or morbidity from additional 
diagnostic testing or treatment such as: 
Drug therapy requiring intensive monitoring for 
toxicity; Decision regarding elective major 
surgery w/identified patient or procedure risk 
factors; Decision regarding emergency major 
surgery; Decision regarding hospitalization; 
Decision not to resuscitate or to de-escalate care 
because of poor prognosis 

 


		Level of MDM

		Number & Complexity of Problems Addressed at the Encounter

		Amount & Complexity of Data to be Reviewed & Analyzed

		Risk of Complications &/or Morbidity or Mortality of Patient Management



		Straight-forward

99202

99212

		Minimal: 

-1 self-limited or minor problem

		Minimal or none

		Minimal risk of morbidity from additional diagnostic testing or treatment



		Low

99203

99213

		Low: 

-2 or more self -limited or minor problems; or

-1 stable chronic illness; or 

-1 acute uncomplicated illness or injury

		Limited: Must meet at least 1 of the 2 categories:

Cat 1:Tests and documents 

Any combination of 2 from the following:

-Review of prior external note(s) from each unique source

-Review of result(s) of each unique test

-Ordering of each unique test   -or-

Cat 2: Assessment requiring independent historian(s)

		Low risk of morbidity from additional diagnostic testing or treatment



		Moderate

99204

99214

		Moderate: 

-1 or more chronic illnesses w/exacerbation, progression, or side effects of treatment; or 

-2 or more stable chronic illnesses; or 

-1 undiagnosed new problem w/uncertain prognosis or 

-1 acute illness w/systemic symptoms; or 

-1 acute, complicated injury 

		Moderate: Must meet at least 1 of the 3 categories:

Cat 1: Tests, documents or independent historian(s)

Any combination of 3 from the following:

-Review of prior external note(s) from each unique source

-Review of result(s) of each unique test

-Ordering of each unique test

-Assessment requiring independent historian(s)   -or-

Cat 2: Independent interp. of tests performed by another physician/other qualified health care professional -or-

Cat 3: Discussion of management or test interpretation w/ external physician/other health care professional/appropriate source (not separately reported) 

		Moderate risk of morbidity from additional diagnostic testing or treatment such as:  Prescription drug management; 

Decision regarding minor surgery w/identified patient or procedure risk factors;  

Decision regarding elective major surgery without identified patient or procedure risk factors;

Diagnosis or treatment significantly limited by social determinants of health



		High

99205

99215

		High: 

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

-1 acute or chronic illness or injury that poses a threat to life or bodily function in the near term without treatment

		Extensive:  Same as Moderate except must meet 2 of the 3 categories.

		High risk or morbidity from additional diagnostic testing or treatment such as:

Drug therapy requiring intensive monitoring for toxicity; Decision regarding elective major surgery w/identified patient or procedure risk factors; Decision regarding emergency major surgery; Decision regarding hospitalization; Decision not to resuscitate or to de-escalate care because of poor prognosis











Process for Reimbursement

Develop a specific appointment type for  
TeleHealth/Telemedicine/e-
visit/virtual visit

Use standardized modifier on all claims (GT/95)
Electronics comment “Services provided by

TeleHealth”
Ensure coding and billing teams understand rules 

and ‘catch’ and correct errors
Properly vet outside billing vendors for Telehealth 

billing awareness
Watch your reimbursement!
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