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- All document ed act ive condit ions should be 
coded, along wit h t he reason for t he visit , t o 
show t he t rue medical complexit y of t he pat ient  
and t he increased clinical decision making.

- The medical record from each encount er must  
?st and alone.? Any det ails from previous 
encount ers must  be document ed by t he visit  
provider wit hin t he current  DOS in order t o 
code. 

- Only physician and advanced pract it ioner 
document at ion may be coded.

- Diagnoses can be coded from physician 
document at ion anywhere in t he encount er as 
long current  clinical evidence is det ailed for t he 
condit ion. 

- Diagnoses for coding may be abst ract ed from 
t he chief complaint , HPI, relevant  medical, 
social and family hist ory, allergies, review of 
syst ems, physical examinat ion, conclusions or 
impressions and t reat ment  plan as long as t hey 
are validat ed by clinical evidence in t he 
encount er. 

- Addit ional diagnoses should be coded if t hey 
affect  pat ient  care and are document ed in t he 
clinical evaluat ion or wit h t herapeut ic 
t reat ment . 

CLI N I CAL DOCU M EN TATI ON

- Ensure t o code t he most  specif ied 

represent at ion of t he condit ion document ed; 

include et iology and severit y of t he condit ion 

when code select ion allows.  When acuit y is 

document ed, t he code specif icit y should 

reflect  t his when it  can.

- Coding is not  allowed t o make assumpt ions and 

only t he exact  document ed t erminology may be 

coded. Specif icit y cannot  be abst ract ed from 

clinical dat a and must  be int erpret ed and linked 

t o furt her def ine t he condit ion. 

- When causal relat ionships are document ed, 

t his should be represent ed in t he code 

specif icit y. (e.g. diabet ic neuropat hy, 

pancyt openia due t o chemot herapy, et c.)

- In cases where an infect ing organism is 

document ed, it  should also be coded.

- A diagnosis t hat  is document ed as personal 

hist ory, PMH, or from a problem list  is not  

considered act ive unless rest at ed in t he 

current  assessment  wit h evidence of presence. 

Condit ions not  brought  current  in t he 

encount er can only be coded using a relat ed Z 

(hist ory of ) code.  

- If a condit ion is document ed wit h clinical 

evidence t hat  suggest s it  as resolved, or no 

clinical evidence present , t his must  be coded 

as a personal hist ory as it  cannot  be conf irmed 

as an act ive condit ion.

- Uncert ain diagnoses (?possible,? ?probable,? 

?suspect ed,? ?likely,? ?quest ionable,? ?st ill t o be 

ruled out ? or ot her similar t erms) cannot  be 

coded in an OP set t ing and inst ead sympt oms 

should be coded. 

- Diagnoses t hat  are ?ruled out ? or st ill being 

invest igat ed are not  coded.

- Document at ion of an abnormal lab value should 
only be coded when it  maps direct ly t o a 
report able diagnosis in ICD-10. (Example: 
document at ion of ?low sodium,? et c., is not  
codable; hyponat remia must  be st at ed.) 

- Result s of t est s, x- rays, echocardiogram, 
pat hology report s, et c., must  be int erpret ed 
and document ed by t he physician t reat ing t he 
pat ient  in t he encount er. They cannot  be coded 
direct ly from t he t est  result s or from anot her 
professional even when embedded in t he 
current  not e.
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