
Evaluation and Management
The Evaluation and Management (E/M) Services codes were introduced into Current 
Procedural Terminology (CPT®) nomenclature in 1992. These codes describe services 
provided by physicians to evaluate patients and manage their care. Prior to the 
establishment of the E/M codes, “visit” codes were used to describe services generally 
as, for example, a brief visit, intermediate, or comprehensive. The E/M services codes are 
widely reported by physicians of all specialties and describe a large portion of the medical 
care provided to patients. 

The levels of Evaluation and Management (E/M) services include examinations, 
evaluations, consultations, treatments, conferences, counseling with patients and/or 
family, preventive pediatric and adult health supervision, adult and pediatric critical and 
intensive care, and emergency department. Also, included are home, nursing home care, 
and similar medical services, such as the determination of the need and/or location for 
appropriate care.

Although specific codes will be addressed throughout this E/M section, it is important 
to note that this text should be used with the current edition of the CPT codebook to 
reference E/M guidelines as well as the entire E/M code family. 

The basic format of the E/M codes are as follows:

• A unique code number is listed

• The place or type of service is specified (eg, office or other outpatient setting)

• The content of the service is defined (eg, a problem-focused history; a problem-
focused examination; straightforward medical decision making)

• Counseling and/or coordination of care with other providers or agencies is included 
when an E/M service is reported, if appropriate

• The nature of the presenting problem(s) usually associated with a given level 
is described

• The time typically required to provide the service is specified in many codes

 American Medical Association  1

CPT_Reference_FINAL.indb   1CPT_Reference_FINAL.indb   1 3/12/07   1:40:59 PM3/12/07   1:40:59 PM



   Office or Other 
Outpatient Services 
 New Patient 
      99201    Office or other outpatient visit  for 

the evaluation and management of a 
new patient, which requires these three 
key components: 

   • A problem focused history;

• A problem focused examination;

• Straightforward medical deci-
sion making.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
self limited or minor. Physicians typically 
spend 10 minutes face-to-face with the 
patient and/or family. 

 Work Value: 0.45  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 13, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 
9, Jul 98: 9, Sep 98: 5, Jun 99: 8, Feb 00: 3, 9, 11, 
Aug 01: 2, Oct 04: 11, Mar 05: 11, Apr 05: 1, May 
05: 1, Jun 05: 11, Dec 05: 10, Feb 06: 14 

 Clinical Example 
 Initial office visit for a 25-year-old 
out-of-town patient for refill of a topical 
prescription medication. 

 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by the 
clinical staff. 

 Intraservice 
 Obtain a problem-focused history. Perform 
a problem-focused examination. Formulate 
a diagnosis and develop a treatment plan 
(straightforward medical decision mak-
ing). Discuss the diagnosis and treatment 
options with the patient. Discuss the need 
for preventive health care with the patient. 

Reconcile medication(s) as necessary. Write 
prescription(s) as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary management 
related to this office visit.  

  

  99202    Office or other outpatient visit  for 
the evaluation and management of a 
new patient, which requires these three 
key components: 

   • An expanded problem focused 
history;

• An expanded problem focused 
examination;

• Straightforward medical decision 
making.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
low to moderate severity. Physicians typi-
cally spend 20 minutes face-to-face with 
the patient and/or family. 

 Work Value: 0.88  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 13, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
Jul 98: 9, Sep 98: 5, Feb 00: 11, Aug 01: 2, 
Apr 02: 14, Oct 04: 10, Apr 05: 1, 3, Jun 05: 11, 
Dec 05: 10 

 Clinical Example 
 This is an initial office visit for a 42-year-old 
female patient with a history and rash consis-
tent with poison ivy who is not responding to 
over-the-counter medication. 
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 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by 
clinical staff. 

 Intraservice 
 Obtain an expanded problem focused his-
tory. Perform an expanded problem focused 
examination. Formulate a diagnosis and 
develop a treatment plan (straight forward 
medical decision making). Discuss diagno-
sis and treatment options with the patient. 
Address the preventive health care needs of 
the patient. Reconcile medication(s), write 
prescription(s), order and arrange diagnostic 
testing or referral as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient, as necessary.  

  

       99203    Office or other outpatient visit  
for the evaluation and management of a 
new patient, which requires these three
key components: 

   • A detailed history;  

  • A detailed examination;  

  • Medical decision making of 
low complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate severity. Physicians typically 
spend 30 minutes face-to-face with the 
patient and/or family. 

 Work Value: 1.34  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
Jul 98: 9, Sep 98: 5, Feb 00: 11, Aug 01: 2, 
Apr 02: 14, Oct 04: 10, Feb 05: 9, Apr 05: 1, 3, 
Jun 05: 11, Dec 05: 10 

 Clinical Example 
 Initial office visit for a 63-year old female 
with hypertension presents for a pre-
employment physical after moving to the 
area. Her blood pressure has been ade-
quately controlled with her current medica-
tion and home blood pressure monitoring. 

 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by 
clinical staff. Communicate with other 
health professionals. 

 Intraservice 
 Obtain a detailed history. Perform a detailed 
examination. Consider relevant data, options, 
and risks and formulate a diagnosis and 
develop a treatment plan (low complexity 
medical decision making). Discuss diagno-
sis and treatment options with the patient. 
Address the preventive health care needs of 
the patient. Reconcile medication(s). Write 
prescription(s). Order and arrange diagnostic 
testing or referral as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with patient, as necessary.  
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       99204    Office or other outpatient visit  
for the evaluation and management of a 
new patient, which requires these three 
key components: 

   • A comprehensive history;  

  • A comprehensive examination;  

  • Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of moderate to high severity. Physicians 
typically spend 45 minutes face-to-face 
with the patient and/or family. 

 Work Value: 2.30  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
Jul 98: 9, Sep 98: 5, Feb 00: 11, Aug 01: 2, 
Apr 02: 14, May 02: 1, Oct 04: 10, Apr 05: 1, 3, 
Jun 05: 11, Dec 05: 10 

 Clinical Example 
 Initial office visit for a 60-year-old female 
who has a history of hypertension, osteoar-
thritis, and morbid obesity. She is complain-
ing of heart palpitations with occasional 
dizziness. Past medical history includes total 
abdominal hysterectomy 15 years previously 
for dysfunctional uterine bleeding. She has 
had no follow-up for 5 years. 

 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by 
the clinical staff. Communicate with other 
health care professionals. 

 Intraservice 
 Obtain a comprehensive history. Perform a 
comprehensive examination. Consider rel-
evant data, options, and risks and formulate a 
diagnosis and develop a treatment plan (mod-
erate-complexity medical decision making). 
Discuss the diagnosis and treatment options 

with the patient. Address the preventive 
health care needs of the patient. Reconcile 
medication(s). Write prescription(s). Order 
and arrange diagnostic testing or referral 
as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary.  

  

       99205    Office or other outpatient visit  
for the evaluation and management of a 
new patient, which requires these three 
key components: 

   • A comprehensive history;

• A comprehensive examination;

• Medical decision making of high 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate to high severity. Physicians typi-
cally spend 60 minutes face-to-face with 
the patient and/or family. 

 Work Value: 3.00  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
Jul 98: 9, Sep 98: 5, Feb 00: 11, Aug 01: 2, 
Apr 02: 2, May 02: 1, Oct 04: 10, Apr 05: 1, 3, 
Jun 05: 11, Dec 05: 10 

 Clinical Example 
 Initial office visit for a 63-year-old male with 
type II diabetes mellitus, coronary artery 
disease, osteoarthritis, chronic bronchitis, 
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hypertension, gastroesophageal reflux, and 
hyperlipidemia who presents with a 20 
pound weight loss, dysphagia, and abdominal 
pain. He is on multiple medications and has 
not seen a physician for 18 months. 

 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by 
clinical staff. Communicate with other 
health professionals. 

 Intraservice 
 Obtain a comprehensive history. Perform a 
comprehensive examination. Consider rel-
evant data, options, and risks and formulate 
a diagnosis and develop a treatment plan 
(high complexity medical decision making). 
Discuss diagnosis and treatment options 
with the patient. Address the preventive 
health care needs of the patient. Reconcile 
medication(s). Write prescription(s). Order 
and arrange diagnostic testing or referral 
as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with patient, as necessary. 

 Coding Tip for 99201-99205  
 A new patient is one who has not received 
any professional services from the physician 
or another physician of the same specialty 
who belongs to the same group practice 
within the past 3 years.  

  

  Established Patient 
      99211    Office or other outpatient visit  for 

the evaluation and management of an 
established patient, that may not require 
the presence of a physician. Usually, 
the presenting problem(s) are minimal. 
Typically, 5 minutes are spent perform-
ing or supervising these services. 

 Work Value: 0.17  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
Oct 96: 10, Feb 97: 9, May 97: 4, Jul 98: 9, 
Sep 98: 5, Oct 99: 9, Feb 00: 11, Aug 01: 2, 
Jan 02: 2, Oct 04: 10, Feb 05: 15, Mar 05: 11, 
Apr 05: 1, 3, May 05: 1, Jun 05: 11, Nov 05: 1, 
Dec 05: 10, Feb 06: 14 

 Clinical Example 
 Office visit for a 58-year-old male, estab-
lished patient, presenting for a blood pressure 
check. The blood pressure is 130/83. His 
blood pressure is acceptable. 

 Intraservice 
 Provide supervision to the clinical staff, 
review any data of concern, answer any ques-
tions that arise, and provide guidance to the 
clinical staff as necessary. 

 Postservice 
 Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient, as necessary.  

  

       99212    Office or other outpatient visit  
for the evaluation and management 
of an established patient, which 
requires at least two of these three key 
components: 

   • A problem focused history;  

  • A problem focused examination;  

  • Straightforward medical deci-
sion making.  
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Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
self limited or minor. Physicians typically 
spend 10 minutes face-to-face with the 
patient and/or family. 

 Work Value: 0.45  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
Jul 98: 9, Sep 98: 5, Feb 00: 11, Jun 00: 11, Aug 
01: 2, Jan 02: 2, May 02: 3, Apr 04: 14, Oct 04: 
10, Apr 05: 1, 3 Jun 05: 11, Dec 05: 10 

 Clinical Example 
 Office visit for a mildly symptomatic 
20-year-old female, established patient, with 
upper respiratory complaints consistent with 
an upper respiratory tract infection. 

 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by the 
clinical staff. 

 Intraservice 
 Obtain a problem-focused history (which 
includes reviewing information about the 
patient’s response to treatment at her last visit 
and reviewing interval correspondence or 
medical records received).* Perform a prob-
lem-focused examination.* Consider relevant 
data, options, and risks; formulate a diagno-
sis; and develop a treatment plan (straight-
forward medical decision making).* Discuss 
the diagnosis and treatment options with the 
patient. Address the preventive health care 
needs of the patient. Reconcile medication(s). 
Write prescription(s). Order and arrange 
diagnostic testing or referral as necessary.

*Two of these three components required. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 

telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary.  

  

       99213    Office or other outpatient visit  
for the evaluation and management 
of an established patient, which 
requires at least two of these three key 
components: 

   • An expanded problem focused 
history;

• An expanded problem focused 
examination;

• Medical decision making of 
low complexity.  

Counseling and coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of low to moderate severity. Physicians 
typically spend 15 minutes face-to-face 
with the patient and/or family. 

 Work Value: 0.92  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
Jan 97: 10, Jul 98: 9, Sep 98: 5, Aug 01: 2, 
May 02: 3, Oct 03: 5, Apr 04: 14, Oct 04: 10, 
Mar 05: 11, Apr 05: 1, 3, Jun 05: 11, Dec 05: 10 

 Clinical Example 
 Office visit for a 55-year-old male, established 
patient, with a history of hypertension and 
hyperlipidemia who presents for follow up. 

 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by 
clinical staff. 

 Intraservice 
 Obtain an expanded problem focused his-
tory (including response to treatment at last 
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visit and reviewing interval correspondence 
or medical records received)*. Perform an 
expanded problem focused examination*. 
Consider relevant data, options, and risks 
and formulate a diagnosis and develop a 
treatment plan (low complexity medical 
decision making)*. Discuss diagnosis and 
treatment options with the patient. Address 
the preventive health care needs of the 
patient. Reconcile medication(s). Write 
prescription(s). Order and arrange diagnostic 
testing or referral as necessary.

*Two of these three components required. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with patient, as necessary.  

  

       99214    Office or other outpatient visit  for 
the evaluation and management of 
an established patient, which requires 
at least two of these three key 
components: 

   • A detailed history;  

  • A detailed examination;  

  • Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of moderate to high severity. Physicians 
typically spend 25 minutes face-to-face 
with the patient and/or family. 

 Work Value: 1.42  //  Global Period: XXX 

      CPT Assistant  Winter 91: 11, Spring 92: 15, 24, 
Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
May 97: 4, Jul 98: 9, Sep 98: 5, Aug 01: 2, Jan 02: 
2, May 02: 1-2, Oct 03: 5, Apr 04: 14, Oct 04: 10, 
Apr 05: 1, 3, Jun 05: 11, Dec 05: 10 

 Clinical Example 
 Office visit for a 45-year-old male carpenter, 
established patient, with rheumatoid arthri-
tis, hypertension, and hyperlipidemia. His 
joint disease has been stable in the past, but 
in the last 3 weeks he has noticed increasing 
pain and has developed redness in several 
joints. He has had a low-grade fever for the 
past week. 

 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by the 
clinical staff. 

 Intraservice 
 Obtain a detailed history (which includes 
reviewing information about the patient’s 
response to treatment at the last visit and 
reviewing interval correspondence or medical 
records received).* Perform a detailed exami-
nation.* Consider relevant data, options, 
and risks; formulate a diagnosis; and develop 
a treatment plan (moderate-complexity 
medical decision making).* Discuss diagno-
sis and treatment options with the patient. 
Address the preventive health care needs of 
the patient. Reconcile medication(s). Write 
prescription(s). Order and arrange diagnostic 
testing or referral as necessary.

*Two of these three components required. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary.  
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       99215    Office or other outpatient visit  
for the evaluation and management 
of an established patient, which 
requires at least two of these three key 
components: 

   • A comprehensive history;  

  • A comprehensive examination;  

  • Medical decision making of 
high complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of moderate to high severity. Physicians 
typically spend 40 minutes face-to-face 
with the patient and/or family. 

 Work Value: 2.00  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 15, 24, 

Summer 92: 1, 24, Spring 93: 34, Summer 93: 2, 
Fall 93: 9, Spring 95: 1, Summer 95: 4, Fall 95: 9, 
Jan 97: 10, Jul 98: 9, Sep 98: 5, Aug 01: 2, Jan 02: 
2, May 02: 1, 3, Apr 04: 14, Oct 04: 10, Mar 05: 
11, Apr 05: 1, 3, Jun 05: 11, Dec 05: 10 

 Clinical Example 
 Office visit for a 63-year-old male, estab-
lished patient, with type II diabetes mel-
litus (with neuropathy and nephropathy), 
congestive heart failure, hyperlipidemia, and 
chronic anxiety. He presents with blurred 
vision, frequency of urination, high blood 
sugars, and left leg pain and swelling. 

 Preservice 
 Review the medical history form completed 
by the patient and vital signs obtained by the 
clinical staff. 

 Intraservice 
 Obtain a comprehensive history (includ-
ing response to treatment at last visit and 
reviewing interval correspondence or medical 
records received).* Perform a comprehensive 
focused examination.* Consider relevant 
data, options, and risks; formulate a diagno-
sis; and develop a treatment plan (high-com-

plexity medical decision making).* Discuss 
diagnosis and treatment options with the 
patient. Address the preventive health care 
needs of the patient. Reconcile medication(s). 
Write prescription(s). Order and arrange 
diagnostic testing or referral as necessary.

*Two of these three components required. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary. 

 Coding Tip for 99211-99215  
 An established patient is one who has 
received professional services from the physi-
cian or another physician of the same spe-
cialty who belongs to the same group practice 
within the past 3 years.  

  

  Hospital Observation 
Services 
 Observation Care 
Discharge Services 
 99217    Observation care discharge  day man-

agement (This code is to be utilized by the 
physician to report all services provided to 
a patient on discharge from “observation 
status” if the discharge is on other than 
the initial date of “observation status.” To 
report services to a patient designated as 
“observation status” or “inpatient status” 
and discharged on the same date, use 
the codes for Observation or Inpatient 
Care Services [including Admission and 
Discharge Services, 99234-99236 as 
appropriate.]) 

 Work Value: 1.28  //  Global Period: XXX 

Evaluation and Management CPT® Reference of Clinical Examples

8   =Modifier 51 exempt  =Moderate sedation  =Add-on code  =Five-Year Review   

CPT_Reference_FINAL.indb   8CPT_Reference_FINAL.indb   8 3/12/07   1:41:02 PM3/12/07   1:41:02 PM



      CPT Assistant  Nov 97: 2, Mar 98: 1, May 98: 3, 
Sep 98: 5, Sep 00: 3, May 05: 1, Nov 05: 10 

 Clinical Example 
 At 9 pm, a 22-year-old primigravida presents 
to the labor and delivery unit at 38 weeks’ 
gestation with contractions every 4 minutes, 
but no cervical dilation. She is sedated and 
when she awakens, the contractions have 
stopped. The patient is discharged from 
observation the following morning. 

 Coding Tip for 99217  
 This code is intended to be reported for the 
observation care discharge day management, 
which includes the following: conducting a 
final examination of the patient, discussing 
the hospital stay with the patient, providing 
the patient with instructions for continuing 
care, and preparing the discharge records. 
For observation or inpatient hospital care 
including the admission and discharge of the 
patient on the same date, see codes 99234-
99236 as appropriate.  

  

  Hospital Inpatient 
Services 
 Initial Hospital Care 
 New or Established Patient 
 99221    Initial hospital care,  per day, for 

the evaluation and management of a 
patient, which requires these three key 
components: 

   • A detailed or comprehensive 
history;  

  • A detailed or comprehensive 
examination; and  

  • Medical decision making that 
is straightforward or of low 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the problem(s) requiring admission 
are of low severity. Physicians typically 
spend 30 minutes at the bedside and on 
the patient’s hospital floor or unit. 

 Work Value: 1.88  //  Global Period: XXX 

 Clinical Example 
 A 43-year-old male is admitted to the hospi-
tal with low back pain after failing outpatient 
treatment. A recent MRI of the lumbar spine 
demonstrated minimal bulging discs without 
nerve root compromise, stenosis or lumbar 
spine structural abnormality. There is no sig-
nificant past medical history and he is on no 
medications. The patient did not complain of 
any lower extremity numbness or weakness 
and denied any difficulty with bladder or 
bowel control. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or the patient’s family. 
Obtain and review necessary past results or 
records not available on the unit. Perform 
evaluation/management in other sites of ser-
vice earlier the same day. 

 Intraservice 
 Review medical records and data available 
on the unit. Obtain a detailed or compre-
hensive history. Perform a detailed or com-
prehensive physical exam. Consider relevant 
data, options, and risks and formulate a 
diagnosis and develop a treatment plan 
(straightforward or low complexity medi-
cal decision making). Discuss diagnosis and 
treatment options with the patient and/or 
family. Consider discharge needs of patient. 
Communicate with other health care pro-
fessionals. Write/review admission orders 
including ordering/arranging for necessary 
diagnostic testing, consultation and thera-
peutic intervention(s). Complete medical 
record documentation. 

 Postservice 
 Address interval data obtained and changes in 
condition reported. Communicate results and 
further care plans to other health care profes-
sionals and to the patient and/or family.  
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  99222    Initial hospital care,  per day, for 
the evaluation and management of a 
patient, which requires these three key 
components: 

   • A comprehensive history;  

  • A comprehensive examination; and  

  • Medical decision making of mod-
erate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the problem(s) requiring admission 
are of moderate severity. Physicians typi-
cally spend 50 minutes at the bedside and 
on the patient’s hospital floor or unit. 

 Work Value: 2.56  //  Global Period: XXX 

 Clinical Example 
 A 55-year-old male is admitted to the hospi-
tal with progressive shortness of breath over 
the past week. He feels more short of breath 
than ever before. His history reveals many 
years of hypertension and several years of 
congestive heart failure. He has been taking 
his diuretic every other day to save money. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or patient’s family. 
Obtain and review necessary past results or 
records not available on the unit. Perform 
evaluation/management in other sites of ser-
vice earlier the same day. 

 Intraservice 
 Review medical records and data avail-
able on the unit. Obtain a comprehensive 
history. Perform a comprehensive physical 
exam. Consider relevant data, options, and 
risks and formulate a diagnosis and develop 
a treatment plan (moderate complexity 
medical decision making). Discuss diagno-
sis and treatment options with the patient 

and/or family. Consider discharge needs of 
patient. Communicate with other health 
care professionals. Write/review admission 
orders including ordering/arranging for 
necessary diagnostic testing, consultation 
and therapeutic intervention(s). Complete 
medical record documentation. 

 Postservice 
 Address interval data obtained and changes 
in condition reported. Communicate 
results and further care plans to other 
health care professionals and to the patient 
and/or family.  

  

       99223    Initial hospital care,  per day, for 
the evaluation and management of a 
patient, which requires these three key 
components: 

   • A comprehensive history;

• A comprehensive examination; 
and

• Medical decision making of high 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the problem(s) requiring admis-
sion are of high severity. Physicians 
typically spend 70 minutes at the bed-
side and on the patient’s hospital floor 
or unit. 

 Work Value: 3.78  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 10, 24, Fall 92: 1, Spring 93: 34, 
Spring 95: 1, Fall 95: 9, Jul 96: 11, Sep 96: 10, 
Nov 97: 2, Mar 98: 1, Sep 98: 5, Jan 02: 2-3, 
Apr 03: 26, Apr 04: 14, Aug 04: 11 

 Clinical Example 
 A 75-year-old female is admitted to the 
hospital with cellulitis around a right great 
toe ulcer. She has a history of type II dia-
betes mellitus, ischemic cardiomyopathy, 
atherosclerotic peripheral vascular disease, 
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hypertension, chronic renal insufficiency and 
dementia. She is a widow living in a nursing 
home. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with patient or patient’s family. Obtain and 
review necessary past results or records not 
available on the unit. Perform evaluation/
management in other sites of service from 
earlier the same day. 

 Intraservice 
 Review medical records and data avail-
able on the unit. Obtain a comprehensive 
history. Perform a comprehensive physical 
exam. Consider relevant data, options, and 
risks and formulate a diagnosis and develop 
a treatment plan (high complexity medical 
decision making). Discuss diagnosis and 
treatment options with the patient and/or 
family. Consider discharge needs of patient. 
Communicate with other health care pro-
fessionals. Write/review admission orders 
including ordering/arranging for necessary 
diagnostic testing, consultation and thera-
peutic intervention(s). Complete medical 
record documentation. 

 Postservice 
 Address interval data obtained and changes in 
condition reported. Communicate results and 
further care plans to other health care profes-
sionals and to the patient and/or family.  

  

  Subsequent Hospital Care 
      99231    Subsequent hospital care,  per day, 

for the evaluation and management of a 
patient, which requires at least two of 
these three key components: 

  •  A problem focused interval 
history;  

  • A problem focused examination;  

•   Medical decision making that 
is straightforward or of low 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the patient is stable, recovering 
or improving. Physicians typically spend 
15 minutes at the bedside and on the 
patient’s hospital floor or unit. 

 Work Value: 0.76  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 10, 24, Fall 92: 1, Spring 93: 34, 
Spring 95: 1, Fall 95: 16, Nov 97: 2, Sep 98: 5, 
Jan 99: 10, Nov 99: 5, Aug 01: 2, Jan 02: 2-3, 
Apr 04: 14, Aug 04: 11, Mar 05: 11, May 05: 1 

 Clinical Example 
 Subsequent hospital visit for a 43-year-old 
male who presented to the hospital with low 
back pain after failing outpatient treatment. 
A recent magnetic resonance imaging scan 
of the lumbar spine demonstrated minimal 
bulging discs without nerve root compro-
mise, stenosis, or lumbar spine structural 
abnormality. The patient did not complain 
of any lower extremity numbness or weak-
ness and denied any difficulty with bladder 
or bowel control. The patient’s pain has 
improved with medical management, but 
is not controlled on oral medications nor is 
ready for discharge home. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or the patient’s family. 

 Intraservice 
 Review the medical records and data avail-
able on the unit. Obtain a problem-focused 
history.* Perform a problem-focused physi-
cal exam.* Consider relevant data, options, 
and risks and formulate/revise diagnosis 
and treatment plan(s) (straightforward or 
low-complexity medical decision making).* 
Discuss diagnosis and treatment options 
with the patient and/or the patient’s fam-
ily. Consider the discharge needs of patient. 
Communicate with other health care pro-
fessionals. Write/review orders including 
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ordering/arranging for necessary diagnos-
tic testing, consultation, and therapeutic 
intervention(s). Complete the medical record 
documentation. 

 Postservice 
 Address interval data obtained and changes 
in the condition reported. Communicate 
results and further care plans with other 
health care professionals and with the patient 
and/or the patient’s family.  

  

       99232    Subsequent hospital care,  per day, 
for the evaluation and management of a 
patient, which requires at least two of 
these three key components: 

   • An expanded problem focused 
interval history;  

  • An expanded problem focused 
examination;  

  • Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the patient is responding inad-
equately to therapy or has developed a 
minor complication. Physicians typically 
spend 25 minutes at the bedside and on 
the patient’s hospital floor or unit. 

 Work Value: 1.39  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 10, 24, Fall 92: 1, Spring 93: 34, 
Spring 95: 1, Fall 95: 16, Nov 97: 2, Sep 98: 5, 
Jan 99: 10, Nov 99: 5, Jan 00: 11, Aug 01: 2, 
Apr 04: 14, Aug 04: 11 

 Clinical Example 
 Subsequent hospital visit for a 63-year-old 
male with type II diabetes mellitus, diabetic 
neuropathy and nephropathy, hypertension, 
and hyperlipidemia, who was admitted with a 
diabetic foot infection and hyperglycemia, is 
seen for subsequent hospital care. The patient 
continues to be febrile with no improvement 
in his foot despite parenteral antibiotics. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or the patient’s family. 

 Intraservice 
 Review medical records and data available on 
the unit. Obtain a problem-focused history.* 
Perform a problem-focused physical exam.* 
Consider relevant data, options, and risks 
and formulate/revise diagnosis and treatment 
plan(s) (straightforward or low-complexity 
medical decision making).* Discuss diagno-
sis and treatment options with the patient 
and/or the patient’s family. Consider the 
discharge needs of the patient. Communicate 
with other health care professionals. Write/
review orders including ordering/arranging 
for necessary diagnostic testing, consultation, 
and therapeutic intervention(s). Complete the 
medical record documentation.

*Two of these three components required. 

 Postservice 
 Address interval data obtained and changes 
in the condition reported. Communicate 
results and further care plans with other 
health care professionals and with the patient 
and/or the patient’s family.  

  

  99233    Subsequent hospital care,  per day, 
for the evaluation and management of a 
patient, which requires at least two of 
these three key components: 

   • A detailed interval history;

• A detailed examination;

• Medical decision making of 
high complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the patient is unstable or has 
developed a significant complication or 
a significant new problem. Physicians 
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typically spend 35 minutes at the bedside 
and on the patient’s hospital floor or unit. 

 Work Value: 2.00  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 14, 24, 

Summer 92: 10, 24, Fall 92: 1, Spring 93: 34, 
Spring 95: 1, Fall 95: 16, Nov 97: 2, Sep 98: 5, 
Jan 99: 10, Nov 99: 5, Aug 01: 2, Apr 04: 14, 
Aug 04: 11 

 Clinical Example 
 This is a subsequent hospital visit for a 
75-year-old female admitted with cellulitis 
around a right great toe ulcer. She has type II 
diabetes mellitus, ischemic cardiomyopathy, 
atherosclerotic peripheral vascular disease, 
hypertension, and chronic renal insufficiency. 
Her cellulitis is better, but non-invasive 
blood flow measurements show significantly 
reduced flow to the foot, blood sugars are 
over 200, and she is newly delirious. 

 Preservice 
 Review data not available on the unit 
(eg diagnostic and imaging studies). 
Communicate with other professionals and 
with patient and/or patient’s family. 

 Intraservice 
 Review medical records and data available on 
the unit. Obtain a problem focused history.* 
Perform a problem focused physical exam.* 
Consider relevant data, options, and risks 
and formulate/revise diagnosis and treatment 
plan(s) (straightforward or low complexity 
medical decision making).* Discuss diagno-
sis and treatment options with the patient 
and/or family. Consider discharge needs of 
patient. Communicate with other health care 
professionals.

Write/review orders including ordering/
arranging for necessary diagnostic testing, 
consultation and therapeutic intervention(s). 
Complete medical record documentation.

*Two of these three components required 

 Postservice 
 Address interval data obtained and changes in 
condition reported. Communicate results and 
further care plans to other health care profes-
sionals and to the patient and/or family. 

 Coding Tip for 99231-99233  
 All levels of subsequent hospital care include 
reviewing the medical record and reviewing 
the results of diagnostic studies and changes in 
the patient’s status (ie, changes in history, phys-
ical condition, and response to management) 
since the last assessment by the physician.  

  

  Observation or Inpatient Care 
Services (Including Admission and 
Discharge Services) 
 99234    Observation or inpatient hospital 

care,  for the evaluation and management 
of a patient including admission and dis-
charge on the same date which requires 
these three key components: 

   • A detailed or comprehensive history;  

  • A detailed or comprehensive 
examination; and  

  • Medical decision making that 
is straightforward or of low 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually the presenting problem(s) requiring 
admission are of low severity. 

 Work Value: 2.56  //  Global Period: XXX 
      CPT Assistant  Nov 97: 2, Mar 98: 2, May 98: 1, 

Sep 98: 5, Jan 00: 11, Sep 00: 3, Jan 02: 2, 
Jun 02: 10, Jan 03: 10, May 05: 1, Nov 05: 10 

 Clinical Example 
 A 19-year-old pregnant patient (9 weeks’ ges-
tation) presents to the emergency department 
complaining of persistent vomiting for 1 day. 

 Intraservice 
 A detailed history is taken. The patient 
provides no history consistent with infec-
tion, but does recall a similar occurrence 
during her previous pregnancy. She also 
complains of some dizziness upon standing. 
A detailed examination is performed and 
elicits findings associated with moderate 
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dehydration, including postural hypoten-
sion. Intravenous therapy and antiemetics 
are initiated. Diagnostics are consistent 
with dehydration. The patient is placed on 
observation status and periodic reassess-
ments are made. Following cessation of pos-
tural hypotension and after demonstrating 
the ability to retain p.o. f luids, the patient 
is discharged 9 hours after initial presenta-
tion, with instructions and a prescription 
for antiemetic medication.  

  

  99235    Observation or inpatient hospital 
care,  for the evaluation and management 
of a patient including admission and dis-
charge on the same date which requires 
these three key components: 

   • A comprehensive history;  

  • A comprehensive examination; and  

  • Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually the presenting problem(s) requiring 
admission are of moderate severity. 

 Work Value: 3.41  //  Global Period: XXX 
      CPT Assistant  Nov 97: 2, Mar 98: 2, May 98: 1, 

Sep 98: 5, Jan 00: 11, Sep 00: 3, Jan 02: 2, 
Jun 02: 10, Jan 03: 10, Nov 05: 10 

 Clinical Example 
 An 18-year-old patient presents to the 
emergency department with respiratory 
compromise. 

 Intraservice 
 A comprehensive history is obtained with 
some difficulty because the patient is unable 
to speak complete sentences. The patient has 
a history of asthma and has been hospitalized 
twice for this condition, but not recently. A 
comprehensive multisystem examination is 
performed and elicits that the patient has 
labored breathing, is using accessory muscles, 

and has muffled wheezing in all lung fields. 
Coincident with obtaining blood samples, 
treatment is initiated with oxygen, aerosol 
bronchodilators, intravenous (IV) fluids, 
and IV steroids. After two additional, but 
only partially successful, courses of therapy 
over a 2-hour period, the patient is placed on 
observation status. Additional diagnostics are 
ordered and respiratory therapy is continued 
based on periodic reassessments by the physi-
cian. Following cessation of wheezing and 
the demonstration of an acceptable peak flow 
rate, the patient is discharged 10 hours after 
initial presentation, with instructions and a 
modified prescription regimen.  

  

  99236    Observation or inpatient hospital 
care,  for the evaluation and management 
of a patient including admission and dis-
charge on the same date which requires 
these three key components: 

   • A comprehensive history;

• A comprehensive examination; and

• Medical decision making of high 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually the presenting problem(s) requiring 
admission are of high severity. 

 Work Value: 4.26  //  Global Period: XXX 
      CPT Assistant  Nov 97: 2, Mar 98: 2, May 98: 1, 

Sep 98: 5, Jan 00: 11, Sep 00: 3, Jan 02: 2, 
Jun 02: 10, Jan 03: 10, Nov 05: 10 

 Clinical Example 
 A 62-year-old patient brought to the emer-
gency department because of dyspnea and 
chest pressure. 

 Intraservice 
 A comprehensive history is obtained, which 
elicits increasing exertional dyspnea over the 
past few days, known coronary artery disease, 
a myocardial infarction 2 years prior, and 
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two episodes of congestive heart failure last 
year. A comprehensive multisystem examina-
tion is performed. Diagnostics reveal nonspe-
cific ST changes inferiorly, congestive heart 
failure, and high normal creatine kinase with 
a normal index. Oxygen, nitrates, and diuret-
ics are initiated. Two hours post admission 
to the emergency department, the patient’s 
chest pressure has resolved, but the dyspnea 
remains. The patient is placed on observation 
status. Additional diagnostics are ordered, 
and therapy is continued based on periodic 
reassessments by the physician. Following 
cessation of dyspnea, and with no change in 
serial electrocardiogram and CK-MBs, the 
patient is discharged 12 hours after present-
ing to the emergency department. 

 Coding Tip for 99234-99236  
 When observation status is initiated in the 
course of an encounter in another site of 
service (eg, hospital emergency department, 
physician’s office, nursing facility), all evalu-
ation and management services provided by 
the supervising physician in conjunction with 
initiating observation status are considered 
part of the initial observation care when per-
formed on the same date. The observation 
care level of service should include the ser-
vices related to initiating observation status 
provided in the other sites of service as well 
as in the observation setting when provided 
by the same physician.  

  

  Hospital Discharge Services 
      99238    Hospital discharge day manage-

ment;  30 minutes or less 

 Work Value: 1.28  //  Global Period: XXX 
      CPT Assistant  Fall 92: 1, Spring 93: 4, Nov 97: 4, 

Mar 98: 3, 11, May 98: 2, Jan 99: 10, Jan 02: 2, 
Aug 04: 11, May 05: 1 

 Clinical Example 
 A final visit with a 55-year-old male admit-
ted with a community-acquired pneumonia 
is seen in preparation for discharge from 
the hospital. He is euvolemic, afebrile, 
asymptomatic, and his oxygen saturations 
are normal. 

 Preservice 
 Review data not available on the unit 
(eg diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or patient’s family. 

 Intraservice 
 Review medical records and data available 
on the unit. Obtain an interval history. 
Perform a physical exam. Consider relevant 
data, options, and risks and formulate/revise 
diagnosis and treatment plan(s) including 
making the decision for discharge. Discuss 
aftercare treatment with the patient, family 
and other healthcare professionals. Provide 
care coordination for the transition including 
instructions for aftercare to caregivers. Order/
arrange for post discharge follow-up profes-
sional services and testing. Reconcile medica-
tions with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary 
and write prescriptions. Complete discharge 
and aftercare forms. Inform the primary care 
or referring physician of discharge plans. 
Complete medical record documentation. 

 Postservice 
 Complete discharge records. Handle (with 
the help of clinical staff) any treatment 
failures or adverse reactions to medications 
that may occur after discharge. Provide 
necessary care coordination, telephonic or 
electronic communication assistance, and 
other necessary management related to this 
hospitalization. Receive and respond to any 
interval testing results or correspondence, 
including obtaining any results pending at 
discharge. Revise treatment plan(s) and com-
municate with the patient and/or caregiver, 
as necessary. 

 Coding Tip for 99238 and 99239 
 The hospital discharge day management 
codes are to be used to report the total dura-
tion of time spent for final hospital discharge 
of a patient.  
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       99239    Hospital discharge day manage-
ment more than 30 minutes  

 Work Value: 1.90  //  Global Period: XXX 
      CPT Assistant  Nov 97: 4, Mar 98: 3, 11, 

May 98: 2, Jan 99: 10, Jan 02: 2, Aug 04: 11 

 Clinical Example 
 A 75-year-old female who required a 
below the knee amputation for an infected 
non-healing ulcer on her right foot is seen 
in preparation for discharge from the hos-
pital. She has type II diabetes mellitus, 
ischemic cardiomyopathy, atherosclerotic 
peripheral vascular disease, hypertension, 
chronic renal insufficiency and dementia. 
She is no longer delirious, her blood sugars 
are well controlled, and she is at her baseline 
weight. She is being discharged back to the 
nursing home. 

 Preservice 
 Review data not available on the unit 
(eg diagnostic and imaging studies). 
Communicate with other professionals and 
with patient and/or patient’s family. 

 Intraservice 
 Review medical records and data available on 
the unit. Obtain an interval history. Perform 
a physical exam. Consider relevant data, 
options, and risks and formulate and revise 
diagnosis and treatment plan(s) including 
making the decision for discharge. Discuss 
aftercare treatment with the patient, family 
and other healthcare professionals. Provide 
care coordination for the transition including 
instructions for aftercare to caregivers. Order 
and arrange for post discharge follow-up 
professional services and testing. Reconcile 
medications with attention to pre-admission 
therapy, inpatient therapy and outpatient 
formulary and write prescriptions. Complete 
discharge and aftercare forms. Inform the 
primary care or referring physician of dis-
charge plans. Complete medical record 
documentation. 

 Postservice 
 Complete discharge records. Handle (with 
the help of clinical staff) any treatment 

failures or adverse reactions to medications 
that may occur after discharge. Provide 
necessary care coordination, telephonic or 
electronic communication assistance, and 
other necessary management related to this 
hospitalization. Receive and respond to any 
interval testing results or correspondence, 
including obtaining any results pending at 
discharge. Revise treatment plan(s) and com-
municate with the patient and/or caregiver, 
as necessary.  

  

  Consultations 
 Office or Other 
Outpatient Consultations 
 New or Established Patient 
      99241    Office consultation  for a new or 

established patient, which requires 
these three key components: 

  • A problem focused history;

• A problem focused examination; 
and

• Straightforward medical deci-
sion making.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
self limited or minor. Physicians typically 
spend 15 minutes face-to-face with the 
patient and/or family.

 Work Value: 0.64  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 4, 23-24, 

Summer 92: 12, Spring 93: 4, Spring 95: 1, Oct 
97: 1, Sep 98: 5, Jun 99: 10, Apr 00: 10, Aug 01: 
3, Jan 02: 2, Jul 02: 2, Sep 02: 11, May 05: 1, 
Dec 05: 10, Jan 06: 46 

 Clinical Example 
 A 21-year-old female was seen for an office 
consultation for rectal bleeding. She has had 
prior sigmoidoscopy within 1 year, which 
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showed only internal hemorrhoids. She has 
recently become constipated, and while 
straining, saw scant blood on the tissue. 

 Preservice 
 Review the patient’s referral records. Review 
the medical history form completed by the 
patient and vital signs obtained by the clini-
cal staff. Communicate with other health 
care professionals. 

 Intraservice 
 Obtain a problem-focused history. Perform 
a problem-focused examination. Consider 
relevant data, options, and risks; formulate 
a diagnosis; and develop a treatment plan 
(straightforward medical decision making). 
Discuss diagnosis and treatment options 
with the patient. Address the preventive 
health care needs of the patient. Write 
prescription(s) and order and arrange diag-
nostic testing or referral as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary. 
Provide ongoing consultation to the referring 
health care professional.  

  

       99242    Office consultation  for a new or 
established patient, which requires 
these three key components: 

   • An expanded problem focused 
history;

• An expanded problem focused 
examination; and

• Straightforward medical deci-
sion making.  

Counseling and/or coordination of care 
with other providers or agencies are 

provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
low severity. Physicians typically spend 
30 minutes face-to-face with the patient 
and/or family. 

 Work Value: 1.34  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 4, 23-24, 

Summer 92: 12, Spring 93: 2, 34, Spring 95: 1, 
Oct 97: 1, Sep 98: 5, Aug 01: 3, Jan 02: 2, 
Jul 02: 2, Sep 02: 11, Dec 05: 10 ;   CPT Changes: 
An Insider’s View  2000 

 Clinical Example 
 A 30-year-old male is seen for an office 
consultation for heartburn. He is otherwise 
healthy but describes episodic burning sub-
sternal pain with typical provocative meals, 
eating late, or excessive coffee. He experi-
ences relief with antacids and has no symp-
toms suggesting serious disease. 

 Preservice 
 Review the patient’s referral records. Review 
the medical history form completed by the 
patient and vital signs obtained by the clini-
cal staff. Communicate with other health 
care professionals. 

 Intraservice 
 Obtain an expanded history. Perform an 
expanded examination. Consider relevant 
data, options, and risks; formulate a diagno-
sis; and develop a treatment plan (straight-
forward medical decision making). Discuss 
diagnosis and treatment options with the 
patient. Address the preventive health care 
needs of the patient. Write prescription(s) and 
order and arrange diagnostic testing or refer-
ral as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
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respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary. 
Provide ongoing consultation to the referring 
health care professional.  

  

       99243    Office consultation  for a new or 
established patient, which requires 
these three key components: 

   • A detailed history;  

  • A detailed examination; and  

  • Medical decision making of 
low complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate severity. Physicians typically 
spend 40 minutes face-to-face with the 
patient and/or family. 

 Work Value: 1.88  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 4, 23-24, 

Summer 92: 12, Spring 93: 2, 34, Spring 95: 1, 
Oct 97: 1, Sep 98: 5, Aug 01: 3, Jan 02: 2, Jul 02: 
2, Sep 02: 11, Oct 03: 5, Dec 05: 10 

 Clinical Example 
 A 24-year-old male is seen for an office con-
sultation for throbbing headaches associated 
with nausea. Headaches are throbbing in 
character and usually, but not always, associ-
ated with visual ‘floaters’ in the left visual 
field. These headaches occur usually 2-3 
times per month and are precipitated by sleep 
deprivation or red wine. 

 Preservice 
 Review the patient’s referral records. Review 
the medical history form completed by the 
patient and vital signs obtained by the clini-
cal staff. Communicate with other health 
care professionals. 

 Intraservice 
 Obtain a detailed history. Perform a detailed 
examination. Consider relevant data, options, 

and risks; formulate a diagnosis; and develop 
a treatment plan (low-complexity medical 
decision making). 

Discuss diagnosis and treatment options 
with the patient. Address the preventive 
health care needs of the patient. Write 
prescription(s) and order and arrange diag-
nostic testing or referral as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary. 
Provide ongoing consultation to the referring 
health care professional.  

  

       99244    Office consultation  for a new or 
established patient, which requires 
these three key components: 

   • A comprehensive history;

• A comprehensive examination; 
and

• Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of moderate to high severity. Physicians 
typically spend 60 minutes face-to-face 
with the patient and/or family. 

 Work Value: 3.02  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 3, 23-24, 

Summer 92: 12, Spring 93: 2, 34, Spring 95: 1, 
Oct 97: 1, Sep 98: 5, Aug 01: 3, Jan 02: 2, Jul 02: 
2, Sep 02: 11, Oct 03: 5, Dec 05: 10 
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 Clinical Example 
 A 60-year-old female is seen for an office 
consultation for the evaluation of complaints 
of heart palpitations with occasional dizziness 
and abdominal pain. She has a past history 
of hypertension, osteoarthritis, and morbid 
obesity. Past medical history includes total 
abdominal hysterectomy 15 years previously 
for dysfunctional uterine bleeding. She has 
had no follow-up for 15 years. 

 Preservice 
 Review the patient’s referral records. Review 
the medical history form completed by the 
patient and vital signs obtained by the clini-
cal staff. Communicate with other health 
care professionals. 

 Intraservice 
 Obtain a comprehensive history. Perform 
a comprehensive examination. Consider 
relevant data, options, and risks; formulate 
a diagnosis; and develop a treatment plan 
(moderate-complexity medical decision 
making). Discuss diagnosis and treatment 
options with the patient. Address the preven-
tive health care needs of the patient. Write 
prescription(s) and order and arrange diag-
nostic testing or referral as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary. 
Provide ongoing consultation to the referring 
health care professional. 

 Coding Tip for 99241-99244, 99251-99255  
 When a consultation is mandated by a 
third-party payer, modifier 32,  Mandated ser-
vices,  should be appended to the consultation 
code reported.  

  

       99245    Office consultation  for a new or 
established patient, which requires 
these three key components: 

   • A comprehensive history;

• A comprehensive examination; 
and

• Medical decision making of high 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of moderate to high severity. Physicians 
typically spend 80 minutes face-to-face 
with the patient and/or family. 

 Work Value: 3.77  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 4, 23-24, 

Summer 92: 12, Spring 93: 2, 34, Spring 95: 1, 
Oct 97: 1, Sep 98: 5, Aug 01: 2, Jan 02: 2, Jul 02: 
2, Sep 02: 11, Dec 05: 10 

 Clinical Example 
 A 63-year-old male is seen for an office con-
sultation for a 20-lb weight loss, dysphagia, 
and abdominal pain. He has a history of cor-
onary artery disease, osteoarthritis, chronic 
bronchitis, hypertension, gastroesophageal 
reflux disease, and hyperlipidemia and 
type II diabetes mellitus. He is on multiple 
medications. 

 Preservice 
 Review the patient’s referral records. Review 
the medical history form completed by the 
patient and vital signs obtained by the clini-
cal staff. Communicate with other health 
care professionals. 

 Intraservice 
 Obtain a comprehensive history. Perform 
a comprehensive examination. Consider 
relevant data, options, and risks; formu-
late a diagnosis; and develop a treatment 
plan (high-complexity medical decision 
making). Discuss diagnosis and treatment 
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options with the patient. Address the preven-
tive health care needs of the patient. Write 
prescription(s) and order and arrange diag-
nostic testing or referral as necessary. 

 Postservice 
 Complete the medical record documenta-
tion. Handle (with the help of clinical staff) 
any treatment failures or adverse reactions 
to medications that may occur after the 
visit. Provide necessary care coordination, 
telephonic or electronic communication 
assistance, and other necessary manage-
ment related to this office visit. Receive and 
respond to any interval testing results or cor-
respondence. Revise treatment plan(s) and 
communicate with the patient as necessary. 
Provide ongoing consultation to the referring 
health care professional.  

  

  Inpatient Consultations 
 New or Established Patient 
      99251    Inpatient consultation  for a new or 

established patient, which requires 
these three key components: 

   • A problem focused history;  

  • A problem focused examination; 
and  

  • Straightforward medical deci-
sion making.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
self limited or minor. Physicians typically 
spend 20 minutes at the bedside and on 
the patient’s hospital floor or unit. 

 Work Value: 1.00  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 16, 

23-24, Summer 92: 12, Spring 93: 34, Spring 
95: 1, Oct 97: 1, Sep 98: 5, Aug 01: 3, Sep 02: 11, 
May 05: 1 

 Clinical Example 
 Initial inpatient consultation for a 45-year-
old female admitted with unrelenting low 
back pain for 2 days. There is no significant 
past medical history and she is on no medica-
tions. The neurological exam is normal. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or the patient’s family. 
Obtain and review necessary past results or 
records not available on the unit. 

 Intraservice 
 Review medical records and data available on 
the unit. Obtain a problem-focused history. 
Perform a problem-focused physical exam. 
Consider relevant data, options, and risks; 
formulate a diagnosis; and develop a treat-
ment plan (straightforward medical decision 
making). Discuss diagnosis and treatment 
options with the patient and/or the patient’s 
family. Communicate with other health care 
professionals. Write/review admission orders 
including ordering/arranging for necessary 
diagnostic testing, consultation, and thera-
peutic intervention(s). Complete the medical 
record documentation. 

 Postservice 
 Address interval data obtained and changes 
in the condition reported. Communicate 
results and further care plans with other 
health care professionals and with the 
patient and/or the patient’s family. Provide 
ongoing consultation to the referring 
health care professional.  

  

       99252    Inpatient consultation  for a new or 
established patient, which requires 
these three key components: 

   • An expanded problem focused 
history;

• An expanded problem focused 
examination; and

• Straightforward medical 
decision making.  
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Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
low severity. Physicians typically spend 
40 minutes at the bedside and on the 
patient’s hospital floor or unit. 

 Work Value: 1.50  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 16, 23-

24, Summer 92: 12, Summer 93: 34, Spring 95: 1, 
Oct 97: 1, Sep 98: 5, Aug 01: 4, Sep 02: 11 

 Clinical Example 
 Initial inpatient consultation for a 76-year-
old female admitted for evaluation and treat-
ment of a painful and swollen shoulder and 
hand. She has well controlled hypertension. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or the patient’s family. 
Obtain and review necessary past results or 
records not available on the unit. 

 Intraservice 
 Review medical records and data avail-
able on the unit. Obtain an expanded his-
tory. Perform an expanded physical exam. 
Consider relevant data, options, and risks; 
formulate a diagnosis; and develop a treat-
ment plan (straightforward medical decision 
making). Discuss diagnosis and treatment 
options with the patient and/or the patient’s 
family. Communicate with other health care 
professionals. Write/review admission orders 
including ordering/arranging for necessary 
diagnostic testing, consultation, and thera-
peutic intervention(s). Complete the medical 
record documentation. 

 Postservice 
 Address interval data obtained and changes 
in the condition reported. Communicate 
results and further care plans with other 
health care professionals and with the 
patient and/or the patient’s family. Provide 

ongoing consultation to the referring 
health care professional. 

 Coding Tip for 99241-99244, 99251-99255  
 A consultation initiated by a patient and/or 
the patient’s family, and not requested by a 
physician or other appropriate source (eg, 
physician assistant, nurse practitioner, doctor 
of chiropractic, physical therapist, occupa-
tional therapist, speech-language pathologist, 
psychologist, social worker, lawyer, or insur-
ance company), is not reported using the 
consultation codes but may be reported using 
the office visit, home service, or domiciliary/
rest home care codes.  

  

       99253    Inpatient consultation  for a new or 
established patient, which requires 
these three key components: 

   • A detailed history;  

  • A detailed examination; and  

  • Medical decision making of low 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate severity. Physicians typically 
spend 55 minutes at the bedside and on 
the patient’s hospital floor or unit. 

 Work Value: 2.27  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 16, 23-

24, Summer 92: 12, Summer 93: 34, Spring 95: 1, 
Oct 97: 1, Oct 97: 1, Sep 98: 5, Aug 01: 4, 
Sep 02: 11 

 Clinical Example 
 Initial inpatient consultation for a 75-year-
old white female with a status post right 
hip fracture with a history of hypertension 
and well-controlled type II diabetes mel-
litus. A consultation is requested for surgical 
clearance. 
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 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or patient’s family. 
Obtain and review necessary past results or 
records not available on the unit. 

 Intraservice 
 Review medical records and data avail-
able on the unit. Obtain a detailed history. 
Perform a detailed physical exam. Consider 
relevant data, options, and risks and formu-
late a diagnosis and develop a treatment plan 
(low complexity medical decision making). 
Discuss diagnosis and treatment options with 
the patient and/or family. Communicate 
with other health care professionals. Write/
review admission orders including ordering/
arranging for necessary diagnostic testing, 
consultation and therapeutic intervention(s). 
Complete medical record documentation. 

 Postservice 
 Address interval data obtained and changes 
in condition reported. Communicate results 
and further care plans to other health care 
professionals and to the patient and/or fam-
ily. Provide ongoing consultation to referring 
healthcare professional.  

  

       99254    Inpatient consultation  for a new or 
established patient, which requires 
these three key components: 

   • A comprehensive history;  

  • A comprehensive examination; 
and  

  • Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of moderate to high severity. Physicians 
typically spend 80 minutes at the bed-
side and on the patient’s hospital floor 
or unit. 

 Work Value: 3.29  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 16, 23-

24, Summer 92: 12, Summer 93: 34, Spring 95: 1, 
Oct 97: 1, Sep 98: 5, Aug 01: 4, Sep 02: 11 

 Clinical Example 
 Initial inpatient consultation for a 75-year-old 
female admitted with cellulitis around a right 
great toe ulcer. She has a history of type II 
diabetes mellitus, ischemic cardiomyopathy, 
atherosclerotic peripheral vascular disease, 
hypertension, and chronic renal insufficiency. 
She is a widow living in a nursing home. She 
has developed a fever and a hot, swollen pain-
ful left knee. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or the patient’s family. 
Obtain and review necessary past results or 
records not available on the unit. 

 Intraservice 
 Review medical records and data available 
on the unit. Obtain a comprehensive history. 
Perform a comprehensive physical exam. 
Consider relevant data, options, and risks; 
formulate a diagnosis; and develop a treat-
ment plan (moderate-complexity medical 
decision making). 

Discuss diagnosis and treatment options 
with the patient and/or the patient’s fam-
ily. Communicate with other health care 
professionals. Write/review admission orders 
including ordering/arranging for necessary 
diagnostic testing, consultation, and thera-
peutic intervention(s). Complete the medical 
record documentation. 

 Postservice 
 Address interval data obtained and changes 
in the condition reported. Communicate 
results and further care plans with other 
health care professionals and with the 
patient and/or the patient’s family. Provide 
ongoing consultation to the referring 
health care professional.  
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       99255    Inpatient consultation  for a new or 
established patient, which requires 
these three key components: 

   • A comprehensive history;

• A comprehensive examination; 
and

• Medical decision making of high 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of moderate to high severity. Physicians 
typically spend 110 minutes at the bed-
side and on the patient’s hospital floor 
or unit. 

 Work Value: 4.00  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 16, 23-

24, Summer 92: 12, Summer 93: 34, Spring 95: 1, 
Oct 97: 1, Sep 98: 5, Aug 01: 4, Sep 02: 11 

 Clinical Example 
 Initial inpatient consultation for a 75-year-old 
female admitted with cellulitis around a right 
great toe ulcer. She has a history of type II 
diabetes mellitus, ischemic cardiomyopathy, 
atherosclerotic peripheral vascular disease, 
hypertension, and chronic renal insufficiency. 
She is a widow living in a nursing home. She 
is delirious and febrile. 

 Preservice 
 Review data not available on the unit 
(eg, diagnostic and imaging studies). 
Communicate with other professionals and 
with the patient and/or the patient’s family. 
Obtain and review necessary past results or 
records not available on the unit. 

 Intraservice 
 Review the medical records and data avail-
able on the unit. Obtain a comprehensive 
history. Perform a comprehensive physical 
exam. Consider relevant data, options, and 
risks; formulate a diagnosis; and develop a 

treatment plan (high-complexity medical 
decision making). Discuss diagnosis and 
treatment options with the patient and/or 
the patient’s family. Communicate with 
other health care professionals. Write/review 
admission orders including ordering/arrang-
ing for necessary diagnostic testing, con-
sultation, and therapeutic intervention(s). 
Complete the medical record documentation. 

 Postservice 
 Address interval data obtained and changes 
in the condition reported. Communicate 
results and further care plans with other 
health care professionals and with the 
patient and/or the patient’s family. Provide 
ongoing consultation to the referring health 
care professional. 

 Coding Tip for 99251-99255  
 Codes 99251-99255 are used to report physi-
cian consultations provided to hospital inpa-
tients, residents of nursing facilities, or patients 
in a partial hospital setting. Only one con-
sultation should be reported by a consultant 
per admission. Subsequent services performed 
during the same admission are reported with 
the Subsequent Hospital Care codes (99231-
99233) or the Subsequent Nursing Facility 
Care codes (99307-99310), including those 
services performed to complete the initial 
consultation, monitor progress, revise recom-
mendations, or address a new problem.  

  

  Emergency 
Department Services 
 New or Established Patient 
      99281    Emergency department visit  for 

the evaluation and management of a 
patient, which requires these three key 
components: 

   • A problem focused history;  

  • A problem focused examination; 
and  

  • Straightforward medical deci-
sion making.  
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Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
self limited or minor. 

 Work Value: 0.45  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 24, 

Summer 92: 18, Spring 93: 34, Spring 95: 1, 
Feb 96: 3, Sep 98: 5, Jan 00: 11, Feb 00: 11, 
Sep 00: 3, Apr 02: 14, Jul 02: 2, May 05: 1, 
Nov 05: 10, Feb 06: 14 

 Clinical Example 
 A patient presents to the emergency depart-
ment for suture removal status post repair of 
a forearm laceration by a different provider in 
another different location. There are no com-
plaints and the wound appears well healed. 

 Intraservice 
 Intraservice work includes preparing to see 
the patient; reviewing records; communicat-
ing with other professionals; evaluating the 
patient, which includes obtaining a prob-
lem-focused history, performing a problem-
focused exam, and straightforward decision 
making; documenting the medical record; 
and coordinating patient care after discharge 
from the emergency department. 

 Coding Tip for 99281-99285 
 No distinction is made between new and 
established patients. The reason for this is 
that many different physicians staff emer-
gency departments, and the service they 
provide is unscheduled and episodic. Also, 
previous information about a patient may not 
be readily available to physicians in the emer-
gency department.  

  

       99282    Emergency department visit  for 
the evaluation and management of a 
patient, which requires these three key 
components: 

   • An expanded problem focused 
history;  

  • An expanded problem focused 
examination; and  

  • Medical decision making of 
low complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
low to moderate severity. 

 Work Value: 0.88  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 24, 

Summer 92: 18, Spring 93: 34, Spring 95: 1, 
Summer 95: 1, Feb 96: 3, Sep 98: 5, Jan 00: 11, 
Feb 00: 11, Sep 00: 3, Apr 02: 14, Jul 02: 2, 
Nov 05: 10, Feb 06: 14 

 Clinical Example 
 A patient presents to the emergency depart-
ment complaining of a pruritic rash on both 
legs of 1 day duration. She walked through 
brush and sat on grass the night before while 
attending an outdoor concert. She is noted to 
have an erythematous, vesicular rash. 

 Intraservice 
 Intraservice work includes preparing to see 
the patient; reviewing records; communi-
cating with other professionals; evaluating 
the patient, which includes obtaining an 
expanded problem-focused history, per-
forming an expanded problem-focused 
exam, and medical decision making of 
low complexity; documenting the medical 
record; coordinating patient care, and com-
municating with the patient, the patient’s 
family, and other health care professionals 
associated with the delivery of care to this 
patient after the patient is discharged from 
the emergency department. 

 Coding Tip for 99281-99285 
 When the Emergency Department codes 
are reported, all three key components must 
meet or exceed the requirements stated in 
the code descriptor to qualify for a particular 
level of service.  
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       99283    Emergency department visit  for 
the evaluation and management of a 
patient, which requires these three key 
components: 

   • An expanded problem focused 
history;

• An expanded problem focused 
examination; and

• Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate severity. 

 Work Value: 1.34  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 24, 

Summer 92: 18, Spring 93: 34, Spring 95: 1, 
Summer 95: 1, Feb 96: 3, Sep 98: 5, Jan 00: 11, 
Feb 00: 11, Sep 00: 3, Apr 02: 14, Jul 02: 2, 
Nov 05: 10, Feb 06: 14 

 Clinical Example 
 A previously well 8-year-old girl presents 
to the emergency department with fever, 
diarrhea, and crampy-type abdominal pain. 
She appears to be hydrated, and there are 
no complaints of vomiting, dysuria, or fre-
quency. Her abdominal examination is not 
consistent with a surgical condition. 

 Intraservice 
 Intraservice work includes preparing to see 
the patient; reviewing records; communi-
cating with other professionals; evaluating 
the patient, which includes obtaining an 
expanded problem-focused history, perform-
ing an expanded problem-focused exam, 
and medical decision making of moderate 
complexity; considering alternative diagnos-
tic and treatment modalities; reevaluating 
the patient as indicated; reconsidering the 
likelihood of a surgical condition; review-
ing any diagnostics previously obtained and 
now available; formulating and discussing a 
postdischarge plan with the patient and the 

patient’s family, which includes a discussion 
of the initiation of medications, dietary mod-
ifications, and follow-up with the patient’s 
established physician; documenting the medi-
cal record; coordinating patient care, and 
communicating with the patient, the patient’s 
family, and other health care professionals 
associated with the delivery of care to this 
patient after the patient is discharged from 
the emergency department. 

 Coding Tip for 99281-99285 
 Generally, when more than one physician 
provides E/M services to the same patient in 
the emergency department, only the emer-
gency department physician should report 
his/her E/M services with the codes in this 
series. The other physician(s) would report 
his/her services with the appropriate level of 
office or other outpatient services code, or 
with an office or other outpatient consulta-
tion code, as appropriate.  

  

       99284    Emergency department visit  for 
the evaluation and management of a 
patient, which requires these three key 
components: 

   • A detailed history;  

  • A detailed examination; and  

  • Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
high severity, and require urgent evalu-
ation by the physician but do not pose 
an immediate significant threat to life or 
physiologic function. 

 Work Value: 2.56  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 24, 

Summer 92: 18, Spring 93: 34, Spring 95: 1, 
Summer 95: 1, Feb 96: 3, Sep 98: 5, Jan 00: 11, 
Feb 00: 11, Sep 00: 3, Apr 02: 14, Jul 02: 2, 
Nov 05: 10, Feb 06: 14 
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 Clinical Example 
 A 4-year-old boy presents to the emergency 
department after sustaining a fall from his 
bicycle and hitting his head. He was observed 
to have a brief loss of consciousness and has 
vomited twice. He has a scalp hematoma, 
postconcussive behavior, and no evidence of 
other injuries. 

 Intraservice 
 Intraservice work includes preparing to see 
the patient; reviewing patient records; com-
municating with other professionals includ-
ing emergency medical services personnel, as 
appropriate; performing an evaluation of the 
patient, which includes obtaining a detailed 
history (portions of which may have to be 
deferred or obtained from someone other 
than the patient due to patient’s head injury 
and age), performing a detailed examination, 
and decision making of moderate complexity; 
considering alternative treatment modalities 
and implementing a course of treatment; 
considering possible diagnostics including 
imaging options and obtaining those deemed 
appropriate; reconsidering the likelihood of 
a surgical condition; reevaluating the patient 
after the initial evaluation course of observa-
tion and/or treatment for head injury has 
been completed, which includes obtaining 
supplemental history, new subjective ele-
ments, and a reexamination; considering fur-
ther diagnostics and obtaining those deemed 
appropriate; reconsidering alternative treat-
ment modalities and implementing a revised 
course of treatment as indicated by additional 
information; formulating and discussing 
with the patient and the patient’s family a 
postdischarge plan and follow-up with the 
patient’s established physician; documenting 
the medical record; coordinating patient care, 
and communicating with the patient, the 
patient’s family, and other health care profes-
sionals associated with the delivery of care 
to this patient after the patient is discharged 
from the emergency department. 

 Coding Tip for 99281-99285 
 For critical care services provided in the 
emergency department, see Critical Care 
guidelines and 99291, 99292.   

  

       99285    Emergency department visit  for 
the evaluation and management of a 
patient, which requires these three 
key components within the constraints 
imposed by the urgency of the patient’s 
clinical condition and/or mental status: 

   • A comprehensive history;

• A comprehensive examination; 
and

• Medical decision making of 
high complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are 
of high severity and pose an immediate 
significant threat to life or physiologic 
function. 

 Work Value: 3.80  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 92: 24, 

Summer 92: 18, Spring 93: 34, Spring 95: 1, 
Summer 95: 1, Feb 96: 3, Aug 98: 8, Sep 98: 5, 
Nov 99: 23, Jan 00: 11, Feb 00: 11, Sep 00: 3, 
Apr 02: 14, Jul 02: 2, Sep 02: 11, Mar 05: 11, 
Nov 05: 10, Feb 06: 14 ;   CPT Changes: 
An Insider’s View  2000 

 Clinical Example 
 A 45-year-old male presents to the emergency 
department via ambulance with the acute 
onset of chest pain compatible with cardiac 
ischemia. He has several cardiac risk factors. 
He appears anxious, has a sinus tachycardia 
and is mildly short of breath. 

 Intraservice 
 Intraservice work includes preparing to 
see the patient; reviewing patient records, 
communicating with other professionals 
including EMS personnel, as appropriate; 
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performing an evaluation of the patient, 
which includes obtaining a comprehensive 
history (portions of which may have to be 
obtained from, or verified by, someone other 
than the patient due to patient clinical con-
dition), a comprehensive examination, and 
decision making of high complexity; consid-
ering possible etiologies given the patient’s 
age, medical history, and current medica-
tions; considering possible diagnostics and 
obtaining those deemed appropriate; serial 
re-evaluation of the patient including new 
subjective elements and physical examina-
tions; reviewing electronically available 
medical records including any diagnostics 
previously obtained and now available; 
considering further diagnostics and obtain-
ing those deemed appropriate and review 
of such further diagnostics when avail-
able. Consideration of patient’s eligibility 
for immediate time sensitive management 
options such as cardiac catheterization or 
aggressive medical treatment and of other 
specialty consultation; discussing with 
patient’s established physician and obtaining 
other consultations as appropriate, formulat-
ind and discussing post-ED plan with patient 
and/or family. 

 Coding Tip for 99285  
 Note that code 99285 is unique in that it 
indicates that the three key components are 
required within the constraints imposed by 
the urgency of the patient’s clinical condition 
and/or mental status. This means that code 
99285 may be reported when the patient’s 
condition requires this level of service, but 
the physician is unable to complete a compre-
hensive level of history or examination due to 
the nature of the patient’s clinical condition 
and/or mental status (eg, comatose patient). 
When this circumstance occurs, documenta-
tion should be used to specify the imposing 
constraints of the patient’s clinical condition, 
and the diagnosis codes reported should be 
indicative.   

  

  Pediatric Critical 
Care Patient 
Transport 
 99289   Critical care services delivered by a 

physician, face-to-face, during an interfa-
cility transport of critically ill or critically 
injured pediatric patient, 24 months of age 
or less; first 30-74 minutes of hands on 
care during transport 

 Work Value: 4.79  //  Global Period: XXX 
      CPT Assistant  May 05: 1 ;   CPT Changes: 

An Insider’s View  2002, 2003 

 Clinical Example 
 A previously healthy patient is struck by 
a vehicle while crossing a busy street. The 
patient is not run over, but is thrown and 
impacts the road 15 ft from the point of the 
accident. The patient is taken by emergency 
medical services to the nearest hospital, a 
non-trauma facility. During initial stabi-
lization, the emergency department (ED) 
physician finds significant injuries to the 
head, chest, and abdomen requiring trauma 
specialty care that is unavailable at her facil-
ity. After consultation with the receiving 
trauma center, a specialized transport team 
consisting of a physician, nurse, respiratory 
therapist, and paramedic is dispatched to the 
local hospital.

At the local hospital, the transport physician 
reviews the patient’s history, clinical progress, 
labs and radiographs, with the ED physi-
cian, and assists in further stabilization of the 
patient, including endotracheal intubation 
(following rapid sequence induction), and 
the placement of central lines and a chest 
tube. The patient has unstable vital signs, 
but requires the trauma center’s services. The 
patient is moved to the transport unit where 
he is placed on continuous heart, respiratory, 
blood pressure, pulse oximetry, and end-tidal 
carbon dioxide monitors. All intravenous 
lines and medications are on electronic moni-
toring pumps. The patient is placed on a 
transport ventilator. The physician remains 
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at the patient’s side in continuous attendance 
providing direct care and directing the activi-
ties of the team. The transport unit has lim-
ited space and resources. Bedside blood tests 
are used to adjust respiratory and medical 
treatment. The vehicle is in constant motion 
and patient observation and intervention 
is challenging.

Upon arrival at the trauma center, there has 
been no further deterioration in the patient’s 
condition. Care is transferred to the trauma 
service after review of the patient’s records 
from the transferring facility and events that 
occurred and care that was provided during 
the transport. 

 Preservice 
 Preservice work includes discussing the 
patient’s diagnosis and present status with 
the referring hospital to determine the most 
appropriate mode of transport, contact-
ing the transport communication center to 
arrange for the team and vehicle, traveling in 
the transport vehicle to the referring hospital, 
discussing the patient’s status with the treat-
ing team, and reviewing the patient’s records 
and lab results. 

 Intraservice 
 Intraservice work includes caring for the 
critically ill patient during transport. 

 Postservice 
 Postservice work includes communicating 
patient information to the receiving hospital, 
completing the transport forms, communi-
cating with the referring hospital, and pro-
viding an update on the patient’s condition. 

 Coding Tip for 99289  
 Code 99289 is used to report the first 30-74 
minutes of direct face-to-face time with the 
transport pediatric patient and should be 
reported only one time on a given date.  

  

       99290   Critical care services delivered by a phy-
sician, face-to-face, during an interfacil-
ity transport of critically ill or critically 
injured pediatric patient, 24 months of 
age or less; each additional 30 minutes 
(List separately in addition to code for 
primary service) 

 Work Value: 2.40  //  Global Period: ZZZ 
      CPT Changes: An Insider’s View  2002 

 Clinical Example 
 A previously healthy patient is struck by 
a vehicle while crossing a busy street. The 
patient is not run over, but is thrown and 
impacts the road 15 ft from the point of the 
accident. The patient is taken by emergency 
medical services to the nearest hospital, a 
non-trauma facility. During initial stabi-
lization, the emergency department (ED) 
physician finds significant injuries to the 
head, chest, and abdomen requiring trauma 
specialty care that is unavailable at her facil-
ity. After consultation with the receiving 
trauma center, a specialized transport team 
consisting of a physician, nurse, respiratory 
therapist, and paramedic is dispatched to the 
local hospital.

At the local hospital, the transport physician 
reviews the patient’s history, clinical progress, 
labs and radiographs, with the ED physi-
cian, and assists in further stabilization of the 
patient, including endotracheal intubation 
(following rapid sequence induction), and 
the placement of central lines and a chest 
tube. The patient has unstable vital signs, 
but requires the trauma center’s services. The 
patient is moved to the transport unit where 
he is placed on continuous heart, respiratory, 
blood pressure, pulse oximetry, and end-tidal 
carbon dioxide monitors. All intravenous 
lines and medications are on electronic moni-
toring pumps. The patient is placed on a 
transport ventilator. The physician remains 
at the patient’s side in continuous attendance 
providing direct care and directing the activi-
ties of the team. The transport unit has lim-
ited space and resources. Bedside blood tests 
are used to adjust respiratory and medical 
treatment. The vehicle is in constant motion 
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and patient observation and intervention 
is challenging.

Upon arrival at the trauma center, there has 
been no further deterioration in the patient’s 
condition. Care is transferred to the trauma 
service after review of the patient’s records 
from the transferring facility and events that 
occurred and care that was provided during 
the transport. 

 Intraservice 
 Intraservice work includes caring for the 
critically ill patient during transport. 

 Coding Tip for 99289 and 99290  
 Code 99290 is used to report each additional 
30 minutes beyond the first 74 minutes of 
direct face-to-face time with the transport 
pediatric patient provided on a given date. 
Face-to-face services less than 30 minutes 
should not be reported with codes 99289 
and 99290.  

  

  Critical Care Services 
      99291    Critical care, evaluation and man-

agement  of the critically ill or critically 
injured patient; first 30-74 minutes 

 Work Value: 4.50  //  Global Period: XXX 
      CPT Assistant  Summer 92: 18, Summer 93: 1, 

Summer 95: 1, Jan 96: 7, Apr 97: 3, Dec 98: 6, 
Nov 99: 3, Apr 00: 6, Sep 00: 1, Dec 00: 15, 
Jul 02: 2, Feb 03: 15, Oct 03: 2, Aug 04: 7, 10, 
Oct 04: 14, May 05: 1, Jul 05: 15, Nov 05: 10 

 Clinical Example 
 A 65-year-old female who, following a 
hysterectomy, suffers an onset of severe 
dyspnea. Time spent 30 to 74 minutes. 
Services included in 99291 are: interpreta-
tion of cardiac output measurements (93561, 
93562), chest Xrays (71010, 71015, 71020), 
pulse oximetry (94760, 94761, 94762), 
blood gases, and information data stored 
in computers (eg, ECGs, blood pressure, 
hematologic data (99090); gastric intubation 
(43752, 91105); temporary transcutaneous 
pacing (92953); ventilatory management 
(94002–94004, 94660, 94662); and vascular 

access procedures (36000, 36410, 36415, 
36540, 36600). Any services not listed are 
reported separately. 

 Preservice 
 The patient is critically ill. Review assessment 
and integration of available data from multi-
ple databases (eg, {not all inclusive} telemetry, 
central venous/intra-cardiac measurements 
of blood gases, and other diagnostic labora-
tory, radiological and nuclear medicine data 
in correlation with the patient’s signs, symp-
toms and reactions to therapeutic interven-
tions) and reading of films, rhythm strips, 
etc. Explanation of procedure(s)/service(s) 
bundled into critical care and not separately 
billable to patient and/ or family members, 
outlining risks and benefits. 

 Intraservice 
 Patient is examined assessing all body sys-
tems. Consultations are made with nurses, 
respiratory therapists, nutritionists, physical 
therapists, pharmacists and other physicians. 
Adjustments to ventilator settings; titration 
of fluid replacement; calculation of needed 
parenteral nutritional support; titration of 
amounts of vasoactives to maintain patient’s 
blood pressure, and determining need for 
blood and volume expanders. Any necessary 
procedures are performed, and those not 
included in the list above may be reported 
separately and the time to perform those 
procedures is NOT counted in critical care 
time. End-of-life discussions with surrogate 
decision-makers. 

 Postservice 
 A note is written describing the patient’s criti-
cal illness, the critical care service provided 
including any procedures performed (bun-
dled into critical care, and not separately bill-
able), and the time (total time or start-stop 
time) spent. Notes may include explanations 
of interpretations of data and the planned 
course of action. Discussions with nurses, 
respiratory therapists, nutritionists, physical 
therapists, pharmacists and other physicians 
are often noted. Detailed instructions and 
orders are written for staff. Consultations 
with family members or surrogate decision 
makers are more frequent and complex than 
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in other E/M services because of the severity 
of the patient’s condition. High probability of 
imminent or life threatening deterioration in 
the patient’s condition. Medically significant 
decisions for next 24 hours on-call, or until 
next subsequent hospital visit. 

 Coding Tip for 99291  
 Code 99291 is used to report the first 30-74 
minutes of critical care provided on a given 
date. It should be used only once per date 
even if the time spent by the physician is not 
continuous on that date. Critical care of less 
than 30 minutes in total duration on a given 
date should be reported with the appropriate 
evaluation and management code.  

  

          99292    Critical care, evaluation and 
management  of the critically ill or 
critically injured patient; each addi-
tional 30 minutes (List separately in 
addition to code for primary service) 

 Work Value: 2.25  //  Global Period: ZZZ 
      CPT Assistant  Summer 92: 18, Summer 93: 1, 

Summer 95: 1, Jan 96: 7, Apr 97: 3, Dec 98: 6, 
Nov 99: 3, Apr 00: 6, Sep 00: 1, Dec 00: 15, 
Feb 03: 15, Oct 03: 2, Aug 04: 10, Oct 04: 14, 
Jul 05: 15, Nov 05: 10 

 Clinical Example 
 A 65-year-old female who, following hyster-
ectomy, suffers an onset of severe dyspnea. 
She requires a 30 minute segment of critical 
care time beyond the first 74 minutes. 

 Intraservice 
 Same intraservice work as 99291, but of lon-
ger duration. The patient is examined and all 
body systems are assessed. Nurses, respiratory 
therapists, nutritionists, physical therapists, 
pharmacists, and other physicians are con-
sulted. Adjustments to ventilator settings are 
made. Fluid replacement is titrated. Needed 
parenteral nutritional support is calculated. 
The amount of vasoactives needed to main-
tain the patient’s blood pressure is titrated, 
and the need for blood and volume expanders 
is determined. Any necessary procedures are 
performed. Those procedures not included in 
the previous list may be reported separately 

and the time to perform those procedures is 
not counted in the critical care time. 

 Coding Tip for 99292  
 Code 99292 is used to report additional 
block(s) of time up to 30 minutes each 
beyond the first 74 minutes.  

  

  Inpatient Pediatric 
Critical Care 
 99293    Initial inpatient pediatric critical 

care,  per day, for the evaluation and man-
agement of a critically ill infant or young 
child, 29 days through 24 months of age 

 Work Value: 15.98  //  Global Period: XXX 
      CPT Assistant  Feb 03: 15, Oct 03: 2, Aug 04: 

7, 10, May 05: 1, Nov 05: 10 ;   CPT Changes: An 
Insider’s View  2003, 2004, 2005 

 Clinical Example 
 A 6-month-old female, a former 28-week 
gestational-age premature infant, now with 
chronic lung disease (bronchopulmonary 
dysplasia) following her neonatal course, is 
admitted to the pediatric intensive care unit 
(PICU) from home with respiratory distress 
and impending respiratory failure. She had 
been stable on a low flow of nasal oxygen 
until 2 days prior to admission when she 
developed a fever, cough, and increased oxy-
gen requirement. She gradually developed 
tachypnea, wheezing, and retractions despite 
increased bronchodilator therapy at home 
(in addition to her daily diuretics, supple-
mental oxygen and maintenance bronchodi-
lator therapy for her chronic lung disease).

In the emergency room she was found to have 
an oxygen saturation of 83% on 1L of nasal 
cannula oxygen. An arterial blood gas test 
revealed acute and chronic hypercarbia and 
hypoxia. A chest X ray revealed bilateral dif-
fuse pneumonia, as well as hyperinflation. She 
was transferred to the PICU for evaluation 
and management by the pediatric intensivist. 
Despite aggressive therapy to treat her pul-
monary disease, she progressed to respiratory 
failure requiring intubation and mechanical 
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ventilation. Central venous and arterial access 
was obtained by the pediatric intensivist after 
numerous attempts at peripheral arterial and 
venous catheterization were unsuccessful 
due to scarring from line placement during 
her stay in the neonatal intensive care unit. 
Arterial blood pressure and central venous 
pressure monitoring revealed hypotension 
and intravascular volume depletion. Blood, 
urine, and respiratory cultures were obtained 
and broad-spectrum antibiotic coverage was 
instituted for presumed sepsis. The patient’s 
hypotension responded to treatment with fluid 
boluses and low doses of pressors.

Her respiratory failure worsened and she 
developed acute respiratory distress syn-
drome, circulatory failure, and fluid and 
electrolyte disturbances that required 
high frequency oscillatory ventilation and 
increased inotropic support for 7 days. She 
was eventually converted back to conven-
tional ventilation and weaned to extubation. 
The pediatric intensivist spent many hours 
throughout the child’s admission coordi-
nating the activities of other subspecialists, 
nursing staff, respiratory therapists, nutri-
tionists, and social workers involved, as well 
as providing daily communications to the 
patient’s family and the patient’s primary care 
physician. 

 Preservice 
 Preservice work includes obtaining and 
reviewing the results of any lab work and/or 
radiologic studies, reviewing the care flow 
sheet, discussing the patient’s status with 
the bedside nurse, and communicating with 
other health care professionals as appropriate. 

 Intraservice 
 Intraservice work includes performing a 
complete examination of the head, eyes, 
nose, mouth, chest, lungs, heart, abdomen, 
genitals, rectum, joints, spine, and extremi-
ties, and performing a neurologic appraisal 
of movement, reflexes, cranial nerves, and 
degree of arousal and activity. All attached 
monitors and tubes are checked for secure 
placement and proper function. 

 Postservice 
 Postservice work includes all coordination 
of care, documentation, and telephone calls 
with the patient, family members, or other 
health care professionals. Postservice also 
includes writing the daily total parenteral 
nutrition orders after recovery and/or writing 
new feeding orders, ordering daily laboratory 
and imaging studies as necessary, document-
ing care changes in the patient’s chart and 
verbally with the nursing staff, speaking with 
the family in person or by telephone, and 
updating the referring physician.  

  

  99294    Subsequent inpatient pediatric 
critical care,  per day, for the evaluation 
and management of a critically ill infant 
or young child, 29 days through 24 months 
of age 

 Work Value: 7.99  //  Global Period: XXX 
      CPT Assistant  Feb 03: 15, Oct 03: 2, Aug 04: 

7, Nov 05: 10;    CPT Changes: An Insider’s View  
2003, 2004, 2005 

 Clinical Example 
 A 1!-year-old male, who was in his usual 
state of health, presents with acute respiratory 
distress to the emergency department. The 
patient’s ongoing medications included home 
nebulized bronchodilator therapy and low-
dose steroids for significant reactive airway 
disease. After evaluation and failure to clear 
with bronchodilator therapy in the emergency 
department, he was admitted to the pediatric 
intensive care unit with increasing respiratory 
distress and impending respiratory failure. 
Over the next few hours he demonstrated 
increasing oxygen requirements, tachypnea, 
cough, and a mild rash. He was placed on 
bronchodilator therapy, constant cardiopul-
monary, blood pressure, and oxygen satura-
tion monitoring, intravenous (IV) infusions, 
antibiotics, chest radiographs, blood gases, 
and intravenous steroids. He was placed on 
a 100% nonrebreather mask and multiple 
laboratory examinations for bacterial and viral 
studies were performed.
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His response to therapy was variable over the 
first 12 hours and he then gradually dete-
riorated. The patient’s deteriorating clinical 
state was discussed extensively with the fam-
ily including the need to intubate the patient 
for ventilatory support. He required endotra-
cheal intubation and mechanical ventilation 
for respiratory failure. His chest X ray at that 
time showed a diffuse, interstitial pattern 
consistent with progressive diffuse alveolar 
disease. The patient was placed on IV con-
tinuous sedation of fentanyl and midazolam 
to assist with ventilator/patient asynchrony. 
The patient’s family and primary care physi-
cian were contacted daily for updates and 
therapeutic planning.

The patient continued to show a deteriorat-
ing state of oxygenation and ventilation 
over the first 48 hours, and increasing lung 
congestion consistent with noncardiogenic 
pulmonary edema. Initially this was treated 
with diuretic therapy and increasing the 
mechanical ventilatory support with positive 
expiratory pressure. The patient had associ-
ated glucose and electrolyte abnormalities, 
which were treated with additional diuretic 
therapy and changes in intravenous solutions. 
Nutritional support was provided in the form 
of hyperalimentation.

Over the next 72 hours he continued to 
require increased nasal cannula oxygen to 
80% and increasing ventilatory support 
resulting in high airway pressures, neces-
sitating his placement on high frequency 
oscillatory ventilation. Due to the child’s 
unstable condition he required 1:1 nursing 
care. An arterial line and central venous pres-
sure monitoring line were placed to closely 
monitor the patient’s hemodynamics and his 
intravascular fluid status. During the course 
of high frequency oscillation, progressive 
anemia from blood obtained for laboratory 
tests and from hemodilution was treated with 
packed red blood cell transfusions.

Over the course of the first week of high 
frequency oscillation the patient developed 
improvement of his chest radiograph and 
decrease in oxygen requirements to less 
than 50%. By the end of the second week 
his respiratory status had improved and he 
was transferred to conventional mechanical 

ventilation with moderate settings on pres-
sure-regulated volume control. The family 
was given daily updates and discussion about 
his progress. His primary physician received 
daily calls during which clinical changes were 
discussed. At this time the patient was taken 
off paralysis and sedation was weaned down 
to minimum ventilator and oxygen levels. By 
the end of the third week, the patient had 
been successfully weaned down to continu-
ous positive airway pressure and subsequently 
extubated to a nasal cannula. His clinical 
condition was no longer considered critical, 
but he continued to require close observation 
and evaluation. 

 Preservice 
 Preservice work includes obtaining and 
reviewing the results of any lab work and/or 
radiologic studies, reviewing the care flow 
sheet and discussing the patient’s status with 
the bedside nurse, and communicating with 
other health care professionals as appropriate. 

 Intraservice 
 Intraservice work includes performing a 
complete examination of the head, eyes, 
nose, mouth, chest, lungs, heart, abdomen, 
genitals, rectum, joints, spine, and extremi-
ties, and performing a neurologic appraisal 
of movement, reflexes, cranial nerves, and 
degree of arousal and activity. All attached 
monitors and tubes are checked for secure 
placement and proper function. 

 Postservice 
 Postservice work includes all coordination 
of care, documentation, and telephone calls 
with the patient, family members, or other 
health care professionals. Postservice also 
includes writing the daily total parenteral 
nutrition orders after recovery and/or writing 
new feeding orders, ordering daily laboratory 
and imaging studies as necessary, document-
ing care changes in the patient’s chart and 
verbally with the nursing staff, speaking with 
the family in person or by telephone, and 
updating the referring physician.  
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  Inpatient Neonatal 
Critical Care 
 99295    Initial inpatient neonatal critical care,  

per day, for the evaluation and manage-
ment of a critically ill neonate, 28 days of 
age or less 

 Work Value: 18.46  //  Global Period: XXX 
      CPT Assistant  Summer 93: 1, Nov 97: 4-5, 

Mar 98: 11, Nov 99: 5-6, Dec 00: 14, Feb 03: 15, 
Oct 03: 1, May 05: 1, Nov 05: 10;    CPT Changes: 
An Insider’s View  2000, 2003, 2004, 2005 

 Clinical Example 
 Under the care of the attending physician, 
either personally or by direct supervision, a 
900 gram male 28 week gestation infant is 
admitted. The infant is examined and deter-
mined to have respiratory distress syndrome. 
The infant is intubated and placed on a ven-
tilator. Umbilical artery and vein catheters 
are placed. Blood culture is obtained and 
antibiotics started. The infant is placed on 
continuous cardiovascular, respiratory and 
blood pressure monitoring. The mother’s 
record is reviewed and she is interviewed for 
her history. A family history is obtained from 
the father. Arterial blood gases, X-ray, and 
laboratory results are reviewed. Surfactant 
is administered. Parents are counseled as 
to diagnoses, prognoses, and appropriate 
informed consent is obtained. Throughout 
the first 24 hours, the infant is examined 
repeatedly and arterial blood gases, X-rays, 
and laboratory values are evaluated repeat-
edly. This infant is given volume expansion 
and started on dopamine. An additional 
dose of surfactant is given. Medical records 
including history, physical assessment, plan 
orders, and progress notes are prepared. 
Parents are informed and counseled as to the 
infant’s condition, progress and prognosis.  

  

  99296    Subsequent inpatient neonatal critical 
care,  per day, for the evaluation and man-
agement of a critically ill neonate, 28 days 
of age or less 

 Work Value: 7.99  //  Global Period: XXX 
      CPT Assistant  Summer 93: 1, Nov 97: 4-5, 

Mar 98: 11, Nov 99: 5-6, Dec 00: 14, Feb 03: 15, 
Oct 03: 1, Nov 05: 10;    CPT Changes: An Insider’s 
View  2000, 2003, 2004, 2005 

 Clinical Example 
 A 3-day-old infant is under the care and 
direct supervision of the attending physician. 
The infant remains intubated and on inter-
mittent mandatory ventilation. The infant 
has both umbilical artery and view catheters 
in place and is on continuous cardiac, respi-
ratory, and blood pressure monitoring. Blood 
pressure is being supported with dopamine. 
Hyperalimentation has been started. After 
evaluation, indomethacin has been started 
for a patent ductus arteriosus. Evaluation for 
intraventricular hemorrhage with ultrasound 
has been completed. A packed red blood cell 
transfusion is given. The infant is examined 
repeatedly and laboratory, X rays, and arterial 
blood gasses are repeatedly evaluated. The 
parents are informed and counseled as to the 
infant’s condition and prognosis. Medical 
records are maintained including orders and 
progress notes. Fluids and ventilator changes 
are made frequently as required.  

  

  Continuing Intensive 
Care Services 
 99298    Subsequent intensive care,  per day, 

for the evaluation and management of the 
recovering very low birth weight infant 
(present body weight less than 1500 g) 

 Work Value: 2.75  //  Global Period: XXX 
      CPT Assistant  Nov 98: 2-3, Nov 99: 5-6, Aug 00: 

4, Dec 00: 15, Oct 03: 2, May 05: 1, Nov 05: 10; 
   CPT Changes: An Insider’s View  2000, 2003 
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 Clinical Example 
 A 1100-g, 30-week preterm infant is now 
3 weeks of age and weighs 1200 g. The 
child was ventilated from birth and received 
two doses of surfactant. By 7 days of age, 
the neonate was extubated and is now on a 
nasal cannula of 1/4 L oxygen. His umbilical 
venous and arterial catheter were removed 
at 10 days of age. A percutaneous central 
venous line was then placed for total paren-
teral nutrition. Feedings began at 10 days of 
age and he is now receiving 75% of his total 
calorie requirement by the enteral route. He 
has been moved from a radiant warmer to an 
isolette for continued heat maintenance. He 
was maintained on antibiotics for the first 7 
days of life. All cultures were subsequently 
negative. His initial ultrasound examination 
on day 3 detected a grade 1 subependymal 
bleed; a repeat study on day 7 showed pro-
gression into the ventricles with dilation on 
the right side. His most recent chest radio-
graph is compatible with mild chronic lung 
disease. He has completed a single short 
course of steroids. His first eye examination 
demonstrated grade 1 retinopathy of prema-
turity. The infant continues with recurrent 
episodes of apnea and was placed on caffeine 
therapy. His family lives 60 miles from the 
neonatal intensive care unit and visits 2-3 
times weekly. A review of the child’s flow 
sheet, discussion with the nursing staff, a 
complete physical examination, a review of 
laboratory and medical imaging data, and 
conversations with the family occur daily. 
The referring physician is updated by tele-
phone twice a week. 

 Preservice 
 Preservice work includes obtaining and 
reviewing the results of any lab work and/or 
radiologic studies, reviewing the intensive 
care flow sheet and discussing the patient’s 
status with the bedside nurse, and communi-
cating with other professionals as appropriate. 

 Intraservice 
 Intraservice work includes performing a 
complete examination of the head, eyes, 
nose, mouth, chest, lungs, heart, abdomen, 
genitals, rectum, joints, spine, and extremi-
ties, and performing a neurologic appraisal 

of movement, reflexes, cranial nerves, and 
degree or arousal and reactivity. All attached 
monitors and tubes are checked for secure 
placement and proper function. 

 Postservice 
 Postservice work includes all coordination 
of care, documentation, and telephone calls 
with the patient, family members, or other 
health care professionals. Postservice also 
includes writing the daily total parenteral 
nutrition orders after recovery and/or writing 
new feeding orders, ordering daily laboratory 
and imaging studies as necessary, document-
ing care changes in the patient’s chart and 
verbally with the nursing staff, speaking with 
the family in person or by telephone, and 
updating the referring physician.  

  

  99299    Subsequent intensive care,  per day, 
for the evaluation and management of the 
recovering low birth weight infant (present 
body weight of 1500-2500 g) 

 Work Value: 2.50  //  Global Period: XXX 
      CPT Assistant  Oct 03: 2, Nov 05: 10;    CPT 

Changes: An Insider’s View  2003 

 Clinical Example 
 A neonate, now weighing 2080 g, is 9 days 
of age. He was born at 35 weeks’ gestation 
and weighed 2000 g. His mother presented 
to the hospital with a temperature of 103.5°F. 
Membranes had been ruptured for 6 hours. 
The fetal monitoring strip was nonreassur-
ing with a tachycardia and persistent variable 
declarations. The mother received one dose 
of penicillin and delivery via cesarean section 
was performed. Cervical culture was posi-
tive for Group B streptococcus. The infant 
was flaccid at birth. Apgar scores were 2, 4, 
and 7 at 1, 5, and 10 minutes, respectively. 
The infant was intubated and needed 5 days 
of conventional ventilation. Chest X ray was 
consistent with pneumonia and the baby was 
started on a 10-day course of antibiotics. 
He was weaned to nasal continuous positive 
airway pressure on day 6 and nasal cannula 
oxygen on day 7. Hyperalimentation was 
begun on day 3 and gavage feedings on 
day 7. He currently is on nasal cannula 
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oxygen (30%-! l) and 50% total parenteral 
nutrition (TPN) through a peripherally 
inserted central catheter (PICC) line. There 
is no apnea but there are 2-3 brief desatura-
tion episodes per day that are self-resolving. 
X ray results show improvement but are 
still not normal. He remains in an isolette 
on cardiorespiratory and oxygen saturation 
monitoring. 

 Preservice 
 Preservice work includes obtaining and 
reviewing the results of any lab work and/or 
radiologic studies, reviewing the care flow 
sheet and discussing the patient’s status with 
the bedside nurse, and communicating with 
other health care professionals as appropriate. 

 Intraservice 
 Intraservice work includes performing a 
complete examination of the head, eyes, 
nose, mouth, chest, lungs, heart, abdomen, 
genitals, rectum, joints, spine, and extremi-
ties, and performing a neurologic appraisal 
of movement, reflexes, cranial nerves, and 
degree of arousal and activity. All attached 
monitors and tubes are checked for secure 
placement and proper function. 

 Postservice 
 Postservice work includes all coordination 
of care, documentation, and telephone calls 
with the patient, family members, or other 
health care professionals. Postservice also 
includes writing the daily TPN orders after 
recovery and/or writing new feeding orders, 
ordering daily laboratory and imaging stud-
ies as necessary, documenting care changes 
in the patient’s chart and verbally with the 
nursing staff, speaking with the family in 
person or by telephone, and updating the 
referring physician.  

  

  99300   Subsequent intensive care, per day, for 
the evaluation and management of the 
recovering infant (present body weight of 
2501-5000 g) 

 Work Value: 2.40  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 A 3500-g neonate is recovering from bacte-
remia and pneumonia following intrapar-
tum acquisition of Group B streptococcus 
organisms from his mother. He had severe 
pneumonia, pulmonary hypertension, neu-
tropenia, thrombocytopenia, and septic 
shock requiring prolonged mechanical venti-
lation including nitric oxide, oscillatory ven-
tilation, surfactant, and large pressor doses to 
maintain perfusion and blood pressure. He 
is now on low-flow nasal cannula oxygen. 
His umbilical lines have been removed and a 
peripherally inserted central catheter (PICC) 
line is being placed to complete antibiotic 
therapy and for use in providing bridging 
parenteral nutrition until he is tolerating all 
enteral feeds. 

 Preservice 
 In the morning, the patient’s chart is 
reviewed and the flowsheet viewed and dis-
cussed with the bedside nurse. The online 
laboratory results are obtained from yesterday 
as well as early morning values that are back 
in the chart. Any recent radiographs are 
reviewed through the picture archiving and 
communication system available in the inten-
sive care unit. His complete blood count is 
reviewed to assure continued recovery of the 
low platelet and neutrophil count. 

 Intraservice 
 The patient is examined with particular 
attention paid to overall cardiovascular 
stability, neurological function, pulmonary 
status post extubation, and gastrointestinal 
function. Comprehensive evaluations of these 
organ systems are completed. The PICC line 
site is carefully evaluated for any signs of cel-
lulitis. The lungs are carefully evaluated for 
any evidence of postextubation atelectasis. 
The gastrointestinal tract is evaluated for any 
sign of mucosal or transmural injury leading 
to feeding intolerance, malabsorption, or per-
foration. The patient is evaluated neurologi-
cally to determine whether physical therapy 
or occupational therapy would be indicated. 
The patient is visited throughout the day 
and evening to ensure that he continues to 
tolerate feedings and that there has been no 
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change in his pulmonary, cardiovascular, or 
neurologic function. 

 Postservice 
 The results of the history, laboratory, and 
imaging work are discussed at the bedside 
with the resident, nurse practitioner, bedside 
primary nurse, nutritionist, social worker, 
and respiratory therapist. The plan of care 
is agreed to and discussions around the 
opportunity to transport the patient back to 
the home nursery and/or the potential home 
care needs for the child are conducted. After 
bedside rounds, the patient’s condition and 
plans are discussed with the patient’s parents 
and extended family. Later in the day, any 
obtained laboratory work or medical imaging 
studies are checked and any additional orders 
are completed. 

 Coding Tip for 99298-99300  
 Codes 99298-99300 are used to report ser-
vices subsequent to the day of admission pro-
vided by a physician directing the continuing 
intensive care of the low birth weight (LBW, 
1500-2500 g present body weight) infant, 
very low birth weight (VLBW, less than 
1500 g present body weight) infant, or 
normal weight (2501-5000 g present body 
weight) newborn who do not meet the defi-
nition of critically ill but continue to require 
intensive observation, frequent interventions, 
and other intensive services.  

  

  Nursing Facility 
Services 
 Initial Nursing Facility Care 
 New or Established Patient 
 99304   Initial nursing facility care, per day, for 

the evaluation and management of a 
patient which requires these three key 
components: 

   • A detailed or comprehensive 
history; 

 • A detailed or comprehensive 
examination; and 

• Medical decision making that 
is straightforward or of low 
complexity.   

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the problem(s) requiring admission 
are of low severity. 

 Work Value: 1.20  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 An 80-year-old Alzheimer’s patient with 
associated bowel and bladder incontinence 
plus controlled glaucoma, hypertension, and 
moderate osteoarthritis arrives for an admis-
sion visit because he is no longer able to be 
maintained at an assisted living facility and 
requires nursing facility placement. He is 
presently on a topical eye medication, a mild 
analgesic, and a cholinesterase inhibitor but 
no psychotropics. 

 Preservice 
 Preservice work includes preparing to see the 
patient, procuring and reviewing previous 
medical records, and communicating with 
facility professionals as appropriate. 

 Intraservice 
 Intraservice work includes obtaining a 
detailed history of dietary and fluid intake; 
reviewing the patient’s chronic but stable 
vision, mild hearing loss, general arthri-
tis, and chronic constipation; reviewing 
medications; and gathering a health his-
tory from the patient’s wife, the previous 
assisted living staff, and his previous medi-
cal care providers. Intraservice also includes 
performing a detailed physical exam and 
noting vital signs; inspecting the skin for 
ulceration or pre-ulceration; noting oral 
hygiene; performing cardiovascular, pulmo-
nary, abdominal, and genitourinary exams, 
paying special attention to any evidence 
of obstructive urinary retention and fecal 
impaction; and assessing the patient’s ability 
to communicate and gait safety. 
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 Postservice 
 Postservice work includes communicating 
with the facility regarding diagnostic find-
ings and the postservice coordination of care, 
documentation, and interaction with facility 
health care professionals associated with the 
delivery of care to this patient until the next 
face-to-face physician encounter. Discussion 
with family and/or surrogate decision maker 
regarding preferred intensity of care/do not 
resuscitate is also included.  

  

  99305   Initial nursing facility care, per day, for 
the evaluation and management of a 
patient which requires these three key 
components: 

   • A comprehensive history;

• A comprehensive examination; and

• Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the problem(s) requiring admission 
are of moderate severity. 

 Work Value: 1.61  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 An 88-year-old, cognitively intact patient 
who suffered a hip fracture from a mechani-
cal fall while living at home presents for a 
skilled nursing facility (SNF) admission. 
While in the hospital for treatment of the 
fracture, he developed a urinary tract infec-
tion and a stage 1 heel pressure ulcer. Prior 
to the fracture, he was known to have mul-
tiple health problems including controlled 
chronic heart failure and hypertension, 
chronic constipation, benign prostatic hyper-
plasia, osteoarthritis, old cerebrovascular 
accident, and depression. He was also known 
to have peripheral perfusion compromise. 

 Preservice 
 Preservice work includes preparing to see the 
patient; procuring and reviewing the hospital 
records, labs and diagnostic findings; and 
communicating with facility professionals 
as appropriate. 

 Intraservice 
 The SNF admission includes a review of the 
patient’s intake and hydration status; the 
postoperative course and initial rehabilitation 
results; the recent urosepsis and the develop-
ment of the pressure ulcer; plus an evaluation 
of the status of the patient’s multiple chronic 
health problems. A comprehensive physi-
cal exam is performed to assess the recent 
surgical site, the potential return of func-
tion, the need for the continued indwelling 
catheter, and the status of the pressure sore. 
Additionally, an examination of the patient’s 
vision and hearing (especially in relation to 
rehabilitation potential), overall cardiovascu-
lar status in regard to stamina, plus a general 
abdominal, genitourinary, mental status, and 
neurological examination are performed and 
documented. A multidisciplinary plan of care 
is developed that includes physical therapy 
and occupational therapy services, initiation 
of a pressure wound care program, adjust-
ments in diet, weaning off of the catheter, 
retitration of medications, evaluation 
of dietary and fluid intake, and monitoring 
for mental status changes due to changes 
in environment. 

 Postservice 
 Postservice work includes communicating 
with the patient’s orthopedist and with the 
facility regarding diagnostic findings and the 
postservice coordination of care, documenta-
tion, and interaction with facility health care 
professionals associated with the delivery of 
care to this patient until the next face-to-face 
physician encounter. Discussion with family 
and/or surrogate decision maker regarding 
preferred intensity of care/do not resuscitate 
is also included.  
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  99306   Initial nursing facility care, per day, for 
the evaluation and management of a 
patient, which requires these three key 
components: 

   • A comprehensive history;  

  • A comprehensive examination; and  

  • Medical decision making of high 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the problem(s) requiring admission 
are of high severity. 

 Work Value: 2.01  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 A 72-year-old diabetic patient who previ-
ously lived at the same skilled nursing facility 
(SNF) is now being admitted posthospitaliza-
tion to the SNF for aspiration pneumonitis, 
blood sugars running in the 300+ range, 
chronic heart failure, and delirium associ-
ated with an ongoing history of dementia. 
She also suffers from chronic atrial fibril-
lation, constipation, stress incontinence, 
and a recent vertebral compression fracture 
associated with osteoporosis. She returns on 
intravenous (IV) hydration, antibiotics, oxy-
gen, and new psychotropics. She also requires 
continued titration of her diabetes and 
diuretic regimen, control of her pain (which 
is reducing her inspiratory effort), rehabilita-
tion of swallowing and respiratory function, 
and stabilization of her cardiovascular and 
mental status. 

 Preservice 
 Preservice work includes preparing to see the 
patient; procuring and reviewing the hospital 
records, labs and diagnostic findings; and 
communicating with facility professionals 
as appropriate. 

 Intraservice 
 The SNF admission includes a comprehen-
sive history including a review of the hospital 
records, labs, and diagnostic findings; the 
patient’s intake and hydration status; plus 
a review of the sliding scale insulin and 
psychotropic regimen. Additionally, there is 
a discussion with the patient’s formal and 
informal care providers regarding a symptom 
review of the patient’s multiple, still unstable, 
health problems. The comprehensive physi-
cal exam involved assessment of the current 
status of cardiopulmonary function, swal-
lowing and mobility function, and cogni-
tive function. Lab review includes assessing 
oxygenation, hydration, white count, cardiac 
rhythm, and glucose level trends. Orders are 
initiated for oxygen, IV fluids, antibiotics, 
pain control, and rehabilitation and diagnos-
tic testing to assess status. Also, included in 
the multidisciplinary plan of care is physical 
therapy, respiratory therapy, and speech ser-
vices; titration off of the insulin sliding scale; 
adjustments in diet and hydration; retitration 
of psychotropic and analgesic medications; 
and monitoring for mental status changes. 

 Postservice 
 Postservice work includes communicating 
with the facility regarding diagnostic find-
ings and the postservice coordination of care, 
documentation, and interaction with facility 
health care professionals associated with the 
delivery of care to this patient until the next 
face-to-face physician encounter. Discussion 
with family and/or surrogate decision maker 
regarding preferred intensity of care/do not 
resuscitate is also included.  

  

  Subsequent Nursing 
Facility Care 
 99307   Subsequent nursing facility care, per day, 

for the evaluation and management of a 
patient, which requires at least two of 
these three key components: 

   • A problem focused interval history;

• A problem focused examination;

• Straightforward medical decision 
making.  
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Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the patient is stable, recovering, 
or improving. 

 Work Value: 0.60  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 An 88-year-old demented, nondiabetic 
patient with a previously evaluated stage 
4 sacral pressure sore with peripheral, local-
ized inflammation is seen in follow-up to 
evaluate the wound’s response to the present 
plan of care. 

 Preservice 
 Preservice work includes preparing to see 
the patient, reviewing records of previously 
attempted interventions, communicating 
with facility professionals as appropriate, and 
reviewing the suggestions of the facility dieti-
tian and consultant pharmacist. 

 Intraservice 
 The visit includes an interval history that 
reveals ongoing poor dietary intake and uri-
nary incontinence in a patient who cannot 
cooperate in pressure relief activities because 
of cognitive impairment. Intraservice also 
includes a focused physical exam that reveals 
an improving lesion with no peripheral 
inflammation and no evidence of systemic 
involvement. The topical regimen is altered, 
a new nutritional program is ordered, and a 
support surface is authorized. 

 Postservice 
 Postservice work includes communicating 
with facility staff regarding the coordination 
and documentation of care as indicated associ-
ated with the delivery of care to this patient 
until the next face-to-face physician encounter.  

  

  99308   Subsequent nursing facility care, per day, 
for the evaluation and management of a 
patient, which requires at least two of 
these three key components: 

   • An expanded problem focused 
interval history;

• An expanded problem focused 
examination;

• Medical decision making of 
low complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the patient is responding inad-
equately to therapy or has developed a 
minor complication. 

 Work Value: 1.00  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 During a nursing facility visit for the evalu-
ation and management of an acute urinary 
tract infection (UTI) in a 35-year-old male 
with multiple sclerosis with an indwelling 
catheter, the patient presents with a new 
intermittent hematuria and fever. 

 Preservice 
 Preservice work includes preparing to see 
the patient, reviewing records, and commu-
nicating with other facility professionals 
as appropriate. 

 Intraservice 
 The visit includes an expanded history review 
including intake and hydration informa-
tion, discussion of the suprapubic-localizing 
discomfort and muscle spasm, and a psycho-
social review of the patient’s coping with his 
underlying disease. An expanded physical 
examination notes no evidence of dehydra-
tion, further gross hematuria, or focal neu-
rological findings, but increased depression 
is detected. After necessary labs are ordered, 
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he is treated for the UTI and started on an 
antidepressant. 

 Postservice 
 Postservice work includes communicating 
with facility social services and activities pro-
gramming, communicating with the nursing 
facility regarding titration of the antidepres-
sant, reviewing the confirming diagnostic 
lab data, and following up on antibiotic 
effectiveness. Postservice also includes all 
coordination of care, documentation, and 
interaction with facility health care profes-
sionals associated with the delivery of care to 
this patient until the next face-to-face physi-
cian encounter.  

  

  99309   Subsequent nursing facility care, per day, 
for the evaluation and management of a 
patient, which requires at least two of 
these three key components: 

   • A detailed interval history;  

  • A detailed examination;  

  • Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the patient has developed a 
significant complication or a significant 
new problem. 

 Work Value: 1.42  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 A 72-year-old patient with chronic 
obstructive pulmonary disease (COPD), 
hypertension, peripheral vascular disease, 
gastroesophageal reflux disease (GERD), 
chronic constipation, bladder stress inconti-
nence, osteoarthritis, osteoporosis, dementia, 
and hypothyroidism on more than nine med-
ications is seen for interval disease manage-
ment of her chronic health issues and also to 
evaluate the status of a recent upper respira-
tory infection (URI), increased constipation, 

new behavioral changes, and a skin tear that 
has occurred since the last medical visit. 

 Preservice 
 Preservice work includes preparing to see 
the patient; reviewing the telephone orders 
associated with the recently reported URI; 
reviewing the changes in the dietary, bowel, 
and psychotropic regimens; and reviewing 
the treatment of the noninfected skin tear 
reported by the nursing staff since last 
medical visit. Preservice also includes com-
municating with facility professionals 
as appropriate. 

 Intraservice 
 The visit includes a detailed interval history 
review of each involved organ system that 
has an acute or active medical problem. This 
includes the status of the recent URI compli-
cating her underlying COPD, any associated 
cardiovascular complication or decline, the 
status of the GERD, bowel and bladder func-
tion, and the recent change in mental status 
associated with the patient’s dementia. Also 
included in the history is 

1) a review of the patient’s multiple medica-
tions for indication and efficacy; 

2) recent lab and diagnostic data ordered to 
evaluate her recent respiratory compromise; 

3) the updated nursing plan of care. A 
detailed physical exam reveals a ‘frailer’ more 
confused patient with normal vitals, resting 
comfortably in bed with a dry oral mucosa, 
‘clear’ lung fields, regular rhythm with no 
change in her AS murmur, no pedal edema, a 
vaguely tender abdomen, no lateralizing neu-
rological signs, and a noninflamed skin tear. 

 Postservice 
 Postservice work includes evaluating additional 
diagnostic testing to determine the patient’s 
hydration and pulmonary status and further 
changes in the patient’s psychotropic regimen, 
and communicating with the facility staff. 
Postservice also includes all coordination of 
care, documentation, and interaction with facil-
ity health care professionals associated with the 
delivery of care to this patient until the next 
face-to-face physician encounter.  
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  99310   Subsequent nursing facility care, per day, 
for the evaluation and management of a 
patient, which requires at least two of 
these three key components: 

   • A comprehensive interval history;

• A comprehensive examination;

• Medical decision making of high 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

The patient may be unstable or may have 
developed a significant new problem 
requiring immediate physician attention. 

 Work Value: 1.77  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 A 69-year-old, long-time resident of a nursing 
facility with a long history of multiinfarct 
dementia, non-insulin-dependent diabetes 
mellitus, hypertension, and chronic renal 
insufficiency develops an acute decline in 
mental status with decreased intake and 
vague right-sided weakness. The family 
requests that she not be transferred to the 
hospital but receive treatment at the facil-
ity. Her blood pressure is 188/102, pulse 
92/regular, and respirations are 20/minutes 
off oxygen. Physical examination reveals a 
dry mucosa and decreased skin turgor, no 
cyanosis, reduced lung sounds, no pedal or 
sacral edema, a soft, nondistended abdomen, 
and a slight right hemiparesis. Lab values 
drawn just prior to visit reveal blood glucose 
352, Na 152, BUN 78, creatinine 2.8, Hct 
32, Hb10.1, a white blood cell count of 18, 
oxygen saturation of 87% on room air, and 
a portable chest X ray that “cannot rule out” 
left lower lobe pneumonia. 

 Preservice 
 Preservice work includes preparing to see 
the patient, reviewing the medical record 
and previously ordered diagnostic labs, and 

communicating with facility professionals 
as appropriate. 

 Intraservice 
 The visit includes a comprehensive history 
including the evaluation of hydration and 
intake, ability to swallow, cardiopulmonary 
status, abdominal bowel and bladder func-
tion, mental status, and sensorimotor func-
tion. The multifactorial etiologies and their 
effect on multiple, additional comorbidities 
require a comprehensive physical examina-
tion involving virtually every organ system. 
The resultant multidisciplinary care planning 
includes intravenous hydration and antibiotic 
therapy; nursing instructions regarding the 
monitoring of respiratory, mental, functional, 
and diabetic status; a respiratory therapy and 
physical therapy assessment with treatment 
as indicated; and further lab monitoring to 
track the effectiveness of the treatment. 

 Postservice 
 Postservice work includes evaluating addi-
tionally ordered lab and diagnostic testing, 
communicating with the facility to adjust 
interventions as indicated, discussing with 
the patient’s family updating the patient’s end 
of life issues, coordinating all care, writing 
documentation, and interacting with facility 
health care professionals associated with the 
delivery of care to this patient until the next 
face-to-face physician encounter.  

  

  Nursing Facility Discharge 
Services 
 99315   Nursing facility discharge day manage-

ment; 30 minutes or less 

 Work Value: 1.13  //  Global Period: XXX 
      CPT Assistant  Nov 97: 5-6, Sep 98: 5, May 02: 

19, Nov 02: 11, May 05: 1 

 Clinical Example 
 This is the final nursing facility day for 
a 72-year-old female with community 
acquired pneumonia who spent two days 
at an acute level and then transferred to 
skilled nursing unit with the need for 
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continued IV antibiotic, breathing treat-
ments and inability to care for herself. She 
is improving and able to switch to oral anti-
biotics. The discharge history and exam are 
problem focused, the medical decision mak-
ing straight forward and the patient requires 
a written prescription for antibiotic, and 
simple instructions for medication, follow-up 
and complications to be alert to. A brief chart 
note and short written or dictated discharge 
summary is prepared. Approximate physician 
time of service is 20 minutes. 

 Intraservice 
 The nursing facility discharge day manage-
ment codes are to be used to report the total 
duration of time spent by a physician for the 
final nursing facility discharge of a patient. 
The codes include, as appropriate, final 
examination of the patient, discussion of the 
nursing facility stay, even if the time spent by 
the physician on that date is not continuous. 
Instructions for continuing care to all rel-
evant caregivers, and preparation of discharge 
records, prescriptions and referral forms.  

  

  99316   Nursing facility discharge day manage-
ment; more than 30 minutes 

 Work Value: 1.50  //  Global Period: XXX 
      CPT Assistant  Nov 97: 5-6, Sep 98: 5, 

May 02: 19, Nov 02: 11 

 Clinical Example 
 This is the final nursing facility day for an 
84-year-old male who entered the nursing 
facility after suffering a cerebrovascular acci-
dent with hemiparesis, complicating diabetes 
(which now requires insulin management), 
hypertension, and a prior myocardial infarc-
tion with prior congestive heart failure. A 
gastrostomy feeding tube was placed. The 
discharge day history and exam are extended 
to verify that all systems are stable and that 
medical decision making is moderate. The 
home health agency and the patient’s family 
will be involved with home care with 
physical and occupational therapy visits 
and periodic nursing assessments. Multiple 
medications and insulin instructions are 
prescribed. Prescriptions must be phoned 
to the local pharmacy and separate written 

prescriptions prepared for a mail-away phar-
macy. The home health agency referral sheet, 
a discharge note, a lengthy discharge sum-
mary, instructions to the nursing staff, and 
complex verbal and written instructions to 
family are prepared. Approximate physician 
time of service is 50 minutes. 

 Intraservice 
 The nursing facility discharge day manage-
ment codes are to be used to report the total 
duration of time spent by a physician for the 
final nursing facility discharge of a patient. 
The codes include, as appropriate, the final 
examination of the patient and discussion 
of the nursing facility stay, even if the time 
spent by the physician on that date is not 
continuous. Providing instructions for con-
tinuing care to all relevant caregivers, and 
preparing discharge records, prescriptions, 
and referral forms are also included.  

  

  Other Nursing Facility 
Services 
 99318   Evaluation and management of a patient 

involving an annual nursing facility 
assessment, which requires these three 
key components: 

   • A detailed interval history;  

  • A comprehensive examination; and  

  • Medical decision making that is of 
low to moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the patient is stable, recovering, 
or improving. 

 Work Value: 1.20  //  Global Period: XXX 
      CPT Changes: An Insider’s View  2006 

 Clinical Example 
 An annual nursing facility history, physical 
exam and MDS/RAI evaluation for a 
two-year nursing facility resident who is an 
84-year-old female with multiple chronic 

Evaluation and Management CPT® Reference of Clinical Examples

42   =Modifier 51 exempt  =Moderate sedation  =Add-on code  =Five-Year Review   

CPT_Reference_FINAL.indb   42CPT_Reference_FINAL.indb   42 3/12/07   1:41:19 PM3/12/07   1:41:19 PM



health problems, including stable controlled 
hypertension, chronic constipation, osteoar-
thritis, and moderated stable dementia. 

 Preservice 
 Preservice work includes preparing to see the 
patient, procuring previous medical records 
over the past year, and communicating with 
facility professionals as appropriate. 

 Intraservice 
 Intraservice work includes reviewing the 
interval history for the occurrence and 
resolution of intercurrent episodes of illness 
or injury and for signs and symptoms of 
progression of the chronic conditions that 
justify continued nursing facility services. (A 
review of systems may include an assessment 
of dietary and fluid intake, noting any dental 
concerns or changes in appetite; a review of 
worsening sensory impairments such as vision 
or hearing loss; changes in functional level, 
especially related to mobility or continence, 
that might be amenable to therapy; a medica-
tion review with attention to the accumula-
tion of therapies no longer needed and that 
screening tests for toxicity, side-effects, and 
efficacy have been performed; and a review 
of any noted behavioral changes or changes 
in affect.) Intraservice also includes ensuring 
compliance with routine specialty follow-up 
care and ensuring that health maintenance 
measures have been provided; performing a 
comprehensive physical exam, taking care to 
note vital signs, including the patient’s weight 
over the previous year; carefully inspecting 
the skin for ulceration; noting any evidence 
of sensory impairments and the status of oral 
hygiene; performing cardiovascular, pulmo-
nary, abdominal, and genitorurinary exams, 
paying special attention to evidence of uri-
nary retention and fecal impaction; assessing 
the patient’s ability to communicate and gait 
safety; performing short-form evaluations of 
interval changes in cognitive functioning and 
a screen for affective changes as indicated; 
and assessing the patient’s and family’s goals 
for care and their preferences for medical 
interventions in light of the prognosis derived 
from the review of the chart, the interval his-
tory, and physical examination. 

 Postservice 
 Postservice work includes communicating 
with the family and the facility regarding 
diagnostic findings and the postservice coor-
dination of care, documentation, and interac-
tion with the facility health care professionals 
associated with the delivery of care to this 
patient until the next face-to-face physician 
encounter. A reassessment of the advance 
directives and updates of contact information 
for surrogate decision makers is included. 

 Coding Tip for 99318  
 Do not report code 99318 on the same date 
of service as nursing facility services codes 
99304-99316.  

  

  Domiciliary, Rest 
Home (eg, Boarding 
Home), or Custodial 
Care Services 
 New Patient 
 99324   Domiciliary or rest home visit for the 

evaluation and management of a new 
patient, which requires these three key 
components: 

   • A problem focused history;

• A problem focused examination; 
and

• Straightforward medical decision 
making.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
low severity. Physicians typically spend 
20 minutes with the patient and/or family 
or caregiver. 

 Work Value: 1.01  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 
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 Clinical Example 
 An 84-year-old male with advanced osteo-
arthritis, which has rendered him wheel-
chair-bound, complains of a rash and itching 
involving the plantar surface of the foot. 

 Preservice 
 Preservice work includes preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals. 

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 

 Postservice 
 Postservice work includes arranging for fur-
ther services, reviewing the results of studies, 
and communicating further with the patient, 
the patient’s family, and other health care 
professionals (including providing written 
and telephone reports).  

  

  99325   Domiciliary or rest home visit for the 
evaluation and management of a new 
patient, which requires these three key 
components: 

   • An expanded problem focused 
history;  

  • An expanded problem focused 
examination; and  

  • Medical decision making of low 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate severity. Physicians typically 
spend 30 minutes with the patient and/or 
family or caregiver. 

 Work Value: 1.52  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 

 Clinical Example 
 An 84-year-old male with advanced osteo-
arthritis and peripheral vascular disease, 
which has rendered him wheelchair-bound, 
is followed for vascular insufficiency ulcers 
that have healed after treatment with custom 
shoes and topical wound care. 

 Preservice 
 Preservice work involves preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals. 

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 

 Postservice 
 Postservice work includes arranging for fur-
ther services, reviewing the results of studies, 
and communicating further with the patient, 
the patient’s family, and other health care 
professionals (including providing written 
and telephone reports).  

  

  99326   Domiciliary or rest home visit for the 
evaluation and management of a new 
patient, which requires these three key 
components: 

   • A detailed history;  

  • A detailed examination; and  

  • Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate to high severity. Physicians typi-
cally spend 45 minutes with the patient 
and/or family or caregiver. 

 Work Value: 2.27  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 
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 Clinical Example 
 A 77-year-old female with aortic valve 
replacement is maintained on warfarin. Her 
past medical history includes atrial fibrilla-
tion and insulin dependent diabetes. She has 
had several falls recently. Anti-coagulation 
and diabetic management have been in good 
control through close monitoring by the 
nurse in the assisted living facility. 

 Preservice 
 Preservice work includes preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals. 

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 

 Postservice 
 Postservice work includes arranging for fur-
ther services, reviewing the results of studies, 
and communicating further with the patient, 
the patient’s family, and other health care 
professionals (including providing written 
and telephone reports).  

  

  99327   Domiciliary or rest home visit for the 
evaluation and management of a new 
patient, which requires these three key 
components: 

   • A comprehensive history;

• A comprehensive examination; and

• Medical decision making of mod-
erate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
high severity. Physicians typically spend 
60 minutes with the patient and/or family 
or caregiver. 

 Work Value: 3.03  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 

 Clinical Example 
 A family refers a 73-year-old female patient 
to a physician for evaluation and manage-
ment. Despite having been moved to an 
assisted living facility, she has had progressive 
weight loss, social withdrawal and intermit-
tent agitation over the past two months. She 
refuses to leave her room for visits to her 
physicians. Her meals are brought to her, but 
she eats sparingly. The patient has been fol-
lowed through with telephonic conversations 
between the nurse and the primary care phy-
sician, who has been ordering psychotropic 
medications to control her behavior, and a 
cardiologist for management of her ischemic 
heart disease, for which she takes four medi-
cations. She has seen neither physician for 
over a year. 

 Preservice 
 Preservice work includes preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals. 

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 

 Postservice 
 Postservice work includes arranging for 
further services, reviewing the results of 
studies, and communicating further with 
the patient, the patient’ss family, and other 
professionals (including providing written 
and telephone reports).  

  

  99328   Domiciliary or rest home visit for the 
evaluation and management of a new 
patient, which requires these three key 
components: 

   • A comprehensive history;

• A comprehensive examination; and

• Medical decision making of high 
complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
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the problem(s) and the patient’s and/or 
family’s needs.

Usually, the patient is unstable or has 
developed a significant new problem 
requiring immediate physician attention. 
Physicians typically spend 75 minutes with 
the patient and/or family or caregiver. 

 Work Value: 3.78  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 

 Clinical Example 
 An 83-year-old male presents with a history 
of schizophrenia and progressive neurologic 
degeneration with dementia, emphysema 
from smoking, osteoporosis with vertebral 
fractures and kyphosis, non-insulin-depen-
dent diabetes mellitus, and osteoarthritis 
of the back, hips and knees. He now has a 
fever of 101.5 degrees a productive cough, 
tachypnea, and delirium. Oral intake has 
dropped sharply for the past two days. His 
family does not want him to be hospitalized, 
accepts that this may be a terminal event, but 
wants to take all available measures to help 
him recover at the group home. The resident 
counselor is willing to participate in provid-
ing intravenous therapies.  

 Preservice 
 Preservice work includes preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals. 

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 

 Postservice 
 Postservice work includes arranging for fur-
ther services, reviewing the results of studies, 
and communicating further with the patient, 
the patient’s family, and other health care 
professionals (including providing written 
and telephone reports).  

  

  Established Patient 
 99334   Domiciliary or rest home visit for the evalu-

ation and management of an established 
patient, which requires at least two of 
these three key components: 

   • A problem focused interval history;

• A problem focused examination;

• Straightforward medical decision 
making.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are self-
limited or minor. Physicians typically spend 
15 minutes with the patient and/or family 
or caregiver. 

 Work Value: 0.76  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 

 Clinical Example 
 A 74-year-old male with hypertension and 
peripheral vascular disease has lived in a board 
and care home for two years following a stroke, 
resulting in right-sided hemiparesis. The patient 
is seen routinely for hypertension monitoring, 
medication refills and preventive care. 

 Preservice 
 Preservice work includes preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals. 

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 

 Postservice 
 Postservice work includes arranging for fur-
ther services, reviewing the results of studies, 
and communicating further with the patient, 
the patient’s family, and other health care 
professionals (including providing written 
and telephone reports).  
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  99335   Domiciliary or rest home visit for the evalu-
ation and management of an established 
patient, which requires at least two of 
these three key components: 

   • An expanded problem focused 
interval history;

• An expanded problem focused 
examination;

• Medical decision making of 
low complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
low to moderate severity. Physicians typi-
cally spend 25 minutes with the patient 
and/or family or caregiver. 

 Work Value: 1.26  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 

 Clinical Example 
 A 78-year-old male with Alzheimer’s dis-
ease was difficult to control for two weeks 
due to agitation caused by hallucinations. 
Psychotropic medications were initiated with 
partial resolution of the agitation. The aides 
at the assisted living facility assure his safety, 
but are worried that he might fall. 

 Preservice 
 Preservice work includes preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals. 

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 

 Postservice 
 Postservice work includes arranging for fur-
ther services, reviewing the results of studies, 
and communicating further with the patient, 
the patient’s family, and other health care 

professionals (including providing written 
and telephone reports).  

  

  99336   Domiciliary or rest home visit for the evalu-
ation and management of an established 
patient, which requires at least two of 
these three key components: 

   • A detailed interval history;

• A detailed examination;

• Medical decision making of 
moderate complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate to high severity. Physicians typi-
cally spend 40 minutes with the patient 
and/or family or caregiver. 

 Work Value: 2.02  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 

 Clinical Example 
 A 78-year-old male patient with insulin-
dependent diabetes mellitus and chronic 
obstructive pulmonary disease, requiring 
continuous home oxygen, complains of 
worsening symptoms of peripheral vascular 
disease. He is becoming progressively more 
dependent on assistance with transfers and 
bathing. He complains of increasing left 
leg pain at night due to nocturnal ischemic 
claudication. 

 Preservice 
 Preservice work includes preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals.  

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 
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 Postservice 
 Postservice work includes arranging for fur-
ther services, reviewing the results of studies, 
and communicating further with the patient, 
the patient’s family, and other health care 
professionals (including providing written 
and telephone reports).  

  

  99337   Domiciliary or rest home visit for the evalu-
ation and management of an established 
patient, which requires at least two of 
these three key components: 

   • A comprehensive interval history;

• A comprehensive examination;

• Medical decision making of mod-
erate to high complexity.  

Counseling and/or coordination of care 
with other providers or agencies are 
provided consistent with the nature of 
the problem(s) and the patient’s and/or 
family’s needs.

Usually, the presenting problem(s) are of 
moderate to high severity. The patient may 
be unstable or may have developed a sig-
nificant new problem requiring immediate 
physician attention. Physicians typically 
spend 60 minutes with the patient and/or 
family or caregiver. 

 Work Value: 3.03  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 

 Clinical Example 
 An 89-year-old female with a history of 
multi-infarct dementia due to hypertension 
and insulin-dependent diabetes mellitus. 
The patient’s chronic renal insufficiency has 
worsened with difficult to control hyperten-
sion and progressively more fatigue, but her 
nephrologist is reluctant to offer dialysis. 
Approximately one year ago, she became 
wheelchair bound and non-verbal and for 
four months has been unable to feed herself. 
Last month, she began to “pocket” her medi-
cations and solid foods in her cheek, and 
was found to spit them out later. She has lost 
weight over the past three months, associ-

ated with several episodes of hypoglycemia 
and she recently developed a stage 3 pressure 
ulcer at her coccyx. Her family has been 
undecided as to resuscitation status. 

 Preservice 
 Preservice work includes preparing to see the 
patient, reviewing records, and communicat-
ing with other professionals. 

 Intraservice 
 Intraservice work includes the time in which 
the physician obtains the history, performs 
an evaluation, and counsels the patient. 

 Postservice 
 Postservice work includes arranging for fur-
ther services, reviewing the results of studies, 
and communicating further with the patient, 
the patient’s family, and other health care 
professionals (including providing written 
and telephone reports). 

 Coding Tip for 99324-99337  
 Codes 99324-99337 are used to report evalu-
ation and management services in a facil-
ity that provides room, board, and other 
personal assistance services, generally on a 
long-term basis. These codes are also used to 
report evaluation and management services 
in an assisted living facility.  
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  Domiciliary, Rest 
Home (eg, Assisted 
Living Facility), or 
Home Care Plan 
Oversight Services 
 99339   Individual physician supervision of a 

patient (patient not present) in home, 
domiciliary or rest home (eg, assisted living 
facility) requiring complex and multidisci-
plinary care modalities involving regular 
physician development and/or revision of 
care plans, review of subsequent reports 
of patient status, review of related labora-
tory and other studies, communication 
(including telephone calls) for purposes of 
assessment or care decisions with health 
care professional(s), family member(s), sur-
rogate decision maker(s) (eg, legal guard-
ian) and/or key caregiver(s) involved in 
patient’s care, integration of new informa-
tion into the medical treatment plan and/or 
adjustment of medical therapy, within a 
calendar month; 15-29 minutes 

 Work Value: 1.25  //  Global Period: XXX 
      CPT Assistant  Jan 06: 1;    CPT Changes: 

An Insider’s View  2006 

 Clinical Example 
 Pediatrics: A 21-year-old male with Down 
syndrome is transitioning from home care 
and public special education to a sheltered 
work program operated by the community 
service agency. He is moderately mentally 
retarded with ongoing medical problems 
including hypothyroidism and sensorineural 
hearing loss. Over the past two months his 
behavior has become progressively disruptive. 
The care plan previously developed for him 
included assessment of active medical, edu-
cational/vocational problems with ongoing 
adjustments made based on feedback from 
family members, health care professionals 
and service providers. His primary care phy-
sician (internal medicine, family physician, 
pediatrician) delivers primary care services 
and manages and coordinates care plan 

activities. The physicians typical ongoing 
care plan oversight activities will include: 
review of reports including a new audiol-
ogy assessment and endocrine consultation 
report; a telephone call to the audiologist 
regarding results of the most recent hearing 
assessment and recommendations to provide 
hearing amplification to the patient; comple-
tion of medical forms for the vocational 
program, listing medical problems, general 
cognitive and physical abilities, and recom-
mendations for behavior management; dis-
cussion by telephone with family members 
of the patient’s recent appetite and weight 
gain noted after the patient begins a new 
behavior medication and a subsequent call 
to the psychiatric nurse practitioner at the 
mental health center who recommends a dose 
change and a dietary consultation; review of 
endocrine recommendations to increase the 
thyroid dosage, with an ensuing phone call 
to the family and the pharmacy to prescribe a 
different dose form of levothyroxine sodium. 
The physician documents the relevant infor-
mation in the record that summarizes the 
above activities.

Geriatrics: The patient is an 84-year-old 
female who lives with her daughter. She has 
advanced Alzheimer’s disease and is depen-
dent in all instrumental activities of daily 
living (IADL) and most activities of daily 
living (ADL). She is becoming increasingly 
agitated. She could not cooperate sufficiently 
to be brought to the office for evaluation so 
a home visit was made (reported separately). 
Over the next month the physician will need 
to review the care of the patient assessing 
progress and the effects of the interventions. 
This requires contact with the caregiver to 
review impacts and to support the caregiver 
to avoid hospitalization and the likely cycle 
of delirium and nursing home placement that 
would result. Between 15 and 29 minutes are 
spent and documented in these activities. 

 Preservice 
 Preservice work includes reviewing subse-
quent reports of patient status, related labora-
tory reports, and other studies. 
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 Intraservice 
 Intraservice work includes communicat-
ing with health care professional(s), family 
member(s), and/or key caregivers(s) for the 
purposes of assessment or care decisions; and 
developing or revising a care plan. 

 Postservice 
 Postservice work includes integrating new 
information into the patient chart.  

  

  Preventive Medicine 
Services 
 New Patient 
 99381    Initial comprehensive preventive 

medicine  evaluation and management of 
an individual including an age and gender 
appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, new patient; infant 
(age younger than 1 year) 

 Work Value: 1.19  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, May 05: 1, Aug 05: 15; 
   CPT Changes: An Insider’s View  2002 

 Clinical Example 
 A 6-month-old female is brought in by her 
mother for the first time for health super-
vision and evaluation. Her complete past 
medical, family, social, religious, and cultural 
history is reviewed. A complete review of 
systems is done. A complete physical is per-
formed. Growth, development, and behavior 
are assessed. Immunizations are reviewed. 
Anticipatory guidance is given to the parents 
regarding the prevention of injuries, good 
parenting practices, nutrition, and sleep prac-
tices. Risk factors are identified and interven-
tions are discussed. Medically appropriate lab 
tests are ordered. 

 Preservice 
 Preservice work includes reviewing the 
patient’s chart.  

 Intraservice 
 Intraservice work includes obtaining a com-
prehensive history; performing a compre-
hensive exam; taking growth measurements; 
performing a sensory screening; performing 
a developmental/behavioral assessment; iden-
tifying risk factors and discussing interven-
tions; providing anticipatory guidance; and 
ordering medically necessary lab tests and 
immunizations. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99382    Initial comprehensive preventive 
medicine  evaluation and management of 
an individual including an age and gender 
appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, new patient; early 
childhood (age 1 through 4 years) 

 Work Value: 1.36  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A woman brings her healthy 3-year-old son 
to the office for the first time for health 
supervision and evaluation. His complete 
past medical, family, social, religious, and 
cultural history is reviewed. A complete 
review of systems is done. A complete physi-
cal is performed. Speech and blood pressure 
are checked. Growth, development, and 
behavior are assessed. Immunizations are 
reviewed. Anticipatory guidance is given to 
the parents regarding the prevention of inju-
ries in this age group, good parenting prac-
tices, nutrition, discipline, and dental care. 
Risk factors are identified and interventions 
are discussed. Medically appropriate lab tests 
are ordered. 
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 Preservice 
 Preservice work includes reviewing the 
patient’s chart.  

 Intraservice 
 Intraservice work includes obtaining a com-
prehensive history; performing a compre-
hensive exam; taking growth measurements; 
performing a sensory screening; performing 
a developmental/behavioral assessment; iden-
tifying risk factors and discussing interven-
tions; providing anticipatory guidance; and 
ordering medically necessary lab tests and 
immunizations. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99383    Initial comprehensive preventive 
medicine  evaluation and management of 
an individual including an age and gender 
appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, new patient; late 
childhood (age 5 through 11 years) 

 Work Value: 1.36  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 9-year-old male presents for the first time 
to the office for health supervision and evalu-
ation. His complete medical, family, social, 
religious, and cultural history is reviewed. A 
complete review of systems is done. A com-
plete physical is performed. Speech and blood 
pressure are checked. Growth, development, 
and behavior are assessed. Immunizations are 
reviewed. Anticipatory guidance is given to 
the child regarding good health habits and 
self-care. Anticipatory guidance is given to 
the parents about good parenting practices. 
Risk factors are identified and interventions 

are discussed. Medically appropriate lab tests 
are ordered. 

 Preservice 
 Preservice work includes reviewing the 
patient’s chart.  

 Intraservice 
 Intraservice work includes obtaining a com-
prehensive history; performing a compre-
hensive exam; taking growth measurements; 
performing a sensory screening; performing 
a developmental/behavioral assessment; iden-
tifying risk factors and discussing interven-
tions; providing anticipatory guidance; and 
ordering medically necessary lab tests and 
immunizations. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99384    Initial comprehensive preventive 
medicine  evaluation and management of 
an individual including an age and gender 
appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), labora-
tory/diagnostic procedures, new patient; 
adolescent (age 12 through 17 years) 

 Work Value: 1.53  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 16-year-old female presents to the office 
for the first time for health supervision and 
evaluation. Her complete past medical, fam-
ily, social, religious, and cultural history is 
reviewed. A complete review of systems is 
completed. A complete physical is performed. 
Speech, blood pressure, and fitness are 
checked. A scoliosis screen and pelvic exami-
nation are performed. Growth, development, 
and behavior are assessed. Immunizations 
are reviewed. Anticipatory guidance is given 
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to the patient regarding good health habits 
and self-care, including problems with drugs, 
alcohol, and tobacco, and driving responsibly. 
Guidance is also given about sexual activity 
and the importance of educational activities 
and social interaction. Anticipatory guidance 
is given to the patient’s parents regarding 
good parenting practices. Risk factor prob-
lems are identified and interventions 
are discussed. Medically appropriate lab 
tests are ordered.  

  

  99385    Initial comprehensive preventive 
medicine  evaluation and management of 
an individual including an age and gender 
appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, new patient; 
18-39 years 

 Work Value: 1.53  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 28-year-old female presents to the office 
for the first time for a complete health 
evaluation and physical exam. Her complete 
past medical, family, and social history is 
reviewed. A complete review of systems is 
completed. A complete physical is performed, 
which includes a pelvic exam, Pap smear, 
breast exam, and blood pressure check. 
Counseling is provided regarding diet and 
exercise, substance use, sexual activity, and 
dental health. Risk factors are identified and 
interventions are discussed. Medically appro-
priate lab tests are ordered.  

  

  99386    Initial comprehensive preventive 
medicine  evaluation and management of 
an individual including an age and gender 
appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, new patient; 
40-64 years 

 Work Value: 1.88  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 52-year-old female presents to the office 
for the first time for a complete health 
evaluation and physical exam. Her complete 
past medical, family, and social history is 
reviewed. A complete review of systems is 
completed. A complete physical is performed, 
which includes a pelvic exam, Pap smear, 
breast exam, digital rectal exam, and blood 
pressure check. Counseling is provided 
regarding diet and exercise, sexual activity, 
and dental health. Risk factors are identified 
and interventions are discussed. Medically 
appropriate lab tests are ordered.  

  

  99387    Initial comprehensive preventive 
medicine  evaluation and management of 
an individual including an age and gender 
appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, new patient; 
65 years and older 

 Work Value: 2.06  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 70-year-old female presents to the office 
for the first time for a complete health 
evaluation and physical exam. Her complete 
past medical, family, and social history is 
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reviewed. A complete review of systems is 
completed. A complete physical is performed, 
which includes a pelvic exam, Pap smear, 
breast exam, digital rectal exam, and blood 
pressure check. Counseling is provided 
regarding diet and exercise, injury preven-
tion, and dental health. Risk factors are 
identified and interventions are discussed. 
Medically appropriate lab tests are ordered.  

  

  Established Patient 
 99391    Periodic comprehensive preventive 

medicine  reevaluation and management 
of an individual including an age and gen-
der appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, established patient; 
infant (age younger than 1 year) 

 Work Value: 1.02  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, May 05: 1, Aug 05: 15; 
   CPT Changes: An Insider’s View  2002 

 Clinical Example 
 A 6-month-old female, established patient, is 
brought in by her mother for health supervi-
sion and evaluation. Her interval past medi-
cal, family, social, and religious, and cultural 
history is reviewed. A complete review of 
systems is done. A complete physical is per-
formed. Growth, development, and behavior 
are assessed. Immunizations are reviewed. 
Anticipatory guidance is given to the parents 
regarding the prevention of injuries, good 
parenting practices, nutrition, and sleep prac-
tices. Risk factors are identified and interven-
tions are discussed. 

 Preservice 
 Preservice work includes reviewing the 
patient’s chart. 

 Intraservice 
 Intraservice work includes obtaining a com-
prehensive history; performing a compre-
hensive exam; taking growth measurements; 
performing a sensory screening; performing 

a developmental/behavioral assessment; 
identifying risk factors and discussing inter-
ventions; providing anticipatory guidance to 
the extent that it has not been given in previ-
ous visits; and ordering medically necessary 
lab tests and immunizations. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99392    Periodic comprehensive preventive 
medicine  reevaluation and management 
of an individual including an age and gen-
der appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, established patient; 
early childhood (age 1 through 4 years) 

 Work Value: 1.19  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A woman brings her healthy 3-year-old son, 
established patient, to the office for health 
supervision and evaluation. His interval past 
medical, family, social, religious, and cul-
tural history is reviewed. A complete review 
of systems is done. A complete physical is 
performed. Speech and blood pressure are 
checked. Growth, development, and behavior 
are assessed. Immunizations are reviewed. 
Anticipatory guidance is given to the parents 
regarding prevention of injuries in this age 
group, good parenting practices, nutrition, 
discipline, and dental care. Risk factors are 
identified and interventions are discussed. 
Medically appropriate lab tests are done. 

 Preservice 
 Preservice work includes reviewing the 
patient’s chart. 
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 Intraservice 
 Intraservice work includes obtaining a 
comprehensive history; performing a 
comprehensive exam; taking growth mea-
surements; performing a sensory screening; 
performing a developmental/behavioral 
assessment; identifying risk factors and dis-
cussing interventions; providing anticipatory 
guidance to the extent that it has not been 
given in previous visits; and ordering medi-
cally necessary lab tests and immunizations. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99393    Periodic comprehensive preventive 
medicine  reevaluation and management 
of an individual including an age and gen-
der appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, established patient; 
late childhood (age 5 through 11 years) 

 Work Value: 1.19  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 9-year-old male, established patient, 
presents to the office for health supervision 
and evaluation. His interval past medical, 
family, social, religious, and cultural his-
tory is reviewed. A complete physical is 
performed. Speech and blood pressure are 
checked. Growth, development, and behavior 
are assessed. Immunizations are reviewed. 
Anticipatory guidance is given to the child 
regarding good health habits and self-care. 
Anticipatory guidance is given to the parents 
about good parenting practices. Risk factors 
are identified and interventions are discussed. 
Medically appropriate lab tests are ordered. 

 Preservice 
 Preservice work includes reviewing the 
patient’s chart. 

 Intraservice 
 Intraservice work includes obtaining a com-
prehensive history; performing a compre-
hensive exam; taking growth measurements; 
performing a sensory screening; performing 
a developmental/behavioral assessment; iden-
tifying risk factors and discussing interven-
tions; providing anticipatory guidance to the 
extent that it has not been given in previous 
visits; and ordering medically necessary lab 
tests and immunizations. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99394    Periodic comprehensive preventive 
medicine  reevaluation and management 
of an individual including an age and gen-
der appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, established patient; 
adolescent (age 12 through 17 years) 

 Work Value: 1.36  //  Global Period: XXX 
    CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 16-year-old female, established patient 
presents to the office for health supervision 
and evaluation. Her interval past medical, 
family, social, religious, and cultural history 
is reviewed. A complete review of systems is 
completed. A complete physical is performed 
and speech, blood pressure, and fitness are 
checked. A scoliosis screen and pelvic exami-
nation are performed. Growth, development, 
and behavior are assessed. Immunizations 
are reviewed. Anticipatory guidance is given 
to the patient regarding good health habits 
and self-care, including problems with drugs, 
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alcohol, and tobacco, and driving responsibly. 
Guidance also given about sexual activity and 
the importance of educational activities and 
social interaction. Anticipatory guidance is 
given to the patient’s parents regarding good 
parenting practices. Risk factor problems are 
identified and interventions are discussed. 
Medically appropriate lab tests are ordered.  

  

  99395    Periodic comprehensive preventive 
medicine  reevaluation and management 
of an individual including an age and gen-
der appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, established patient; 
18-39 years 

 Work Value: 1.36  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 28-year-old female, established patient 
presents to the office for a complete health 
evaluation and physical examination. Her 
interval past medical, family, and social 
history is reviewed. A complete review of 
systems is completed. A complete physical is 
performed, which includes a pelvic examina-
tion, Pap smear, breast exam, and blood pres-
sure check. Counseling is provided regarding 
diet and exercise, substance use, sexual 
activity, and dental health. Risk factors are 
identified and interventions are discussed. 
Medically appropriate lab tests are ordered.  

  

  99396    Periodic comprehensive preventive 
medicine  reevaluation and management 
of an individual including an age and gen-
der appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, established patient; 
40-64 years 

 Work Value: 1.53  //  Global Period: XXX 

      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 
Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 52-year-old female, established patient 
presents to the office for a complete health 
evaluation and physical exam. Her interval 
past medical, family, and social history is 
reviewed. A complete physical is performed, 
which includes a pelvic exam, Pap smear, 
breast exam, digital rectal exam, and blood 
pressure check. Counseling is provided 
regarding diet and exercise, sexual activity, 
and dental health. Risk factors are identified 
and interventions are discussed. Medically 
appropriate lab tests are ordered.  

  

  99397    Periodic comprehensive preventive 
medicine  reevaluation and management 
of an individual including an age and gen-
der appropriate history, examination, coun-
seling/anticipatory guidance/risk factor 
reduction interventions, and the ordering 
of appropriate immunization(s), laboratory/
diagnostic procedures, established patient; 
65 years and older 

 Work Value: 1.71  //  Global Period: XXX 
      CPT Assistant  Winter 91: 11, Spring 93: 14, 34, 

Spring 95: 1, Aug 97: 1, Jul 98: 9, Sep 98: 5, 
Nov 98: 3-4, May 02: 1, Aug 05: 15 

 Clinical Example 
 A 70-year-old female, established patient 
presents to the office for a complete health 
evaluation and physical exam. Her interval 
past medical, family, and social history is 
reviewed. A complete review of systems is 
completed. A complete physical is performed, 
which includes a pelvic exam, Pap smear, 
breast exam, digital rectal exam, and blood 
pressure check. Counseling is provided 
regarding diet and exercise, injury preven-
tion, and dental health. Risk factors are 
identified and interventions are discussed. 
Medically appropriate lab tests are ordered. 
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 Coding Tip for 99381-99397  
 Codes 99381-99397 include counseling, 
anticipatory guidance, and risk factor 
reduction interventions that are provided at 
the time of the initial or periodic compre-
hensive preventive medicine examination.  

  

  Newborn Care 
 99431    History and examination  of the normal 

newborn infant, initiation of diagnostic and 
treatment programs and preparation of 
hospital records. (This code should also be 
used for birthing room deliveries.) 

 Work Value: 1.17  //  Global Period: XXX 
      CPT Assistant  Apr 97: 10, Nov 97: 9, Sep 98: 5, 

Apr 04: 14, May 05: 1 

 Clinical Example 
 A full-term newborn male is delivered to 
a 23-year-old primigravida mother. The 
mother’s and infant’s charts are reviewed, and 
a complete examination of the infant is per-
formed. The findings are reviewed with both 
parents. Issues discussed with the parents 
include feeding, circumcision, immuniza-
tions, car safety, early discharge, and utiliza-
tion of the health care system. 

 Preservice 
 Preservice work includes reviewing the charts 
of both the mother and infant. 

 Intraservice 
 Intraservice work includes obtaining a com-
prehensive history; performing a compre-
hensive examination; taking measurements; 
performing a sensory screening; ordering 
medically necessary lab tests; and reviewing 
the utilization of the health care system. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99432    Normal newborn care  in other than 
hospital or birthing room setting, includ-
ing physical examination of baby and 
conference(s) with parent(s) 

 Work Value: 1.26  //  Global Period: XXX 
      CPT Assistant  Sep 98: 5, May 99: 11, Apr 04: 14 

 Clinical Example 
 A full-term newborn female is delivered by 
a nurse midwife at home to a 20-year-old 
gravida 3 mother. Later that day, the mother 
presents the infant at the office for her first 
check-up. Prenatal, family, and social his-
tories are reviewed, and a complete exami-
nation of the infant is performed. Issues 
discussed include routine feeding, immuniza-
tions, car safety, and utilization of the health 
care system. 

 Preservice 
 Preservice work includes reviewing the charts 
of both the mother and infant. 

 Intraservice 
 Intraservice work includes obtaining a com-
prehensive history; performing a compre-
hensive examination; taking measurements; 
performing a sensory screening; ordering 
medically necessary lab tests; and reviewing 
the utilization of the health care system. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99433    Subsequent hospital care,  for the 
evaluation and management of a normal 
newborn, per day 

 Work Value: 0.62  //  Global Period: XXX 
      CPT Assistant  Sep 98: 5, Apr 03: 27 

 Clinical Example 
 A full-term newborn male is in his second 
day of his hospital stay. His general health 
status is assessed and a physical exam is 
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performed. The findings are reviewed with 
the parents. Issues discussed with the par-
ents include feeding, jaundice, circumcision, 
cord care, sleep pattern, newborn behavior, 
peeling of skin, bowel movements, crying, 
response to tactile stimulation, safety issues, 
and the parents’ needs for rest. 

 Preservice 
 Preservice work includes reviewing the 
patient’s chart. 

 Intraservice 
 Intraservice work includes obtaining a 
comprehensive interval history; performing 
a comprehensive examination; taking mea-
surements; performing a sensory screening; 
ordering medically necessary lab tests; and 
providing relevant counseling to the parents. 

 Postservice 
 Postservice work includes completing forms 
as necessary, updating the medical record, 
updating the patient record, and indicating 
the next appointment date.  

  

  99435    History and examination  of the normal 
newborn infant, including the preparation 
of medical records. (This code should only 
be used for newborns assessed and dis-
charged from the hospital or birthing room 
on the same date.) 

 Work Value: 1.50  //  Global Period: XXX 
      CPT Assistant  Sep 98: 5, Apr 04: 14 

 Clinical Example 
 A full-term newborn male is delivered to a 
28-year-old gravida 2 mother. The mother 
and infant’s charts are reviewed, and a 
complete examination of the infant is per-
formed. The findings are reviewed with both 
parents. Issues discussed with the parents 
include feeding, jaundice, circumcision, 
cord care, sleep pattern, newborn behavior, 
peeling of skin, bowel movements, crying 
response to tactile stimulation, safety issues, 
immunizations, the parents’ need for rest, 
early discharge, and utilization of the health 
care system. The infant and mother are dis-
charged from the hospital later that same day. 

Hospitalization and discharge records 
are completed. 

 Preservice 
 Preservice work includes obtaining and 
reviewing the results of diagnostic and other 
studies before the physician is present on the 
patient’s hospital unit or floor. 

 Intraservice 
 Intraservice work includes reviewing the 
mother’s and infant’s charts; obtaining a his-
tory from the parent(s) and examining the 
infant; discussing with the parents issues 
including feeding, jaundice, circumcision, 
cord care, sleep pattern, newborn behavior, 
peeling of the skin, bowel movements, cry-
ing, response to tactile stimulation, safety 
issues, immunizations, the parents’ need for 
rest, early discharge, and utilization of the 
health care system; and documenting the 
medical records and providing instructions 
for continuing care to all relevant caregivers 
while the physician is present on the patient’s 
hospital unit or floor. 

 Postservice 
 Postservice work includes providing instruc-
tions for continuing care to all relevant 
caregivers and preparing the medical records 
after the physician has left the patient’s hos-
pital unit or floor. 

 Coding Tip for 99435  
 This code is reported for discharge services 
provided to newborns admitted and dis-
charged on the same date.  

  

  99436    Attendance  at delivery (when requested 
by delivering physician) and initial stabili-
zation of newborn 

 Work Value: 1.50  //  Global Period: XXX 
      CPT Assistant  Nov 97: 9-10, Sep 98: 5, Nov 99: 

5-6, Aug 00: 3, Aug 04: 9, Nov 05: 15 

 Clinical Example 
 A physician is requested by the obstetrician 
to attend the delivery of the 37-week gesta-
tion infant whose 32-year-old mother arrived 
at the hospital with spontaneous rupture 
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of her membranes at home. The physician 
arrives at the hospital, changes into scrubs 
clothes, scrubs, and enters the delivery room 
suite. The physician commences introduc-
tions with the family, obtains the maternal 
and fetal histories from the obstetrician, 
and reviews the mother’s chart and labor 
records. Attention is then turned to the 
equipment for neonatal care. The radiant 
warmer is checked, wall oxygen turned on 
and connected to the self-inflating resuscita-
tion bag, the laryngoscope light is checked 
and an appropriate-sized blade chosen, wall 
suction is adjusted, an appropriate-sized 
endotracheal tube is chosen, and the avail-
ability of medication team who are present 
is confirmed. The physician then gowns and 
scrubs and prepares to receive the newborn 
from the obstetrician after delivery and cord 
cutting. Shortly after admission, the mother 
demonstrates the onset of vaginal bleeding 
with painful contractions associated with 
intermittent fetal tachycardia interspersed 
with deep variable deceleration. The obstetri-
cian decides on a cesarean section, which is 
done under general anesthesia. The physician 
is present during the birth of the child and 
provides any necessary assistance required 
to maintain the health of the child during 
the birthing process. The neonate is handed 
to the physician blue with a weak cry and 
a large amount of oral/nasal secretion. The 
child’s initial heart rate is 100. The child 
is dried, stimulated, and the nasopharynx 
and oropharynx are suctioned and the blow 
by oxygen provided. A visual inspection of 
the child is provided and the child appears 
consistent with 37 weeks of gestation with 
no other apparent anomalies. The 1-min-
ute Apgar score is 5 but increases to 8 by 5 
minutes. Blow by oxygen is discontinued 
at 8 minutes. The lungs are still moist but 
breath sounds are present in all lobes. The 
child begins to cry vigorously and color 
remains pink. The child is then wrapped in 
a blanket and given to the parents to hold. 
The parental concerns regarding the health 
of the newborn are addressed and any ques-
tions relating to the continuing care of the 
infant are answered. The physician completes 
the delivery room attendance, resuscitation 
record, and the Apgar form. 

 Preservice 
 Preservice work includes changing into scrub 
clothes, scrubbing hands, reviewing maternal 
prenatal and labor history, reviewing studies 
of newborn well being, preparing the radiant 
warmer, adjusting wall suction, checking the 
ambu bag, turning on wall oxygen, checking 
the laryngoscope blade and light, and ensur-
ing the availability of medications. 

 Intraservice 
 Intraservice work includes receiving the new-
born from the delivery physician, placing the 
child under the overhead warmer, drying the 
child, stimulating the child, bulb suctioning 
the nose and mouth, visually inspecting the 
child, obtaining a heart rate and respiratory 
rate, providing blow by oxygen as necessary, 
and assigning 1 and 5 minutes Apgar scores. 

 Postservice 
 Postservice work includes discussing the 
care of the child with the obstetrician or the 
delivering physician and the parents as well 
as completing the delivery room attendance 
form and the Apgar scoring sheet. 

 Coding Tip for 99436  
 Code 99436 should not be reported in 
conjunction with code 99440.  

  

  99440    Newborn resuscitation : provision of 
positive pressure ventilation and/or chest 
compressions in the presence of acute 
inadequate ventilation and/or cardiac 
output 

 Work Value: 2.93  //  Global Period: XXX 
      CPT Assistant  Summer 93: 3, Mar 96: 10, Nov 

97: 9, Sep 98: 5, Nov 99: 5-6, Aug 00: 3, Oct 03: 
3, Aug 04: 9 

 Clinical Example 
 The physician is called in to attend a cesar-
ean section delivery of a full-term multipa-
rous female with fetal bradycardia recorded 
on the monitors and meconium found in the 
amniotic fluid. An infant female is deliv-
ered with an Apgar score of 2 at 1 minute. 
Meconium is suctioned from the cords. 
Bag and mask resuscitation is applied with 
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external cardiac compressions. At 3 minutes, 
the heart rate is 120/minute and spontaneous 
respirations begin with a vigorous cry. The 
5-minute Apgar score is 9. No further resus-
citative efforts are required, and the infant is 
taken to the nursery in good condition. 

 Preservice 
 Preservice work includes reviewing chart. 

 Intraservice 
 Intraservice work includes attending the 
cesarean section delivery, resuscitating the 
newborn, providing direct care to the new-
born, and stabilizing the newborn. 

 Postservice 
 Postservice work includes updating the medical 
record and communicating with the parents.   
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