
T
he documentation and coding requirements of
neurology practice present a number of obstacles
that keep us from receiving the reimbursements
we’re entitled to. Although many professions
experience a delay between the time that service

is rendered and payment is received, medical practice under
the third-party payer system is particularly frustrating because
there’s no guarantee that we’ll actually receive payment. One
little coding error can make a claim for even a routine proce-
dure disappear into oblivion.

The coding procedures often seem Byzantine, arbitrary and

at times just plain unfair. Because insurers have no incentive to
simplify the reimbursement procedure for physicians—the
longer a claim takes to process, the longer they can withhold
payment—any improvements in the process must come from
us. As third-party reimbursement rates continue to erode, neu-
rology practices need to be more efficient at coding and billing
to ensure that claims don’t slip through the cracks.

As practitioners dedicated to understanding the complexi-
ties of the brain and nervous system, surely we are capable of
mastering the tedious but necessary work of insurance docu-
mentation and coding. In fact, reading the ICD-9 or CPT

July  2005 Practical Neurology 51

             



coding requirements is a bit like reading an EEG: in both,
we’re provided an enormous amount of data and required to
extract a few salient pieces of actionable information. Buried
somewhere in all that data is the path we need to follow to
reach our goal. For a reimbursement to successfully reach your
office, you and your billing staff must navigate a series pitfalls,
wrong turns, dead ends, and adversaries through a landscape
that is constantly changing. Here’s help finding the right path.

Advance Planning
Developing effective billing procedures is a team effort that
requires the full participation of everyone in the practice,
including (and especially) you. Avoid the temptation to hand
over most of the responsibilities to your billing staff. Too often,
physicians believe that these responsibilities are “beneath
them” and tend to delegate too much and intervene too infre-
quently to fight denied claims. If you do, you may be short-
changing yourself. For those in private practice, mistakes and
omissions reduce your compensation directly. The more
involved you become in the billing process, the more likely
you’ll be to earn the reimbursements you deserve.

To make sure everyone in the practice is on the same page,
spell out each person's responsibilities: receptionist, nurse(s),
billing/administrative staff, and physician. Who collects the
insurance data? Who contacts the referring physician? Who
prepares and submits the claim? Who files the paperwork for
preauthorizations? Who gets on the phone with insurers when
a claim is denied? If everyone involved is aware of the entire
process rather than just focusing on their individual responsi-
bilities, it will prevent the temptation among the staff to “pass
the buck” and expect another person to rectify problems when
they arise.

The front office staff play a vital role in collecting and doc-
umenting information that will help streamline the process
and avoid errors of omission. At our practice, the receptionist
gathers the insurance information from the referring physician

and gets a copy of the insurance card (front and
back) when the patient arrives. The billing

staff calls the insurance company even
before the patient’s first visit to ver-

ify insurance and ask about the
deductibles. We will inform the

patient of their deductible
responsibilities prior to their
appointment. 

After the visit, the billing
staff checks the

diagnosis code
or helps find
the proper

code, then prepares and submits the claims. The billing staff
also is responsible for looking at each explanation of benefits
that arrives with or without payment each day, then will call
the insurance company to determine the reason for denial and
ask what process needs to be followed to reprocess the claim.
Often, a copy of the results of a diagnostic study will need to
be sent along with the new claim. For example, we frequently
send copies of the EMG/NCS with even the first claim as we
have found that this improves the likelihood of reimburse-
ment.

In most neurology practices, the vast majority of cases seen
are referrals. There are a number of things you can do prior to
the exam to make sure that the paperwork involved for
referred patients goes smoothly. 

First, make sure your practice has received the proper insur-
ance information, including the policy and group number, and
whether the patient is the policy-holder or a dependent. To
prevent transcription errors and omissions, we always ask the
referring physician to fax a copy of the patient’s insurance card.
We also ask for a home telephone number so that the patient
may be reached in case of insurance termination or change.

We require each patient to have a referral from his or her
primary care provider even if this isn’t a requirement of the
insurer. This avoids unbillable claims due to missing referrals,
and allows us to collect and verify insurance information prior
to the visit. Since your office will need to be in contact with
the referring physician anyway after the patient visit to send a
letter summarizing what transpires, it helps to make contact
with the other office before the exam takes place. Have a mem-
ber of your staff ask the PCP to send a referral, a copy of the
patient’s insurance card, a letter summarizing the history and
specifying the nature of the chief complaint, and a list of the
patient’s current medications. It’s good to get in the habit of
personally double-checking the charts of each day’s scheduled
patients every morning to make sure the above has been done.

We collect copays before the patient is seen, immediately
upon arrival,  unless it is a percentage of the office visit, in
which my staff writes “check-out after visit” on the folder to
remind me that I have to send the patient to the receptionist.
When patients complain about paying copay before the serv-
ice, I ask my staff to gently remind them that this is the agree-
ment the insurance company has made with the physician
when we agreed to the managed service contracts. We’re sim-
ply abiding by the requirements of their insurance policy.

Be sure to obtain prior authorization for any procedure
expected to take place during the visit. If the procedure is off-
label or investigational, fax the insurer a copy of a recent arti-
cle explaining the diagnostic or therapeutic benefit and even
national guidelines from an organization such as the AAN that
include the procedure as standard of care. Insurers are most
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responsive to arguments couched in dollars-and-cents terms, so
try to explain any cost savings that may be had. If having the
patient undergo the procedure now could prevent a more cost-
ly outcome later (for example, IVIg to prevent MS relapse),
explain both the medical necessity and the financial impact.
Also, since Medicare tends to be more generous than many pri-
vate insurers in the procedures it covers, it sometimes helps to
use that as a rationale.

Better E/M Documentation
Few tasks in medical billing are as onerous as the E/M docu-
mentation requirements. To insurers, the mantra is “if it’s not
in the chart, it didn’t occur.” Although you’re no doubt famil-
iar with this multifaceted system, periodically reviewing the
various components is worthwhile, especially with your billing
and front office staff. We must continually refine our approach
to chart documentation to accurately convey what took place
without bogging down in unnecessary information. Make sure
that everyone in your practice has at least a basic understand-
ing of the E/R requirements summarized below.

Four elements of the patient encounter need to be docu-
mented for E/M visits: 

(1) Is this a new patient or an established patient?
(2) Did the patient encounter take place in an inpatient or

outpatient setting?
(3) Is the consultation a one-time visit or confirming/sec-

ond opinion?
(4) What level of service was rendered?
The first three are fairly simple to answer, but the fourth is

quite convoluted and will no doubt require the most effort to
accurately determine and justify with proper documentation.
The criteria for level of service are a bit like Russian nesting
dolls: look inside one and more often than not you’ll find that
it contains many smaller pieces.

There are four categories to choose from for level of service:
straightforward, low, moderate, and high. To select the appro-
priate level, you must consider these seven components of the
exam: (1) history, (2) examination, (3) medical decision mak-
ing, (4) counseling, (5) coordination of care, (6) nature of the
presenting problem, and (7) time spent with the patient. 

The first three are the key components used in determining
the level of services. Each E/M code specifies the level of these
three components that must be met for that code. Items 4-7
are contributory but less critical. 

Let’s look more closely at the key components used to deter-
mine the level of service: history, exam, and medical decision
making.

1. History. First, based on your clinical judgment of the
nature of the presenting illness or problem and the extent of the
review of systems, determine whether the extent of patient histo-

ry obtained should be classified as problem-focused, expanded
problem-focused, detailed or comprehensive. Below are the ele-
ments of the history that must be recorded for each classification:

Problem focused history: chief complaint and brief history of
present illness (HPI) or problem. A brief HPI includes up to
three of the following elements: location, quality, severity,
duration, timing, context, modifying factors, associated signs
and symptoms. An extended HPI includes four or more.

Expanded problem focused history: chief complaint; brief his-
tory of present illness or problem; problem-pertinent system
review.

Detailed history: chief complaint; extended history of pres-
ent illness or problem; problem-pertinent system review
extended to include a review of a few additional systems; per-
tinent past, family, and/or social history directly related to the
current problem.

Comprehensive history: chief complaint; extended history of
present illness or problem; comprehensive review of systems;
complete past, family, and social history.

2. Exam. Next, determine how extensive the examination
was, using the same four categories as for the history.
Definitions are as follows:

Problem focused exam: a limited examination of the affected
area.

Expanded problem focused exam: a limited examination of
the affected area and other symptomatic area/systems.

Detailed exam: an extended examination of the affected area
and other symptomatic area/systems.

Comprehensive exam: a general multisystem examination or
a complete examination of a single organ system.

3. Medical decision making. Finally, determine the com-
plexity of medical decision-making (MDM) involved in the
patient encounter. MDM is a function of the number of diag-
noses involved, the complexity of the data review, and the risks
of morbidity and mortality in the case. As with the history and
exam, this component has four levels to choose from. However,
this time the terms are different: straightforward, low, moder-
ate or high. Note that for any level of MDM only two of the
three elements listed need to be met. Also note that if a new
diagnosis is addressed, the visit should be bumped up a level.
Criteria for each MDM level are below.

Straightforward MDM: minimal number of diagnoses or
management decisions; minimal or no data reviewed; minimal
risk of complications, morbidity or mortality.

Low MDM: limited number of diagnoses or management
decisions; limited data reviewed; low risk of complications,
morbidity or mortality.

Moderate MDM: multiple number of diagnoses or manage-
ment decisions; moderate data reviewed; moderate risk of com-
plications, morbidity or mortality.
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High MDM: extensive number of diagnoses or management
decisions; extensive data reviewed; high risk of complications,
morbidity or mortality.

In general, the consultative codes and new patient codes
require all three of the key components, but established and
follow-up codes require just two of the three components to be
met. For example, when a new patient is seen in the office, to
code a high level of service (99205) all three of the following
must be met: (1) a comprehensive history, (2) a comprehensive
medical examination, and (3) medical decision making of high
complexity However, the next time you see the patient, a high-
complexity, established-patient follow-up requires only two of
those three components.

Component 6, the nature of the presenting problem, has
five possible classifications: 

Minimal: a problem that may not require physician involve-
ment but care is given under physician supervision.

Limited: a problem that runs a definite and prescribed
course and is transient in nature or has a good prognosis with
management/compliance.

Low: a problem where the risk of morbidity without treat-
ment is low; there is little to no risk of mortality; full recovery
is expected.

Moderate: a problem where the risk of morbidity/mortality
without treatment is moderate and has an either an uncertain
prognosis or increased probability of prolonged functional
impairment.

High: a problem where the risk of morbidity/mortality
without treatment is high to extreme or there is a high proba-
bility of severe, prolonged functional impairment. 

Components 4, 5 and 7 of level of service (counseling, coor-
dination of care, and time) offer an alternative method of doc-
umenting the level of patient encounter. If greater than 50 per-
cent of the time of the total patient encounter was devoted to
patient counseling and/or coordination of care, document the
number of minutes spent face-to-face with the patient and/or
caregiver and the nature of the counseling and/or coordination
of care.

Although billing based on time may be enticing because of
its greater simplicity, it is usually not advisable. Since only time
spent face-to-face can be included but not pre- and post-visit
time, it is difficult to bill based on time. I would recommend
only using it when a prolonged period has been spent which
includes counseling and other E/M services. 

For example, you may see an established patient who has
now met the criteria for MS. If you spend more than 30 min-
utes with that visit (explaining diagnosis, prognosis, treatment
options, etc.) you may use a time E/M service code. If that MS
patient visit only meets the criteria for moderate follow-up visit
(99214) Medicare allows $75.27 while the time spent (e.g., 45

minutes –99354) is allowed $92.89. However, you must
remember to document the exact time of the start of the visit
and the exact time you leave the room. The time with the
patient must be continuous and the exam, nature of counsel-
ing and educating must be documented.

Avoiding Coding Errors
Of course, despite the best laid plans, snafus will sometimes
occur. Here are a few of the most common mistakes to avoid:

• Justify concurrent procedures. If procedures are per-
formed at the visit in addition to E/M, it must be made clear
in chart that the consultation is done independent of the test-
ing. The note must clearly show the need for the test; giving a
differential diagnosis should help. In our office, a copy of the
note and copy of the test results are sent with every commer-
cial insurance claim—even before it is rejected. Medicare and
Blue Cross do not want any documentation unless asked for.

• Don’t undercode! Be sure that you are aware of how many
digits are required for each code; some require three and others
all five. Using insufficient coding (not enough digits) increases
the likelihood of claim rejection. For instance, narcolepsy (code
347) now requires five digits: 347.00 is narcolepsy without cat-
aplexy and 347.01 narcolepsy with cataplexy. Submitting a
claim with just 347 will likely result in rejection. This is a good
example of why neurologists should code (or at least oversee)
their own claims. A billing assistant will not have enough back-
ground in the subject matter to make the subtle distinctions
necessary to code to the highest level of specificity. If you
undercode, you underbill. It’s as simple as that.

• Symptoms vs. syndromes. With some insurance policies,
the symptoms codes (780-789) may not be reimbursed when
used incorrectly. There are different codes for symptoms and
diseases. For instance, headache as a symptom is 784.0 while
migraine as a diagnosis is one of the codes in the range 346.00-
346.91. If the diagnosis is clear, use the appropriate code for
the disease or syndrome.

• Avoid duplicate billing. Automatic resubmission of
unpaid claims by your billing software will lead to duplicate
billing. One common reason for procedure claims denial is sep-
arately billing for supplies, medications or anesthetics used in
conjunction with the procedure. In some instances, these ancil-
lary supplies are part of the CPT code for the procedure itself,
such as lidocaine use in lumbar puncture. If you bill the lido-
caine separately, the entire claim will be rejected, not just the
second billing of the anesthetic. Be sure to keep up to date on
which items are bundled in to procedures and which are sepa-
rate. It’s much better to code correctly the first time and pre-
vent denied claims than perpetually resubmitting the claim.
That only creates additional work and delays reimbursement.

• Look for patterns. Make sure your billing staff looks for
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Much Ado about Modifiers
CPT coding for procedures can be just as complicated as E/M diagnostic codes. Be sure that your staff
is well-versed in the CPT requirements for whichever procedures are common in your practice. Among the
most common procedures are sleep studies, nerve conduction studies, EMG, EEG, evoked potentials,
lumbar puncture, neuromuscular junction testing and Botox injection. 

One especially confusing are concerns the use of modifiers—extensions to the CPT codes that detail
special circumstances and often allow for additional claims to be billed. Used correctly, modifiers can also
minimize the amount of supporting documentation needed for a CPT claim. Used incorrectly, misplaced
modifiers can quickly lead to claims denials. 

Modifier 25 is used when an E/M code and a procedural code are used on the same day. For example,
if a high new in-patient consultation (99251) and a lumbar puncture (62270) are done on the same day,
both codes should have the 25 modifiers.

Modifier 26 is used when only the professional component of a study is being billed. For example, EEGs
(95819) done at the hospital should have the 26 extender since the hospital owns the equipment and will
be billing for the technical component. When the EEG equipment is owned by the interpreting physician,
use the 95819 code without a modifier. The reimbursement then will be a global fee that encompasses
both technical and professional components.

Modifier 50 is used when procedures are performed bilaterally, such as bilateral SI joint injections
(27096). This is not to be used with procedures in which the codes already specify that the studies are to
be performed on bilateral sides or multiple sites, such as 95860 (needle EMG on one extremity) and 95861
(needle EMG on two extremities).

Modifier 51 is used when two procedures are performed on the same day, such as lumbar puncture and
NCV on a patient with suspected Guillian-Barre. Oddly, Medicare claims that there is only one occipital
nerve anatomically, so bilateral occipital nerve blocks must be billed with a 51 modifier rather than a 50. 

Other modifiers common in neurology include 22-unusual procedural services (used when procedure
time is extended beyond the customary amount), 52-reduced services (when less time than usual is devot-
ed to a procedure, or it has been eliminated at the physician’s discretion), 53-discontinued procedures
(when the physician decides to terminate a procedure after it has begun), 59-distinct procedural service
(to prevent accusations of double-billing when two similar procedures are performed on the same patient
on the same day) and 99-multiple modifiers.

patterns of denied claims. If one insurer consistently turns
down the same claim over and over, your biller needs to explain
that to the physician involved so that the problem can be
solved. Either the approach to coding is incorrect or the insur-
er does not consider the claim worthy of reimbursement and
needs to be educated about its medical necessity. If you are
unable to correct the problem, the practice needs to inform
patients with policies from that particular insurer that they
may be personally responsible for payment.

• Keep up with the times. Everyone in the practice needs
to keep his or her documentation and coding skills up to date.
The ICD-9 codes are updated annually, as are a number of
Medicare coding requirements. Many educational opportuni-
ties are given by insurers such as Medicare and Blue Cross that
you and your staff should take advantage of. A small invest-

ment in continuing education of your staff pays dividends for
the practice.

The Devil’s in the Details
With a system this complex, it’s easy to see why third-party
claims so often go unpaid, or at least under-paid. Our profes-
sional societies such as the AMA and AAN are continually lob-
bying for simplifications to the billing process and more equi-
table reimbursements. In the meantime, a little extra effort and
diligent attention to detail can prevent a lot of problems before
the claim ever leaves your office.  PN
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