Rules for documentation:

♦ ICD9 codes may not be included on a claim if they are not documented accurately in the chart.

♦ Diagnoses must be stated definitively.  “Rule out” and questionable diagnoses are not valid for billing purposes in an ambulatory record.

♦ The “Problem List” does not provide adequate documentation to support codes on the claim form. All diagnoses must be recorded in the dated notes for the day of the patient’s visit. 
♦ All notes must be dated and signed by the provider. The patient name and date of service must be printed on each page of the patient chart.

♦ Providers must include their clinical credentials (M.D., N.P. etc) with their signatures.

♦ Notes must be legible, using standard abbreviations and nomenclature.

