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AAPC Salary Survey

There’s strength in numbers. 
Know your worth. 
Take a few minutes to help your friends — you included.  
Help ensure fair pay for all.
It’s time again for us to gather information for our annual salary survey. Your input is used for our 
comprehensive salary report as well as our Salary Survey Calculator, keeping employers and employees up 
to date on appropriate compensation and variances from region to region. 

In the end, it’s about members helping members. �e data you provide helps ensure that across the 
country, people in our profession are getting fair pay by industry standards. As you know, we earn it.

Scan the QR code to complete the survey.
Your time is greatly appreciated.  
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 LETTER FROM THE CEO

Failures of the past, fears of the future, and distractions of the present 
often become roadblocks to our personal and professional growth. 

How can we let go of these productivity zappers? 

Use Your Brain
Jill Bolte Taylor, PhD, is a neuroanatomist and brain scientist who lost 
the ability to speak, understand language, and engage in analytical 
thinking after experiencing a stroke in the left hemisphere of her brain. 

The left side of the brain operates like a serial computer, processing 
one instruction after another, and controls analysis, logic, ideas, facts, 
math, and training. The right side of the brain controls creativity, 
intuition, art, creation, feeling, and imagination, and is capable of 
parallel processing with multiple instructions simultaneously. 

Thinking predominately with the right hemisphere of her brain, 
Dr. Taylor had no recollection of the past or concern for the future. 
Without the sequential “noise” from her left brain, she felt immense 
peace and connectedness with herself and the world around her.

Count to 90
After a lengthy recovery, Dr. Taylor regained the full use of her brain, 
but she realized through her experience that the brain has the power 
to choose what information it filters and analyzes and what it casts 
aside as unimportant. According to Dr. Taylor, the more we step into 
the present moment, the more peaceful we will be. Too often, she 
says, we allow elements of our environment to affect us much longer 
than they should. 

When a person has a reaction to something in their environment, 
there’s a 90-second chemical process that happens in the body. After 
that, any remaining emotional response is just the person choosing 
to stay in that emotional loop. They are choosing to stay mad, emo-
tional, and responsive to the stimulus, which is now likely in the past.

Let It Go
This is a powerful message that resonates with the teachings of 
Buddhism and something called “monkey mind,” which is the rest-
less, incessant chatter and movement of the mind from one thought 
to the next. It’s a state of mental agitation and distraction, when our 
thoughts are in flux and our minds are filled with worry, doubt, fear, 
and an array of distractions. 

There are several techniques for calming monkey mind. In the 
article “Monkey Mind: Shifting the Habit of Feeling Distracted 
Throughout the Day,” author Leo Babauta (https://zenhabits.net) explains 
that our brains naturally jump from one thought to the next, so the 
first step is to not berate yourself when your mind wanders. When 
you lose your train of thought, gently encourage it to come back. 
Babauta also recommends meditation, removing distractions from 
your workspace, and remembering to pause now and again. Put these 
techniques into practice and see what being more present does for 
you.

“The future depends on what we do in the present.”  
         — Mahatma Gandhi

Until next time,

Bevan Erickson
AAPC CEO

Live in  
the Present

“Too often we allow elements 
of our environment to affect us 

much longer than they should.”

https://www.aapc.com
http://www.aapc.com/blog
https://zenhabits.net/monkey/
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When you advertise in 
Healthcare Business Monthly, 
you’ll reach the largest and 
most engaged audience 
of medical coders, billers, 
auditors, compliance officers, 
and practice managers 
anywhere on the planet! 

HBM reaches more than  
237,000 AAPC members 
every month who read both 
the proprietary content in real 
time and archived past issues 
as a valuable reference.
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I  was 50 when I decided to change careers. I was a stay-at-home 
mom until my kids went off to college. As they took charge 

of their lives, I thought I had better take charge of my own, 
too. With so much free time, I decided to go back to school to 
refresh my work skills and then jump back into the work force.

When I thought about what I wanted to do, I decided on 
a career in the medical front office. I had previously been an 
office manager and receptionist at a medical clinic, and I 
loved working with and caring for patients. I also enjoyed the 
documentation and organizational skills that are required in 
the office setting.

Making the Grade
I pursued the Medical Assistant program at Clackamas 
Community College (CCC), which was a fantastic experi-
ence. I learned many clinical and front office skills such as 
soft skills in patient interactions and the importance of proper 
documentation. I also learned basic insurance billing and 
medical coding, which further cemented my career goals. 
And, after taking a front office administration class, I knew 
for sure that I wanted to work in that setting facilitating 

patient care and managing the revenue stream. I completed 
the program and achieved my first national certification.

I then began my studies with AAPC. Once I earned my 
Certified Professional Biller (CPB™) and Certified Professional 
Coder (CPC®) credentials, I was able to review chart notes and 
coding. With my education in place, I was hired as an office 
manager in a small clinic where I put all my training and 
knowledge into practice. I scheduled and registered patients. 
I verified insurance benefits and performed the billing for all 
office claims. I managed the revenue cycle by applying claim 
payments, as well as tracking unpaid claims and writing 
appeals. When I won my first appeal, my provider bought 
sparkling apple cider for us to celebrate!

Teaching Others
During this time, I was also hired as a part-time instructor 
at CCC in the same Medical Assistant program I had taken, 
teaching the front office class. I loved where I was in my career: 
Teaching students and working in a medical clinic. I loved 
my new careers so much that I thought I could help others 
pursue their dream careers, too. I enlisted my supervisor, who 
mentored my creation of the Medical Billing and Coding 
program at CCC, and I had the support of many angels on 
my journey. I established the program in 2020 and became a 
certified AAPC instructor.

Learning More
I completed my Health Information Technology Certified 
Manager for Physician Practice training this year to cement 
my overall knowledge of technology in clinical offices. I am 
currently taking AAPC’s auditing training and I am excited 
to expand my knowledge further, as well as create more op-
portunities for my students.

We all spend 50 percent of our waking hours at work, so 
enjoy it. My advice to other professionals is to do more of what 
makes you happy. If you are looking for a career change or to 
grow your career, don’t let anything stop you. 

#iamaapc

Cindy Garner,  
CPC, CPB, CPC-I,  
CMA-AAMA, HITCM-PP

 I AM AAPC

#iamaapc#iamaapc
We want to feature you in Healthcare Business Monthly! Tell us in 350 to 500 words 
why you became a member of AAPC, how your AAPC credentials have helped you 
in your career, and the best part of being an AAPC member. Send your story and a 
digital photo of yourself to iamaapc@aapc.com.

https://www.aapc.com
http://www.aapc.com/blog
https://www.aapc.com/certification/cpb/
https://www.aapc.com/certifications/cpc
mailto:iamaapc@aapc.com


8	 Healthcare Business Monthly

adobestock / dizain

■ MEMBER BENEFIT

AAPC membership gives you access to a host of benefits, including a 
member orientation meeting to provide you with a roadmap of all 

AAPC has to offer. The virtual new-member orientation meetings are 
held once every quarter. You should receive an email invitation with 
a link to the meeting; the meetings are also promoted via AAPC’s 
member newsletter and local chapters.

Meeting Agenda
The orientation begins with an overview of AAPC and then delves 
into navigating member benefits, including:

•	 Healthcare Business Monthly magazine;
•	 Four free webinars;
•	 Local chapter membership;
•	 Member professional development library (where you can 

spend your 25 free vouchers on on-demand professional 
development courses);

•	 Online forums;
•	 Savings center (where you can find free and low-cost 

resources for continuing education units (CEUs); discounts 
on code books; and deals on insurance, entertainment, 
dining, and travel);

•	 Mentorship program; and
•	 Much more!
Additionally, the meeting covers resources to jump-start your 

career, the value of joining the mentorship program and your local 
chapter, insights into the coding industry, and medical coding job 
listings. All aspects of becoming certified are explored, plus op-
portunities for AAPC education and training, including conferences, 
workshops, webinars, local chapter events, and virtual career fairs. 
Each meeting wraps up with a question-and-answer session. 

New-Member

Starts You on the Right Track

The value of new 
membership starts with 
this informative meeting.

“Thank you for the very helpful 
information! I just recently passed the 
CPC® exam and had some questions, 

but they all got answered!”

“Informative introduction for me  
with great resources, thank you!”
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BLOG ■

If you have news or know-how that can benefit other healthcare business 
professionals, share it with AAPC’s over 237,000 members by becoming an 
author for Healthcare Business Monthly or AAPC's Knowledge Center blog. 

You don’t have to be an experienced writer; our editors will work with you to 
translate your ideas to the page and screen. Write what you know about a 
coding, billing, auditing, compliance, or practice management topic.

Along with the satisfaction of helping your peers, authoring an article is a great way to raise 
your professional profile. And, it can earn you continuing education units (CEUs) to support your 
AAPC credentials.

Get Published 
and Earn CEUs 
Healthcare Business Monthly accepts article submissions 
from AAPC members and other industry experts. 

Go here for CEU information and writing tips. 

Submit your article via our website. 
Go here (www.aapc.com/medical-coding-education/help/#tab-3) for CEU information and writing tips.

Submit your article via our website (https://www.aapc.com/publications/healthcare-business-monthly/contribute.aspx).

AMA Posts CPT® Codes for Early Release
The American Medical Association (AMA) posted a CPT® early 
release documentation, June 30, for Category I immunization codes, 
Category III codes, and proprietary laboratory analyses (PLA) codes. 
These code changes will be included in the CPT® 2024 code set but 
have various effective dates. Here’s what you need to know.

According to the documentation posted on the AMA website, the 
most recent changes to the CPT® PLA codes are as follows:

•	 Revision of seven codes (0269U, 0271U, 0272U, 0274U, 
0277U, 0278U, 0362U), deletion of four codes (0066U, 0357U, 
0386U, 0397U), and addition of 18 codes (0402U–0419U) 

•	 Addition of duplicate PLA test symbol and parenthetical 
note to code 0345U 

•	 Addition of the term “quantitative” to the code descriptor for 
code 0389U

•	 Correction of abbreviation CAD to CHD for coronary heart 
disease in the descriptor for code 0401U

These changes go into effect Oct. 1 of this year. Before using the 
new codes, however, verify that the payer is prepared to accept them.
For the most recent changes for immunization vaccine codes and 
Category III code additions, read the rest of this story at www.aapc.com/
blog. 

OIG Final Rule Determines  
Penalties for Information Blocking
On June 27, the Department of Health and Human Services (HHS) 
Office of Inspector General (OIG) posted its final rule implementing 
penalties for information blocking. The final rule establishes the 
statutory penalties created by the 2016 21st Century Cures Act, which 
made sharing electronic health information the expected norm in 
healthcare.

This final rule amends the civil money penalty (CMP) regulations 
of the OIG to:

•	 Incorporate new CMP authority for information blocking;
•	 Impose CMPs, assessments, and exclusions upon individuals 

and entities that engage in fraud and other misconduct 
related to HHS grants, contracts, and other agreements; and

•	 Increase the maximum penalties for certain CMP violations.

The final rule, effective Aug. 2, does not include new requirements 
for what constitutes information blocking. To learn more, read the 
rest of this story at www.aapc.com/blog. 

https://www.aapc.com
http://www.aapc.com/blog
www.aapc.com/medical-coding-education/help/#tab-3
https://www.aapc.com/publications/healthcare-business-monthly/contribute.aspx
http://www.aapc.com/blog
http://www.aapc.com/blog
http://www.aapc.com/blog
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■ AAPC CHAPTER ASSOCIATION
By Lee Fifield, BS

This year’s Member Maynia (formerly, May MAYnia) was a great 
success. Chapters were able to showcase their talent with different 

themes for each event. Themes ranged from a Hawaiian luau to the 
Roaring ’20s. The Chennai local chapter even hosted a hybrid event, 
with more than 1,000 members participating via Zoom. A huge 
thank you goes out to everyone who made each and every Member 
Maynia event entertaining and rewarding.

Back in Action
Randi Schneider Goldberg reflected the thoughts of many chapters 
saying, “Member Maynia has arrived — finally live! — in Garden 
City, New York.

Officer Rhonda Starker from the Stockbridge, Georgia chapter 
noted their event was the “largest attendance for an in-person meet-
ing since February 2020.”

“We were very happy to connect and engage with chapter members 
in person after years,” the Chennai chapter added.

Nina Carr Da Silva from the Long Beach Torrance, California 
chapter enthused, “It was great to be able to get together once again. A 
small group, but lots of fun, prizes, giveaways, and good food. I think 
we all had a great time.”

An Enthusiastic Turnout
Event attendees were excited to participate in the fun, education, and 
social connection with their fellow chapter members. Attendees from 
the Kirkland, Washington chapter said, “The event was fantastic and 
put together really well,” and, “This was the first Member Maynia I’ve 
attended, and it was awesome!”

Montgomery, Alabama wished to thank their wonderful speakers 
Dr. Vanosia Faison and Dr. Aaron Schaffner for imparting their 
knowledge on internal medicine, while Stephanie Krasley Kaleycik 
from the Allentown, Pennsylvania chapter praised the amazing 
turnout for their three speakers. Great presentations, breakfast, a full 
coffee and tea bar, and 20 raffles made it a great morning for all in the 
Keystone State who attended.

Gainesville, Georgia chapter members had an incredible time at 
their Roaring ’20s themed Member Maynia event. Great costumes 
from the Jazz Age provided a stylish background to speaker Annette 
Baker’s presentation on HCC coding.

Officer Lakeisha Thomas from the Leonardtown/Southern 
Maryland chapter said, “Our Member Maynia celebration was 
magnificent!”

Catching Member Maynia
Attendees went crazy for this year’s local chapter events in May.

Event attendees 
were excited to 

participate in the 
fun, education, and 

social connection 
with their fellow 

chapter members.
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Member Maynia

Game Day
The Forth Worth, Texas local chapter played “Catch a Code,” where 
coding round tables were hosted by officers and volunteers. “We 
learned a lot, ate well, and of course, our members also got to go home 
with some awesome giveaways, which they had to go fishing for!” 
said officer Gigi Longino de Groot. “I’d like to thank our officers and 
volunteers for all of their help.”

The Albany, Georgia chapter’s event drew more than 60 attendees. 
They performed “The Life of a Claim” and played Kahoot for prizes.

Jacksonville, Florida held their event outside in the park, with lots 
of educational games and prizes.

A Hearty Thanks
Thank you to all the local chapter officers, volunteers, and speakers 
who made their Member Maynia events a rousing success. Your 
hard work and dedication are what keep your chapters open and 
thriving. 

Lee Fifield, BS, is a development editor at AAPC. She has a Bachelor of Science degree in 
communications from Ithaca College, Ithaca, N.Y., and has worked as a writer and editor for 17 
years.

“Catch a Code” was the game of the day for the Forth Worth local chapter.

The Gainesville event roared to life with members dressed as flappers.

Covington held their second annual Hawaiian luau. Officer Nikki Perkins said, 
“Thank you all for taking the time to be a part of our event! Our Covington family 
showed out!”

 Jacksonville met in the park for educational games, a short presentation, and prizes.
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By Salma Tahir, CPC, and Erica Murphy, CPC, CPCO, CPMA

While September is known for welcoming fall, going back to 
school, and 9/11 commemorations, this month is also leukemia 

and lymphoma awareness month. Both are aggressive forms of blood 
cancer with a 72 percent survival rate. An estimated 150,000 cases 
are predicted to be diagnosed by the end of 2023 in the United States.

Leukemia or Lymphoma?
Both leukemia and lymphoma impact an individual’s white blood 
cells.

Leukemia strikes the cells of the bone marrow, which aid the body 
in the formation of blood. There are 13 different types of leukemia. 
Distinct forms of leukemia include acute lymphoblastic leukemia, 
chronic lymphocytic leukemia, acute myeloid leukemia, chronic 
myeloid leukemia, and chronic myelomonocytic leukemia.

Lymphoma impinges upon both the lymph nodes and lympho-
cytes. The three major forms of lymphoma are:

•	 Chronic lymphocytic leukemia, also known as small 
lymphocytic lymphoma (CLL/SLL),

•	 Hodgkin lymphoma (HL), which has five of its own 
subcategories, and

•	 Non-Hodgkin lymphoma (NHL), which has over 90 of its 
own subclasses.

Any lymphoma that is not of the CLL/SLL classification or does 
not involve Reed-Sternberg cells is commonly classified as non-

Hodgkin lymphoma. There are roughly 81,560 people diagnosed 
with a form of NHL each year in the United States.

How Blood Cancers Begin
Leukemia is thought to develop when blood cells encounter muta-
tional changes in the cells’ genetic material or DNA. The cells’ DNA 
instruct their function, such as their growth and death rates.

Lymphoma ordinarily begins in the lymphocyte, a type of white 
blood cell. These cells work together with other cells in the immune 
system to help defend the body from invading bacteria and viruses. 
Lymph nodes, a critical part of the lymphatic system, can be consid-
ered the Paul Revere of the immune system. Lymph nodes generally 
become enlarged when the body develops an immune response to 
invading bacteria or viruses. 

The body’s three main types of lymphocytes include:
•	 B lymphocytes (or B cells), which make antibodies to fight 

infections,
•	 T lymphocytes (or T cells), which help B cells produce 

antibodies, and
•	 Natural killer (NK) cells, which attack and kill cancer cells 

and virus-infected cells.

Some T cells attack and kill infected cells while others help to 
regulate the way other various parts of the immune system fight 
infections.

September  
is Leukemia  
and Lymphoma  
Awareness Month 
This month we shine a spotlight 
on cancers of the blood.

■ HEALTH AWARENESS

adobestock / Marcela Ruty Romero
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“Both leukemia and lymphoma impact 
an individual’s white blood cells.”

Signs and Symptoms of Blood Cancers
The signs and symptoms of lymphoma and leukemia are similar to 
those of many other illnesses, so it’s important that patients commu-
nicate with their healthcare provider when experiencing swelling of 
lymph nodes (which may or may not be painless), fever, unexplained 
weight loss, sweating that often occurs during the night, chills, lack 
of energy, and itching. Leukemia patients may also experience easy 
bleeding or bruising, reoccurring nose bleeds, and petechiae.

It’s important for individuals with persistent symptoms to be 
examined by a medical professional to make sure lymphoma is not 

present. The medical professional should take a complete health 
history and perform an appropriate medical examination along with 
conducting or ordering any appropriate testing, which may or may 
not include an excisional biopsy of the suspected site. A pathologist or 
hematologist will examine the biopsied sample under a microscope to 
determine if cancerous cells are present.

Doctors are trained to recognize different cell types by visually 
examining the shape and size of cells, along with how the identified 
cells are grouped inside bodily tissue. A doctor will discuss the risks, 
benefits, and potential side effects associated with any procedures 
that may be necessary to properly diagnose a patient’s condition. It’s 
highly recommended patients share any questions and concerns with 
the doctor so that a course of action can be decided upon together. 

Salma Tahir, CPC, has 20 years of experience as a qualified healthcare professional, with an 
emphasis on patient care, management, medical coding, billing, and compliance. She has a 
Master of Arts in Psychology and is passionate about recognizing and providing awareness on 
mental health and chronic illnesses.

Erica Murphy, CPC, CPCO, CPMA, is an industry veteran educator with 22 years of experience 
in medical billing, coding, and compliance, as well as medical policy construction, patient policy 
application, and reimbursement methodologies, with a demonstrated history of working in the 
hospital and healthcare industry.

Health Awareness

Resources
Leukemia & Lymphoma Society

Nature Communications

Healthline

National Today

Medical News Today

Lymphoma Research Foundation
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https://www.aapc.com
http://www.aapc.com/blog
https://www.lls.org/article/september-blood-cancer-awareness-month
https://www.nature.com/collections/fbdfchghcc
https://www.healthline.com/health/leukemia/leukemia-awareness-month
https://nationaltoday.com/leukemia-and-lymphoma-awareness-month/
https://www.medicalnewstoday.com/articles/321692#symptoms
https://lymphoma.org/understanding-lymphoma/aboutlymphoma/
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■ PRACTICE MANAGEMENT
By AAPC Compliance Advisory Committee

The 21st Century Cures Act requires healthcare providers to give 
patients access to their medical records upon request. Providers 

and facilities have been so focused on complying with this law, 
however, they may not have considered the repercussions: Patient 
comprehension of the information they are accessing is one concern, 
and security of that information is another. The undue stress on 
patients being given timely and complete access to their protected 
health information (PHI) is an unintended consequence of the 21st 
Century Cures Act that providers must act on to mitigate.

What Information Can Patients Access?
The 21st Century Cures Act indicates that almost all medical notes 
must be shared with patients. These notes include:

•	 History and physical 
notes

•	 Progress notes
•	 Consultation notes
•	 Procedure notes
•	 Discharge summary notes

•	 Imaging narratives
•	 Laboratory report 

narratives
•	 Pathology report 

narratives

There are eight exceptions where documentation or notes can 
be withheld from shared information. Some exceptions include 
psychotherapy notes that are separated from the rest of the medical 
record, information related to a civil, criminal, or administrative 
action or proceeding, and any note that a doctor perceives may cause 
harm or danger to a patient.

Causes for Concern
Increased transparency and communication between clinicians and 
patients are goals of information sharing. Studies show that sharing 
medical notes with patients who have a chronic condition (e.g., 
diabetes mellitus) and understand the information in the notes 
helps them feel more engaged in their healthcare, better understand 
their medical condition(s), and participate more in their care plans, 
including taking medications properly.

The key word is “understand.” Unfortunately, it’s more common 
for patients to not understand what they’re reading in their medical 
record. The patient may not understand common medical terminol-
ogy, like obesity related to body mass index (BMI), test results, medi-

Quality care cannot be achieved if 
your patient portal creates a barrier.

When Patients Understand Their 
Medical Record

adobestock / Alliance
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cation changes, or surgical reports. Patients may be concerned about 
test results if they are misinterpreted or not explained thoroughly.

Timing of patient access to their information is also a concern. 
Many systems are set up to notify the patient whenever new in-
formation is added to their record, so the patient often sees the 
information before their physician does. Even if the attending 
physician is notified at the same time, they may be busy with other 
patients or other duties and can’t look at a report immediately. 

It’s common in online cancer support groups to see a message 
such as, “I just saw my pathology report online. I can’t reach my 
doctor until Monday. What does this mean?” Patients are relying 
on internet research and message boards to answer questions that 
should be answered by a clinician who is familiar with their case.

A patient’s first indication of their cancer diagnosis should not 
be reading something on a computer or phone screen. Consider 
the emotional harm caused to a patient who is first notified of a 
potentially life-changing diagnosis in such an impersonal manner 
and then left for days without being able to discuss it with their 
physician.

Consider the Source
The electronic health record (EHR) is the most common digital 
form of communication between clinicians and patients. The EHR 
is a common data repository that serves many purposes. There are 
many uses of the data stored within the EHR — communication 
between facilities and payers, sharing clinical research data among 
providers, and analysis of population health statistics. 

The primary purpose of the EHR is for healthcare providers 
to document patient care and make that information available to 
other healthcare providers. The common medical terminology used 
by providers who are communicating peer-to-peer describes the 
patients’ conditions, provides interpretation of test results, defines 
surgeries or procedures, and is intended for clinical communication. 

When sharing health information with other providers, there may 
be a discrepancy with how each individual views diagnostic results. 
While one provider may view results as worrisome, another provider 
may view the results and determine there is no cause for concern. 
Some providers feel that they should downplay symptoms when docu-
menting, especially when they know the patient will see what is in the 
note, and other providers may embellish symptoms. Interpretation 
may also be skewed if the provider omits certain information from 
their discussion with the patient or another provider.  

Anyone whose job entails entering data into a patient’s EHR 
must be aware of how the data is used and who’s using it. No matter 
who enters data, it’s vital to follow documentation standards and 
adhere to compliance policies adopted by facilities to help ensure 
the integrity of the data entered and how that data can be shared. 

When communication between the clinicians and patients is via 
the EHR, facilities need to address questions such as:

•	 What is shared between clinicians and patients? 
•	 How can we meet clinical communication standards and 

patient understanding?
•	 How does the facility follow compliance policies for shared 

information? 
•	 How is the patient able to access their information?
•	 How can facilities train employees and patients to use 

information portals?

The checklist below, presented in a November 2021 article from 
the Journal of the American Medical Association (JAMA), can be a 
helpful tool for patients. Facilities and practices should also consider 
establishing a patient-clinician liaison who could provide general 
definitions and information to assist the patient until they can speak 
with their own physician. 

Source: https://jamanetwork.com/journals/jama/fullarticle/2785714

What to do when reading your medical notes 
Pa#ents typically have the op#on to access and read their medical 
notes through a pa#ent portal to their electronic health record. 

þ Review the care plan (some3mes called an “assessment and plan”) 
for any medica3on changes and new orders made by your doctor. 
Use this to make a “to-do” list for yourself prior to your next appointment 
(such as blood work, imaging, vaccina?ons, and referrals to specialists). 

þ Wait for your doctor to contact you regarding laboratory results, 
imaging results, or pathology results before becoming worried about 
any measurements or findings. 
Some?mes these reports may automa?cally be made available to you before 
your doctor has had a chance to review them. 

þ Review your medica3on list to make sure it is accurate and up to 
date. 

þ Let your health care team know about any major errors or missing 
informa3on (such as allergies). 

þ Share your medical notes with people close to you who are involved 
in your health care. 

ý Do not get caught up in medical jargon, terminology, or 
abbrevia3ons. 
If you have a ques?on about the meaning of a word or sentence, ask someone 
on your health care team to explain. 

ý Do not feel that all the language in the notes is directed at you 
personally. 
The purpose of medical notes is to provide succinct and straighForward 
documenta?on and communica?on between doctors. The notes do not reflect 
how doctors would actually speak to you, or their colleagues, in person. 

ý Do not aFempt to interpret the details of procedure notes, 
pathology reports, laboratory reports, or imaging reports without 
talking to your doctor. 
These notes can be even more technical and confusing for those without a 
medical background than other types of notes. They will be interpreted by 
your doctor and incorporated into your care plan. 

 

https://www.aapc.com
http://www.aapc.com/blog
https://jamanetwork.com/journals/jama/fullarticle/2785714
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Put Compliance Into Perspective
Sharing health information has both privacy and security concerns 
regardless of whether the information is being shared with the 
patient, law enforcement, state health officials, or other healthcare 
facilities. These concerns are shared by not only the patient but 
also clinical and administrative staff, healthcare providers, and 
healthcare facilities, as well as the IT departments of software 
companies. As such, every healthcare organization should include 
information sharing policies as part of their compliance plan. 
Considerations include:

•	 Policies and procedures for making sure the patient’s 
progress reports, medication lists, immunizations, 
radiology and laboratory reports, and operative notes are 
uploaded to the patient’s portal in a timely manner. 

•	 Guidance for what is and isn’t shared.
•	 Procedures for ensuring accuracy and that any possible 

amendments to the patient’s care plan have been noted. 
Concerns may arise if documents are incorrect, uploaded to 
the incorrect patient, or if the provider has not reviewed the 
results to possibly make amendments to the patient’s care 
plan. 

There should be someone in place within the organization, 
whether it’s clinical or administrative staff, to oversee adherence to 
these polices and report any violations to the compliance officer.

Education Is Key
Education and training should be provided to not only the staff 
within the healthcare facility but also the patients. Staff members 
should be made aware of who is responsible for uploading docu-
ments, what types of information are being uploaded, and how to 
access the information. 

Staff should know how to handle any questions or concerns a 
patient may have regarding their information on the portal. Patients 
may also need to be educated on how to access the portal, view their 
medical charts, and send messages to staff with any questions or 
concerns. Training staff how to handle a patient’s confusion and 
anxiety toward information viewed in their chart may prevent the 
situation from escalating and promote better patient care. 

When sharing PHI electronically, monitoring and auditing 
should be performed routinely for early detection of a possible security 
breach or unauthorized access to a patient’s chart. Security breaches 
are the largest concern when it comes to patient privacy. Working 
closely with your EHR vendor and your organization’s IT depart-
ment is essential for cybersecurity. At the very least, ePHI should be 
encrypted and unique logins and two-step authentication processes 
should be used. Monitoring and auditing may also allow the pro-
vider to know when the patient reviewed their information, if they 
sent their information to another specialist, and whether the patient 
sent the provider a message or comment and is awaiting a response.

Best Practices
Quality patient care and a positive patient experience are both 
tied to data in modern healthcare. With privacy as the overarch-
ing concern, documentation must be compliant and thorough to 
support continuity of care; compliance policies must be specific 
and understood by all staff with access to medical records; regular 
audits should be employed to ensure standards are met; and patients 
accessing their records online must be instructed on how to use the 
portal platform and understand what they are seeing. 

AAPC Compliance Advisory Committee Members: 

Kimberly Garner Huey, MJ, CHC, CPC, CCS-P, PCS, CPCO, COC

LisaRae Roper, MS, MHA, CCS-P, CPC, FAHIMA, AAPC Approved Instructor

Annette Telafor, CPC, CPCO, CDEO, CPB, CPMA, CPPM, CRC, AAPC Approved Instructor

Craig Laursen, CPC, CDEI, AAPC Approved Instructor

Resources
Dong Z, Leveille S, Lewis D, Walker J. People with diabetes who read their 
clinicians’ visit notes: Behaviors and attitudes. Chronic Illness. 2023;0(0). 
doi:10.1177/17423953231171890

Individuals’ Right under HIPAA to Access their Health Information. 45 CFR Sec 164.524

The Office of the National Coordinator for Health Information Technology (ONC), Cures 
Act Final Rule: Information Blocking Exceptions

Jin J. What to Consider When Reading Your Medical Notes. JAMA. 2021;326(17):1756. 
doi:10.1001/jama.2021.16493

21st Century Cures Act. Congress.gov
adobestock / zimmytws

https://www.opennotes.org/research/
https://www.opennotes.org/research/
https://www.opennotes.org/research/
https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/access/index.html#newlyreleasedfaqs
https://www.healthit.gov/sites/default/files/2022-07/InformationBlockingExceptions.pdf
https://www.healthit.gov/sites/default/files/2022-07/InformationBlockingExceptions.pdf
https://jamanetwork.com/journals/jama/fullarticle/2785714
https://jamanetwork.com/journals/jama/fullarticle/2785714
https://www.congress.gov/bill/114th-congress/house-bill/34
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CODIFY TIP ■
By Deborah Marsh, JD, MA, CPC, CHONC

Code set indexes are long, but they can be essential to finding the 
correct code. Take a shortcut by using the index search features in 

Codify by AAPC.
Step 1: Access the code set index you need, such as by opening 

Code Indexes on the top menu (Figure 1).
Step 2: On the index page, enter your search term. Select an entry 

from the dropdown list to go to an exact entry (Figure 2).
Step 3: To search within long index entries, enter a term in the 

Refine search box. You may need to scroll up to see the box. After 

you click Refine, you’ll see the result highlighted and italicized in 
the index. Click the code to open its details page or click Next to see 
additional index entries for the term (Figure 3). 

Deborah Marsh, JD, MA, CPC, CHONC, is a senior development editor at AAPC. She has 
explored the ins and outs of coding for multiple specialties, particularly radiology, cardiology, 
and oncology.

Figure 3

Figure 1

Figure 2

Use Codify Indexes?  
Don’t Miss This Timesaving Tip
Make the most of the Refine button.

https://www.aapc.com
http://www.aapc.com/blog
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By James Mitchell, CPC
■ CODING/BILLING

■ Coding/Billing	 ■ Auditing/Compliance	 ■ Practice Management 

Sparing of healthy tissue is critical when it comes to cancer treat-
ment. Thanks to the Bragg peak, shown in Figure A, protons 

can have an “edge” for treating solid tumors. The Bragg peak plots 
the energy path of ionizing radiation as it travels through matter, so 
protons can be planned to stop and not go past the tumor, as well as 
to deliver the highest treatment dose at the tumor itself.

Proton Therapy
Protons may be newer than X-rays for treating cancer, but they 
have been used in treatment for more than 30 years. The Food and 
Drug Administration (FDA) approved proton therapy in 1988, 
with the first patient treated at a hospital-based facility in Loma 
Linda, California, in 1990. There are currently 41 operational 
proton therapy centers in the United States, several at well-known 

Knoxville, Tennessee local chapter 
at the Thompson Proton CenterX-rays (Photons) 

vs. Protons:  
Key Differences
Tissue sparing, cost, and coding 
are at stake.
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“Protons may be newer than X-rays for treating cancer, but 
they have been used in treatment for more than 30 years.”

X-rays vs. Protons
CO

DING/BILLING

healthcare organizations such as MD Anderson, Mayo Clinic, and 
Johns Hopkins.

Solid tumor cancers are treated with proton therapy. Proton 
therapy is commonly used for:

•	 Breast
•	 Central nervous system
•	 Head and neck
•	 Gastrointestinal
•	 Lymphomas 
•	 Pediatric cancer
•	 Prostate cancer
•	 Re-irradiation 
•	 Sarcoma
•	 Thoracic

Proton therapy uses the same image-guided radiotherapy 
(IGRT) as traditional X-rays, while also taking several computed 
tomography (CT) images throughout treatment that are included in 
the quality assurance codes 77336 (billed weekly) and 77301. These 
images are studied to monitor changes and adapt plans to continue 
to spare healthy tissue and target the tumor most accurately. 

Why can’t all cancers be treated with proton therapy?
Proton therapy can cost twice as much as traditional X-rays, so 
saying that it is safe and effective is not enough. For payers to 
cover some diagnoses, they require more data showing that proton 
therapy would be appropriate for a patient’s condition and needs. 
For example, it must be shown that it would result in fewer side ef-
fects and would save certain amounts of healthy tissue/vital organs. 
Through research data, proton therapy has proven to be beneficial 
for many cancers and creating a better quality of life for the patient 
during the treating and beating of cancer.

What are the coding differences?
Intensity modulated radiotherapy (IMRT) and intensity modulated 
proton therapy (IMPT) use the same planning CPT® code (77301). 
There are specific IMRT rules for simulation (77290), which can-
not be billed because it is considered to be included in the treatment 
planning. 

Although we cannot bill the simulation, we can bill devices 
created during the simulation:
77332 	 Treatment devices, design and construction; simple (simple block, simple bolus) 

77333 	 ... intermediate (multiple blocks, stents, bite blocks, special bolus) 

77334 	 ... complex (irregular blocks, special shields, compensators, wedges, molds or casts) 

Figure A: The Bragg peak was discovered by Sir William H. Bragg in 1903. 

https://www.aapc.com
http://www.aapc.com/blog
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“Did you know that a proton particle leaves 
the cyclotron at two-thirds the speed of light?”

X-rays vs. Protons
Discuss this article 
or topic in a forum at 
www.aapc.com
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Treatment Delivery 
The delivery codes pose the biggest difference: CPT® codes 77385 and 
77386 report X-ray IMRT for hospital-based procedures, and HCPCS 
Level II codes G6015 and G6016 report IMRT delivery for freestand-
ing facilities. IGRT codes are typically G6002 for X-ray and 77014 for 
CT, either globally or with modifier 26 Professional component.

Proton delivery codes are 77520, 77522, 77523, and 77525. 
Intermediate code 77523 is the most common and is used for proton 
treatment delivery to one or more treatment areas utilizing two or 
more ports, or one or more tangential/oblique ports with custom 
blocks. 

National Correct Coding Initiative edits state that none of the 
proton delivery codes can be billed the same day as a plan (77301). 
This makes adaptive planning (or a second plan, if tumor size 
changes) not billable, as this plan is typically created and approved 
on a treatment day. 

Complex code 77525 is used when there are matching or patch-
ing fields and/or multiple isocenters. One example would be one 
treatment for a bilateral breast cancer, or when there is more than 
one solid tumor on opposing sides of the body.

The Grand Tour
I am so thankful some of our Knoxville, Tennessee local chapter 
members agreed to come by and take a tour of the Thompson 
Proton Center and learn about proton therapy and its coding during 
one of our monthly meetings. We really had a fun night getting to 
know one another and learning about protons. Did you know that 
a proton particle leaves the cyclotron at two-thirds the speed of 
light? 

�James Mitchell, CPC, is a Marine veteran and a former diesel technician. He went back to 
school after a back injury that required him to look for an office career. He was able to take the 
AAPC courses online and attended a local technical school for medical office training to get 
his foot in the door doing accounts receivable. Working in AR for six years, he gained tons of 
knowledge about the revenue cycle and medical necessity. All the steps along the way have 
helped him be a better coder.

Resources

Wikipedia: William Bragg 

Center count and FDA approval 
Coding guidance from Astro Radiation Oncology Coding Resource

AMA CPT® 2023 code book

Extended device descriptions from CMS LCD 31617 

Proton treatment delivery room at Thompson Proton Center, 360-degree IBA gantry

Copyright: All pictures and diagrams are from Thompson Proton Center

www.aapc.com
https://en.wikipedia.org/wiki/William_Henry_Bragg
https://www.proton-therapy.org/
https://www.astro.org/Daily-Practice/Coding/Coding-Guidance
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/31617_1/l31617_rad040_cbg_020112.pdf
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ALPHABET SOUP ■

Common Abbreviations for Clinical Medical Professionals

	 APP	 Advanced practice provider
	 AUD	 Audiologist
	 CNA	 Certified nursing assistant
	 CNM	 Certified nurse midwife
	 CRNA	� Certified registered nurse 

anesthetist
	 DC	� Doctor of chiropractic/

chiropractor
	 DDS	 Doctor of dental surgery
	 DH	 Dental hygienist
	 DMD	 Doctor of dental medicine
	 DO	� Doctor of osteopathic 

medicine

	 DPM	� Doctor of podiatric medicine/
podiatrist

	 EMT	� Emergency medical 
technician

	 LCSW	� Licensed clinical social worker
	 LMFT	� Licensed marriage and family 

therapist
	 LPN	 Licensed practical nurse
	 MA	 Medical assistant
	 MLS	 Medical laboratory scientist
	 NP	 Nurse practitioner
	 OD	 Optometrist
	 OT	 Occupational therapist

	 OTA	� Occupational therapy 
assistant

	 P	 Paramedic
	 PharmD	 Pharmacist
	PsyD/PhD	 Psychologist
	 PT	 Physical therapist
	 PTA	 Physical therapy assistant
	 RD	 Registered dietitian
	 RDMS	� Registered diagnostic medical 

sonographer
	 RT	� Respiratory therapist or 

radiologic technologist
	 SLP	 Speech language pathologist

As medical coders, billers, and auditors, you’re already familiar with abbreviations for the most common types of clinical 
professionals in the medical field such as medical doctor (MD), physician assistant (PA), and registered nurse (RN). The 
healthcare field is expanding, however, creating many new roles in patient care. Here are some abbreviations for healthcare 
workers you may be less familiar with.

AAPC Write4Us

Get Published 
and Earn CEUs 
Healthcare Business Monthly accepts article submissions 
from AAPC members and other industry experts. 

If you have news or know-how that can benefit other healthcare 
business professionals, share it with AAPC’s over 237,000 members 
by becoming an author for Healthcare Business Monthly or AAPC's 
Knowledge Center blog. 

You don’t have to be an experienced writer; our editors will work with 
you to translate your ideas to the page and screen. Write what you 
know about a coding, billing, auditing, compliance, or practice 
management topic.

Along with the satisfaction of helping your peers, authoring an article 
is a great way to raise your professional profile. And, it can earn you 
continuing education units (CEUs) to support your AAPC credentials.

Go here for CEU information and writing tips. 

Submit your article via our website. 

Go here (www.aapc.com/medical-coding-education/help/#tab-3) for CEU information and writing tips.

Submit your article via our website (https://www.aapc.com/publications/healthcare-business-monthly/contribute.aspx).

https://www.aapc.com
http://www.aapc.com/blog
www.aapc.com/medical-coding-education/help/#tab-3
https://www.aapc.com/publications/healthcare-business-monthly/contribute.aspx
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By Renee Dustman, BS

RAE’S E/M Q&A

AAPC’s HEALTHCON, May 21-24, offered several sessions on the 
subject of evaluation and management (E/M) coding, including 

“Emergency Department Professional Fee E/M Coding,” presented 
by Raemarie Jimenez, CPC, CDEO, CIC, CPB, CPMA, CPPM, 
CCS, AAPC Approved Instructor, AAPC’s chief product officer.

In this session, Jimenez reviewed the 2023 E/M guidelines as 
they apply in the emergency department (ED) and clarified certain 
known misconceptions. But the guidelines are just that, guidelines, 
and attendees still had questions. 

Questions From the Audience
Several questions came out of Jimenez’s discussion on documentation 
challenges for independent historians and discussions with other 
providers.
Q: Do all pediatric patients automatically qualify for an independent 
historian?
Rae: It depends on what the parent’s information is and the age of 
the patient but, yes, if the parent provides their own observations and 
information, then it is an independent historian because the patient 
can’t verbalize what’s going on and the parent just knows what they 
have observed, so the provider has limited information.

Q: If information in the medical record just says “historian,” can the 
provider get credit for it?

Rae: Yes, if you know that it was a parent that came into the ED with 
the patient and provided that information, then you could count it 
toward medical decision making.

Q: What’s the age cutoff for pediatric independence?
Rae: There is no age cutoff. If the parents are giving the information, 
the age of the patient doesn’t matter.

Q: We have providers counting independent historian when the patient 
is a child and there is no documentation to support that the history was 
actually obtained from the parent. Do we just assume?
Rae: No, you don’t assume. You need to know what information was 
obtained from the parents, or independent historian.

Q: If it’s a 2-year-old patient and there is a history of present illness 
(HPI), clearly, they got the HPI from somebody other than the patient. Is 
that inferred that it came from the parent?
Rae: No, you want to know where the HPI came from. It could be 
information from the emergency medical technician who brought 
the patient into the ED. It could be the parent. It could be a teacher. 
You need to know where the providers are getting the information.

Q: Does independent historian include translations?
Rae: No. A translation is not the translator’s observations of the 
patient. It’s what the patient would have said if they could com-
municate on their own.

Q: What if the provider reads another provider’s note. Is that a discussion?
Rae: No, they have to have two-way communication with each other 
for it to be a discussion. And it can only be counted once. So, if the 
provider talks to the other provider a couple of times, it only counts 
as one data element.

Q: If a provider reaches out to another provider for discussion about a 
patient, but they do not reach that provider on the day of the encounter, 
does it count?
Rae: That is included in the guidance: If the provider attempts to 
reach out to another provider for a discussion, even if it is a failed 
attempt, it counts. The discussion might happen later and then the 
provider has to go back and addend their note. 

Renee Dustman, BS, is the managing editor of content and editorial for AAPC’s Publishing 
Department. She is a member of the Flower City Professional Coders local chapter in Rochester, 
N.Y.

Coding E/M in the ED, Part 2
Questions about 2023 evaluation and management  
guidelines in the emergency department, answered.
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AAPC Exams

It’s Blood Cancer 
Awareness Month 
�roughout September, a portion of proceeds from all CHONCTM exam purchases will 
be donated to �e Leukemia & Lymphoma Socie�. If you are interested in becoming 
a certified hematology and oncology coder, this is the month to take that next step.  

Learn more about the CHONC certification 
at aapc.com/certifications/chonc 

Loss of appetite, 
nausea, or unexplained 

weight loss

Did you know?

Leukemia is the most common 
cancer diagnosed in people 
younger than 20 years old 

About every 3 minutes, 1 person 
in the US is diagnosed with 
leukemia, lymphoma, or myeloma

Symptoms

Fever, chills, and 
night sweats
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<20

Bone/joint pain

186,400 people 

are expected to be diagnosed in the US each year

Itchy skin or skin rash

Sources: 
Leukemia and Lymphoma Socie� 
Cancer Treatment Centers of America 

Blood cancers, also called hematologic cancers, 
occur when abnormal blood cells start growing out 
of control and interrupt the function of normal 
blood cells. �e three main �pes of blood cancers 
are leukemia, lymphoma, and myeloma. 
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in neck, underarms, 

or groin

Persistent 
fatigue/weakness
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■ CODING/BILLING

Assigning the proper codes to supplies, implants, and 
devices can have a direct effect on coding compliance, 

charging accuracy, and the amount of outpatient reim-
bursement that a hospital or facility receives. Healthcare 
providers routinely use many items that should not be 
separately charged, but if the item is assigned a HCPCS 
Level II code, then the item should be represented on 
the claim with the appropriate code. Many organizations 
struggle with accurate HCPCS Level II code selection, 
however, because the medical coder is not given sufficient 
information. Here’s what every coder needs to know.

Know When It Is DME
There are a variety of HCPCS Level II codes for supplies, 
implants, and devices. The most commonly used codes 
begin with the letters A, C, J, L, Q, and V, followed by four 
numerical digits. It’s important to differentiate between 
these items, which are used in the clinical setting, and 
durable medical equipment (DME), which is distributed 
and charged through other channels. 

To charge Medicare and most other payers for DME, 
an organization must have a DME license, which most 
healthcare organizations do not have. Coders should check 
with their billing or compliance department before using 
DME codes. If you are not a licensed DME supplier, the 
item must be used in the clinical setting and not as a “send 
home” item or DME for you to bill for it. 

For items that are not classified as DME, and depending 
on the billing structure being used at an organization, 
select items have pass-through status with Medicare and 
other select commercial payers. An item with pass-through 
status can generate a payment allowance in addition to 
typical reimbursement amounts.

Know What the Item Is
When choosing a HCPCS Level II code for a supply, 
implant, or device, pay special attention to the code de-
scription and then compare it to the item description. 
There can be very specific differences, for example:
C1874 	 Stent, coated/covered, with delivery system

C1875 	 Stent, coated/covered, without delivery system

C1876 	 Stent, non-coated/non-covered, with delivery system

C1877 	 Stent, non-coated/non-covered, without delivery system

In this case, it’s important to understand the type of 
stent, if the stent is coated/covered or non-coated/non-
covered, and if the delivery system used to place the stent 
comes in the packaging. 

Coding Supplies,  
Implants, and Devices
Ensure optimal reimbursement 
for items that are not billed as 
durable medical equipment.

adobestock / Sherry Young
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“To charge Medicare and most other payers for 
DME, an organization must have a DME license, 

which most healthcare organizations do not have.”

Know How Many Units to Bill
Select codes have a per unit specification in the description. For 
example:
A2014 	 Omeza collagen matrix, per 100 mg

C9355 	 Collagen nerve cuff (NeuroMatrix), per 0.5 centimeter length

Q4116 	 Alloderm, per square centimeter

With the per unit HCPCS Level II codes, the coder or biller 
must know the quantity of the units that were used and adjust the 
quantity charge accordingly. 

For example, if the provider documents using a piece of Integra 
bilayer matrix wound dressing and the HCPCS Level II code is 
Q4104 Integra bilayer matrix wound dressing (BMWD), per square 
centimeter, then the size is needed to accurately charge for 
it. If documentation indicates the dressing measured 3 
centimeters by 5 centimeters, you will need to compute 
the square centimeters indicated in the code description 
for this item as such:

3 cm x 5 cm = 15 square centimeters
The quantity in this case is 15 units of Q4104.

Know What Is Separately Billable
For procedures that involve a coded supply, implant, or 
device, the CPT® code for the procedure could have an 
edit that requires a supply, implant, or device code to 
be included on the claim: These procedures are either 
device-intensive or device-dependent. It’s important to 
understand the relationship between the procedure and 
supply codes because, in many cases, if the related codes 
aren’t included, the revenue and reimbursement could be 
reduced, or the claim denied.  

For example, the patient had a hernia repair surgery 
with mesh. This is reported with CPT® 49591 Repair 
of anterior abdominal hernia(s) (ie, epigastric, incisional, 

ventral, umbilical, spigelian), any approach (ie, open, laparoscopic, 
robotic), initial, including implantation of mesh or other prothesis when 
performed, total length of defect(s); less than 3 cm, reducible. For proper 
coding, billing, and reimbursement, the HCPCS Level II code for 
the mesh implant that was used in the procedure also needs to be on 
the claim: C1781 Mesh (implantable).

In some instances, there is an implantable or inserted device used 
in the procedure that doesn’t have a specific code. For these, C1889 
Implantable/insertable device, not otherwise classified may apply.

If a device-dependent procedure was performed, but a device 
was not used for the patient, then consider C1890 No implantable/
insertable device used with device-intensive procedures.

adobestock / Prostock-studio
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Supplies, Implants, Devices
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Work Together for Maximum Return
With the need for coders to understand what an item is and how 
it will be used to select the most accurate codes, the supply chain, 
revenue cycle, and clinical operations must work together. The 
challenge is that these three entities think and classify items using 
different methodologies:

•	 The supply chain has a system of classifying items based on 
the United Nations Standard Products and Services Code 
(UNSPSC) along with the manufacturer part numbers and 
internal inventory numbers. 

•	 The clinical staff understand what the item is and how it is 
used. 

•	 The coding/revenue integrity/billing staff understand the 
coding and billing aspects. 

Some supply chain departments use software that has cross-
walked data files that include the HCPCS Level II codes, so inquir-
ing with internal resources is a good practice. Another option 
is for the coder/biller/revenue integrity staff to contact the item 
manufacturer for code and reimbursement information, as well as 
for information on how the item is clinically used. 

Some organizations have a coder add the HCPCS Level II code 
for the supply, implant, or device when they code the procedure. 
Others have the HCPCS Level II codes attached to the Charge 
Description Master line items so when an item is charged, the code 
is automatically added on the claim. A coder, biller, or revenue 
integrity staff member must be aware of the methodology at their 
organization and also be on the lookout for missing codes or missed 
charges that contribute to the missing supply codes for a patient’s 
procedure. As with most codes, it’s also important to understand the 
associated Medically Unlikely Edits and the applicable modifiers 
that may apply to each code.

By becoming familiar with the HCPCS Level II codes related 
to supplies, implants, and devices, and then applying those codes 
to the applicable items used in the clinical setting, one can directly 
contribute to the coding accuracy that drives reimbursement. 

�Jennifer Lavoie, RN, CPC, is a member of AAPC’s National Advisory Board and works as the 
director of revenue integrity at Rush University Medical Center in Chicago, Illinois. Her work of 
bridging clinical care to revenue integrity to provide fair and accurate billing to each patient, 
while funding the mission of healthcare, has spanned multiple health systems, software 
providers, and consulting. Lavoie has a degree in corporate communications in addition to her 
nursing degree and AAPC certification. 

Information and expertise from all three areas of operations is needed for a robust supply, implant, and device coding process.

https://www.aapc.com
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The ICD-10-CM code set update for fiscal year 
(FY) 2024, effective Oct. 1, 2023, adds 395 

new codes, deletes 25 existing codes, and revises 
22 codes (nine of which are to the short descriptor 
only). There are also 131 new headers and four 
revised headers. There aren’t changes in every sec-
tion from A to Z, but it’s close!

The ICD-10 Coordination and Maintenance Committee 
Meeting, Sept. 13-14, 2022, offers insight into why many of these 
codes were requested. Here’s a look at some of the code requests the 
Centers for Medicare & Medicaid Services (CMS) approved for the 
2024 update, as well as a general overview of the changes.

Chapter 1 (A00-B99)
Several new codes are added throughout the code set to identify 
known conditions with improved specificity. Of note in this chapter, 
you’ll want to familiarize yourself with this new code:
A41.54 	 Sepsis due to Acinetobacter baumannii 

New codes often create a ripple effect of changes throughout 
the code book. In relation to A41.54, there are many revisions to 
the index and tabular list. For example, you’ll also find one new 
code under B96 Other bacterial agents …, two new codes under J15 
Bacterial pneumonia, not elsewhere classified, and a few additions 
under Z22 Carrier of infectious disease.

Chapter 2 (C00-D49)
Familial adenomatous polyposis (FAP) is an inherited disorder  
which predisposes individuals to colon polyps and colon cancer. 
There are three types of FAP — classic, attenuated, and autosomal 
recessive — but only one new code. A second code is added to capture 
benign neoplasms elsewhere in the digestive system.
D13.91	 Familial adenomatous polyposis

D13.99	 Benign neoplasm of ill-defined sites within the digestive system

In the Table of Neoplasms, D13.9 is revised to D13.99 for a 
handful of applicable body areas. There is also a collection of new Z 
codes to report history of FAP.

New codes for desmoid tumors (D48.11-) and other specified 
neoplasms of uncertain behavior of connective and other soft tissue 
(D48.19) are also added in this chapter.

Chapter 3 (D50-D89)
You’ll find several additions and revisions in this chapter for report-
ing sickle-cell disorders. There are also new codes for reporting 
Shwachman-Diamond syndrome (D61.02) and IgG4-related disease 
(D89.84), and many parenthetical revisions.

Chapter 4 (E00-E89)
Autosomal dominant hypocalcemia (ADH) is a genetic disorder of 
calcium metabolism mediated by hypoparathyroidism. There are two 
types of ADH: Type 1 is caused by mutations in the calcium-sensing 
receptor (CaSR) gene protein and type 2 is caused by mutations in the 
GNA11 gene. A new subcategory houses several new codes to identify 
individuals with ADH:
E20.81	 Hypoparathyroidism due to impaired parathyroid hormone secretion

	 E20.810	 Autosomal dominant hypocalcemia

	 E20.811	 Secondary hypoparathyroidism in diseases classified elsewhere

	 E20.812	 Autoimmune hypoparathyroidism

	 E20.818	 Other specified hypoparathyroidism due to impaired parathyroid hormone secretion

	 E20.819	 Hypoparathyroidism due to impaired parathyroid hormone secretion, unspecified

E20.89	 Other specified hypoparathyroidism 

Also in this chapter, there are several new codes for reporting 
various lipid storage disorders; new codes for improved reporting of 
leukodystrophies; one new code for lysosome-associated membrane 
protein 2 [LAMP2] deficiency (E74.05); new codes for metabolic 
disorders such as E88.810-E88.819 to identify insulin resistant 

New ICD-10-CM 
Codes From A to Z
Get ready for all the 
diagnosis code changes 
coming next month!

adobestock / Nenov Brothers
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metabolic syndrome types A and B and unspecified insulin resis-
tance; and one new code for wasting disease (syndrome) due to an 
underlying condition (E88.A).

Chapter 5 (F01-F99)
There are no new codes in this chapter for mental, behavioral, and 
neurodevelopmental disorders, but there are several revisions and 
additions to parenthetical notes.

Chapter 6 (G00-G99)
The International Classification of Headache Disorders, 3rd edi-
tion, defines chronic migraine as “a headache occurring on 15 or 
more days a month for more than three months, which on at least 
eight days a month has the features of migraine headache.” Under 
G43 Migraine, you’ll find new subcategories and codes for reporting 
this condition and differentiating whether the pain is manageable. 
To learn more about migraines, read “A Migraine Is Not a Run-of-
the-mill Headache,” by Kathy Ware, MCLS, RHIT, CPC, CPB, 
AAPC Approved Instructor, at www.aapc.com/blog.

There are also new codes under these categories:
•	 Hereditary ataxia (G11)
•	 Parkinson’s disease (G20)
•	 Other demyelinating diseases of central nervous system 

(G37)
•	 Epilepsy and recurrent seizures (G40)
•	 Disorders of autonomic nervous system (G90)
•	 Other disorders of brain (G93)

With these new codes come many additions and revisions in the 
tabular list and index.

Chapter 7 (H00-H59)
Several new subcategories and codes for reporting extraocular 
muscle entrapment are added under H50 Other strabismus. The 
new codes (H50.62-H50.68) identify which part of the extraocular 
muscle is affected and laterality.

Other tabular modifications in this chapter include a new 
subcategory and new codes under category H36 Retinal disorders 

in diseases classified elsewhere for reporting proliferative and non-
proliferative sickle-cell retinopathy. There are also new codes under 
H54 Blindness and low vision and H57 Other disorders of eye and 
adnexa.

Chapter 8 (H60-H95)
There aren’t many changes in this chapter for diseases of the ear and 
mastoid process. Of note, you’ll find minor Code first revisions for 
H62.4 Otitis externa in other diseases classified elsewhere and H91.0 
Ototoxic hearing loss.

Chapter 9 (I00-I99)
Angina is a common ailment that can lead to coronary micro-
vascular dysfunction (CMD). This condition is associated with 
significantly higher rates of major adverse cardiac events, according 
to code requester Abbot Laboratories, Inc. The following new codes 
track these conditions:
I20.81	 Angina pectoris with coronary microvascular dysfunction

I20.89	 Other forms of angina pectoris

I21.B	 Myocardial infarction with coronary microvascular dysfunction

I24.81	 Acute coronary microvascular dysfunction

I24.89	 Other forms of acute ischemic heart disease

I25.85	 Chronic coronary microvascular dysfunction

Also in this chapter, new codes are added for other hypertension 
(I1A-) and inappropriate sinus tachycardia (I47.10-I47.19). There 
are additional tabular modifications in this chapter related to the 
addition of these codes and several code revisions.

Chapter 10 (J00-J99)
A new subcategory and new codes to identify bronchiolitis obliter-
ans and bronchiolitis obliterans syndrome are added:
J44.8 	 Other chronic obstructive pulmonary disease

	 J44.81 	 Bronchiolitis obliterans and bronchiolitis obliterans syndrome

	 J44.89 	 Other specified chronic obstructive pulmonary disease

“Under G43 Migraine, you’ll find new subcategories 
and codes for reporting this condition and 

differentiating whether the pain is manageable.”

https://www.aapc.com
http://www.aapc.com/blog
https://www.aapc.com/blog/48868-a-migraine-is-not-a-run-of-the-mill-headache/
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J44.9	 Chronic obstructive pulmonary disease, unspecified

J4A	 Chronic lung allograft dysfunction

	 J4A.0	 Restrictive allograft syndrome

	 J4A.8	 Other chronic lung allograft dysfunction

	 J4A.9	 Chronic lung allograft dysfunction, unspecified

Be sure to review the Code first and Code also notes for these 
new codes, as well as other deletions, additions, and revisions to 
parenthetical notes in this chapter.

Chapter 11 (K00-K31)
Intestinal microbial overgrowth encompasses small intestinal 
bacterial overgrowth (SIBO), intestinal methanogen overgrowth 
(IMO), and small intestinal fungal overgrowth (SIFO) — each di-
agnosis is treated differently. Current coding is commonly A04.9 
Bacterial intestinal infection, unspecified or K63.8 Other specified 
diseases of intestine. Specific codes are added to identify intestinal 
microbial overgrowth and its subtypes:
K63.82	 Intestinal microbial overgrowth

	 K63.821		 Small intestinal bacterial overgrowth

				    K63.8211	 Small intestinal bacterial overgrowth, hydrogen-subtype

				    K63.8212	 Small intestinal bacterial overgrowth, hydrogen sulfide-subtype

				    K63.8219	 Small intestinal bacterial overgrowth, unspecified

	 K63.822		 Small intestinal fungal overgrowth

	 K63.829		 Intestinal methanogen overgrowth, unspecified

There are also new codes added for acute appendicitis 
(K35.200-K35.211, K35.219), disorders of the retroperitoneum 
(K68.2-K68.3), short bowel syndrome with or without continuity 
between the short bowel and colon (K90.821-K90.822, K90.829), 
and intestinal failure (K90.83).

Chapter 12 (L00-L99)
In this chapter for diseases of the skin, there is one revision to a Code 
first note under L53.0 Toxic erythema. This is to account for a code 
change in the Table of Drugs.

Chapter 13 (M00-M99)
Age-related osteoporosis with current pathological fracture of pelvis 
is currently coded as osteoporosis with current pathological fracture, 
femur. “This is anatomically incorrect,” according to the Agency 
for Healthcare Research and Quality. For improved reporting, 
new codes are added under new subcategories M80.0B Age-related 
osteoporosis with current pathological fracture, pelvis and M80.8B 
Other osteoporosis with current pathological fracture, pelvis.

Chapter 14 (N00-N99)
The Renal Physicians Association requested a new code for im-
munoglobulin A nephropathy (IgAN), the most common form of 
glomerulonephropathy. IgAN cases are currently coded as N02.8 
Recurrent and persistent hematuria with other morphologic changes. 
After Oct. 1, look to the new codes under N02.B Recurrent and 
persistent immunoglobulin A nephropathy to indicate the severity or 
course of IgAN.

Membranous nephropathy (MN) is another condition that 
affects the genitourinary system. The National Kidney Foundation 
requested new codes for the primary and secondary forms of MN. 
“Since treatment is often targeted at the etiologic cause in secondary 
MN, differential diagnosis is critical to distinguish between the 
two forms,” the requesters stated. The new codes are added under 
categories N04 Nephrotic syndrome and N06 Isolated proteinuria 
with specified morphological lesion.

Chapter 15 (O00-O9A)
The National Center for Health Statistics received a request to 
clarify coding related to current code O90.4 Postpartum acute kid-
ney failure, under which anuria, oliguria, and hepatorenal syndrome 
complicating the puerperium are currently classified. The new 
codes that separate these conditions are:
O90.41 	 Hepatorenal syndrome following labor and delivery

O90.49	 Other postpartum acute kidney failure

Also in this chapter, new codes O26.64- are added for the report-
ing of intrahepatic cholestasis in pregnancy. The six-character codes 
allow you to specify trimester.
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Chapter 16 (P00-P96)
There are no new codes in this chapter for conditions originating in 
the perinatal period, but there are several revisions and deletions to 
parenthetical notes.

Chapter 17 (Q20-Q28)
Alagille syndrome is a rare genetic disorder that primarily affects the 
liver but can affect multiple organ systems, according to the Global 
Liver Institute (GLI). This condition is currently classified under 
Q44.7 Other congenital malformations of the liver, which also in-

cludes accessory liver, congenital absence of liver congenital hepato-
megaly and congenital malformation of liver NOS. New codes and 
inclusion terms allow for clearer identification of Alagille syndrome.
Q44.70	 Other congenital malformation of liver, unspecified

Q44.71	 Alagille syndrome

Q44.79	 Other congenital malformations of liver 

Also in this chapter, several codes are added under Q75 Other 
congenital malformations of skull and face bones to better identify 
craniosynostosis; three codes are added under Q87.8 Other speci-

Official Coding Guidelines for 2024

The National Center for Health Statistics posted, July 5, the 2024 update to 
the ICD-10-CM Official Guidelines for Coding and Reporting. These guidelines 
are essential to diagnosis coding and should be reviewed by medical coders 
and auditors at least annually. With this latest version going into effect Oct. 
1, 2023, now is a good time to look at any changes.

Note: Narrative changes to the guidelines are bolded; text that has been 
moved is underlined; and heading revisions are italicized.

Under section I.C.1.g.1, the following is added:

(f) Screening for COVID-19

For screening for COVID-19, including preoperative testing, assign code 
Z11.52, Encounter for screening for COVID-19.

This code was added Jan. 1, 2021, and replaced Z11.59 Encounter for 
screening for other viral diseases. For COVID-19 screening encounters on or 
after Oct. 1, 2023, assign code Z11.52. 

Under section I.C.9.e. Acute myocardial infarction (AMI), the following is 
added:

6) Myocardial Infarction with Coronary Microvascular Dysfunction

Coronary microvascular dysfunction (CMD) is a condition that impacts 
the microvasculature by restricting microvascular flow and increas-
ing microvascular resistance. Code I21.B, Myocardial infarction with 
coronary microvascular dysfunction, is assigned for myocardial infarc-
tion with coronary microvascular disease, myocardial infarction with 
coronary microvascular dysfunction, and myocardial infarction with 
non-obstructive coronary arteries (MINOCA) with microvascular disease.

Under section I.C.18.e. Coma, the following is added:

Code R40.20, Unspecified coma, should be assigned when the underlying 
cause of the coma is not known, or the cause is a traumatic brain injury 
and the coma scale is not documented in the medical record.  

Do not report codes for unspecified coma, individual or total Glasgow coma 
scale scores for a patient with a medically induced coma or a sedated patient. 

1.	 Coma Scale 

2.	 The coma scale codes (R40.21- to R40.24-) can be used in conjunction 
with traumatic brain injury codes. These codes cannot be used with 
code R40.2A, Nontraumatic coma due to underlying condition. They 
are primarily for use by trauma registries, but they may be used in any 
setting where this information is collected. The coma scale codes should 
be sequenced after the diagnosis code(s).

Under section I.C.21.c, the following is added:

8) Follow-up

Codes Z08, Encounter for follow-up examination after completed 
treatment for malignant neoplasm, and Z09, Encounter for follow 
up examination after completed treatment for conditions other than 
malignant neoplasm, may be assigned following any type of completed 
treatment modality (including both medical and surgical treatments).  

Under section III. Reporting Additional Diagnoses, two impactful words were 
added to the definition for “other diagnoses:”

For reporting purposes, the definition for “other diagnoses” is interpreted as 
additional clinically significant conditions that affect patient care in terms 
of requiring …

The FY 2024 ICD-10-CM guidelines are available for download from the NCHS 
website.

https://www.aapc.com
http://www.aapc.com/blog
https://www.cdc.gov/nchs/icd/Comprehensive-Listing-of-ICD-10-CM-Files.htm
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fied congenital malformation syndromes, not elsewhere classified to 
identify Bardet-Biedl syndrome, Laurence-Moon syndrome, and 
MED13L syndrome; and Q93.52 Phelan-McDermid syndrome is 
added to identify this genetic neurodevelopmental condition with 
multi-system manifestations.

Chapter 18 (R00-R99)
Many women are told they have “dense breast tissue.” Now there 
are several codes to identify the different types of breast density. You 
will find these codes under new subcategory R92.3 Mammographic 
density found on imaging of breast. Code also inconclusive mam-
mograms (R92.2), if applicable.

Also in this chapter, you’ll find new codes for reporting foreign 
body sensation in various areas of the circulatory and respiratory 
systems (R09.A-) and a new code for the diagnosis of nontraumatic 
coma due to an underlying condition (R40.2A).

Chapter 19 (S00-T88)
Codes for gadolinium (T56.821-T56.824) are added to the Table 
of Drugs and Chemicals. There are also some added and deleted 
parenthetical notes.

Chapter 20 (V00-Y99)
The American Academy of Pediatrics requested new codes for 
reporting foreign bodies entering into or through a natural orifice. 
Instead of category T16-T19 codes, appropriate for the run-of-the-
mill Cheerio-in-the-nose encounter, you’ll look under new category 
W44 Foreign body entering into or through a natural orifice to code 
more serious objects being inserted where they don’t belong such 
as a swallowed button battery (W44.A1) or sharp glass (W44.C1).

Chapter 21 (Z00-Z99)
A new code is added for reporting a child welfare exam (Z02.84); 
two new codes are added under Z05.8 Observation and evaluation of 
newborn for other specified suspected condition ruled out; a new code 
is added for identifying resistance to carbapenem (Z16.13); and 
(as mentioned earlier) new Z22.34- codes are added for reporting 
carriers of other specified bacterial diseases.

Also in this chapter, a new code is added for acute HIV infection 
syndrome and HIV pre-exposure prophylaxis (PrEP) to increase 
awareness of PrEP among some at-risk groups, to enable wider use, 

and to reduce the burden of HIV disease, according to the requester.
Z29.81 	 Encounter for HIV pre-exposure prophylaxis

Z29.89 	 Encounter for other specified prophylactic measures

There are also new Z codes to provide coding specificity for 
family history of adenomatous polyps for individuals with this 
familial risk factor.

Lastly, in this chapter, there are new codes for reporting ad-
ditional social determinants of health such as a child in custody 
of a non-relative guardian (Z62.24) and other specified problems 
related to upbringing (Z62.8-).

Chapter 22 (U00-U85)
This chapter is reserved for special purpose codes such as assign-
ment of new diseases of uncertain etiology or emergency use. Note 
the changes under U07.1 COVID-19, as follows:

Add Use Additional code, if applicable, for associated condi-
tions such as:
		  COVID-19 associated coagulopathy (D68.8) 
		  disseminated intravascular coagulation (D65) 
		  hypercoagulable states (D68.69) 
		  thrombophilia (D68.69)
Delete	 Excludes2: coronavirus infection, unspecified (B34.2)

Learn More About the Code Update
This is not an all-inclusive list of the changes in the October update 
to ICD-10-CM. You can learn more about diagnosis coding for 
FY 2024 in a Sept. 13 webinar hosted by AAPC and presented by 
Jill Young, CPC, CEDC, CIMC. To register, go to www.aapc.com/
medical-coding-education/webinars/2024-icd-10-cm-updates. 

Renee Dustman, BS, is the managing editor of content and editorial for AAPC’s Publishing 
Department. She is a member of the Flower City Professional Coders local chapter in 
Rochester, N.Y.
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CDC ICD-10 Coordination and Maintenance Committee Meeting, Sept. 13-14, 2022 

CMS.gov 2024 ICD-10-CM 

www.aapc.com/medical-coding-education/webinars/2024-icd-10-cm-updates
www.aapc.com/medical-coding-education/webinars/2024-icd-10-cm-updates
https://www.cms.gov/files/document/march-7-2023-final-agenda-and-materials.pdf
https://www.cms.gov/medicare/icd-10/2024-icd-10-cm
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■ MEMBER OF THE MONTH
By Renee Dustman, BS

AAPC Recognizes Lisa Livingston
Meet a member who demonstrates exemplary 
professionalism and leadership skills.
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Member of the Month

Each month, AAPC selects a member who demonstrates exemplary 
leadership qualities. This month, we’ve chosen Lisa Livingston, 

BSN, RN, CPC, CPMA. Livingston is a long-time member who 
has consistently shared her expertise with others through writing, 
education, and leadership roles. We asked Livingston to share her 
professional journey in her own words. This is her story.

A Career in Clinical
Thirty-four years ago, I began my journey as a dedicated nursing 
professional. Since then, I have delivered patient-focused care to 
patients across a diversity of healthcare settings including a large 
hospital system, physician-owned medical practices, home health, 
and hospice. I worked for more than 20 years in a specialty medical 
practice, where I coordinated and provided patient care for more than 
50 providers across four states, with a primary emphasis in allergy, 
asthma, and immunology care for patients of all ages. For 10 of those 
years, I provided strategic direction to the clinical operations of a 
freestanding research center affiliated with the medical practice. It 
was during that time when we implemented a centralized web-based 
clinical trial management system to improve research tracking, 
reporting, data management, and financial administration for phar-
maceutical research-sponsored clinical trials.

From Clinical to Compliance
With a medical coder on maternity leave in 2012, the accounts receiv-
able administrator asked for my support to prepare medical records 
for third-party payer audits. Soon after, the senior management team 
approached me regarding a newly created position for a compliance 
specialist. I decided to become a member of AAPC to gain a better 
understanding of the business side of healthcare. I knew it would be 
important to understand the fundamentals of the revenue cycle and 
how to maximize reimbursement for the practice.

As a registered nurse, I had a strong foundation in anatomy, physi-
ology, and medical terminology. With the right education and train-
ing resources, I earned my Certified Professional Coder (CPC®) and 
Certified Professional Medical Auditor (CPMA®) credentials. This 
led me to contribute to the growth and success of an internal compli-
ance program by implementing audit software to improve operational 
efficiencies and risk reduction across the practice. Thanks to a robust 
clinical background and leadership experience, the transition from 
a clinical setting to compliance specialist was not difficult for me.

Through professional development and continuing education 
opportunities, AAPC opened doors to advance my career. Almost 
three years ago, I accepted a position as nurse consultant with 
the Tennessee Bureau of Investigations Medicaid Fraud Control 
Division, performing comprehensive medical reviews for civil and 
criminal investigations of provider fraud allegations.

Looking Ahead
The landscape of healthcare is continuously evolving and is un-
dergoing unprecedented changes. Key stakeholders and leadership 
in any organization must also change, both in response to and 
in anticipation of emerging trends. With a growing membership, 
AAPC remains committed on advancing the careers of healthcare 
professionals. Being a member of AAPC’s National Advisory Board 
provides me with a unique opportunity to be an ambassador of 
AAPC’s mission, advocating for positive change and bringing unique 
skills and diverse expertise to drive meaningful progress throughout 
the organization 

I plan on sitting for the Certified Professional Compliance Officer 
(CPCO®) exam this year. It will be exciting to see what doors this will 
open for me. 

Renee Dustman, BS, is the managing editor of content and editorial for AAPC’s Publishing 
Department. She is a member of the Flower City Professional Coders local chapter in Rochester, 
N.Y.

“Through professional development and 
continuing education opportunities, AAPC 

opened doors to advance my career.”

https://www.aapc.com
http://www.aapc.com/blog
https://www.aapc.com/certifications/cpco
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By Lori A. Cox, MBA, CPC, CPMA, CPC-I, CEMC, CGSC, CHONC

The Centers for Medicare & Medicaid Services (CMS) sets guide-
lines and regulations to ensure adherence to reimbursement rules 

for incident-to services. Some of CMS’ rules center around practices 
that employ advanced practice providers (APPs). When auditing 
medical records, it’s crucial to understand and apply CMS’ incident-
to rules. This article aims to provide guidance on auditing medical 
records to ensure compliance with those rules.

Circumstances for Billing APP Services Incident-to
CMS’ incident-to requirements dictate the circumstances under 
which services provided by APPs can be billed under a supervising 
physician’s National Provider Identifier (NPI). To comply with CMS 
guidelines, the following key elements must be met.

APP Qualifications
APPs must be qualified healthcare professionals, such as nurse prac-
titioners (NPs), physician assistants (PAs), or clinical nurse specialists 

(CNSs), and must work under the direct supervision of a physician. 
This means the physician must be physically present in the office suite 
and available to assist, even if they are not physically present in the 
same room during the service. 

One exception to the supervision requirement is when certain be-
havioral health services are performed. The 2023 Medicare Physician 
Fee Schedule (MPFS) final rule allows general supervision for these. 
Under general supervision, the supervising physician does not need 
to be physically present while the service is being performed by the 
APP. However, the physician must be available for consultation 
or assistance if needed. The physician’s involvement may include 
providing general instructions or guidelines to the APP regarding 
the patient’s care, being available for questions or consultation, and 
periodically reviewing the services provided. 

There are other exceptions as well, such as during the public 
health emergency (PHE) for COVID-19. CMS temporarily modified 
the regulatory definition of direct supervision, which requires the 

A New Way to Audit Incident-to Services
Proper documentation and accurate billing are essential aspects of 
healthcare compliance.

■ AUDITING/COMPLIANCE

■ Coding/Billing	 ■ Auditing/Compliance	 ■ Practice Management 
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“Incident-to services are only allowed for office visits in the 
physician’s office and in the outpatient clinical setting.”

supervising physician to be “immediately available” to furnish 
assistance and direction during the service, to include “virtual 
presence” of the supervising clinician through the use of real-time 
audio and video technology. This flexibility is currently set to return 
to pre-PHE rules on Dec. 31, 2023.

Keep in mind that each state may have different rules, commonly 
known as the “scope of practice,” that indicate which services APPs 
can perform either under direct or general supervision.

Established Plan of Care
The APP’s services must be consistent with an established plan of 
care, initiated by the physician during a face-to-face encounter with 
the patient.

Take Steps to Compliance
When conducting an audit of medical records to assess compliance 
with CMS’ incident-to requirements, consider the following steps:

Review documentation of supervision: Ensure that the medical 
records clearly indicate the presence and availability of the supervis-
ing physician during the service. Look for evidence of collaboration, 
communication, and consultation between the APP and the super-
vising physician. If possible, look at the physician’s appointment 
schedule for that day to see if they were in the office seeing patients. 

Assess plan of care documentation: Examine the medical 
records for documentation of an established plan of care by the 
supervising physician. Look for evidence of a face-to-face encounter 
with the patient, during which the physician initiates and docu-
ments the plan of care that includes services to be provided by the 
APP. Then make sure that the physician has been actively engaged 
in the treatment. The physician cannot just initiate treatment and 
allow the APP to treat the patient independently.

In addition, no new problems can be addressed if the service is 
going to be billed under the physician. The APP can only follow the 
treatment plan given by the physician. If the patient does have a new 
problem that needs addressed, the physician will either need to see 
the patient and treat the problem or the service will need to be billed 
under the APP.

Check billing and coding accuracy: Verify that the services 
rendered by the APP, billed under the supervising physician’s NPI, 
are appropriately coded using CMS’ billing guidelines. Ensure 
accurate documentation of the place of service, modifiers, and any 
other relevant billing requirements. Incident-to services are only 
allowed for office visits in the physician’s office and in the outpatient 
clinical setting. In the inpatient, observation, and skilled nursing 
home setting, the split/shared rules are used instead.

As you can see, an incident-to audit requires reviewing more 
than just one date of service. An auditor should have access to the 
electronic medical record system to review the entire chart, as well 
as appointment and vacation schedules.

Address audit findings: If any deficiencies or non-compliance 
issues are identified during the audit, it’s important to take ap-
propriate action. This may involve implementing corrective mea-
sures, providing additional training to the healthcare providers, or 
developing policies and procedures to ensure future compliance. 
Document the audit findings, actions taken, and any follow-up 
steps to demonstrate due diligence.

If major issues are found, consider billing the claim directly under 
the APP rather than using the incident-to guidelines. We have many 
clients that do this because the guidelines do have some loopholes 
and are hard to track. Another benefit to billing under the APP is that 
when the patient gets the bill, you won’t receive phone calls wonder-
ing why they got a charge for a physician they did not see. Remember, 
though, that this will subject you to the 85 percent payment reduc-
tion: APPs are paid at a lower rate per CMS (and many payers). 

Maintain Regulatory Compliance
Auditing medical records for compliance with CMS’ incident-to 
requirements is vital to maintain regulatory compliance, accurate 
billing, and proper reimbursement. By understanding the key com-
ponents of CMS’ incident-to guidelines and following a systematic 
auditing process, healthcare organizations can ensure adherence 
to regulations and optimize patient care. Compliance with CMS’ 
incident-to requirements promotes transparency, reduces the risk 
of improper billing, and enhances overall quality of care in the 
healthcare industry. 

Lori A. Cox, MBA, CPC, CPMA, CPC-I, CEMC, CGSC, CHONC, has over 20 years of 
experience in the business side of healthcare. She began working as a patient accounts 
representative and then transitioned to the billing department. She was promoted to billing 
supervisor and later became the compliance officer. Currently, Cox works for AAPC Services as 
director of client engagement, performing audits and education for clients across the country. 

Cox has served on AAPC’s National Advisory Board, presented at national and regional HEALTHCONs, and 
traveled the country speaking to coders and providers on a variety of topics.
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Resources
Levine S., Weber, E., “Medicare Compliance Basics: Incident to Billing,” Foley & Lardner LLP, 
Feb. 16, 2023

Powe, M., “What Pas Should Know About the 2023 Physician Fee Schedule Rule,” AAPA, 
Nov. 10, 2022 

CMS, “Physicians and Other Clinicians: CMS Flexibilities to Fight COVID-19,” June 26, 2023 

https://www.aapc.com
http://www.aapc.com/blog
https://www.aapc.com
https://www.foley.com/en/insights/publications/2023/02/medicare-compliance-basics-incident-billing
https://www.foley.com/en/insights/publications/2023/02/medicare-compliance-basics-incident-billing
https://www.aapa.org/news-central/2022/11/what-pas-should-know-about-the-2023-physician-fee-schedule-rule/
https://www.aapa.org/news-central/2022/11/what-pas-should-know-about-the-2023-physician-fee-schedule-rule/
https://www.cms.gov/files/document/physicians-and-other-clinicians-cms-flexibilities-fight-covid-19.pdf
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Modifier QW indicates a Clinical Laboratory Improvement 
Amendment (CLIA) waived test performed by a lab with a CLIA 

certificate. Appending modifier QW to a code indicates that the 
test was performed at a waived complexity level. Let’s make sure you 
understand what a CLIA waived test is so that you can use modifier 
QW appropriately to get claims paid.

What Is CLIA?
CLIA regulations include federal standards that are applicable to any 
U.S. facility that performs laboratory testing on specimens derived 
from humans for the purpose of providing information for:

•	 Diagnosis or treatment of disease or impairment
•	 Health assessments

The objective of CLIA is to ensure the accuracy, reliability, and 
timeliness of test results regardless of where the test is performed.

CLIA Certifications
Every lab should have at least one of the five types of CLIA certifica-
tions to perform a lab test. These certifications include:

•	 Certificate of Waiver – For performing simple laboratory 
examinations and procedures that have an insignificant risk 
of an erroneous result

•	 Certificate of Provider Performed Microscopy 
Procedures (PPMP) – In addition to the waived tests, can 
perform an additional 12 microscopic tests

•	 Certificate of Registration – Temporarily issued to a non-
waivered lab until registration is completed

•	 Certificate of Compliance – Can perform moderately and/
or highly complex tests. This certificate is issued to a laboratory 
after an inspection that finds the laboratory to be in compliance 
with all applicable CLIA requirements. Compliance facilities are 
inspected by their CMS CLIA state agency. 

•	 Certificate of Accreditation – Can perform moderately 
and/or highly complex tests. This certificate is issued 
to a laboratory after an inspection by the laboratory’s 
accreditation organization to determine compliance with 
all applicable CLIA requirements. Accredited facilities 
are inspected by their accrediting agency. The accrediting 
agency must be approved by CMS.

The CLIA certificate number must appear on claims in Loop 
2300 or 2400 REF/X4, 02 for electronic claims or Item 23 of the 
CMS-1500 for paper claims.

When to Code Modifier QW
If a lab has a certificate of waiver or certificate of PPMP, then 
modifier QW is mandatory for procedures included on the Centers 
for Medicare & Medicaid Services’ (CMS’) waived list, with a few 
exceptions. The following CPT® codes do not require modifier QW 
to be recognized as CLIA waived:
81002 	 Urinalysis, by dip stick or tablet reagent for bilirubin, glucose, hemoglobin, ketones, leukocytes, ni-

trite, pH, protein, specific gravity, urobilinogen, any number of these constituents; non-automated, 
without microscopy

81025 	 Urine pregnancy test, by visual color comparison methods

82270 	 Blood, occult, by peroxidase activity (eg, guaiac), qualitative; feces, consecutive collected specimens 
with single determination, for colorectal neoplasm screening (ie, patient was provided 3 cards or 
single triple card for consecutive collection)

82272 	 Blood, occult, by peroxidase activity (eg, guaiac), qualitative, feces, 1-3 simultaneous determina-
tions, performed for other than colorectal neoplasm screening

When to Use Modifier QW
Know the rules for CLIA waived tests to ensure proper claims payment.

adobestock / kasto
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82962 	 Glucose, blood by glucose monitoring device(s) cleared by the FDA specifically for home use

83026 	 Hemoglobin; by copper sulfate method, non-automated

84830 	 Ovulation tests, by visual color comparison methods for human luteinizing hormone

85013 	 Blood count; spun microhematocrit

85651 	 Sedimentation rate, erythrocyte; non-automated

PPMP Microscopic Procedures
In addition to waived tests, labs with a PPMP certification can 
perform an additional 12 microscopic tests. The 12 CPT® codes 
used to bill these tests do not require the addition of modifier QW.
Q0111 	 Wet mounts, including preparations of vaginal, cervical or skin specimens

Q0112 	 All potassium hydroxide (KOH) preparations

Q0113 	 Pinworm examinations

Q0114 	 Fern test

Q0115 	 Post-coital direct, qualitative examinations of vaginal or cervical mucous

81015 	 Urinalysis; microscopic only

81000 	 Urinalysis, by dip stick or tablet reagent for bilirubin, glucose, hemoglobin, ketones, leukocytes, 
nitrite, pH, protein, specific gravity, urobilinogen, any number of these constituents; non-
automated, with microscopy

81001 	 Urinalysis, by dip stick or tablet reagent for bilirubin, glucose, hemoglobin, ketones, leukocytes, 
nitrite, pH, protein, specific gravity, urobilinogen, any number of these constituents; automated, 
with microscopy

81020 	 Urinalysis; 2 or 3 glass test

89055 	 Leukocyte assessment, fecal, qualitative or semiquantitative

G0027 	 Semen analysis; presence and/or motility of sperm excluding huhner

89190 	 Nasal smear for eosinophils

Test Your Knowledge
With the proper certifications, CLIA labs can perform tests at both 
waived and complex levels. Usually, the tests do not need modifier 
QW unless the documentation mentions the service was provided 
at a waived level. Only CPT® codes that need modifier QW to be 
recognized as waived need to be appended.

Here are some real-world examples for better understanding:

1. A patient came to a CLIA waived lab for a urinalysis test 
(Urinalysis, by dip stick or tablet reagent for bilirubin, glucose, he-
moglobin, ketones, leukocytes, nitrite, pH, protein, specific gravity, 
urobilinogen, any number of these constituents; automated, without 
microscopy). Is it appropriate to use modifier QW for this test?
Answer: Yes. The CPT® code for this test is 81003 and the patient 
is in a CLIA waived lab. Per CMS, modifier QW is required to 
indicate the test was performed at a waived level.

2. A patient came to a CLIA compliance lab for a urinalysis test 
(Urinalysis, by dip stick or tablet reagent for bilirubin, glucose, he-
moglobin, ketones, leukocytes, nitrite, pH, protein, specific gravity, 

urobilinogen, any number of these constituents; automated, without 
microscopy). Is it appropriate to use modifier QW for this test?
Answer: No. CLIA compliance does not require modifier QW 
unless the provider documented the service was performed at a 
waived level. 

3. A patient came to a CLIA PPMP lab for a urinalysis test (Urinalysis, 
by dip stick or tablet reagent for bilirubin, glucose, hemoglobin, ketones, 
leukocytes, nitrite, pH, protein, specific gravity, urobilinogen, any 
number of these constituents; automated, without microscopy). Is it 
appropriate to use modifier QW for this test?
Answer: Yes. The CPT® code for this test is 81003 and CLIA PPMP 
labs perform waived tests only. Per CMS, modifier QW is required 
to indicate the test was performed at a waived level.

4. Does 87635 require modifier QW when performed in a CLIA 
waived lab?
Answer: Yes. CPT® 87635 was added to the code set in 2020 and 
must have modifier QW appended to be recognized as a test that can 
be performed in a facility with a CLIA certificate of waiver.

5. Is it appropriate to add modifier QW to 81001 when performed 
in a CLIA PPMP lab?
Answer: No. 81001 is one of the 12 microscopic procedures a PPMP 
lab is allowed to perform, making modifier QW unnecessary. 

6. Is it appropriate to add modifier QW to 81000 or 81001 when 
performed in a CLIA waived lab? 
Answer: No. 81000 and 81001 are not acceptable procedures to be 
performed in a CLIA waived lab (with or without QW); you cannot 
use these CPT® codes in a CLIA waived lab. If you receive a medical 
record coded with 81000 or 81001 under CLIA waived, query the 
physician for clarification. Note: In a CLIA PPMP lab, you can code 
81001 but not 81000.

Remember: QW is a fee-affecting modifier and should be added 
as the first-listed modifier to a code. CMS updates its waived list 
every year, so make sure to check it annually to ensure billing 
accuracy. 

Archana Murali, CPC, has 14 years of experience in the healthcare industry, including 
coding for ambulatory and hospitals on the front end and in denial management and as a 
healthcare business analyst. Murali works at Athenahealth Technology Pvt Ltd as a team 
training manager, identifying training needs and designing and implementing training 
programs.

Resources
CDC: Tests Granted Waived Status Under CLIA

CMS: MLN Matters MM13253

U.S. FDA CLIA search database 

CDC CLIA Law & Regulations

https://www.aapc.com
http://www.aapc.com/blog
https://www.aapc.com
https://www.cdc.gov/clia/docs/tests-granted-waived-status-under-clia.pdf
https://www.cms.gov/files/document/mm13253-new-waived-tests.pdf
https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfCLIA/search.cfm
https://www.cdc.gov/clia/law-regulations.html
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By Keisha Wilson, CCS, CPC, CPB, CPMA, CRC, AAPC Approved Instructor

You’ve probably seen the acronym CDI (clinical documentation 
improvement), but do you understand the CDI specialist’s role 

in an organization’s daily workflow with regard to educating and 
training physicians, non-physician practitioners (NPPs), and other 
clinical staff?

CDI specialists are an integral part of ensuring that provider docu-
mentation and the medical record are complete, accurate, compliant, 
reflect the patient’s severity of illness, and support billed diagnosis 
codes. CDI bridges the gap between coders and practitioners. This is 
why we’ve seen an increase in both onsite and remote job postings and 
programs created for CDI specialists in recent years.

Roles of a CDI Specialist
CDI specialists often work in the inpatient setting, reviewing patients’ 
charts for diagnosis coding. Most importantly, they ensure documenta-
tion supports patient care and management of diseases and chronic 
conditions. CDI specialists may also work in the outpatient setting on 
a compliance auditing team, analyzing data algorithms and reviewing 
documentation guidelines, medical necessity, and diagnosis specificity, 
all of which may affect risk adjustment, claim denials, and provider re-
imbursement. The CDI specialist will often work with a “CDI physician 
champion,” a provider who recognizes and supports the mission of CDI 
and its initiative to improve documentation. The physician champion 
serves as a bridge between CDI and other physicians/colleagues.

Daily duties of a CDI specialist may vary depending on the orga-
nization and department they work in, but a day as a CDI specialist 
may include the following:

•	 Ensures the accuracy and completeness of clinical 
information for measuring and reporting physicians’ and 
hospitals’ documentation and  medical records

•	 Conducts concurrent reviews to ensure there is proper 
documentation as required for Medicare, Medicaid, and 
commercial payers

•	 Analyzes statistical and clinical data of patients, treatment 
plans, and discharge summaries

•	 Tracks outcomes for individual patients to measure the 
quality of services provided

•	 Tracks responses and queries into the organization’s 
database/tracking tool and follows up with doctors and 
nurses where needed to complete a patient’s records

•	 Collaborates with coding staff and CDI physician 
champions to ensure patient records reflect clinical status 
and care provided

•	 Educates medical and coding staff on clinical documentation 
opportunities, coding and reimbursement issues, and 
performance improvement methodologies

•	 Demonstrates an understanding of complications, 
comorbidities, case mix, and the impact of procedures on the 
billed record

•	 Participates in CDI initiatives and provides opportunities for 
documentation improvement for systems

CDI Education and Job Requirements
If you search job listings on websites, a CDI specialist will require a 
clinical background and may look for nurses, NPPs, and advanced 
practice providers (APPs) like nurse practitioners, physician as-

Do You Have the Do You Have the 
Skills to Become a Skills to Become a 
CDI SpecialistCDI Specialist??
The need for clinical The need for clinical 
documentation improvement documentation improvement 
specialists is on the rise.specialists is on the rise.

■ CODER’S VOICE
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“Some outpatient CDI programs 
may not require a nursing degree but 

may require that applicants have 
completed or hold a certification 

from an accredited program.”

sistants, and even physicians. If you’re interested in transitioning to 
a role as a CDI specialist, speak to someone already in the role who 
can provide advice, and research various postings to understand the 
educational requirements and job descriptions. Some CDI roles may 
require you to have the following:

•	 A clinical background, with a minimum of an associate or 
bachelor’s degree in nursing and a master’s degree in health 
informatics

•	 Current state license to practice in the state in which you will 
work, unless it’s a remote job, which only requires an active 
license

•	 A minimum of 2 to 5 years of experience in a CDI role
•	 Proficiency in a medical record review
•	 Excellent presentation skills
•	 Soft skills, including excellent interpersonal and written skills
•	 Excellent analytical skills
•	 Strong computer skills, with knowledge of Microsoft 365 

(Excel, Word, PowerPoint)

Strong computer skills have moved up the ladder of requirements 
lately as hybrid and remote work has increased significantly since the 
COVID-19 pandemic. Employers want to ensure candidates have 
what it takes to work independently and communicate virtually.

Some outpatient CDI programs may not require a nursing 
degree but may require that applicants have completed or hold a 
certification from an accredited program such as AAPC’s Certified 
Documentation Expert Outpatient (CDEO®), Certified Documentation 
Expert Inpatient (CDEI™), or Certified Risk Adjustment Coder (CRC®). 
These courses cover medical terminology, anatomy and physiology, 
pharmacology, documentation requirements, chronic conditions, 
disease processes, coding guidelines, management of patients’ condi-
tions, and how to educate a provider efficiently after review.

What Is on the Horizon for CDI?
As healthcare moves toward value-based payments, organizations 
will continue to see the importance of implementing CDI roles 
and programs to support the increasing demand for accurate and 
compliant clinical documentation in inpatient and outpatient 
settings. Remember, a CDI specialist’s role is not to work against 
providers and other clinical and coding staff, but to work with 
them to ensure a decrease in population risk, an increase in data 
quality for patient care, quality reporting of documentation, and 
an increase in revenue. 

Keisha Wilson, CCS, CPC, CPB, CPMA, CRC, AAPC Approved Instructor, has worked in 
healthcare for more than 20 years, holding various positions in hospitals and acute and 
ambulatory care systems, including outpatient coding specialist, CDI specialist, compliance 
operations manager, and interim director. She has consulted for various coding companies and 
collaborated on AAPC’s Primary Care Coding Alert. Wilson recently started her own healthcare 

consulting company, KW Advanced Consulting, LLC, which provides compliance training on documentation and 
coding as auditing services, as well as virtual coding courses, live and on-demand webinars, and additional 
consulting services based on clients’ needs. She currently sits on the board of directors for an outpatient and 
mental health clinic in Brooklyn and is a member of the Manhattan, N.Y. local chapter.

CDIs
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■ CODING/BILLING
By Alyssa Carr, CPPM

Verifying insurance benefits and obtaining accurate information 
are important steps in the revenue cycle, especially when billing 

speech therapy. Many insurers say they cover speech therapy services, 
but what they don’t always tell you is that only certain types of services 
are covered. This can lead to claim denials, balance write-offs, and 
unexpected bills for patients. Therefore, it’s crucial to ask the right 
questions before billing for these services.

In addition to asking about applicable deductibles, co-insurance, 
and copays, be sure to thoroughly read the patient’s benefit booklet 
or ask the insurer’s customer service representative for the following 
five pieces of information.

1  �Does the plan cover both rehabilitative  
and habilitative services?

Some insurers cover all services for speech therapy, whereas others 
cover services only under certain conditions. When it comes to 
coverage, there are two branches to these services: rehabilitative and 
habilitative.

Rehabilitative services help a person keep, get back, or improve 
skills that were lost because of illness or injury. For example, a patient 
who has had a stroke or traumatic brain injury may have lost the 
ability to communicate or has difficulty finding words.

Habilitative services help a person attain skills they may not 
have developed in the first place that impact their daily living. Think 
of a child who can understand what a person is saying and follows 
directions but has limited or even no words to express their wants 
and needs, or a child with articulation errors who can speak but is 
difficult to understand. The latter is most commonly considered to 
be a non-covered service or a covered service only for those under a 
specific age.

5 Questions to Ask When Verifying 
Speech Therapy Benefits
Understanding the intricacies of 
speech therapy coverage helps 
bolster all areas of the revenue cycle.
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2  �Is there a  
visit maximum?

Many speech therapy services are subject to a visit limit, but it’s 
important to understand that these visit limits are classified as either 
a hard or soft maximum.

Insurance plans with a soft maximum on visit limits will often 
approve additional visits beyond their maximum based on medical 
necessity; though, unlike Medicare’s outpatient therapy cap, this 
cannot be overridden with a simple modifier. If your patient’s 
plan is a soft max, notate the steps for requesting additional visits. 
This could be in the form of submitting documentation through a 
provider portal, via fax, or requesting additional visits through the 
authorization department.

Plans with a hard maximum make it harder to obtain additional 
visits unless there is a policy clause for patients being seen for certain 
rehabilitation services. Some plans may also state there is no visit limit 
for certain diagnosis codes. It’s possible to come across a plan that 
states that limits don’t apply to mental health, with the majority of 
the F-series codes that speech therapists use being classified as such.

Additionally, ask if the visit limit applies for conditions such as 
autism or if additional visits are allowed in cases of certain condi-
tions such as stroke or other illness or injury.

3  �Is a referral from the  
primary care provider required?

The purpose of a referral is to ensure that a patient receives specialty 
care and treatment for their concern from the most appropriate 
provider. With such a wide selection of specialty areas that fall under 
the umbrella of a speech language pathologist’s scope of practice, 
a referral can also provide additional details about the primary 
concern, helping your provider determine if they’re the right fit for 
that patient.

An initial referral also may have the diagnosis code(s) of relevant 
medical concerns, which helps your office get paid for claims. Not all 
clinics require a referral to initiate services, but some insurers require 
the ordering or referring physician to be included on the claim or be 
sent directly to the insurance in order for payment to be made. Decide 
whether you want to require a referral for every patient from their 
primary care provider or only when required by insurance.

4  �Is authorization required for the  
evaluation and/or treatment?

Insurers may require prior authorization before the start of treat-
ment or evaluation. This allows health insurance companies to 
manage costs, control utilization management, and ensure the 
requested services are covered under the patient’s policy. Prior 
authorization typically requires the submission of the evaluation 

report, care plan, and even chart notes. The insurance then reviews 
the records and makes a determination based on medical necessity, 
coverage policies, and other factors. The downside of prior autho-
rization is a delay in receiving care, as the approval process can take 
days or even weeks. If an authorization is denied, check the patient’s 
member handbook or the insurer’s provider manual regarding the 
appeal process. 

5  �What are the  
other exclusions?

The member handbook is a convenient resource for identifying 
specific speech therapy services that will not be covered by your 
patient’s plan. What is considered an excluded service will differ 
between insurers and plans within the same insurance company. 
Anything considered “educational,” such as a reading disorder or 
dyslexia, or services considered “maintenance” in nature is almost 
always an exclusion. Accent reduction is another example of a 
non-covered service as it’s viewed as a cosmetic service.

Submit Claims With Confidence
Becoming familiar with aspects of each patient’s insurance plan 
to identify what services are allowed or excluded, visit limits, and 
prior authorization or referral requirements can help medical offices 
significantly reduce the number of unexpected claim denials they 
receive. It also allows offices to communicate coverage gaps with 
their patients, ensuring not only a more efficient reimbursement 
process, but also a reduction in additional unexpected patient 
costs. This comprehensive understanding enables offices to provide 
better support and guidance to patients, promoting a more positive 
experience while navigating the complexities of insurance. 

Alyssa Carr, CPPM, has been the office manager for a speech and occupational therapy clinic 
since 2017. She entered the healthcare field in 2010 and earned her bachelor’s in healthcare 
administration from Pacific University in 2016. She is a member of the Albany, Oregon local 
chapter.

“Not all clinics require a referral to 
initiate services, but some insurers 

require the ordering or referring 
physician to be included on the claim 
or be sent directly to the insurance in 

order for payment to be made.”
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■ CODING/BILLING
By Julie Harper, CPC, CPCO, CDEO, CPMA, COSC

Debridement removes foreign material and/or devitalized or con-
taminated tissue until healthy tissue is exposed. It essentially cleans 

up the area and is often performed with other orthopedic surgical 
procedures. As an auditor who specializes in orthopedics, I frequently 
see providers bill for debridement in addition to an extensive surgery. 
For billing purposes, however, debridement is generally considered a 
component of a more extensive procedure.

Per National Correct Coding Initiative (NCCI) Policy Manual, 
Chapter 4, under General Policy Statements, “Debridement of tissue 
in the surgical field of another musculoskeletal procedure is not 
separately reportable.” 

Sounds easy enough, right? Think again. As with all things 
ortho coding related, just when you think you understand a concept 

well, there are exceptions to remember. In this case, there are three 
instances in which you can, and should, bill for a debridement 
procedure separately from a surgical procedure.

1. �Debridement at the Site of  
an Open Fracture or Dislocation

Open fracture pertains to the diagnosis (bone sticking through the skin), 
not the type of repair or procedure (e.g., open reduction). When debride-
ment is performed at an open fracture or dislocation site, look to CPT® 
code range 11010-11012 (Debridement including removal of foreign 
material at the site of an open fracture and/or an open dislocation). Bill 
the debridement procedure in addition to any fracture treatment code(s).

Know when to bill for debridement separately from surgery.

Scrub Away Debridement Billing Confusion
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2. Arthroscopic Shoulder Debridement
Debridement is generally included with other arthroscopic shoulder 
procedures, even when performed in different areas of the shoulder. 
However, you can bill extensive debridement (29823), which is 
defined as … 3 or more discrete structures (eg, humeral bone, humeral 
articular cartilage, glenoid bone, glenoid articular cartilage, biceps 
tendon, biceps anchor complex, labrum, articular capsule, articular 
side of the rotator cuff, bursal side of the rotator cuff, subacromial 
bursa, foreign body[ies]), with 29824 Arthroscopy, shoulder, surgical; 
distal claviculectomy including distal articular surface (Mumford 
procedure), 29827 Arthroscopy, shoulder, surgical; with rotator cuff 
repair, and/or 29828 Arthroscopy, shoulder, surgical; biceps tenodesis 
when performed in different areas of the shoulder.

It should be noted that between the dates of Oct. 1, 2022, and 
Dec. 31, 2022, there was an NCCI edit that bundled 29823 with the 
abovementioned procedures. However, that edit was removed as of 
Jan. 1, 2023, so no modifier is required other than the anatomical 
modifier for these code pairs.

3. Arthroscopic Knee Debridement
In general, you can separately bill arthroscopic 
debridement/chondroplasty of the knee when it is 
performed in a separate compartment. There is an 
NCCI edit, however, bundling 29877 Arthroscopy, 
knee, surgical; debridement/shaving of articular 
cartilage (chondroplasty) with all other knee scope 
procedure codes (29866-29889), which cannot be 
overridden. Instead, when debridement or loose body 
removal is performed in a different compartment, 
consider whether you can use HCPCS Level II code 
G0289 Arthroscopy, knee, surgical, for removal of loose 
body, foreign body, debridement/shaving of articular 
cartilage (chondroplasty) at the time of other surgical 
knee arthroscopy in a different compartment of the same 
knee.

Of course, there is an exception to the excep-
tion, which is seen with 29880 Arthroscopy, knee, 
surgical; with meniscectomy (medial AND lateral, 
including any meniscal shaving) including debride-

ment/shaving of articular cartilage (chondroplasty), same or separate 
compartment(s), when performed and 29881 Arthroscopy, knee, 
surgical; with meniscectomy (medial OR lateral, including any 
meniscal shaving) including debridement/shaving of articular 
cartilage (chondroplasty), same or separate compartment(s), when 
performed. Since the descriptions of these procedures include 
“chondroplasty in a same OR separate compartment,” you cannot 
report G0289 for debridement/chondroplasty when performed 
with a meniscectomy, regardless of which compartment is treated. 
You can, however, bill G0289 for loose body removal when a 
meniscectomy is performed, as long as the loose body is removed 
from a separate compartment. 

Julie Harper, CPC, CPCO, CDEO, CPMA, COSC, has over 15 years of experience in 
healthcare administration. She has a bachelor of science degree in business and currently 
works as a multispecialty medical auditor with a special interest in orthopedic surgery. In her 
current role, Harper performs quality assurance audits to ensure compliance with all coding 
and documentation guidelines.

“Debridement is generally included with other arthroscopic shoulder 
procedures, even when performed in different areas of the shoulder.”
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■ PRACTICE MANAGEMENT
By Rachel Dorrell, MA, MS, CPC-A

Medical practices may not always think about customer service as 
a cornerstone of their daily endeavors. But in the United States, 

where healthcare is a business, making sure customers — patients — 
are satisfied with the services they receive is paramount to success.

Using quality improvement (QI) principles to evaluate customer 
service can provide a useful framework. Identify strengths and weak-
nesses by collecting some hard data on how patients feel about their 
experiences at your practice via patient satisfaction surveys and incor-
porate additional QI tips to help patients feel good about your services.

Know How a Survey Can Help
Asking patients about their experiences can help you understand if 
there are any aspects of your practices’ services you might consider 
improving.

For example, most patients expect to spend at least some time 
in a doctor’s waiting room before an appointment. But practices 
that struggle to get patients into exam rooms or with a clinician 
in a reasonable amount of time may inadvertently encourage their 
patients to seek services elsewhere.

Of course, each individual may have a different threshold for what 
constitutes too long of a wait, but surveying a critical mass of patients 
can provide the answers you need.

“You don’t have to have a 10-page survey. You don’t need to have 
a one-page survey. You don’t need to have even three questions!” 
said Sheila Sampath, BBA, MHSA, CPB, associate professor and 
faculty chair, Healthcare Administration, DeVry University, in her 
presentation “The Art of Practice Management” at AAPC’s 2023 
HEALTHCON.

You can have just a one-question survey, at the front desk, and 
when you sign patients out, keep a spreadsheet open and ask, “How 
did today go?” and write down the answer, Sampath said. And if you 
ask a different question every month, you’ll have 12 surveys in a year.

Don’t just conduct a survey, even if it’s brief and informal, without 
utilizing the data. If you know your wait times are tough, ask patients 
how they feel about it.

“Get the data,” Sampath said. Then get staff together or bring in 
other professionals to help you figure out where to make changes to 
help get your wait times down.

Sampath mentioned how universities regularly collect feedback 
from students via course evaluations and pulse surveys. Collecting 
the data is not enough, she said — delving into the responses, 
identifying themes, and then reporting any patterns or conclusions 
back to the audience is crucial to helping people feel heard.

“Put it in a newsletter, change something and say, ‘OK, we’re 
changing this and seeing how it works,’” she said.

Create a Comfortable Culture
Most practices are familiar with the phrase “patient-centered care” 
and aim to provide services that meet patients’ needs. But it can be 
easy to get bogged down in the minute-to-minute and day-to-day 
monotony of seeing patients and forget that patients are people and 
have needs beyond their medical conditions.

“Why are we not talking? We’re just getting patients in and out,” 
Sampath said. “When I go to any medical office and they take the 

Watch this part of Sampath’s presentation in the electronic version of 
Healthcare Business Monthly, available at www.aapc.com/publications/healthcare-

business-monthly when signed in to your account.

Apply QI Principles  
to Patient Satisfaction
Documentation and data 
can illuminate weak points 
in customer service.
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“Asking patients about their 
experiences can help you 
understand if there are any 
aspects of your practices’ services 
you might consider improving.”

time to ask, ‘How are you doing?,’ I actually answer the question to 
see if they’re listening.”

Sampath recommended cultivating a practice culture where 
staff feel like family to one another and patients are treated as if 
they’re visitors to the family’s home. She didn’t recommend getting 
comfy-cozy, like urging folks to kick off their shoes when they walk 
in, but emphasized the significance of listening.

If a patient shows up late and said the traffic was bad, meeting 
their gaze and acknowledging the frustration of traffic can go 
a long way in helping them relax — and a relaxed person will 
probably have a better, calmer experience at your practice than a 
harried person.

Bring Continuing Education to Communication
Technology and isolation have eroded in-person communication 
or at least ratcheted up the potential for anxiety for many people in 
many situations. If a group of colleagues goes out to lunch (or meets 

in a business’s cafeteria), there’s usually at least one person with a 
phone in their hand.

Sampath recommended role playing as a way to help team 
members develop or exercise their communication skills, as well 
as their bedside manner. Everyone in your practice should be able 
to feel comfortable when interacting with other people, whether 
they’re scheduling patients, answering phones, taking patient vitals, 
or delivering a diagnosis.

While staff members, especially clinicians, may not want to 
make the time to role play such basic interactions, even acknowledg-
ing the significance of communication skills and bedside manner 
can help staff think about the ways in which they speak, listen, and 
connect with patients. 

�Rachel Dorrell, MA, MS, CPC-A, writes about the Minimum Data Set, practice 
management, and ICD-10 coding for AAPC, focusing on the issues that keep nursing facility 
and medical office personnel up at night. She has a Master of Science degree in narrative 
medicine from Columbia University and a Master of Arts from York University, in the U.K. She 
also runs an organic farmstead in the New York Finger Lakes region, focusing on sustainably 
raising happy, healthy heritage-breed livestock.

This article is reprinted from the Practice Management Alert (2023, vol. 23, 
no. 7). For more articles like this, as well as other specialty-specific articles, 
check out AAPC’s full line of newsletters at www.aapc.com/newsletter.
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This article discusses forensic work with respect to healthcare usual, 
customary, and reasonable (UCR) fee ranges. This is a peer review 

article in which the author (me) requests my peers (you) to provide 
your objective thoughts on the information provided within. 

The Work of a Forensic Expert
Medical claims review often involves a forensic expert — often a 
medical coder, biller, or auditor — if an injured person is claiming 
financial damages related to an accident in a legal case. The forensic 
expert works with either the attorney for the injured person (plaintiff) 
or the insurance carrier (defendant). The outcome of the report is the 
same regardless of who the forensic expert works with. In other words, 
the forensic expert remains objective regardless of which side they are 
working with. 

The forensic expert reviews the medical bills in question to ascer-
tain the following:

•	 Was the medical service related to the date of injury? For 
example, a red flag would be if the diagnosis on the invoice, 
or claim, is for a visit to a healthcare provider for birth 
control, but the patient is claiming a back injury.

•	 Did the dates of service occur prior to the date of injury? If 
so, these services would not be included in the review. An 
exception would be a note in the report stating that a similar 
diagnosis was made prior to the date of injury. 

•	 Where was the patient treated? The geographical area where 
the healthcare provider rendered care is important for 
establishing what other healthcare providers charge in the 
same geographical area.

•	 Were any of the procedures unbundled? If the main procedure 
includes multiple services, an analysis and review of the 
healthcare procedures being billed should be completed to 
ensure the patient is not being overcharged. An example would 
be an epidural injection that is described by the CPT® code 
to include fluoroscopy, and the healthcare provider bills for 
fluoroscopy in addition to the epidural injection. 

Once the forensic expert determines these things, it’s time to 
evaluate the amount billed.

What Is UCR?
Healthcare providers can charge any amount they want as long as it’s 
their customary charge. It’s inappropriate or considered economic 
bias if a healthcare provider charges some patients one fee and others 
a different fee for the same service. The charge for each service should 
remain the same regardless of type of payment or insurance status. 

■ ADDED EDGE
By Jacqueline Nash Bloink, MBA, RHIA, CFE, CHC, CPC, CPC-I, CMRS

Establishing  
Usual, Customary, 
and Reasonable 
Values for Services
Medical coders, billers, and 
auditors have the expertise  
to weigh in.
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The Federal Trade Commission (FTC) stated in October 2022 that 
competition in healthcare benefits the consumer to contain cost and 
improve quality. 

Healthcare providers have been trained since their residency 
program that they can’t discuss or compare charges with their peers, 
lest they be charged with price fixing, collusion, or antitrust. Thus, 
healthcare providers need reliable data resources that contain fully 
billed amounts to ascertain that the prevailing rates are in their geo-
graphical areas to set their fee schedules. 

Hardship policies should be in place in every medical office in 
case some patients can’t pay the healthcare provider’s fee and the 
healthcare provider has a lower amount that they offer for such 
hardships. This is acceptable as long as the lower fee is not less than 
the Medicare Physician Fee Schedule (MPFS), so as not to violate a 
most-favored nations clause.  

The Federal Register provides good references regarding customary 
charges for healthcare providers. For example, 42 CFR 405.503 
states that customary charges refer to the uniform amount which the 
individual physician or other person charges in the majority of cases 
for a specific medical procedure or service. The Federal Register also 
provides appropriate and inappropriate examples of billing a patient 
less than, or more than, their prevailing (customary) rate. 

The American Medical Association (AMA) defines UCR under 
the AMA Policy H-385.923 as:

a.	 Usual; fee means that fee usually charged, for a given service, by 
an individual physician to his patient (i.e., his own usual fee);

b.	 A fee is ‘customary’ when it is within the range of usual fees 
currently charged by physicians of similar training and 
experience, for the same service within the same specific and 
limited geographical area; and

c.	 A fee is ‘reasonable’ when it meets the above two criteria and 
is justifiable, considering the special circumstances of the 
particular case in question, without regard to payments that 
have not been discounted under governmental or private plans. 

Usual and customary refers to the prevailing rate charged in a 
geographical area and time period. In most data sets, that would be 
the 50th percentile, or median. 

Reasonable is above the usual and customary 50th percentile (to 
take into consideration special circumstances), but lower than the 
100th percentile. A percentile is a comparison between the total billed 
amounts collected during a year and geographical area. For example, 
the 80th percentile represents that 20 percent of other billed amounts 
are higher than the 80th percentile amount listed. 

Special circumstances to consider for the higher reasonable fee 
amount might include specialized training, fellowship in the area of 
the medical provider’s specialty, and presentations or publications to 
physician peers regarding their field of expertise — to name just a few. 

If the usual and customary is the 50th percentile of a data set of fees 
charged (median) in a geographical area and time period, what would 
represent reasonable? Per the AMA, reasonable is above usual and cus-
tomary, which is the 50th percentile. To determine reasonable, research 
is conducted to see what others across the country consider reasonable. 

For example, the Texas Division of Insurance (SB 1264) states that 
the 80th percentile is considered reasonable in regard to surprise bills 
or those paying out of network. The Veterans Administration also 
uses the 80th UCR percentile. Connecticut uses the 80th percentile 
when defining UCR. New York’s out-of-network calculation uses the 
80th UCR percentile. Liberty Mutual Auto Insurance recognizes the 
80th percentile as reasonable.

Collecting Data
Billed amount data sets collected by a third party are often used by 
healthcare providers to set their fee schedules. Proprietors must be 

“A percentile is a comparison between 
the total billed amounts collected 

during a year and geographical area.”
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UCR Values

careful that the data is collected carefully and made available for use 
by many, especially since the data set includes most of us reading this 
article. Only fully billed amounts are allowed in the data set, not paid 
amounts or insurance allowed amounts. Paid amounts or allowed 
amounts are available for purchase in a separate data set.

There are many UCR data resources available. (So as not to discred-
it any entity, I will not discuss the publisher of the data resource.) The 
data is obtained from insurance claims submitted to insurance carriers 
or by third party billers that are working on claims or patient invoices. 
Only the fully billed amount is collected for the purpose of UCR. 

Data can be divided into three categories:
1.	 Data obtained from healthcare claims submitted to 

commercial and government payers. 
		  This first group of data submitted to commercial payers 

and government payers is sold by several entities. The data 
can be in the form of a book or an online platform. The 
data is grouped into year and geographical area. Some 
sellers of this data will not allow the data to be used in legal 
court cases.

2.	 Data obtained from claims submitted to commercial, 
government, and private payers. 

		  This second group of data is more diverse because it 
includes commercial, government, and private payers. 

3.	 Data submitted to government payers.
		  This third set of data is collected from government payers, 

such as Veterans Administration or Medicare. 

Other types of methodology used to set healthcare provider fee 
schedules would be to use a percentage of the MPFS. Some experts 
use 130 percent to 300 percent of the MPFS to set a reasonable fee 
amount. The problem with this method is that data collected from 
the MPFS only comes from Medicare providers who see patients over 
the age of 65. And not all CPT® codes are represented in the MPFS 
such as outpatient consultations codes 99242-99245. 

In 2021, I conducted research to see what method healthcare pro-
viders used to set their fee schedules. I asked the American Medical 

Billing Association (AMBA) to send out a survey to its members who 
bill for healthcare providers. The survey asked the billers what data 
tools the healthcare providers used to set their fee schedules. Over 300 
medical billers responded that the majority of healthcare providers 
used data collected from commercial payer claims, government 
claims, and from third party billers (option 2). Some providers said 
they used a percentage of the MPFS (option 3). 

Call to Action
Healthcare providers are trained as clinicians, not as economists. It’s 
rare if a medical school or residency program offers medical coding, 
billing, or fee schedule design in their curriculum. That is why the 
career paths of medical coding, billing, and compliance were born — 
to assist clinicians with non-clinical business tasks.

Medical coders, billers, and office managers understand medical 
coding and billing. They assist the healthcare provider with setting 
fee schedules. These non-clinicians are the economists of the medical 
office and are vital to assisting patients, attorneys, judges, and juries 
understand how fee schedules are set and how to determine the UCR 
value of services rendered in the past or projected for future care 
estimates. UCR is important to give perspective on the fees charged 
for healthcare services during a specific time period, within a specific 
geographical area. 

It’s my opinion that data from commercial claims, government 
claims, and third-party biller information is the most diverse data 
set and what should be used to set fee provider schedules or when 
conducting an UCR analysis. The 50th percentile (median) repre-
sents the usual, customary, or prevailing charge, and the 75th to 80th 
percentiles represent the reasonable billed amount. This is based 
on what many states and payers are using in an official capacity or 
for reimbursing surprise bills, out-of-network services, and special 
circumstances. 

Please submit your questions or thoughts about this article to 
letterstotheeditor@aapc.com so that AAPC can share them with me. Your 
identify will not be revealed to me. I will answer your questions or 
comments and email them back to AAPC.

Please let AAPC know if you are interested in having me discuss 
this topic/career virtually at your chapter meeting. 

Jacqueline Nash Bloink, MBA, RHIA, CFE, CHC, CPC, CPC-I, CMRS, has 29 years of work 
experience in healthcare as a medical office manager, coder, biller, and compliance director with 
medical office and hospital experience and multiple medical disciplines. She has worked as an 
expert witness and consultant since 2016. She is honored to be co-presenter with CMS and OIG 
regarding healthcare compliance and the Affordable Care Act in 2014.

“It’s my opinion that data from 
commercial claims, government 
claims, and third-party biller 
information is the most diverse 
data set and what should be used to 
set fee provider schedules or when 
conducting an UCR analysis.”
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FTC Competition in the Health Care Marketplace
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https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-405/subpart-E/section-405.503
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Picture this: You sign on a new physician in your practice, their first 
day arrives, and they’re contracted with only two payers. One of the 

other doctors is frustrated that the new employee cannot yet shoulder 
much of the workload. The established doctor says, “Just use my 
information to bill the new doc’s encounters!”

This might bring in some money, but are you courting disaster — or 
at least an uncomfortable visit from a federal regulatory agency — if 
you try this maneuver?

Go By the Book

The Federal Bureau of Investigation (FBI) is the federal agency tasked 
with investigating healthcare fraud for federal and private insurance 
programs. The FBI says fraud is the intentional deception of the 
healthcare system to receive unlawful benefits or payments.

The Office of Inspector General (OIG), which can audit organiza-
tions, emphasizes that most stakeholders in the U.S. healthcare 

By Rachel Dorrell, MA, MS, CPC-A

Billing Encounters Under  Billing Encounters Under  
Another Physician’s CredentialsAnother Physician’s Credentials
Situations where you can legally use another physician’s information 
must meet specific criteria.
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“Some payers may allow retroactive participation for providers 
they credential; if you find any that do, make sure patients with 

that insurance are also funneled to the new provider.”

system rely on physician honesty for both quality of patient care 
and integrity of documentation and reporting of that care. The 
OIG explains: 

Because the Government invests so much trust in physi-
cians on the front end, Congress provided powerful crim-
inal, civil, and administrative enforcement tools for in-
stances when unscrupulous providers abuse that trust. 
The Government has broad capabilities to audit claims 
and investigate providers when it has a reason to suspect 
fraud. Suspicion of fraud and abuse may be raised by irreg-
ular billing patterns or reports from others, including your 
staff, competitors, and patients.

Of course, there are some situations where providers can bill their 
services under another physician’s information. Many commercial 
carriers follow the lead of the Centers for Medicare & Medicaid 
Services (CMS) when determining when organizations can legally 
bill services in this manner.

For example, Medicare may reimburse an organization when an 
encounter involves incident-to services, Locum Tenens agreements, 
or reciprocal billing. Providers may be legally allowed to bill the 
services they provide under a different physician’s information, but 
only when very specific criteria are met. In some of these situations, 
like incident-to services, the reimbursement rate may be different for 
nonphysician practitioners (NPPs) than physicians.

Different payers may have different policies for each of these situ-
ations, but Medicare Administrative Contractors (MACs) provide 
information on Medicare’s perspective on these situations, which, 
again, tend to form the foundation for many commercial carrier 
policies.

Intentionally billing services rendered by one “uncredentialed” 
physician under a credentialed physician’s information probably 
does not fall into any of the aforementioned scenarios.

Do This Instead
If you could turn back time, you could start credentialing the new 
physician before their first day of work. “I recommend as soon as 

contracts are signed,” says Christine M. Speroni, CPC, CEMC, 
manager of revenue cycle at NHPP Gynecologic Oncology. But 
even if you’re a wizard at credentialing new providers, you may still 
have some lag time. Speroni offers four recommendations on how 
to utilize a provider while minimizing any compromising behavior.

1. Funnel self-pay patients and patients who have the cre-
dentialed insurance to the new provider. While you may spread 
patients out to various physicians in the practice eventually, right 
now you can try and schedule patients according to their payer.

2. Check the retroactive participation date for respective 
payers. Some payers may allow retroactive participation for provid-
ers they credential; if you find any that do, make sure patients with 
that insurance are also funneled to the new provider.

3. Assign the new provider to attend to services that aren’t 
billable. There’s plenty of work for providers that cannot be billed, 
including services like prescription renewal phone calls, talking 
through test results with patients, postoperative care that falls under 
global care, peer-to-peer authorization reviews, or rounding at a 
hospital if another physician also saw the respective patients that 
same day.

4. Describe the new provider as out of network and let 
patients decide whether to see them. If you go this route, make 
sure you provide good faith estimates to patients. Patients may want 
to see the new out-of-network provider if they will be seen earlier 
than a fully booked credentialed physician. 

�Rachel Dorrell, MA, MS, CPC-A, writes about the Minimum Data Set, practice 
management, and ICD-10 coding for AAPC, focusing on the issues that keep nursing facility 
and medical office personnel up at night. She has a Master of Science degree in narrative 
medicine from Columbia University and a Master of Arts from York University, in the U.K. She 
also runs an organic farmstead in the New York Finger Lakes region, focusing on sustainably 
raising happy, healthy heritage-breed livestock.

This article is reprinted from Practice Management Alert (2023, vol. 3, no. 8). 
For more articles like this, as well as other specialty-specific articles, check 
out AAPC’s full line of newsletters at www.aapc.com/newsletter.
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By Chandrashekhar Boreda, CPC, AAPC MACRA Proficient, and Rahul Koul, BAMS, CPC
■ AAPC INTERNATIONAL

Healthcare in

Expand your horizons with a look at medical coding down under. 

Service Category Classification Current Version

Admitted care International Statistical Classification of Diseases and Related Health Problems, Tenth 
Revision, Australian Modification (ICD-10-AM), Australian Classification of Health 
Interventions (ACHI), Australian Coding Standards (ACS)

ICD-10-AM/ACHI/ACS Eleventh Edition

Admitted acute care Australian Refined Diagnosis Related Groups Classification (AR-DRGs) AR-DRG Version 10.0

Subacute and non-acute care Australian National Subacute and Non Acute Patient Classification (AN-SNAP) AN-SNAP Version 5.0

Emergency care Emergency Department ICD-10-AM Short List (ED Short List) ED Short List Eleventh Edition

Urgency Related Groups (URGs) and Urgency Disposition Groups (UDGs) URGs Version 1.4 and UDGs Version 1.3

Australian Emergency Care Classification (AECC) AECC Version 1.0

Non-admitted care Tier 2 Non-admitted Services Classification (Tier 2) Tier 2 Version 7.0

Mental health care Australian Mental Health Care Classification (AMHCC) AMHCC Version 1.0

Teaching, training, and research Australian Teaching and Training Classification (ATTC) ATTC Version 1.0

Australia’s health system is not so different from the health system 
in the United States. The Medicare Benefits Schedule (MBS) 

and Pharmaceutical Benefits Scheme (PBS) aim to provide afford-
able access to medical services and prescription medications to all 
Australians.

Medicare and the public hospital system are jointly run by all levels 
of Australian government: federal, state, territory, and local. Private 
health insurance is also an option. 

Medicare has been Australia’s universal healthcare program since 
1984. Medicare covers the entire cost of public hospital services and 
some or all of the costs of other health services. Physiotherapy and 
basic dental services for children are also available.

Medical coding has been an established process in Australia for 
more than two decades. There are many other similarities to the U.S. 
healthcare system, as you will learn in this article.

Coding Classifications
As shown in Table 1, the Australian healthcare system relies heav-
ily on standardized classification systems, such as the International 
Classification of Diseases, Tenth Revision, Australian Modification 
(ICD-10-AM) and Australian Classification of Health Interventions 

(ACHI) codes, as well as the Australian Coding Standards (ACS) 
guidelines for ensuring accuracy when coding diagnoses and proce-
dures. Health professionals are required to use ICD-10-AM and ACHI 
codes when submitting claims to the MBS and PBS for reimbursement.

Independent Health and Aged Care Pricing Authority (IHACPA) is 
the governing body and responsible entity for the data sets. Data is pro-
duced in the form of code books, mapping tables, and electronic code lists.

The code books are: 
ICD-10-AM Tabular: This book provides a list of codes and 

categories for the systematic classification of diseases and other health 
conditions. 

ICD-10-AM Alphabetic Index: This book provides an alpha-
betical index of diseases and other health conditions that are classified 
using ICD-10-AM.

ACHI Tabular: This book is used to classify procedures, interven-
tions, and other treatments. As shown in Table 2, ACHI codes have 
seven numeric digits. Where an intervention has an MBS equivalent, 
the first five digits are the MBS item number, followed by a two-digit 
extension representing specific interventions included in that item.

ACHI Alphabetic Index: This book provides an alphabetical 
index of procedures, interventions, and other treatments that are 
classified using ACHI.

Table 1: Data sets used in the Australia healthcare sector
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ACS: The Australian Coding Standards were developed to sup-
port sound coding convention for use with ICD-10-AM and ACHI. 
They apply to all public and private hospitals in Australia. The 
ongoing revision of the ACS ensures the guidelines reflect changes in 
clinical practice, clinical classification amendments, and various user 
requirements of admitted patient data collections.

Note: These publications are updated every two years. ICD-10-AM/
ACHI/ACS Twelfth edition has been in practice since July 1, 2022.

Mapping tables: Mapping tables provide a link between two 
editions of a classification. There are two types of mapping tables 
provided in the ICD-10-AM and ACHI maps:

•	 Backward maps provide equivalent codes for new codes in 
the update.

•	 Forward maps provide equivalent codes for deleted codes in 
the update.

Both maps provide an equivalent code that best matches the con-
cept from a clinical perspective (called historical maps) as well as an 
Australian Refined Diagnosis Related Group (AR-DRG) perspective 
(called logical maps). Sometimes the historical map and the logical 
map are the same code.

MBS-ACHI Extension Descriptor

16520-00 Elective classical caesarean section

16520-01 Emergency classical caesarean section

16520-02 Elective lower segment caesarean section

16520-03 Emergency lower segment caesarean section

Table 2: ACHI Tabular code format

adobestock / REDPIXEL
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Electronic code lists (ECLs): These files are used in the develop-
ment of software or are integrated into existing patient software 
using the ICD-10-AM and ACHI codes for private or commercial 
purposes. The products available under an ECL license include 
ICD-10-AM ECLs and ACHI ECLs.

Medicare Benefit Schedule: Similar to the Medicare Physician 
Fee Schedule, the MBS is a list of medical services and procedures 
that are subsidized by the Australian government. It covers a wide 
range of healthcare services, including consultations with doctors, 
pathology tests, and surgery. The MBS ensures that Australians have 
access to a variety of medical services regardless of their ability to pay. 

Licensing
Countries wishing to use the AR-DRGs or ICD-10-AM/ACHI/ACS 
classification systems or products are required to enter into a license 
agreement with IHACPA. Country license agreements are strictly 
government-to-government. As such, IHACPA will only sign license 
agreements with government agencies, and financial quotes or pay-
ments will only be communicated to and accepted from government 
agencies. Organizations that are not a government agency require a 
letter of authorization from a government agency to act on its behalf 
in discussing country license agreements.

There are two types of agreements for country licenses:
•	 Use only – the licensed country has the right to implement 

the system within its territories without modification.
•	 Develop – the licensed country has the right to use the 

products as a base, with the option of further developing 
aspects to accommodate the local system.

Formal requests for a country license agreement, including the 
free 12-month trial, must be made by emailing the licensing team. 
Licensing can be obtained through external vendors as well. 

Primary Health Networks
Primary health networks (PHNs) are organizations that coordinate 
health services in local areas. There are 31 PHNs across Australia. 
The work of a PHN is to:

•	 Support community health centers, hospitals, general 
practitioners (GPs), nurses, specialists, and other health 
professionals to help improve patient care

•	 Coordinate different parts of the health system — for 
example, between the hospital and GP when a patient is 
discharged

•	 Assess the health needs of a local area
•	 Provide extra services that are needed such as:

	º After-hours services
	º Mental health services

	º Health promotion programs
	º Support for primary care (GPs), including continuing 

education

Australian National Subacute and  
Non-Acute Patient Classification (AN-SNAP)
AN-SNAP only applies to episodes of admitted patient hospital care 
(same-day and overnight). AN-SNAP V4 classifies admitted subacute 
and non-acute care into five care types: 

•	 Rehabilitation care;
•	 Palliative care;
•	 Geriatric evaluation and management (GEM);
•	 Psychogeriatric care; and
•	 Non-acute care (sometimes referred to as maintenance care).

In December 2021, IHACPA released the Australian National 
Subacute and Non-Acute Patient Classification Version 5.0.

Australian Emergency Care Classification
Public hospitals in Australia group emergency department patient 
presentations to the Australian Emergency Care Classification 
(AECC), while emergency service patient presentations are grouped 
to the Urgency Disposition Groups (UDG) classification. Data 
collected at the emergency department or the emergency service 
is reported to IHACPA to ensure each emergency presentation is 
assigned an AECC or UDG class. The data collected includes:

•	 The type of visit for the presentation (that is, whether it is 
an emergency presentation; a planned return visit; or a pre-
arranged admission)

•	 What happens to the patient once the emergency presentation 
is complete. (For example, the patient may be admitted to 
hospital; be discharged or transferred to another hospital; or 
may choose to leave before treatment is completed)

•	 How urgently the patient needs to receive treatment, 
based on the triage score given to the patient upon initial 
assessment

•	 How the patient arrived (For example, did the patient travel 
by ambulance or helicopter?)

•	 The diagnosis given for the presentation

IHACPA implemented the UDG classification to classify emer-
gency services in July 2012. UDGs group patient presentations and 
services on the basis of the type of visit, episode end status, and triage. 
The classification groups into 17 end classes. UDG Version 1.3 is the 
current version.

The Tier 2 Non-Admitted Services Classification (Tier 2) is the 
current activity-based funding classification for non-admitted care. 

Australian Healthcare
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Tier 2 categorizes a hospital’s non-admitted services into classes 
which are generally based on the nature of the service provided and 
the type of clinician providing the service.

Tier 2 provides a standardized framework for classifying non-
admitted services across different healthcare settings, ensuring 
consistent reporting, data collection, and reimbursement. It helps 
healthcare providers, policymakers, and researchers understand the 
types and volume of services being delivered outside of hospitals, 
facilitating resource planning and policy development, including 
but not limited to:

Medical services: Consultations with medical practitioners, 
general practitioners, specialists, and other medical professionals

Surgical services: Minor surgical procedures, biopsies, endosco-
pies, and other diagnostic and therapeutic procedures performed on 
an outpatient basis

Diagnostic services: Radiological imaging, pathology tests, di-
agnostic tests, and investigations conducted in non-admitted settings

Therapeutic services: Physiotherapy, occupational therapy, speech 
therapy, psychology, counseling, and other allied health services

Dental services: Non-admitted dental procedures and treat-
ments, including examinations, cleanings, fillings, and extractions

Mental Health 
IHACPA implemented a new classification for mental health in July 
2017 known as the Australian Mental Health Care Classification 
(AMHCC). The goal of the classification is to improve the clinical 
meaningfulness of the way that mental healthcare services can be 
classified. 

AMHCC version 1.0 includes two types of mental healthcare settings:
•	 Admitted setting structure
•	 Community setting structure

This classification has six major splitting variables, with the first 
three being categorical and the last three being complexity: 

•	 Assessment only
•	 Acute
•	 Functional gain
•	 Intensive extended
•	 Consolidating gain
•	 Unknown 

There are three consumer age groups: 
•	 Children and adolescents (0-17 years)
•	 Adults (18-64 years)
•	 Older persons (65+ years)

The classifications are split by the admitted setting (hospital) and 
community setting (ambulatory).

Healthcare for All
The Australian healthcare system’s journey underscores the pivotal 
role of healthcare in a nation’s development and the importance of 
continually evolving and adapting to meet new health challenges. 
This is a lesson that is relevant to not just Australia, but every nation 
that aspires for holistic growth and development for its citizens. 

Chandrashekhar Boreda, CPC, is a senior product manager and has been associated with 
AAPC since 2014. In his current role, he works on AAPC’s new product development, Codify, and 
data files. 

Rahul Koul, BAMS, CPC, is a doctor of Indian system of medicine and has been associated with 
AAPC since 2014. In his current role, he works on AAPC’s Codify and data files.

Australian Healthcare

Resources

IHACPA 
Australian Government Department of Health and Aged Care; Medicare Benefits Schedule 
(MBS) Review
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■ CAREER ADVANCEMENT
By Lee Fifield, BS

AAPC member Susan Suwinski, CPC, CDEI, CDEO, CPB, 
CPMA, CRC, CGSC, CHONC, has worked in healthcare for 

over 20 years in many industry settings, including hospitals, physi-
cian practices, health plans, skilled nursing, and physical therapy. 
She has hands-on experience across the revenue cycle in coding, bill-
ing, follow-up, denials, reimbursement analysis, and managed care 
contracting. Suwinski currently works as a radiation oncology coder 
for the Toledo Clinic Cancer Centers and is a Region 2 representative 
on the 2023 AAPC Chapter Association Board of Directors.

AAPC asked Suwinski about her experience with earning the 
Certified Hematology and Oncology Coder (CHONC™) credential, how 
it has helped her career, and what sort of advice she has for anyone 
considering the specialty certification.

What led you to obtain the CHONC™ credential?
Oncology is a specialty that is near and dear to my heart. I had worked 
in healthcare for many years but had never felt drawn to focus on any 
one specialty. After my mother’s battle with breast cancer, I knew I 
wanted to use my skills to support the dedicated providers who make 

a difference in the lives of oncology patients. Earning the CHONC™ 
credential was instrumental in helping me transition to a position at 
a cancer center.

Do you have any tips for individuals preparing for the CHONC™ exam?
Know your infusion codes and hierarchies! I worked in radiation 
oncology, so my infusion coding knowledge had gotten rusty. I spent 
time studying the infusion hierarchy and working through practice 
cases. I found helpful YouTube videos on infusion coding and took 
AAPC’s on-demand webinar “Coding for Injections & Infusions.”

AAPC’s CHONC™ course, study guide, and practice exam were 
also beneficial in my preparation. After successfully working through 
the practice exam, I knew I was ready for success on exam day.

How has the CHONC™ credential helped you in your job/career?
Having the CHONC™ credential has helped demonstrate my com-
mitment to the oncology specialty. I had worked with oncology 
claims while employed by a hospital system. Still, it wasn’t until I 
pursued the CHONC™ credential that I transitioned to an oncology 
specialty coder position.

Who do you think would most benefit from the CHONC™ credential?
Anyone who works in hematology and oncology would benefit from 
having the CHONC™ credential. The training will help give teams 
the knowledge to improve coding, billing, and prior authorization 
processes and reduce denials. Additionally, the CHONC™ credential 
could be helpful for anyone who wants to work in oncology in the 
future.

What resources do you use most to earn your continuing education units 
(CEUs)?
AAPC is an excellent source for CEUs. I attend local chapter meetings 
and have an eNewsletter subscription for the Oncology/Hematology 
Coding Alert. Additionally, I receive radiation oncology education 
through an AAPC-approved vendor. I also belong to my state’s 
Hematology and Oncology Society, which offers AAPC CEUs for its 
annual meeting. 

Lee Fifield, BS, is a development editor at AAPC. She has a Bachelor of Science degree in 
communications from Ithaca College, Ithaca, N.Y., and has worked as a writer and editor for 17 
years.

Advice From a CHONC™

“Having the CHONC™ credential has 
helped demonstrate my commitment 

to the oncology specialty.”

https://www.aapc.com/certifications/chonc
https://www.aapc.com/medical-coding-education/webinars/coding-for-injections-infusions
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Amanda Thomas, CPC
Amanda Torres, CPC
Amanda Watts, CPC
Amber Bryant, CRC, CPC
Amber Gallegos, CPC
Amber Lee, CPC
Aminah Abusali, CPC
Ammu Palani, CPC
Amy Swedell, CHONC, CPC
Andie Terry, CPCO, CPC-P, CPPM, 

CRC, CEDC, COC
Andra Sailey, CRC, CPC
Andrea Mudloff, CPC
Andrea Quinlan, CPC
Andrea Young, CPC
Andrew Fox, CPC
Angel Adan Velar Pompa, CRC, 

CPC
Angela Bruce, CPC
Angela Meisinger, CPC
Angela Renee Reynolds, CPC
Angela Schmitter, CPC
Anjana Sijith, CRC, CPC
Anna Chavarria, CRC, CPC
Anna Frederick, CPB, CPC
Anna Tran, CPC
Annabelle Camhol Manabeng, 

CPC
Anne Jergens, CPC
Annemarie Relstab, CPC
Annmarie O’Neill, COC, CPMA, 

CRC, CEMC, CPC
Ansha Mariya Abraham, CPC
Anu Thomas, CPC
April Boyd, CPC
April Brown, CPC
April Holtsclaw, CPC
April Pullon, CPC
Ariana Vega, CRC, CPC
Ashley Collins, CPC
Ashley Tran, CPC
Ashley White, CPC
Ashlyn Laures, CPC, COC
Ashlynn Locaccio, CPC
Athena Underhill, CPC
Aurora Mendiola, CPC
Ayan Hill, CPC
Azza Elmaghawry, CPC
Bashar Abumettleq, CPC, COC
Bella Rinehart, CPC
Ben Jay Ngojo Albaracin, CPC

Bethany Williams, CPC
Betty Luann Merrill, CPC
Beverly Malachowski, CPC
Beverly Pope, COC
Bhavana Devare, CPC
Billie Jean Lassiat, CPC
Bindu Sankhala, CPC
Bonita Williams, CPC
Brandy Pangburn, CPC
Brenda Naveira, CPMA, CRC, CPC
Brenna Masek, COC, CPC
Brinley Thomas, CPC
Brittany Kotthaus, CPC
Brittany Niekamp, CPC
Brittney V Archer, CPC
C Raghavendra Reddy, CPC
Camille Fae Marie Tagimacruz, 

CPC
Carla Alderman, CPC
Carla Coxe, CPC
Carla Jacob, CPC
Carlos Ongaco, CPC
Carrie Freeze, CPC
Cassandra Fleming, CPC
Cassandra Wagner-Milton, CPC
Catherine Galang, COC, CPC
Cathy Adams, CRC, CPC
Cathy Guice, CPC
Channeka Channell Florence, 

CPC
Charlene Clarke, CPC
Chelsea Brown, CPC
Cherquilla Addison, CPC
Cheryl Bartlett, CPC
Cheryl Pavia, CPC
Cheryl Shippy, COSC, Approved-

Instructor, CPC
Christian Ramos, CRC, CPC
Christine Furjes, CPC
Christine Johnson, CPC
Christine McAuliff, CPC
Christine Zajac, CPC
Chue Lilly Yang, CPC
Claribel Cimillo, CPC
Claudia Romani, CPMA, CEMC, 

CPC
Claudia Smalls, CPC
Cody Bachman, CPC
Colette R Smolinski, CPC
Connie Smeal, CPC
Cordescia Bastian, CPC
Corteney Boudinot, CPC
Courtney Ellise Horton, CPB, CPC
Courtney Williams, CPC
Cristina Detres, CPC
Cruz Miles, CRHC, CPC
Crystal Renee Crossley, CPC
Cynthia Mosley, CPC
Danay Serrano, CPMA, CRC, CPC
Daniela Church, CPC
Danielle Deherrera, CPC
Danielle Domer, CPC
Danielle McKenna, CPC
Dawn Loy, CPC
Dawn Morgan, CPC
Dawn Resue, CPB, CPC
Debora Sablan, CPC
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Deborah Davila, CPC
Debra A Cahill, CPC
Debra Clark, CPMA, COC
Debra May, CPC
Deepakkumar S, CPC
Deidra Charles, CPC
Denise Ingeman, CPC
Diana Poole, CPB, CPC
Diana Vue, COC, CPC
Diane Miller, CPC
Diane Tran-Hoang, CPB, CPC
Donna Ingram, CPC
Dr Arun Sasi Kumar, CPC
Dr Sherin Aboobacker, CPMA, 

CPC
Eileen Brewer, CPC
Eleina Camacho, CPC
Elizabeth Izaguirre Lopez, CPB, 

CANPC, CPC
Elizabeth Lawson, CPC
Elizabeth Welton, CPC
Emily Marshall, CPC
Emily Rogers, CPC
Emma Borba-Ellis, CPC
Emma Lennon, CPC
Enna Daniela Leyba, CPC
Enrique Cruz, CPC
Erica Anevski, CPC
Erica Lush, COC, CPC
Erika Pope, CPC
Erin Almy, CPC
Erin Fitzgerald, CRC, CPC
Errin Rabeaux, CPC
Ester M Gomez, CPC
Eva Noemi Fuentes, CPC
Faramae Galang, CPC
Fatema Gulamali, CPC
Faye Daguimol, CPC
Frank Brandi, CPC
Gabriela Hernandez, CPC
Gail Alice Langlois, CPC
Geetha Kumba, CPC
Geethika Kamalachandran, CPC
Geneva Holloway, CPC
Gerianne Slavinsky, CPC
Gina Lewisthompson, CPC
Ginger Cole, CPC
Glenda Hale, CPC
Grace Lynn Davidson, CPC
Hambartzoum Harry 

Tchilingarian, CPC
Hanna May, CPC
Hannah Stingle, CPC
Heather Chapman, CPC
Heather Cotton, CRC, CPC
Heather Hildebrand Fears, CPC
Heather Ludemann, CPB, CPC
Heather Solero, CPC
Heidi Malsack, CPC
Helen F Baker, CPC
Hind Aafifi, CPC
Holly Christiansen, CPC
Holly Prentice, CPC
Humaira Bangash, CRC, CPC
Jaclyn Hughes, CPC
Jaclyn Musselman, CPC, CGIC, 

COC

Jacqueline Elizabeth Shankar, 
CPC

Jacquelyn Henson, CPMA, CPC
Jairus John Reyes Misola, CPMA, 

CPC
James Yap, CPC
Jamie Gautreau, CPC
Jamie Milliken, CPC
Jamie Powell, CPC
Jan Roger Lorenz, CRC, CPC
Jane Blanda, CPC
Janet Weber, CPC
Janneth Del Toro, CPB, CPPM, 

CPC
Jaquasia Anderson, CPC
Jasmine Haynes, CPC
Jasmine Lockhart, CPC
Jason Martz, CPC
Jasper Davis, CPC
Jaya N, CPC
Jeff Robinson, CPC
Jenifer Yamamoto, CPC
Jenna Lamond, CPC
Jenna Zayas, CPC
Jenni Bates, CPC
Jenni Peterson, CPC
Jennifer Bowman, CPC
Jennifer Campbell, CPC
Jennifer Gaskins, CPC
Jennifer Lynn Debideen, CPC
Jennifer McNutt, CPC
Jennifer Taylor, CPC
Jenny Rachel Ventura, CPC
Jenny Regalado, CPMA, CRC, 

CPC
Jessica Bernier, CPC
Jessica Blaisdell, CPC
Jessica Broemmeling, CPC
Jessica Carden, CPC
Jessica Gajewski, CPC
Jessica Garza, CPC
Jessica Olveda, CPC
Jessica Tavel, CPMA, CPC
Jessica Weber, CPC
Jessica West, CPC
Jessica White, CPC
Jessika Ross, CPC
Jill Hess, CPC
Jill Miller, CPC
Joana Correia-Flores, CPC
Joann Guerra, CPC
Jordan Elyse Hemker, CPC
Jordan Gjerde, CPC
Joshua Bryan Moore, CASCC, 

CPC
Julia Kottarathil, CDEO, CEMC, 

CPC
Julia Smith, CRC, CPC
Julie Dashnier, CPC
Julie Petkovsky, CPC
June Miller, CPC
Justine Hale, CPC
Kaitlin Woodard, CPB, CPC
Kaitlyn Lydick, CPC
Kaleigh Kamyszek, CPC
Kandice Sherell Hamilton, CPC
Kara Vause, CPC

Karen Danke, CPC
Karen Holt, COC, CPC
Karen J Newborn, CPC
Karly Broerman, CPC
Karrah Sullivan, CPC
Kat Belveal, CPC
Katelynd Day, CCC, CPC
Katerina Simonoska, CPC
Katherine Almeda, CPC
Kathleen Koehler, CPC
Kathleen Ortiz, CPC
Katie Morgan, CPC
Kavita Patel, CPC
Kayla Forish, CRC, CPC
Kayla Jackson, CRC, CPC
Kayla Johnson, CPC
Kayla Meredith, CPC
Keila Rosa, CPC
Kelli McMackin, CPC
Kelly Dion Kitchen, CPC
Kelly Lanzone, CPC
Kelly Morris, CPC
Kelsie Margret Lee, CPC
Kendra Pittman, CPC
Kendra Rodgers, CRC, CPC
Kenyo Simmons, CPC
Kerry Lynn Davis, CPC
Kerry Spires, CPC
Kimberly Harper, CPB, CPC
Kimberly Myers, COC, CPC
Kowsalya, CPC
Kristin Griego, CPC
Kristina Anne Goldman, CPC
Kristina Hernandez, CPB, COPC, 

CPC
Kristina Johns, CPC
Kristy Clock, CPC
Krystle Macalolooy, CPC
Kyrie Kiser, CPC
Lacy Dunn, CRC, CPC
Lakshmi Emani, CPC
Lataycha Harris-Norment, CPC
Latisha Teeter, CPC
Latonya Howland, CPEDC, CPC
Latoshia Banks, CPC
Latrice Thomas, CPC
Laura Brady Turner, CPC
Laura Desanto, CPC
Laura Larri Dennis, CPC
Lavonne Lewis, CPC
Lea Ann Zarate, CPC
Leigh Canup, CPC
Leovic Dofitas, CPC
Lilia Vartic, CPC
Linda Barbar, Approved-

Instructor, CPC
Linda Bills, CPC
Linda Macom, CPC
Lisa Fielding, COC, CPB, CPC
Lisa Geister, CPC
Lisa Graziano, CPC
Lisa Lenell, CPC
Lisa Ramey, COBGC, CPC
Lisa Rees, CPC
Lobna Alaa Eldeen, CPC
Loreena Maxwell, CPC

Loren Hodgkinson, CPC
Lusminda Cardano, CPC
Lynette Millhouse, CPC, CRC, 

CCC, COC
Ma Carmela B Torres, CPC
Madison Kendrick, CPC
Magdalena Bejjani, CPC
Makenzie Cross, CPC
Malaina N Etgen, CPC
Mamata Raj, CPC
Mandy Cuevas, CPC
Manju Saravanan, CPC
Mara Delostrico Salto, CPC
Marcie Gonzales, CPC
Marcus Turner, CPC
Maria Becker, CPC
Maria Kuforiji, CPC
Maria L Cordova, CPC
Maria Navarro, CPMA, CRC, CPC
Marian J Hastings, CPC
Marie Aubry, CPC
Marie Laguerre, CRC, CPC
Mariegold Gutierrez, CPC
Mariela Vargas, CPB, CPC
Marina Lake, CPC
Maritza Gerolaga, CPC
Marta Delareza, CPC
Marwa Ibrahim, CPC
Mary Caroline Fuller, CPC
Mary Grace Flores, CPC
Mary Ito, CPC
Mary Sharpe, CPMA, CPC
Mayder Reyes, CPC
Megan Hurley, CPC
Megan Rix, CPC
Melinda Fazzari, CPC
Melinda Stewart, CPC
Melinda Stuart, CPC
Melissa Angell, CPC
Melissa Dyan Goodwin, CPC
Melissa Gilgen, CRC, CPC
Melissa Karrmann, CRC, CPC
Melissa Treml, CPC
Michele Tyner, CPC
Michelle Buchwalder, CPC
Michelle Damron, CPC
Michelle Fabiano, CDEO, CRC, 

CPC
Michelle L Jurgens, CPC
Michelle Williamson, CRC, CPC
Michelle Yeager, CPC
Michelle Yerdon, CPC
Miglena Rossenova Crow, CPC
Miguel Jaimes Fernandez, CPMA, 

CRC, CPC
Mikaela Sussman, CPC
Mindy Drummond, CPB, CPC
Misti England, CPC
Mo Hong Choo, CPC
Monica V Chavez, CPC
Muhammad Arslan, CPC
Nalikala Teja Prathap, CPC
Nalla Navyasri, CPC
Nanthini V, CPC
Natalie Webb-Lewis, CPC
Nathasha Williams, CPC

Neethu Venkateshbabu, CPC
Neletha Pineiro, CPC
Nicole Morrisey, CPC
Noel Riosortiz, CPC
Nohemy Garcia, CPC
Nonalie Melton, CPC
Nusrat Shaheen, CPC
Omar Reyes, CPC
Pa Lee, CPC
Paige Friend, CPC
Paige West, CPC
Pamela Dorsey, CPC
Pamela Ewingthacker, CPC
Pamela J Majette, CPC
Pamela K Ingle, CPC
Pamela Larkin Chandler 

Chambers, CPC
Patience Ikeme Ogbuli, CPC
Patricia Severino App, CPC
Paula F Williams, CASCC, CPC
Pedro Ortiz, CPC
Peggy Ledford, CPC
Philip Hargreaves, COC, CPMA, 

CPC
Priya Devaraji, CIC, CRC, CPC
Qi Wang, CPC
Rachael Howard, CPC
Rachael Roach, CPC
Rachel Ann Baker, CPC
Rachel Rhodes, CPC
Ramadevi Mathi, CPC
Ramakrishnan S, CPC
Ramya Asokan, CPC
Randa Gaber Hashem 

Abdelmaged, CPC
Raquel Webb, CPC
Rebecca Chase, CPC
Reem Zaina, CPC
Rhonda Heryford, CPC
Richelle Von Berg, COBGC, CPC
Robyn Shoemaker, CPC
Rochele Brown, CPC
Rochelle Perales, CPC
Romi Pradhan Joshi, CPC
Rosa Pestana, CPC
Ruchika Chhabra, CPC
Sajeesh Varghese, CPC
Sakena Momani, CPC
Sakthi Nadesan, CPC
Samantha Maston, CPC
Sandhiya, CPC
Sandra Megan Books, CPC
Sanjaya Bharat Dhumal, CPC
Sapna Hiran, CPCO, CRC, CPC
Sara Baugh, CPC
Sara Escobedo, CPC
Sarah Sallman, CPC
Sathya Atukuri, CPC
Savannah Wandler, CPC
Sayooj Pb, CPC
Scott Gallant, CPC
See Vue, CPB, CPC
Seema Saha, CPC
Seema Sumughan, CDEO, CRC, 

CPC
Shandrika Howard, CPC
Shanika Bell, CRC, CPC
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Shannon Aldridge, CPMA, CRC, 
CPC

Shannon Kepner, CPC
Shannon Taylor, CPB, CPC
Sharanya Kumaresan, CPC
Sheetal Vishvakarma, CPC
Sheila Grajczyk, CPC
Shelly Bailey, CPC
Sherese Scott, CPC
Sibyl Carter, CPC
Sierra Crain, CPC
Sierra Spencer, CPC
Simone Caples, CPC
Sindhu Bobba, CPC
Sinu Santhosh, CPC
Siripriya Morishetty, CRC, CPC
Sneha Krishna K, CPC
Solim Kim, CPC
Sonia Sweat, CPC
Sravani Katteboyina, CPC
Sravanthi Akula, CPC
Stacey Morrow, CPC
Staci Lunn, CPC
Staci Stephens, CPC
Stacy M Jandreau, CPC
Stacy Redding, CPC
Stacy Yeager, CPC, COC
Stephanie Ann Harrison, CPC
Stephanie Dipasquale, CPC
Stephanie Julie Castillo, CPC
Stephanie Lynne James, CPC
Stephanie Ortiz, CPC
Steven Miller, CRC, CPC
Sukanya Ghosh, CPC
Susan Sanginario, CEMC, CPC
Swathi Saranath, CPC
Swetha M, CPC
Taemeishaca Johnson, CPC
Tamara Lawson, CPC
Tameika Robinson, CDEO, CPMA, 

CRC, CPC
Tameka Renee Malone, CRC, 

COC
Tamika Bernard, CPC
Tammi Lynn Campbell, CPC
Tammy Bowers, CPC
Tammy Carta, CPC
Tammy Marie Harris, CPC
Tasha S Carney, CPC
Teresa Tucker, CPC
Teri Polen, CPC
Teria Michelle Oglesby, CPC, CRC, 

CGIC, COC
Terri L Bennefield, CPC
Terryann Simmons, CPB, CPC
Tia Buckson, CPC
Tiara Brownscombe, CPC
Tiffany Apthorpe, CPC
Tiffany Conley, CPC
Tiffany Polder, CPC
Tina Noeth, CPC
Tonya Knox, CPC
Tonya Stickler, CPC
Torrie Bell, CRC, CPC
Tracey Cartwright, COC, CIC, 

CPC
Traci Groholske, CPC

Traci L Pape, CRC, CPC
Tracy Lynn Lafleur, CPC
Tricia Huber, CPC
Truett Purser Mills Iii, CPC
Tywanna Michelle Abdul-Shakir, 

CPC
Urviben Patel, CPC
Vanessa Camacho, CPPM, CPC
Vanessa Coulter, CPB, CPC
Vashti G Neal, CPC
Veronica Bentley, CPB, CPC
Veronica Carranco, CPC
Veronica Marks, CPC
Veronica Prefling, CPC
Vinothini Palanisamy, CPC
Violet Branson, CPC
Vionette Barreiro, CPC
Viviana Beltran, CPC
Walter Yunior Perez Alpizar, CRC, 

CPC
Wendy L Hunley, CPB, CRC, CPC
Wendy Rampersad, CPC
Winslow Arizona, CPC
Xiangyu Guo, CPC, COC
Yan Pang, CPC
Yatika Banks, CPC
Yesenia Banks, CPC
Yip King Hui, CPC
Yoko H Nelson, CPC
Yuaialy Alzugaray Castanedo, 

CDEO, CPMA, CRC, CPC
Zachary Thompson Finnegan, 

CPC
Zuleika Montenegro, CPC

ApprenticeApprenticeApprentice
Aamiruddin Mohammed, CPC-A
Abby Duncan, CPC-A
Abby Joy, COC-A
Abel Guerrero, CPC-A
Abinaya M, CPC-A
Adithya N, CPC-A
Aishwarya Gudadur, CPC-A
Akanksha Tapan Kumar, CPC-A
Akshay Mahadev Deshmukh, 

CPC-A
Albina Istomin, CPC-A
Alby Raquel D’Agostini Velasquez, 

CRC, CPC
Alec Lechlitner, CPC-A
Aleigha Tejada, CPC-A
Aletha Bermundo, CPC-A
Alexandra Amara Williams, 

CPC-A
Alexandra N Hama, CPC-A
Alexis Fox, CPC-A
Alexis Lewis, CPC-A
Aliaa Hegazi, CPC-A
Alicia Manhardt, CPC-A
Alicia Watkins, CPC-A
Allen Rafiya Anand Evangelin, 

CPC-A
Allison Raber, CPC-A
Alyssa Mackenna Griffin, CPC-A
Alyssa Proffitt, CPC-A

Ama Johnson, CPC-A
Amanda Duhn, CPC-A
Amanda Akoto, CPC-A
Amanda Dugan, CPC-A
Amanda Lanich, CPC-A
Amanda Makin, CPC-A
Amanda McAfee, CPC-A
Amanda Tippett, CPC-A
Amanda Vance, CPC-A
Amany Ezzat Abdelgafar, CPC-A
Amber Archibald, CPC-A
Amber Cotterell, CPC-A
Amisha Kishan Makwana, CPC-A
Amna Farhat Mohd Aarif, CPC-A
Amuthabharani B, CPC-A
Amy Burford, CPC-A
Amy Norman, CPC-A
Amy Osabel, CPC-A
Amy Weatherwax, CPC-A
Analyn Larua Astorga, CPC-A
Andraya Moraga, CPC-A
Andrew Allday, CPC-A
Angela Aloot, CPC-A
Angela Anderson, CPC-A
Angela Foy, CPC-A
Angela Hummel, CPC-A
Angela M Whitney, CPC-A
Angelette McGovern, CPC-A
Angelia Bates, CPC-A
Anina Brooks, CPC-A
Anita Warner, CPB, CPC
Ann Catherine Odvina Poblete-

Zosa, CPC-A
Ann Doughtie, CPC-A
Ann Marie Demicco-Roach, 

CPC-A
Anna Carine Hourseau, CPC-A
Anna Copeland, CPC-A
Anna Gorelik, CPMA, CPC
Anna Hope, CPC-A
Annadean Masangkay, CPC-A
Anne Brauer, CPC-A
Anne Hustak, CPC-A
Anne Mae I Sarabia, CRC, CPC
Antonio Cickovski, CPC-A
Anusha Cs, CPC-A
Anusree V M, CPC-A
Aparna Dhage, CPC-A
April Johnson, CPC-A
April Joy Guevarra, CPC-A
April Perry, CPC-A
April Probus, CPC-A
Areeba Imran, CPC-A
Arian Marcial Mojica, CPC-A
Arjunan Chandrasekaran, CPC-A
Arshiya Shehanaz, CPC-A
Aruna Arun Kamble, CPC-A
Arvin Napole, CPC-A
Asha Prabakaran, CPC-A
Asha Rao Schertler, CPC-A
Ashlee Haas, CPC-A
Ashley Fairbanks, CPC-A
Ashley Gomez, CPC-A
Ashley Gustafson, CPC-A
Ashley Johnston, CPC-A
Ashley Motil, CPC-A

Ashlyn Aldrich, CPC-A
Ashma Shameem, CPC-A
Athena Murff, CPC-A
Aubree Miller, CPC-A
Azura Collins, CPC-A
Balamurugan Palkoneri, CPC-A
Barfeen Mohammad Anwar, 

CPC-A
Basant Moustafa Omar Aly Omar 

Makhlouf, CPC-A
Beatriz Garcia Varela, CPC-A
Belinda Morse, CPC-A
Benita Dsouza, CPC-A
Benjamin Kowalski, CPC-A
Berlin Meshach Durairaj, CPC-A
Beti Andonovska Rizova, CPC-A
Bhairapuram Shaik Nasuruddin 

Sha, CPC-A
Bhavana Carmel K S, CPC-A
Bhumika T V, CPC-A
Bill Andrew Black, CPC-A
Bishnukala Dhanbahadur, CPC-A
Brandi Hartwig, CPC-A
Brandi Mixon Rybak, CPC-A
Brealy Davis, CPC-A
Breanna Swanberg, COC-A
Bree Laguna, CPC-A
Brenda Torres, CPC-A
Bria Perkins, CPC-A
Brian W Fuller, CPC-A
Brianna Dewey, CPC-A
Brianna Dove, CPC-A
Brianna Hamilton, CPC-A
Brianna Velasquez, CPC-A
Brittani Hill, CPC-A
Brittany Buchanan, CPC-A
Brittany Cooper, CPC-A
Brittany Farrell, CPC-A
Brittnay Burrell, CPC-A
Brittney Greninger, CPC-A
Brittney Leigh Foster, CPC-A
Brittney Santos, CPC-A
Brooke Divenanzio, CPC-A
Brooke Harrington, CPC-A
Brooke Powell, CPC-A
C A Sravani, CPC-A
Candace Haynie, CPC-A
Candis Lucero, CPC-A
Carl Dorego, CPC-A
Carl Garner, CPC-A
Carla David, CPC-A
Carlos Jose Hinojosa, CPC-A
Carmen R Williams, CPC-A
Carolyn Shay, CPC-A
Carolyn Wenzel, CPC-A
Carrie J Jones, CPC-A
Cassandra Baker, CPC-A
Cassandra Yeadon, CPC-A
Cassey Garcia, CPC-A
Cassie Anderson, CPC-A
Catherine Booth, CRC, CPC
Catherine Marlow, CPC-A
Catherine Negich, CPC-A
Catherine V Wagnon, CPC-A
Cathy Jo Thorson, CPC-A
Cathy Marie Errick, CPC-A

Cecil Colanza Dacir, CPC-A
Cecilia Cruz, CPC-A
Cecilia Mitchell, CPC-A
Chanler Perkins, CPC-A
Chantal Hanley-Caban, CPC-A
Charletta Carr, CPC-A
Charmaine Parreno-Nguyen, 

CPC-A
Charmine Villareal Columna, 

CPC-A
Chasity Cloutier, CPC-A
Chelsea Cox, CPC-A
Chelsea Meetin, CPC-A
Chelsea Settle, CPC-A
Cheri Arndt, CPC-A
Cheryl Ann Gurganus, CPC-A
Cheryl E O’Neil, CPC-A
Chiu Wei Hsieh, CPC-A
Chloe Molina, CPC-A
Chonalyn Lim Tarrayo, CPC-A
Christin Espinola, CPC-A
Christina Collins, CPC-A
Christine Hagen, CPC-A
Christine Salsbury, CPC-A
Christine Sopko, CPC-A
Christopher Kaye, CPC-A
Cindy Ann Stovall, CPC-A
Cindy Hein-Sjurset, CPC-A
Cindy Hessler, CPC-A
Claire Guarino, CPC-A
Colton Akridge, CPC-A
Constance Haines, CPC-A
Courtney St. Laurent, CPC-A
Daiserie Botona, CPC-A
Dalena Nguyen, CPC-A
Dana Browne, CPC-A
Danica Johnston, CPC-A
Danica Thomas, CPC-A
Daniel Schwartz, CPC-A
Danielle Weaver, CPC-A
Dannon Califf, CPC-A
Danosha Ford, CPC-A
Darcie E Stuart, CPC-A
Darian Langston, CPC-A
Daryl Chunn, CPC-A
Dave Legada, CPC-A
David Wilder, CPC-A
Dawn Bailey, CPC-A
Deanna Michelle Scofield, CPC-A
Debbie Stephens, CPC-A
Debika Ghosh, CPC-A
Deborah Carter, CRC, CPC
Deborah Payne, CPC-A
Deborah Stralow, CPC-A
Deepa P, CPC-A
Deepika Puli, CPC-A
Deepthi C N, CPC-A
Delain Kerney, CPC-A
Delia Palmer, CPC-A
Delisa Willis, CPC-A
Delita Rhymer, CPC-A
Denise Jones, CPC-A
Deny More Soliman, CPC-A
Desire Wrobel, CPC-A
Destiney Fontenot, CPC-A
Devarajan P, CPC-A
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Dezzarae Fielder, CPC-A
Diaisha Allen, CPB, CPC
Diana Evans, CPC-A
Diana Fore, CPC-A
Diane Wilson, CPC-A
Diane Gergely, CPC-A
Diane Seligman, CPC-A
Dianne Jaramillo, CPC-A
Dinesh Ponnusami, CPC-A
Divya Patel, CPC-A
Donna Grace Madrid, CPC-A
Doreen Cozzi, CPC-A
Dorottya Aspirany, CPC-A
Drishya Chinthudas, CPC-A
Duru Preethi, CPC-A
Eileen Bredehoeft, CPC-A
Elaf Tarig Abass Alawad, CPC-A
Elaina Cronan, CPC-A
Elbia Mejia, CPC-A
Elizabeth Bush, CPC-A
Elizabeth Franz, CPC-A
Elizabeth Kragh, CPC-A
Elizabeth Runser, CPC-A
Ellen Goheen, CPC-A
Ellen Margaret Sobota, CPC-A
Elmar Raposas Ordoñez, CPC-A
Elonda Elston, CPC-A
Elvie Bulasao Sim, CPC-A
Elyse Hughes, CPC-A
Eman Salama, CPC-A
Emily Craig, CPC-A
Emily Landry McFarland, CPC-A
Emily Skinner, CPC-A
Emma Chamberlain, COC-A, CPC
Emma Gardner, CPC-A
Erhille Refe Sardillo, CRC, CPC
Eric Acosta, CPC-A
Erica Mitchell, CPC-A
Erika H Lim, CPC-A
Erika Jarvis, CPC-A
Erika Paula Canlas San Diego, 

CPC-A
Erin Kendall, CPC-A
Erin Mansier, CPC-A
Ernest Nnamdi Igwe, CPC-A
Estthefany Damian, CPC-A
Eugene Walela, CPC-A
Faith Morris, CPC-A
Farheen Sultana, CPC-A
Fathima Riam, CPC-A
Fathima Shayis, CPC-A
Fathimath Ramsheeda Kk, CPC-A
Fiona Andrea, CPC-A
Frankie Jade Lyndes, CPC-A
Gabriela Molinaro, CPC-A
Gabrielle Vogel, CPC-A
Gamila Abuzeid, CPC-A
Gandivalasa Kishore Kumar, 

CPC-A
Ganesh Ankush Sonavane, 

COC-A, CPC
Gaojua Shania Vang, CPC-A
Gary Jensen, CPC-A
Genesis Nwankpa, CPC-A
Ginky Marie Alcantara, CPC-A
Gittle Esther Wosner, CPC-A

Gizel Baruela, CPC-A
Gnobelle Joy Ranches, CPC-A
Goka Priyanka, CPC-A
Gowtham Duraisamy, CPC-A
Gracie Everett, CPC-A
Gretchen Marie Roane, CPC-A
Gummadi Charan, CPC-A
Gummula Sreeja, CPC-A
Hana Ruth Villarte, CPC-A
Hanaa Elhussani Abdelsalam 

Hassbou, CPC-A
Hanna K P, CPC-A
Hannah Bickford, CRC, CPC
Hannah Preston, CPC-A
Heather Beats, CPC-A
Heather Cooke, CPC-A
Heather Fisher, COPC, CPC
Heather Fleisher, CPC-A
Heather Klotz, CPC-A
Heather Longmire, CPC-A
Heather Ruano, CPC-A
Heather Stevenson, CPC-A
Hedwig Faber, CPC-A
Hemalini Williams, CPC-A
Hollie Ploof, CPC-A
Holly Kass, CPB, CPC
Holly Murray, CPC-A
Hope Allen, CPC-A
Hricha Vimal, CPC-A
Inthumathi Baskar, CPC-A
Irena Petko, CPC-A
Irene Gina Abalos, CPC-A
Isaac Deras, CPC-A
Isabelle Marie-Therese Joseph, 

CPC-A
Isela Camacho, CPC-A
Islam Ibrahim, CPC-A
Issis Estrada, CPC-A
Jackie Jackson, CPC-A
Jacquelyn Jensen, CPC-A
Jaime Weaver, CPC-A
Jaimi Rolston, CPC-A
Jamari Castro, CPC-A
James King, CPC-A
Jamie Leasor, CPC-A
Jamie Nicole Weeks, CPC-A
Jamie Winston, CPC-A
Jammy Jimenez, CPC-A
Jana Maria Anaya, CPC-A
Jane Ornot, CPC-A
Jane Turnbull, CPC-A
Janeen Morris, CPC-A
Janeise Jackson, CPC-A
Janice Lee, CPC-A
Janis Moreno, CPC-A
Jasmine Carpenter, CPC-A
Jasna Mol Ranila, CPC-A
Jayasree Bandari, CPC-A
Jayden Brooke Boyd, CPC-A
Jeanne Kaye Ruiz, CPC-A
Jeannette M Reynolds, CPC-A
Jeff Saneman, CPC-A
Jenil Das Balakrishnan, CPC-A
Jenna Vandusen, COC-A
Jennifer Berger, CPC-A
Jennifer Gooden, CPC-A

Jennifer Graham, CPC-A
Jennifer Lariosa, CPC-A
Jennifer Lee Campbell, CPC-A
Jennifer Legaspi, CPC-A
Jennifer Macdonald, CPC-A
Jennifer Rodriguez, CPC-A
Jennifer Sandoval, CRC, CPC
Jennifer Schoolcraft, CPC-A
Jennifer Swearngin, CPC-A
Jennifer Tyson, CPC-A
Jenny Chavez, CPC-A
Jerome Samaniego Blanquera, 

CRC, CPC
Jerri Renee Tucker, CRC, CPC
Jessica Bowen, CPC-A
Jessica Ford, CPC-A
Jessica Lynn Schwarzott, CPC-A
Jessica Sargent, CPC-A
Jessica Strauss, CPMA, CPC
Jessica Thao, CPC-A
Jill Juan, CPC-A
Jiphin Joseph, CPC-A
Jo Anne Mendoza Rabara, CPC-A
Joan Obaseki, CPC-A
Joann Thielhard, CPC-A
Joanna Mayo, CPC-A
Joanne Feaver, CPC-A
Joanne Singleton, CPC-A
Jodie Gould, CPC-A
Joel Oliver Alvarez, CPC-A
John Ricciardo, CPC-A
Joicy Topaz E, CPC-A
Jorrie-Ann Elizaga, CRC, CPC
Joseph Anthony Zamora, CPC-A
Joseph Vazquez, CPC-A
Josephine Cortese, CPC-A
Joshua Siegfried, CPC-A
Journey Cooper, CPC-A
Joy Anne Monteverde, CRC, CPC
Joyce Joerger, CPC-A
Juanita Bonifacio Dela Rosa, 

CPC-A
Judy Panes, CPC-A
Julia Marie Barnes, CPC-A
Julianne Sblendorio, CPC-A
Julie Belk, CPC-A
Julina Carusone, CPC-A
Jurell Dean Francis Recide 

Isaranunt, CPC-A
Justine Gamez, CPC-A
Jwala Raju, CPC-A
Kailah Moodie, CPC-A
Kaitlin Carroll, CPC-A
Kaitlyn Berry, CPC-A
Kaitlyn Magnin, CPC-A
Kaitlyn Rupert, CPC-A
Kalaiarasan W, CPC-A
Kameron Brooks, CPC-A
Kami Adams, CPC-A
Kanwal Pasta, COC-A, CPC
Kara Cunningham, CPC-A
Karanam Vijaykumar, CPC-A
Karen Maria Hernandez, CPC-A
Karen Bauman, CPC-A
Karen Donels, CPC-A
Karina Lynn Hatfield, CPC-A

Karrie Gaston, CPC-A
Kartika Campbell, CPC-A
Katelyn Upton, CPC-A
Katerina Boshevski, CPC-A
Katherine Angeles, CPC-A
Katherine Justice, CPC-A
Katherine Loudermilk, CPC-A
Katherine Vick, CPC-A
Kathleen Livaudais, CPC-A
Kathleen Sirus, CPC-A
Kathryn Pierson Barks, CPC-A
Kathy Walls, CPC-A
Katie Phillips, CPC-A
Katie Switlick, CPC-A
Kaviya L, CPC-A
Kayla Mylius, CPC-A
Kayla Snyder, CPC-A
Keah Deal, CPC-A
Kelcie Wilson, CPC-A
Kelle Ryan, CPC-A
Kelley Mullen, CPC-A
Kelli Barta, CPC-A
Kelly Lennon, CPC-A
Kellye Green, CPC-A
Kelsey Hellinger, CPC-A
Kelsey Lopez, CPC-A
Kendra Walden, CPC-A
Kera Tuttle, CPB, CPC
Kevin Ingamells, CPC-A
Khalid Mahamad, CPC-A
Khatrine Abalos Valliente, CRC, 

CPC
Khushboo Vishwakarma, CPC-A
Kiana Alapai, CPC-A
Kimberly Donaldson, CPC-A
Kimberly Foster, CPC-A
Kimberly Harris, CPC-A
Kimberly Herron, CPB, CPC
Kimberly L Forthe, CPC-A
Kimberly Polasek, CPB, CPC
Kimberly Richardson, CPC-A
Kiran Krishna Sreelatha, CPC-A
Konstantinos Katsiampanis, 

CPC-A
Korina V Calupig, CPC-A
Kristen Andrea Hachmann, CPC-A
Kristi Ferries, CPC-A
Kristi Troyer, CPC-A
Kristin Erhard Adamchik, CPC-A
Kristin Harroun, CPC-A
Kristin Lorrain, CPC-A
Kristina L Barch, CPC-A
Kristine Dyson, CPC-A
Kristine Joy Barriga Diala, CPC-A
Kristine Sonnenberg, CPC-A
Kristiyana Belova, CPC-A
Krupa Bharadwaj, CPC-A
Kung Hee Kim, CPC-A
Ladon Wolfe, CPC-A
Lakia Dore, CPC-A
Lakshmipriya B, CPC-A
Lanelle Carrasco, CPC-A
Larissa Marburger, CPC-A
Larissa Matthews, CPC-A
Lasheba Mortimer, CPC-A
Laura McGinnis, CPC-A

Laura Mietlicki, CPC-A
Laura Russo, CPC-A
Laureen O’Regan, CPC-A
Lauren Martinez, CPC-A
Leah Britton, CPC-A
Leah Goins, CPC-A
Le’Ana Bagwell, CPC-A
Leslie Downs, CPC-A
Leslie Fullilove, CPC-A
Liliana Marie Diarte, CPC-A
Lillian M Greene, CRC, CPC
Lillian Velazquez, CPC-A
Lindsay Sydow, CPC-A
Lindsey Keen Ostermann, CPC-A
Lingampelli Swathi, CPC-A
Lisa Anderson, CPC-A
Lisa Grissom, CRC, CPC
Lisa Ritzmann, CPC-A
Lisa Schneider, CPC-A
Liza McCall, CPC-A
Logan Wiseman, CPC-A
Lorena Melian, CPC-A
Lori Fleming, CPC-A
Lori Imoe, CPC-A
Lori Putnam-Duby, CPC-A
Lorie Clark, CPC-A
Lorraine Angelie Sin Quejada, 

CRC, CPC
Lourdes Aguilera, CPC-A
Lourdes Arriola Villamil, CPMA, 

CRC, CPC
Lucky Alexander, CPC-A
Lydia Jean Thompson, CPC-A, 

COC
Lysnette Lopez, CPC-A
Ma Nisha Sabillena Milla, CPC-A
Madeline Lorenz, CPC-A
Madeline Rhodes, CPC-A
Madhurima Nandi, CPC-A
Madina Mohammad Anwar, 

CPC-A
Madison Goldsmith, CPC-A
Madison Handy, CPC-A
Magdalena Alabakovska, CPC-A
Magimai Nathan Praveen Kumar, 

CPC-A
Malari Finamore, CPC-A
Maloudenn A Gapuz, CPC-A
Manasa Mohan, CPC-A
Manasi Ajit Jadhav, CPC-A
Manda Atkins, CPC-A
Mandi Zemba, CPC-A
Mandy Ballard, CPC-A
Manjula Selvam, CPC-A
Mara Beatrice Sahagun, CPC-A
Maranita Boone, CPC-A
Marcia Parrish, CPC-A
Margarita Tarasyuk, CPC-A
Maria Andrea Santos Sumbeling, 

CPC-A
Maria Gonzales, CPC-A
Maria Graziella R Bautista, CPC-A
Maria Sandra Luja, CPC-A
Mariacecilia Villar, CPC-A
Mariah Moreau, CPC-A
Mariani Imnas Saturno Bernardo, 

CPC-A
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Marie Joy France Credo, CPC-A
Marilyn Cordero, CPC-A
Marisa Winner, CPC-A
Marissa Freedman, CPC-A
Marissa Munson, CPC-A
Marlon Farley Md, CPC-A
Marsha Tracy, CPC-A
Martine Mondesir, CPC-A
Mary Grace Ortaliz Margate, 

CPC-A
Mary Jackson, CPC-A
Mary Rose Agudos, CPC-A
Mary Sherin Peter, CPC-A
Mary Thompson, CPC-A
Mary Yester, CPC-A
Marygrace Smith, CPC-A
Md Raheema Sulthana, CPC-A
Md Showkat Ali, CPC-A
Meagan Leigh Duke, CPB, CPC
Meenadevi Butcha, CPC-A
Megan Horne, CPC-A
Megan Marie Moore, CPC-A
Megan McCall, CPC-A
Megan Myhre, CPC-A
Megha Manikandan, CDEO, CRC, 

CPC
Meghan Simmons, CPC-A
Mekala Gunasekaran, CPC-A
Melanie Gibson, CPC-A
Melinda Carvalho, CPC-A
Melinda Silvis, CPC-A
Melissa Ann Gesswein, CPC-A
Melissa Feldt, CPC-A
Melissa Schutte, CPC-A
Melody Weissenberger, CPC-A
Mezoona Rasheed, CPC-A
Michael Angelo Battung Pintor, 

CPC-A
Michael Borgonia, CPC-A
Michael Lewis, CPB, CPC
Michael Pfister, CPC-A
Michelle Irene Hillhouse, CPC-A
Michelle Jeanine Parrilla, CPC-A
Michelle King, CPC-A
Michelle Lemay, CRC, CPC
Michelle Papageorgiou, CPC-A
Mickey Beavers, CPB, CPC
Milushka Bojko, CPC-A
Miranda Ayala, CPC-A
Mishu Shastri, CPC-A
Mohammed Ashir Mohammed 

Haris, CPC-A
Mohammed Nadeem Ahmed, 

CPC-A
Mohammed P T, CPC-A
Mojisola Assan, CPC-A
Molly Jensen, CPC-A
Molly Stout, CPC-A
Monica Cox, CPC-A
Monica Molina, CPC-A
Morgan Ebley, CPC-A
Morgan Rhodes, CPC-A
Mufeeda Kulangara Veettil, 

CPC-A
Mukta Matange, CPC-A
Murshida Mk, CPC-A
Nadya Alkins, CDEO, CPC

Nagarpu Sandy Priyanka, CPC-A
Naglaa Mohamed Gedail, CPC-A
Nancy Gonzalez, CPC-A
Natalie Lynn Weitzel, CPC-A
Natasha Frohna, CPC-A
Nate Blount, CPC-A
Naziha Ali, CPC-A
Nazik M Mohamed, CPC-A
Neida J Alvarado, CPC-A
Nelly Bostan, CPC-A
Nichole Varner-Steinke, CPC-A
Nicole Beau, CPC-A
Nicole Colleton, CPC-A
Nicole Cortes, CPC-A
Nicole Roszkowski, CPC-A
Nicole Shanholtz, CPC-A
Nicole Stanley, CPC-A
Nicole Weathers, CPC-A
Nihala Poovathumparambil, 

CPC-A
Niketaben Vasani, CPC-A
Nikhila Pillakkatt, CPC-A
Nikola Fortner, CPC-A
Nimmagadda Vijetha, CPC-A
Noemi Paras Punzalan, CPC-A
Noreen M Ford, CPC-A
Nzwisisai Lionah Chari, CPC-A
Olena Lezhachova, CPC-A
Olga Grebyonkin, CPC-A
Olivia Schmid, CPC-A
Olufunmi Benson, CPC-A
Onkar Patwari, CPC-A
Padma Sridhara Kambalapalli, 

CPC-A
Paige Campbell, CPC-A
Paige Mackey, CPC-A
Paige Nauss, CPC-A
Pamela Claire Riggs, CPC-A
Pamela Mae Rebullido, CPC-A
Pamela Pelaez, CPC-A
Parvati Hegde, CPC-A
Patricia Barnes, CPC-A
Patricia Stevens, CPC-A
Paula Martini Javillonar, CPC-A
Poornima A, CPC-A
Porcha Thompson, CPC-A
Potlapally Sahaja, CPC-A
Poulami Sarkar, CPC-A
Prajwal Shrestha, CPC-A
Prasanna Kumari Kadari, CPC-A
Premalatha K, CPC-A
Princy Josphine Mary S, CPC-A
Priscilla Rose Martinez, CPC-A
Qiu Xie, CPC-A
Rabia Muhamed Anwar, CPC-A
Rachel Anderson, CPC-A
Rachel Ann Gery, CPC-A
Rachel Del-Camp, CPC-A
Rachel Michelle Lyons, CPC-A
Rachel Schrock, CPC-A
Rachel Shimek, CPC-A
Radwa Eslam Shoaib, CPC-A
Ragini Katakam, CPC-A
Rakshita Sunil Gondhale, CPC-A
Ramya L, CPC-A
Ranjith Kumar, CPC-A

Raven Lyles, CPC-A
Rebecca Castillo, CPC-A
Rebecca Colluro, CPC-A
Rebecca Maranda, CPC-A
Rebekah Chapman, CPC-A
Rebekah Stover, CPC-A
Reeta Ramamoorthy, CPC-A
Regina Billups, CPC-A
Regina Geer, CPC-A
Regina Smith, CRC, CPC
Reid Michael Carpenter, CPC-A
Rene Lorie, CPC-A
Renee Ekx, CPC-A
Renee Tippin, CPC-A
Revathi Sakthivel, CPC-A
Rhonda Arneson, CPC-A
Ria Mae Nagar, CPC-A
Richard Bailey, CPC-A
Roan Coma Elimanco, CPC-A
Robert Henderson, CPC-A
Robert Schrecongost, CPC-A
Robyn Lunnar, CPC-A
Rocky Halang, CPC-A
Rokaya Ramadan Hegazi Nasr, 

CPC-A
Rommel Alipala, CPC-A
Rona Shumaker, CPC-A
Rondalynn Feebish, CPC-A
Rosalinda Silva, CPC-A
Rose Ann Gostischa, CPC-A
Roselle Elizabeth Beltran Gozum, 

CPC-A
Roxanna White, CPC-A
Rukhsar Bano Ajaz Khan, CPC-A
Runelvi De La Rosa, CPC-A
Rushikesh Patil, CPC-A
S Raveena Jaiswal, CPC-A
Saba Masood, CPC-A
Sabreen Sims, CPC-A
Sabrina Massey, CPC-A
Sabrina Nelson, CPC-A
Safiya Muhammed Anshab Mani, 

CPC-A
Safiya Mustafa Volli, CPC-A
Sage Callahan, CPC-A
Samantha McConnell, CPC-A
Samantha Rushmore, CPB, CPC
Sandra Chesebrough, CPC-A
Sandra Henesey-Cook, CPC-A
Sandra Marusa, CPC-A
Sandra Tuttle, CPB, CPC
Sangita Das, CPC-A
Santresa Moore, CPC-A
Sanupriya Sabu, CPC-A
Sara Edwards, CPC-A
Sara Jean Schafer, CPC-A
Sara Parrack, CPC-A
Sara Sprouse, CPC-A
Sarah Black, CPC-A
Sarah Calhoun, CPC-A
Sarah Norris, CPC-A
Sara-Marie Levalley, CPC-A
Saranraj Ranganathan, CPC-A
Saranya Nagalingam, CPC-A
Sasha Green-Reeves, CPC-A
Sathish Kumar T, CPC-A

Satyasai Mukhamala, CPC-A
Sayona Prabhavathi Raj, CPC-A
Scindia Thangaraj, CPC-A
Scott Wendlandt, CPC-A
Seelam Swetha, CPC-A
Sergio Zuleta Estrada, CPC-A
Shabna Hassan, CPC-A
Shafia Rafiq Belim, CPC-A
Shahna Thajudheen, CPC-A
Shakil Salim Mulla, CPC-A
Shakila Osborne, CPC-A
Shakira Banu, CPMA, CPC
Shalayne Schooley, CPC-A
Shama Anjum, CPC-A
Shamali Vispute, CPC-A
Shamlath Kannoth, CPC-A
Shana Baker, CPC-A
Shanan Cooley, CPC-A
Shane Keeney, CPC-A
Shani Gibbons, CPC-A
Shaniba P A, CPC-A
Shaniece Fields, CPC-A
Shannon Kobel, CPC-A
Shannon Levens, CPC-A
Shannon Mann, CPC-A
Shantel Hardy, CPC-A
Shanthi Periasamy, CPC-A
Sharilynn Blum, CPC-A
Sharmila S, CPC-A
Sharnell Spencer, CPC-A
Sharon Castaldi, CPMA, CPC
Shawn Clare Gold, CPC-A
Shawna Trineise Wingate, CPC-A
Shelbi Carlon, CPC-A
Shelia Winfrey, CPC-A
Shelley Anasta, CPC-A
Shenequa Price, CPC-A
Sheri Cakir, CPC-A
Sheri McMillan, CPC-A
Shivam Kashan, CPC-A
Sidni Calley, CPC-A
Sieun Lee, CPC-A
Sindhuja N, CPC-A
Siobhan Ryan, CPC-A
Sirisha Pilli, CPC-A
Snehal S Nagardeolekar, CPC-A
Sony Lawrence Wadakkan, 

CPC-A
Sosina Daniel, CPC-A
Sreesha Sathian, CPC-A
Srinivas Chukka, CPC-A
Stacey Duncan, CPC-A
Stacey Hardiman, CPC-A
Stacey McManamen, CPC-A
Stacie Dennis, CPB, CPC
Stacy Carnow, CPC-A
Stacy Meisinger, CPC-A
Stefanie Wu, CPC-A
Stella Smith, CPB, CPC
Stephanie (Nikki) Hall, CPC-A
Stephanie Depalma, CPC-A
Stephanie Lehs, CPC-A
Stephanie Oliveras, CPC-A
Stephanie Seibert, CPC-A
Stephanie Smith, CPC-A
Stephanie Wheeler, CPC-A

Stephany Beck, CPC-A
Stephen Dodsworth, CPC-A
Steve A Ureno, CPC-A
Steven Cathey, CPC-A
Steven Rendel, CPC-A
Suchita Dewangan, CRC, CPC
Sue Tharp, CPC-A
Suja Renzy George, CPC-A
Sujitha Puthussery, CPC-A
Sumit Waghmare, CPC-A
Suneidy Aguila Fuentes, CRC, 

CPC
Sunita Chhugani, CRC, CPC
Sunita Keswani, CPC-A
Suraj Vasant Patil, CPC-A
Susan Gomez, CPC-A
Susan Hayes, CPC-A
Susan Scroggins, CPC-A
Sutha Palanisamy, CPC-A
Suzanne Thacker, CPC-A
Suzanne Turner, CPC-A
Swati Lakhe, CPC-A
Sydni Handeland, CPC-A
Tabassum Mansoori, CPC-A
Tabitha Drugan, CPC-A
Taekyoung Ko, CPC-A
Tanuja Singh, CPC-A
Tanya Walent, CPC-A
Tara Bates, CPC-A
Tayler Weimer, CPC-A
Tejaswi Bojjagani, CPC-A
Thanita Terraferma, CPC-A
Theresa Siegfried, CPC-A
Thet Aye, CPC-A
Thiyagarajan M, CPC-A
Thorri Venkatesham, CPC-A
Tiffany Geeo, CPC-A
Tiffany McFarland, CPC-A
Timothy Brown, CPC-A
Timothy Petersen, CPC-A
Toni Buonfiglio, CPC-A
Tracee Deloatch, CPC-A
Tracey Wheeler, CPC-A
Traci Jarrett, CPC-A
Tracy Sanders, CPC-A
Tracy Sordillia, CPC-A
Tricia Lynn Martin, CPC-A
Trisha Dokken, CPC-A
Trista Curnutt, CPC-A
Tyischa Jackson, CPC-A
Tyler Blair, CPC-A
Tylisa Akoma, CPC-A
Tylor Cox, CPC-A
Ujala Jameel, CPC-A
Uma Maheshwari T, CPC-A
V Visalatchi, CPC-A
Vaishali V, CPC-A
Vanessa Inesta, CPC-A
Vanessa Michelle Main, CPC-A
Vemula Venkata Nrusimha Lohit 

Kumar, CPC-A
Veronica Phillips, CPC-A
Victoria Movilla, CRC, CPC
Vina Joy Ylio Maximo, CPC-A
Vishnupriya Ravi, CPC-A
Vita Iermolenko, CPC-A
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Vysakh Ravi, CPC-A
Wanda Acevedo, CPC-A
Wanda Jackson, CPC-A
Wanda Waters, CPC-A
Ximena Fajardo, CPC-A
Yainira Frayle-Acosta, CPC-A
Yasmin Hamouda Saleh Ibrahim 

Sayed Ahmed, CPC-A
Yaumel Mendez Del Sol, CRC, CPC
Yeluri Lakshmana Rao, CPC-A
Yenisey Lozada Torres, CPC-A
Yenkarla Sravankumar, CPC-A
Yunaisy Reid, CPC-A
Zachary Downey, CPC-A
Zahra Bruno, CPC-A
Zainab Nazar, CPC-A
Zainab Rifaey, CPC-A
Zarina Sharsheva, CPC-A

SpecialtiesSpecialtiesSpecialties
Adeel Khan, CPC, CRC, CPMA
Alexis Hillis, COC, CPC, CPMA, 

CDEI
Alicia Dawn Moseley, CPC, CRC
Alison Leigh, CPB
Alyssa Moyer, CRC
Amanda Bass, CPC, CPMA, 

CEMC, CEDC
Amanda Sheaffer, CPC, CDEO
Ambica Sri Murthy, CPC, CPMA
Amy Marie Fiorella, CPC, 

Approved-Instructor, CPC-I
Ana A Garcia, CPB
Angela Garcia, CPB
Angela Grover, CPC, Approved-

Instructor, CPC-I
Angela Kendrick, CPCO
Angela L Graham, CPC, CGSC
Anna Gilchrist, CPB
Anna Ildiko Odor, COC, CPC, CIC, 

CPB, CPMA, CRC, CCC, CCVTC, 
CEMC, Approved-Instructor, 
CDEI

Ashley Gayle, CPC, CGIC
Ashlon Joshua, CRC
Ava Aljarrah Obeid, CPB
Balaji Ramu, CPC, CRC
Brenda Schroder, CPB
Brenna Jones, CPC, CRC
Briouna Richards, CPC, 

Approved-Instructor, CPC-I
Britni Ryan, CPC, CPMA
Brittany Bagci, CPB
Caliay Pratt, CPC, CRC, CRHC, 

CDEO
Camellia Ingelin, COC, CPC, 

CDEO, CRC, CDEI
Carole L Clark, CPC, CDEO, CIC, 

CRC, Approved-Instructor, CDEI
Caroline Barnard, CPC, CRC, 

CDEI
Caroline Shannon Krettler, COC, 

CPC, CIRCC, CPMA, CCC, 
CCVTC

Caroline Woody, CPB

Carrie Huckeby-Johnson, COC, 
CPC, CPB, CPMA, CDEI

Chad Finley, CPC, CPMA
Cherish Dorman, CPC, CIC, CDEI
Cherylin Gajrajsingh, CPB
Christina L Davis, CPC, CPMA
Christopher Joshua Vasquez, 

CPC, CPMA
Colleen Hughes, CRC
Cynthia Silva, CRC
Cynthia Urrutia, CPB
Cynthia Youngblood, CRC
Danica Reardon, CPC, CPMA, 

CRC, CDEI
Darlene Ann Overbay-Tovar, CPC, 

CPMA
Debra L Kenney, CPC, CPMA, 

CPEDC, CRC
Deena Marie Pebley, CPC, CDEI
Delly Emily Parham, CPC, CPMA, 

CRC
Diane M Jensen, COC, CPC, CRC, 

CFPC, CDEO
Eleanor Davis, CPPM
Elizabeth Hearn, CRC
Elizabeth Jo Winter, COC, CPC, 

CIC, CPB, CDEI
Elizabeth Williams, CPC, COBGC
Erika Gaspar, CPB
Ervica Cal Charbonneau, COC, 

CPC, CPMA, Approved-
Instructor, CDEI

Evelyn Kropp, CPC, CIC
Gabette O Young, CPC, CIC, CDEI
Geetali Weling, CPC, CRC, CDEO
Gelisa Stafford, CPC, CDEI
Georgeta Manuela Georgescu, 

CRC
Gianna Hernandez, CPB
Gina M Sacasa, COC, CPMA
Haris Pervaiz, CRC, CDEI
Haylee Orman, CPC, CPMA
Heather Cleveland, CPC, CDEI
Helen Mercy Selvaraj, CPC, CRC
Holly H Aguilar, CPC, CPB, CPMA
Holly Ranae Holcombe, CPC, 

CRC, CDEO
Jacque Coffey, CPCO
Jacqueline M Fronheiser, 

Approved-Instructor, CIC
Jamie Debenedetto, CPC, CPMA, 

CRC, CDEI
Jamie Sines, CPC, CPMA
Janessa Pyles, CPC, CPMA
Janet Holk, CRC
Jeniffer Panko, COC-A, CPB
Jennifer Ann Bator, CPC, CIC, 

CPMA, CDEI
Jennifer Blair McCool, COPC
Jennifer Hunsaker, CPB
Jennifer Nicole Haynes, CPC-A, 

CRC
Jennifer Stinespring, CPC, CRC
Jessica Daugherty, CPC, CPMA, 

CRC
Jessica Justice Belvin, CPC, CPMA
Jessica Myers, CPC-A, CPB

Jessica Schlapper, CPC, CPCO, 
CEDC, CRC

Jill Wilkinson, COC, CPC, CPMA
Jlynn Jennifer Brown, CPCO, 

CPB, CDEI
Jo Ann Calvo Neblett, CPC, CRC
Jolee Bordoni, CDEO
Jonathan Hubbard, CPB
Josephine Gaglio, CPB
Julian Coram, COC, CPC, CRC, 

CPMA
Karen Gilmore, CPC, CDEO, 

CPC-I, CPMA
Katerina Bosilkovska, CPC, CPB
Kathi Dorvee, CPC, CRC
Kathleen Engel-Chapman, CPC, 

CPMA, CRC, CDEO
Kathleen J Kindred, CPC, CPMA, 

CRC, CEMC, CIMC, CDEI
Kathleen Ramos, CPC-A, CRC
Kathryn Lee Semple, CRC
Kathryn Radicchi, CPC, CPMA, 

CDEI
Katia Elizabeth Nelson, CPC, CGSC
Katie J Bartz, CRC
Kayla Burgess, CPC-A, CRC
Keith Smith, COC, CPC, CEMC, 

CDEO
Kelly Gwin, CRC
Kent Lewis, CRC
Kimberlee Porter, CRC
Kristy Scoville, CPC, CRC
Kyle D Geer, CPCD
Laidy Diana Martinez, CPC, 

CASCC, CGIC, CGSC, CPB
Lara Mary Kiruba Dominic, 

CPC-A, CIRCC
Latoya Tucker, CPC, CRC
Laura Jennifer Olmeda, CPC, 

CRC, CPMA
Laurel E Parrish, CPC, CDEI
Laurie Weyerstrass, CPC, CPMA, 

CDEI
Leanne Coker, CPB
Leslie Sims, CPB
Letitia Cromer, CPC, CPCO
Lindsey Hannan Catron, CPC, 

CEDC, CEMC, CDEO
Lisa Anne Horkay, CPC, CPMA
Lisa Cooper, CPC, CRC
Lisa Dills, CPC, CRC, CDEO
Lisa Morrow, CPB
Lisa Torres, CPC, COBGC
Lita Sue Weikert, CPC-A, CPB
Liz Yanet Suarez Molina, CPC-A, 

CRC
Loredana Chiriac, CPC, CPMA, 

CDEO
Loretta Lathon, CPC, CDEO, CRC, 

Approved-Instructor, CDEO-I
Lori Carlin, COC, CPC, CPCO, 

CRC
Lubna Khan, CPC, CRC, 

Approved-Instructor, CPMA
Lydia Loewenthal, CPB
Lynda Schneidewent, CPC-A, 

CPPM

Mareshah Amos, CPC, CPB, CDEO
Maria Duran-Gozdzikowski, CPC, 

CPB
Marie Swank, CPC, CRC
Marijana Kostovska, CPC, CPB
Marita Magyarvari, CPB
Mary Vivian-Leidy, COC, CPC, 

CIC, CRC, CGSC, CDEI
Marybeth Gatton Horne, CPC, 

CPMA, CRC, CCC, CUC
Matilde Marquez, CPB
Melanie Hampton, CPC, CDEI
Melanie Maldonado, CPC-A, CPB
Melissa Abraham, CPC, CRC
Melissa Coster, CPC, CPB, CPMA
Melissa Hirsch, COC, CRC
Melissa McIntosh, CPB
Mia Blackwell-Charley, COC, 

CPC, CEDC
Michelle Gibson, CPC-P, CPMA
Michelle Silva, CPB
Mildred Khiong, COC, CPC, CPMA, 

CRC, CDEI
Mirian Rodriguez, CPC, CANPC
Misty Michelle Padgett, CPC, 

CANPC, CFPC
Monica Escareno, CPC, CRC
Monica Ramirez-Sanchez, COC, 

CPC, CPMA, CPCO
Monique Ann Mitchell, CPC, 

CPMA, CGSC
Jamie Quaranta, CPC-A, CRC
Nadine Colassaint, CPMA
Nagamalleswara Rao B, CIC
Natalie La Salle Van Cleave, CPB, 

CPPM
Natalie Stewart, CRC
Natasha Yamil Martinez, CPC, CRC
Nicole Lenz, CPC, CEDC
Patrick Scott, CIC
Payal Acharya, CPC, CIC
Portia Brown, COC, CPC, CRC
Qurat Ul Ain Ahmed, CRC
Rachel L Fuizzotti, CPC, CPMA
Rebecka Deroos, CPC, CPB, 

CDEO
Renee Marie Thomas, CPC, CEMC
Robert Eugene Moseley, CPC, 

CRC
Robin Georgia Metler, CPC, CRC
Rosa Bonnette, CPC, CPMA
Rosario Bobadilla Hildevert, COC, 

CPC, CPCO, CPMA, CRC, CDEO
Roxanne Renee Rosa-Fernandi, 

CPC, CPB
Sabrina Scurry, CPCO
Sally Vasquez, CPB
Samantha Daughtry, CPC, CCC, 

CCVTC, CIRCC
Samantha Mele, COPC
Sandra Sessions, COC, CPC, 

CPCO
Sara Landwehr, CPC, Approved-

Instructor, CPC-I
Sarah E Sheldon, CPC-A, CPB
Sarah Stokes, COC, CPC, CIC, 

CDEI

Sathyapriya Swaminathan, 
CPC-A, CPB

Saumya Srivastava, CPC-A, CRC
Shannon Cassel, CPC, CPPM
Shannon M Evertsen, CPC, CRC
Sharon Rogers, CDEO, CFPC, 

CPCO
Sheila English, CPC, CPEDC, 

CPCO
Shelley Maynard, CPC, CRC, 

CDEO
Solange Sartorelli, CPB
Sonja Jeanne Winstead, CPC, 

CRC, Approved-Instructor, 
CPC-I

Sonya Hammill, CRC, CDEI
Stacey L Poster, CRC, CDEI
Stacy McMullen, CPC, CPMA, 

CCVTC
Stefanie Delcid, CPMA
Stephanie A Rossi, CPC, CPMA
Stephanie Jo Schroeder, CPC, 

CDEI
Stephanie L Kels, CPCO
Susan Baez, CPC, CRC, CDEO
Susan Suwinski, CPC, CDEO, CPB, 

CPMA, CRC, CGSC, CHONC, 
CDEI

Suzanne Antoinette Edwin, CPC, 
CRC, CDEO

Tamara Lastowicka, CPC, CDEI
Tamera Maravilla, CPC-A, CPB
Tammalette Shirlene Brown, CPC, 

CPMA, CGSC
Tammy Hinish, COC, CPC, CRC, 

Approved-Instructor, CDEI
Tenamarie Davis, COC, CPC, 

CIC, CDEI
Tiffany Chandler, CPC, CPMA
Tiffany Quinones, CPC-A, CRC
Tiffany Sopher, CPB
Timika Bryant, CRC
Tina L Wright, CPC, CPMA, 

CPEDC, CDEO
Tina Mott, CPB
Travis Justice, CPB
Trenton Strode, CPC-A, CPB
Tricia Hopper, CPCO
Udhaya Kumar, CPC, CIRCC
Vaishali Jambhulkar, CPC, CRC
Vanessa Rendon, CPC, CDEO, 

CRC, CPB
Vikki Tatum, CPC, CIC
Vivekanandan N, CIRCC
Wei Lu, CPC-A, CRC
Whitney Smith, CPC, CPMA, CDEO
William Canta, COC, CPC, CRC
Yves-Edouard Baron, CPC, 

CDEO, CPMA, CRC, Approved-
Instructor, CDEI

Zaili Perez, CPC, CPMA, CRC, 
CDEO

http://www.twitter.com/aapcstaff
http://www.facebook.com/
AAPCFan
https://www.linkedin.com/authwall?trk=gf&trkInfo=AQFjtdwugihDqAAAAYL9gvPQRplWHrXb3_X_fe_vfmUeKRo20TLwYJLlhVey61SAN1SygiovCjFFSHK0rKZDq3L-BWXzqYFhPg3dyekK1Aq7CQP5QRWCHrjjLJzqkz3-KmWqgl4=&original_referer=&sessionRedirect=https%3A%2F%2Fwww.linkedin.com%2Fcompany%2Faapc
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Don’t just close
your skill gaps,
jump over them
like you’re
Evel Knievel. 
Get your team job ready with
Practicode's risk-free environment.

When it comes to healthcare, things go a mile a minute. And being ready for the job when you 
enter the workforce is more important than ever.

Practicode can help you and your team gain the skills and experience needed to
succeed — from mastering new specialties to addressing areas for improvement.

With Practicode, you can:  
• Test your team's medical coding accuracy, e�ciency, and ability with real-world cases.
• Find skill gaps where additional training can improve performance.
• Customize testing, including ICD-10-CM, ICD-10-PCS, CPT, E/M, DRG, and APCs.
• Build a more confident team by expanding their coding abilities to new specialties and

subspecialties.

Practice makes perfect, and Practicode can help you build the perfect medical coding team.
Subscribe today and start reaping the rewards.
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