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 Owner/Founder Gold Star Medical Business 
Services

 42 years in Chiropractic

 Certified Professional Medical Auditor (CPMA-
AAPC)

 Certified Professional Compliance Officer (CPCO-
AAPC)

 Certified AAPC Instructor

 UVCA/ChiroCongress Insurance Helpdesk

 National Advisory Board, American Medical Billing 
Association

 Vice Chair, Board of the TX State Office of Risk 
Management

 Member Chiropractic Future Strategic Plan 
Technical and Reimbursement Committees

 Member TX Chiropractic Association Insurance 
Reimbursement Committee

LISA MACIEJEWSKI-WEST: CMC, CMOM, CMIS 
CPMA-I, CPCO-I
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Course Disclaimer:  This Course is being made available to the General Public and is 
for informational purposes only. The views expressed in this Course should not 
necessarily be construed to be the views or policy of your State Association, State 
Board of Examiners, or CMS.

The information in this course is believed to be accurate. However, the Gold Star 
Medical and/or its representatives do not make any warranty regarding the accuracy 
or completeness of any information provided in this course The information is 
provided as-is and Gold Star Medical expressly disclaims any liability resulting from 
use of this information. The information in this course is not, and should not be relied 
on as, medical, legal, or other professional advice, and attendees/viewers are 
encouraged to consult a professional advisor for any such advice.

All rights reserved. Gold Star Medical and its logo are registered trademarks 
(pending) of GSMB Services, LLC, dba Gold Star Medical Business Services

DISCLAIMER AND NOTICES
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FORMS DISCLAIMER: Gold Star Medical provides forms as a courtesy to their clients 
and those who request them, to assist with understanding common documentation 
procedures, practice efficiency, marketing and goal setting.  These documents are not 
exclusive and may not be all the documentation you need to substantiate the need 
for medical necessity of a patient encounter, and/or subsequent insurance claim.   
Other forms may or may not satisfy legal requirements for your medical profession, 
state board, or federal law. You, the doctor or supplier, should inquire with the 
applicable insurance carriers, billing agencies, your state licensing board, your 
malpractice carrier or a licensed health care attorney in your state, to determine if any 
forms provided by Gold Star Medical meet the legal requirements for such 
documents.  Gold Star Medical does not provide these forms as a substitute for legal 
or clinical advice.  

Please use these documents as illustrative of the components of practice, marketing 
and documentation forms and not as a replacement for your clinical expertise or 
decision making.  These forms are not intended to replace or direct your clinical 
expertise or decision making as you provide care to your patients.  

DISCLAIMER AND NOTICES
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The antitrust laws seek to preserve a free competitive economy and trade in the United States and in commerce with foreign 
countries. Competitors may not restrain competition among themselves with reference to the price, the quality or the distribution and outputs 
of their products, and they may not act in concert to restrict the competitive capabilities or opportunities of their competitors, their suppliers 
or their customers.

Since you have an important responsibility in ensuring antitrust compliance in your healthcare activities, you should comply with the following 
guidelines:

Don't discuss with other providers your own or competitors' prices, or anything that might affect prices such as costs, discounts, terms of sale, 
or profit margins.

2. Don't make public announcements or statements about your own prices or those of competitors.

3. Don't make derogatory statements relating to the incompetence, fees or policies of insurance companies or companies providing
ancillary services

4. Don't threaten or recommend an embargo of a certain company.  This includes statements relating to recommendation of withdrawing
from certain insurance plans

5. Don’t stay present where any of the above discussions are taking place.

6. Remember that meetings with government officials may not provide a shield against antitrust liability.

7. Remember that the antitrust guidelines apply to all communications, whether in person, by telephone, email, or any other means.

8. Confer with counsel before bringing up any topic or making any statement which may implicate any of the above guidelines, or 
which may otherwise have competitive ramifications.

DISCLAIMER AND NOTICES: FEDERAL ANTI-TRUST STATEMENT
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The United States Sentencing Guidelines for Organizations is a federal law pertaining 
to the assessment of damages in cases of fraud against the government. The 

Guidelines list seven essential requirements of an effective compliance program.
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COMPLIANCE 101 

1.Implementing written policies and procedures

2.Designating a compliance officer and compliance committee

3.Conducting effective training and education

4.Developing effective lines of communication

5.Conducting internal monitoring and auditing

6.Enforcing standards through well-publicized disciplinary guidelines

7.Responding promptly to detected problems and undertaking corrective action

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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Conducting internal monitoring and auditing
 

“It is recommended that an individual(s) in the physician practice be charged with the 
responsibility of periodically reviewing the practice’s standards and procedures to 
determine if they are current and complete. If the standards and procedures are found to be 
ineffective or outdated, they should be updated to reflect changes in Government 
regulations or compendiums generally relied upon by physicians and insurers”

Federal Register / Vol. 65, No. 194 / Thursday, October 5, 2000 / Notices 
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DOCUMENTATION 
MYTHS 

There is a different standard of 
documentation if the patient pays 
cash

There is a different standard of 
documentation if I’m Out of 
Network

I can submit claims before I’ve 
completed my notes, and finish 
them at a later time

I can leave my notes unsigned in 
case I need to make changes or 
updates

9



DOCUMENTATION 
MYTHS 

If I learn the Medicare 
documentation 
standard, it will work 
for all payers

If I under-code, I 
won’t be audited 
(billing 98940 on all 
claims)

DOCUMENTATION 
MYTHS
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WHY THE INCREASE IN AUDITS?   
HEALTHCARE EXPENDITURES ON THE 
RISE 
 

Table 7

Physician and Clinical Services Expenditures; Aggregate and per Capita Amounts, Percent Distribution and Annual Percent Change by 
Source of Funds:  Calendar Years 2016-2032

Health Insurance1

Other Third Party Payers3Other Health Insurance Programs2MedicaidMedicarePrivate Health InsuranceTotalOut-of-Pocket PaymentsTotalYear 

Amount in BillionsHistorical Estimates

$77.3$30.1$73.1$154.5$283.6$541.2$58.1$676.72016
81.231.874.9164.1297.8568.659.6709.42017

83.434.678.4178.1300.9592.060.8736.22018

85.338.483.9194.3304.1620.661.9767.82019

128.842.787.3194.0305.7629.760.0818.52020

107.143.699.3219.2326.8688.965.8861.82021

86.045.4110.1234.1342.0731.667.3884.92022

Projected

94.850.5116.0254.2372.1792.871.5959.12023

101.253.6110.4 $ 265.70 $400.00 $      829.70 $    75.70 $        1,006.502024
105.856.5114.3283.1417.0870.978.61,055.32025

110.959.6121.8305.5425.0911.982.21,105.12026

116.062.8129.2331.9445.2969.086.11,171.12027

121.066.1136.2354.3463.51,020.189.61,230.72028

126.169.5144.1387.4482.51,083.593.31,302.92029

131.273.1152.5416.4501.71,143.797.01,371.92030

136.777.0161.3447.1522.01,207.4101.01,445.12031

142.281.0170.9 $ 481.50 $541.70 $  1,275.20 $  104.70 $        1,522.102032

SOURCE: 
https://www.cms.gov/data-
research/statistics-trends-
and-reports/national-
health-expenditure-
data/nhe-fact-sheet
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AUDITS ON THE RISE 

*1980 Less than 3% of all claims were audited

*1990  13% of claims are audited

*2010  22% of claims are audited

 2024  100% of claims are audited

*SOURCE: https://www.bea.gov/index.php/system/files/papers/WP2015-4.pdf (Bureau of Economic Analysis)
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100% of Claims are Audited 
PRE PAYMENT AUDITS 

 Automated:  In your software (edits and templates)

 Automated:  At your clearinghouse (Smart Edits, NCCI Edits)

 Automated:  At the payer level (NCCI Edits, Subscriber Information, Payer Policy Edits)

 Manually:  Your coder/biller/billing team  (Provider Queries)

 Manually:  The Payer.  Claims may be “pulled” from the Automated System for a more in-
depth look by a claims adjuster.  (Records Requests)

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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100% of Claims are Audited 
POST PAYMENT AUDITS 

 Automated:  Random/Lottery 

 Automated:  Based on Historical Data derived from data mining programs

 Automated:  Based on Provider Type (OIG Workplan, CERT Audits)

 Manually:  Based on Individual/Provider Error rates and trends

 Claims Errors that exceed a certain threshold

 Excessive Timely Filing issues

 Dx and Coding patterns that may indicate cloning of services and records

 Upcoding (billing 98942 on the majority of your claims)

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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DENIALS ON THE RISE 
It’s very likely that at some point, you will have to fight an “unrighteous” 
denial.

Some payer’s denial rates are in excess of 50%, yet only 11% of these denials 
are ever appealed

82% of claims that are initially denied and appealed will be overturned.

The cost of appealing a denial may be more than the reimbursement on the 
claim.

https://www.pbs.org/newshour/health/analysis-health-insurance-claim-denials-are-on-the-rise-to-the-detriment-of-patients
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I have a CASH Practice.  I DON’T DEAL 
WITH THE FEDERAL GOVERNMENT 

The Feds established the Framework for Corporate Compliance and Ethics

Most States and Regulatory Boards have Adopted these rules:

“Compliance regulations do overlap as more laws that protect the public interest are established. 
For instance, data protection and identity verification are continuously moving to the forefront of 
conversations….. In this case, the FTC uses law enforcement and policy initiatives to protect 
consumers [in the private sector]”

https://www.thebidlab.com/learning-center/public-vs-private-compliance/#Private_Sector_Transparency
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MALPRACTICE SUITS ON THE RISE 
Medical documentation issues play a role in 10–20% of medical malpractice lawsuits. 
Inaccurate, incomplete, or generic records undermine a physician’s defense and make a 
plaintiff’s lawyer more likely to take on a case.

Previous studies of malpractice claims involving documentation indicate that these cases 
most commonly revolve around missing documentation (70%), inaccurate content (22%), or 
poor mechanics (18%).3 Poor mechanics includes errors in transcribed order, illegible 
entries, and delays in documentation.3 Physicians often focus on documentation as a means 
of communicating with other physicians and billing for their services, but it is also crucial to 
communicate with the patient and provide a legal record of the care provided

SOURCE: NATIONAL LIBRARY OF MEDICINE  https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9183775/
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LOOKING TO THE FUTURE 
• Rapid expansion in technology and AI is making the possibility of ALL claims being 

subject to a pre-payment audit a reality in the near future (next 5-10 years).

• Providers will have the ability to send their documentation as a claim attachment so the 
document can be scanned for claim accuracy before payment is issued

• The push toward ratifying the Chiropractic Medicare Modernization Act, expanding 
covered services performed and/or ordered by a DC is nearing its fulfillment.  This will 
most likely result in Medicare increasing audits to make sure that DC’s know how to 
properly document for these expanded services.

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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LOOKING TO THE FUTURE 
Administrative Simplification: Adoption of Standards for Health Care Attachments Transactions and 
Electronic Signatures, and Modification to Referral Certification and Authorization Transaction Standard

(Article Published Dec. 19, 2022)
Summary (Overview)
The Adoption of Standards for Health Care Attachments Transactions and Electronic Signatures, and 
Modification to Referral Certification and Authorization Transaction Standard (CMS-0053-P), if finalized, 
would adopt standards for “health care attachments” transactions, which would support health care claims 
and prior authorization transactions; adopt standards for electronic signatures to be used in conjunction with 
health care attachments transactions; and adopt a modification to the standard for the referral certification 
and authorization transaction.

SOURCE: https://www.cms.gov/newsroom/fact-sheets/administrative-simplification-adoption-standards-health-care-attachments-transactions-and-electronic
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LOOKING TO THE FUTURE 

SOURCE: https://www.cms.gov/newsroom/fact-sheets/administrative-simplification-adoption-standards-health-care-attachments-transactions-and-electronic

The proposed health care attachments standards cover three general use cases, illustrated below, whereby a 
provider would submit electronic documentation to a health plan:

Prior Authorization: In this case, a provider must obtain a health plan’s approval for a service before it is 
rendered to the patient. The provider will send a request for approval along with supporting information to 
the health plan. The plan will then review the information, decide whether this service would be covered, and 
return a response to the provider indicating the coverage decision. Although there is currently an adopted 
HIPAA transaction for the prior authorization request and response, there is no way for a provider to submit 
documentation to support a prior authorization electronically using HIPAA standards.
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LOOKING TO THE FUTURE 

SOURCE: https://www.cms.gov/newsroom/fact-sheets/administrative-simplification-adoption-standards-health-care-attachments-transactions-and-electronic

The proposed health care attachments standards cover three general use cases, illustrated below, whereby a 
provider would submit electronic documentation to a health plan:

 Solicited Documents: In this use case, a provider has submitted a claim for a rendered service 
and the health plan decides that more information is required to make a payment determination. 
The health plan requests more information from the provider and the provider responds.

    Unsolicited Documents: In this use case, a health care provider submits a claims attachment along with 
their initial submission of a health care claim transaction for a service they have rendered. This usually occurs 
when a provider is in a full claims review program with the health plan or the health plan’s payment policies 
require documents with each claim submission for service.
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LOOKING TO THE FUTURE 

SOURCE: https://www.cms.gov/newsroom/fact-sheets/administrative-simplification-adoption-standards-health-care-attachments-transactions-and-electronic

Health Care Savings
Based on industry research performed by the Council for Affordable Quality Healthcare (CAQH), 
significant savings could result from the adoption of automated electronic processing of 
attachments. The 2019 CAQH report indicates that a fully electronic system for prior authorization 
with health care attachments could result in as much as $454 million in annual savings to the 
health care industry.[1] Similar savings can be expected for the industry with a switch to health care 
attachments for claims. The 2019 CAQH report further estimates the industry could expect as 
much as $374 million in savings per year with the full adoption of health care attachments for 
claims. This results in a total expected industry savings, for prior authorization and claims, of 
$828 million per year.
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HOW TO IMPLEMENT A 
SELF AUDIT PROGRAM IN 
YOUR PRACTICE 

23



FIRST STEPS 
 Hire/train Audit Team

 Who will conduct the Audit?  

 Recommend an experienced and impartial Auditor

 Set a schedule for Audits
 Baseline Audit (what we will focus on today)

 After Baseline, Annually per provider (unless targeted review of non-compliant areas is needed)

 Conduct Baseline Audit of new providers’ documentation/claims within the first 90 days of employment

 Increase annual Audit schedule for non-compliant providers – ie: Monthly x3, then Quarterly

 Set parameters
 How many charts? See Federal Register / Vol. 65, No. 194 / Thursday, October 5, 2000 / Notices 

 Case types/revenue profiles See Federal Register / Vol. 65, No. 194 / Thursday, October 5, 2000 / Notices 
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BASELINE AUDIT 
The OIG recommends that a baseline, or ‘‘snapshot,’’ be used to enable a practice to judge 
over time its progress in reducing or eliminating potential areas of vulnerability. This 
practice, known as ‘‘benchmarking,’’ allows a practice to chart its compliance efforts by 
showing a reduction or increase in the number of claims paid and denied.

A baseline audit examines the claim development and submission process, from patient 
intake through claim submission and payment, and identifies elements within this process 
that may contribute to non-compliance or that may need to be the focus for improving 
execution.

Federal Register / Vol. 65, No. 194 / Thursday, October 5, 2000 / Notices 
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BASELINE AUDIT 
The practice’s self-audits can be used to determine whether: 

• Bills are accurately coded and accurately reflect the services provided (as documented in 
the medical records); 

• Documentation is being completed correctly; 

• Services or items provided are reasonable and necessary; and 

• Any incentives for unnecessary services exist  (ie: Waiving cost shares, company/supplier 
kickbacks, etc)

Federal Register / Vol. 65, No. 194 / Thursday, October 5, 2000 / Notices 
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BASELINE AUDIT 
There are many ways to conduct a baseline audit. The OIG recommends that claims/services 
that were submitted and paid during the initial three months after implementation of the 
education and training program be examined, so as to give the physician practice a 
benchmark against which to measure future compliance effectiveness. 

Federal Register / Vol. 65, No. 194 / Thursday, October 5, 2000 / Notices 
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BASELINE AUDIT 
Optimally, a randomly selected number of medical records could be reviewed to ensure that 
the coding was performed accurately. 

Although there is no set formula to how many medical records should be reviewed, a basic 
guide is five or more medical records per Federal payor (i.e., Medicare, Medicaid), or 
five to ten medical records per physician. The OIG realizes that physician practices receive 
reimbursement from a number of different payors, and we would encourage a physician 
practice’s auditing/monitoring process to consist of a review of claims from all Federal 
payors from which the practice receives reimbursement (ie: Medicare Advantage Payers)

Federal Register / Vol. 65, No. 194 / Thursday, October 5, 2000 / Notices 
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BASELINE AUDIT 
Following the baseline audit, a general recommendation is that periodic audits be 
conducted at least once each year to ensure that the compliance program is being 
followed.

If problems are identified, the physician practice will need to determine whether a 
focused review should be conducted on a more frequent basis. When audit results reveal 
areas needing additional information or education of employees and physicians, the 
physician practice will need to analyze whether these areas should be incorporated into the 
training and educational system.

Federal Register / Vol. 65, No. 194 / Thursday, October 5, 2000 / Notices 
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The Low Hanging 
Fruit of Medical 
Auditors 
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The first thing a 
Medical Auditor will do 
when reviewing your 
records is grade them 
against Ten Standard 
Documentation Rules 

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

1. The medical record 
should be complete and 
legible.
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RISKY DOCUMENTATION PRACTICE 

Travel 
Cards/Handwritten 

Notes
Unsigned notes Incomplete notes

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

2. The documentation of each patient encounter should include: 
the date; reason for the encounter; appropriate history 
and physical exam; review of lab, X-ray data and other 
ancillary services and, when appropriate, assessment; and a 
plan of care (including discharge plan, if appropriate)

34



RISKY DOCUMENTATION PRACTICE 
• Missing Chief Complaint

• Failure to refer back to exam/xray findings in relation to the treatment 
given that day

• Failure to establish and write a Plan of Care (verbal ROF’s don’t cut it)

• Failure to use the POC to assess and document the patient’s response to 
ongoing treatment 

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

3. Past and present diagnoses should be 
accessible to the treating and/or consulting 
physician
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RISKY DOCUMENTATION PRACTICE 
• Failure to carry the patient’s problem list forward to the next date of service

• Failure to adjust diagnoses in the medical record (and claims) as patients respond to care

• Example, primary dx day 1 of treatment is M54.50 (Low back pain).  Patient’s pain scale is 8 of 10

• Day 5, patient’s pain scale is 2 of 10 (and has been for the last 3 visits), but M54.50 is still listed as 
the primary dx for that day’s treatment

• Placing dx codes on a claim that do not represent the patient’s condition on that day’s 
treatment.  

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655

37



DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

4. The reasons for and results of X-rays, lab tests and other 
ancillary services should be documented or included in the 
medical record. In many records, the order and/or intent for 
the service to be performed is missing.
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RISKY DOCUMENTATION PRACTICE 
• Missing Radiology report if x-ray was used to diagnose the patient

• X-rays being taken on all patients with no documented justification.  “Rule Out” reasons 
are not valid

• Therapy/Rehab services that are not properly documented (time/frequency/supervision)

• Therapy/Rehab services that were not included in the patient’s original POC or updated 
with a new POC

• Other ancillary services not documented (ie: Acupuncture treatment notes, dispensing of 
Nutritional supplements)

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

5. Relevant health risk factors 
should be identified
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RISKY DOCUMENTATION PRACTICE 
• Failure to document and/or refer to patient’s lifestyle issues that could contribute to their health problems 

(ie:  Job that requires heavy lifting/repetitive motion, sports activities that may contribute to injury)

• Failure to document co-morbidities (ie:  Obesity, High Blood Pressure, Previous Stroke, Osteoporosis, etc) 

• Failure to document counseling on co-morbidities (ie: recommendation that patient go on a weight loss 
program, lose xxx pounds, etc)

• Failure to identify and counsel patients about social determinants preventing good health (smoking, 
recreational drug use)

• Other ancillary services not documented (ie: Acupuncture treatment notes, dispensing of Nutritional 
supplements)

• No Outcome Assessment tools (OATS) such as Ostwestry, Midas, VAS, WOMAC, KOOS, etc

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655

41



DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

6. The patient’s progress, including response 
to treatment, change in treatment, change in 
diagnosis and patient non-compliance should 
be documented.
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RISKY DOCUMENTATION PRACTICE 
• Failure to use the POC to document whether the patient is 

responding to treatment as expected, better or worse than 
expected

• Failure to remove dx codes that no longer apply to the patient’s 
current condition

• Failure to document a change in the patient’s POC

• Failure to document missed appointments/cancellations
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DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

7. The written plan of care should include, when 
appropriate: treatments and medications, 
specifying frequency and dosage; any referrals; 
patient/family education; and specific instructions 
for follow-up.
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RISKY DOCUMENTATION PRACTICE 
• Failure to write a Plan of Care

• Failure to use the POC as a guideline for future visits

• Writing an incomplete POC (not indicating what interventions will be used throughout 
the course of treatment, no short or long-term treatment goals)

• If patient’s condition may warrant referral for MRI, Surgical intervention, this should be 
documented as to when you will be assessing the effectiveness of conservative 
treatments)

• Failure to indicate recommendations for home/self care instructions in the POC

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

8. The documentation should support the medical 
necessity of the patient evaluation and/or 
treatment, including thought processes and the 
complexity of medical decision-making.
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RISKY DOCUMENTATION PRACTICE 
• Failure to establish a reason for care (chief complaint/co-morbidities, etc)

• MDM is fairly complex, but not documented as such.  Claim supports complex MDM, but 
documentation does not.

• Same POC for EVERY PATIENT (common when working with a Practice Management 
Consultant).

• Failure to review the Payer’s Medical Policy guidelines for their documentation and 
coding standards 

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

9. All entries to the medical record should be 
dated and authenticated by physician/provider 
signature. Medical documentation with missing or 
invalid signatures fails to meet the CMS signature 
requirements and may result in claim denial.
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RISKY DOCUMENTATION PRACTICE 
• Unsigned notes

• Illegible Signature with no accompanying signature log

• Missing provider credentials (ie: DC, DPT, APRN, etc)

• One provider rendering services for another and signing the note as if it is the other 
provider (locum tenens providers should sign their own note, “acting as a covering/locum 
provider for Dr _______”)  

• Notes not signed in a timely manner

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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WHAT IS CONSIDERED A TIMELY 
NOTE? 

Medicare providers must comply with documentation requirements, including the timeliness of 
documentation in connection with the provider signature.  Unless the documentation for a service is 
completed; including signature; a provider cannot submit the service to Medicare.  Medicare states if the 
service was not documented, then it was not done.

Providers are expected to complete the documentation of services "during or as soon as practicable after it is 
provided in order to maintain an accurate medical record." This statement is from the Centers for Medicare & 
Medicare Services (CMS) Internet-Only Manual (IOM) Publication 100-04, Chapter 12, (PDF) Section 30.6.1. 
CMS does not provide any specific period, but a reasonable expectation would be no more than a couple of 
days away from the service itself.

SOURCE: 
https://www.palmettogba.com/palmetto/jma.nsf/DIDC/9VTLBC1017~Comprehensive%20Error%20Rate%20Testing%20(CERT)~Documentation#:~:text=CMS%20d
oes%20not%20provide%20any,away%20from%20the%20service%20itself.
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DOCUMENTATION STANDARDS FOR ALL 
TYPES OF HEALTCARE DISCIPLINES 

https://www.novitas-solutions.com/webcenter/portal/MedicareJH/pagebyid?contentId=00027438

10. The CPT/HCPCS/ICD-10-CM codes 
reported on the claim should reflect the 
documentation in the medical record.
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RISKY DOCUMENTATION PRACTICES 

• CPT/HCPCS Codes on the claim do not match the information in the 
medical record

• Dx/ICD10 codes on the claim that are irrelevant to the treatment given that 
day and documented in the medical record

• Procedures that are billed on a claim not represented in the note or Plan of 
Care

• SALTING NOTES

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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YOUR CLAIM SHOULD BE AN EXACT MIRROR OF 
YOUR DOCUMENTATION
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WHAT YOU NEED FOR AN ACCURATE 
AUDIT 
 A MEDICAL POLICY/GUIDELINE:  The payers publish medical policies that define 

medical necessity and the documentation requirements needed to establish MN.

 A BILLING POLICY/GUIDELINE:  Payers publish reimbursement/coding policies that 
define specific codes and/or modifiers that would be acceptable on a claim.  Remember 
that these codes must support both the Medical Policy/Guideline and the information 
contained in your SOAP/Chart Note.

 AN AUDIT WORKSHEET/TEMPLATE:  Use a template to make sure you are addressing 
all areas of documentation compliance

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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MEDICARE POLICY 
NCD/NATIONAL COVERAGE DETERMINATION

Policies that are to be followed throughout the USA.  Not specific to a certain payer/MAC

MEDICARE BENEFIT POLICY MANUAL
Chapter 15: Covered Medical and Other Health Services (National Policy)

LCD/LOCAL COVERAGE DETERMINATION
Published by the MAC

Provides information on how to establish medical necessity, limitations and documentation requirements for 
initial and subsequent visits 

LCA/LOCAL COVERAGE ARTICLE
Published by the MAC

Provides Billing and Coding Guidance

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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Medicare coverage of chiropractic 

GOLD STAR MEDICAL BUSINESS SERVICES   WWW.GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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Establish 
medical 
necessity 

PART EXAM

GOLD STAR MEDICAL BUSINESS SERVICES   WWW.GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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Establish medical necessity 

GOLD STAR MEDICAL BUSINESS SERVICES   WWW.GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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CONDITIONS THAT WARRANT ACTIVE 
TREATMENT (AT MODIFIER) 

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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CONDITIONS THAT WARRANT ACTIVE 
TREATMENT (AT MODIFIER) 

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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HOW MANY VISITS?…. 

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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MAINTENANCE THERAPY 

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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CMS1500 BOX 14

PATIENT’S CHART

CMS1500 BOX 19

CMS1500 BOX 21, 24E (A) = M99.XX 

CMS1500 BOX 21, 24E (B) = SECONDARY DX

PATIENT’S CHART

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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Chiropractic Specific 
Documentation  
(Medicare Standard) 
The “Medicare Standard” for Chiropractic and Physical Therapy provides a very solid 
framework for good documentation.

The Medicare Standard must always be compared against specific payer standards. 

Medicare has provided DC’s with an audit template, called the Chiropractic Job Aid

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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When you print a chart for 
audits, make sure EVERY 
PAGE contains the name of 
the Patient, their DOB, and 
the name of the 
practice/provider

This section is a MEDICARE 
SPECIFIC Standard, which 
may or may not be the same 
for commercial payers.  

In the absence of a specific 
commercial payer’s guideline, 
the Medicare standard can be 
used to show the payer you 
have documented according 
to a well defined and industry 
accepted standard
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DOCUMENTATION ELEMENTS THAT JUSTIFY YOUR E/M CODE

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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OATS!

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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General 
Documentation 
Guidelines for 
All Disciplines
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OTHER CHIROPRACTIC 
DOCUMENTATION RISKS 
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TOO MUCH S.A.L.T. IS BAD FOR YOU 

S.A.L.T. = Same as 
last time

Most Chiropractic 
EMR systems have 

the ability for you to 
SALT your note from 
one visit to the next

Allows for quicker 
notes, but has 
inherent risks

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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TOO MUCH S.A.L.T. IS BAD FOR YOU 

• Risks of SALTed notes
• Not making necessary written modifications to the note for that day’s 

treatment

• Not removing codes that are irrelevant/not applicable to that day’s 
treatment

• Not responding to changes in patient’s condition in the note 

• Failure to modify and update the POC when needed

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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ELEMENTS OF A 
COMPLETE 
MEDICAL 
RECORD 
(PATIENT/ADMIN 
FORMS) 

*Patient Intake Forms

*OATS – to be filled out by the patient at initial exam, re-exams, or new 
diagnosis (ie: Oswestry, Midas, etc)

Copies of Patient’s insurance cards (front and back)

*NSA Forms (Notice of Non-Participation in patient’s plan, Good Faith 
Estimate)

Insurance Questionnaire/Verification of Benefits

*ABN’s

*Copies of PA’s/Referrals, if applicable

*Accident Questionnaire/Copies of Police or Employer Reports (for PI or 
WC cases)

*Most payers will require 
that you send these 
forms/documents 

if/when you are subject 
to a post payment audit.
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ELEMENTS OF 
A COMPLETE 
MEDICAL 
RECORD 
(PROVIDER 
FORMS) 

Initial/Subsequent Exam notes

Daily Procedure notes

Exam forms (PART, Record of Ortho/Neuro Tests 
performed)

Written Plan Of Care

Copies of Prior Medical Records, if relevant

Imaging reports/studies

Therapy/rehab flow sheets, if applicable
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FORMS FROM YOUR EMR 
Check with your EMR software vendor to find out what patient forms and/or 
templates are available for your, or your patient’s use.  Many software 
programs designed for chiropractic have templates of relevant forms, 
including OATS, consult forms, intake forms, etc.  Save time by having patient 
fill out online forms that save directly to their chart.

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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FORMS EXAMPLES 
Copies of these forms are available on request.  May be used to create your 
own fillable documents or templates.  Request copies of forms by emailing 
Lisa Maciejewski-West at info@goldstarmedical.net

Refer to the Forms Disclaimer for more information.

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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CONSULTATION QUESTIONNAIRE

ACCORDING TO E/M CODING 
GUIDELINES, THIS PART OF THE 
PATIENT’S HISTORY CAN BE 
RECORDED BY ANCILLARY STAFF 
AND REVIEWED/CONFIRMED BY 
PROVIDER DURING THE EXAM.  

SAVE PROVIDER TIME.  TRAIN YOUR 
BACK OFFICE CA/MA ON HOW TO 
DO THE INITIAL CONSULT.
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Example of Medicare PART Exam Form

Page 1 of this form can be used as a daily 
Subjective Assessment that is filled out by 
the patient before each treatment.  

By modifying the text slightly (at the top of 
the form) you can use this for the patient 
to indicate chief pain complaint for that 
day.
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OATS 
• Check with your EMR to see if OATS are available

• Online Tool:  https://orthopaedicscore.com
• Use this tool to have patient fill out online.  Automatically grades the assessment.

• Create a PDF and upload to patient’s chart or print (if still using paper charts)

• Available for multiple anatomical areas/extremities

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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Patient should fill out OATS at initial exam, 
re-eval and/or any time patient is returning 
for care to treat a Chronic Condition or a 
New Condition.

RECOMMEND: Review the entries and score 
from previous OATS to determine if the 
patient has had a decrease in function or 
ADLs.
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AUDIT TEMPLATES 
Auditors may use various templates when reviewing medical records.
Auditor will first check documents against the records request.

Did you send them everything they requested?
Did you send them more than they needed (irrelevant or not applicable 

to the audit)
Auditor will check records against “Standard Documentation Requirements” 

first
Auditor will check records against Industry Specific Requirements (ie: 

Medicare NCD/LCD/LCA)
Auditor will confirm that the medical record supports the claim that was 

submitted
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These auditing templates will be used during the 
remainder of the class to review the Case Studies.  They 
can be used also as self auditing tools for your own 
notes.
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CASE STUDY 1 “MRS. BARR” 
74 Y/O FEMALE, MEDICARE PATIENT (AS OF 10/1/21)

45 “AT” VISITS BETWEEN 10/1/21 THROUGH 5/1/24

PROVIDER RECEIVED AUDIT REQUEST FROM MEDICARE

DOCUMENT PACKET PROVIDED IS WHAT PROVIDER SENT TO 
MEDICARE

GOLD STAR MEDICAL BUSINESS SERVICES   HTTPS://GOLDSTARMEDICAL.NET INFO@GOLDSTARMEDICAL.NET 866-942-5655
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Questions – CASE 1 
1. Did the provider meet all 10 of the “General Documentation Standards”? If no, what 

elements were missing?

2. Were bills accurately coded and did they accurately reflect the services provided (as 
documented in the medical records); ?

3. Was Documentation completed correctly?

4. Were Services or items provided reasonable and necessary (by Medicare’s Standards)?
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CASE STUDY 2 “MS. MORROW” 
33 Y/O FEMALE, COMMERCIAL INSURANCE (AETNA)

ALL DOS’ AND CPT CODES INITIALLY APPROVED

PAYER SENT REQUEST FOR AUDIT OF MEDICAL RECORDS 

DOCUMENT PACKET PROVIDED IS WHAT PROVIDER SENT TO 
PAYER

100



101



102



103



104



105



Questions – CASE 2 
1. Did the provider meet all 10 of the “General Documentation Standards”? If no, what elements were 

missing? 

2. Name three elements from the General Documentation Standard that the provider did correctly 

3. In this audit, the payer retrospectively denied the initial Date of service, and all 98943 and 97014 codes, 
and demanded a refund.  What could the provider have done differently to prove medical necessity for 
these procedures?

4. The daily notes were SALTed.  Did the provide modify the note enough to show that the services 
performed each visit were medically necessary?

5. The provider did not bill the payer for dry needling because it was considered “experimental/ 
investigational”.  After the audit, the payer demanded that the patient be refunded all the payments they 
made for the dry needling procedures.  Why would they do that?
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QUESTIONS?  
 
CONCERNS? 
 
NEED HANDOUTS? 
 
NEED FORMS? 
 
NEED ADVICE? 
 
NEED HELP? 
 Billing Services 
 Training 
 Credentialing 
 Consulting 
 Compliance 

Call Gold Star Medical Business Services  for a 
Complimentary Consultation

Phone:  830-613-8325 OR 866-942-5655

Self Service Scheduling: 
https://calendly.com/lmaciejewski/consult

Email:  info@goldstarmedical.net

Visit website: www.goldstarmedical.net

Facebook:  www.facebook.com/goldstarmedical
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THANK YOU FOR 
YOUR 
ATTENDANCE! 
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