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 CHANGE REQUEST 2321 
 
I.  SUMMARY OF CHANGES:  This transmittal deletes §30.6 text, and updates 30.6.1 
text to incorporate material from Transmittal 1776, dated October 25, 2002, which 
identified a new payment policy for a split/shared evaluation and management (E/M) 
service (in subsection B) but was not placed in the IOM.  The contractor erroneously 
changed or deleted the language for subsections A and C that existed previously and this 
replacement also corrects this error.  Transmittal 1776 defines a split or shared E/M 
service that may occur between a physician and a non-physician practitioner (NPP) and 
outlines the requirements necessary for payment. 
 
MANUALIZATION – EFFECTIVE/MPLEMENTATION DATE: N/A 
 
Disclaimer for manual changes only:  The revision date and transmittal number apply 
to the red italicized material only.  Any other material was previously published and 
remains unchanged.  However, if this revision contains a table of contents, you will 
receive the new/revised information only, and not the entire table of contents. 
 
II.  CHANGES IN MANUAL INSTRUCTIONS:  
     (R = REVISED, N = NEW, D = DELETED  
 
R/N/D CHAPTER/SECTION/SUBSECTION/TITLE 
R 12/30.6/Evaluation and Management Service Codes – General (Codes  99201 – 

99499)  
R 12/30.6.1/Selection of Level of Evaluation and Management Service 

 
*III.  FUNDING:  These instructions shall be implemented within your current 
operating budget. 
 
IV.  ATTACHMENTS: 
 
 Business Requirements 
X Manual Instruction 
 Confidential Requirements 
 One-Time Notification 
 Recurring Update Notification 
 
*Medicare contractors only 



30.6 - Evaluation and Management Service Codes - General (Codes 
99201 - 99499) 
 
(Rev. 178, 05-14-04) 
 
B3-15501-15501.1 
 
30.6.1/Selection of Level of Evaluation and Management Service 
 
(Rev. 178, 05-14-04) 
 
A - Use of CPT Codes  
 
Advise physicians to use CPT codes (level 1 of HCPCS) to code physician services, 
including evaluation and management services.  Medicare will pay for E/M services for 
specific non-physician practitioners (i.e., nurse practitioner (NP), clinical nurse 
specialist (CNS) and certified nurse midwife (CNM)) whose Medicare benefit permits 
them to bill these services.  A physician assistant (PA) may also provide a physician 
service, however, the physician collaboration and general supervision rules as well as all 
billing rules apply to all the above non-physician practitioners.  The service provided 
must be medically necessary and the service must be within the scope of practice for a 
non-physician practitioner in the State in which he/she practices. Do not pay for CPT 
evaluation and management codes billed by physical therapists in independent practice 
or by occupational therapists in independent practice. 
 
Medical necessity of a service is the overarching criterion for payment in addition to the 
individual requirements of a CPT code.  It would not be medically necessary or 
appropriate to bill a higher level of evaluation and management service when a lower 
level of service is warranted.  The volume of documentation should not be the primary 
influence upon which a specific level of service is billed. Documentation should support 
the level of service reported.  The service should be documented during, or as soon as 
practicable after it is provided in order to maintain an accurate medical record. 
 
B - Selection of Level Of Evaluation and Management Service 
 
Instruct physicians to select the code for the service based upon the content of the 
service. The duration of the visit is an ancillary factor and does not control the level of 
the service to be billed unless more than 50 percent of the face-to-face time (for non-
inpatient services) or more than 50 percent of the floor time (for inpatient services) is 
spent providing counseling or coordination of care as described in subsection C. 
 
Any physician or non-physician practitioner (NPP) authorized to bill Medicare services 
will be paid by the carrier at the appropriate physician fee schedule amount based on the 
rendering UPIN/PIN.   
 



"Incident to" Medicare Part B payment policy is applicable for office visits when the 
requirements for "incident to" are met (refer to sections 60.1, 60.2, and 60.3, chapter 15 
in IOM 100-02).   
 
SPLIT/SHARED E/M SERVICE 
 
Office/Clinic Setting 
 
In the office/clinic setting when the physician performs the E/M service the service must 
be reported using the physician’s UPIN/PIN.  When an E/M service is a shared/split 
encounter between a physician and a non-physician practitioner (NP, PA, CNS or CNM), 
the service is considered to have been performed “incident to” if the requirements for 
“incident to” are met and the patient is an established patient.  If “incident to” 
requirements are not met for the shared/split E/M service, the service must  be billed 
under the NPP’s UPIN/PIN, and payment will be made at the appropriate physician fee 
schedule payment. 
 
Hospital Inpatient/Outpatient/Emergency Department Setting 
 
When a hospital inpatient/hospital outpatient or emergency department E/M is shared 
between a physician and an NPP from the same group practice and the physician 
provides any face-to-face portion of the E/M encounter with the patient, the service may 
be billed under either the physician's or the NPP's UPIN/PIN  number.  However, if there 
was no face-to-face encounter between the patient and the physician (e.g., even if the 
physician participated in the service by only reviewing the patient’s medical record) then 
the service may only be billed under the NPP's UPIN/PIN.  Payment will be made at the 
appropriate physician fee schedule rate based on the UPIN/PIN entered on the claim. 
 
EXAMPLES OF SHARED VISITS 
  
1. If the NPP sees a hospital inpatient in the morning and the physician follows with a 
later face-to-face visit with the patient on the same day, the physician or the NPP may 
report the service. 
 
2. In an office setting the NPP performs a portion of an E/M encounter and the physician 
completes the E/M service.  If the "incident to" requirements are met, the physician 
reports the service.  If the “incident to” requirements are not met, the service must be 
reported using the NPP’s UPIN/PIN. 
 
In the rare circumstance when a physician (or NPP) provides a service that does not 
reflect a CPT code description, the service must be reported as an unlisted service with 
CPT code 99499.  A description of the service provided must accompany the claim.  The 
carrier has the discretion to value the service when the service does not meet the full 
terms of a CPT code description (e.g., only a history is performed). The carrier also 
determines the payment based on the applicable percentage of the physician fee schedule 
depending on whether the claim is paid at the physician rate or the non-physician 



practitioner rate.  CPT modifier -52 (reduced services) must not be used with an 
evaluation and management service.  Medicare does not recognize modifier -52 for this 
purpose. 
 
C - Selection Of Level Of Evaluation and Management Service Based On Duration Of 
Coordination Of Care and/or Counseling 
 
Advise physicians that when counseling and/or coordination of care dominates (more 
than 50 percent) the face-to-face physician/patient encounter or the floor time (in the 
case of inpatient services), time is the key or controlling factor in selecting the level of 
service.  In general, to bill an E/M code, the physician must complete at least 2 out of 3 
criteria applicable to the type/level of service provided.  However, the physician may 
document time spent with the patient in conjunction with the medical decision-making 
involved and a description of the coordination of care or counseling provided.  
Documentation must be in sufficient detail to support the claim. 
 
EXAMPLE 
 
A cancer patient has had all preliminary studies completed and a medical decision to 
implement chemotherapy.  At an office visit the physician discusses the treatment options 
and subsequent lifestyle effects of treatment the patient may encounter or is experiencing.  
The physician need not complete a history and physical examination in order to select the 
level of service.  The time spent in counseling/coordination of care and medical decision-
making will determine the level of service billed. 
 
The code selection is based on the total time of the face-to-face encounter or floor time, 
not just the counseling time.  The medical record must be documented in sufficient detail 
to justify the selection of the specific code if time is the basis for selection of the code. 
 
In the office and other outpatient setting, counseling and/or coordination of care must be 
provided in the presence of the patient if the time spent providing those services is used to 
determine the level of service reported.  Face-to-face time refers to the time with the 
physician only.  Counseling by other staff is not considered to be part of the face-to-face 
physician/patient encounter time.  Therefore, the time spent by the other staff is not 
considered in selecting the appropriate level of service.  The code used depends upon the 
physician service provided. 
 
In an inpatient setting, the counseling and/or coordination of care must be provided at 
the bedside or on the patient’s hospital floor or unit that is associated with an individual 
patient.  Time spent counseling the patient or coordinating the patient’s care after the 
patient has left the office or the physician has left the patient’s floor or begun to care for 
another patient on the floor is not considered when selecting the level of service to be 
reported. 
 
The duration of counseling or coordination of care that is provided face-to-face or on the 
floor may be estimated but that estimate, along with the total duration of the visit, must 



be recorded when time is used for the selection of the level of a service that involves 
predominantly coordination of care or counseling. 
 
D - Use of Highest Levels of Evaluation and Management Codes 
Carriers must advise physicians that to bill the highest levels of visit and consultation 
codes, the services furnished must meet the definition of the code (e.g., to bill a Level 5 
new patient visit, the history must meet CPT’s definition of a comprehensive history). 
 
The comprehensive history must include a review of all the systems and a complete past 
(medical and surgical) family and social history obtained at that visit.  In the case of an 
established patient, it is acceptable for a physician to review the existing record and 
update it to reflect only changes in the patient’s medical, family, and social history from 
the last encounter, but the physician must review the entire history for it to be considered 
a comprehensive history. 
 
The comprehensive examination may be a complete single system exam such as cardiac, 
respiratory, psychiatric, or a complete multi-system examination. 
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