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“Education is the 

most powerful 

weapon you can 

use to change 

the world.”
- Nelson Mandela

By reviewing this presentation, you will learn:

Objective and Intent

Best Practices - Documentation

ICD-10-CM Quick Tips

Continued Educational Resources

Coding Example Review



Objectives and Intent
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The Top Conditions Series| Objective and Intent

Enhance the accuracy and completeness of 
provider documentation, medical diagnosis coding, 
and promote proper reimbursement.

Instill providers with the knowledge, tools, and 
resources to accurately assess, treat, document, 
and code the current health status of Florida Blue 
members. 

Accurate coding ensures the Center for Medicare 
and Medicaid Services (CMS) is fairly and 
accurately measuring the health of the Affordable 
Care Act (ACA) population as part of the ACA Risk 
Adjustment Program.



Best Practices - Documentation
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Critical Elements of Medical Record Documentation

Complete 
Medical 
Record

Demographics

• Patient First & Last Name

• Patient DOB

• Provider Credentials (MD, DO, 
ARNP, PA, etc.)

• Provider Electronic Signature 

• Date of Service (Visit)

Reason for Appointment

• Chief Complaint

• History of Present Illness

Physical Examination

• Hands-on evaluation of the patient’s 
physical conditions

• Vitals: Height, Weight, BMI, Blood 
Pressure, Pulse, Respiratory Rate, 
Oxygen Saturation

• General Appearance

Current Medications 

and Histories

• Current Medications reviewed and 
reconciled with date

• Past Medical History

• Allergy History

• Social History

• Past Surgical History

Review of Systems

• Comprehensive evaluation of the 
patient’s body systems such as:

• Cardiovascular

• Respiratory

• Gastrointestinal

• Genitourinary

Assessment

• Diagnosis

• Impression

• Differential Diagnosis

• Clinical Decision-Making

• Plan of Care

• Lab/Diagnostic Results in Provider’s voice

Treatment

• Medication and its purpose

• Treatment or Therapy Plan

• Referrals

• Lifestyle Modifications

• Follow-Up Care

Note: This is a partial list.
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Best Practices - Documentation

Monitor: 

• Systems

• Disease progression/regression

• Ordering of tests

• Referencing labs/other tests

Evaluate:

• Test Results

• Medication effectiveness

• Response to treatment

• Physical exam findings

Assess/Address:

• Discussion, review records

• Counseling

• Acknowledging

• Documenting status/level of conditions

Treat:

• Prescribing/continuation of medications

• Surgical/other therapeutic interventions

• Referral to specialist for 
treatment/consultation

• Plan for management of condition

MEAT

▪ Accurate, complete MEAT documentation of 

chronic condition diagnoses by clinicians is 

an essential component of the risk 

adjustment and HCC process. Most chronic 

conditions match to an HCC. 

▪ To support a Hierarchical Condition Category 

(HCC), documentation must support the 

presence of the disease/condition. 

Additionally, it must include the clinical 

provider’s assessment and/or plan for 

management of the disease/condition.

▪ Most organizations use the M.E.A.T. criteria 

– Monitoring, Evaluation, Assessment, 

and Treatment for their documentation 

practices. As well as ICD-10-CM diagnosis 

coding and HCC assignments.

MEAT Documentation
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Best Practices - Documentation

Current 
Conditions

• Code chronic conditions at least on an annual basis.

• Code all existing conditions as many times as patient receives care and treatment. 

•Do not code for conditions previously treated and no longer exist (history of). 

• If condition is being treated by a specialist, code condition and status. Example: Patient on 
Coumadin for atrial fibrillation, followed by Dr. Hill.

Specificity

• CD-10 code selection should be at the highest level of specificity.

• Include chronic or acute, site, laterality, severity, status, etc., in the medical record.

• Be sure diagnosis codes billed are consistent with the medical record documentation. ICD-10 
code should be followed by a written-out description. 

Example: I10, Essential Hypertension

Unconfirmed 
Diagnosis

•Do not code unconfirmed diagnoses such as probable, possible, suspected, working 
diagnosis.

Helpful Tips



ICD10-CM Guidelines
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Best Practices for Documentation of HIV

In the Assessment section, describe the 

following:

• Symptom or disease related to the HIV 

infection, such as opportunistic infections 

and malignancies

• Document the link between HIV and HIV-

related illness

• Document positive HIV status if the patient 

tests positive for HIV but has no symptoms. 

This should be documented on any future 

visits despite the persistent absence of 

symptoms.

• When the patient meets the clinical 

definition of acquired immunodeficiency 

syndrome (AIDS), either based on a low 

CD4 count or an AIDS-defining condition 

(such as opportunistic infection or Kaposi 

sarcoma), AIDS or HIV disease should be 

documented.

In the Subjective section of the office 

note, state the patient’s HIV status 

clearly (asymptomatic or symptomatic) 

and include any relevant history or 

concerns. Document any high-risk 

behaviors or exposure to communicable 

diseases.

• The Objective section should include physical 

exam data, lab results such as the CD4 count, 

HIV viral load, CBC, CMP, LFTs and any 

relevant STI or co-infection results, and 

physical exam data relevant to the patient’s HIV 

status or related conditions. 

Subjective Objective Assessment

Plan

In the Plan section of the office note document the following:

• Any antiretroviral therapy and state whether it is being continue, changed, or re-evaluated

• Vaccinations and preventive care

• Provide adherence counseling and importance of viral suppression for transmission 

prevention

• Include in the documentation whether the patient is under the care of an infectious disease 

specialist

• Provide a follow-up timeline
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Coding Basics: HIV

• Code only confirmed cases of HIV infection/illness. This is an exception to the hospital inpatient guideline Section II, H of the ICD-10-CM 

Coding Guidelines. 

• In this context, “confirmation” does not require documentation of positive serology or culture for HIV; the provider’s diagnostic statement that 

the patient is HIV positive or has an HIV-related illness is sufficient.

• Z21, Asymptomatic human immunodeficiency virus [HIV] infection status, is to be applied when the patient has no documentation of any HIV-

related symptoms 

• Language aligning with asymptomatic HIV, Z21, includes:

• Do not use Z21 if the term “AIDS” or “HIV disease” is used or if the patient is treated for any HIV-related illness or is described as having any 

condition(s) resulting from his/her HIV positive status; use B20 in these cases. 

• If the patient has an opportunistic infection, the provider will have to document that the opportunistic infection is an HIV-related illness.

• Additional language aligning with symptomatic HIV, B20, include:

• Patients with inconclusive HIV serology, but no definitive diagnosis or manifestations of the illness, may be assigned code R75 (Inconclusive 

laboratory evidence of human immunodeficiency virus [HIV]).

o HIV infection

o HIV+

o Known HIV

o HIV Status

o Symptomatic HIV infection

o ARC (AIDS-related complex)

o Past hx of symptomatic HIV, ARC, AIDS, HIV disease-Once a patient has developed an HIV-related 

illness, the patient should always be assigned code B20 on every subsequent admission/encounter. 

Patients previously diagnosed with any HIV illness (B20) should never be assigned to R75 or Z21, 

Asymptomatic human immunodeficiency virus [HIV] infection status.

o HIV virus

o Asymptomatic HIV infection



Knowledge Application – Case Review
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Reason for Appointment: 

1. New Patient 

2. Annual Check, and refill medication

History of Present Illness: 52-yr-old male, new pt, to establish care. His medical hx includes HTN, HIV, asthma, depression. He continues with 

his meds, no adverse side effects. He has no acute complaints at this time.

Current Medications:

Biktarvy 50-200-25 mg tablet, 1 tablet orally once a day 

Irbesartan 75 mg tablet, 1 tablet orally once a day 

Albuterol Sulfate HFA 108 (90 Base) MCG/ACT aerosol solution 2 puff prn q6h  

Descovy 200-25 mg tablet as directed orally

Escitalopram 10 mg qd

Past Medical History:  Hypertension, asthma, depression, AIDS

Social History: Have you had any sexually transmitted diseases? Yes: HIV

Surgical History: Colonoscopy 01/2019

Review of Systems

General/Constitutional: Patient denies fever, chills, weakness ENT: Patient denies decreased hearing, hoarseness

Endocrine: Patient denies cold intolerance, heat intolerance  Respiratory: Patient denies cough, wheezing

Cardiovascular: Patient denies chest pain, palpitations  Gastrointestinal: Patient denies abdominal pain, change in bowel habits 

Genitourinary: Patient denies difficulty urinating, frequent urination Musculoskeletal: Patient denies joint stiffness, muscle aches 

Psychiatric: Depressed

Vital Signs Ht 5 ft 9 inch, Wt 266 lbs, BMI 39.3 Index, BP sitting:132/80, HR 88/min, RR 16/min, Temp 98.3 F, Oxygen sat 98%

Case Review #1

Insufficient Documentation & Coding
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Physical Examination

• General Appearance: Alert, pleasant, in no acute distress, obese

• Ears: Bilateral ear canals clear, tympanic membranes clear without bulging 

• Oral Cavity: Normal, good dentition 

• Neck/Thyroid: Thyroid normal, no carotid bruit 

• Heart: Regular rate and rhythm, normal S1 and S2, no murmurs/gallops/rubs 

• Lungs: Clear to auscultation bilaterally, well ventilated, no rhonchi, no wheezes or rales;  Abdomen: Bowel sounds present, no 

hepatosplenomegaly

• Musculoskeletal: Strength 5/5 

• Extremities: No clubbing, cyanosis, or edema

Assessment and Treatment

1. Annual physical exam, without abnormal findings – Z00.00 CORRECT/ADDED

2. HIV –  Z21 INCORRECT/DELETE 

    Rationale: AIDS is documented in the past medical history. Patients with any known prior diagnosis of an HIV-related illness/AIDS should be coded 

to B20. Once a patient has developed an HIV-related illness/AIDS, the patient should always be assigned code B20 on every subsequent 

admission/encounter. Patients previously diagnosed with any HIV illness (B20) should never be assigned to R75 or Z21, Asymptomatic human 

immunodeficiency virus [HIV] infection status. 

3. Continue Biktarvy 20-200-25 mg and Descovy 200-25 mg for HIV – Z79.899 CORRECT/ADDED

    Rationale: If a patient with documented HIV disease, HIV-related illness or AIDS is currently managed on antiretroviral medications, assign code 

B20, Human immunodeficiency virus [HIV] disease. Code Z79.899, Other long-term (current) drug therapy, may be assigned as an additional code 

to identify the long-term (current) use of antiretroviral medications.

4. Moderate persistent asthma. Continue Albuterol Sulfate HFA 108 (90 Base) MCG/ACT aerosol solution 2 puff prn q6h  -- J45.40

    CORRECT/ADDED

5, Major depressive disorder, recurrent, mild. Continue Escitalopram 10 mg qd and f/u with psych – F33.0 CORRECT/ADDED

6. Essential hypertension. Continue Irbesartan 75 mg tablet, 1 tablet qd – I10  CORRECT/ADDED

7. Obese, BMI 39.3 – E66.9 CORRECT/ADDED, Z68.39 – CORRECT/ADDED

Case Review #1 (Continued)

Insufficient Documentation & Coding
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Reason for Appointment: Gynecologic consultation, routine GYN exam

History of Present Illness: Essential Hypertension on Benazepril,  HIV + on Complera

Current Medications: Medications reviewed and reconciled during the current visit; taking Benazepril-hydrochlorothiazide 20-12.5 mg 

tablets,1 tablet by mouth every day, 90 days; Complera 200-25-300 mg tablet 1 qd

Past Medical History:

LMP: 6/9/2019, Last pap smear date 6/25/20XX, result: normal

Last mammogram date: 8/17/20XX, and result: normal

Pregnancy: Gravida 3, para 3, and aborta 0

Surgical History: Breast surgery left breast

Review of Systems 

Systemic: No systemic symptoms and no symptoms  Neck: No neck symptoms 

Eyes: No eye symptoms    Otolaryngology: Tinnitus

Breasts: No breast symptoms    Cardiovascular: No cardiovascular symptoms 

Pulmonary: No pulmonary symptoms   Gastrointestinal: No gastrointestinal symptoms

Genitourinary: No genitourinary symptoms   Endocrine: No endocrine symptoms

Musculoskeletal: No musculoskeletal symptoms  Psychological: No psychological symptoms 

Skin: No skin symptoms

Vital Signs

Temp 98.6 F, BP 138/90, HR 70/min, RR 18/min, Wt 202 lbs

Case Review #2

Insufficient Documentation & Coding
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Physical Examination

• General Appearance 

• Vagina: Normal. Mucosa was not erythematous. Mucosa was not dry. Mucosa was not atrophied. No vaginal discharge was observed. No 

cystocele was observed. No rectocele was observed. No uterine prolapse. 

• Cervix: Normal Pap done; showed no lesion; not tender. Did not demonstrate pain elicited by motion. 

• Uterus: Normal. Not enlarged, not tender

• Uterine Adnexa: Normal. Uterine adnexa was not tender. 

• Perineum: Normal, no lesions

• Anus Examination: Anal sphincter tone was tight; no hemorrhoids were seen.

Assessment and Treatment

1. Routine gynecological examination, without abnormal findings – Z01.419 CORRECT/ADDED

2. HIV positive – B20 INCORRECT/DELETE 

Rationale: The correct code should be Z21. Asymptomatic human immunodeficiency virus [HIV] infection status, is to be applied when the 

patient without any documentation of symptoms is listed as being “HIV positive,” “known HIV,” “HIV test positive,” or similar terminology.

3. Continue Complera 200-25-300 mg, 1 tablet qd for HIV – Z79.899 CORRECT/ADDED

4. Hypertension, Continue Benazepril 20-12.5 mg, 1 tablet qd – I10 CORRECT/ADDED

Case Review #2 (continued)

Insufficient Documentation & Coding
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Reason for Appointment: Follow-up refill on medication, c/o sprained left little toe

History of Present Illness: 53 y/o M comes in for meds. Sprained left little toe. Also needs refill Atripla for his HIV.

Current Medications: Medications reviewed and reconciled during the current visit. Atorvastatin 40 mg tablet,1 tablet orally once a day 

Atripla 600-200-300 mg tablet, 1 tablet orally once a day at bedtime

Ambien 10 mg tablet, 1 tablet orally once a day at bedtime 

Alavert 10 mg tablet, 1 tablet orally once a day 

Past Medical History:

Bell's palsy, Human immunodeficiency virus [HIV] disease, Hyperlipemia, Insomnia, unspecified.

Social History: No exercise, no alcohol, no smoking; Caffeine: yes; Drinks 1-2 cups of coffee a day

Review of Systems

Constitutional: fatigue denies, fever denies, headache denies, loss of appetite denies, weakness denies, weight gain denies, weight loss 

denies. 

ENT: Patient Denies: hoarseness, cough, sore throat, sinus pain, ear pain, lymphadenopathy

Musculoskeletal: joint pain denies, joint stiffness denies, joint swelling denies, c/o left toe pain

Hematology: easy bruising denies

Vital Signs

Temp 98.1, BP 118/68 mm Hg, HR 68/min, RR 17/min, O2 SAT 98%.

Case Review #3

Insufficient Documentation & Coding
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Physical Examination

• Constitutional: Patient is oriented to time, person and place, pleasant, no acute distress, normal, mood is appropriate

• HEENT: Head: Normocephalic, atraumatic; Sclera: Normal, PERRLA, EOMI; Turbinates: Pink, Ears: Canal clear, TM intact, light reflex present; 

Throat: Non erythematous, tongue unremarkable

• Pulmonary: Respiratory pattern is nonlabored, no rales are detected by auscultation, no rhonchi, no wheezes; Breath sounds: clear all lobes

• Cardiac: Normal S1S2, regular rhythm, no murmurs

• Abdomen: Soft, non distended, BS normal, no abdominal tenderness to palpation, no abdominal masses present on palpation, no hepatomegaly, 

no splenomegaly

• Neurology: Normal coordination, normal motor strength bilaterally, normal reflexes, normal sensation and strength

Assessment

1. Human immunodeficiency virus [HIV] disease – B20 CORRECT/ADDED

 Rationale: HIV disease is documented in the past medical history. Patients with any known prior diagnosis of an HIV-related illness/AIDS should be 

coded to B20. Once a patient has developed an HIV-related illness/AIDS, the patient should always be assigned code B20 on every subsequent 

admission/encounter. Patients previously diagnosed with any HIV illness (B20) should never be assigned to R75 or Z21, Asymptomatic human 

immunodeficiency virus [HIV] infection status. 

 Continue Atripla tablet, 600-200-300 mg, 1 tablet orally, once a day (at bedtime), for HIV Disease – Z79.899 CORRECT/ADDED

 Rationale: If a patient with documented HIV disease, HIV-related illness or AIDS is currently managed on antiretroviral medications, assign code     

 B20, Human immunodeficiency virus [HIV] disease. Code Z79.899, Other long-term (current) drug therapy, may be assigned as an additional code  

 to identify the long-term (current) use of antiretroviral medications.

2. Insomnia, unspecified – G47.00  CORRECT/ADDED

    Refill Ambien tablet, 10 mg, 1 tablet, orally, once a day (at bedtime)

3. Hyperlipidemia – E78.5 CORRECT/ADDED

    Refill atorvastatin tablet, 40 mg, 1 tablet orally, once a day, 30 days

4. Sprain of left lesser toe – S93.505A CORRECT/ADDED Follow up with ortho

Case Review #3 (continued)

Insufficient Documentation & Coding
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Reason for Appointment: Hearing loss

History of Present Illness: Patient is a 65-year-old male who presents today with a new problem of hearing loss. The patient presents to the 

clinic today with a chief complaint of difficulty hearing and requesting referral to another infectious disease doctor closer to his home for his 

AIDS dx. Pt denies chest pain, shortness of breath, palpitations, ankle edema, and changes in bowel movements. All medications, labs, and 

imaging pertinent to today's visit were reviewed. All questions addressed.

Current Medications: Medications reviewed and reconciled during the current visit. Taking Genvoya 150-150-200-10 mg oral tablet, 1 tablet 

daily; Route: Oral

Past Medical History:  HIV since 2013, PCP r/t HIV (2022)

Surgical History: Left groin hernia repair

Review of Systems 

ENT: Complains of hearing loss

Cardiovascular: Denies chest pain or shortness of breath, swelling hands/feet; Respiratory: Denies difficulty breathing, chronic cough, 

wheezing, coughing blood

Gastrointestinal: Denies nausea, constipation, bloody stool, indigestion, vomiting, diarrhea, hemorrhoids, change in bowel habits, abdominal 

pain, excessive gas

Musculoskeletal: Denies joint pain, muscle pain, muscle weakness

Vital Signs

Height: 66 inches, Weight: 150 lbs, BMI: 24.30, O2 sat: 98% on room air, Respirations: 16/min

Case Review #4

Insufficient Documentation & Coding
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Assessments and Treatment

1. Bilateral cerumen impaction – H61.23 CORRECT/ADDED

 Patient underwent ear flush in the office today. Will continue to monitor. Alter treatment plan if condition worsens or fails to improve. 

2. Acquired Immunodeficiency Syndrome (AIDS) – B20 CORRECT/ADDED

 Rationale: This patient has documentation of AIDS noted in the HPI and an HIV-related illness noted in the pmh. Patients with any known prior 

diagnosis of an HIV-related illness/AIDS should be coded to B20. Once a patient has developed an HIV-related illness/AIDS, the patient should 

always be assigned code B20 on every subsequent admission/encounter. Patients previously diagnosed with any HIV illness (B20) should 

never be assigned to R75 or Z21, Asymptomatic human immunodeficiency virus [HIV] infection status. 

 Continue Genvoya 150-150-200-10 mg oral tablet,1 tablet daily, for HIV –  Z79.899   CORRECT/ADDED

 Rationale: If a patient with documented HIV disease, HIV-related illness or AIDS is currently managed on antiretroviral medications, assign 

code B20, Human immunodeficiency virus [HIV] disease. Code Z79.899, Other long-term (current) drug therapy, may be assigned as an 

additional code to identify the long-term (current) use of antiretroviral medications.

Physical Examination 

• Constitutional: Well-developed, well nourished, in no acute distress

• Ears: L canal impacted w/cerumen, R canal impacted w/cerumen

• Mouth/Throat: No lesions

• Pulmonary: Clear bilaterally to auscultation and percussion

• Cardiac: Regular rate and rhythm, normal S1/S2, no murmurs

• Abdomen: Normal bowel sounds, soft non tender, no hepatosplenomegaly 

• Musculoskeletal: No joint abnormalities

• Pulses: 2+ dorsalis pedis and posterior tibial pulses bilaterally

• Extremities: No clubbing, no cyanosis, no edema

Case Review #4 (continued)

Insufficient Documentation & Coding
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Current Training Offered:

• Commercial Risk Adjustment 101

• Top Conditions Series

• Asthma/COPD

• Autoimmune Disease

• Cancer

• Cardiac Arrhythmia

• Congestive Heart Failure

• Diabetes Mellitus

• HIV

• Major Depression & Bipolar Disorders

• Seizure Disorders

• Obesity/BMI

• Supplemental Claims Submission

• Provider Vista

Help Us Help You!

You pick, we teach! 

Our ACA Risk Adjustment Provider Education Team 

is here to support your learning!
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ACA Risk Adjustment Operations Provider Initiatives

Email: CRAprovidereducationTeam@bcbsfl.com

Amy Keifer 

Sr. Manager

Provider Initiatives

Amy.Keifer@bcbsfl.com

Christina Medrano

Sr. Director 

ACA Risk Adjustment Operations

Christina.Medrano@bcbsfl.com 

Isabel de Obarrio Manzini

Risk Adjustment

Provider Educator I

Isabel.deobarriomanzini@bcbs.fl.com 

Natalie Casale

Risk Adjustment 

Provider Educator II

Natalie.Casale@bcbsfl.com 

Florida Blue’s Commercial Risk Adjustment Provider Educators are available for additional training, education, and support. 

mailto:CRAproviderEducationTeam@bcbsfl.com
mailto:Amy.Keifer@bcbsfl.com
mailto:Christina.Medrano@bcbsfl.com
mailto:Isabel.deobarriomanzini@bcbs.fl.com
mailto:Natalie.Casale@bcbsfl.com


Thank You!
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