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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 10 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 M.E.A.T. 

documentation of chronic condition 

diagnoses by clinicians is an essential 

component of the risk adjustment and 

Hierarchical Condition Category (HCC) 

process. Most chronic conditions match 

to an HCC. 

▪ To support an 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 as well as ICD-10-CM for their 

diagnosis coding and HCC assignments.

M.E.A.T.  Documentation (Monitoring, Evaluation, Assessment, and Treatment)
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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



ICD-10-CM Guidelines

The Top Conditions | Diabetes Documentation & Coding



11

Best Practices for Documentation of Diabetes

In the Plan section, document a 

specific and concise treatment plan 

for diabetes and all diabetic 

complications. Document whether 

diabetes is controlled by diet and 

exercise, anti-diabetic medications, or 

insulin. Also, note if the patient uses 

an insulin pump.

In the Subjective section of the office 

notes, document the presence or 

absence of all current symptoms 

related to diabetes. If there are no 

current symptoms, this section should 

show the patient was screened for 

symptoms.

The Objective section should 

describe current physical exam 

findings related to diabetes and its 

complications or manifestations with 

cause-and-effect linkage clearly 

documented. Include results of 

related laboratory and other 

diagnostic testing.

Subjective Objective Plan

Assessment

Type or Cause
✓ Type 1 (E10) or Type 2 (E11) 

✓ Secondary/Due to an underlying condition (E08), be sure to 

document underlying condition (e.g., cystic fibrosis, cancer, 

pancreatitis, Cushing’s Syndrome)

✓ Secondary/Due to drug or chemical (E09), be sure to 

document drug or chemical causing the adverse effect (e.g., 

corticosteroids, streptozotocin, alloxan, etc.)

✓ Other specified form or causes of diabetes (E13) (e.g., Type 

1.5, latent autoimmune diabetes (LADA), genetic defect, post 

pancreatectomy, etc.)

Status of Diabetes Control
✓ In ICD-10-CM, “uncontrolled” is considered a diabetic 

complication and requires the physician to further specify 

whether “uncontrolled” means hyperglycemia or 

hypoglycemia.

✓ There is no coding path in the ICD-10-CM manual for 

“uncontrolled” with no further specification. Coders cannot 

interpret glucose of HbA1c values.

✓ “Poorly controlled” diabetes or “out of control” diabetes 

classifies as hyperglycemia in ICD-10-CM.
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Diabetic Complications/Manifestations

ICD-10-CM presumes a cause-and-effect linkage between 

diabetes and certain conditions that appear in the alphabetic 

index as indented sub terms under the various types of 

“Diabetes, with”.

These conditions are coded as diabetic complications, even 

in the absence of documentation explicitly linking them, 

unless the documentation clearly indicates these conditions 

are not caused by diabetes, by stating, for example:

• The actual non-diabetes related cause

• The cause is no diabetes

• Diabetes without complications

• The cause in unknown

Note: The diabetes “with” convention does not apply to “not 

elsewhere classified (NEC)” index entries that cover broad 

categories of conditions. Rather, the NEC extension in the 

alphabetic index is applied when the medical record 

documents a specific diagnosis that is linked to diabetes as 

the cause, but for which ICD-10-CM does not provide a 

specific combination cod. These specific conditions must be 

linked by the terms “with”, “due to”, “associated with”. 

Coding professionals should not assume a causal 

relationship when the diabetic complication is “NEC”.

Each record is unique and the relationship between diabetes and the specific complication should be clearly documented. 

When appropriate, coders should query the provider for clarification about linkage and whether the diabetes caused the 

specific complication.
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Diabetes Combination Codes

ICD-10-CM Guideline (I.B.9) states a combination code is a single code used to classify two diagnoses, or a diagnosis with 

an associated process (manifestation) or a diagnosis with an associated complication. 

Assign only the combination code when that code fully identifies the diagnostic conditions involved or when directed by the 

alphabetic index.

 

Multiple coding should not be used when the classification provides a combination code that clearly identifies all the 

elements documented in the diagnosis. 

An example of a single combination code that fully identifies the diagnostic conditions involved:

Example: 

• E11.42 Type 2 diabetes with diabetic polyneuropathy

When a combination code lacks necessary specificity in describing the manifestation or complication, an additional code 

should be used as a secondary code.

  Example: 

• Diabetic CKD 3a:

• E11.22 Type 2 diabetes mellitus with diabetic chronic kidney disease

• N18.31 Chronic kidney disease, stage 3a
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When the provider documents current diagnoses of CKD, HTN, and DM, with:
Diabetes Mellitus (DM), Hypertension (HTN), and Chronic Kidney Disease (CKD)

• No cause-and-effect linkage between any combination of the three and

• No statement that CKD is unrelated to HTN and DM

You will presume CKD is linked to both HTN and DM and code both hypertensive CKD and diabetic CKD.

When the provider documents DM coexisting with “hypertensive CKD” with no cause-and-effect linkage between DM and CKD:

• Code only hypertensive CKD; do not code diabetic CKD. The descriptor “hypertensive” specifically identifies hypertension as the cause of  

CKD.

• CKD should not be coded as diabetic since the physician has specifically documented a different cause, in this case, the cause is 

hypertension.

When the provider documents HTN coexisting with diabetic CKD with no cause-and-effect linkage between HTN and CKD:

• Code only diabetic CKD; do not code hypertensive CKD. The descriptor “diabetic” specifically identifies diabetes as the cause of CKD

• CKD should not be coded as hypertensive since the physician has specifically documented a different cause, in this case, the cause is 

diabetes

Additional code(s) should be assigned from category Z79 to identify long-term (current) use of insulin (Z79.4), oral hypoglycemics (Z79.84), 

and non-insulin injectables (Z79.85). 

Use of Insulin, Oral Hypoglycemics, and Injectable Non-Insulin Drugs



Knowledge Application – Case Review
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Reason for Appointment: Follow–up visit

History of Present Illness: 55-year-old male who presents to the clinic today for follow-up. He has a history of mixed 

hyperlipidemia, hypertension, diabetes and obesity. Since December, he has been following a good diet, so he thinks his blood 

sugar is under good control. He comes in to get repeat labs to see where we are. He denies any other complaint. 

Current Medications: Medications reviewed and reconciled during the current visit. 

Taking: Ezetimibe 10 mg tablet 1 tablet orally QD. Losartan 100 mg tablet 1 tablet orally QD, Atorvastatin 80 mg tablet, 1 tablet 

orally QD, Janumet XR 50/1000mg tablet, extended release 1 tablet orally PM.

Past Medical History:  Skin cancer, Type 2 diabetes, Hypertension, Hyperlipidemia.

Surgical History: Skin cancer, Gallbladder removed.

Review of Systems:

• Constitutional: Patient Denies: fever, chills, body aches

• Respiratory: Patient Denies: shortness of breath, dyspnea

• Gastroenterology: Patient Denies: abdominal pain, constipation, diarrhea, nausea, vomiting

• Musculoskeletal: Patient Denies: joint pain, joint stiffness, muscle aches

• Neurology: Patient Denies: dizziness, headache, tingling/numbness

• Endocrinology: Patient Denies: cold intolerance, heat intolerance, polydipsia, polyuria, goiter

Case Review #1 

Example of Insufficient Documentation & Coding
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Case Review #1 (Continued)
Example of Insufficient Documentation & Coding

Vital Signs: Ht 68 in, Wt 246 lbs, BMI 37.4 Index, Temp 98.6, BP 150/90 mm Hg, HR 80/min, RR 16/min, O2 SAT 97%.

Physical Examination:

• Constitutional: Patient is obese. He is oriented to time, person and place, no acute distress 

• Pulmonary: The respiratory pattern is nonlabored, no rales are detected by auscultation, no rhonchi, 

      no wheezes’ breath sounds: clear all lobes, no stridor

• Cardiac: Normal S1S2, no murmurs, normal rate, regular rhythm

• Vascular: Bilaterally symmetrical, no evidence of clubbing, cyanosis, or edema

• Back: No spine tenderness, normal range of motion of spine, sacroiliac joints non-tender, 

      straight leg raising normal
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Case Review #1 (Continued)
Example of Insufficient Documentation & Coding

Assessments and Treatment

1. Essential (primary) hypertension – I10. CORRECT/ADDED

Contiue Losartan 100 mg tablet 1 tablet orally QD. Lab: CBC (IF/PLT,H/H, RBC, Indices, WBC, PLT), Comprehensive Metabolic 

Panel  

2.  Mixed hyperlipidemia – E78.2. CORRECT/ADDED

Continue Ezetimibe 10 mg tablet 1 tablet orally QD, Atorvastatin 80 mg tablet 1 tablet orally QD. Lab: Lipid Panel

3. Type 2 diabetes mellitus with other specified complication – E11.69.  INCORRECT/DELETED.

Rationale: It is not appropriate to code E11.69 in the absence of the provider linking diabetes to a specified complication. The "with" 

guideline does not apply to "not elsewhere classified (NEC)" index entries that cover broad categories of conditions. Specific 

conditions must be linked by the terms “with,” “due to,” or “associated with.” Since there are no complications documented that can 

be linked to diabetes in this case, the default code is diabetes without complications, E11.9

4.  Long-term (current) use of oral hypoglycemic drugs – Z79.84. CORRECT/ADDED.

Continue Janumet XR 50/1000mg tablet, extended release 1 tablet orally PM for diabetes

5.  Obesity, Class 2 – E66.812. CORRECT/ADDED

6. Body mass index [BMI] 37.0-37.9, adult – Z68.37. CORRECT/ADDED

7. Dietary counseling and surveillance – Z71.3. CORRECT/ADDED

     Provided dietary counseling focusing on carbohydrate control and portion management.

     Advised limiting processed foods and sugary snacks. Will recheck HbA1c in 3 months 
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Reason for Appointment: 3-mo follow-up visit

History of Present Illness:  63-year-old female for 3-month follow-up. Lab Review. She has T2DM, hypertension, 

hyperlipidemia, and CKD IIIa followed by nephrology. Her current a1C is 8.5.

Current Medications: Medications reviewed and reconciled during the current visit. Taking: True Metrix Test Strips Test BS 2-3 

times daily, Multivitamin Vitamin B Complex capsule 1 tablet orally QD, Fish Oil 500 mg capsule 1 tablet orally QD, Magnesium 

aspartate, Aspir-81 81 MG Tablet Delayed Release 1 tablet Orally QD, Cabergoline 0.5 mg tablet 1 tablet(s) orally 2 times a 

week, Glipizide 10 mg tablet 1 tab(s) orally every 12 hours, Januvia 100 mg tablet 1 tablet(s) orally QD, Amlodipine Besylate-

Benazepril Hydrochloride 5 mg-20 mg capsule 1 cap(s) orally QD, Atorvastatin 40 mg tablet 1 tab(s) orally QPM, Diclofenac 

Sodium Topical 1% gel 2 g applied topically 4 QID, Metformin 1000 mg tablet 1 tablet(s) orally 2 BID.

Past Medical History: Diabetes Type 2, Hypertension, Hyperlipidemia

Surgical History: Hysterectomy (Jamaica) 2/2004

Review of Systems:

• Constitutional: Patient Denies: fever, chills, body aches. fatigue denies. weight gain denies. weight loss denies

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

• Respiratory: Patient Denies: shortness of breath

• Cardiovascular: Patient Denies: chest pain, palpitations, diaphoresis, syncope

• Gastroenterology: Patient Denies: abdominal pain, constipation, diarrhea, nausea, vomiting

• Musculoskeletal: Patient Denies: joint pain, muscle aches

• Neurology: Patient Denies: gait abnormality, headache

Case Review #2

Example of Insufficient Documentation & Coding
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Vital Signs: Ht 68 in, Wt 226 lbs, BMI 34.4 Index, Temp 98, BP 160/90 mm Hg, Repeat BP 148/88, HR 76/min, RR 16/min, O2 

SAT 98%

Physical Examination:

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

     mood is appropriate 

• HEENT: Head: atraumatic, normocephalic

• Cardiac: Normal S1S2,11-IV murmurs LSB 2nd ICS, normal rate, regular rhythm 

• Neurology: Loss of protective sensation in both feet

• Vascular: Bilaterally symmetrical, no evidence of clubbing, cyanosis, or edema

• Psychology: Mood is appropriate, cooperative with exam, good eye contact

Case Review #2 (Continued)
Example of Insufficient Documentation & Coding 
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Assessments and Treatment

1. Type 2 diabetes mellitus, uncontrolled – E11.65. INCORRECT/DELETE

     Continue Glipizide tablet, 10 mg, 1 tab(s), orally, every 12 hours, 30 day(s), 60 Tablet, Refills 5, Refill Januvia tablet, 100 mg, 1 

tab(s), orally, QD, 30 Tablet, Refills 5, Refill metformin tablet, 1000 mg, 1 tab(s), orally, BID – Z79.84. CORRECT/ADDED

     Rationale: Uncontrolled diabetes needs to be further specified as hypoglycemic or hyperglycemic. Query the provider in the 

absence of documentation specifying hypoglycemia or hyperglycemia. If a query cannot be performed, the default for 

“uncontrolled” is E11.9, diabetes without complications, if no other complication can be linked to diabetes. 

2.  Hypertensive CKD IIIa – I10. Continue Amlodipine Besylate-Benazepril Hydrochloride 5 mg – 20 mg capsule 1 capsule(s) orally 

QD and Valsartan 320mg 1 tablet qd. INCORRECT/DELETE

     Rationale: The correct code for “hypertensive CKD” is I12.9, hypertensive chronic kidney disease with stage 1-stage 4 chronic 

kidney disease and N18.31, Chronic kidney disease stage 3a. When the provider documents DM coexisting with “hypertensive 

CKD”, with no cause-and-effect linkage between DM and CKD, code hypertensive CKD. The descriptor “hypertensive” specifically 

identifies hypertension as the cause of  CKD. CKD should not be coded as diabetic since the physician has specifically 

documented a different cause, in this case, the cause is hypertension.

3. Hyperlipidemia, unspecified – E78.5. CORRECT/ADDED Continue Fish Oil capsule, 500 mg, 1 tablet, orally, QD. Lab: 

Comprehensive Metabolic Panel  

4. Neuropathy, LOPS in both feet. Start Gabapentin 300mg qd – E11.40. CORRECT/ADDED

     Rationale: E11.40 is supported and correctly coded since neuropathy and LOPS are both presumed complications of diabetes.      

     E11.9 should not be coded when there is a diabetic complication documented on the same date of service.

5.  Obesity, Class 1 – E66.811. CORRECT/ADDED

6.  Body mass index [BMI] 34.0-34.9, adult – Z68.34. CORRECT/ADDED

Case Review #2 (Continued)
Example of Insufficient Documentation & Coding 
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Reason for Appointment: Follow-up visit

History of Present Illness: 59-year-old male who presents to clinic for follow-up and lab result discussion. Patient has no acute 

medical complaints.

Current Medications: Medications reviewed and reconciled during the current visit. Taking: Ozempic 0.25 or 0.5 mg/dose 

solution, Glimepiride 4 mg tablet, Omeprazole 40 mg Capsule Delayed, Atenolol 100 mg tablet, Jardiance 10 mg tablet, 

Atorvastatin Calcium 20 mg tablet, Insulin Glargine 100 unit/ml solution, pen-injector 35 iu subcutaneous every 12 hours

Past Medical History: DM, HTN, diabetic foot ulcer, sinus bradycardia, hyperlipidemia

Surgical History: None, Amputation of right big toe

Review of Systems:

• Constitutional: Denies chills. fatigue. fever. night sweats                                                      

• Respiratory: Denies cough, hemoptysis. shortness of breath, sputum production, wheezing

• Cardiovascular: Denies chest pain, dyspnea on exertion, fluid accumulation in the legs, palpitations

• Gastrointestinal: Denies abdominal pain, blood in stool, constipation, diarrhea, hematemesis 

• Denies Nausea. Denies rectal bleeding, vomiting 

• Genitourinary: Denies blood in urine, difficulty urinating, frequent urination

• Musculoskeletal: Denies joint stiffness, muscle aches, painful joints

• Skin: Denies Itching. Denies rash, skin lesion(s)

Case Review #3

Example of Insufficient Documentation & Coding
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Vital Signs: Ht 69.88 in, Wt 216.6 lbs, BMI 31.18 Index, BP 110/70 mm Hg, HR 55/min, RR 17/min, Temp 97.5 F. RR 18/min, 

O2 SAT 98%

Physical Examination:

• Abdomen: The abdomen is soft, non-tender, non-distended, normoactive bowel sounds present, no guarding, rebound 

tenderness or rigidity, no organomegaly.

• Neurologic: Cooperative with the exam, gait normal, no tremor.

• Extremities: No cyanosis, clubbing or pitting edema of lower extremities.

• Foot Exam: Date of last diabetic foot exam: 02/11/2025. Sensory Testing Performed: Sensations normal bilaterally. 

   Motor Testing: Performed: Strength Normal Pedal Pulse Taking Performed: 1+Dorsalis Pedis and Posterior 

   Tibialis Visual Exam of Foot Performed: Yes, hydrated, no ulcer, blisters or cuts. Absence of right big toe

• Psych: Normal mood and affect, no anxious or depressive appearance

Case Review #3 (Continued)
Example of Insufficient Documentation & Coding 
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Assessments and Treatment

1. Type 2 diabetes mellitus with hyperlipidemia – E11.69  CORRECT/ADDED

Continue Ozempic 0.25 or 0.5 mg/dose solution – Z79.85 CORRECT/ADDED, Glimepiride 4 mg tablet, Jardiance 10 mg tablet Z79.84 

CORRECT/ADDED, Insulin Glargine 100 unit/ml solution, pen-injector 35 iu subcutaneous every 12 hours Z79.4 CORRECT/ADDED, 

Advised on lifestyle modifications. Will continue to monitor. 

Rationale: Since hyperlipidemia is not a presumed complication of diabetes located in the alphabetic index, the provider explicitly linked 

diabetes with hyperlipidemia by using the term “with.” Coding professionals should not assume a causal relationship when the diabetic 

complication is “NEC.”

2. Personal history of diabetic foot ulcer – Z86.31 CORRECT/ADDED, Advised for proper use of shoes and will continue monitor. 

3. Essential (primary) hypertension – I10. CORRECT/ADDED, Controlled – Continue Atenolol 100 mg tablet 

4.  Hyperlipidemia, – E78.49 CORRECT/ADDED, Continue Atorvastatin Calcium 20 mg tablet 

     Rationale: Assign code E78.49, Other hyperlipidemia, for provider documentation of hyperlipidemia associated with type 2 diabetes.

     (Reference: ICD-10-CM/PCS Coding Clinic, Third Quarter ICD-10 2025 Page: 3 Effective with discharges: September 1, 2025)

5.  Bradycardia, unspecified – R00.1 CORRECT/ADDED 

6.  Encounter for immunization – Z23. CORRECT/ADDED, Pneumococcal polysaccharide PPV23 : 0.5 mL IM given on left deltoid. 

7.  Obesity, class 1 – E66.811 CORRCT/ADDED

8.  Body mass index [BMI] 31.0-31.9, adult – Z68.31 CORRECT/ADDED

9. Dietary counseling and surveillance – Z71.3 CORRECT/ADDED, Provided dietary counseling.

     focusing on carbohydrate control and portion management. Advised limiting processed foods 

     and sugary snacks.

10.Absence of right big toe, 2/2 diabetes – Z89.411 CORRECT/ADDED

Case Review #3 (Continued)
Example of Insufficient Documentation & Coding 
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Reason for Appointment: 1-month follow-up visit

History of Present Illness: Doing better reviewed the blood sugar log. Patient had an appt with cardiologist was told her cardiac 

status is stable.

Current Medications: Medications reviewed and reconciled during the current visit. Taking Lisinopril 40 mg  tablet, Viibryd 40 mg 

tablet, Insulin Glargine 100 unit/ml solution, pen-injector 35 iu subcutaneous every 12 hours, Metoprolol 

Past Medical History:  T1DM, stage 3 kidney disease, major depression, hypertension, atrial fibrillation s/p AICD

Surgical History: Knee surgery 2020. AICD (2 months ago)

Review of Systems:

• General/Constitutional: Denies change in appetite, fatigue, fever. 

• Ophthalmologic: Denies blurred vision, discharge

• Endocrine: Denies cold intolerance, dizziness, weakness

• Respiratory: Denies cough, sputum production, wheezing

• Cardiovascular: Denies chest pain, palpitations, shortness of breath

• Gastrointestinal: Denies abdominal pain, change in bowel habits

• Hematology: Denies bleeding problems, easy bruising

• Genitourinary: Denies blood in urine, difficulty urinating, frequent urination

• Musculoskeletal: Denies joint stiffness, leg cramps

• Skin: Denies cry skin, eczema

• Neurologic: Denies pain

• Psychiatric: Denies difficulty sleeping. loss of appetite

Case Review #4

Example of Insufficient Documentation & Coding
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Vital Signs: Temp 96.9 F, BP 186/110 mm Hg186/110 mm Hg, Ht 5 ft 4 in, HR 86/min, RR 16/min, wt 254 lbs, oxygen sat % 

98%, BMI 43.59 Index BP 152/98 mm Hg

Physical Examination:

• General Appearance: No acute distress, well developed, well nourished. Morbidly obese

• Head: Normocephalic, atraumatic

• Eyes: Pupils equal, round, reactive to light and accommodation

• Ears: Normal

• Oral Cavity: Mucosa moist

• Skin: No suspicious lesions, warm and dry

• Heart: No murmurs, regular rate and rhythm, S1, S2 normal

• Lungs: Clear to auscultation bilaterally

• Abdomen: Normal, bowel sounds present, soft, nontender, nondistended

• Neurologic: Non-focal

• Psych: Alert, oriented, cooperative with exam

Case Review #4 (Continued)
Example of Insufficient Documentation & Coding 
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Assessments and Treatment

1. T1DM, continue Insulin Glargine 100 unit/ml solution, pen-injector 35 iu subcutaneous every 12 hours – E10.22 

CORRECT/ADDED

Rationale: Presume CKD is linked to both HTN and DM and code both hypertensive CKD and diabetic CKD when the provider 

documents current diagnoses of CKD, HTN, and DM, with no cause-and-effect linkage between any combination of the three and 

no statement that CKD is unrelated to HTN and DM.

*Tip: It is not necessary to assign Z79.4, long-term use of insulin for Type 1 diabetics.

2.  Chronic kidney disease, stage 3b unspecified – N18.32. CORRECT/ADDED

 Rationale: See rationale for #1

3. Hypertension . Followed by Nephrologist – I12.9. CORRECT/ADDED

      Rationale: See rationale for #1

4.   Morbid (severe) obesity due to excess calories – E66.01. CORRECT/ADDED

5.   Body mass index [BMI] 40.0 - 44.9, adult – Z68.41. CORRECT/ADDED

6.   Major Depression. Continue Viibryd 40 mg tablet – F32.9. CORRECT/ADDED

7.   Atrial fibrillation, Continue Metoprolol 50 mg bid – I48.91. CORRECT/ADDED

8.   Presence of AICD. F/U with cardiologist – Z95.810. CORRECT/ADDED

Case Review #4 (Continued)
Example of Insufficient Documentation & Coding 



Additional Education Available
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Help Us Help You!

You pick, we teach! 

Our ACA Risk Adjustment Provider Education Team 

is here to support your learning!

Current Training Offered:

• Commercial Risk Adjustment 101

• Top Conditions Series

• Autoimmune Disease

• Cancer

• Congestive Heart Failure

• COPD/Asthma

• Heart Arrhythmia

• HIV 

• Major Depression & Bipolar Disorders

• Obesity and BMI

• Seizure Disorders

• Stroke

• Supplemental Claims Submission

• Provider Vista
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ACA Risk Adjustment Operations Provider Initiatives

Email: CRAprovidereducationTeam@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:Christina.Medrano@bcbsfl.com
mailto:Isabel.deobarriomanzini@bcbs.fl.com
mailto:Natalie.Casale@bcbsfl.com


Thank You!


	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31

