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New Specialty?  
Expand Your References



The level of speci� city in the ICD-10 code set will require more accuracy and understanding 
of human anatomy and physiology to code appropriately. Advanced Anatomy and Physiology 
for ICD-10-CM/PCS guides you through all body systems associated with ICD-10 and provides 
detailed information on ICD-10-CM and PCS utilization for appropriate diagnosis and 
condition identi� cation. Helpful features include: 

• Detailed color, full-page anatomy illustrations — learn visually for 
improved coding accuracy

• Chapter quizzes — test your knowledge of key topics covered 

• Detailed review of each body system — better understand information 
on cells, tissues and organs that comprise each body system

• Extensive table of contents — locate important information quickly

Gain an advanced understanding 
of anatomy, body systems and 
disease processes to increase your 
knowledge on ICD-10! 

New

Order today! Visit amabookstore.com or call (800) 621-8335 
to speak with an AMA customer service agent.

Endocrine System Advanced Anatomy and Physiology for ICD-10-CM/PCS
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Glucagon
The	 primary	 function	 of	 glucagon	 is	 to	 increase	 blood	 glucose	
level	by	accelerating	the	conversion	of	liver	glycogen	into	glucose.	
Glucagon	secretion	is	directly	controlled	by	blood	sugar	level	and	
the	process	of	regulating	blood	sugar	is	as	follows:

1.		 When	blood	sugar	level	falls	below	normal,	chemical	sensors	
in	the	alpha	cells	stimulate	them	to	secrete	glucagon.

2.		 Glucagon	is	taken	up	by	the	blood	and	travels	to	target	cells	
in	the	liver.

3.		The	liver	releases	glucagon	stores	and	converts	the	glucagon	
to glucose.

4.		 Glucose	is	released	into	the	blood	and	blood	sugar	level	rises.
5.		 When	blood	sugar	level	reaches	normal,	the	chemical	sensors	

in	 the	 alpha	 cells	 stop	 stimulating	 them	 and	 glucagon	
secretion stops.

Insulin
The	primary	function	of	insulin	is	to	decrease	blood	sugar.	Insulin	
secretion	 is	 directly	 controlled	 by	 blood	 sugar	 level,	 but	 other	
hormones	including	human	growth	hormone,	adrenocorticotropic	
hormone,	and	epinephrine	can	indirectly	affect	insulin	production.	
Insulin	secretion,	like	glucogaon	secretion,	is	directly	controlled	by	
blood	sugar	level	and	works	as	follows:

1.		 When	blood	sugar	level	rises	above	normal,	chemical	sensors	
in	the	beta	cells	stimulate	them	to	secrete	insulin.

2.		 Insulin	 is	 taken	 up	 by	 the	 blood	 and	 target	 cells	 located	
primarily	 in	 the	 liver	 and	muscles	 are	 then	 stimulated	 to	
take	up	glucose.

3.		 Glucose	is	transported	by	the	blood	to	the	target	cells.
4.		 Insulin	accelerates	the	conversion	of	glucose	into	glycogen	

in the target cells.

Ovaries/Testes
Gonadocorticoids	are	secreted	by	the	ovaries	and	testes.	In	females,	
there	are	two	types	of	hormones	secreted	by	the	ovaries,	estrogens	
and	progesterone.	In	males,	androgens	are	the	principle	hormone	
type secreted by the testes.

Hormone levels during Menstrual cycle

Anterior pituitary 

Hypothalamus

Endometrium
of uterus 

Menstruation 

Blood levels
 of estrogen 

Estrogen Progesterone,
estrogen 

Progesterone,
levels 

Estrogen Progesterone,
estrogen 

Corpus
luteum 

Ovulation Follicle growth 

Blood levels
 of FSH LH levels 

LH  LH  FSH  

FSH  LH  Midcycle peak of
LH (triggers ovulation) 

Ovary 

Days 4 14 28 

Follicular phase of
menstrual cycle 

Luteal phase of
menstrual cycle 

GnRH 

Ovaries
Estrogens and progesterone are steroids that are responsible for 
the	development	and	maintenance	of	female	sexual	characteristics.	
Hormones	 produced	 by	 the	 ovary	 work	with	 the	 gonadotropic	
hormones	 of	 the	 pituitary.	 Primary	 functions	 of	 estrogen	 and	
progesterone include:

•	 Growth	 and	 development	 of	 female	 reproductive	 organs	
and breasts

•	 Distribution	of	fat	in	the	hips,	legs,	and	breasts
•	 Regulation	of	the	menstrual	cycle
•	 Preparation	of	the	uterus	for	pregnancy
•	 Maintenance	of	pregnancy
•	 Preparation	of	the	mammary	glands	for	lactation

Testes
Androgens	are	steroids	that	are	responsible	for	the	development	
and	maintenance	of	male	 sexual	 characteristics.	The	principle	
male	 androgen	 is	 testosterone	 which	 is	 secreted	 primarily	 by	

Endocrine System
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The primary function of glucagon is to
level by accelerating the conversion of liver
Glucagon secretion is directly controlled
the process of regulating blood sugar is as

1. 	 When blood sugar level falls below normal,
in the alpha cells stimulate them to

2. 	 Glucagon is taken up by the blood and
in the liver.

3. 	The liver releases glucagon stores and
to glucose.

4. 	 Glucose is released into the blood and
5. 	When blood sugar level reaches normal,

in the alpha cells stop stimulating
secretion stops.

Insulin
The primary function of insulin is to decrease
secretion is directly controlled by blood
hormones including human growth hormone,
hormone, and epinephrine can indirectly affect
Insulin secretion, like glucogaon secretion,
blood sugar level and works as follows:

1. 	 When blood sugar level rises above normal,
in the beta cells stimulate them to secrete

2. 	 Insulin is taken up by the blood and
primarily in the liver and muscles
take up glucose.

3. 	 Glucose is transported by the blood
4. 	 Insulin accelerates the conversion of

in the target cells.
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WORKSHOP
MAY

Workshop Features 
Interactive and 
hands-on exercises 
with case studies

Now 4-hours for 
presentation and   
skill-building practice

Comprehensive 
workbook including 
presentation slides

Access on-demand 
recording by  
the author

Find a workshop location  
near you and register today! 
www.aapc.com/mayworkshop

1-800-626-CODE (2633)

CLINICAL DOCUMENTATION IMPROVEMENT

For many coders the single greatest hindrance to coding accuracy is the quality of documentation - 
including the degree of specificity, consistency, completeness, and timeliness. As reporting requirements 
and regulations increase, technology evolves, and ICD-10 looms on the horizon, it is becoming even more 
crucial for coders to work with physicians to improve their documentation today so they can protect their 
practice tomorrow.

This workshop reviews the timeliness of documentation issues and looks closely at case examples where 
improved documentation can minimize denials. Completing this workshop will protect and improve your
clinic’s overall revenue stream using readily available tools.

Protect Your Practice Today and Prepare for ICD-10 Tomorrow
Up to 6 CEUs   /   $149.95   /   Author: Quita Edwards, CPC, CPC-I, COSC

Improved clinical documentation can:
•  Allow for accurate coding diagnosis and procedures 

•  Minimize claim denials

•  Ensure compliance

•  Improve your cash flow

•  Support the coming ICD-10 code set
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Proposed Rule 
Makes Providers 
Subject to Fraud if 
Non-compliant
Feb. 16, 2012, the Centers for Medicare & 
Medicaid Services (CMS) published in the 
Federal Register a proposed rule regarding 
reporting and returning overpayments. The 
deadline for returning overpayments would 
be 60 days after being identified or the date 
any corresponding cost report is due, if ap-
plicable, whichever is later. The proposed 
rule further specifies that any overpayment 
retained past the deadline could give rise to 
a false claim under 31 U.S.C. 3729.
Under-documented claims would have to be 
reported within 60 days of identification, as 
well. For compliance hotline reports, CMS 
proposes an obligation to make the “reason-
able inquiry with deliberate speed after ob-
taining the information ...”
The proposed rule provides examples of 
“overpayments,” including:

• Incorrect, duplicate, or medically 
unnecessary claims

• Payments received in error under the 
Medicare Secondary Payer rules

• Incorrect interim payments
• Claims made under cost reports

It further defines the “person” obligated to 
report the overpayment as a provider or sup-
plier, but not a beneficiary.
CMS proposes reconciliation of overpay-
ment payment rules and a look-back pe-
riod of 10 years, which coincides with the 
False Claims Act statute of limitations. The 
normal look-back period is one year absent 
good cause or fraud. This essentially re-
writes the repayment obligation. Payments 

would be made via the Medicare Self-Refer-
ral Disclosure Protocol (SRDP).
Lastly, the rule proposes that inadequate fi-
nances should not be a reason to delay re-
porting an overpayment, but instead a pro-
vider should report an overpayment using 
the existing extended repayment schedule 
process outlined in chapter 4 of the Finan-
cial Management Manual.
Comments to this proposed ruling may be 
submitted online at  
www.regulations.gov/#!submitComment;D=CMS_

FRDOC_0001-0905 until April 16, 2012.

AAPC Retains  
Apprentice Credential
Our committee, made up of both Nation-
al Advisory Board (NAB) members and 
AAPC employees, has spent considerable 
time evaluating the votes and comments 
on the Certified Professional Coder-Ap-
prentice (CPC-A®) elimination proposal 
presented in January’s Coding Edge. In last 
month’s Coding Edge, we stated the voting 
was about 2:1 against the proposal.
The committee proposed ways to make the 
elimination a win for everyone involved; 
but in the end, it could not find a way to 
placate all interests. I believe we could bet-
ter serve our CPC-As® by eliminating the 
“A” tag, but feel something beyond the test 
must be done to replace the one to two years 
of required experience. That “something” 
is what most of the negative comments ob-
jected to. As a result, we will not make any 
change to our current CPC-A® credential; 
passage of the exam will earn you the CPC-
A® designation. And, with either one or two 
years of qualifying experience, the “A” will 
be removed. 

Your friend, 

Reed E. Pew 
Chairman and CEO

New Rule for Overpayments,  
But Not the CPC-A®

Letter	from	the	Chairman	and	CEO



Visit the Medicare Learning Network® today.
Stay on top of Medicare Program information, such as compliance and 
billing, with the Medicare Learning Network® (MLN), your official source for 
easy-to-understand information.

Start learning.
http://go.cms.gov/about-mln

Official CMS Information for
Medicare Fee-For-Service Providers
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While writing this month’s article 
at the end of February, the Cen-
ters for Medicare & Medicaid 

Services (CMS) announced the planned 
ICD-10 implementation will be postponed 
to yet another date. Although postpone-
ments in mandates and regulations have 
become commonplace over the past sever-
al years, this decision leaves many of us ask-
ing, “What next?”

More Time to Prepare
While many coders, administrators, edu-
cators, payers, and providers may view the 
additional time as an opportunity to meet 
their implementation timeline, others who 
have spent the past 18 months working dil-
igently to prepare for ICD-10 may now be 
tempted to take this postponement as a time 
to kick back and relax. I’m not sure, howev-
er, how any health care professionals can re-
lax when trying to implement all of the oth-
er multiple overlapping health care reform 
mandates, as well.
I think a better course of action would be to 
consult our own AAPC experts to learn how 
we should continue to prepare for ICD-10 in 
these uncertain times.

What Is the Next Step?
I was one of those members asking, “What 
next?” AAPC Vice President of ICD-10 
Training and Development Rhonda Buck-
holtz, CPC, CPMA, CPC-I, CENTC, 
CGSC, COBGC, CPEDC, said, “Contin-
ue to build strong relationships with your 
providers, working on improving docu-
mentation to support the ICD-10-CM code 
sets.” For the individual coder, “work on de-
veloping skills. If you haven’t already start-
ed, now would be a great time to work on 
deepening your knowledge of anatomy and 
pathophysiology.”

Instead of asking, “What’s next?” now is the 
time to ask, “What else?” With the addi-
tional time before the implementation date, 
what else can you do to better prepare for the 
ICD-10 implementation deadline?

Take a Moment to  
Reflect and Take Action
Consider what you know about ICD-10 and 
its potential benefits in terms of tracking 
and trending. Consider past moments when 
you thought, “If only we could track health 
management outcomes by reported diag-
nosis codes alone” or, “if we only knew how 
many of our type II DM patients were man-
aging their condition by insulin without 
pulling the medical record.” Although there 
is a way to track diabetes mellitus (DM)/in-
sulin patients using ICD-9-CM codes, how 
many practices use this code accurately and 
consistently to allow for proper tracking? 
Use this time to fulfill those “what ifs” by 
taking a more in-depth look at what ICD-10 
can do for you and your practice. Build the 
necessary tools to use the new coding system 
to your advantage.
Many times over the past 18 months, I have 
heard that ICD-10 will level the field of 
coders. For a time, it will require ALL of us 
to read what many are only skimming: the 
ICD. This delay will give everyone time to 
get better acquainted with this often used 
tool. Review its guidelines, descriptions, 
and directions as you await the announce-
ment of a new implementation date.

Million Dollar Question
Now for the burning question: How does 
the ICD-10 implementation delay affect 
AAPC proficiency testing? “If necessary, 
we will push back our timeline to match 
the change in the implementation timeline,” 
stated AAPC CEO and Chairman Reed Pew. 

“The 24-month testing period around the 
implementation date-12 months prior to, 
12 months after-will not change.”

Best Wishes,

Cynthia Stewart, CPC, CPC-H, CPMA, 
CPC-I, CCS-P
President, National Advisory Board

ICD-10, Health Care Reform, 
and AAPC Members

Letter	from	Member	Leadership
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Coding	News Letters	to	the	Editor

April OPPS Updates
The Centers for Medicare & Medicaid Services (CMS) has 
posted April 2012 changes to billing instructions for payment 
policies implemented in the Hospital Outpatient Prospective 
Payment System (OPPS). The April 2012 Integrated Outpa-
tient Code Editor (I/OCE) and OPPS Pricer will reflect the 
quarterly HCPCS Level II, ambulatory payment classification 
(APC), HCPCS modifier, and revenue code additions, chang-
es, and deletions. 

Noteworthy Changes
For services provided on or after Jan. 1, 2012, the descriptor for 
CPT® 33249 has been changed to read “Insertion or replacement 
of permanent pacing cardioverter-defibrillator system with trans-
venous lead(s), single or dual chamber.” Due to clinical inappro-
priateness, this has prompted the removal of HCPCS Level II 
code C1882 Cardioverter-defibrillator, other than single or dual 
chamber (implantable) from the list of device codes required to 
be billed with 33249 on the procedure-to-device edit list.
HCPCS Level II code C9733 Non-ophthalmic fluorescent vas-
cular angiography (SI = Q2 and APC = 0397, vascular imag-
ing) is assigned $154.87 for payment (minimum unadjusted 
copayment = $30.98) under the OPPS, effective April 1, 2012. 

Drugs and biologicals with OPPS pass-through status, effec-
tive April 1, 2012, are C9288, C9289, C9290, and C9291. 
For complete details, refer to change request (CR) 7748, avail-
able at: www.cms.gov/transmittals/downloads/R2418CP.pdf.
The April 2012 revisions to Integrated Outpatient Code Edi-
tor (I/OCE) data files, instructions, and specifications are pro-
vided in CR 7751.

AMA Makes Further  
Corrections to CPT® 2012
Get out your CPT® 2012 Book. The American Medical Associ-
ation (AMA) has posted a new corrections document at: www.

ama-assn.org/resources/doc/cpt/cpt-corrections.pdf. Revisions dated 
Feb. 27 generally pertain to missing references for codes out of 
numerical sequence in the Surgery section.

Please	send	your	letters	to	the	editor	to:		
letterstotheeditor@aapc.com

2012 Handbook 
Offers Something 
for Everyone
Find answers to your questions 
in the newly revised 2012 Local 
Chapter Handbook.

AAPCCA Handbook Corner

By Freda Brinson, CPC, CPC-H, CEMC

Here are just a few Q&A examples:

Q: How can I be sure my chapter is doing everything we are required to do?
A: Check out chapter 7.

Q: In September, I’m running for an office; how do I learn about it?
A: Refer to chapters 5 and 6.

Q: As treasurer, what do I need before writing a reimbursement check?
A: Look in chapter 13 to find out.

Q: 2012 Chapter of the Year is what we want! What do we have to do?
A: Chapter 11 will tell you everything you need to know.

Q: I’ve never been to a local chapter meeting. Why should I attend?
A: See chapters 1-13; and if you still aren’t convinced, call your 

AAPCCA representative.

AAPC members can access the handbook on AAPC’s website:  
http://static.aapc.com/ppdf/LC_Handbook1.pdf. See for yourself what our 
local chapters are all about!

Arrows Point to the Wrong Vessel
In the interventional radiology diagram on page 33 of Feb-
ruary’s issue, the aorta and inferior vena cava (IVC) arrow la-
bels were transposed. 
Linda Sanford, BGS, CPC-A



aapc.com/2012bootcamps
1-800-626-CODE (2633)

Ideal for those with responsibility for their organization’s implementation of ICD-10 
and coders who want to understand the full implementation process. Our two-day 
Implementation Boot Camp will cover:
•	 Provider impact assessments
•	 Software and systems updates
•	 Budgeting and training considerations
•	 ICD-10 mapping
•	 Differences between ICD-9-CM and ICD-10-CM
•	 Importance of clinical documentation
•	 Performing documentation readiness assessments

2012  ICD-10 
IMPLEMENTATION BOOT CAMPS

REGISTER TODAY!
aapc.com/2012bootcamps
800-626-CODE (2633)

DATE LOCATION

Apr 19 Austin, Texas

Apr 19 Knoxville, Texas

Apr 19 Springfield, Massachusettes

Apr 26 Phoenix, Arizona

Apr 26 Sacramento, California

Apr 26 Madison, Wisconson

Apr 26 Atlanta, Georgia

May 3 Houston, Texas

May 3 Jackson, Mississippi

May 10 Ft. Lauderdale, Florida

May 10 Colorado Springs, Colorado

May 10 Chicago, Illinois

May 17 Charlotte, North Carolina

May 17 Cincinatti, Ohio

May 17 Baltimore, Maryland

DATE LOCATION

May 31 San Antonio, Texas

May 31 Boston, Massachusetts

Jun 7 Newark, New Jersey

Jun 7 Portland, Maine

Jun 7 Bakersfield, California

Jun 7 San Francisco, California

Jun 14 Minneapolis, Minnesota

Jun 14 Upland, Pennsylvania

Jun 14 Morgantown, West Virginia  

Jun 14 Sacramento, California

Jun 21 Birmingham, Alabama

Jun 21 Mesa, Arizona

Jun 21 Portland, Oregon

Jun 21 Monmouth, New Jersey

Jul 12 Indianapolis, Indiana

DATE LOCATION

Jul 12 Boise, Idaho

Jul 19 Denver, Colorado

Jul 19 Seattle, Washington

Jul 26 Milwaukee, Wisconsin

Jul 26 Lansing, Michigan

Jul 26 Tulsa, Oklahoma

Aug 2 Alburquerque, New Mexico

Aug 2 Tucson, Arizona

Aug 2 Salt Lake City, Utah

Aug 9 Des Moines, Iowa

Aug 16 Irvine, California

Aug 23 Virginia Beach, Virginia

Aug 23 Cleveland, Ohio

Aug 23 St. Louis, Missouri
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ICD-10 Roadmap

Manage and Share Data 
Across Countries
Take a logical approach to ICD-10  
and see the international benefits.

By Rhonda Buckholtz, CPC, CPMA, CPC-I

You’ve probably heard stories about other countries’ ICD-10 imple-
mentation woes. Studies indicate it took a year or more for produc-
tivity to rebound in other countries following ICD-10 adoption—
and most of those countries only implemented 20,000 or fewer new 
codes. In the United States, we are looking at implementing close to 
70,000 ICD-10-CM codes.
My advice: Don’t panic! Taking a logical approach to “code vol-
ume” will put the United States in line with other countries. And if 
we learn the facts and plan well, we may even avoid extended pro-
ductivity losses.

Grouping Codes Logically Makes ICD-10 Manageable
Although we have more clinical modifications than other countries, 
ICD-10 isn’t as overwhelming as it appears. For example, there is one 
code for a malunion in ICD-9; whereas in ICD-10, there is a seventh 
character extender that explains a malunion, attached to most frac-
ture codes. The number of codes may be greater, but the organiza-
tion of those codes is fairly intuitive. 
Here’s another “volume buster” to consider: For conditions that can 
affect either side of the body, there are laterality choices in ICD-10. 
That means there are usually four code choices: One for the left side, 
one for the right side, a bilateral, and an unspecified. One condition 
equals four codes. By “grouping” conditions this way, we reduce 
these codes to a more manageable number. 
Here’s another tip: Ignore subcategories of codes with an “unspeci-
fied” choice. Seriously work towards not having to use them. Some 
of the guidelines specifically state not to use them.

Documentation, Not Code Volume, Matters Most
Rather than the number of codes, what should concern us about 
ICD-10 is the specificity of those codes. The devil is in the details; 
and as coders, we need to update our knowledge of disease process-
es and anatomy, as well as improve our relationships with clinicians. 
We need to work with those who document the medical record, so 
all of the elements necessary in coding are captured. 
For example, when coding hyperlipidemia, why do we so often 
choose “unspecified?” The patient has been treated for years, we have 
blood work, but we fail to change the code once the type has been de-
termined. This requires communication with the provider to let him 

or her know that when the type has been determined, that informa-
tion should be documented (and coded). 
For coronary heart disease, documentation will need to include the 
type of graft and if the patient is also experiencing angina pectoris. 
This specificity will be necessary to apply ICD-10 codes.
Here’s a third, more complex, example that demonstrates why we 
need to improve our knowledge and communication with providers: 
The subcategory of F31.7 Bipolar disorder currently in remission in-
cludes choices for “full remission” and “partial remission,” and cave-
ats for the most recent episode (e.g., manic, depressed, hypomanic, or 
mixed). Do you understand the differences between these codes and 
how they should be applied? Will your providers’ documentation 
stand up to the specificity? Teamwork will be necessary for success.

Speak the International Language: ICD-10
The true value of ICD-10 comes from the ability to share data in a 
meaningful way—not only within the United States, but also with 
other countries. Every country is responsible for making its own clin-
ical modifications to ICD-10, but the core meaning of each code is 
the same in any language, allowing us to cross borders.
For example, C92.2 may be defined as Posostra bialaczka szpikowa, 
or Υποξεία μυελογενής λευχαιμία, or Ohne Angabe einer kom-
pletten remission, or Leucémie myéloïde subaiguë, or Leucemia 
mieloide sua-acuto. Translation: Atypical chronic myeloid leukemia, 
BCR/ABL-negative.
Before we can realize the benefits of an “international language” and 
achieve full use of the code sets, we need to speak the same language 
within our own practices. There will be many challenges along the 
way, some of which may be due to our Z73.1 Personen, die das Ge-
sundheitswesen aus sonstigen Gründen in Anspruch nehmen, or 
Άγχος, στρες, που δεν ταξινομείται αλλού, or Stres niesklasy-
fikowany gdzie indziej, or Accentuation de certains traits de la per-
sonnalité (Type A behavior pattern). Or, the problem might arise due 
to Z56.3 Personen mit potentiellen Gesundheitsrisiken aufgrund 
sozioökonomischer oder psychosozialer Umstände, or Rythme de 
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travail pénible, or Στρεσσογόνο εργασιακό πρόγραμμα, or Stre-
sowe warunki pracy (Stressful work schedule).
Whatever the challenge might be, it’s time for us to face it head on. 
Let’s move past meaningless statistics and face reality. The new cod-
ing system is coming, it’s long past due, and we need it. Our coders 
are the best in the business and we are up to this challenge. We can 
bring our physicians and others onboard with us for this journey.
Use the next few months to strengthen your skills, test your limits, 
and begin working with your teams. Open the lines of communica-

tion with your physicians to improve their documentation and begin 
the transition to ICD-10. Don’t try to do it all overnight, but instead 
work in stages. Start with the conditions your providers see most in 
their daily practice.
We can make a difference, one code at a time. 

Rhonda Buckholtz, CPC, CPMA, CPC-I, is vice president of ICD-10 training 
and education at AAPC.

The devil is in the details; and as coders, we need to update 
our knowledge of disease processes and anatomy, as well 

as improve our relationships with clinicians.

To discuss this  
article or topic,  
go to www.aapc.com
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Diagnosis Code Overload
Know the difference between being thorough and going overboard.

Confused Coding

By Jeremy Reimer, CPC

Recently, a client asked me to review the medical records of a patient 
involved in a relatively minor motor vehicle accident (MVA). Three 
days after the accident, the patient went to see a chiropractor. The 
patient complained of neck pain, and some tingling and numbness 
in his shoulders. He said this pain was causing him to have difficul-
ty sleeping and giving him headaches, and that bending, stretching, 
and walking made the pain worse. After an initial visit, his provider 
diagnosed him with the following:
847.0 Sprain	of	neck

723.4 Brachial	neuritis	or	radiculitis	NOS

739.1 Nonallopathic	lesions,	cervical	region

728.4 Laxity	of	ligament	(cervical)

728.85 Spasm	of	muscle	(cervical)

729.1 Myalgia	and	myositis,	unspecified

847.1 Sprain	of	thoracic

724.4 Thoracic	or	lumbosacral	neuritis	or	radiculitis,	unspecified

739.2 Nonallopathic	lesions,	thoracic	region

728.4 Laxity	of	ligament	(thoracic)

728.85 Spasm	of	muscle	(thoracic)

719.7 Difficulty	in	walking

784.0 Headache

780.5 Sleep	disturbances

Red Flags Rise High
The first thing that jumped out at me about this claim was the sheer 
number of diagnoses rendered. This type of coding is commonly re-
ferred to as “kitchen sink” coding. Typically, you expect to see three 
or four diagnosis codes—or perhaps a fifth diagnosis if the injuries 
are severe, and/or cover multiple body areas. Because that was not 
the case in this accident, I decided to take a closer look at the 14 dif-
ferent codes this provider cited.

Take a Closer Look
Several of the reported codes struck me as odd. For instance, I’ve nev-
er encountered 728.4 (ligament laxity) to diagnose neck or back pain 
(or a neck or back injury). Further investigation uncovered the rea-
sons why: ICD-9-CM codes 725-729 are used to diagnosis rheuma-
tism, excluding the back. The cervical and thoracic regions are both 
areas of the back, so using 725-729 would be improper in this case. 
Ligament laxity is typically used to describe a chronic condition (>30 
days after the accident), whereas this diagnosis was rendered three 
days after the MVA. 

Takeaways:

• Kitchen sink diagnoses can hurt patients in the long run.
• Coders have an opportunity to educate providers to avoid 

kitchen sink diagnoses.
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Similar reasoning applies to 728.85 (cervical and thoracic myo-
spasms), which also falls within category 725-729 (rheumatism ex-
cluding the back), and should not have been used to describe this 
patient’s injuries. Neither 728.4 nor 728.85 are applicable diagno-
ses in this case.
The use of 719.7 (difficulty walking) also stood out. Applied correct-
ly, 719.7 is for patients who suffer from difficulty walking, typically 
as a result of degenerative and chronic joint disease, which clearly was 
not the case here. The notes did not substantiate the patient could 
not walk,  had developed a limp, or other walking abnormality; the 
records merely indicated that the patient claimed to experience more 
pain while walking (among other activities). In short, nothing in the 
documentation warranted reporting 719.7. As well, it would be pre-
mature to diagnose the patient with abnormal gait (781.2 Abnormal-
ity of gait). Should the symptoms persist, however, the more appro-
priate codes would be E813.1 Motor vehicle traffic accident involv-
ing collision with other vehicle injuring passenger in motor vehicle other 
than motorcycle, as well as E929.0 Late effects of motor vehicle accident. 

Read the Guidelines
Although I’ve seen “headache” listed as a diagnosis plenty of times, 
this was the first time I had encountered 784.0 as a result of an MVA. 
ICD-9-CM codes 780-799 are for “Symptoms, Signs, and Ill-De-
fined Conditions.” The ICD-9-CM manual explains that these 
codes are to be used: 
a. for cases in which a more specific diagnosis cannot be made 

even after investigating all the facts bearing on the case;
b. indeterminate or transient signs and symptoms;
c. provisional diagnoses in a patient who failed to return;
d. for cases referred elsewhere for investigation or treatment be-

fore a diagnosis was made;
e. when a more precise diagnosis was not available for any other 

reason; and/or 
f. for certain symptoms which represent important problems in 

medical care and which might be desired to classify in addi-
tion to an unknown cause.

In this case, using 784.0 to describe the patient’s headaches does not 
meet the criteria for this range of codes. The facts of the case are pret-
ty clear: The patient claims to have headaches as a result of the ac-
cident three days prior. The appropriate diagnosis would be 339.21 
Acute post-traumatic headache.
Similar reasoning applies for 780.5 (sleep disturbances). The pa-
tient’s difficulty sleeping is not an isolated symptom of unknown or-

igin; it is a direct result of the pain in his upper back caused by the 
accident. The patient stated his neck pain makes it hard to get com-
fortable enough to fall asleep at night. Based on the documentation, 
780.5 is not warranted. 

Double Check “Other”  
and “Unspecified” Codes
In my experience, the use of “other” and “unspecified” diagnosis 
codes can be viewed as a red flag. In this case, codes 780-799 are red 
flags because the origins of the patient’s symptoms are well known. 
Current ICD-9-CM, as well as ICD-10, contains a plethora of avail-
able classifications and subclassifications to describe a patient’s 
condition(s) in remarkable detail.
When it comes to diagnosis codes, there is a fine line between being 
thorough and going overboard. Physicians may diagnose the kitch-
en sink in an attempt to justify all the treatments rendered, or to ex-
aggerate a patient’s injuries. Kitchen sink diagnosis coding can hurt 
patients in the long run by assigning diagnoses to their health histo-
ry that may not have been applicable. 
When trying to establish best practices and avoid kitchen sink diag-
nosis coding, ask yourself these questions:

• Are all of these codes medically indicated by the patient’s 
records?

• Are any of the rendered codes merely symptoms of other 
codes? 

• Are the rendered codes as accurate and precise as possible, 
given the supporting medical documentation?

As a coder, you have the opportunity to educate the medical commu-
nity about proper coding. Look for ways to show the benefits of being 
precise with the codes you choose. Diagnosis coding is always a case 
in which quality is more important than quantity. 

Jeremy Reimer, CPC, is the president of Medical Coding Litigation Services, 
which provides medical coding and billing anlysis to insurance carriers, legal 
counsel, and companies involved in personal injury litigation. He is an author and 
frequent lecturer on medical coding and billing fraud. Jeremy is also an adjunct 
professor at Hillsborough Community College, where he teaches Advanced Medi-
cal Coding. He can be reached at: jreimer@mcls.co.

Although I’ve seen “headache” listed as a diagnosis 
plenty of times, this was the first time I had encountered 

784.0 as a result of an MVA.

To discuss this  
article or topic,  
go to www.aapc.com
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Coding Compass

By Julie E. Chicoine, Esq., RN, CPC

Physician Self Referrals and Compliance:  

What You Should Know
To keep designated health services in the clear, 
know Stark regulations and their exceptions.

Physicians and their practices are undergoing increased gov-
ernment scrutiny with regard to their referrals and financial re-
lationships for health care services. At the heart of this scrutiny 
lies the physician self-referral law, known as the Stark law (pro-
vided in full detail at section 1877 of the Social Security Act, 
and codified at 42 U.S.C. section 1395nn). As a coding profes-
sional, you should understand the basic principles of Stark law 
so that you are able to recognize when a possible infringement 
may be taking place.

Self Referrals Pose  
Conflict of Interest in Patient Care
Congress originally passed the Stark law in 1989 in response to 
a growing concern about physicians referring patients to labo-
ratories where the physician had a financial interest. This posed 
a conflict of interest; Congress’ concern was that physicians 
who stood to benefit financially from ordering laboratory tests 
were likely to order more tests, including more complex tests, 
even when such services were unnecessary .
Following enactment, Congress expanded the Stark law’s 
prohibition to include additional designated health services 
(DHS) and extended its application to the Medicaid program. 
In 1997, Congress added a provision authorizing the secretary 
of the Department of Health & Human Services (HHS) to is-
sue written advisory opinions concerning whether a referral re-
lating to DHS (other than clinical laboratory services) is pro-
hibited under the Stark law. Congress also authorized the sec-
retary in 2003 to publish an exception to the physician self-re-
ferral prohibition for certain arrangements in which the physi-
cian receives necessary non-monetary remuneration used sole-
ly to receive and transmit electronic prescription information. 
They established a temporary moratorium on physician refer-
rals to certain specialty hospitals in which the referring physi-
cian has an ownership or investment interest, as well.
The Centers for Medicare & Medicaid Services (CMS) has 
published a number of regulations interpreting the physi-
cian self-referral statute over the years. These rules were pub-
lished in phases and are referred to as “Phase I, II, and III.” An 
overview of the Stark law’s regulatory history can be found on 
the CMS website: www.cms.gov/PhysicianSelfReferral/01_overview.

asp#TopOfPage.

Get to the Core of Stark Law
At its core, the Stark law prohibits physician referrals to enti-
ties providing certain DHS in which the physician (or his or 
her family member) has an ownership or compensation inter-
est, unless an exception applies. The law further prohibits the 
entity from presenting, or causing to be presented, a claim to 
bill Medicare or Medicaid for any DHS provided pursuant to 
a prohibited referral. Due to this broad language, the law also 
establishes many exceptions.
Under Stark (42 CFR at § 411.351), physician means:

• A doctor of medicine or osteopathy
• A doctor of dental surgery or dental medicine
• A doctor of podiatric medicine
• A doctor of optometry
• A chiropractor

A referral is a request by a physician for, or ordering of, or cer-
tifying necessity for, any designated health service for which 
payment be made under Medicare Part B. DHS personally 
performed or provided by the referring physician are specifi-
cally excluded from the referral definition; however, the ser-
vice is not considered to be personally performed by the refer-
ring physician if the designated health service is performed or 
provided by the referring physician’s employees, independent 
contractors, or group practice members.
DHS cover a broad range of health care items and services in-
cluding:

• Clinical laboratory services 
• Physical therapy services
• Occupational therapy services
• Outpatient speech-language pathology services
• Radiology and certain other imaging services 
• Radiation therapy services and supplies
• Durable medical equipment (DME) and supplies
• Parenteral and enteral nutrients, equipment, and 

supplies
• Prosthetics, orthotics, and prosthetic devices and 

supplies
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• Home health services 
• Outpatient prescription drugs
• Inpatient and outpatient hospital services

CMS Identifies DHS Codes
Because the regulations define certain DHS by CPT® and 
HCPCS Level II codes, CMS maintains a list of CPT® and 
HCPCS Level II codes identifying those items and services in-
cluded within the  categories referenced above (see www.cms.gov/

PhysicianSelfReferral/40_List_of_Codes.asp#TopOfPage). CMS up-
dates this list annually to correspond with CPT® and HCPCS 
Level II manual updates in Medicare coverage and payment 
policies. The updated code list is also published in the Feder-
al Register as an addendum to the annual Physician Fee Sched-
ule final rule, which is published annually in November with a 
Jan. 1 effective date for the following year.
The DHS categories defined by the code list include:

• Clinical laboratory services
• Physical therapy services, occupational therapy services, 

outpatient speech-language pathology services 
• Radiology and certain other imaging services 
• Radiation therapy services and supplies

The following DHS categories are defined without reference to 
the code list (42 CFR §411.351):

• DME and supplies 
• Parenteral and enteral nutrients, equipment, and 

supplies 
• Prosthetics, orthotics, and prosthetic devices and 

supplies 
• Home health services 
• Outpatient prescription drugs
• Inpatient and outpatient hospital services

Bottom Line: Stay Stark Compliant
When analyzing physician referral activity, physicians and en-
tities must ask two questions:

• Is there a physician referral of a Medicare or Medicaid 
patient for the provision of a designated health service? 

• Is there a financial relationship (a compensation 
arrangement or an ownership interest) between the 
referring physician (or his or her family member) and the 
entity that will provide the designated health service?

If the answer to both of these questions is “yes,” the referral is 
prohibited under Stark law unless one of the statutory excep-
tions applies. Stark exceptions are generally divided into three 
categories, including:
1. General exceptions 
2. Ownership/investment interest exceptions 
3. Certain compensation arrangements

Learn more about these exceptions by visiting CMS’ physician 
self-referral website. Stark law exceptions can be viewed in their 
entirety at: http://ecfr.gpoaccess.gov/cgi/t/text/text-idx?c=ecfr&sid=ee

078c3967196725d58f26f352aaeef0&rgn=div6&view=text&node=42:2.0

.1.2.11.10&idno=42.

Seek Professional Advice on Referrals
Penalties for referrals violating the Stark law can be substan-
tial. If a referral is made violating the Stark law and payment is 
received by the entity providing the designated health service, 
penalties can include: civil penalties up to $15,000 for each ille-
gal referral, exclusion from participation in federal health care 
programs, denial of payment for services, refunding of pay-
ments received, a fine of up to $100,000 for each illegal cross-
referral arrangement, and civil penalties up to $10,000 per day 
for failing to report violations. Physician and entity compliance 
with the Stark law is mandatory. 
Because non-compliance with the Stark law requirements pos-
es financial impact, physicians and entities developing arrange-
ments that include referrals for DHS should retain legal coun-
sel to make sure these referrals fit within one of the Stark ex-
ceptions. 

Julie E. Chicoine, Esq., RN, CPC, is senior attorney for Ohio State Uni-
versity Medical Center. Ms. Chicoine earned her Juris Doctor degree from 
the University of Houston Law Center. She also holds a Bachelor of Sci-
ence and a nursing degree from the University of Texas Health Sciences 
Center at Houston. She has written and spoken widely on health care is-
sues, and is an active member of the AAPC community.

Because the regulations define certain DHS by CPT® and 

HCPCS Level II codes, CMS maintains a list of CPT® and HCPCS 

Level II codes identifying those items and services …

To discuss this  
article or topic,  
go to www.aapc.com
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By Marvel J. Hammer, RN, CPC, CCS-P, PCS, ACS-PM, CHCO, and G.J. Verhovshek, MA, CPC
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Move Over Obsolete  
Pain Management Coding
Part 1: Make room for the latest in CPT® coding.

CPT® 2012 brings important changes to pain management coding. 
In the first of this two-part series, we’ll:

• Review the revised coding guidelines for sacroiliac (SI) joint 
injection.

• Clarify the methodology for determining when to use the 
“open” versus “percutaneous” codes for disc procedures, and 
corresponding changes to code 62287.

• Explain how to code the use of a catheter for a single epidural 
injection.

• Go over the new codes for facet joint nerve destruction. 

SI Joint Injections  
Include Imaging Guidance
Code 27096 Injection procedure for sacroiliac joint, anesthetic/steroid, 
with image guidance (fluoroscopy or CT) including arthrography when 
performed has been revised for 2012 to include image guidance by 
fluoroscopy or computed tomography (CT) to confirm intra-artic-
ular needle positioning. Arthrography is also included, when per-
formed. The corresponding radiology code (73542) has been delet-
ed, and a new parenthetical note directs providers to use 27096 for 
arthrography. CPT® continues to direct providers to append modi-
fier 50 Bilateral procedure for bilateral injections.
For example: The physician performs a right SI joint injection for 
sacroiliitis with 6 mg of steroid and 1 mL of 0.5 percent local anes-
thetic. Intra-articular needle placement was verified fluoroscopical-
ly with an injection of 0.5 mL low osmolar contrast. In this case, phy-
sician coding would be 27096-RT x 1 with a diagnosis of 720.2 Sac-
roiliitis, not elsewhere classified. Modifier RT indicates that the injec-
tion occurred on the right side.
Per CPT® Assistant (April 2004), CPT® 20610 Arthrocentesis, aspira-
tion and/or injection; major joint or bursa (eg, shoulder, hip, knee joint, 
subacromial bursa) historically has been reported for an SI joint in-
jection without image guidance; however, a parenthetical note in 
CPT® 2012 now instructs, “If CT or fluoroscopic imaging is not 
performed, use 20552 [Injection(s); single or multiple trigger point(s), 
1 or 2 muscle(s)].” 
Note: Medicare HCPCS Level II codes G0259 Injection procedure 
for sacroiliac joint; arthrography and G0260 Injection procedure for 
sacroiliac joint; provision of anesthetic, steroid and/or other therapeu-
tic agent, with or without arthrography, used for ambulatory surgi-

Takeaways:

• There are significant changes to pain management coding in 
CPT® 2012.

• Changes affect injections, laminectomies, ablations, and 
destructions.

• Watch guideline changes reflecting inclusion and consideration 
of services. 
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cal centers and hospital outpatient place of service (POS), are un-
changed for 2012.

Code 62287  
Now Specifies Needle-based Procedures
CPT® code 62287 Decompression procedure, percutaneous, of nucle-
us pulposus of intervertebral disc, any method utilizing needle based 
technique to remove disc material under fluoroscopic imaging or oth-
er form of indirect visualization, with the use of an endoscope, with dis-
cography and/or epidural injection(s) at the treated level(s), when per-
formed, single or multiple levels, lumbar has been revised to specify a 
needle-based procedure that may include an endoscopic approach. 
The procedure removes part of the nucleus pulposus, the gel center, 
from a herniated disk, to decrease pressure on a spinal nerve root and 
relieve pain. 
Code 62287 now includes fluoroscopic guidance, as indicated by 
the revised code descriptor. Also included and not separately report-
able are percutaneous aspiration with the nucleus pulposus (62267), 
discography injection (62290), and diagnostic/therapeutic lumbar 
injection (62311). You should continue to report 62287 as a single 
unit of service for “single or multiple levels,” and only for the lum-
bar spine.
The “Spine and Spinal Cord: Injection, Drainage or Aspiration” sec-
tion guidelines now clarify the difference between indirect versus di-
rect visualization. The use of an endoscope to perform a procedure 
does not determine the procedure coding; rather, the physician’s vi-
sualization of the disc, spinal cord, and neural space does.
The new guidelines indicate, “Percutaneous spinal procedures are 
done with indirect visualization (e.g., image guidance or endoscop-
ic approaches) and without direct visualization (including through 
a microscope)” and “Endoscopic assistance during an open proce-
dure with direct visualization is reported using excision codes (e.g., 
63020-63035).” For a non-needle-based technique for percutane-
ous decompression of nucleus pulposus of intervertebral disc, CPT® 
directs you to 0274T Percutaneous laminotomy/laminectomy (inter-
laminar approach) for decompression of neural elements, (with or with-
out ligamentous resection, discectomy, facetectomy and/or foraminoto-
my) any method under indirect image guidance (eg, fluoroscopic, CT), 
with or without the use of an endoscope, single or multiple levels, unilat-
eral or bilateral; cervical or thoracic and 0275T Percutaneous laminot-
omy/laminectomy (interlaminar approach) for decompression of neural 

elements, (with or without ligamentous resection, discectomy, facetecto-
my and/or foraminotomy) any method under indirect image guidance 
(eg, fluoroscopic, CT), with or without the use of an endoscope, single or 
multiple levels, unilateral or bilateral; lumbar. 
For example, for percutaneous L4-L5 discectomy (PLD) with aspi-
ration under fluoroscopic guidance for L4-L5 bulging disc, physi-
cian coding is 62287 (one unit of service) with a diagnosis of 722.10 
Lumbar intervertebral disc without myelopathy.
For bilateral L4-L5 percutaneous decompressive laminectomy un-
der fluoroscopic guidance, and epidurogram confirmation for cen-
tral lumbar stenosis with neurogenic claudication, the proper cod-
ing is 0275T (single unit of service) with 724.03 Spinal stenosis; lum-
bar region, with neurogenic claudication.
In a final example, endoscopically assisted open hemilaminectomy 
with right L4 nerve root decompression for L4-L5 disc herniation 
would be reported 63030-RT and 722.10.

Code Diagnostic/Therapeutic  
Injections by Location, Duration
CPT® section guidelines and code descriptors for 62310 Injection(s), 
of diagnostic or therapeutic substance(s) (including anesthetic, antispas-
modic, opioid, steroid, other solution), not including neurolytic sub-
stances, including needle or catheter placement, includes contrast for lo-
calization when performed, epidural or subarachnoid; cervical or tho-
racic and 62311 Injection(s), of diagnostic or therapeutic substance(s) 
(including anesthetic, antispasmodic, opioid, steroid, other solution), 
not including neurolytic substances, including needle or catheter place-
ment, includes contrast for localization when performed, epidural or 
subarachnoid; lumbar or sacral (caudal) have been revised, to include 
injection(s) that may involve threading a catheter into the epidural 
space, injecting substances at one or more levels, and removing the 
catheter on the same calendar day.
If the catheter is left in place to deliver substance(s) over a prolonged 
period (i.e., more than a single calendar day), either continuously or 
via intermittent bolus, report instead 62318 Injection(s), including 
indwelling catheter placement, continuous infusion or intermittent bo-
lus, of diagnostic or therapeutic substance(s) (including anesthetic, an-
tispasmodic, opioid, steroid, other solution), not including neurolytic 
substances, includes contrast for localization when performed, epidur-
al or subarachnoid; cervical or thoracic or 62319 Injection(s), includ-
ing indwelling catheter placement, continuous infusion or intermit-

The use of an endoscope to perform a procedure does not determine 
the procedure coding; rather, the physician’s visualization of the disc, 

spinal cord, and neural space does.

To discuss this  
article or topic,  
go to www.aapc.com
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tent bolus, of diagnostic or therapeu-
tic substance(s) (including anesthetic, 
antispasmodic, opioid, steroid, oth-
er solution), not including neurolytic 
substances, includes contrast for local-
ization when performed, epidural or 
subarachnoid; lumbar or sacral (cau-
dal), as appropriate.
Some physicians use a catheter for 
cervical epidural injection(s) via 
the intralaminar approach at C7-
T1 due to increased risk of intravas-
cular injection with transforaminal 
epidural injections in the upper cer-
vical levels. Alternately, physicians 
may need to use a catheter via a caudal approach to access the low-
er lumbar spinal levels if the patient has spinal hardware or previous 
laminectomy surgery. In either of these scenarios, regardless of the 
number and/or levels of injections, if the catheter is removed follow-
ing the epidural injections (on the same calendar day), the compliant 
coding would be 62310 or 62311, not 62318 or 62319.
Final code choice is based on the region at which the needle or cath-
eter entered the body (e.g., lumbar). The procedures should be re-
ported only once when the substance injected spreads or the cathe-
ter tip insertion moves into another spinal region. For example, re-
port 62311 one time for injection or catheter insertion at L3-L4 with 
substance spread or catheter tip placement into the thoracic region.

Report Facet Joint  
Destruction per Joint, Not per Injection
With the deletion of 64623-64627, coding for paravertebral facet 
join destruction is now based on destruction of the sensory innerva-
tion to each facet joint, not per facet joint nerve, as in the past:
64633 Destruction	by	neurolytic	agent,	paravertebral	facet	joint	nerve(s),	

with	imaging	guidance	(fluoroscopy	or	CT);	cervical	or	thoracic,	
single	facet	joint

+64634  each	additional	facet	joint	(List	separately	in	addition	to	code	for	
primary	procedure)

64635  lumbar	or	sacral,	single	facet	joint

+64636  lumbar	or	sacral,	each	additional	facet	joint	(List	separately	in	
addition	to	code	for	primary	procedure)

Image guidance (fluoroscopy 
or CT) is now required, and 
is no longer separately billable 
with either 77003 Fluoroscop-
ic guidance and localization of 
needle or catheter tip for spine or 
paraspinous diagnostic or thera-
peutic injection procedures (epi-
dural or subarachnoid) or 77012 
Computed tomography guidance 
for needle placement (eg, biop-
sy, aspiration, injection, localiza-
tion device), radiological super-
vision and interpretation. Facet 
joint nerve destruction contin-
ues to be considered a unilater-

al procedure; you may append modifier 50 for bilateral facet joint 
nerve destruction. 
For example, to describe radiofrequency ablation of the C3, C4, and 
C5 medial branches, you would report 64633, 64634 because the 
sensory innervation to two facet joint levels, C3-C4 and C4-C5, was 
neurolysed. For bilateral L3-L4, L4-L5, and L5-S1 facet joint neurol-
ysis (i.e., L2, L3, and L4 medial branches and L5 dorsal ramus), cor-
rect coding would be 64635-50, 64636-50 x 2 units of service (or, de-
pending on your payer, 64635-LT Left side, 64635-RT and 64636-
LT x 2, 64636-RT x 2).
Note: Continue to report pulsed radiofrequency ablation (which is 
not considered a method of destruction) using an unlisted procedure 
code (64999 Unlisted procedure, nervous system).
Next month, we’ll discuss revised combination codes for pump refill 
and programming, coding methodology changes for “simple” versus 
“complex” neurostimulator programming, and related concerns.  

Marvel J. Hammer, RN, CPC, CCS-P, PCS, ACS-PM, CHCO, is owner of MJH 
Consulting in Denver, Colo.

G.J. Verhovshek, MA, CPC, is managing editor at AAPC.

Image guidance (fluoroscopy or CT) is now required, 

and is no longer separately billable …
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By Barbara Cataletto, MBA, CPC

Spine Reimbursement  
Sees a Major Impact
2012’s bundling of procedures and assigning of  
“experimental” T codes can hamper provider reimbursement. 

Changes to CPT® 2012 spinal codes and coding guide-
lines have an important impact on reimbursement, 
new technologies, and the advancement of patient 

care. Let’s review the changes you’ll need to know to prop-
erly document and code these surgical cases.

63030 Not for Minimally  
Invasive Lumbar Decompressions
Compared to 2011, you’ll notice a discreet difference in the 
coding requirements for decompressions of the spine. Dis-
cectomy, hemilaminectomy, and interspace decompres-
sion now require greater detail about the surgical approach.
For example, 63030 Laminotomy (hemilaminectomy), with 
decompression of nerve root(s), including partial facetectomy, 
foraminotomy and/or excision of herniated intervertebral disc; 
1 interspace, lumbar now describes an “open” procedure 
only (as does 63020 Laminotomy (hemilaminectomy), with 
decompression of nerve root(s), including partial facetectomy, 
foraminotomy and/or excision of herniated intervertebral disc; 
1 interspace, cervical). You may no longer report 63030 for 
minimally invasive (i.e., endoscopically assisted) lumbar 
procedures, as in previous years. Instead, 62287 and 0275T 
now cover percutaneous and endoscopic approaches: 
62287 Decompression	procedure,	 percutaneous,	 of	 nucleus	

pulposus	of	intervertebral	disc,	any	method	utilizing	nee-
dle	based	technique	to	remove	disc	material	under	fluo-
roscopic	imaging	or	other	form	of	indirect	visualization,	
with	the	use	of	an	endoscope,	with	discography	and/
or	epidural	injection(s)	at	the	treated	level(s),	when	per-
formed,	single	or	multiple	levels,	lumbar	

0275T Percutaneous	 laminotomy/laminectomy	 (intralaminar	
approach)	for	decompression	of	neural	elements,	(with	
or	without	ligamentous	resection,	discectomy,	facetecto-
my	and/or	foraminotomy)	any	method	under	indirect	im-
age	guidance	(eg,	fluoroscopic,	CT),	with	or	without	the	
use	of	an	endoscope,	single	or	multiple	levels,	unilateral	
or	bilateral;	lumbar

Note that 62287 and 0275T bundle (include) many relat-
ed procedures, such as fluoroscopy, imaging, discogram, 
etc. The bundled services may not be coded separately. The 
codes also describe procedures performed at either single or 
multiple levels; 0275T further describes either unilateral or 
bilateral procedures.
When selecting among 63030, 62287, and 0275T, you must 
review documentation language carefully to differentiate 
the approach and find the specific terminology necessary 
to support the chosen code. Look for terms such as “percu-
taneous,” “cannula,” “fluoroscopy,” “tubular,” “intralami-
nar,” “port incision,” and “endoscopic” to identify decom-
pression by minimally invasive technique as described by 
0275T and 62287. Further clarification is required to deter-
mine a needle-based approach (62287) versus a non-needle-
based approach (0275T). The language here is very specific.

Minimally Invasive Fusion  
Now a Category III Procedure
Descriptors for 22610 Arthrodesis, posterior or posterolater-
al technique, single level; thoracic (with lateral transverse tech-
nique, when performed) and 22612 Arthrodesis, posterior or 
posterolateral technique, single level; lumbar (with lateral 
transverse technique, when performed) have been revised (re-
moving “without”) for 2012 to require that fusion include 
a transverse technique. This is another critical change. To 
report a minimally invasive approach, the coder must now 
look to Category III codes:
0220T Placement	of	a	posterior	intrafacet	implant(s),	unilater-

al	or	bilateral,	including	imaging	and	placement	of	bone	
graft(s)	or	synthetic	device(s),	single	level;	thoracic

0221T  lumbar

Takeaways:

• Changes to spinal coding in CPT® 2012 will have an impact on 
coding and reimbursement, and they reflect advancements in 
technique.

• Minimally invasive fusion is a T code, making reimbursement 
more difficult.

• Resubmissions and additional documentation may be necessary 
to have many spinal codes reimbursed. 
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+0222T  each	additional	vertebral	segment	(List	separately	in	
addition	to	code	for	primary	procedure)

As evidenced by the code descriptors, 0220T-0222T in-
clude fusion as well as instrumentation, grafting, etc. Pri-
or to this year, these procedures have been coded separate-
ly in addition to 22610 and 22612; in 2012, the new codes 
cover everything. 

Understand the T code Challenge
Category III CPT® codes, also called temporary codes or T 
codes, represent emerging medical technologies that have 
not yet been approved by the U.S. Food and Drug Admin-
istration (FDA). Unfortunately, payers often don’t acknowl-
edge T codes as a viable code set, claiming that the proce-
dures are experimental and not covered. To make matters 
worse, T codes are not assigned relative value units (RVUs). 
The lack of RVUs is significant because it signals to payers 
that a procedure or service is experimental, unconvention-
al, and/or an unacceptable medical treatment. This could 
mean that effective procedures and services assigned T code 
status never “catch on,” due to a lack of reimbursement.
As an example, there are difficulties using T codes for pre-
authorization, submission, and payment for services go-
ing back to the development and implementation of artifi-
cial spinal disc surgery. The artificial disc coding and reim-
bursement example amply illustrates how T code status has 
nearly destroyed the artificial disc procedure as an adjunct 
procedure to the spine surgeons’ repertoire. 
In 2005, practices using unspecified procedure codes to re-
port artificial disc procedures began using new Category III 
codes 0090T-0092T (total disc arthroplasty). Payers began 
treating these procedures as experimental. Years later, even 
now that CPT® directs coders to use 22856 (cervical) and 
22857 (lumbar) to report artificial discs, many payers refuse 
to yield and pay for the procedures—for the most part due 
to past medical determinations.
In reviewing the 2012 CPT® changes, we see that several es-
tablished spinal procedures have now been transferred to 
T codes. As mentioned, these include endoscopic discec-
tomy (lumbar, 0275T; as well as 0274T Percutaneous lami-
notomy/laminectomy (intralaminar approach) for decompres-
sion of neural elements, (with or without ligamentous resection, 
discectomy, facetectomy and/or foraminotomy) any method un-

der indirect image guidance (eg, fluoro-
scopic, CT), with or without the use of 
an endoscope, single or multiple 
levels, unilateral or bilater-
al; cervical or thoracic) and 
facet fusion (thoracic and 
lumber, 0220T-0222T; as 
well as 0219T Placement 
of a posterior intrafacet 
implant(s), unilateral or 
bilateral, including im-
aging and placement of 
bone graft(s) or synthetic 
device(s), single level; cer-
vical). Both endoscop-
ic discectomy and fac-
et fusion are widely ac-
cepted surgical proce-
dures, with a signifi-
cant history of success 
within the spine com-
munity. Surgeons per-
forming these mini-
mally invasive proce-
dures (and facilities offering 
them) will likely feel a significant 
economic crunch with the shift from 
the traditional CPT® Category I code 
submission to T code submission.
Some payers understand the difficulties posed by T codes 
and have responded by providing coverage and reimburse-
ment advisories on their websites, or may engage in “pre-
surgical” discussions regarding coverage and reimburse-
ment. Whenever there’s doubt, it’s best to be proactive and 
communicate directly with your payer representatives. 
Proactive and cooperative communications will reduce 
post-surgical denials. Physicians will play a key role in ed-
ucating and encouraging carriers to approve procedures if 
they can communicate effectively about the medical bene-
fits to the patient. 

Surgeons performing these minimally invasive procedures (and facilities of-
fering them) will likely feel a significant economic crunch with the shift from 

the traditional CPT® Category I code submission to T code submission.
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Don’t Give Up Reimbursement without a Fight
Practices and facilities will be required in 2012 to reauthorize any 
previously authorized procedures that are now reported with a T 
code. Practices that do not confirm authorization may find them-
selves—as they have in the past with the artificial disc procedures—
receiving denials for what are suddenly considered to be experimen-
tal or noncovered procedures.
Setting the standard for reimbursement if preauthorization is grant-
ed is a secondary challenge. Even with preauthorization and prov-
en reimbursement history for endoscopic discectomy and minimal-
ly invasive facet fusion, the practice or facility will face challenges. T 
codes generally result in an immediate denial, regardless of approv-
al status, and require in-depth appeals and audits on a regular basis. 
The ability to navigate these challenges requires continued commu-
nication via the appeals process. Practices will be forced to provide 
supportive documentation of the preauthorization, previous pay-
ment history for similar procedures, and a “stick to it” attitude to-
ward an acceptable reimbursement solution. 
One of the best defenses is a great offense. When dealing with T 
codes, pursue payer authorization in writing, inclusive of the CPT® 
codes and the patient’s diagnosis and name, specific to the individ-
ual case. This basic document is often considered unnecessary un-
til the denial is received, and getting it up front will save a great deal 
of effort. 

Fortunately, in the case of endoscopic discectomy and/or minimal-
ly invasive facet fusion, a practice or facility may look to historic pay-
ments from codes 63030, 22610, and 22612 to support the reim-
bursement levels they expect for the T codes that now apply. Review 
practice reporting to identify payment trends (both highs and lows) 
to develop an acceptable fee range for these procedures in your geo-
graphic area. This will be helpful in formulating and supporting re-
imbursement appeals. 
Industry is not likely to embrace technologies if surgeons, unsure of 
reimbursement, are hesitant to perform new procedures. This may 
hurt patients the most. Developing technologies should involve open 
discussions about medical necessity, CPT® applications, and reim-
bursement issues during the research and development phase to re-
duce the possibility of undesirable or unacceptable coding and re-
imbursement results. Sharing in new developments requires com-
mitments from industry, physicians, patients, and insurers if we are 
to continue the process of improved medical treatments and medi-
cal successes. 

Barbara Cataletto, MBA, CPC, is CEO of Business Dynamics LLC and the 
founder and CEO of CaseCoder™.
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Quick Tip

Learn New ICD-9-CM Language for 317-319
Significant changes to the descriptors for code range 317-319 in 2012 
ICD-9-CM reflect new definitions of mental retardation.

317 Mild	mental	retardation	Intellectual	disabilities

318 Other	specified	mental	retardation	intellectual	disabilities	

318.0 Moderate	mental	retardation	intellectual	disabilities	

318.1 Severe	mental	retardation	intellectual	disabilities	

318.2 Profound	mental	retardation	intellectual	disabilities	

319 Unspecified	mental	retardation	intellectual	disabilities

To understand why it was necessary to discard “mental retardation” and 
use instead “intellectual disabilities,” we must first understand the mean-
ing of the terms.

Mental retardation (MR) is a generalized disorder characterized by 
significantly impaired cognitive functioning and deficits in two or more 
adaptive behaviors appearing before adulthood. It has historically been 
defined as an intelligence quotient (IQ) score under 70, but the defini-
tion now includes both a component relating to mental functioning and 
one relating to individuals’ functional skills in their environment. IQ is no 
longer the only factor.

Intellectual disability is a broad concept encompassing various intel-
lectual deficits, including MR too mild to properly qualify as MR, various 
specific conditions (such as a specific learning disability), and problems 
acquired later in life through acquired brain injuries or neurodegenerative 

diseases such as dementia. Intellectual disabilities may appear at any age.

Although the clinical term mental retardation is a subtype of intellectual 
disability, the latter is now preferred in most English-speaking countries. 
“Intellectual disability” has begun to replace “mental retardation” in 
United States’ official documents following the passage of “Rosa’s Law” 
in 2010.

The ICD-10-CM (draft) retains the term “mental retardation” in the follow-
ing codes:

Mental retardation (F70-F79)

F70 Mild	mental	retardation	

F71 Moderate	mental	retardation	

F72 Severe	mental	retardation	

F73 Profound	mental	retardation	

F78 Other	mental	retardation	

F79 Unspecified	mental	retardation

Rahul Srivastava, MD, CPC, has worked in the health care industry for more 
than 10 years, and works for ICD-10 Transition Solution. He belongs to the Inter-
national Member AAPC chapter. Dr. Srivastava can be reached at:  
dr.rahul.srivastava@hotmail.com.

By Rahul Srivastava, MD, CPC

A&P Quiz

Think You Know A&P? Let’s See …
Having thorough knowledge of anatomy and pathophysiology (A&P) will be crucial when coding 
diagnoses with ICD-10 because of the expanded clinical detail it demands. ICD-10-CM classifies 
migraines to the type, such as hemiplegic, chronic, persistent, ophthalmoplegic, menstrual, 
abdominal, etc. To appropriately code migraines in ICD-10, you need to understand the type as 
well as complications that are inherent to migraines.

Test yourself to find out where your A&P skills rank:

Menstrual migraines are primarily caused by:
A. Children

B. Three months of headaches

C. Extreme pain

D. Estrogen

The answer is on one of the pages in this issue.

Rhonda Buckholtz, CPC, CPMA, CPCI, is vice president of ICD-10 Training and Education at AAPC.

By Rhonda Buckholtz, CPC, CPMA, CPC-I
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Seek Specialty Opportunities 
and Overcome Their Challenges

The benefits of taking on a 
new specialty are worth the 
initial extra legwork.

The trend toward comprehensive patient care will create a demand 
for many new multi-specialty practices. As practices expand, the 
need for specialty coders will, too. But these jobs won’t come without 
challenges. Even experienced coders can become overwhelmed when 
learning a new medical specialty, with all the unfamiliar procedures, 
terminology, and payer guidelines. With a fair amount of organized 
and careful front-end prep work, coders can overcome the obstacles 
of learning a new specialty and reap the rewards. 

Review the Data and Do Your Homework
If your new medical specialist has recently worked in another prac-
tice setting or facility, you may be able to get a list of his or her cod-
ing activity over the past year. When a provider joins a new group, 
the accounting department usually has access to this historical data 
to determine the return on investment (ROI) they can expect based 
on past performance. This list can provide you with insight as to the 
kind of work your specialist will do at your site. 
If possible, sort the list of CPT® codes from the most- to least-com-
monly performed procedures. This will give you an idea of the scope 
of the new provider’s practice, and where you’ll need to focus your 
efforts in terms of learning new coding guidelines. You should also 
review the list against the most up-to-date version of CPT® to make 
sure the codes are still current. Keep in mind, however, that any 
previous coding and billing should be viewed as “suspect.” That is 
not to say you should assume the provider was billing incorrectly or 
fraudulently; rather, only use this historical data as a guideline. Af-
ter careful review, move forward. This will help to ensure your own 
correct coding. 
It’s unlikely that diagnosis coding will be included in the financial 
data because physician coding and billing is not reimbursed based 
on diagnosis. It’s a good idea, however, to research the conditions and 

Takeaways:

• Expand yourself and your career by moving into a new specialty.
• Work with your physician to learn about the specialty.
• Educate yourself on all things coding regarding the specialty.
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illnesses for the procedures you’ve identified and to learn about the 
related anatomy, pathophysiology, and typical treatment plans. Fa-
miliarizing yourself with common courses of treatment will enable 
you to recognize when your provider has gone over and above what 
is expected. If you come across unfamiliar terminology or concepts, 
look them up. This is an excellent way to learn about your new spe-
cialty or to refresh your memory. 

Meet with Your Doctor
To better familiarize yourself with your new specialty, secure a time 
to meet with your new provider to learn about the types of services 
she provides. Ask if there are any videos or books you could review 
that would give you a visual perspective of her work. Alternatively, 
there are a fair amount of surgical procedures available on YouTube. 
Or, you can Google any of the procedures you are unfamiliar with.
To prevent billing errors, ask your provider what procedures she will 
perform in the office verses in an outpatient surgery or inpatient op-
erating room setting. 
If part of your responsibility is charge capture, you can also use this 
meeting to decide which services belong on an office fee ticket, and 
which services might need to be on billing cards or order sheets for 
work done in the facility setting. If your provider will be using an 
electronic health record to document her work, you can offer your 
expertise as a coder to become a part of the template development 
team by offering advice on documentation guidelines. 
After you’ve gotten a pretty solid idea of your provider’s scope of 
practice and the procedures you can expect to see, start doing com-
pliance research to support your correct coding. Access the Centers 
for Medicare & Medicaid Services (CMS) Physician Fee Schedule 
(PFS) (www.cms.gov/apps/physician-fee-schedule/license-agreement.aspx) to 
determine if any of the identified procedures or diagnostics will re-

quire you to bill globally or with modifier 26 Professional component. 
This is also where you can determine whether an assistant surgeon 
is allowed, what the global days are, and what the associated relative 
value units (RVUs) are.
Note: For more information about the Medicare Physician Fee 
Schedule (MPFS) database, see “Use the PFS RVF to Expand Your 
Coding Knowledge,” April 2011 Coding Edge, pages 42-44.

Know Specialty-specific Code Guidelines
To make sure you’ll recognize which codes cannot be bundled, run 
commonly-used codes through the National Correct Coding Initia-
tive (NCCI) edits, and take the time to revisit the modifier lists and 
definitions to determine if any modifier use would be required in 
certain circumstances. You’ll want to make sure your chargemaster 
reports the appropriate fees associated with those modifiers that af-
fect reimbursement, so you aren’t under- or overcharging. 
If any unlisted codes show up as part of your new provider’s scope of 
practice, you will have to investigate the most appropriate compa-
rable listed code. You should also review HCPCS Level II and Cat-
egory III codes to make sure none of these are being overlooked re-
garding your new provider’s billable services, equipment, or new 
technology.
Visit the websites of both CMS and your local carrier to identify any 
national and local coverage determinations (LCD) related to the 
list of CPT® codes you’ve identified. It can be helpful to gather all of 
this information into either a notebook or on your desktop as a vir-
tual procedures manual for later reference. Just remember to update 
it every year. 

It’s a good idea … to learn about the related anatomy, 

pathophysiology, and typical treatment plans.
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Expand Your References
Medicare isn’t your only payer, of course, so visit all of your pay-
er websites or contact your provider representatives to learn if 
they have any specific coverage determinations based on your 
list of identified CPT® codes. Depending on your new special-
ty, some procedures or surgeries may be considered experimen-
tal, cosmetic, or non-covered, or require payer-specific modi-
fiers or other billing guidelines. 
Professional associations your providers are affiliated with 
are useful resources for finding this specialty-specific infor-

mation. For example, American College of Obstetricians and Gyne-
cologists (ACOG), Society of Thoracic Surgeons (STA), and Amer-
ican Association of Orthopedic Surgeons (AAOS) all have websites 
with valuable information for practice management and coding. 
Often, these resources provide specialty-specific coding and billing 
workshops, newsletters, or coding services that can help you navi-
gate the ins and outs of your new specialty.
AAPC is also a significant resource for specialty coders. By logging 
onto the member forum (www.aapc.com/memberarea/forums/), you can 

pose questions or search for previously asked questions in a num-

ber of specialty areas, with answers usually provided by senior cod-
ers who routinely provide links to regulatory guidance. Most im-
portantly, you can obtain additional training and specialty certifi-
cation through AAPC’s conferences, workshops, and specialty cer-
tification examinations. 
Networking through your local AAPC chapter can help introduce 
you to coders who may have experience in your new specialty. You 
can also arrange to be on the mailing lists of neighboring local chap-
ters, so if they are holding a meeting regarding your specific special-
ty, you can attend, learn, and network. 
Learning a new coding specialty can be a fun and interesting chal-
lenge if you’re motivated and apply a systematic and careful approach 
to setting up your coding and billing protocols. You can also use this 
approach to prepare for a job interview in a new and exciting special-
ty. Take advantage of available resources to add value to your current 
employer and add experience to your resume. 

Pam Brooks, CPC, is the physician services coding supervisor at Wentworth-
Douglass Hospital in Dover, N.H. She holds a Bachelor of Science degree in Adult 
Education and Workplace Training from Granite State College, and is working on 
her master’s in Health Administration at St. Joseph’s College of Maine. She is a 
past secretary of the Seacoast-Dover N.H. AAPC local chapter.
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Surgical Preps:
When Do You Code Them?
From A to Xenograph, specific language in the operative 
report should support the use of surgical prep codes.

CPT® 2012 adds new instruction and definitions for surgical prep-
aration of skin graft recipient sites (15002-15005). The area over 
which a skin graft/replacement is laid must be free of infection or 
disease. If it is necessary to cleanse the site, surgical preparation may 
be reported in addition to skin replacement/skin substitute surgery 
(15100-15278).
Note: For more information on skin replacement and skin substitute 
procedures, see Terri Brame’s, MBA, CPC, CGSC, CPC-H, CPC-
I, CHC, article, “Grasp New Coding Details of Skin Replacement 
Surgery,” in the March 2012 Coding Edge, pages 28-31.

Know Where, How Much, Skin Is Prepared
Specific language must appear in the operative re-
port to support surgical prep codes. A statement 

such as, “I prepped and draped the site” is inade-
quate because prepping and draping are routine 

with any surgical procedure. Rather, the docu-
mentation must specify how the preparation 
was accomplished prior to performing skin 

replacement/substitute surgery. For exam-
ple: “The infection of the wound was so 
profound that it required extensive cut-
ting and cleansing through to deep 

layers of subcutaneous tissue.”
When supported by documenta-

tion, site prep codes are assigned 
according to the anatomic area 
and total body surface area in-

volved:
15002 Surgical	 preparation	

or	 creation	 of	 recipient	 site	
by	excision	of	open	wounds,	

burn	 eschar,	 or	 scar	 (in-
cluding	 subcutane-

ous	tissues),	or	incisional	release	of	scar	contracture,	trunk,	arms,	
legs;	first	100	sq	cm	or	1%	of	body	area	of	infants	and	children

+15003   each	additional	100	sq	cm,	or	part	thereof,	or	each	additional	
1%	of	body	area	of	infants	and	children	(List	separately	in	addi-
tion	to	code	for	primary	procedure)

15004 Surgical	preparation	or	creation	of	recipient	site	by	excision	of	open	
wounds,	burn	eschar,	or	scar	(including	subcutaneous	tissues),	or	
incisional	release	of	scar	contracture,	face,	scalp,	eyelids,	mouth,	
neck,	ears,	orbits,	genitalia,	hands,	feet	and/or	multiple	digits;	first	
100	sq	cm	or	1%	of	body	area	of	infants	and	children

+15005  each	additional	100	sq	cm,	or	part	thereof,	or	each	additional	
1%	of	body	area	of	infants	and	children	(List	separately	in	addi-
tion	to	code	for	primary	procedure)

For preparation of wounds on the trunk, arms, and/or legs, report 
15002 for the first 100 sq cm of site prep. For additional prepara-
tion (beyond 100 sq cm) in the same anatomic areas, report add-
on 15003. Because 15003 is an add-on code, report it only in addi-
tion to 15002.
Likewise, for preparation of wounds of the face, scalp, eyelids, 
mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple dig-
its, report 15004 for the first 100 sq cm of site prep. For additional 
preparation (beyond 100 sq cm) in the same anatomic areas, report 
add-on 15005—again, only in addition to 15004.
Surgical preparation may be reported only once per wound. If the 
wound is prepared, but not grafted (for instance, grafting won’t oc-
cur until the next day), minimal preparation of the wound bed is in-
cluded in the graft code, as is removing a previous graft.
Because site prep usually will accompany skin replacement surgery 
(15100-15278), modifier 51 Multiple procedures may be added to site 
prep codes 15002 or 15004 (for payers that require this modifier). 
Do not apply modifier 51 to 15003 or 15005; as add-on codes, they 
are “multiple procedure exempt.”
For example, a 2-year-old girl developed tinea nigra over her face, in-
cluding her scalp, cheeks, mouth, and neck. The dermatomycosis 
caused severe contamination and some necrotization that encom-
passed 4 percent of her body surface. The surgeon thoroughly de-
brided the infected area before placing acellular dermal allograft over 
it. Proper coding is:

Takeaways:

• Be prepared to fully document skin graft site prep.
• Know how much and where.
• Don’t confuse site prep and wound management. 
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• 15277 Application of skin substitute graft to face, scalp, eyelids, 
mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple 
digits, total wound surface area greater than or equal to 100 sq 
cm; first 100 sq cm wound surface area, or 1% of body area of 
infants and children, for the first 1 percent of body area treated 
with allograft (human donor skin substitute).

• +15278 Application of skin substitute graft to face, scalp, eyelids, 
mouth, neck, ears, orbits, genitalia, hands, feet, and/or multiple 
digits, total wound surface area greater than or equal to 100 
sq cm; each additional 100 sq cm wound surface area, or part 
thereof, or each additional 1% of body area of infants and 
children, or part thereof (List separately in addition to code for 
primary procedure) x 3 units, to describe placement of allograft 
on the additional 3 percent of body area.

• 15004 to describe surgical prep of the first 1 percent of body 
area (modifier 51 may be appended for those payers that 
require it).

• 15005 x 3 units, to report preparation of the additional 3 
percent of body surface area.

Modifier 51 is not appended to 15278, 15777, or 15005 because these 
are add-on codes. The ICD-9-CM code for Tinea nigra is 111.1.
In a second example, a 47-year-old man suffered seven burns to his 
chest following an industrial accident six months ago. He now pres-
ents with infected and very painful scar tissue from three of the 
(third-degree) burns to the chest wall. Three full-thickness skin 
grafts are performed, taken from the right hip, including closure of 
the hip sites, as follows: 
- Right sternal area, 6 x 4 sq cm 
- Right sternal area, 9 x 6 sq cm
- Left sternal area, 8 x 5 sq cm
The surgeon discovered extensive eschar in each of these areas, which 
required extensive debridement. Proper coding is:

• 15200 Full thickness graft, free, including direct closure of donor 
site, trunk; 20 sq cm or less for the first 20 sq cm of the trunk 
treated with full thickness graft. The total area grafted in this 
case is 118 sq cm. 

• 15201 Full thickness graft, free, including direct closure of donor 

site, trunk; each additional 
20 sq cm, or part thereof (List 
separately in addition to code 
for primary procedure) x 5 units 
to report the additional 98 sq cm 
(beyond the initial 20 sq cm) 
of the trunk treated with full 
thickness grafts.

• 15002 for the first 100 sq 
cm of site prep.

• 15003 for the 
additional 18 sq cm 
of site prep.

For a diagnosis, you 
are not cod-
ing burns, but 
rather a late ef-
fect of burns. Report residual effect of the scar (709.2 Scar conditions 
and fibrosis of skin), followed by the late effect of a burn classified to 
category 942 (906.8 Late effect of burns of other specified sites). 

Distinguish Site Prep from Wound Management
Codes 15002-15005 apply specifically to describe the work of “pre-
paring a clean and viable wound surface for placement of an auto-
graft, flap, skin substitute graft or for negative pressure wound thera-
py,” according to CPT® guidelines. Surgical prep codes would not be 
reported for removal of nonviable tissue or debris in a chronic wound 
when it is left to heal by secondary intention. When a wound re-
quires serial debridement, report active wound management (97597-
97598) or debridement (11042-11047). If a wound requires negative 
pressure wound therapy, 15002-15005 are applicable in addition to 
97605-97606.
For instance, a 51-year-old woman presents for sharp debridement of 
a non-healing open wound to her arm. The wound resulted from an 
automobile collision three weeks ago, in which the patient was a pas-
senger. Cleaning of the wound reveals remaining glass shards going 
down to tendon. Total area involved is 38 sq cm.
Because the non-healing wound is treated with debridement classi-
fied under Active Wound Care Management, report 97597 Debride-

A statement such as, “I prepped and draped the 
site” is inadequate because prepping and draping 

are routine with any surgical procedure.

To discuss this  
article or topic,  
go to www.aapc.com
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ment (eg, high pressure waterjet with/without suction, sharp selective de-
bridement with scissors, scalpel and forceps), open wound, (eg, fibrin, 
devitalized epidermis and/or dermis, exudate, debris, biofilm), includ-
ing topical application(s), wound assessment, use of a whirlpool, when 
performed and instruction(s) for ongoing care, per session, total wound(s) 
surface area; first 20 sq cm or less for the first 20 sq cm and 97598 De-
bridement (eg, high pressure waterjet with/without suction, sharp selec-
tive debridement with scissors, scalpel and forceps), open wound, (eg, fi-
brin, devitalized epidermis and/or dermis, exudate, debris, biofilm), 
including topical application(s), wound assessment, use of a whirlpool, 
when performed and instruction(s) for ongoing care, per session, total 
wound(s) surface area; each additional 20 sq cm, or part thereof (List 
separately in addition to code for primary procedure) for the remaining 
18 sq cm. Don’t code 15002 because the patient’s wound is healing 
by secondary intention; that is, other than the debridement, no ad-
ditional effort on the part of the dermatologist is required. 
As a diagnosis, codes 884.2 Multiple and unspecified open wound of 
upper limb, with tendon involvement and E813.1 Motor vehicle traf-
fic accident involving collision with other vehicle injuring passenger in 
motor vehicle other than motorcycle, respectively, describe an open 
wound of an arm with tendon involvement sustained in a motor ve-
hicle accident (MVA) involving a collision with another vehicle in 
which the patient was a passenger.
In another example, a 67-year-old man presents for vacuum-assisted 
drainage during a dressing change following a 74 sq cm split-thick-
ness skin graft to his left hip. The wound has been healing well and 
cleanly.
Wound vacuum management comes under the heading of Ac-
tive Wound Care Management; Negative Pressure Wound Thera-
py. Code 97606 Negative pressure wound therapy (eg, vacuum assist-
ed drainage collection), including topical application(s), wound assess-
ment, and instruction(s) for ongoing care, per session; total wound(s) 
surface area greater than or equal to 50 square centimeters represents 
this procedure. You would not code 15120 Split-thickness autograft, 
face, scalp, eyelids, mouth, neck, ears, orbits, genitalia, hands, feet, and/
or multiple digits; first 100 sq cm or less, or 1% of body area of infants 
and children (except 15050) because this was reported from a prior 
encounter; however, you would report 15002 because the patient’s 
wound is healing by the primary intention of the wound vac. Be-
cause the patient is not being treated for any condition at this time, 
only V58.31 Encounter for change or removal of surgical wound dress-
ing is reported for the dressing change.  

Kenneth Camilleis, CPC, CPC-I, CMRS, is a medical coding and billing spe-
cialist whose present focus is coding education. Mr. Camilleis is a full-time Pro-
fessional Medical Coding Curriculum (PMCC) instructor and part-time education-
al consultant. He is the member development officer and is on the ICD-10 Adviso-
ry Committee for his local chapter.

Terminology: 
Skin Replacement Surgery, Skin 
Substitutes, Flaps, and Grafts
Acellular dermal matrix (ADM) - a mesh of human donor allograft 
for enhanced soft tissue support. ADM is commonly used for female 
breast procedures, but in recent years has been applied to other 
integumentary structures

Allograft - a graft of skin from a human or cadaver donor

Autograft - a graft of skin taken from the patient’s own body

Autologous - from the patient’s own body

Delay of flap - the use of a mechanism to incise and undermine a 
flap, but not yet free it, making sure that the small blood supply is 
adequate for flap survival during neurovascularization 

Donor site - the anatomic site from which healthy skin is taken

Free skin graft - segments of skin that are completely freed from the 
donor site before being overlaid on the recipient site

Full-thickness skin graft - grafts involving two complete layers of skin 
(all of the epidermis and dermis). This thicker graft minimizes skin 
contraction and provides increased resistance to trauma and less 
deformation.

Fusiform incision - a method for removal of subcutaneous lesions with 
incisions at about a 30-degree angle at both edges

H-plasty - a technique involving placement of skin flaps in which two 
single pedicle advancement flaps opposite each other form a pattern 
in the shape of the letter H when closed

Island pedicle flap - a pedicle flap consisting of skin and subcutane-
ous tissue with a pedicle composed of only nutrient vessels (arteries 
and veins)

M-plasty - a plastic surgery technique for suturing a fusiform incision 

Neurovascular pedicle flap - a pedicle flap consisting of skin and 
subcutaneous tissue with a pedicle composed of nerves, as well as 
arteries and veins

Pedicle - the edge or end of a flap that remains attached to the donor 
site

Pinch graft - a graft of skin performed by a small split-thickness repair

Recipient site - the site on the body to which a healthy skin graft or 
flap is transferred

Split-thickness skin graft - grafts that involve two layers of skin; 
the full epidermis and part of the dermis, and some subcutaneous/
fatty tissue, stapled or sewn into place and overlaid with compres-
sion dressings firmly wrapped with elastic bandages to provide firm 
contact

Tube flap - a bipedicle flap made by elevating a long strip of tissue 
from its bed except at the extremities, the cut edges subsequently 
sutured together to form a tube

Undermining - use of a surgical instrument to separate skin and 
mucosa from its underlying tissue, so it can be stretched or moved to 
overlay a defect 

Xenograft - application of a graft of non-human skin or biologic dress-
ing to a defect caused by a traumatic injury, burn, soft tissue infec-
tion/necrosis, or surgical wound
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By Brandi Tadlock, CPC, CPC-P, CPMA, CPCO

Finding a Job  
When You’re Newly Certified
It isn’t easy getting your 
foot in the door, but putting 
yourself in someone else’s 
shoes will help.

Although the economy is maintaining a pulse again and the employ-
ment rate of certified coders is at an all-time high, landing that first 
coding job remains a challenge for many newly-certified coders. 
Some fledgling coders have been in health care for awhile, perform-
ing duties such as checking in patients, assisting providers from a 
payer’s call center, or calling on claim denials from a billing office. 
For them, getting the Certified Professional Coder (CPC®) creden-
tial was the next logical step in their career; and, the benefits of be-
ing certified quickly outweigh the investments of both their time 
and money. 
The same can’t always be said for Certified Professional Coder-Ap-
prentices (CPC-As®) who are only just entering the medical field. 
Students may spend thousands of dollars preparing for the CPC 
exam with the unrealistic expectation that certification will guar-
antee them a job as a coder. This misconception is often the result of 
false advertising made by disreputable schools. 
The reality is that certification does not guarantee employment. It 
may get your foot in the door and put you in the running, but cross-
ing the finish line is up to you. Are you up for the challenge? To 
help get you started on the right track, I’ve compiled some of things 
I’ve learned through personal experience and from tips I’ve read on 
AAPC’s online forums and career blogs. 

Know “Coding” and “Billing” Differences
Coding and billing are terms often used interchangeably, but they are 
actually two different job descriptions. Know which one you’re ap-
plying for before you apply.
Billing, sometimes known as charge entry, is relatively simple and 
often requires little to no experience to do correctly. Someone else 
picks the codes and your job is to correctly enter the data into the 
computer with the appropriate diagnosis code(s) and modifier(s) at-
tached. The majority of medical biller positions available are consid-
ered entry level.
Coding is more complex and requires significant training to qual-
ify for employment. Coders either assign codes to provided servic-
es themselves or verify the accuracy of the provider’s code selection 
through medical record documentation review. A thorough knowl-
edge of anatomy and pathophysiology, medical terminology, payer 
protocol, and coding guidelines is necessary to do this job. 

Know What Is Expected of You
A common complaint is that clinics and hospitals require profession-

Takeaways:

• Understand and apply for the job for which you’re best qualified.
• Be willing to start from the ground up.
• Act professional, pleasant, and confident when you are 

interviewing; act like you have the job.
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al certification as well as two or more years (on average) of coding ex-
perience before the applicant is eligible for hire. 
Even if you attended the most comprehensive training program 
available, the “A” in the CPC-A credential still stands for “appren-
tice,” which is just another word for student. You’re still in the ear-
ly learning phase. You’ve completed the basics, but you’re still green. 
Health care is a heavily regulated industry and physicians today are 
faced with an unprecedented level of scrutiny regarding their code 
selection. Mistakes can be costly and could even place physicians at 
risk for false claims allegations. Using certified coders is cost effec-
tive for physicians since they’re less likely to make simple errors and 
more likely to capture all billable services in the medical record. But 
doctors want to make sure coders have experience that can only be 
gained through real-world coding of medical records—not through 
multiple-choice answers. 
The obvious catch-22 is: It’s difficult to get experience when no one 
will give you a job. Here’s what you can do:

• Look to your local chapter to find a mentor or a place 
to intern. Internships are generally unpaid positions, but 
invaluable with respect to the hands-on experience you’ll 
gain. Alternatively, most AAPC members will graciously offer 
you assistance, but remember that their time is valuable, too. 
Even when they don’t require compensation, be courteous, 
attentive, and don’t take their generosity for granted. 

• Learn from AAPC’s online forums. Many members with 
various experience levels use AAPC online forums to ask 
their most vexing coding questions. This provides you with 
a broad spectrum of coding dilemmas you might encounter 
in the real world. Try to answer the questions to the best 
of your knowledge. When doing this, announce your 
inexperience and intentions-this will curb any awkwardness 
if you’re wrong and spur others to check your work. Once 
you’ve subscribed to a thread, track it to see how others have 
answered after you. When you’re right, you’ll see affirmation 
from others; when you’re wrong, you’ll gain valuable insight 
from experienced coders and learn where you got off track. 

Where to Start Your Job Search
To get your foot in the door, start with places where your credential is 
relevant: If you’re a CPC-H, look at hospitals and nursing facilities, 
for example. For CPCs, outpatient facilities and clinics are a better 
fit. Either credential will serve you well on the payer side. 

Go for any position that will get you working there, regardless of how 
irrelevant to coding it may seem. Filing, checking in patients, fol-
lowing up on claims, and verifying patient benefits are all great en-
try-level positions. Tell prospective employers you want to learn as 
much as possible about the business and you aspire to be a coder. To 
gain experience, ask if you can shadow a coder in your free time. Al-
ways be as enthusiastic about the position you’re applying for as you 
would be for your dream job. Your work ethic should reflect that en-
thusiasm if you are hired.

The Devil Is in the Details
Whether you’re filling out an application or submitting a resume, at-
tention to detail is crucial. The following points may seem obvious, 
but applicants frequently neglect to employ these basic principles 
when applying for jobs:

• Handwritten 
applications 
should be 
neat and 
legible. 

• Use 
spelling and 
grammar 
check functions 
on your 
computer for 
online applications 
and resumes, but 
don’t rely solely 
on them. Always 
have someone 
else review your 
resume and 
cover letter to 
catch mistakes 
you (and your 
software) might 
have missed. 

• Be polite and 
friendly to 
every person 
(patients, 
office staff, 

Always be just as enthusiastic about any position you’re 
applying for as you would for your dream job. Your work 

ethic should reflect that enthusiasm if you are hired.
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Start your ICD-10 training with this best-seller and you’re well on 
your way to a smooth transition to the new code set. 

TO GET YOUR COPY, VISIT WWW.CODINGBOOKS.COM OR CALL 18003345724.

The training for your facility starts with you, and we’re here to 
help! Rated 4.5 out of 5 stars, the 2012 Advanced Anatomy and 
Physiology for ICD-10-CM/PCS is just one of the resources from 
Contexo Media that gives you the education, training and 
knowledge to be ready for ICD-10 implementation. 

ICD-10 requires many more details to determine the appropriate 
diagnoses and/or condition of the patient. This book will take 
you through all body systems that ICD-10 uses and give specifi c 
details about how ICD-10-CM and PCS is used to identify the 
appropriate diagnosis/condition. Features include:

•  More questions for ICD-10 coding – quiz yourself on 
chapter information on information within each body system 

• EXPANDED! PCS Chapters – More detailed information added to each of the 
PCS chapters to increase your knowledge on ICD-10-PCS 

• Detailed review of each body system – with in-depth information on cells, tissues, 
and organs that comprise each body system 

• Clarifi es the new anatomical and physiological documentation requirements – 
for code capture in ICD-10-CM and ICD-10-PCS 

• Detailed, full-page anatomy illustrations plus code-specifi c illustrations that 
have been integrated into the book – allows better interpretation of clinical notes to 
help code with more specifi city 

• Quizzes at the end of every chapter – Assists in testing your knowledge on what 
you have just learned. 

• And more!

20040 Contexo API10-12 Full Pg Ad.indd   1 2/8/12   10:30 AM
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etc.) you encounter over the phone, via email, and in person. 
They will probably share their opinions of you with others. 

• Dress professionally (in business attire) anytime you will be 
seen, even if only dropping off your application or resume. If 
you’re unsure of how to dress, err on the side of caution; it’s 
better to be over-dressed than risk appearing sloppy.

• Highlight previous work experience relevant to the position 
you’re applying for; every job teaches you skills transferrable 
to some aspect of your new position—including those in a 
shoe store or fast food restaurant. Customer service, handling 
money, and even meticulous cleaning are all job skills that 
can be useful in a medical office. Don’t be afraid to get 
creative in listing your qualifications when cataloguing your 
work experience. Some skills are universally beneficial to 
employers, regardless of their field.

After this, if you’re still hitting a dead end at every turn, take a closer 
look at the one common denominator in every unsuccessful attempt: 
the applicant. Take a moment to honestly review your own attributes 
and find areas for improvement.

Take a Good Look at Yourself
Everyone has room for improvement. It’s difficult to be completely 
objective because, quite honestly, it hurts. However, good introspec-
tion requires objectivity and useful failure-assessment requires qual-
ity introspection. See yourself through a stranger’s eyes to get an idea 
of how you are perceived by others. It may be helpful to enlist a trust-
ed friend or family member to give you constructive feedback. Then, 
take a detailed accounting of how you’ve performed in past ventures:

• From the moment you entered an office to submit your 
application or resume, what attitude would you say you 
conveyed to prospective employers and their staff? 

• Were you excited about the potential opportunity and did you 
greet everyone with a warm, friendly smile?

• Were you nervous and anxious? Maybe you tried to smile, but 
your heart wasn’t quite in it. 

• Did you go into an interview already contemplating failure?
If the last two are true, remember that everyone around you can 
sense how you truly feel. If you’re pessimistic, anxious, or if you’ve 
got a chip on your shoulder, those negative emotions will seep out of 
you in countless ways: 

• Facial expressions (even when they’re only fleeting) 

• Voice tone (inflection, volume, intonation, and emphasis on 
certain words) 

• Word choices: What you say or don’t say speaks volumes.
• Body language: This will betray you every time. How’s your 

posture? Do you maintain good eye contact? Do you fidget or 
are you calm and collected?

To make the most of your face-to-face time with prospective employ-
ers, make certain you can always answer “Yes!” to these questions:

• Do you exude confidence? If you doubt your own abilities 
others will, too.

• Are you happy? If you are satisfied with your life despite the 
bumps in the road you’ve had, this independence will reflect 
favorably on your employer.

• Are you positive and upbeat? Employers won’t consider 
hiring applicants who are negative or who might be 
detrimental to their staff ’s morale when the going gets tough. 
You’ll spoil your chances from the moment you enter the 
room if you come off as a negative person. 

Quick Tips to Land You that Job
Here are a few more tips to keep in mind whenever you meet with a 
potential employer:

• Hold your head up high and smile at everyone you see, as 
though you’ve already been given the job. Appear relaxed and 
comfortable. This is much easier to do if you act like you’ve 
already succeeded.

• Don’t dwell on past failures; it’s hard to win when you already 
feel defeated.

• Sell your best qualities to the employer. By playing up the 
knowledge and experience you DO have, you take focus away 
from the knowledge and experience you don’t have.

If at first you don’t succeed, try, try again. If you let life’s hurdles get 
the best of you, you’ll regret it. Get up, dust yourself off, and cross 
the finish line.  

Brandi Tadlock, CPC, CPC-P, CPMA, CPCO, is a member of the Lubbock Lone 
Star Coders chapter. She’s been in health care for four years, working as a cod-
ing and compliance analyst for UMC Physician Network Services (PNS), a multi-
specialty practice management corporation with over 100 providers. Mrs. Tad-
lock is helping to launch an in-house CPC certification educational program to 
train new coders in each of PNS’ 45 clinic locations. 

It may be helpful to enlist a trusted 

friend or family member to give you 

constructive feedback.
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7 Ways to Save Your Eyes

By Steve Gray, AOES, COSS

How we use our eyes has changed more in the last 20 years than it has 
in the previous 30,000 years: We have gone from using them primar-
ily for distance to spending our time looking at the computer mon-
itors, cell phones, etc., only 10-25 inches in front of us. As a profes-
sional coder, you are continuously using your eyes in all aspects of 
your work. Here are seven quick tips to keep them working for you.

7. Follow the 20/20/20 Rule
Every 20 minutes, take 20 seconds and focus on something 20 feet 
away from your monitor. This relaxes the eye muscles and keeps 
them from getting stuck in a super near-vision posture.

6. Adjust Your Computer Screen
Do you know that you can adjust the foreground and background 
color of your computer monitor? Make sure the contrast between the 
screen background and the onscreen characters is high, and that you 
can comfortably see the text and color.

5. Reduce Glare
Glare can cause eye fatigue and headaches. Be-
sides that, it is painful! If you can see your reflec-
tion in your monitor, your monitor has glare. 
Use a glare screen and tilt your monitor away 
from light sources.

4. Banish Dry Eyes
Here’s the secret: BLINK! People using comput-
ers typically blink less often, so their eyes are not 
lubricated and not being protected. 

3. Take a Break
Move away from the monitor, even if it is just for 
a few seconds. Those precious seconds can make 
a big difference.

2. Wear Eye Protection
Most of us think eye protection means those 
large goggles you wear when you go into a pro-
duction area, but these days it can mean very 
light, comfortable, and stylish eyewear that 
looks good and feels good to your eyes. Prescrip-
tion computer glasses are highly recommended. 

1. Place Your Monitor Effectively
Where you place your monitor makes a huge dif-
ference. Position your monitor approximately at 

arm’s length, directly in front and aligned with your keyboard. You 
should be able to view your entire monitor without flexing, bend-
ing, or twisting your neck. Make sure the top of the monitor is at or 
below eye level. 

Bonus Tip: Seek Professional Help
If and when you experience eyestrain or other visual discomfort or 
impairment, seek the services of a trained professional who can as-
sist with diagnostic and effective treatment to maintain your vision 
health. 

Steve Gray, AOES, COSS, of Innovative Ergonomic Solutions, Inc., has been 
practicing the science and art of ergonomics for over 18 years. He is a member of 
the management team at ERGOhealthy, an ergonomics services provider special-
izing in predicting and preventing work-related injuries and conducting remote-lo-
cation and on-site ergonomic assessments to help people resolve issues with 
their work processes and workstation environments.
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Find	your	Local	Chapter	
by	visiting:

www.aapc.com/MAYNIA



42 AAPC	Coding	Edge

AAPCCA: Local Chapters

Chapter Leadership: 

2012-2013 AAPCCA Board of Directors
AAPC is proud to announce the 2012-2013 AAPC Chapter Association’s (AAPCCA) Board of Directors—a voting board of 16 coders and 
one AAPC representative. This elected board brings strength and direction to our local chapters and to AAPC’s national office.
Two board members represent each region of the country. Here is your regional representation:

Region 1 – Northeast
Claire Bartkewicz, CPC-H
Coding Operations Supervisor, Bayshore Community Hospital
Claire Bartkewicz has worked at Bayshore Community Hospital for more than 25 years, first as a patient regis-
trar in the emergency department, and later in health information management (HIM). She attended her first 
coding class when CPT® was in its infancy, and went on to earn a CPC-H®. Claire now teaches at a local commu-
nity college, and manages the revenue cycles of inpatient and outpatient coding and reimbursement. She is co-
founder of the annual New Jersey Coding and Billing Conference. In 2011, Claire was the meeting coordinator 
for the AAPCCA Board of Directors. 
Chapter affiliation: Monmouth Ocean, N.J.
Offices held: President, president-elect, member development officer
Secretary - Susan Edwards, CPC, CEDC
Coding Specialist, Copley Hospital
Susan Edwards began her career in the health industry as a filing clerk at Florida Health Care Plans in Daytona 
Beach, Fla., moved up to medical records department manager, and cross-trained in transcription. For the past 
eight years, she’s worked as a medical coder at Copley Hospital in Morrisville, Vt., where she started in the radi-
ology department and has since transferred to the HIM coding department. In 2009, she was Region 1 - Net-
worker of the Year. Susan has written presentations on topics that teach both physicians and staff, and she also 
teaches medical terminology at a local community technical center.
Chapter affiliation: Newport, Vt.
Offices held: President, president-elect, secretary, education officer

Region 2 – Atlantic
Robin Zink, CPC
Business Office Manager, Lancaster Orthopedic Group
Robin Zink has 26 years of experience in health care, working in various capacities within the physician practice 
and hospital settings. She earned a CPC® in 2003. She helped establish the Lancaster, Pa. chapter, which now has 
more than 200 members. Robin enjoys mentoring and encouraging other coders, and is especially proud that 
her entire coding staff has received their CPC®. Her areas of expertise include revenue cycle management, cod-
ing, and regulatory compliance. 
Chapter affiliation: Lancaster, Pa.
Offices held: President, president-elect
Roxanne Thames, CPC, CEMC
Coding and Compliance Auditor, Heritage Medical Group
Roxanne Thames has worked in the medical billing and coding field for 20 years. She started her career as a bill-
ing office clerk for a nursing home and later worked as a physician biller/coder for a large internal medicine prac-
tice in Lemoyne, Pa. She has taught ICD-9 at Harrisburg Area Community College. Roxanne’s areas of exper-
tise are physician billing, coding and provider education, ICD-9 coding, accounts receivable, collections, eval-
uation and management (E/M) auditing, and appeals process. She received her CPC® in 2005 and her CEMC™ 
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in 2009. Roxanne now works as a compliance auditor for a medical group, is an active member in her local chap-
ter, and enjoys mentoring, networking, and visiting with other local chapters.
Chapter affiliation: York, Pa.
Offices held: President, president-elect

Region 3 – Mid-Atlantic
Judy A. Wilson, CPC, CPC-H, CPC-P, CPCO, CPC-I, CANPC
Business Administrator, Anesthesia Specialists
Judy Wilson has been an anesthesia medical coder/biller for more than 28 years. For the past 19 years, she has 
been the business administrator for Anesthesia Specialists, a group of nine cardiac anesthesiologists who practice 
at Sentara Heart Hospital. Judy started the Virginia Beach chapter and continues to be an active participant. She 
also teaches the Professional Medical Coding Curriculum (PMCC) at several locations in Tidewater, Va. In 2011, 
Judy was the treasurer for the AAPCCA Board of Directors. She has presented at several AAPC regional confer-
ences and national conference.
Chapter affiliation: Virginia Beach, Va.
Offices held: President, president-elect, secretary, treasurer, education officer
Freda Brinson, CPC, CPC-H, CEMC
Compliance Auditor, St. Joseph’s/Candler Health System in Savannah, Ga.
Freda Brinson has 30 years of health care experience in physician practices and hospital settings. As compli-
ance auditor, she monitors the Centers for Medicare & Medicaid Services (CMS) regulations and performs au-
dits across all service lines. She obtained her CPC® in 1996, CPC-H® in 1997, and CEMC™ in 2009. She was the 
“2008 AAPC Networker of the Year” and chapter president when Savannah was named “2008 AAPC Chapter 
of the Year.” She has a strong passion for local chapters and the Local Chapter Handbook and enjoys helping chap-
ters understand and succeed.
Chapter affiliation: Savannah, Ga.
Offices held: President, education officer

Region 4 – Southeast
Meeting Coordinator - Melissa Corral, CPC
Provider Relations and Contracting Representative, Northeast Georgia Health Partners, LLC; a subsidiary of North-
east Georgia Health System, Inc. 
Melissa Corral has worked for Health Partners, a local preferred provider organization network in Northeast 
Georgia, since 2003. With a bachelor’s degree from Brenau University in Conflict Resolution and Legal Studies, 
she began as a provider relations representative. In 2005, Melissa received CPC® certification. An active partici-
pant in her local chapter, Melissa has held chapter offices, and assists with audio-visual presentations. 
Chapter affiliation: Gainesville, Ga.
Offices held: Education officer, secretary
Wendy Grant, CPC
Accounts Receivable Manager, Health Management Associates
Wendy Grant began working in the coding arena in 1977. In her role as accounts receivable manager for Health 
Management Associates (HMA), Wendy analyzes physicians’ coding trends, mentors and teaches coding and 
business office personnel via webinar presentations, and provides denial analysis and management for HMA’s en-
terprises in Tennessee, Oklahoma, Missouri, and Washington. In 2011, Wendy was the secretary for the AAPC-
CA Board of Directors.
Chapter affiliation: Little Rock, Ark.
Offices held: President-elect, education officer
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Region 5 – Southwest
Chair - Angela Jordan, CPC
Manager of Coding and Compliance, EvolveMD by WHN
Angela Jordan has more than 20 years experience in health care. Her primary focus is electronic health record 
(EHR) training, provider education, and documentation audits. Angela received her CPC® in 2000, and is con-
sistently active in her local chapter. She was honored by her peers as “Coder of the Year,” “Educator of the Year,” 
and “Networker of the Year” by the Kansas City chapter. Angela enjoys mentoring new members, teaching the 
CPC® review class, visiting neighboring local chapter meetings, and speaking at meetings.
Chapter affiliation: Kansas City, Mo.
Offices held: President, president-elect, education officer
Amy Bishard, BA, CPC, CPMA, CEMC, RCC
Clinical Coding Auditor and Educator, CoxHealth
Amy Bishard’s career in the health care industry began in 1999, working part-time in a clinic’s business office. 
After completing college, she pursued a career in medical coding and obtained her CPC®. As a clinical coding au-
ditor and educator at CoxHealth, Amy monitors Medicare regulations and works with recovery audit contrac-
tor (RAC) audits. She designs and delivers educational presentations for physicians and coding and billing staff. 
Amy develops curricular materials for her chapter’s review classes, as well; and she enjoys mentoring new mem-
bers and networking with other coders.
Chapter affiliation: Springfield, Mo.
Offices held: President, president-elect

Region 6 – Great Lakes
Barbara Fontaine, CPC
Business Office Supervisor, Mid County Orthopaedic Surgery and Sports Medicine
Barbara Fontaine’s 25-plus years in the medical field have taken her from a part-time admissions clerk in a ru-
ral Arkansas hospital to coding and billing for a single family practice physician, and then to a multi-physician 
clinic, which became a multi-practice group in northwest Arkansas. Family drew her to St. Louis, Mo. in 2001 
where she joined Mid County Orthopaedic Surgery and Sports Medicine as a surgery coder and business office 
supervisor. The practice is now part of Signature Health Services, a large multi-specialty organization. At Mid 
County, Barbara’s focus is keeping up to date on correct coding and billing for her providers, and continuing ed-
ucation of the physicians and staff. Barbara earned her CPC® in 2001 and became an active member of her local 
chapter, serving on several committees before becoming an officer. In 2008, she was her chapter’s “Coder of the 
Year” and was subsequently chosen as AAPC’s “2008 Coder of the Year.” Barbara continues to serve on the lo-
cal chapter advisory board.
Chapter affiliation: St. Louis Professional Coders, St. Louis West Chapter
Offices held: President, education officer
Vice Chair - Brenda Edwards, CPC, CPMA, CPC-I, CEMC
Coding and Compliance Specialist, Kansas Medical Mutual Insurance Company
Brenda Edwards has been involved in many aspects of coding and billing since entering the profession more than 
25 years ago. Her responsibilities at Kansas Medical Mutual Insurance Company include chart auditing, cod-
ing and compliance education, and contributing articles to the company’s website and publication. An AAPC-
approved PMCC instructor, workshop presenter, and ICD-10 trainer, Brenda is a frequent speaker for local cod-
ing chapters in Kansas and Missouri and has presented at AAPC regional conferences. She is co-founder of the 
northeast Kansas chapter.
Chapter affiliation: Topeka, Kan. (Northeast)
Offices held: President, president-elect, treasurer, secretary, education officer
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Region 7 – Mountain/Plains
Treasurer - Donna Nugteren, CPC, CEMC 
Manager of Billing and Revenue Cycle Services, Avera Medical Group Clinic 
With more than 25 years of experience in the health care field, Donna Nugteren has worked in many specialty 
clinics, hospital systems, and billing agencies. She also has an accounting degree with experience as a business 
manager. Donna serves on the Corporate Compliance Committee for Avera Hospital and Health Systems and 
has served on the Service Excellence Committee. For five years, she taught and coordinated local review class-
es in her area. She has served as treasurer for the past three years in her local chapter and assists with their bi-an-
nual coding seminars.
Chapter affiliation: Sioux Falls, S.D.
Offices held: Treasurer, education officer
Kathy Burke, CPC
Provider Account Supervisor, HealthCare Billing Resources, LLC
Active in the field for more than 10 years, Kathy Burke was the first CPC® for HealthCare Billing Resources, 
LLC medical billing service. Although her primary account is an infectious disease practice, Kathy is a resource 
for staff and clients on such topics as billing and coding for internal medicine, outpatient mental health, neona-
tal pediatrics, radiology, and technology-related matters like the 5010 and ICD-10 transitions.
Chapter affiliation: Tucson, Ariz.
Offices held: Education officer

Region 8 – West
Susan Ward, CPC, CPC-H, CPC-I, CEMC, CPCD, CPRC
Coding and Billing Manager, Travis C. Holcombe, MD
Susan Ward started her career more than 20 years ago in billing and has since evolved into coding and manage-
ment. She is also an AAPC workshop presenter and AAPC ICD-10 trainer. Susan served on the AAPC National 
Advisory Board (NAB) from 2007-2009. Her enthusiasm for coding and networking shines when you meet her; 
she is a “cheerleader” for AAPC, and attends chapter meetings while traveling. Susan is the 2012 president of the 
West Valley Glendale chapter and has held offices with the Phoenix chapter, as well. 
Chapter affiliation: Glendale, Ariz.
Offices held: President, president-elect, treasurer, education officer
Erin Andersen, CPC, CHC
Compliance Specialist, Oregon Health & Science University
Erin Anderson has worked in coding and compliance since 2003—performing chart audits and educating pro-
viders, coders, and staff on coding and billing. Erin seizes any opportunity to expand her coding knowledge and 
is an active member of the Rose City chapter in Portland, Ore. 
Chapter affiliation: Portland, Ore.
Offices held: President, president-elect, education officer

AAPC Representative
Marti G. Johnson
Director of Local Chapter Support, AAPC
Since 1994, when Marti Johnson joined AAPC,  the number of chapters has grown from 30 to just under 500. 
All of her tenure has been dedicated to the establishment and support of AAPC members and local chapters.
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Barbara	Murphy, CPC
DeBorah	Perry, CPC
Abelardo	N	Sanchez, CPC,	CIRCC

Abigail	Italia	Hernandez, CPC
Ajeet	Dey, CPC
Akansha	Gupta, CPC
Alethea	Martin, CPC
Alexandra	Danysh, CPC
Alexandra	P	Robins, CPC
Alicia	Nichole	Toney, CPC
Allan	B	Cortez, CPC
Allison	Smeltzer, CPC
Allison	Wymer, CPC
Amanda	Akana, CPC
Amanda	Neitzke, CPC
Amanda	Suzanne	Taylor, CPC
Amandeep	Saluja, CPC
Amber	Ramey, CPC
Amy	Dustmann, CPC
Angela	Lynn	Jordan, CPC
Angela	Rojas,	MBA, CPC
Angela	Smith, CPC
Angela	Tanisha	Marshall, CPC
Anil	Kumar	Kothapalli, CPC
Ann	Marcie, CPC
Ann	Marie	Foreman, CPC
Anne	Heiman, CPC
Annette	Casias, CPC
Annette	Hodge, CPC
Annette	Yvonne	Franklin, CPC
Annie	Marshall, CPC
April	C	Harris, CPC
April	Dawn	Smith, CPC
April	Lytle, CPC
Araly	Hernandez, CPC
Arunkumar	Ramabhadran, CPC-H
Arvind	Kumar	Yadav, CPC
Asha	Shah, CPC
Ashwani	Sharma, CPC
Azei	Ferrer, CPC
Barb	Durbin, CPC
Barbara	Grant, CPC-H
Barbara	Mccormick, CPC
Bernadine	Irene	Smith, CPC
Beth	A	Allen, CPC
Beverly	Daugherty,	CPC, CPC-H
Blanca	M	Lockard, CPC
Bobbe	Jo	Sparby, CPC
Bonnie		Wilson, CPC
Brandeis	Lynette	Mitchell, CPC
Bree	Beckerdite, CPC
Brett	Andrew	Rosenberg, CPC
Briana	Jenee	Heatwole, CPC
Cameron	L	Bennett, CPC
Candice	Elizabeth	Leos, CPC
Carmel	Quiles, CPC
Carol	A	Elias, CPC
Catherine	Annette	Huber, CPC
Cathy	Garofola, CPC
Cathy	Weaver-Carnahan, CPC
Charee	Johnson, CPC
Chasidy	Brabham, CPC
Cheryl	Perrot, CPC
Chevette	Mcclam, CPC
Chona	S	Rivera, CPC
Christina	F	Thompson,	CPC, CPC-H
Christina	Hand, CPC
Christine	A	Winter,	CPC, CPC-H
Christine	Adkins, CPC
Christine	Michelle	Taylor, CPC
Cindy	Flemings, CPC
Claire	J.	Ariyoshi, CPC
Claudia	Franco, CPC
Cody	Youmans, CPC
Connie	Lynn	Naus, CPC

Crystal	Fingerlin, CPC
Crystal	Trudel, CPC
Cynthia	Williams, CPC
Cynthia	Diane	Thompson, CPC
Cynthia	East, CPC
Cynthia	Marrer, CPC
Dana	Richards, CPC
Danielle	M	Harris, CPC
Danielle	Marie	Murray, CPC
Davinder	Kumar	Singh, CPC
Dawn	Eggleston, CPC
Dawn	M	Darsidan-Hyde, CPC
Deann	Cannizzio, CPC
Deborah	Garcia, CPC
Deborah	Garcia, CPC
Deborah	Jean	Roberson, CPC
Deborah	K	Hallan-Hennig, CPC
Debra	Treich, CPC
Deepti	Malik, CPC
Denise	E	Fritzel, CPC
Denise	Jean	Gerasia, CPC
Devin	Black, CPC
Dhanasekaran	Srinivasan,	CPC, CPC-P
Diane		Auger, CPC-H
Diane	Bell, CPC
Diane	Elizabeth	Sanders, CPC
Diane	Marie	Costa, CPC
Diane	Seitz, CPC
Domingo	Mendoza	Valeriano, CPC
Donna	L	Shirley,	CPC, CPC-H
Donna	M	McCarron,	CPC, CPC-H
Ebony	Acevedo, CPC
Eileen	Fuchs, CPC
Elisa	Punzal	Acosta, CPC
Elmer	Delkona	Marapao, CPC
Elva	Contreras, CPC
Emily	Lay, CPC-H
Emily	Rose	Anderson, CPC
Enedina	Cazares, CPC
Erin	Nicole	Swindler, CPC
Erlinda	De	La	Torre, CPC
Evelyn	Gittinger, CPC
Evelyn	S	Estrada, CPC,	CIRCC

Fariba	Shahbazi, CPC
Fayaway	Pace, CPC
Frances	Shelton, CPC
G	L	Teody	Malinao, CPC
Gail	Nicholas, CPC
Gangadhararao	Medepalli, CPC
Gary	Ramirez, CPC
Germine	Ramadan, CPC
Gina	Ann	D’Agostino, CPC
Gina	Ivanovic, CPC
Gisele	Johnson,	CPC, CPC-H
Gregory	Curtis, CPC
Gwendolyn	Yvonne	Nuckols, CPC
Haley	Anthony, CPC-H
Hana	Kopta, CPC
Heather	Brown, CPC
Hitesh	Kharbanda, CPC
Hollie	D	Edwards, CPC
Irene	A	Dabdee, CPC
Isis	H	Tadros, CPC
Jacqueline	Hall, CPC
Janyce	M	Frischman, CPC-H
Jeanette	M	Marker, CPC
Jeannine	Marie	Martino, CPC
Jennifer	Burlingame, CPC
Jennifer	Caez, CPC
Jennifer	K	Dahl, CPC
Jennifer	Lee	Day, CPC
Jennifer	Lynn	Underwood, CPC
Jennifer	Palazzolo, CPC
Jenny	Valdez, CPC
Jerri	Pigg-Shoemake, CPC

Jessica	Dawn	Brown, CPC
Jessica	Lynn	Rosas, CPC
Jessica	R	Randall, CPC
Jessica	Snow, CPC
Jeya	Pushpam	Dhanabalan, CPC
Jill	Stefka, CPC-H
Jillian	Noah, CPC
Jodi	Lynne	Hilgart, CPC-H
Jody	Lynn	Jacobs, CPC
John	Ek, CPC
John	Kelleher, CPC
John	Richardson, CPC
John	W	Mahovlic, CPC
John	W	Moore, CPC
Jonay	Rischer, CPC
Jonna	Marie	Carney, CPC
Jose	Mari	Navarro	Abad, CPC
Joy	Michele	Tutin, CPC
Joy	Ridlehuber, CPC
Judith	A	Giannetti, CPC
Judy	D	Bade, CPC
Julia	M	Sanchez, CPC
Julie	A	Dykes, CPC
Julie	Ann	Kahl, CPC
Jyoti	Yadav, CPC
Kaffin	Payne	Tolver, CPC
Karen	Anne	Dinsmore, CPC
Karen	D	Kunz, CPC
Karen	Farina, CPC
Karen	L	Tusinean, CPC
Karen	Rochelle	Brick, CPC
Karen	Vernease	Hill, CPC
Karine	Chokekchyan, CPC
Kathleen	Binford, CPC
Kathleen	Kelly	Vera, CPC
Kathryn	M	Glasser, CPC
Katie	Newland, CPC-H
Katrina	Lynn	Newton, CPC
Keerthi	Priya	Palle, CPC
Kelly	Ann	Neal, CPC
Kelly	Arundel, CPC
Kelly	Denise	Martin, CPC
Kelly	Lynn	Kolb, CPC
Kelly	Mittelstaedt, CPC
Kelly	Norene	Turner, CPC
Kelsey	Calfee, CPC
Kendra	Carol	Stewart, CPC
Kerry	Corden, CPC
Kim	E	Vogelaar, CPC
Kim	Renee	Butts, CPC
Kimberly	A	Banko, CPC
Kimberly	A	Slaubaugh, CPC
Kimberly	Darre, CPC
Knikia	Mcnair, CPC
Konstantin	Stankevich, CPC
Krista	Marie	Jackson, CPC
Kristi	Speiser, CPC-H
Kristin	Anderson, CPC
Kristin	Ann	Owens, CPC
Kymarra	T	Brown, CPC
Larissa	Nelson-Roberts,	CPC, CPC-H
Latacha	G	Johnson, CPC
Laura	Jeanne	Sassenrath, CPC
Laura	M	Turpin, CPC
Laurie	Stutzman, CPC
Laurisa	Bascom, CPC
Lesley	Wellisch, CPC
Leslie	Sweeden, CPC
Lillian		Hill, CPC
Lisa	A	Eygabroad, CPC
Lisa	Vierkant, CPC,	CPC-H

Lori	L	Howlett, CPC
Lori	Prenzel, CPC
Lorraine	K	Daxter, CPC

Lorraine	Taylor, CPC
LouAnn	Palmer, CPC
Lourdes		Caballero, CPC
Lovell	D	Davis, CPC
Lydia	Featherston, CPC
Lyn	T	Perez, CPC
Mallory	Potucek, CPC
Manuel	Ortega, CPC
Manuelita	Nellie	Perez, CPC
Margaret	M	Farren, CPC
Mari	Lynn	Hensley, CPC
Maria	LaPorte, CPC
Maria	Salamone, CPC
Marie	Carmina	Reyes	Pineda, CPC
Marie	Davidson, CPC
Marla	Hinners, CPC
Mary		Dougherty, CPC
Mary	A	Winfield, CPC
Mary	C	Sabin, CPC
Mary	E	Manaog, CPC
Mary	F	Barozinsky, CPC-H
Mary	K	Baer, CPC
Mary	Moffett, CPC
Maxine	Lewis, CPC
Mayra	Hernandez, CPC
Meagan	Lynn	Diamante, CPC
Meaghan	Blair	McClenny, CPC
Megan	Gooch, CPC
Megan	Gribbin, CPC
Megan	Griffith, CPC-H
Melanie	Vonarx, CPC
Melinda	J	Schulz, CPC
Melissa	Pizor, CPC
Melissa	Walker	McLawhorn, CPC-H
Melody	B	Bradford, CPC
Meredith	Reese, CPC
Meridee	Milleza, CPC
Michele	McCallum, CPC
Michelle	Renee	Lee, CPC
Michelle	Saez, CPC
Minerva	Alcauter, CPC
Misty	Powers, CPC
Misty	Sullivan, CPC
Mohammed	Hazique	Khan, CPC
Mohit	Kumar	Khokar, CPC
Monika	Karolina	Bury, CPC
Myrna	Salvador	Francisco, CPC
Myroslava	Stephanie	Cholhan, CPC
Nancy	Jean	Morrice, CPC
Natalya	Penton, CPC-H
Natasha	Regina	Holcomb, CPC
Nathalie	Gomez, CPC
Nicola	Navarro, CPC
Nicole	Edwards, CPC
Nicole	Hardaway, CPC
Nicole	M	Berry, CPC
Nicole	Wynn, CPC
Nina	vonSaltza	Hare, CPC
Ofelia	N	Guillermo, CPC
Olaf	Faeskorn, CPC,	CPC-H

Onika	Thaller, CPC
Padmaja	Bathula, CPC
Padmarani	Girimoni, CPC
Patricia	A	Sullivan, CPC
Patricia	Ann	Cobbins, CPC
Patricia	Jaramillo, CPC
Patricia	Kathleen	Gwin, CPC
Patricia	Lynne	Freligh, CPC
Patricia	Marie	Brown, CPC
Patricia	Messier, CPC
Patricia	Whiteside, CPC
Perschelle	Tutson, CPC
Peter	Bozek, CPC
Poulinia	Moana	Winrow, CPC

Prabhakaran	Chandrasekaran, CPC
Pradeep	Danny	Nickson	Prabu	Samuel	Raj, CPC
Priya	Arun,	CPC, CPC-P
Rakesh	Kasinathan, CPC
Raushan	Kumar, CPC
Rebecca	A	Flaherty, CPC
Rebecca	Leeper, CPC
Rebecca	Ortagus, CPC
Regina	A	Allard, CPC
Remzija	Mujabasic, CPC
Renato	S	Ramos, CPC
Rhonda	Adams, CPC
Rhonda	C	Leary, CPC
Robin	Miller, CPC
Ronda	S	Cook, CPC
Rose	Holland, CPC
Rosetta	Thomas, CPC
Rosie	Garcia, CPC
Samantha	Anglin	Hoyos, CPC
Samantha	Feagle, CPC
Samuel	Paul	Calabria, CPC
Samuel	Ratnam, CPC
Sana	Abbed, CPC
Sandeep	Kumar	Trivedi, CPC
Sandra	M	Pfeifer, CPC-H
Sandra	Troade, CPC
Sandy	Cox, CPC
Sarah	J	Hager, CPC
Satish	Kumar	Miriyala, CPC
Seth		Saunders, CPC
Shamela	Som, CPC
Shaquanda	Monique	Taylor, CPC
Sharon	Bowekaty, CPC
Sharon	Lenore	Norman, CPC
Sharon	Lorraine	Butler, CPC
Sharron	D	Gowdy-Jones, CPC
Shaunta	Renee’	Armstrong, CPC
Shelley	Ann	Frisbie, CPC
Shereka	LaShawn	Bundrage, CPC
Sherese	Taylor, CPC
Sherri	Begay, CPC
Sherry	Nell	Ochoa, CPC
Sherry	Stone	Ball, CPC
Shirley	A	Wilson-Jordan, CPC
Shirley	Cox, CPC
Shirley	Urich, CPC
Sirisha	Veeramachaneni, CPC
Sonia		Pena, CPC
Sonya	Dorice	Hollis, CPC
Srinivasan	Manogaran, CPC
Stacey	Rivera, CPC-H
Stacy	Zelinski, CPC
Stefanie	Lalonde, CPC
Stephanie	Gail	Burdsall, CPC
Stephanie	McKoy, CPC
Stephanie	Oliver, CPC
Stephen	D	Evans, CPC
Steven	Page, CPC-H
Subba	Rao	Peram, CPC
Sumit	Sharma, CPC
Susan	A	Hawkins, CPC
Susan	M	Capodiferro, CPC
Susan	Springer, CPC
Susan	Valego, CPC
Susanne	W	Freer, CPC
Suzanne	Garcia, CPC
Sylvia	Renee	Valentine, CPC
Tamela	Mcfail, CPC
Tammi	Crever, CPC
Tammy	Harwell, CPC
Tanya	Mauldin, CPC
Tehmina	S	Irfan, CPC
Terry	Ann	Plaza, CPC
Thuy	Thi	Hoang, CPC
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Tiersa	LaShawn	Miller, CPC
Tiffany	Briggs, CPC
Timothy	James, CPC
Tina	Jackson, CPC-H
Tina	M	Anderson, CPC
Todd	Graham, CPC
Tonya	Owens, CPC
Tracie	Ruger, CPC
Tracy	Reilly, CPC
Tristin	Chipman, CPC
Valerie	Favereaux,	CPC, CPC-H
Valerie	Gallaway, CPC
Valerie	S	Hollister, CPC
Venkatesh	Ethiraj, CPC
Verna	Pregnon,	CPC, CPC-H,	CIRCC,	CPC-I,	CCC

Verona	Ann	Lodholz, CPC
Vickie	Burkhart, CPC
Virgilio	P	Castillo, CPC,	CIRCC

Vivian	Vo, CPC
Wanezz	Tiffany	Seay, CPC
William	Gregory	Young, CPC
Yara	Villalobos, CPC

Apprentices
Aaron	Allbritton, CPC-H-A
Addie	Lopez, CPC-A
Adonna	Lee, CPC-A
Ajita	Manohar	Advilkar, CPC-A
Alice	Anderson, CPC-A
Alicia	Fraga, CPC-A
Alicia	Robles, CPC-A
Alicia	Spears, CPC-A
Alison	Clark, CPC-A
Alixandra	King, CPC-A
Allie	Murai, CPC-A
Allison	Brown, CPC-A

Allison	Gagnon, CPC-A
Allison	Parrish, CPC-A
Amanda	J	Morreale, CPC-A
Amanda	Jean	Cakora, CPC-A
Amanda	Marks, CPC-A
Amanda	Wolbrum, CPC-A
Amandeep	Kaur	Bhogal, CPC-A
Amber	Lynn	King, CPC-A
Amber	Nicole	Wilson, CPC-A
Amber	Whittier, CPC-A
Amee	Mayer, CPC-A
Amethyst	Kathleen	Kress,	CPC-A, CPC-H-A
Ami	Kumar, CPC-A
Amit	Malhotra, CPC-A
Amy	Benis, CPC-A
Amy	Canty, CPC-A
Amy	Jetmore, CPC-A
Amy	L	Below, CPC-A
Amy	Musselman, CPC-A
Amy	Pazaryna, CPC-A
Amy	Pulsipher, CPC-A
Amy	Reis, CPC-A
Amy	Terese	Porter, CPC-A
Amy	Turner, CPC-A
An	Vu, CPC-A
Andrea		Burnam, CPC-A
Andrea	B	Sneed, CPC-A
Andrea	Nicole	Johnson,	CPC-A, CPC-H-A
Andrea	Palazzolo, CPC-A
Andrey	Grischuk, CPC-A
Angela	Bowen, CPC-A
Angela	Paradise, CPC-A
Angie	Wisniewski, CPC-A
Anju	Krishna, CPC-A
Anna	M		Cruz, CPC-A
Anna	M	Borovic, CPC-A

Anne	Pittman, CPC-A
Annemarie	Josephs, CPC-A
Annemarie	Prout, CPC-A
Annette	Carbajal, CPC-A
Annette	Marie	Clifford, CPC-A
Annette	Marie	Sorgdrager, CPC-A
Annette	Moore, CPC-A
Annie	George, CPC-A
April	Dawn	Sutherland, CPC-A
April	Sidley, CPC-A
Arlene	Geraldine	Amadeo, CPC-A
Arti	Kiran	Kumar	Samvedi, CPC-A
Arun	Kumar	Muthuramalingam, CPC-A
Arun	Kumar	Singade, CPC-A
Ashley	Guevara, CPC-A
Ashley	Jijon, CPC-A
Ashley	McCarty, CPC-A
Ashley	Pate, CPC-A
Ashley	Ramirez, CPC-A
Ashly	M	Wilcox,	CPC-A, CPC-H-A
Audrey	Balducci, CPC-A
Aurea	G	Abad, CPC-A
Awadhesh	Kumar, CPC-A
Balamani	Shankar	Gajelli, CPC-A
Barbara	L	Buman	,	CPC-A, CPC-H-A
Barbara	Maidment, CPC-A
Barbara	Taggert, CPC-A
Belinda	Gail	Smith, CPC-A
Beth	Brown, CPC-A
Beth	Bumgardner, CPC-A
Beth	M	Donatelli, CPC-A
Betsy		Simons, CPC-A
Beverley	Gomez	Miller, CPC-A
Beverly	Jensen, CPC-A
Bhavanarani	Hariom	Gupta, CPC-A
Bianca	Ojeda, CPC-A

Bobbi	Hanthorn, CPC-A
Bonnie	Wanko, CPC-H-A
Brenda	Cosson, CPC-A
Brenda	Dieckamp, CPC-A
Brenda	M	Isaacson, CPC-A
Brenda	Moline, CPC-A
Brendaliz	Castillo, CPC-A
Brian	Forrest, CPC-A
Brian	Smith, CPC-A
Brianne	Derrick, CPC-A
Bridgett	Larsen, CPC-A
Britta	Branham, CPC-A
Brittani	Sullivan, CPC-A
Brittany	Anne	Chron, CPC-A
Brooke	Smyth, CPC-A
Calvin	Scott, CPC-A
Cameron	Howard, CPC-A
Candace	Blakeley, CPC-A
Candace	Rose	Nowak, CPC-A
Candance	Carpenter, CPC-A
Carina	Loza, CPC-A
Carla	Williams, CPC-A
Carmen	Flores, CPC-A
Carmin	Faye	Durbin, CPC-A
Carol	Smail, CPC-A
Carol	Welch, CPC-A
Carolyn	Ruth	Scott, CPC-A
Carolyn	Seyfried, CPC-A
Carrie	Jeanne	Snow, CPC-A
Carrie	Lynn	Gillahan, CPC-A
Catherine	Kirsch, CPC-A
Cathy	R	Korponic, CPC-A
Cayla	Blanton, CPC-A
Chanell	Nicole	Carmouche, CPC-A
Chantae	Nicole	Jackson, CPC-A
Charisma	Alicea, CPC-A

Charlene	Guthrie, CPC-A
Charlie	Guo, CPC-A
Charmel	Monice	Carmon, CPC-A
Chastity	Kameisha	Watts, CPC-A
Chavon	Fort, CPC-A
Chelsea	Rountree, CPC-A
Cheryl		Grant, CPC-A
Cheryl	L.	Theriault, CPC-A
Chitra	Linda	Kichenamourty, CPC-A
Christina		Tinnell, CPC-A
Christina	Ann	Trisler, CPC-A
Christina	Greely, CPC-A
Christina	Marie	DeRiso, CPC-A
Christina	S	Albertson, CPC-A
Christine	Ann	Meade, CPC-A
Christine	Dein, CPC-A
Christine	McKernan, CPC-A
Christopher	Lee	Henning, CPC-A
Christy	Earlean	Shavers, CPC-A
Cindy	Frederick, CPC-A
Cindy	Johnston, CPC-A
Colleen		Fleeton, CPC-A
Colleen	Richters, CPC-A
Connie		Dehn, CPC-A
Connie	Desai, CPC-A
Connie	Faye	Risk, CPC-A
Cortney	Lee	Clarkson, CPC-A
Courtney	Barnes, CPC-A
Coyneen	Frost, CPC-A
Cyd	Corpin	Quach, CPC-A
Cynthia		Tucker, CPC-A
Cynthia	Olp, CPC-A
Cynthia	R	DiFlorio, CPC-A
Cynthia	Snyder, CPC-A
Cynthia	Urich, CPC-A
Dacian	Gavin, CPC-A
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Dana	L	Valla,	CPC-A, CPC-H-A
Daniel	Dulfo	Cadalin, CPC-A
Danielle	B	Zandarski, CPC-A
Danielle	Marie	Gebhardt, CPC-A
Danielle	Renee	Richard,	CPC-A, CPC-H-A
David	Henke, CPC-A
David	Malcolm	Short, CPC-A
David	Matern, CPC-A
David	Odegaard, CPC-A
David	Parsons, CPC-A
Dawn	C	Gillespie, CPC-A
Dawn	M	Borbon, CPC-A
Dawn	Vaske, CPC-A
Dayna	Ann	Willfong, CPC-A
Deanna	Barrington, CPC-A
Deanna	Blankenship, CPC-A
Deanna	Marie	Welch, CPC-A
DeAnne		Neilson, CPC-A
Deanne	Ellison, CPC-A
Debbie	Ann	O’Leary, CPC-A
Debbie	Ann	Parks, CPC-A
Debbie	Blair,	CPC-A, CPC-H-A
Debbie	Rochelle	Lombard, CPC-A
Deborah	A	Schoeller, CPC-A
Deborah	Bass, CPC-A
Deborah	M	Litchko, CPC-A
Deborah	M	Racho, CPC-A
Deborah	Olszyk, CPC-A
Deborah	Rice, CPC-A
Deborah	Vickers, CPC-A
Debra	Rodgers, CPC-A
Debra	Sicotte, CPC-A
Dee	Dee	Robbins, CPC-A
Delia	Carolino	Dacanay, CPC-A
Demetress	Williams, CPC-A
Denada	Cobani, CPC-A
Denay	Bradtmiller, CPC-A
Denise	Brown, CPC-A
Denise	Elizabeth	Shipley, CPC-A
Denise	Marion	Metakes, CPC-A
Desiree	Jett, CPC-A
Diamond	Boedeker, CPC-A
Diane	McKinnie, CPC-A
Diane	Montague, CPC-A
Diane	Turner, CPC-A
Dianne	Jean	Hansen, CPC-A
Dina		Butler, CPC-A
Donna	Koopman, CPC-A
Donna	Madray, CPC-A
Dorothy	Jean	Wood, CPC-A
Dotshell	Monique	Jackson, CPC-A
Douglas	Murray, CPC-A
Dr	Bhushan	Sarmandal, CPC-A
Edupuganti	Satyavani, CPC-A
Edward	Bosita	Ringor, CPC-A
Ehab	Moshier	Matthaios, CPC-A
Ekinadese	Idemudia, CPC-A
Elaine	Penn, CPC-A
Elaine	Roberts	Goodloe, CPC-A
Elissa	Dykes, CPC-A
Elizabeth	Dietzel, CPC-H-A
Elizabeth	Goldrich, CPC-A
Elizabeth	Gravley, CPC-A
Elizabeth	Logan, CPC-A
Elizabeth	Manner, CPC-A
Elizabeth	Marino, CPC-A
Elizabeth	Poole, CPC-A
Ellen	Anton, CPC-A
Emerita	Calip, CPC-A
Emily	Wallberg, CPC-A
Emily	Jean	Burke, CPC-A
Emily	Saephan, CPC-A
Emily	Van	Den	Berg, CPC-A
Ena	Robinson, CPC-A
Eric	L	Munk, CPC-A
Erica	Gepper, CPC-A
Erica	Rae	Wills, CPC-A
Erica	Rose	Ellis,	CPC-A, CPC-H-A
Erin	Grigg, CPC-A
Erin	Leigh	Carr, CPC-A

Erin	Stein, CPC-A
Eva	King, CPC-A
Eve	Nasetti, CPC-A
Felicia	Darlene	Woods, CPC-A
Frances	D	Lockwood, CPC-A
Frances	L	Becote, CPC-A
Frances	Titshaw, CPC-A
Francisco	De	Jesus, CPC-A
Gabriela	Acosta, CPC-A
Gaye	Lynn	Werner, CPC-A
Georgina	I	Mimila-Gaddy, CPC-A
Geraldine	K	Moloney,	CPC-A, CPC-H-A
Geri	C	Drucker, CPC-A
Gerri	Byers, CPC-A
Gina	Culver, CPC-A
Gina	Rose	Becraft, CPC-A
Gopalakrishnan	Ganesan, CPC-A
Grace	D	Simmons, CPC-A
Grace	Lee, CPC-A
Greg	Palmer, CPC-A,	CPC-H-A,	CPMA

Gretchen	L	Scholz, CPC-A
Guadalupe	Mena, CPC-A
Hal	L	Vineburg, CPC-A
Heather		Wyant, CPC-A
Heather	Issac, CPC-H-A
Heather	Waddell, CPC-A
Heather	Walton, CPC-A
Herma	Uno, CPC-A
Hilda	Monarres, CPC-A
Holli	Morris, CPC-A
Honey	George, CPC-A
Hope	Lohman,	CPC-A, CPC-P-A
Icela	Puente, CPC-A
Ileia	Carolyn	Jacobson, CPC-A
Irene	Regalado, CPC-A
Irene	Thomas, CPC-A
Iris	Schmutz, CPC-A
Isreal	J	Hall, CPC-A
Jacklyn	Peterman, CPC-A
Jacqueline		Jay	Hyman, CPC-A
Jacqueline	Osolin, CPC-A
Jacquelyn	M	Johnson, CPC-A
Jaime	Pack, CPC-A
Jairo	Acosta, CPC-A
James	Visentin, CPC-A
Jamie	Brasington, CPC-A
Jan	Blaker, CPC-A
Jan	E	Barker, CPC-A
Janean	L	Harris, CPC-A
Janee	Mclellen, CPC-A
Janel	Beth	Williamson, CPC-A
Janet	Beltran, CPC-A
Janet	Montes, CPC-A
Janet	Nemechek, CPC-A
Janette	M	Guthrie, CPC-A
Janice	Hickey, CPC-A
Janice	Ml	Johnson, CPC-A
Janice	Mullaly, CPC-A
Jannie	Schneider, CPC-A
Jason	Aschiero, CPC-A
Jayne	Lawson, CPC-A
Jaynie	Balzly, CPC-A
Jeanetta		Faye	Ward, CPC-A
Jeanne	M	Potratz, CPC-A
Jenay	Lynn	Rogers, CPC-A
Jenifer	E	Kocir, CPC-A
Jenna	M.	Maestas, CPC-A
Jennie	Lee	Bersabal, CPC-A
Jennifer		Day, CPC-A
Jennifer		Johnson, CPC-A
Jennifer	Barela, CPC-A
Jennifer	Burch, CPC-A
Jennifer	Celeste	Imperato, CPC-A
Jennifer	Currin, CPC-A
Jennifer	Elaine	Saxon, CPC-A
Jennifer	Louise	Bradford, CPC-A
Jennifer	Lovejoy, CPC-A
Jennifer	Palumbo, CPC-A
Jennifer	S	Bundalian, CPC-A
Jennifer	Smith, CPC-A

Jenny	Palmer, CPC-A
Jessica		Wells, CPC-A
Jessica	R	Underwood, CPC-A
Jessica	Snider, CPC-A
Jessica	Strong, CPC-A
Jessica	Williams, CPC-A
Jill	Genovesi, CPC-A
Jill	A	Wakenight, CPC-A
Jill	Christensen, CPC-A
Jill	M	Case, CPC-A
Jillian	Michelle	Appleberry, CPC-A
Joan	Allene	Moore, CPC-A
Joan	Borseth, CPC-A
Joana	Serrano	Bundalian, CPC-A
Joanelle	Swann, CPC-A
Joanna	Santiago, CPC-A
JoAnne	Marie	Smith, CPC-A
Jodi	Holding, CPC-A
Jodi	Porta, CPC-A
Joel	Diaz, CPC-A
John	Eugene	Slater, CPC-A
Joie	Libbey, CPC-A
Jonathan	Jones, CPC-A
Joon	S	Shin, CPC-A
Jose	David, CPC-A
Joshua	David	Cleveland, CPC-A
Joyce		Yanusas, CPC-A
Judith	Lizeth	Viramontes, CPC-A
Judith	Saniano, CPC-A
Judith	Suthern-Silverio, CPC-A
Julia	Sokoeun	Reyes, CPC-A
Julie	A	Messplay, CPC-A
Julie	Ann	Priest, CPC-A
Julie	Bos, CPC-A
Julie	Davis, CPC-A
Julie	Hogan, CPC-A
Julie	Zaato, CPC-H-A
Justin	Beau	Phillips, CPC-A
Justin	Smith, CPC-A
Kamesiha	Ennis, CPC-A
Karen	Alterman	Levy, CPC-A
Karen	Hernandez, CPC-A
Karen	Linda	Cardozo, CPC-A
Karen	Sue	Henry, CPC-A
Kari	Miller, CPC-A
Kari	Morandi, CPC-A
Karisa	Nicole	Drake, CPC-A
Katelyn	Martin, CPC-A
Katherine	Kukla, CPC-A
Katherine	Thompson, CPC-A
Kathleen	DeAnn	Williams, CPC-A
Kathleen	Hand, CPC-A
Kathleen	Turner, CPC-A
Kathryn	Cook, CPC-A
Kathy	Casavant, CPC-A
Kathy	DeKalb, CPC-A
Kati	Amber	Bowman, CPC-A
Katrina	Renee’	Woster, CPC-A,	CPC-H-A

Kavita	Bangar, CPC-A
Kecia	Redrick, CPC-A
Kelechi	Uke, CPC-A
Kelli	Whitney, CPC-A
Kellie	Haynie, CPC-A
Kellie	Pieczynski, CPC-A
Kelly	Fowler, CPC-A
Kelly	J	Bob, CPC-A
Kelly	Warren, CPC-A
Kelsea	Rebecca	Stamschror, CPC-A
Kendra	Ruzich, CPC-A
Kenisha	R	Ogburn, CPC-A
Kerri	Farrell, CPC-A
Kevin	David	Burke, CPC-A
Kevin	So, CPC-A
Kierstin	Ashley	Paul, CPC-A
Kim	Altic-Zentner, CPC-A
Kim	Eileen	Moore, CPC-A
Kimberly	A	Williams, CPC-A
Kimberly	B	Wanzell, CPC-A
Kimberly	Dawn	Barker, CPC-A
Kimberly	Hart, CPC-A

Kimberly	Jean	Downey,	CPC-A, CPC-H-A
Kimberly	Luciuk, CPC-A
Kimberly	Simmons, CPC-A
Kindra	Friday, CPC-A
Kishore	V	Pagadala, CPC-A
Kristen	Williams, CPC-A
Kristin	Boersma, CPC-A
Kristine	Finck, CPC-A
Kuldeep	Sharma, CPC-A
Kunjal	Korde, CPC-A
Kyle	Tentativa, CPC-A
Lacey	Marie	Mitchell, CPC-A
Laine	Proehl, CPC-A
Lakesha	T	DeBose, CPC-A
Lana	Roeber, CPC-A
LaTasha		Floyd, CPC-A
Laura	Blakeman, CPC-A
Laura	Mathews, CPC-A
Laura	Wagner, CPC-A
Lauren	Alexandra	Procopio, CPC-A
Lauren	Christine	Bocchino, CPC-A
Lauren	Goss, CPC-A
Laurence	Oppenheim, CPC-A
Lavella	Harrison, CPC-A
Lawanda	D	Johnson, CPC-A
Leah	Rae	Jacob, CPC-A
Leigh	Anne	Greco, CPC-A
Leisa	Neal, CPC-A
Leiza	Maribel	Gomez, CPC-A
Leslie	Montgomery, CPC-A
Leticia	Leal, CPC-H-A
Leveta	Harden, CPC-A
Levi	Donta	Wells, CPC-A
Lina	Liza	Arcilla	Alcances, CPC-A
Linda		Perry, CPC-A
Linda	Castron, CPC-H-A
Linda	L	Wszolek, CPC-A
Linda	Lee, CPC-A
Linda	Renault, CPC-A
Linda	Rivera, CPC-A
Linda	Sherren, CPC-A
Lindsey	Sciuchetti, CPC-A
Linsay	Franks, CPC-A
Lisa		DeStefano, CPC-A
Lisa		Griffen, CPC-A
Lisa	Brooks, CPC-A
Lisa	Carlson, CPC-A
Lisa	Diane	Whitley, CPC-A
Lisa	Gartrell, CPC-A
Lisa	Joanne	Elliott, CPC-A
Lisa	Miniaci-Dornhard, CPC-A
Lisa	Nicole	Schock, CPC-A
Lorami	Hinson, CPC-A
Loreen	R.	Flesher, CPC-A
Lori	Ann	Anderson, CPC-A
Lori	L	Band, CPC-A
Lori	Marshall, CPC-A
Lorri	R	Tobin,	CPC-A, CPC-H-A
Lota	Maria	C.	Santos, CPC-A
Lou	Ann	Wilson, CPC-A
Louis	D	Person, CPC-A
Lucille	Abrahamsen, CPC-A
Lucy	Mitha, CPC-A
Luisa	Napoles, CPC-A
Luke	Desautels, CPC-A
Luljeta	Fifo, CPC-A
Lynn	C	Staples, CPC-A
Mackenzie	Stott, CPC-A
Makeda	Winston, CPC-A
Malissa	Elaine	Calderon, CPC-A
Mandi	Sumner, CPC-A
Mandy	Sue	Bonnow, CPC-A
Margaret	Schmidt, CPC-A
Margaret	T	Martin, CPC-A
Margarita	Mondragon, CPC-A
Maria	Luz	Singh	Mercado, CPC-A
Maria	Nenita	Poblete, CPC-A
Maria	S	Grishaber, CPC-A
Maria	Teresa	Vazquez, CPC-A
Maria-Renee	Pledger, CPC-A

Marie	Christine	Tolentino, CPC-A
Marinda	Renee	Mims, CPC-A
Marisol	Moore, CPC-A
Marshell	Fulwiley, CPC-A
Martha	Mcdevitt, CPC-H-A
Mary	(Maggie)	Griffis, CPC-A
Mary	E	Crull, CPC-A
Mary	Gribbin, CPC-A
Mary	Hartle, CPC-A
Mary	Illo, CPC-A
Mary	Irons, CPC-A
Mary	McDaniel, CPC-A
Mary	Muncy, CPC-A
Mary	R	Wheelock-Smith, CPC-A
Maryann	Gindi, CPC-A
Maryann	Maddox, CPC-A
Mason	Farnsworth, CPC-A
Matt	Scoggins, CPC-A
Maureen	Tomko, CPC-A
Maureen	Kearney, CPC-A
Maureen	Loveland, CPC-A
Maureen	Owens, CPC-A
Megan	E	Taylor, CPC-A
Megha	Patel, CPC-A
Melanie	Przybos, CPC-A
Melinda	Herland, CPC-A
Melinda	K	Morgan, CPC-A
Melinda	Troll, CPC-A
Melissa		Arver, CPC-A
Melissa	Anne	Anderson, CPC-A
Melissa	Daniel, CPC-A
Melissa	Kurt, CPC-A
Melissa	Marie	Scalissi, CPC-A
Melissa	Rapp, CPC-A
Melissa	Sue	Kiss, CPC-A
Meliza	Magpayo	Ricafort, CPC-A
Melody	Ann	Simon, CPC-A
Merle	Point-Johnson, CPC-A
Michael	R	Smith, CPC-A
Michele	Lee	Henry, CPC-A
Michelle	C	Tidwell, CPC-A
Michelle	Lee, CPC-A
Michelle	Morneau, CPC-A
Michelle	Rachel	Dahlquist, CPC-A
Michelle	Sullivan, CPC-A
Milind	Shinde, CPC-A
Milissa	M	Lessard, CPC-A
Mishele	Minton, CPC-A
Misty	Hendrickson, CPC-A
Molly	Malone, CPC-A
Monica	DeSheilah	Davis, CPC-A
Monique	Renee’	Bigger, CPC-A
Moreen	Piersanti, CPC-A
Morgan	Elizabeth	Somers, CPC-A
Morgan	Gabrielle	Honaker, CPC-A
Morgan	Nicole	Glover, CPC-A
Mu	Kwan	Yu, CPC-A
Muthuselvi	R, CPC-A
Nadia	Shiwbaran, CPC-A
Najla	Ali, CPC-A
Nakia	R	Jackson, CPC-A
Nancy		Gill, CPC-A
Nancy	Hemani, CPC-A
Nancy	L	Brown-Parayos, CPC-A
Nancy	Marie	Wilbert, CPC-A
Natalie	Cholakian, CPC-A
Natalie	Farnsworth, CPC-A
Natalie	Villa, CPC-A
Natalie	Wilkerson, CPC-A
Nicholas	Wright, CPC-A
Nichole		McLin, CPC-A
Nicol	J	Held, CPC-A
Nimhor	Vashum, CPC-A
Nina	Williams, CPC-A
Ninian	Eaton, CPC-A
Nivien	Mahboub, CPC-A
Nora	Santore, CPC-A
Norberto	S	Mendoza	Jr, CPC-A
Noreli	A	Huynh, CPC-A
Olga	Valenzuela, CPC-A
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Pamela	Matlock, CPC-A
Pamela	McClester, CPC-A
Pamela	Wilson, CPC-A
Pat	Bahn, CPC-A
Pat	Cohen, CPC-A
Patricia	Ann	Williams, CPC-A
Patricia	Camarena, CPC-A
Patricia	Kennedy, CPC-A
Patricia	Vetkoetter, CPC-A
Patti	Morrow, CPC-A
Paul	Huitzil, CPC-A
Paula	Davidson, CPC-A
Paula	Walsh, CPC-A
Peggy	Couette, CPC-A
Peggy	Lee	Obrien, CPC-A
Peggy	Moore	Anderson, CPC-A
Peggy	S	Czaplewski, CPC-A
Peter	Abbot	Edu, CPC-A
Phillip	D	Hamilton, CPC-A
Prakash	Narayanan, CPC-A
Pranali	Manihar, CPC-A
Praveen	Kumar	Gali, CPC-A
Priscilla	Martinez, CPC-A
R	Grayson	Garner, CPC-A
Rachel	Ferrero,	CPC-A, CPC-P-A
Rachel	LeAnn	Kreider, CPC-A
Rakesh		Kashid, CPC-A
Rakesh	Jaiswal, CPC-A
Ram	Dutt	Tiwari, CPC-A
Ramaraju	Kappi, CPC-A
Randall	Rae	Lown, CPC-A
Raquel	Joaquin, CPC-A
Rebecca	Jo	Swartz, CPC-A
Rebecca	Ralls, CPC-A
Rebecca	Roseboom, CPC-A
Rebecca	Varicak, CPC-A
Rebekah	Landes, CPC-A
Rekha	Arun	Wadadekar, CPC-A
Renata	Kloch, CPC-A
Renee	Howerton, CPC-A
Rhonda	Menchey, CPC-A
Rhonda	Pamela	Shelton, CPC-A
Richard	Sparrow, CPC-A
Robbie	Lynn	Spivey, CPC-A
Robert	Billerbeck, CPC-A
Robert	Munn, CPC-A
Roberta	Samantha	Harm, CPC-A
Robin	Dee	Kirkwood, CPC-A
Robin	Kersey, CPC-A
Robin	Nicole	Pierce, CPC-A
Robyn		McCarthy, CPC-A
Robyne	B	Goldstein, CPC-A
Rochelle	Castelo, CPC-A
Rocio	Perez, CPC-A
Rolia	Phinney, CPC-A
Ronda	Reene	Davis,	CPC-A, CPC-H-A
Roxy	Lashawn	Llaguno, CPC-A
Ruth	L.	Alecca, CPC-A
Rutuja	Parab, CPC-A
Sabria	Drayton, CPC-H-A
Sachin	Nangre, CPC-A
Sade	Manigault, CPC-A
Sai	Suman	Uppuluri, CPC-A
Samantha	Rae	Honaker, CPC-A
Samantha	Taylor, CPC-A
Sandra	A	Ellis, CPC-A
Sandra	Gaskill, CPC-A
Sandra	Griffith, CPC-A
Sandra	Rivera, CPC-A
Sandra	Roskowiak, CPC-A
Sandra	Williams, CPC-A
Santiago	Tabien	Ardevela, CPC-A
Santosh		Kumar, CPC-A
Sara	Aukerman, CPC-A
Sara	Griffiths, CPC-A
Sarah	C	Toole, CPC-A
Sarah	Clark, CPC-A
Sarah	E	Dunkin, CPC-A
Sarah	Woodbury, CPC-A
Satish	Chander, CPC-A

Saundra	Michelle	Turner, CPC-A
Scott	McClure, CPC-A
Sean	Eric	Moen, CPC-A
Shamekia	McClain, CPC-A
Shane	Dayton, CPC-A
Shanna	Kauffman, CPC-A
Shannon	L	Keith, CPC-A
Shannon	Turmel, CPC-A
Sharyn-Eileen	Donnelly, CPC-A
Sheetal	Kokate, CPC-A
Sheila	L	Lynch, CPC-A
Shelbra	Smith, CPC-A
Sheliah	Howard, CPC-A
Shelly	R	Genaro, CPC-A
Sheri	Kahle, CPC-A
Sherrie	Anderson, CPC-A
Sherry	Pascual, CPC-A
Sheryl	Petersen, CPC-A
Shirley	Ann	Nieves, CPC-A
Sivakumar	Varma	Sagi, CPC-A
Smita	Patil, CPC-A
Sofia	Renee	Colon, CPC-A
Sonali	Bhise, CPC-A
Stacey	M.	Logan, CPC-A
Staci	Bennett, CPC-A
Stacy	Daigle, CPC-P-A
Stacy	Lyn	Webb, CPC-A
Stacy	Marie	Reimer, CPC-A
Stefany	Myers, CPC-A
Stephanie		Larsen, CPC-A
Stephanie	Guiliana, CPC-A
Stephanie	K	Urban, CPC-A
Stephanie	Michele	Hollywood, CPC-A
Steve	Lee, CPC-A
Sunday	Torres, CPC-A
Surinder	Gill, CPC-A
Susan	A	Shaw, CPC-A
Susan	Anne	Horton, CPC-A
Susan	B	Christopher, CPC-A
Susan	Brown, CPC-A
Susan	Hart	Allbritton, CPC-A
Susan	Kozlowski, CPC-A
Susan	Lynn	Benzel,	CPC-A, CPC-H-A
Susan	Mills, CPC-A
Susana	Cajal, CPC-A
Suzanne	Cassara, CPC-H-A
Suzanne	Hafeza, CPC-A
Suzanne	Kauffman, CPC-A
Suzanne	M	Soncrant, CPC-A
Suzanne	Markarian, CPC-A
Suzanne	Schwartz, CPC-A
Swetha	Pereira, CPC-A
Sylvia	Ellingwood, CPC-A
Sylwia	Cynarska, CPC-A
Talat	Mahmood	Kayani, CPC-A
Tamara	Smith, CPC-A
Tamika	Monsha	Arce, CPC-A
Tamika	Nichole	Edwards, CPC-A
Tammi	Gerges, CPC-A
Tammy	Drab, CPC-A
Tammy	Renay	Case, CPC-A
Tara	Dowell, CPC-A
Tariq	A	Heatley, CPC-A
Taylor	Anderson, CPC-A
Taysha	Henke, CPC-A
Teresa	Terry, CPC-A
Teresa	G	Parks, CPC-A
Teresa	L	Ellis, CPC-A
Teresa	Valentine, CPC-A
Teresita	Suaybaguio	Wendorf, CPC-A
Teritha	Dean, CPC-A
Terry	A	Robinson, CPC-A
Theresa	A	Wood, CPC-A
Thomas	A	Seton, CPC-A
Thomas	Pastewka, CPC-A
Tiffany	Blankenship, CPC-A
Tiffany	Parks, CPC-A
Tina	Jent, CPC-A
Tina	M	Misko, CPC-A
Tinh	Nguyen	Doan, CPC-A

Tori	Crews, CPC-A
Toshia	Katherine	Stark, CPC-A
Tricia	Ketchmark, CPC-A
Tully	Hoffman, CPC-A
Ujinraj	Kanakaraj, CPC-A
Valerie	Kemper, CPC-A
Valerie	Jones, CPC-A
Valeta	Boyd, CPC-A
Vanessa	Garcia, CPC-A
Venetzia	Madison, CPC-A
Vereen	Watson, CPC-A
Veronica	Kramer, CPC-A
Veronica	Lay, CPC-A
Vicki	Marie	Hoiten, CPC-A
Victoria	Scott, CPC-A
Victoria	Williams, CPC-A
Vidya	Radhamani, CPC-A
Vinoth	Rajakumar	Anbalagan, CPC-A
Virginia	Filyaw, CPC-A
Vishal	Karanjule, CPC-A
Vrushali	Pradeep	Pandeshwar, CPC-A
Wendy	Berryman, CPC-A
Wendy	L	Baxter, CPC-A
Wing-Gi	Siu, CPC-A
Xiaofang(Aileen)	Wang, CPC-A
Xuemei	Geng, CPC-A
Yasma	Patterson, CPC-A
Yen	Bach	Nguyen, CPC-A
Yogita	Sinalkar, CPC-A
Yolunda	Thomas	Scott, CPC-A
Zenaida	Cadaoas, CPC-A

Specialties
Angela	Humphrey,	CPC, CENTC
Annabelle	M	Aquino,	CPC,	CIRCC, CPMA
Arleen	Moss,	CPC, CIRCC
Banny	Cortez, CEDC
Barbara	Aung, CPMA
Bianca	Nicosia,	CPC, CCC
Bonnie	Ferguson, CIRCC
Brandy	Florence, CUC
Candy	Hershel,	CPC, CPMA
Caryn	G	Rubenstein,	CPC, CEMC
Catrina	M	Thomas,	CPC, CPMA
Chandra	Lynn	Stephenson, CPC,	CPC-H,	CPMA,	

CPC-I,	CANPC,	CEMC,	CFPC,	CGSC,	CIMC,	COSC
Cheryl	Krueger,	CPC, CHONC
Christine	Moore,	CPC, CGSC
Christopher	Betley, CPC,	CEMC,	CHONC
Crystal	Michele	Jones,	CPC, CANPC
Dawn	Lett, CPMA
Debbie		Barnett, CIRCC
Deborah	Kay	Morgan,	CPC, CPMA
Deborah	Lynn	Locher,	CPC, CPMA
Deede	L	Billings,	CPC, CPMA
Diane	Wright, CGIC
Donna	Beaulieu,	CPC, CPMA,	CPC-I
Doreen	Clark,	CPC, CPMA
Eleanor	Causin, CPMA
Erica	Forbush, CANPC
Erika	McDougald, CFPC
Gina	Emmenegger,	CPC, CEMC
Greg	Palmer,	CPC-A,	CPC-H-A, CPMA
Gregory	C	Milliger, CPC,	CPC-H,	CPCO,	CPC-P,	

CPMA,	CPC-I,	CEDC,	CEMC,	CIMC
Jamie	L	Crowder, CPC,	CPC-H,	CANPC

Janitza	Garcia, CIRCC
Jillian	Rose	Staadt,	CPC, CIRCC
Katherine	Ual	Goul, CCC
Kathleen	M	Marslek,	CPC, CEMC
Kay	Gearin, CGSC
Kelly	N.	Mann,	CPC, CIRCC
Kristen	M	White,	CPC, CPCO
Kristin	Solomon, CIRCC
Kristina	Stolzenburg,	CPC, CPMA
Kwame	Osei-Fosu, CIRCC
Kyle	Cole,	CPC-A, CPCO
Lisa	M	Smith,	CPC, CGSC
Loretta	Hayes,	CPC, CPMA
Margaret	M	Shay,	CPC, CEMC
Maryann	Candito,	CPC-A, CGIC
Maureen	Butner,	CPC, CGSC
Michele	Leigh	Waymire,	CPC, CCC

Michelle	Lenaye	Hargrove,	CPC, CPCO,	CPEDC
Nicolina	Chapman,	CPC, CPMA
Pam	Hess,	CPC, CPMA
Patricia	Kelley,	CPC-A, CPMA
Paul	Donald	Aragones	Apusen, CPC,	CIRCC,	CPMA,	

CHONC
Princess	Padilla,	CPC,	CANPC, COSC
Raquel	Paladino, CPCO
Remedios	M	Yutiamco,	CPC-H, CPMA
Rita	Stewart, CCC
Romeo	K	Aquino, CPC,	CIRCC,	CPMA,	CHONC
Ruth	C	Cambra, CPC,	CASCC,	CEMC,	CGIC
Sarah	K	Hobson, CPC,	CPC-H,	CPC-P,	CPMA
Sheila	Lynn	Lovisone,	CPC, CANPC
Sherry	Hutchins,	CPC-A, CPMA
Sonya	Wasson,	CPC, CPMA
Stacy	Lee	Brierton,	CPC, CIRCC
Sue	Cope, CPC,	CANPC
Tabitha	Walter,	CPC, CPMA
Tammy	Benz,	CPC, CPMA
Tracy	Tameka	Boothe, CIRCC

Magna Cum Laude
Amanda	Carmen	Boyd, CPC-A
Amber	Marie	Westerman, CPC-A
Anna	Taha,	CPC, CPC-H
Brad	Wilson, CPC,	COSC

Catherine	Lucas, CPC-A
Dena	Perry, CPC
Denise	Smith, CPC
Dianne	Catherine	Richmond, CPC-A
Fabiola	Barquero, CPC
Haiyan	Liu, CPC
Haley	Rae	Green, CPC-A
Janet	Teng, CPC
Jennifer	Alex, CPC-A
Jennifer	L	Parrish, CPC-A
Jennifer	Steele, CPC
Jennifer	Sylvestre, CPC-A
Jonathan	O	Hudson, CPC-A
Joy	Ogilvie, CPC-A
Judy	Ferguson, CPC-A
Judy	Roberts, CPC
Karen	Mauss, CPC-A
Karen	Zalazinski, CPC
Kelly	Bierman, CPC
Kerry	Fitzgerald, CPC-A
Kerstin	Wendroth, CPC-A
Leslie	Wedel, CPC-A
Lisa	Adao, CPC-A
Lisset	Quevedo, CPC
Lora	A	Cherry, CPC
Luz	E	Colon, CPC-A
Marlene	Delgado, CPC-A
Matthew	D	Kenyon, CPC-A
Melissa	Aldridge, CPC
Melissa	Duckett, CPC-A
Milagros	JustaFre’, CPC-A
Monica	L	Crews, CPC-A
Nelson	J	Toledo, CPC
Patricia	Alvarez, CPC-A
Peggy	A	Johnson, CPC
Sandra	Holper, CPC-A
Shateka	C	Robinson, CPC
Shelley	Marie	Callanan,	CPC, CIRCC
Silvia	Rosado, CPC
Star	Marie	Waterson, CPC-A
Stephany	Wysong, CPC-A
Svea	Schwartz, CPC-A
Tori	S	Hermansen, CPC-A
Tracey	Johnson, CPC-H
Valarie	McInturff, CPC-A
Yanitza	Sanchez, CPC
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Minute with a Member

Patti Frank, CPC
Tell us a little bit about your career—how you got into coding, 
what you’ve done during your coding career, what you’re do-
ing now, etc.
I was dragged into coding kicking and screaming. I worked as a sales repre-
sentative for a regional laboratory serving physician offices and hospitals. 
My clients’ staff and prospects asked me things like, “What CPT® code do I 
use to bill your TSH or strep screen?” I didn’t even know what a CPT® code 
was, so I researched and made a list of our most frequently ordered tests and 
the correct codes.
I moved on to work at Blue Cross Blue Shield (BCBS) of Kansas City in the 
Medicare division as the manager of post-payment utilization review (think 
audit). I was there during some pretty revolutionary times. Diagnosis cod-
ing was in a grace period, but soon became required to submit a claim. I was 
also there during the transition to the resource-based relative value scale 
(RBRVS) in 1992. The evaluation and management (E/M) codes under-
went some pretty hefty changes; descriptions like brief, limited, intermedi-
ate, extended, and comprehensive services had no explanation as to what they 
meant. Auditing was a challenge.
Because I grew up when the 1995 and 1997 documentation guidelines were 
released, I took a special interest in E/M coding and developed expertise. 
Since 2000, I’ve been an independent consultant who audits, provides phy-
sician education, and teaches family practice residents. I audit all special-
ties for E/M codes; and in my chapter, I am known as the E/M coding guru.

What is your involvement with your local AAPC chapter?
I travel extensively (for pleasure) and cannot hold an office in my chapter, 
so I serve through education: I update the “Certified Coder Prep Course,” 
with the current ICD-9 and CPT® codes every year. I arrange for instructors 
to come to meetings and manage registrants and course material. I chair a 

project that offers three levels 
of E/M coding to members in 
four-hour workshops on “Ba-
sic E/M Coding,” “Advanced 
E/M Coding,” and “Auditing 
E/M Codes.” I also helped de-
velop and maintain a position 
paper on the gray areas of E/M 
coding that combines the ex-
pertise of 12 coders. And I 
speak at meetings and annu-
al workshops on topics such 
as ICD-10.

What AAPC chapter 
benefits do you like the 
most?
The biggest benefit for me has 

been networking and forming lasting relationships with supportive peo-
ple. I can call on my AAPC friends anytime for emotional support and help.
I also appreciate the educational opportunities. My local chapter provides 
educational opportunities that are such good value for the money. For ex-
ample, at the annual workshop in October 2011, the registration fee includ-
ed eight continuing education units (CEUs), a draft ICD-10 book, and an 
anatomy and physiology book.

What has been your biggest challenge as a coder?
As an auditor, I have to remind myself that there’s so much more to an au-
dit than just the level of service. For example, it’s critical that incident-to re-
quirements are met and the correct provider is billed. Legal issues such as 
Stark law violations and illegal distribution of income from ancillary ser-
vices are always challenging. Another challenge is keeping up with the ev-
er-changing regulations in all aspects of coding and billing. The new inter-
pretation of the three-day rule, for example, will be a processing challenge 
for some of my provider-owned clients.

How is your organization preparing for ICD-10?
In late 2011, we began having a 30-minute presentation on ICD-10 at our 
morning and evening meetings. We will continue doing that until imple-
mentation. In 2012, we have quarterly reviews of anatomy and pathophys-
iology (A&P) to help code for the specificity inherent in ICD-10. Our an-
nual workshop, which attracted 362 attendees in 2011, focused on ICD-
10 and everyone received an ICD-10 draft book and an A&P book. We are 
hoping Kansas City will be selected as a location for a regional meeting on 
ICD-10 in 2013. 

If you could do any other job, what would it be?
Although it may be too late, I would like to work in several different special-
ties to learn surgery and procedure coding (for example, cardiology, ortho-
paedics, and obstetrics/gynecology).

How do you spend your spare time? Tell us about your hob-
bies, family, etc.
I spend my spare time with my husband of 47 years and traveling. We have 
been to all seven continents and are still going. Our next trip is a 115-day 
world cruise starting in January 2013. I am excited because we are going to 
Southern Africa, where I have never been.
I have two beautiful daughters and three grandchildren who are the light 
of my life. I like to eat, cook, and especially bake. Every Christmas, I make 
about 10-12 different kinds of cookies and deliver them throughout the 
season to friends and family. I like trying new foods and new restaurants—
most recently, Austrian cuisine.
You’ll rarely see me without a book: It could be an international intrigue or 
mystery book, or it might be a Sudoku or KenKen puzzle book to help pre-
vent Alzheimer’s.  

As an auditor, I have to remind myself that there’s so 

much more to an audit than just the level of service. 

Consultant, sole proprietor, of Consultants in 
Practice Management, Lenexa, Kan.





WANT A NATIONAL CONFERENCE 
BUILT EXCLUSIVELY  

FOR AUDITORS? 
This one’s for you! 

     Conference held at Grove Park Inn in Asheville, NC on December 3-4, 2012 
 
     Special preconference hands-on skill building event on December 2, 2012 
 
     Earn up to 20 CEUs when you attend the preconference and conference 
 
     Auditing topics will include: Pain Management, Dermatology, 
     Presenting Audit Results, Medical Necessity, OBGYN & more. 
 
     Early-bird registration special—Register now and receive a free ticket for      
     dinner and candlelight tour at Biltmore Estate on December 3, 2012. 
 

    Visit our website for more details!!   
 

www.NAMAS-AUDITING.COM 
877-418-5564 


