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Introduction and Overview 
In 1997 it became apparent that osteopathic physicians were encountering many difficulties when billing for 

Osteopathic Manipulative Treatment (OMT). Properly coding for evaluation and management (FJM) and OMT 
services is becoming more difficult as a result of our ever-changing health care environment. To address this 
problem, the Michigan Osteopathic Association established an ad-hoc committee charged with compiling all 
known gUidelines, documentation requirements and coding variations with the purpose of publishing a handy 
general reference of information to assist the practicing osteopathic physician. This publication is the result of 
the dedication and perseverance of the MOA Committee on OMT and is MOAs attempt to publish guidelines gen­
erally accepted by third party payors for documentation and 
coding of FJM and OMT services. 

roper~JI codingfor evaluationOsteopathic treatment and evaluation are integral parts of 
the same process. This guide is presented with the acknowl­ and management (ElM)
edgement that each osteopathic physician may treat a patient Pand OMT services is becomingwith a variety of OMT techniques depending upon the individ­
ual needs of the patient. Specific chart documentation wilJ more difficult as a result ofour 
vary from physician to physician depending upon the OMT 

ever-changing health caretechniques utilized during the patient visit. 
environment.The information contained within this manual is current as 

of April 1998. The guidelines are subject to change without 
prior notice and at any time. it is strong/)' recommended that this manual be used onl)' as a guide for the 
practicing phl'sician. 

This manual is published for general informational purposes only and iL is not intended as specific advice or 
directions in individual coding or billing documentation issues. Nor is this publication intended to suggest prac­
tice standards or methods or charges for services. The need. appropriateness, and charge for any service are 
matters thaL should be detemlined indiVidually by each physician. Physicians are urged to consult their account­
ants, attorneys, or billing consultants. as appropriate. or third party payors involved as to any questions regard­
ing coding, documentation or billing for FJM or OMI services in individual cases. 
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and outpatient clinical experiences in the management of patientsOsteopathic Medicine and 
with a wide spectrum of health problems. It is the initial opportu­

Other Health Care Professions nity for the osteopathic physician to become involved in postgrad­
uate clinical experiences emphasizing total health care. Recently,

Osteopathic physicians are often asked to describe the differ­ model internships in family practice, pediatrics, internal medi­
ence between themselves and other health care professionals. cine, obstetrics/gynecology, psychiatry and emergency medicine 
Questions often asked include: have been developed. These model programs have allowed modi­
• If osteopathic physicians are licensed to practice the full scope fication of the clinical curriculum that provides slightly greater 

of medicine, how do they differ from allopathic physicians? emphasis in a specific specialty area while maintaining much of 
• If osteopathic physicians can perform manipulative techniques, the broad range of clinical exposure. In the allopathic profession, 

what differentiates the osteopathic physician from the chiro­ MDs are usually "tracked" into specialty training immediately 
practor? after graduation from school. 

• And if osteopathic physicians are specially trained to recognize Pathways to licensure also vary slightly for the two professions.
the importance of the musculoskeletal system in health and dis­ Astate medical or osteopathic licensing board must license every 
ease, how do they differ from physical therapists? physician. In some states there are separate boards for licensing 

MDs and DOs; other states have combined boards which license 
both professions. The MD may be licensed by taking a state 

Osteopathic Medicine licensing board examination, or by taking a national examination 
such ;L'i the ones given by the National Board of Medicaland Allopathic Medicine Examiners (NBME), the Federal Licensure Examination (FLEX), 
or the United States Medical Licensure Examination (USMLE). TheThe osteopathic and allopathic professions can be distinguished 
osteopathic physici;U1 may be licensed by taking a state licensingfrom each other on several levels. The professions also differ in 1) 
board examination (which includes written, oral and practicaleducation and training, and 2) philosophy of medical practice. 

testing in osteopathic principles and meth­

---------------- ods), the FLEX, the USMLE, or the examina­d d . . ...E ucation an Training
While osteopathic and allopathic pre-doc- MniPUlatzve medzczne zs tion given by the National Board of 

Osteopathic Medical Examiners (NBOME). 
toral education share many similarities, merely another modality of If the FLEX or the USMLE is used as a path-
there are manv substantive differences in 
the education ~f the DO. First, osteopathic treatment unless integrated way to licensure, the DO is required to take 

an additional examination in osteopathic
medical students are taught from a holistic within a distinctive philosophy principles and methods. 
viewpoint, The student is conditioned to . . ' 
view the patient ;L'i a whole person. and to an understandzng ofselJ-healzng 
consider all the implications of diagnosis processes and a knowledge ofthe Philosophy of Medical Practice 
and treatment. Given the philosophical prin-. ' . .. Ba'ied on the previous discussion of 
ciples just discussed, the DO is taught to zmportance ofthe znterrelatlOnshzp osteopathic principles, it is clear that the 
look for the factors contributing to the between structure andfunction. osteopathic physician holds to a unique phi­
cause of illness and not be satisfied to treat losophy of medical practice. The DO sees 
only the presenting symptoms. The student the patient a'i a whole person, an integra­
is also taught to consider the effects of illness on the whole per­ tion of body, mind and spirit, who comes to the physician seeking 
son. Careful consideration is given during the educational process assistance for a health problem. The DO believes that the body is 
to an emph;L'iis on the body's ability to be self-healing. a close and a unit, that the body has an inherent capacity for self-healing and 
personal relationship between physician and patient. collaborative self-regulation, that there is a somatic component to disea'ie, and 
decision-making in health care, and to health promotion and dis­ that a rational approach to treatment is to apply these principles
e;L'ie prevention. in the total care of the patient. The DO sees himself or herself as a 

Secondly, the student is taught to recognize the importance of facilitator in the healing process, one who a'isists the patient in 
the musculoskeletal system in health and dise;L'ie. The interrela­ maximizing his or her self-healing capacity. The DO also recog­
tionship of structure and function is considered in every disea'ie nizes the important role of the musculoskeletal system in health 
process, and each student is taught to use palpatory diagnosis to and disea'ie. This process includes the use of osteopathic struc­
recognize the somatic component of the patient's problem, and to tural diagnosis and manipulative treatment as well a'i the use of 
utilize osteopathic manipulative treatment in the total care of the standard medical approaches such as pharmaceutical agents or 
patient. To this extent, the osteopathic medical student receives surgery. 
some 300-500 hours of training in manipulative treatment of the 

An important point must be made here. Manipulative medicine
musculoskeletal system. including joints, muscles and connective is merely another modality of treatment unless integrated within a
tissues. distinctive philosophy, an understanding of self-healing processes, 

At the postgraduate level. each DO serves a one-year rotating and a knowledge of the importance of the interrelationship 
internship prior to entering residency training. This additional between structure and function. The osteopathic physician recog­
year of internship is characterized by a broad range of inpatient nizes that the patient is a whole person, that there is a somatic 
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Histories 
Definitions and Tenns 
Chief Complaint (CC): The chief complaint is the reason the 
patient came to see you and is a concise statement describing the 
symptom, problem, condition, diagnosis, physician recommended 
return or other factor that is the reason for the encounter. 

History of Present Illness (HPI): The HPI is a chronological 
description of the patient's present illness from the first sign 
and/or symptom or from the previous encounter to the present 
encounter. An HPI includes the following eight elements: 

1. Location 5. Severity 
2. Duration 6. Modifying Factors 
3. Quality 7. Timing 
4. Content 8. Associated Signs and Symptoms 

Review of Systems (ROS): An ROS is an inventory of body sys­
tems obtained through a series of questions seeking to identify 
signs and/or symptoms which the patient may be experiencing or 

Requirements for Documenting a Patient History 

Table 1: New Patient Office Visit 

has experienced. Recognized systems are as follows: 
1. Constitutions 8. Musculoskeletal 

(fever, weight loss, etc.) 9. Integumentary 
2. Eyes (skin and/or breast) 
3. Ears, Nose, Throat, Mouth 10. Neurological 
4. Cardiovascular 11. Endocrine 
5. Respiratory 12. HematologicJLymphatic 
6. Gastrointestinal 13. Allergic/Immunologic 
7. Genitourinary 

Past, Family, and Social History (PFSH): APFSH consists of 
three elements: 
1. Past history is the patient's past experiences with illnesses, 

operations, injuries and treatments. 
2. Family history is a review of the medical events in the patient's 

family, including diseases which may be hereditary or place the 
patient at risk. 

3. Social history is an age appropriate review of past and current 
activities. 

CPT Code HPI* ROS* PFSH* Type of History 

99201 B/1-3 N/A N/A Problem Focused 

99202 BI1-3 PP/1 N/A Expanded problem focused 

99203 FJ4+ FJ2-9 P/1 from any Detailed 

99204 f<14+ C/I0-14 C/l from each Comprehensive moderate 

99205 FJ4+ C/I0-14 C/l from each Comprehensive high 

Table 2: Established Patient Office Visit 

CPT Code HPI* ROS* PFHS* Type of History 

99211 N/A N/A N/A N/A 

99212 B/1-3 N/A N/A Problem focused 

99213 BI1-3 PP/1 N/A Expanded problem focused 

99214 FJ4+ (or three Chronic) FJ2-9 PI1 from any Detailed 

99215 FJ4+ C/10-14 P/1 from any 2 Comprehensive 

*Key 

B Brief 

C Comprehensive 

E Extended 

P Pertinent 

PP Problem Pertinent 

New Patient Office Visit 99203: HCFA requires the office visit 
(OV) to have an extended history, including 4 buJleted elemenL~ 

of the 8 listed in Definition of Terms. ROS documentation requires 
documentation of anywhere from 2-9 bulleted elements and one 
element from the PFSH list as listed in Definition of Terms. Ahisto­
ry for this type of new patient office visit could be as follows: 

A 40 year-old male presents complaining ofa lower back 
pain fi)r the past month. The pain began after lifting a heat~' 

box weighing 25 pounds. The pain is in the left lower back 
region and is achy, intermittent and can last for hours at a 
time. The pain worsens when lifting children. bending. or 
stooping. The pain is less intensive when ice is applied and 
anti-injlammatoTJI medications are used. 
Note: This paragraph satisfies four bulleted elements. 

No radiation/paresthesias. no weight loss or night sweats, does 
not wake patient at night. No change in bowellbkulder habits. 
Note: This paragraph satisfies two ROS bulleted elements. 

No histoTJI ofprior low back pain or back injuries except for 
minor lou' back pain years ago. 
Note: This sentence satisfies one PFSH bulleted element. 

Established Patient Office Visit 99213: a progress note 
could be the follOWing: 

Patient notes decreased LBP, less achy. Still sore after lifting at 
home. Better with Rx. No otherjoint swelling. pain or weakness. 
Note: This paragraph satisfies three HPI bulleted ele­
ments and one PP bulleted element. 
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Physical Examinations: 

Documentation Requirements: 

Table 1: New Patient Office Visits 

CPT Code History Physical Exam Medical Decision Making Average TIme 

99201 Problem Focused 1-5 Bulleted Elements Straight Forward 20 Minutes 

99202 Expanded Problem Focused 6 Bulleted Element~ Straight Forward 20 Minutes 

99203 Detailed 12 Bulleted Elements Low Complexity 30 Minutes 

99204 Comprehensive AlJ Bulleted Elements Moderate Complexity 45 Minutes 

99205 Comprehensive AlJ Bulleted Elements High Complexity 60 Minutes 

Table 2: Established Patient Office Visits 

Medicare separates areas of the body into the following 
regions: 1) head/neck, 2) spine, ribs, pelvis, 3) right upper 
extremity, 4) left upper extremity, 5) right lower extremity, 6) left 
lower extremity. Coding for the number of regions treated 
with OMT, however, separ.ttes the body into individual, 
not grouped regions. Thus, physicians can continue to 
code for OMT treatment for each part of the body (head, 
cervical, thoracic, lumbar, sacral, pelvis, 
rib, upper extremity, lower extremity). The 
Medicare grouping of body regions 
applies only for counting the number 
of bulleted elements needed to justify 
a particular level of examination for 
the ElM part of the office visit. 

New patient office visit examination 
99203 requires documentation of 12 bul­
leted elements. Evaluation of each body 
region a.~ defined by Medicare can give 4 
bulleted elements per region. Adding skin 
inspection and parts of a neurological 
examination and constitutional examination can add additional 
bullets. For example, inspection and evaluation of tissue texture 
changes, ROM, vertebral segmental dysfunction, muscle tone and 
strength in the head and neck region (I region and 1 bulleted 
element), spine, ribs, pelvis (I region and 1 bulleted element) 
and bilateral lower extremities (2 regions and 2 bulleted ele­
ments) in total allows the physician to utilize 4 bulleted elements 
for each of these regions, giving a total of 12 bulleted elements. 

New patient office visit examination 99204: in addition to 
the 12 bulleted element~ reqUired for the 99203 examination, HCFA 

CPT Code History Physical Exam Medical Decision Making Average TIme 

99211 N/A N/A N/A 5 Minutes 

99212 Problem Focused 1-5 Bulleted Elements Straight Forward 10 Minutes 

99213 Expanded Problem Focused 6 Bulleted Elements Low Complexity 15 Minutes 

99214 Comprehensive 12 Bulleted Elements Moderate Complexity 25 Minutes 

99215 Detailed All Bulleted Elements High Complexity 40 Minutes 

C
OdingjOr the number oj 
regions treated with OMT, 

however, separates the bod}' 
into individual, not grouped 
regions. Thus, p~vsicians can 
continue to codejor OMT 
treatment jor each part ojthe body. 

requires documentation of every element in a box with a shaded 
border and at least 1 element in a box with an unshaded border. 
This requires a much more comprehensive examination and docu­
mentation. Inspection/palpation, ROM and pain, stability and mus­
cle tone and strength must all be documented for 4 of the 6 
Medicare designated anatomic groups. In addition, skin and 
subcutaneous tissue inspection, neurologic examination, mental 

status a.~sessment, lymphatics inspection, 
cardiova.~cular and constitutional exams 
must also be perfomled and documented. 

Established patient office visit exam­
ination 99213: meeting 6 bulleted ele­
ment~ is straightforward for an OMT evalua­
tion and treatment since it includes ROM, 
assessment of muscle tone and strength and 
stability for each anatomic region evaluated 
and treated (i.e., for each region of the 
body evaluated and treated, it counts up to 
4 bulleted elements per area). To be safe, 
documentation of mental status, skin, a.~ 

well a.~ constitutional elements such as BP, height. weight, and 
general appearance will add extra exam bullets. 

Note: The method of documentation is left to the individ­
ual physician. Although "CFA notes the average time for 
each ElM level, documentation of the appropriate number 
of bulleted elements for the office visit will more than 
likely prove to be more defensible than time spent in the 
case of an insurance audit. 

Asuggested documentation form is shown on page 9. 
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Date: Name: Pt#: Weight _ 

ROS(Msk) Swelling: Erthema: Rom: Weakness: _ 
ROS(Other): _ 
New Problems: Injuries: Illness: Operations: Hospitalization: Treatment 

Current Medications: _ 

Appearance: Affect Or x 3: _ 
OPE (NE Not Examined) BP: Resp: Temp.: _ 
Skin/Digits: Scars: Rashes: Lesions: Digits: _ 
Varicosities: Edema: Pulses: Temp: Tender: _ 
Lymphadenopathy: Neck: Edema: Groin: _ 
Neuro: Finger/Nose: DTRs: Sensation: Strength: _ 
Other: _ 

Severity OMT Response 
T A R T 0 1 2 3 Y N R I U W 

Extremity Lower R 
Extremity Lower L 
Pelvis/Hip 
Sacrum 
Lumbar 
Thoracic, ,., 
Abdomen 
Rib Cage 
Extremity Upper R 
Extremity Upper L 
Cervical 
Head/Cranial 

Severity: O-None/background levels; 1-Minor TART(more than background levels); 2-TART obvious; 3-Symptomaticlkey lesion 

Physician's evaluation of pattern prior to treatment Resolved: Unchanged: Worse: 
Assessment: P Plan: _ 

OMT performed as above: 1-2 Areas: _ 3-4: 5-6: 7-8: 9-10: _ 

Treatment: Art: BLVLAS: CR: ME: ST: MFR: _ 
Vis: INR: IND: HVLA: FPR: DIR: CS: _ 
PH: GK3 CRP: Ice/Heat US/EMS: IF: _ 
Diathermy: Massage: Therapeutic Exercise: _ 

Education/Counseling: FamilylWork Stress Reduction: Smoking/Alcohol/Drug Cessation: _ 
Diet Meditation: Exercise: Lifestyle Changes: Vitamins: _ 
Time Spent(minutes): _ 

Next Appointment: __Week(s) __Month(s) __Prn Signature: _ 
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TRIGGER POINT (MYOFASCIAL TRIGGER POINT) - Asmall 
hypersensitive site that, when stimulated, consistently produces a 
reflex mechanism that gives rise to referred pain or other mani­
festations in a constant reference zone, and consistent from per­
son to person. 

VERTEBRAL UNIT - 1\vo adjacent vertebra with their associated 

intervertebral disk, arthrodial, ligamentous, muscular, vascular, 
lymphatic and neural elements. 

These definitions are definitions adopted by the AOA ECOPS com­
mittee, printed in the AOA Directory, and adapted by the MOA 
Committee on OMT. 

Additional Resources 
American Academy of Osteopathy 
3500 DePauw Blvd., Indianapolos, IN 46268 
317/879-1881 
http://www.aao.medguide.net 

American Osteopathic Association 
Department of Payor Relations 
142 E. Ontario, Chicago, IL 60611 
3121202-8000 
http://www.am-osteo-assn.org 

Foundations for Osteopathic Medicine 
Robert C. Ward, DO. Editor, et aI. 
1997, William~ and Wilkins, Baltimore, MD 

Michigan Osteopathic Association 
Committee on OMT 
2445 Woodlake Circle, Okemos, MI 48864 
517/347-IS55 
http://www.com.msu.cdulmoa 

U.s. Department of Health and Human Services 
Heath Care Finance Administration (HCFA) 
200 Independence Ave., SW, Washington, DC 20201 
202/690-6726 
www.hcfa.gov 
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