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Disclaimer

Please be advised everything contained within this 

PowerPoint and/or within this lecture is not 

intended to be legal advice, counseling or an 

advisement for anything other than informative 

continuing education purposes.  The examples 

contained herein are for the comprehension of  

insurance and billing concepts.   



The Board of  Chiropractic Examiners allows a 

maximum of  12 hours of  CE to be completed 

in one day. 

Please do not take Online CE during this live 

seminar as the Board will not give you credit.



Why SB 623 Matters to Chiropractors

The New Reality

•SB 623 changes how medical bills may be valued in certain 

personal injury cases. 

•Chiropractic providers treating rideshare accident patients 

may see changes in: 

• Billing practices 

• Medical liens 

• Documentation expectations 

• Relationships with attorneys and insurers 

•Understanding the law can help practices adapt while 

continuing to provide quality patient care.



The Purpose of SB 623

Legislative Goals

SB 623 was enacted to:

•Increase transparency in accident-related medical billing 

•Reduce inflated medical charges 

•Establish standards for determining reasonable medical 

expenses 

•Strengthen protections for rideshare passengers 

•Encourage fair settlements based on documented treatment



What Has Changed?

Medical Billing

The legislation introduces new standards that may affect:

•Medical lien recoveries 

•Valuation of accident-related treatment 

•Reimbursement calculations 

•Documentation supporting medical necessity 

For chiropractors, complete and accurate clinical records 

become even more important.



Documentation Is More Important Than Ever

Clinical Records Should Clearly Show

•Mechanism of injury 

•Initial examination findings 

•Objective orthopedic and neurological findings 

•Functional limitations 

•Diagnosis 

•Treatment plan 

•Patient progress 

•Re-evaluations 

•Medical necessity for continued care 

Key Message:

Good documentation supports both patient care and 

reimbursement.



Medical Necessity

Demonstrate Why Care Is Needed

Include documentation showing:

•Objective findings 

•Functional improvement 

•Pain reduction 

•Changes in activities of daily living 

•Ongoing clinical justification for treatment 

Avoid relying solely on subjective pain complaints.



Impact on Medical Liens

Practices Using Liens Should Review

•Lien agreements 

•Billing policies 

•Charge structures 

•Attorney communication 

•Record requests 

•Financial policies 

SB 623 may change how lien-based charges are evaluated 

during claims.



Best Practices for Chiropractic Offices

Protect Your Practice

 Perform thorough examinations

 Document every visit completely

 Re-evaluate patients regularly

 Use evidence-based treatment plans

 Maintain clear financial policies

 Respond promptly to attorney and insurer record requests



Working with Personal Injury Attorneys

Collaboration Is Essential

Successful cases depend on:

•Timely documentation 

•Clear narratives 

•Accurate billing 

•Prompt communication 

•Consistent treatment records 

Strong documentation benefits patients regardless of the 

legal outcome.



Risk Management

Reduce Compliance Risks

Review:

•Documentation procedures 

•Coding accuracy 

•Billing compliance 

•Record retention 

•Staff training 

•Consent and financial forms 

Periodic internal audits can help identify opportunities for 

improvement.



2022 Federal No Surprises Act 

Surprise medical bills arise when insured consumers 

inadvertently receive care from out-of-network hospitals, 

doctors, or other providers they did not choose.

This can be waived by the patient in non-emergency 

situations.



Good Faith Estimate Requirements Under the No 

Surprises Act for Chiropractic Practices

The federal No Surprises Act (“NSA”) primarily 

affects chiropractic practices through the Good Faith 

Estimate (“GFE”) requirements applicable to self-pay 

and uninsured patients, rather than through the 

traditional emergency-room “surprise billing” 

provisions commonly associated with hospitals and 

emergency medical providers.



Under the NSA, a chiropractor who provides 

scheduled, non-emergency treatment to a self-pay or 

uninsured patient is generally required to furnish the 

patient with a written Good Faith Estimate of  

anticipated charges prior to treatment. This obligation 

applies to many common chiropractic practice 

models, including cash-pay treatment plans, personal 

injury patients paying directly, wellness or 

maintenance care programs, decompression therapy 

packages, out-of-network treatment arrangements, 

and long-term treatment recommendations.



The Good Faith Estimate should reasonably 

identify the anticipated scope and cost of  care, 

including expected charges, CPT or service 

descriptions, diagnosis information when 

appropriate, and anticipated related costs 

associated with the proposed treatment plan. 

The estimate is not required to be exact; rather, 

it must reflect a good-faith projection based 

upon the provider’s clinical judgment and 

reasonably available information at the time the 

estimate is issued.



Timing requirements are important. If  services are 

scheduled between three (3) and nine (9) business 

days in advance, the Good Faith Estimate generally 

must be provided within one (1) business day after 

scheduling. If  services are scheduled ten (10) or 

more business days in advance, the estimate generally 

must be provided within three (3) business days after 

scheduling. Accordingly, the Good Faith Estimate 

should be drafted carefully to reflect that treatment 

recommendations and visit frequency may change 

depending upon patient progress and medical 

necessity.



Providers should also be aware that if  the final 

billed charges exceed the Good Faith Estimate by 

at least $400.00, the patient may initiate the 

federal Patient-Provider Dispute Resolution 

process. Maintaining contemporaneous 

documentation supporting the basis for 

treatment modifications, additional services, or 

changes in frequency may therefore become 

important in defending the reasonableness of  the 

charges rendered.



Can patients waive the No Surprises Act’s protections?

The No Surprises Act allows patients to waive its protections 

with regard to certain non-emergency services only, but there 

are strict notice and consent requirements that apply. These 

requirements make it clear that Congress’s intention is that 

waiver of  the No Surprises Act protections and consent to 

payment of  out-of-network fees should be the exception for 

patients, rather than the rule. 



AB5 The Independent 

Contractor Test



A. The person is free from the control and 

direction of  the hiring entity in the performance of  

the work, both under the contract for the 

performance of  the work and in fact;

B. The person performs work that is outside the 

usual course of  the hiring entity's business; and

C. The person is customarily engaged in an 

independently established trade, occupation, or 

business of  the same nature as that involved in the 

work performed.





We have an existing self-pay patient who got into a 

fender bender under a PI lien, and we charged our 

insurance rates. Our rate for self-pay patients is 

considerably lower than the insurance rate. The attorney 

is asking to justify the difference.



Chiropractic Medicare Coverage Modernization Act of 

2021??

This bill expands Medicare coverage of chiropractic services 

to include all services provided by chiropractors, rather than 

only subluxation corrections through manual manipulation 

of the spine.



CSAA MED-PAY LANGUAGE

PAYMENT UNDER MEDICAL PAYMENTS COVERAGE We may pay the insured 
person or the person(s) providing the necessary services, or the person(s) 
responsible for payment of expenses incurred under this Part, as we deem 

appropriate. 



Malpractice

SOL is 1 year from the date of  

injury, or when the patient knew 

or should have known.



A physician may be liable for negligently 

recommending a course of  treatment if  that 

course stems from a misdiagnosis of  the 

patient’s underlying medical condition, or all 

reasonable physicians in the relevant medical 

community would agree that the probable risks 

of  that treatment outweigh its probable benefits. 
Flores v. Liu - filed Jan. 28, 2021, Second District, Div. Two











Telemedicine Codes  

These codes are for use when E/M services are 

performed, of  a type that would be done face-to-

face, through a HIPAA compliant secure platform. 

These are for patient-initiated communications and 

may be billed by clinicians who may independently 

bill an E/M service. They may not be used for work 

done by clinical staff  or for clinicians who do not 

have E/M services in their scope of  practice.



Telemedicine Codes 

98000-98015

Place of  visit is 02

Use -95 modifier

98016 for brief  communication



98000 New Audio + video Straightforward 15+ min

98001 New Audio + video Low 30+ min

98002 New Audio + video Moderate 45+ min

98003 New Audio + video High 60+ min

98004 Established Audio + video Straightforward 10+ min

98005 Established Audio + video Low 20+ min

98006 Established Audio + video Moderate 30+ min



98007 Established Audio + video High 40+ min

98008 New Audio only Straightforward 15+ min

98009 New Audio only Low 30+ min

98010 New Audio only Moderate 45+ min

98011 New Audio only High 60+ min

98012 Established Audio only Straightforward 10+ min

98013 Established Audio only Low 20+ min

98014 Established Audio only Moderate 30+ min

98015 Established Audio only High 40+ min



Telemedicine Codes  

Online Digital E/M codes

99421 - covers 5 to 10 minutes of  cumulative time 

spent with the patient for a period of  up to 7 days. 

A physician or other qualified healthcare 

professional discusses, using online communication 

technologies, a health issue and possible treatment 

or management with an established patient.



Telemedicine Codes  

Online Digital E/M codes

99422 - covers 11 to 20 minutes of  cumulative time 

spent with the patient for a period of  up to 7 days. 

A physician or other qualified healthcare 

professional discusses, using online communication 

technologies, a health issue and possible treatment 

or management with an established patient.



Telemedicine Codes  

Online Digital E/M codes

99423 - covers 21 + minutes of  cumulative time 

spent with the patient for a period of  up to 7 days. 

A physician or other qualified healthcare 

professional discusses, using online communication 

technologies, a health issue and possible treatment 

or management with an established patient.



Document the consent of  the patient for the 

telemedicine communication via this medium.

Very important.
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PERSONAL INJURY

CONTRACTS

ESTATE PLANNING

REAL ESTATE

BUSINESS ENTITY FORMATION



Objectives

 ~Billing & coding, CPT and ICD-10 codes.

 ~Documentation for the patient and 

insurance billing.

 ~Medicare.

 ~Workers’ Compensation.

 ~CPT Codes and P.I. for the Chiropractor.



Rules and Regulations Board of  Chiropractic 

Examiners 1625 N. Market Blvd., Suite N-327 

Sacramento, CA 95834 

Revised November 2021



https://www.fairhealthconsumer.org/medical



§318. Chiropractic Patient Records/Accountable Billings. 

(a)Chiropractic Patient Records. Each licensed chiropractor is 

required to maintain all active and inactive chiropractic patient 

records for five years from the date of the doctor's last 

treatment of the patient unless state or federal laws require a 

longer period of retention. Active chiropractic records are all 

chiropractic records of patients treated within the last 12 

months. Chiropractic patient records shall be classified as 

inactive when there has elapsed a period of more than 12 

months since the date of the last patient treatment.



All chiropractic patient records shall be available to any 

representative of the Board upon presentation of patient's 

written consent or a valid legal order. Active chiropractic 

patient records shall be immediately available to any 

representative of the Board at the chiropractic office where the 

patient has been or is being treated. Inactive chiropractic 

patient records shall be available upon ten days notice to any 

representative of the Board. The location of said inactive 

records shall be reported immediately upon request. 



Active and inactive chiropractic patient records must 

include all of the following: (1)Patient's full name, date of 

birth, and social security number (if available); (2)Patient 

gender, height and weight. An estimated height and weight 

is acceptable where the physical condition of the patient 

prevents actual measurement; (3)Patient history, complaint, 

diagnosis/analysis, and treatment must be signed by the 

primary treating doctor. Thereafter, any treatment rendered 

by any other doctor must be signed or initialed by said 

doctor; (4)Signature of patient; (5)Date of each and every 

patient visit; (6)All chiropractic X-rays, or evidence of the 

transfer of said X-rays; (7)Signed written informed consent 

as specified in Section 319.1.



(b)Accountable Billings. Each licensed chiropractor is 

required to ensure accurate billing of his or her chiropractic 

services whether or not such chiropractor is an employee of 

any business entity, whether corporate or individual, and 

whether or not billing for such services is accomplished by an 

individual or business entity other than the licensee. In the 

event an error occurs which results in an overbilling, the 

licensee must promptly make reimbursement of the 

overbilling whether or not the licensee is in any way 

compensated for such reimbursement by his employer, agent 

or any other individual or business entity responsible for such 

error. Failure by the licensee, within 30 days after discovery 

or notification of an error which resulted in an overbilling, to 

make full reimbursement constitutes unprofessional conduct.



§319.1. Informed Consent. (a) A licensed doctor of 

chiropractic shall verbally and in writing inform each patient 

of the material risks of proposed care. “Material” shall be 

defined as a procedure inherently involving known risk of 

serious bodily harm. The chiropractor shall obtain the 

patient's written informed consent prior to initiating clinical 

care. The signed written consent shall become part of the 

patient's record. (b) A violation of this section constitutes 

unprofessional conduct and may subject the licensee to 

disciplinary action.



What Is A 25 Modifier?

Significant, Separately Identifiable 
Evaluation and Management Service by 
the Same Physician on the Same Day of 

the Procedure or Other Service.







What is Modifier 52?

Modifier 52 identifies situations where the 
physician elects to reduce or eliminate a 

portion of a service or procedure. Cover letters 
or operative reports are not necessary when 

Modifier 52 is used since these claims are 
seldom sent to medical review.



What Is A 59 Modifier?

Distinct Procedural Service.
Modifier 59 is used to indicate a distinct 

procedural service. The physician may need to 
indicate that a procedure or service was 

distinct or independent from other services 
performed on the same day.









What Is An AT Modifier?

Acute treatment (chiropractic claims).
Note: This modifier should be used when 

reporting CPT 98940, CPT 98941, CPT 
98942 or CPT 98943 for acute treatment.



What Is A GP Modifier?

Services delivered under an outpatient 
physical therapy plan of care.





What Is A GQ Modifier?

Telehealth services via asynchronous 
telecommunications system.



What Is A GT Modifier?

Telehealth services via interactive audio and 
video telecommunication systems.



What Is A GY Modifier?

Use to indicate when an item or service 
statutorily excluded or does not meet the 

definition of any Medicare benefit.



What is Modifier XS?

This tells the payer the procedure is distinct 
because it was performed on a separate organ 

or structure than the bundled procedure.
“Separate Structure, A Service That Is Distinct 

Because It Was Performed On A Separate 
Organ/Structure.“









New patient E/M Codes 

99202 ~Office or other outpatient visit for the evaluation and 

management of  a new patient, which requires a medically

appropriate history and/or examination and straightforward 

medical decision making. When using time for code selection, 

15-29 minutes of  total time is spent on the date of  the 

encounter. 

99203 ~Office or other outpatient visit for the evaluation and 

management of  a new patient, which requires a medically 

appropriate history and/or examination and low level of  medical 

decision making.  When using time for code selection, 30-44 

minutes of  total time is spent on the date of  the encounter.







99204 ~Office or other outpatient visit for the

evaluation and management of  a new patient, which 

requires a medically appropriate history and/or examination 

and moderate level of  medical decision

making. When using time for code selection, 45-59 minutes 

of  total time is spent on the date of  the encounter.

99205 ~Office or other outpatient visit for the

evaluation and management of  a new patient, 

which requires a medically appropriate history 

and/or examination and high level of  medical 

decision making.  When using time for code 

selection, 60-74 minutes of  total time is spent on 

the date of  the encounter.









Bonus Golden Nugget

It is rare for a chiropractor to achieve 99204.

If  a chiropractor has initially completed a new 

patient exam and billed 99203, they should 

follow up with a 99213 on a re-exam. Q







Hitting your organ systems for your E/M 

Codes

99212 ~1-5 from 1+ organ systems 

5 Points

99202 & 99213 ~6 from any organ systems

6 Points

99203 & 99214 ~2 from 6 organ system or 

12 from 2+ organ systems

12 Points

99204/99205/99215 ~2 from 9 organ systems

18 Points



There are 15 organ systems
1.  Constitutional (vitals)

2.  Eyes

3.  Ears, nose, mouth and throat

4. Neck

5.  Respiratory

6.  Cardiovascular

7.  Chest

8.  G.I.

9.-10. Male/Female genitourinary

11.  Lymphatic

12.  Musculoskeletal

13.  Skin

14.  Neurologic

15. Psychiatric



Neck

 1.  Physical examination of  the neck.

 2.  Physical examination of  the thyroid.



Musculoskeletal

1.  Gait analysis/exam.

2.  Exam/palpation of  the digits of  the hand 

or foot and assessing the beds of  the nails.

3.  Head & neck.

4.  Spine, ribs & pelvis.

5.  B/L upper extremities.

6.  B/L lower extremities.



Musculoskeletal 3,4,5 & 6

An additional 4 bullets will be allowed.

A.  Muscle strength and tone, noting abnormalities.

B.  ROM, noting abnormal sounds, discomfort or 

restriction.

C.  Tenderness to palpation, masses or joint swelling.

D.  Noting misalignment, asymmetry or joint 

crepitus.



Skin

1.  Visual inspection of  the skin, noting any 

abnormalities.

2.  Palpation of  the skin, noting any 

abnormalities.



Neurologic

1.  Cranial nerve testing.

2.  Examination of  the DTRs noting 

abnormalities.

3.  Sensory examination (pinwheel, touch).



Golden Nugget #1

1.  Does the office have to collect  co-pays, can you 

waive patient deductibles?  What if  the patient has a 

hardship?

The office must collect all co-pays and deductibles.  

Unless there is a documented legitimate hardship 

that is proven by the patient.  This hardship faces 

extreme scrutiny like that of  the IRS hardship.  

Difficult to overcome.  Q



§319. Free or Discount Services. Licensees may advertise 

that they will perform certain designated routine professional 

services free or at a discount if such advertising claims are 

truthful. However, no charge shall be made for any other 

professional services rendered or commodities provided to a 

patient during any office visit in which free or discounted 

services are offered or provided unless, prior to the accrual of 

any charges, the patient shall have been informed of the cost 

of such additional services and/or commodities and shall 

have agreed to pay for them. 



For the purposes of this section, no separate charge shall be 

made for the professional evaluation of diagnostic tests or 

procedures which are provided free or without cost, or at a 

discount, whether such professional evaluation is made at 

the time of the initial office visit or at any later time. 



Evaluation/Management Codes

99212 (Limited) – 10-19 min.

99213 (Expanded) – 20-29 min.

99214 (Detailed) – 30-39 min.

99215 (Comprehensive) – 40-54 min.



99211

Office or other outpatient visit for the

evaluation and management of  an

established patient, that may not require

the presence of  a physician or other

qualified health care professional. 

Usually, the presenting problem(s) are 

minimal.



99212

Office or other outpatient visit for the

evaluation and management of  an

established patient, which requires a

medically appropriate history and/or

examination and straightforward medical

decision making. When using time for

code selection, 10-19 minutes of  total time

is spent on the date of  the encounter.



99213

Office or other outpatient visit for the 

evaluation and management of  an established 

patient, which requires a medically 

appropriate history and/or examination and 

low level of  medical decision making. When 

using time for code selection, 20-29 minutes 

of  total time is spent on the date of  the 

encounter.



99214

Office or other outpatient visit for the

evaluation and management of  an

established patient, which requires a

medically appropriate history and/or

examination and moderate level of  medical

decision making. When using time for

code selection, 30-39 minutes of  total

time is spent on the date of  the encounter.



G2212~Prolonged office or other outpatient

evaluation and management service(s)beyond the 

maximum required time of  the primary procedure 

which has been selected using total time on the date 

of  the primary service; each additional 15 minutes by 

the physician or qualified healthcare professional, with 

or without direct patient contact (List separately in 

addition to CPT codes 99205, 99215 (40-54 min) for 

office or other outpatient evaluation and management 

services) (Do not report G2212 on the same date of  

service as 99358, 99359, 99415, 99416). (Do not 

report G2212 for any time unit less than 15 minutes).



Elements of  Medical Decision Making 

(MDM)

Beginning in 2021, for both new and 

established patients, the level of  MDM for 

office E/M’s is based on 2 out of  3 elements. 

This differs from the current guidelines, which 

require 3 out of  3 elements for new patients.













Golden Nugget # 2 & 3

2.  Can you give cash discounts?

3.  What is prompt payment?

The term “cash discounts” is not acceptable, but the 

term prompt payment is.  An office may give a 

patient a discount for the prompt payment of  their 

account.  This percentage falls in-line with what it 

would cost the office to recover the funds from the 

insurance or the patient.  Q



CPT Code Description Documentation 

Requirement

98940 Chiropractic manipulative treatment 1-2 spinal 

regions.  

Medical record must document:

1. A complaint involving at least one spinal region;

2. An examination of  the corresponding spinal region(s);   and 

the claim must record a diagnosis codes (ICD-10) in treatment 

regions.





98941 Chiropractic manipulative

treatment 3-4 spinal regions.

Medical record must document:

1. A complaint involving at least three spinal regions;

2. An examination of  the corresponding spinal 

regions; AND

3. A diagnosis and manipulative treatment of  

conditions involving at least three spinal regions.





98942 Chiropractic manipulative

treatment 5 spinal regions.

Medical record must document:

1. A complaint involving five spinal regions;

2. An examination of  the corresponding spinal 

regions; AND

3. A diagnosis and manipulative treatment of  

conditions involving five spinal regions.



98943 Chiropractic manipulative treatment extraspinal 

are:

Head, including temporomandibular joint, lower 

extremities, upper extremities, rib cage and abdomen.

 Medical record must document:

1. A complaint involving one of  these region(s);

2. An examination of  the corresponding region(s); 

AND

3. A diagnosis and manipulative treatment of  

conditions involving the region.



The Five Regions of  the Spine:

1.  Cervical region C1 to C7, including the atlanto-

 occipital joint.

2.  Thoracic region T1 through T12, including the 

costovertebral and costotransverse junction.

3.  Lumbar region L1 through L5.

4.  Sacral region the sacrum, including the 

sacrococcygeal junction.

5.  Pelvic region the sacroiliac joint and other pelvic  

articulations.



Education and Training for patient self-management 

(98960): face to face with patient, each 30 min. 1 patient

Education and Training for patient self-management 

(98961): face to face with patient, each 30 min. 2-4 patients

Education and Training for patient self-management 

(98962): face to face with patient, each 30 min. 5-8 patients

* Ergonomic Evaluation services: 97799



Golden Nugget #4

4.  Must the doctor’s office bill insurance companies 

weekly, bi-weekly, monthly, yearly?

If  you are a preferred provider and the contract 

dictates your billing, yes.  Most insurance companies 

are from six months to a year, anything past that and 

the office is out of  luck.  When in doubt call the 

insurance company and have them send you 

something in writing to confirm.  Q



Weight Control/Counseling

The documentation in the health care record of  

obesity screening and counseling must show 

sufficient patient history to adequately demonstrate 

that the following coverage conditions were met:

The individual has a Body Mass Index equal to or 

greater than 30kg/m2  for adults, or has an age/gender-

specific BMI at or above the 85th percentile 
(for children and adolescents; ages 6-18 years)

Services were furnished by a qualified health care 

provider.



Typically, preventative codes are not subject 

to the deductible. 
(Depending on the contract)

Preventative Medicine/Individual Counseling

99401- approximately 15 minutes

99402 -approximately 30 minutes

99403 -approximately 45 minutes

99404 -approximately 60 minutes



The health care record must include verification of  the counseling 

intervention.

 

1. Assess:  Ask about or assess behavioral health risk(s) and factors affecting 

choice of  behavior change goals/methods.

2. Advise:  Give clear, specific, and personalized behavior change advice, 

including information about personal health harms and benefits.

3. Agree:  Collaboratively select appropriate treatment goals and methods 

based on the patient’s interest in and willingness to change the behavior.

4. Assist:  Using behavior change techniques (self-help and/or counseling), 

aid the patient in achieving agreed-upon goals by acquiring the skills, 

confidence, and social/environmental supports for behavior change, 

supplemented with adjunctive medical treatments when appropriate.

5. Arrange:  Schedule follow-up contacts (in person or by telephone) to 

provide ongoing assistance/support and to adjust the

treatment plan as needed, including referral to more intensive or specialized 

treatment.

The notes must include the amount of  time spent with the patient.



Preventive Medicine Individual Counseling

Body Mass Index (BMI) 30 – 45+:

Use the secondary ICD‐10 code Z68 and 

calculate the patients BMI. 



Example:

Male patient weighs 217 lbs. 

He is 5’ 11’.  His BMI is 30.3

His secondary ICD-10 would be Z68.30 

ICD‐10: 

E66.01 Morbid (severe) obesity due to excess 

calories.

E66.09 Other obesity due to excess calories. 
(Children and adolescents BMI above the 85%)



CPT codes for obesity screening and 

counseling are:

99401 – preventive medicine counseling and/or 

risk factor intervention(s) provided to an individual 

(separate procedure);

approximately 15 minutes

99402 – preventive medicine counseling and/or 

risk factor intervention(s) provided to an individual 

(separate procedure);

approximately 30 minutes



On the 6th month visit, a reassessment of  obesity 

and a determination of  the amount of  weight loss 

must be performed. To be eligible for additional 

face-to-face visits occurring once a month for an 

additional 6 months, adult beneficiaries must have 

achieved a reduction in weight of  at least 6.6 pounds 

(3 kg) over the course of  the first six months of  

intensive therapy. This determination must be 

documented in the chart.



Visit Eligibility 
(Plan dependent)

One visit every week for the first month.

One visit every other week months 2-6.

A 6.6 pound weight loss must have occurred 

to continue past month six. Then one visit per 

month, up to month 12.

 



Example:

99213 - E/M 20-29 min.

99401 - Preventive counseling 15 min. 

M62.830 - Muscle spasm of  the back

M43.17 - Spondylolisthesis lumbosacral

Z68.30 - The patient’s BMI value comes after 

the decimal.



Golden Nugget #5

5.  Are there any Medicare shortcuts?

There are no Medicare shortcuts!  You may 

treat Medicare patients if  you are Non-

participating provider.  Make sure you have a 

ABN on file. However, be aware that the baby 

boomers are coming!!  Q





Golden Nugget #6

6.  Does the office have to return over payment or 

extra payments made by the insurance company?

If  the office has a contract with and insurance 

company, yes.  However, if  there is no contract and 

it was the fault of  the insurance company the office 

does not have to pay it back, but if  the insurance 

company paid the office twice for the same visit then 

yes, the double payment must be paid back.



Review of  the patient’s records

CPT code 99358.  Face-to-face is not required, 

can be done before or after the treatment.  This 

is for an extensive or unusual review of  the 

patients records.  There is a minimum of  30 

min. spent by the doctor.  Past the initial hour 

use code 99359 for the subsequent 30 min.



Example:

A new patient is transferring to your office from 

another.  This patient has numerous complicating 

issues and in the best interest of  the patient the 

doctor must review a lengthy patient file.  

The D.C. would be inclined to bill for 99358 

(review of  the records) the office visit 99202-(25) 

(E/M) & 98940 (CMT 1-2 areas) or 98940 and any 

other warranted procedures like 97140-59.



5 billing codes are accepted by most non-

government insurances.

Use the highest billing value 1st with all 

subsequent values in descending order.

Typically, the 1st will reimburse at 100% of  

customary and the remaining will descend in 

value from around 80% to 10% of  allowed.



99050

To compensate staff  for the extra work of  

having come in to open an office that was 

closed to specifically see a patient. The code is 

defined as: “Services provided in the office at 

times other than regularly scheduled office 

hours, or days when the office is normally 

closed (holidays, Saturday or Sunday), in 

addition to basic service.”



Golden Nugget #7

7.  On pre-pay packages what must the D.C. return 

in the event of  cancelation?  Does it expire?

The normal office visit is $65, if  a patient pays 

$1,000 for 20 visits ($50 per visit) this is acceptable.  

If  the patient requests a refund after 10 visits the 

office must give $500 back to the patient ($50 per 

visit).  If  the patient wants to bank the 10 visits the 

office may not say that they expire.  Q



How do you know that you are billing the 

correct amount for the services you provide?

This is the benchmark for all other services that you 

provide in your office.  Insurance companies provide 

values for these CPT codes. If  the office under 

charges for one of  these codes they will reduce the 

reimbursement.  If  the office overcharges the 

insurance will only pay what they have deemed 

demographically reasonable for your area.



Fair prices for your services?

98940 - 65.00      99211 - 60.00

98941 - 72.00                99212 - 110.00

98942 - 110.00              99213 - 205.00

98943 - 50.00                99214 - 290.00

99202 - 130.00

99203 - 250.00

99204 - 280.00



Example:

Office A bills;                        Office B bills;

98940 – 45.00                         98940 – 83.00

97140-59 – 30.00                    97140-59 – 69.00

97012 – 15.00                         97012 – 35.00  

Total of  90.00                         Total of  187.00



Example

Patient A enters your office.  On the 2nd visit you bill a 

spinal adjustment 98940.  On the same visit you do some 

manual therapy 97140-59 (providing separate and distinct 

services not often performed together.)  You follow up 

with some manual cervical traction 97012.

1.  98940 will be paid at 100% of  customary.

2.  97140-59 will be paid at 80% of  customary.

3.  97012 will be paid at 40% of  customary.

4.  ------ will be paid at 40% of  customary.

5.  ------ will be paid at 10% of  customary.





Golden Nugget #8

8.  Are your fees posted on your website?  

While it is nice to see fees for your services, 

things may become confusing when an 

insurance company questions your “cash” fees 

when they are being billed for a greater cost.  

Often P.I. bills run higher for many reasons, 

keep the confusion out of  the equation.



Golden Nugget #9

9.  When will the single largest portion of  baby 

boomers will become Medicare eligible?

Now!!!  Approximately 10,000 people a day become 

Medicare eligible.  This will continue non-stop for 

the next 15 years.  Medicare reimbursement is 

anywhere from $28.00-$62.00.   Do the math.



Medicare

The patient must have significant 

neuromusculoskeletal issues.  The treatment 

must have a direct relationship to the issue.  

It is either an Acute subluxation or a 

Chronic subluxation.  Q



Medicare

“Documentation Guidelines."
 It explains in detail what needs to be documented for both the initial 

visit and all the follow up visits.  One of the most important part of the 
Medicare documentation is that there is a treatment plan and it's clear 

where that visit fits on the treatment plan.

https://med.noridianmedicare.com/web/jeb/specialties/chiropractic

https://med.noridianmedicare.com/web/jeb/specialties/chiropractic


Acute subluxation

Patient has presented with a new issue.  

Adjustments are expected to improve the 

patient’s condition.



Chronic subluxation

The condition of  your patient is chronic.  

However, where treatment will aid in the 

functional improvements of  the patient prior 

to being “stable”, the treatments will not be 

considered “maintenance”. After the patient 

has become stable the treatments will be 

considered maintenance.

(Flair-up in previous condition w/30 days, impairing ADL’s)



Remember that there are NO decimals in the 

Dx boxes for Medicare. 

M9905

M9915

Not M99.15 Subluxation complex (vertebral) of  pelvic region

https://www.ahd.com/ICD10desc_diag_CMS2015.pdf

Page 163

https://www.ahd.com/ICD10desc_diag_CMS2015.pdf


Medicare-Modifiers
AT modifier used on a claim when providing 

active/corrective treatment to treat acute or chronic 

subluxation. 98940,41,42

GA modifier used to indicate that you expect Medicare to 

deny a service (e.g., maintenance services) as not reasonable 

and necessary and that you have on file an Advance 

Beneficiary Notice (ABN) signed by the beneficiary. 97014

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-

MLN/MLNMattersArticles/downloads/SE1601.pdf

https://downloads.cms.gov/medicare-coverage-

database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf

https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf
https://downloads.cms.gov/medicare-coverage-database/lcd_attachments/34009_2/CodingGuidelinesChiropracticServices.pdf


GY services that are not spinal manipulation 

which are billed to Medicare should have this 

modifier, denotes that the services are not paid 

by Medicare. 

GP must follow physical medicine codes 97012-

97799.  This modifier enables Medicare to deny 

properly so a secondary will pick up the 

payment.



Examples:

98941 AT  (Medicare will pay)

97112 GY GP (The office telling Medicare that 

this code is NOT reimbursable, and Medicare 

can properly deny so the secondary can pay.)

98941 GA  (The office has a signed ABN on 

file and the patient will pay the fee.)



If your Medicare claims suddenly started being denied, 

or your clearinghouse is flagging diagnosis issues, this 

is probably why.



Reimbursements 

Typically, when billing is done properly, the office 

will receive anywhere from;

 

$28.00-$35.00 for 98940, 

$40.00-$48.00 for 98941, and 

$53.00-$62.00 for 98942.  

This depends on your office location.

https://med.noridianmedicare.com/web/jeb/fees-news/fee-schedules/mpfs.



Advanced Beneficiary Notice of  

Noncoverage

This allows the patient to make informed 

choices on receiving services that are not 

covered by Medicare.  Like treatments other 

than 98940,41,42, or treatments that are “not 

medically necessary.” You may now bill and 

collect from the patient.



Chiropractors can not opt-out of  Medicare.  

Opting out is an option for some provider 

types so that they can bill the patient directly 

and not submit to Medicare, but this is not 

allowed for this specialty.  

More can be read about this at:

 
https://med.noridianmedicare.com/web/jeb/enrollment/opt-

out#providers_eligible_to_opt_out



There are two ways that a Chiropractor can be in 

Medicare’s system.  Participating Provider or Non-

Participating Provider.  Participating (Par) is when 

the Chiropractor accepts what Medicare pays as 

well as any patient portion that is obtained from 

the patient or a supplemental policy.  Non-

Participating (Non-Par) is when the Chiropractor 

can choose to accept assignment (accept what 

Medicare pays) or not accept assignment on a case 

by case basis (can charge the patient upfront for 

15% above Medicare’s allowed amount).



If  the Chiropractor is not in the Medicare 

system as (Par or Non-Par) the Chiropractor 

may not treat the patient at all legally, even on 

a cash basis.  The patient should seek care 

from a Medicare provider.



Exception 

If  the patient has signed the ABN, it is a covered 

service (manipulation), it is maintenance care, the 

DC is enrolled in Medicare as a Par or Non-Par, 

and the patient selects the “do not bill” section.

The fees are still limited to the “limited charge” for 

the covered service.  Q









Add to box H.
(Non-participating doctor) 

 

“This supplier does not accept payment 

from Medicare for the listed items above.  

Option 1, I the patient am responsible for  

paying the charges.  If  Medicare does pay I 

will accept payment myself, less the 

supplier's charges.”



Remember it is easy to deny if:

-Item 11 on claim form is incomplete, put NONE if  

Medicare is primary.

-Item 12, 13 have signature on file. 

-The Dx pointer has ABCD, just one letter per box.

-Use CMS-R-131

-Confirm with the patient about ABN prior to 

treatment. 

-If  determined by subluxation item 19 must have X-

ray and the date taken.

-Secondary Dx must relate to the Subluxation.



Common codes (one on one contact)

97110 -Therapeutic exercises to develop strength, endurance 

ROM and flexibility. 

97112 -Therapeutic procedure, one or more areas, each 15 

minutes, neuromuscular re-education of  movement, balance, 

coordination, kinesthetic sense, posture, and proprioception. 

97116 -Special gait training. 

97124 -Massage, including effleurage. 

97140 - Manual therapy techniques, one or more regions. 

97150 - Therapeutic procedures in a group setting two or 

more. 



97530 -Therapeutic activities, direct one-on-one 

patient contact by the provider each 15 minutes.

97535 –Self  care/home management training (e.g., 

activities of  daily living  and compensatory training, 

safety procedures, and instructions in use of  assistive 

technology devices/adaptive equipment), direct one-

on-one contact 15 minutes.

97760 -Orthotics management training 15 minutes. Q

97763 -Subsequent encounter orthotics exam. 

99417 –Additional 15 minutes.





Codes that do not require direct contact just 

supervision

97010 -hot or cold packs 

97012 -traction, mechanical 

97014 -electronic stimulation (unattended) 

97018 -paraffin bath

97024 -diathermy 

97026 -infrared 

97028 -ultraviolet



Codes that require one-on-one contact

97032 -electrical stimulation 15 minutes

97033 -iontophoresis 15 minutes 

97034 -contrast baths 15 minutes

97035 -ultrasound 15 minutes

Write the time, area and document all patient 

encounters it in the chart!!



Modifiers

Modifier 25 is exclusively used for evaluation 

and management codes. The patient requires a 

significant, separately identifiable service on the 

same day. If  the 25 modifier is not used with the 

E&M neither service will be paid.

Modifier 52 is used to indicate when a timed 

service does not meet the minimum standard 

time for that particular service but was still 

performed. 



Modifier 59 is used to distinguish that a 

particular service is distinctly separate from 

another, also used to identify 

procedures/services that are not normally 

reported together.  Very important for 97110, 

97124 and 97140 when billed in conjunction 

with the adjustment. This MUST be performed 

on a separate area away from the CMT. 



Examples of  the modifiers

Let’s say a new patient comes in, you spend 30 

min. with the new patient but there is more 

information that comes out in the course of  the 

face to face contact.  In fact, you spend another 

hour with the patient discussing their medical 

issues, but the exam does not escalate to more 

bullets.  Subsequent to this, there is separate 

and distinct treatment on another region 

warranted on the patient.



The D.C. would be inclined to document the 

time and describe in the notes the face-to-face 

encounter, then bill for:

Example:

99203-(25) (Because treatment was performed)

99417 (Prolonged physician service)

98940 (1-2 regions)

97140-59 GP XS (Distinctly separate from another)



Anthem requires “GP” in addition to 59 for DC’s on 

all TIMED therapy codes (92507 92508 92526 

92608 92609 96125 97012 97016 97018 97022 97024 

97026 97028 97032 97033 97034 97035 97036 97039 

97110 97112 97113 97116 97124 97139 97140 97150 

97530 97533 97535 97537 97542 97750 97755 97760 

97761 97763 97799 G0281 G0283 G0329)



Other Insurance

The XS may be required but remember to 

change the Dx pointer away from the 

adjustment code.

97140 59 GP or 97140 XS or 97140 XS GP



UNC requires “GP” for DC’s on all TIMED 

therapy codes (97110,97140,97535)

Limits providers to $60.00-68.00









ICD_10 Codes

 G89.0  Central pain syndrome

 G89.11 Acute pain due to trauma

 G89.12 Acute post-thoracotomy pain

 G89.18 Other acute postprocedural pain

 G89.21 Chronic pain due to trauma

 G89.22 Chronic post-thoracotomy pain

 G89.28 Other chronic postprocedural pain

 G89.29 Other chronic pain

 G89.3   Neoplasm related pain (acute) (chronic)

 G89.4   Chronic pain syndrome



Bonus Golden Nugget

If  an insurance company calls and asks the office to 

send them a patient file, what should the office do?

If  there is no release of  records signed by the 

patient, do not release the records.  If  the office is 

contracted with a preferred provider network, and it 

explicitly states in the contract that if  the insurer 

requests the patient file the office must send the file.  

A prudent office should still call the patient for a 

release of  records just to be safe. Q



Headache

While this Dx code is in general valid billable 

code, it should be further specified.  Don’t be 

afraid to describe the specifics of  their 

symptoms.  A headache that is unilateral is 

different from a bilateral headache.  A headache 

that causes right sided pain with the inability to 

tolerate light is different from R51(deleted).



F07.81  Postconcussional syndrome

G43.001  Migraine without aura, not intractable, with status migrainosus

G43.009  Migraine without aura, not intractable, without status 

migrainosus

G43.011  Migraine without aura, intractable, with status migrainosus

G43.019  Migraine without aura, intractable, without status migrainosus

G43.101  Migraine with aura, not intractable, with status migrainosus

G43.109  Migraine with aura, not intractable, without status migrainosus

G43.111  Migraine with aura, intractable, with status migrainosus

G43.119  Migraine with aura, intractable, without status migrainosus

G43.401  Hemiplegic migraine, not intractable, with status migrainosus

G43.409  Hemiplegic migraine, not intractable, without status 

migrainosus

G43.411  Hemiplegic migraine, intractable, with status migrainosus

G43.419  Hemiplegic migraine, intractable, without status migrainosus

G43.501  Persistent migraine aura without cerebral infarction, not 

intractable, with status migrainosus

G43.509  Persistent migraine aura without cerebral infarction, not 

intractable, without status migrainosus

G43.511  Persistent migraine aura without cerebral infarction, intractable, 

with status migrainosus

G43.519  Persistent migraine aura without cerebral infarction, intractable, 

without status migrainosus

G43.601  Persistent migraine aura with cerebral infarction, not 

intractable, with status migrainosus

G43.609  Persistent migraine aura with cerebral infarction, not 

intractable, without status migrainosus

G43.611  Persistent migraine aura with cerebral infarction, intractable, 

with status migrainosus

G43.619  Persistent migraine aura with cerebral infarction, intractable, 

without status migrainosus

G43.701  Chronic migraine without aura, not intractable, with status 

migrainosus

G43.709  Chronic migraine without aura, not intractable, without status 

migrainosus

G43.711  Chronic migraine without aura, intractable, with status 

migrainosus

G43.719  Chronic migraine without aura, intractable, without status 

migrainosus

G43.801  Other migraine, not intractable, with status migrainosus

G43.809  Other migraine, not intractable, without status migrainosus

G43.811  Other migraine, intractable, with status migrainosus

G43.819  Other migraine, intractable, without status migrainosus

G43.821  Menstrual migraine, not intractable, with status migrainosus

G43.829  Menstrual migraine, not intractable, without status migrainosus

G43.831  Menstrual migraine, intractable, with status migrainosus

G43.839  Menstrual migraine, intractable, without status migrainosus

G43.901  Migraine, unspecified, not intractable, with status migrainosus



G43.909  Migraine, unspecified, not intractable, without status 

migrainosus

G43.911  Migraine, unspecified, intractable, with status migrainosus

G43.919  Migraine, unspecified, intractable, without status 

migrainosus

G43.A0  Cyclical vomiting, not intractable

G43.A1  Cyclical vomiting, intractable

G43.B0  Ophthalmoplegic migraine, not intractable

G43.B1  Ophthalmoplegic migraine, intractable

G43.C0  Periodic headache syndromes in child or adult, not 

intractable

G43.C1  Periodic headache syndromes in child or adult, intractable

G43.D0  Abdominal migraine, not intractable

G43.D1  Abdominal migraine, intractable

G44.001  Cluster headache syndrome, unspecified, intractable

G44.009  Cluster headache syndrome, unspecified, not intractable

G44.011  Episodic cluster headache, intractable

G44.019  Episodic cluster headache, not intractable

G44.021  Chronic cluster headache, intractable

G44.029  Chronic cluster headache, not intractable

G44.031  Episodic paroxysmal hemicrania, intractable

G44.039  Episodic paroxysmal hemicrania, not intractable

G44.041  Chronic paroxysmal hemicrania, intractable

G44.049  Chronic paroxysmal hemicrania, not intractable

G44.051  Short lasting unilateral neuralgiform headache with 

conjunctival injection and tearing (SUNCT), intractable

G44.059  Short lasting unilateral neuralgiform headache with 

conjunctival injection and tearing (SUNCT), not intractable

G44.091  Other trigeminal autonomic cephalgias (TAC), intractable

G44.099  Other trigeminal autonomic cephalgias (TAC), not 

intractable

G44.1  Vascular headache, not elsewhere classified

G44.201  Tension-type headache, unspecified, intractable

G44.209  Tension-type headache, unspecified, not intractable

G44.211  Episodic tension-type headache, intractable

G44.219  Episodic tension-type headache, not intractable

G44.221  Chronic tension-type headache, intractable

G44.229  Chronic tension-type headache, not intractable

G44.301  Post-traumatic headache, unspecified, intractable

G44.309  Post-traumatic headache, unspecified, not intractable

G44.311  Acute post-traumatic headache, intractable

G44.319  Acute post-traumatic headache, not intractable

G44.321  Chronic post-traumatic headache, intractable

G44.329  Chronic post-traumatic headache, not intractable

G44.40  Drug-induced headache, not elsewhere classified, not 

intractable

G44.41  Drug-induced headache, not elsewhere classified, intractable

G44.51  Hemicrania continua

G44.52  New daily persistent headache (NDPH)

G44.53  Primary thunderclap headache

G44.59  Other complicated headache syndrome

G44.81  Hypnic headache

G44.82  Headache associated with sexual activity

G44.83  Primary cough headache

G44.84  Primary exertional headache

G44.85  Primary stabbing headache

G44.89  Other headache syndrome



Workers’ Compensation

Fee Schedule

Active care

Not passive care



New and Established Patients 

CPT                             $$$

 

 99202                        109.77

 99203                        147.38

 99204                        222.41

 99205                        279.17

 99211                          36.41

 99212                          69.40

 99213                        115.18

 99214                        165.02

 99215                        212.14   



Telephone Services

CPT                                                  $$$

98966     5-10 min.                             18.68     

98967    11-20 min.                            36.10

98968    21-30 min.                            53.22

Prolonged Services

CPT                                                 $$$

99358      W/O Pt. contact               165.40

99359 W/O Pt. contact additional time  80.97



99358 and 99359

To bill 99358, which is for before or after direct care,

you must spend 31 or more minutes in record review

before using 99358, and 76 or more minutes before

using 99358 and 99359.

99358 is for the first hour but you cannot bill it until

you spend more than 30 minutes

99359 is for each additional 30 minutes after the first

hour. You must spend at least 71 minutes to bill this

code.



Modalities

CPT          Code Definition                  100%

                                  

97010 Hot or cold pack                           0.00

97012 Mechanical Traction                    22.32

G0283 Electric Stim (unattended)          19.06

97018 Paraffin Bath                               15.55

97022 Whirlpool                                    33.66

97024 Diathermy                                     9.32

97026 Infrared                                         8.28

97028 Ultraviolet                                   10.25



Procedures

CPT               Code Definition             100%

97032 Electric Stim. (Manual)               26.47

97033 Electric Current Therapy            30.57  

97034 Contrast Bath Therapy 2              5.13

97035 Ultrasound                                 17.34

97036 Hydrotherapy                             46.57

97110 Therapeutic Exercise                  47.90

97112 Neuromuscular ReEd.                52.98

97113 Aquatic Therapy/Exercises        60.76

97116 Gait Training                              39.16



97124 Massage - Therapeutic                        36.32

97140 Manual Therapy l/> regions               43.60

97150 Grp Therapeutic                                 23.66

97530 Therapeutic Activities                         62.82

97533 Sensory Integration                             40.50

97535 Self-Care/mgmt. Train.                       52.54

97750 Phys. Performance Test                       45.42

97760 Orthotic mgmt. & Training                 53.21

98940 CMT-1-2 regions                                 43.61

98941 CMT-3-4 regions                                 62.44

98942 CMT-5 regions                                    82.04

98943 Extra Spinal                                         41.83



D.C.’s as a primary treating physician is 

limited to 4 services/units per day.

Reimbursement is 120% of  Medicare rates 

or what is reasonable.  Submission and 

reimbursement is 45 days for paper claims 

and 15 days for e-claims submitted on 

1500 forms.



Entitled to late reimbursements costs, 15% penalty, 10% annum interest.  

1st code paid at 100%, reduced to 80% for the 2nd.

Treatment must begin within the first 30 days of  injury

PR2 must be done every 45 days or sooner when a change in treatment is 

recommended, a change in condition, a change in work status or patient is 

released from care.  PR2 requires an examination and if  requesting more 

visits include Request for Authorization.  PR2 used for a fully recovered 

patient with no residual disabilities. (https://www.dir.ca.gov/t8/formpr-

2.pdf)

Use the PR4 where a patient has become P&S (permanent and stationary).  

Denotes a left-over disability and need for future care.

 

(https://www.dir.ca.gov/dwc/ForumDocs/ICD10/PR4.pdf)



Make things easy

Invest in a software program that integrates the 

billing, coding and patient notes.  This is going to 

streamline the time it takes for the office to bill. This 

will help the doctor to scribe their notes. (The notes 

that an insurance company will want to see.)  Lastly, 

this will aid in the timely payment of  claims.  These 

software programs integrate all areas of  billing and 

coding for Medicare, regular health insurance, 

workman's compensation and prompt pays.  In some 

cases this is all cloud based.   



Golden Nugget #10

10. Can you bill for the ROF, or is it included in 

the exam?

The ROF may not be billed separately from the 

exam.  The ROF is included in the exam. There 

is no way around this.  Q



CIGNA

Passive care is acceptable for the acute phase of  

treatment.  Used to reduce inflammation, stabilize 

and promote ROM, thus restoring function. Their 

take is that 2-3 passive modalities per visit is 

excessive and not necessary.



Integration of  active care by strengthening the 

1st and 2nd level muscle groups, increasing 

muscle tone, ROM and endurance for a full 

recovery.  The insurance company wants to see 

the patient in active care.  

                       

                          97530 or 97535 



Specific Diagnosis Codes

 Specific ICD-10 coding will get the greatest 

number of  treatments for the patient’s 

condition.

 
(https://www.icd10data.com/ICD10CM/Codes)



This means no more neck pain, low back 

pain or arm pain.  Insurance companies are 

not interested in back pain.

Example:  

Degeneration of  lumbar/lumbosacral 

IVD…with left side sciatica…M54.42 or 

lesion of  the sciatic nerve, right lower 

limb…G57.01

 
Approximate Synonyms: Bilateral piriformis syndrome,

Bilateral posterior interosseous nerve syndrome, Bilateral sciatic neuropathy, Piriformis 

syndrome, right, Right sciatic nerve lesion, Right sciatic neuropathy, Right sided piriformis 

syndrome





Personal Injury

We have a chiro office the client chose so we've never worked with 
before invoicing us $35 for each of 2 patients up front before they 
will give us the records they are going to simply email to us in PDF 
to put the settlement demand together. Has anyone experienced 
this before? I haven't and I am a bit put off by it. I have had chiro 
offices charge anywhere from $35-75 for reports in the past and 
always thought it was a little much since the report is what gets 
the settlement done on a lien case - however those were always 

added to the lien.
I do not want to encourage this to become widespread practice 
among chiro offices where law firms are fronting these fees on 

every case in the future - but maybe I'm out of touch and that is 
already happening?



Personal Injury

The documentation for chiropractic treatment in

personal injury claims must be clear and concise. Missed 

work, travel time, accident information and hardships must 

be documented.  The claim will not be paid in full without 

the proper documentation showing that your chiropractic 

care was a reasonable and necessary expense. 

Detailed patient charts, specific Dx codes, listing the extent 

and severity of  each and every symptom is a must for 

reimbursement.



Insurance company tricks

Insurance companies are now calling the patient and 

asking them to settle the case before the D.C. is 

done. 

 

Example:

 

Patient A has a $4,000 bill at your office.  The 

insurance company calls the patient and says we will 

give you $2,500 right now cash.  Remember, the 

insurance company is not in contract with you.





Example:

A week into treatment, the patient gets a call 

from the insurance company stating that if  the 

patient uses med-pay their insurance rates will 

go up (insurance bad faith) or that cases like 

theirs will cost $4,000 and if  they settle now 

they will give the patient $2,000.





ACCIDENT 101

STOP  The law requires you to stop if  there is any 

property damage or an injury.

CALL  Make the call to the police.  They will 

document the accident and place fault.

RECORD/PHOTO A picture is worth a thousand 

words and in some cases priceless. 

GET WITNESSES  These are the eyes and ears of  

merit for the claim.

GO TO THE HOSPITAL  Further validation for 

our patients that there is a tangible injury.



The average chiropractic treatment duration for 

a personal injury is about 3-4 months.  

Insurance companies are less inclined to pay for 

the continued treatment, if  it has been unjustly 

prolonged.  This is rebuttable when there is 

support of  complicating factors and specific 

Dx codes to further substantiate the continued 

treatment.  Avoid gaps in treatment.



Working with Insurance Companies Leads to 

More Timely Claims

Chiropractic treatment is recoverable in a personal 

injury lawsuit as long as you can prove that they are 

reasonably necessary and appropriate for the particular 

injury. This can be an issue when members of  the jury 

are biased against chiropractors. 

Change the perception.



Statute of  Limitations (SOL)

Injury to a person

The defendant hurts a plaintiff  with or without intent. For 

example, personal injury accidents, wrongful death, assault, 

battery, intentional or negligent infliction of  emotional 

distress, wrongful act, or negligent act, etc. 

(California Code of  Civil Procedure section 335.1.)

2 years from the date of  injury to file a claim



Statute of  Limitations (SOL)

Damage to property

If  a person damages or destroys your property either with 

or without intending to damage it, like taking your personal 

property (conversion), crashing your vehicle, going onto 

your property without permission (trespass), fraud, 

nuisance, etc. 

3 years from the date the property was damaged to file 

a claim



All must be supported by notes, patient symptoms 

and diagnosis
~ 99401 + 98940,41,42 + 97140-59(without 59=0)+ 97012+ 

CPT 5 = Payment (only 4 for Gov. Claims)

~Medicare gives more weight to spasms* than pain.  

~Over-payment to a Non-network provider, you are not 

required to pay back (absent fraudulent billing).  In-network are 

required to pay back before 365 days (Don’t mess with Gov. 

benefits send it back, you are required to).

~Insurance companies will sue the doctor to recover costs from 

procedures that were not performed and in some cases were 

not documented.



~97116-59 (gait training) + 97530 (functional 

activities) + patient notes = Payment

~If  you become a new health care provider for an 

insurance company, you will likely be forced into e-

billing. 

~Typically, WNL is not acceptable for a re-exam. 

~Problem focused exams will not satisfy the bullet 

points.



~Constant attendance 8-22 min. for 1 unit, 23-37 min. 

for the second unit, chart the start and finish time in 

the chart. 

~97110/97112 kinesiotaping with active therapy. K-

Tape is a supply and will be included in the direct 

contact time with the patient. 

~Records MUST be related to patient symptoms, 

treatment, and Dx, without it you are in violation.



Surprise bills and Balance billing

Surprise bills occur when a patient goes to a hospital in his 

insurance network, but receives treatment from a doctor 

who does not participate in the network. This results in a 

direct bill to the patient. This also occurs when insurers pay 

for needed emergency care at the closest hospital — even if  

it is out of  network — but the hospital and the insurer 

don’t agree on a reasonable price. The hospital then 

demands that the patient pay the difference, in a practice 

called balance billing.  AB 72



Several states, including CA, TX, NY, IL, FL, CT, 

MD, CO, MN, WV, and UT have passed laws to 

help shield consumers from surprise bills and 

balance billing, particularly for emergency care.

However, those state-mandated protections don't 

apply to certain insured people who get their health 

coverage from employers that are self-insured, 

meaning the companies or public employers pay 

claims out of  their own funds. Federal law governs 

those health plans (not AB 72) and it does not 

include such protections.



www.HealthcareBluebook.com

About 60 percent of  people with employer 

health benefits are covered by self-insured 

plans, but many don't even know it, since 

employers typically hire an insurer to 

administer the plan and employees carry a 

card bearing the name of  Blue Cross Blue 

Shield, United Health Care, Aetna or 

another major insurer. 

http://www.healthcarebluebook.com/


CA Surprise Billing Law

 Adopts informed financial consent for private insurance.  Creates a binding 

independent dispute resolution process in order to facilitate resolution to 

claims disputes between a carrier and an out-of-network provider.

Out-of-network providers can bill full amounts for out-of- network services 

at in-network facilities only if  the patient consents in writing at least 24 

hours in advance, after receiving an estimate of  the costs and notice that in-

network options are available.  Requires plans and insurers to reimburse 

providers of  surprise bills the greater of  the average contracted rate or 125

percent of  the Medicare payment for the same service in that geographic 

region.

 AB 72 protects consumers receiving non-emergency services at in-network facilities from being balanced billed by an out-of-

network provider. California law already protects most consumers from balance billing for emergency services. 



Thanks for taking CE Seminars with Back To Chiropractic.   

I hope you enjoyed the course. Please feel free to provide feedback.

Check out: Back To Chiropractic Resources

Free Materials: Notes & Forms hundreds of files ~ posters, newsletters & more

Services & Listings People helping people for free

Marcus Strutz DC

Back To Chiropractic CE Seminars

marcusstrutzdc@gmail.com 

707.972.0047

https://www.backtochiropractic.net/Free Materials.html
https://backtochiropractic.net/Services for DCs.html
https://www.backtochiropractic.net/
mailto:marcusstrutzdc@gmail.com
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	Slide 151:   Exception    If the patient has signed the ABN, it is a covered service (manipulation), it is maintenance care, the DC is enrolled in Medicare as a Par or Non-Par, and the patient selects the “do not bill” section.  The fees are still limited
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	Slide 155: Add to box H. (Non-participating doctor)    “This supplier does not accept payment from Medicare for the listed items above.  Option 1, I the patient am responsible for  paying the charges.  If Medicare does pay I will accept payment myself, le
	Slide 156: Remember it is easy to deny if:  -Item 11 on claim form is incomplete, put NONE if Medicare is primary. -Item 12, 13 have signature on file.  -The Dx pointer has ABCD, just one letter per box. -Use CMS-R-131 -Confirm with the patient about ABN 
	Slide 157: Common codes (one on one contact)  97110 -Therapeutic exercises to develop strength, endurance ROM and flexibility.  97112 -Therapeutic procedure, one or more areas, each 15 minutes, neuromuscular re-education of movement, balance, coordination
	Slide 158: 97530 -Therapeutic activities, direct one-on-one patient contact by the provider each 15 minutes. 97535 –Self care/home management training (e.g., activities of daily living  and compensatory training, safety procedures, and instructions in use
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	Slide 160: Codes that do not require direct contact just supervision  97010 -hot or cold packs  97012 -traction, mechanical  97014 -electronic stimulation (unattended)  97018 -paraffin bath 97024 -diathermy  97026 -infrared  97028 -ultraviolet   
	Slide 161: Codes that require one-on-one contact  97032 -electrical stimulation 15 minutes 97033 -iontophoresis 15 minutes  97034 -contrast baths 15 minutes 97035 -ultrasound 15 minutes  Write the time, area and document all patient encounters it in the c
	Slide 162: Modifiers  Modifier 25 is exclusively used for evaluation and management codes. The patient requires a significant, separately identifiable service on the same day. If the 25 modifier is not used with the E&M neither service will be paid.  Modi
	Slide 163: Modifier 59 is used to distinguish that a particular service is distinctly separate from another, also used to identify procedures/services that are not normally reported together.  Very important for 97110, 97124 and 97140 when billed in conju
	Slide 164: Examples of the modifiers Let’s say a new patient comes in, you spend 30 min. with the new patient but there is more information that comes out in the course of the face to face contact.  In fact, you spend another hour with the patient discuss
	Slide 165: The D.C. would be inclined to document the time and describe in the notes the face-to-face encounter, then bill for:  Example:  99203-(25) (Because treatment was performed) 99417 (Prolonged physician service) 98940 (1-2 regions) 97140-59 GP XS 
	Slide 166: Anthem requires “GP” in addition to 59 for DC’s on all TIMED therapy codes (92507 92508 92526 92608 92609 96125 97012 97016 97018 97022 97024 97026 97028 97032 97033 97034 97035 97036 97039 97110 97112 97113 97116 97124 97139 97140 97150 97530 
	Slide 167:     
	Slide 168: UNC requires “GP” for DC’s on all TIMED therapy codes (97110,97140,97535)  Limits providers to $60.00-68.00    
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	Slide 171:  
	Slide 172: ICD_10 Codes   G89.0  Central pain syndrome  G89.11 Acute pain due to trauma  G89.12 Acute post-thoracotomy pain  G89.18 Other acute postprocedural pain  G89.21 Chronic pain due to trauma  G89.22 Chronic post-thoracotomy pain  G89.28 Other chro
	Slide 173: Bonus Golden Nugget  If an insurance company calls and asks the office to send them a patient file, what should the office do?  If there is no release of records signed by the patient, do not release the records.  If the office is contracted wi
	Slide 174: Headache  While this Dx code is in general valid billable code, it should be further specified.  Don’t be afraid to describe the specifics of their symptoms.  A headache that is unilateral is different from a bilateral headache.  A headache tha
	Slide 175: F07.81  Postconcussional syndrome G43.001  Migraine without aura, not intractable, with status migrainosus G43.009  Migraine without aura, not intractable, without status migrainosus G43.011  Migraine without aura, intractable, with status migr
	Slide 176: G43.909  Migraine, unspecified, not intractable, without status migrainosus G43.911  Migraine, unspecified, intractable, with status migrainosus G43.919  Migraine, unspecified, intractable, without status migrainosus G43.A0  Cyclical vomiting, 
	Slide 177: Workers’ Compensation  Fee Schedule Active care Not passive care   
	Slide 178:  New and Established Patients  CPT                             $$$    99202                        109.77  99203                        147.38  99204                        222.41  99205                        279.17  99211                     
	Slide 179:  Telephone Services CPT                                                  $$$ 98966     5-10 min.                             18.68     98967    11-20 min.                            36.10 98968    21-30 min.                            53.22  Pr
	Slide 180:  99358 and 99359  To bill 99358, which is for before or after direct care, you must spend 31 or more minutes in record review before using 99358, and 76 or more minutes before using 99358 and 99359. 99358 is for the first hour but you cannot bi
	Slide 181: Modalities CPT          Code Definition                  100%                                    97010 Hot or cold pack                           0.00 97012 Mechanical Traction                    22.32 G0283 Electric Stim (unattended)          
	Slide 182: Procedures CPT               Code Definition             100%  97032 Electric Stim. (Manual)               26.47 97033 Electric Current Therapy            30.57   97034 Contrast Bath Therapy 2              5.13 97035 Ultrasound                 
	Slide 183: 97124 Massage - Therapeutic                        36.32 97140 Manual Therapy l/> regions               43.60 97150 Grp Therapeutic                                 23.66 97530 Therapeutic Activities                         62.82 97533 Sensory I
	Slide 184: D.C.’s as a primary treating physician is limited to 4 services/units per day. Reimbursement is 120% of Medicare rates or what is reasonable.  Submission and reimbursement is 45 days for paper claims and 15 days for e-claims submitted on 1500 f
	Slide 185: Entitled to late reimbursements costs, 15% penalty, 10% annum interest.  1st code paid at 100%, reduced to 80% for the 2nd.  Treatment must begin within the first 30 days of injury  PR2 must be done every 45 days or sooner when a change in trea
	Slide 186:                           Make things easy  Invest in a software program that integrates the billing, coding and patient notes.  This is going to streamline the time it takes for the office to bill. This will help the doctor to scribe their not
	Slide 187: Golden Nugget #10  10. Can you bill for the ROF, or is it included in the exam?  The ROF may not be billed separately from the exam.  The ROF is included in the exam. There is no way around this.  Q   
	Slide 188: CIGNA  Passive care is acceptable for the acute phase of treatment.  Used to reduce inflammation, stabilize and promote ROM, thus restoring function. Their take is that 2-3 passive modalities per visit is excessive and not necessary.    
	Slide 189: Integration of active care by strengthening the 1st and 2nd level muscle groups, increasing muscle tone, ROM and endurance for a full recovery.  The insurance company wants to see the patient in active care.                                     
	Slide 190: Specific Diagnosis Codes   Specific ICD-10 coding will get the greatest number of treatments for the patient’s condition.   
	Slide 191: This means no more neck pain, low back pain or arm pain.  Insurance companies are not interested in back pain. Example:   Degeneration of lumbar/lumbosacral IVD…with left side sciatica…M54.42 or lesion of the sciatic nerve, right lower limb…G57
	Slide 192
	Slide 193: Personal Injury  We have a chiro office the client chose so we've never worked with before invoicing us $35 for each of 2 patients up front before they will give us the records they are going to simply email to us in PDF to put the settlement d
	Slide 194: Personal Injury  The documentation for chiropractic treatment in personal injury claims must be clear and concise. Missed work, travel time, accident information and hardships must be documented.  The claim will not be paid in full without the 
	Slide 195: Insurance company tricks Insurance companies are now calling the patient and asking them to settle the case before the D.C. is done.    Example:   Patient A has a $4,000 bill at your office.  The insurance company calls the patient and says we 
	Slide 196
	Slide 197: Example:  A week into treatment, the patient gets a call from the insurance company stating that if the patient uses med-pay their insurance rates will go up (insurance bad faith) or that cases like theirs will cost $4,000 and if they settle no
	Slide 198
	Slide 199:           ACCIDENT 101  STOP  The law requires you to stop if there is any property damage or an injury. CALL  Make the call to the police.  They will document the accident and place fault. RECORD/PHOTO A picture is worth a thousand words and i
	Slide 200: The average chiropractic treatment duration for a personal injury is about 3-4 months.  Insurance companies are less inclined to pay for the continued treatment, if it has been unjustly prolonged.  This is rebuttable when there is support of co
	Slide 201: Working with Insurance Companies Leads to More Timely Claims  Chiropractic treatment is recoverable in a personal injury lawsuit as long as you can prove that they are reasonably necessary and appropriate for the particular injury. This can be 
	Slide 202: Statute of Limitations (SOL)  Injury to a person  The defendant hurts a plaintiff with or without intent. For example, personal injury accidents, wrongful death, assault, battery, intentional or negligent infliction of emotional distress, wrong
	Slide 203: Statute of Limitations (SOL)  Damage to property  If a person damages or destroys your property either with or without intending to damage it, like taking your personal property (conversion), crashing your vehicle, going onto your property with
	Slide 204:   All must be supported by notes, patient symptoms and diagnosis ~ 99401 + 98940,41,42 + 97140-59(without 59=0)+ 97012+ CPT 5 = Payment (only 4 for Gov. Claims)  ~Medicare gives more weight to spasms* than pain.    ~Over-payment to a Non-networ
	Slide 205: ~97116-59 (gait training) + 97530 (functional activities) + patient notes = Payment  ~If you become a new health care provider for an insurance company, you will likely be forced into e-billing.   ~Typically, WNL is not acceptable for a re-exam
	Slide 206:  ~Constant attendance 8-22 min. for 1 unit, 23-37 min. for the second unit, chart the start and finish time in the chart.   ~97110/97112 kinesiotaping with active therapy. K-Tape is a supply and will be included in the direct contact time with 
	Slide 207: Surprise bills and Balance billing  Surprise bills occur when a patient goes to a hospital in his insurance network, but receives treatment from a doctor who does not participate in the network. This results in a direct bill to the patient. Thi
	Slide 208: Several states, including CA, TX, NY, IL, FL, CT, MD, CO, MN, WV, and UT have passed laws to help shield consumers from surprise bills and balance billing, particularly for emergency care.  However, those state-mandated protections don't apply 
	Slide 209: www.HealthcareBluebook.com
	Slide 210: CA Surprise Billing Law   Adopts informed financial consent for private insurance.  Creates a binding independent dispute resolution process in order to facilitate resolution to claims disputes between a carrier and an out-of-network provider. 
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