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[bookmark: _Hlk39032561]Research shows that every service level and visit category has corresponding documentation needs. As a result, choosing an evaluation & management (E/M) level depends on two significant elements: 1) the three “key” aspects’ content, including history, examination, and making decisions, or 2) time- specifically when coordinating care or counseling occupies over 50% of the total visit time by the physician (Centers for Medicare & Medicaid Services, 1997). Therefore, if one fails to document any essential aspect in a visit level may lead to service denial or down coding and it is good to be aware about what is expected by an auditor, especially when evaluating the key element of “history”. 
Given the comprehensive H&P documentation for Anne Smith in this case, I do not think that the documentation fully meets the CMS documentation guidelines because of a significant aspect. Studies suggest that a clear as well as a concise documentation of a medical record is essential to offering patients with the required quality care for the care provider to receive both timely and accurate payment of furnished services (Centers for Medicare & Medicaid Services, 1997). Notably, a complete medical documentation chronologically reports the received care by a patient by recording pertinent facts, finding, & observations concerning the health history of a patient to help in contributing to high quality care. All other documentation aspects are perfect but the report lacks supportive diagnosis & treatment codes. For example, J45.41 could be useful as a specific billing code to indicate Moderate persistent asthma with (acute) exacerbation. Without the codes, the medical report does not specify the appropriate risk factors, rather it talks in general. 
Ms. Smith’s H&P documentation has both strengths and weaknesses, and that is why I feel that the documentation does not fully adhere to the medical record documentation’s general principles. Talking of strengths, the patient encounter’s documentation clearly specifies the encountering reason as well as the relevant history, findings from the physical examination, and previous diagnostic test status. Additionally, the medical documentation involves an assessment as well as a clinical impression, plans for care, and both a date and an observer’s legible identity (American Medical Association, 2019).On the other hand, however, Ms. Smith’s medical documentation involves one weakness that make it not to be fully adhering to the CMS standards. Therefore, the most significant weakness is the fact that the documentation omits the ICD-10 codes that are reported on the billing statement or the health insurance claim document. Such codes are not supported by the medical record documentation. As a result, the ordering diagnostic as well as the other ancillary services’ rationale is difficultly inferred. Moreover, I think that the medical report is not accurate since the services are documented two weeks after the encounter and also listed as practicable after six months. An accurate medical record is considered to document the services during the encounter and as soon as practicable after the encounter, and this makes 2 weeks and 6 months after altering the observations (American Medical Association, 2019).
I had a significant question after reading Ms. Smith’s H&P regarding whether the service provider revised the medical report to see if the health care payer needed a reasonable documentation in ensuring that the service was consistent with Ms. Smith’s insurance coverage. Were the furnished services accurately reported? Where was the site of service? Was the medical significance as well as appropriateness of the diagnostic well provided? All these questions rise from the fact that there were no ICD 10 codes provided. Research shows that it is recommended to select the codes that are best representing the furnished services during the visit, and this is when one is billing for a patient’s visit (Centers for Medicare & Medicaid Services, 1997). I wonder if a billing specialist reviewed the service provider’s documentation before the claim was submitted to pay because a reviewer must have helped in selecting the codes that best reflect the furnished services. 
I do not think that the listed conditions in the assessment section were reasonably supported by the history because the provider did not ensure that the claim submitted accurately reflected the provided services. With no ICD 10	 codes listed, the provider failed in ensuring that the medical record supported the reported service levels. Rather, the provider just used a volume documentation in determining the significant service level to bill. Research suggest that services should meet the essential medical necessity needs found in the statute, manuals, regulations, and the significant medical necessity criteria as defined by the National Coverage Determinations, not forgetting the Local Coverage Determinations (Centers for Medicare & Medicaid Services, 1997). Therefore, each service billed must include the specific sign, symptom, or the patient complaint making the service necessary and reasonable. 
ICD-10 codes are a set of codes used by providers when reporting medical diagnosis across all the furnished services’ claims in the US. Therefore, below is a list of the corresponding ICD-10 codes with the assessments made:
Moderate persistent asthma with (acute) exacerbation: J45.41
Pneumonia, unspecified organism: J18.9
Essential (primary) hypertension: R03.0
Hyperlipidemia, unspecified: E78.5
Obesity: E66
I do not think that it will be appropriate to include the ICD-10 Code for pneumonia when billing for such a visit because the ICD-10 Code J18 remains to be a non-billable code and coding such a type of diagnosis needs one to use one among the five adult codes of J18 describing such a diagnosis in detail (American Medical Association, 2019). 
Given the listed assessments, I do not think if the plan was reasonable because I noticed that everything was ruined from the beginning of the medical documentation. One of the significant standards requirements for a medical documentation is the Chief Complaint (CC) as the reason for the visit, as stated in the words of the patient (American Medical Association, 2019).Regardless of the type of visit, the encounter should have included reasonable CC by validating the CC with reference to a significant symptom or condition. For example, the CC should have stated that Ms. Smith complained of chest pains. 
For clinicians or service providers to choose the essential patient education strategies, they need to first understand the unique patient needs. In this case, there are three patient education strategies that could ensure that Ms. Smith is knowledgeable about her healthcare to spark her activation. These strategies include: 1) Utilizing patient teach-back, 2) providing educational materials like analogies, graphics, and one-on-one teaching in the patient preferred formats, and 3) leaning on health technology (American Medical Association, 2019).
With much said, below is the list of health promotion recommendations from the AHRQ based on age/gender/conditions: 1) risk assessment, 2) screening tests, 3) timing of screening, and 4) interventions (American Medical Association, 2019).
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