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[bookmark: _GoBack]The Healthcare system is a complex institution with myriad services aimed at improving patient care (Moore et al., 2020). To ensure effective patient care, health care providers and other medical practitioners must adopt certain programs. According to Hinckley et al., (2010), Evaluation and Management coding is one of such programs adopted by the medical experts to provide quality care for the patients. Evaluation and Management E/M coding is essentially used in medical billing (Savarise, 2017). As such, Medicaid and Medicare programs must be anchored on the E/M coding reports for reimbursement purposes. The medical providers must therefore bill and document the pertinent facts about the patients: tests conducted, examinations, treatments performed, and their outcomes. This chronological documentation, in turn, ensures high-quality care. In that manner, documentation is a critical aspect in determining the E/M level as well as its important aspect in any coding area. The paper will thus examine the importance of documentation of coding E/M services and procedures as a way of affirming the statement that if it is not documented, it did not happen.  
To start with, documentation of E/M coding services ensures high-quality care (Nicoletti, 2019). Auditing medical reports require detailed information on the patient's pertinent details. Patient's visits in the clinical centers require an E/M code. In that regard, documentation of the E/M codes provides a concise and clear medical record on a patient’s health history (Moore et al., 2020). The document reveals the number of tests conducted and their results. Also, detailed treatments and the outcome of a given illness is ascertained from the documents. The medical professionals and physicians, as a result, finds it easier to evaluate a patient's condition based on the records available. Similarly, proper documentation of the medical records make providers stand a better chance of monitoring the patient's health and consequently plan for better medical care programs.
As Moore et al., (2020) suggest, healthcare providers use well documented medical information to solve various issues related to claims processing. Taking an infant illness as an example, the E/M service document reveals the history of the mother's pregnancy and the status of the infant at birth. The medical document will as well show any history of hereditary disorders or any congenital anomalies as captured in the E/M coding services. In so doing, the medical providers may confidently use such medical data as a legal document should there be any complication on the child. 
Again, documentation of E/M coding services is essential for timely and accurate payment of the furnished services (Savarise, 2017). Healthcare payers rely on properly documented records to validate the consistency of a patient's insurance and the services provided. All the same, proper documentation of the E/M services shows substantive information on the site of the service, therapeutic services provided, diagnostic appropriateness, and the medical necessities. In so doing, the health providers become in a better position to show the amount and nature of their work for prompt and accurate reimbursement by the payers. 
The documentation of E/M services helps in revealing the accuracy and the level of E/M service (Apostolakos, 2019). The E/M service document outlines the relevant information such as the place of the service: whether it was an outpatient or inpatient hospital, the status of the patient, and the type of service offered: office visit or consultation. The auditors thus use such documents to check on the level of service used by the providers and also to cross-examine whether the diagnosis codes selected were appropriate. As Apostolakos (2019) asserts, the auditors use the E/M report to determine the credibility of such evaluations and establish further guidelines to improve the services.
To wrap it all, a clear understanding of E/M coding starts with proper documentation. Proper documentation of E/M coding services will ensure proper and timely payment of the furnished services, solve issues related to claims in the healthcare system, and finally ensure improved patient care. Therefore, coding and E/M services documentation is a guarantee for better patient care and thus the validation of the assertion, “if it’s not documented, it didn’t happen.”
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