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General Instructions for Using the MACRA/MIPS Handbook
The purpose of this handbook is to provide medical practices with a method and
methodology for reporting Quality Measures as specified by the Merit-Based
Incentive Payment System (MIPS). MIPS is the name of a new program that will
determine Medicare payment adjustments. It is an important part of the
Medicare Access and CHIP Reauthorization Act (MACRA). Quality Measures are
the largest component of MIPS. Your future Medicare reimbursement will be the
result of four performance categories:
Quality 50% - for 2017 this component is 60%
Meaningful Use 25%
Clinical Practice Improvement 15%
Resource Use - for 2017 this component is zero (not used)
Our Handbook is focused on Quality Measures only. Other measures may be
discussed in future publications.
For those of you who have used the Physician Quality Reporting System (PQRS),
these Measures probably look very familiar. In fact, many of these are similar to,
if not the same, Measures. MIPS is less confusing because it does not require the
use of numerators and denominators to determine percentages. It just requires
percentages. A major difference today is that when PQRS was introduced,
practices did not have the advantages available via ICD-10.
ICD-10 gives tools for data capture and grouping previously not available. This
Handbook presents many of the advantages given by ICD-10.
It is assumed that most practices will report these Measures via Registries. As of
March 2017, CMS has not yet published a list of qualified Registries. However,
practices must start the process of data capture. The first step is to determine
which of the many Measures to report. The Handbook presents Measures and
gives information on the subject matter, as well as how to report them. As shown,
many of these Measures can be reported in multiple ways. Practices must choose
which to report and how to report them.
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General Instructions for Using the MACRA/MIPS Handbook
Reporting is a collaborative effort. Practices must choose which Measures to
report and the entire staff must be aware of the Measures chosen. As an
example, if Smoking Cessation has been chosen to be reported, a Plan of Action
must be devised. Some of the components could be as follows:
1. Intake and front desk personnel must know that patients have to asked if
they smoke
2. Providers have to know which ICD-10 codes are appropriate for reporting,
e.g., pregnant women have different coding requirements
3. Coders must know which Combination Codes may be relevant
4. Billers must be aware of the diagnostic codes that should be reported for
this Measure
We have developed and presented mini ‘superbills’ or ‘charge tickets’ that
present diagnosis code choices, as well as CPT and HCPCS codes appropriate for
each Measure.
Quality Measures refer to Medicare defined groups of patients who receive
treatment and/or services as described in Measure Descriptions and how the
Practice reports compliance with Measures. An example of a Measure is:
Percentage of patients 18 – 75 years of age with diabetes who had
hemoglobin A1c > 9.0% during the measurement period.
Practices that choose this Measure have to report the percentage of patients who
had or have diabetes and hemoglobin A1c > 9%. The Measurement period is for a
minimum of 90 consecutive days but can be greater up to and including the entire
2017 year
Our Handbook has three components for each Measure discussed:
1. A discussion of the Measure and what practices must know in order to
properly collect and report data. Practices must know that all diabetes
mellitus codes are Combination Codes. Heretofore, ICD-10 edits have not
been strictly enforced so many practices may choose to just report
unspecified or ‘other’ diabetes, e.g.,
Produced by Health Claim Services www.ICD10Center.com

Page 2

General Instructions for Using the MACRA/MIPS Handbook
E11.8 Type 2 diabetes with unspecified complications.
Use of this code is a billing error. All diabetes mellitus are combination
codes which are defined as a single code used to classify two diagnoses, or a
diagnosis with an associated manifestation or complication. You should assign
only a combination code that fully identifies the diagnostic condition
documented. Diabetes never comes alone. There are always manifestations or
complications such as hypertension. If a patient has Type 2 diabetes and
hypertension, appropriate coding could be:
E11.69

Type 2 diabetes with other specified complicationsUse additional code to specify complication, e.g.

I10

Essential hypertension

You may ask, why bother? Carriers have not denied claims with E11.8. The
difference here is that you are reporting data to Medicare in order to avoid a loss
of revenue or to get a bonus reimbursement.
When you report, you must be able to explain and defend your reports. There is
no real alternative if you choose to report.
Besides the issue of Combination Codes, it should be noted that there are
different types of diabetes. In addition to Type 1, there are codes for Diabetes
Due to Drugs and Chemicals, and Diabetes Due to Underlying Conditions, Other
Specified Diabetes. It should also be noted that diabetes during pregnancy,
childbirth and the puerperium (ICD-10 codes Chapter 5 O-) are in a completely
different chapter of ICD-10.
You should also know that when Chapter 5 codes are used, they should be
presented first followed by the specific code(s) for diabetes.
Since there are so many different types of diabetes and a greater number of
Combination Codes, how can you capture all the patients in this population?
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General Instructions for Using the MACRA/MIPS Handbook
There is a single ICD-10 code that allows for this. If you choose to report this
Measure, you only have to enter the appropriate ICD-10 code for this condition.
D58.2 Abnormal hemoglobin NOS
2. The second component for each Measure is what we term a Measure
‘Template.’ The ‘Template’ is basically a mini-Superbill or Charge Ticket. It
can be used in a manner similar to a charge ticket. Practice members
simply check off or circle the conditions that are present in the patients.
In the case of the Measure we have been discussing, the Template shows
different possible diabetes codes. If you are going to report patients with
diabetes, you must know what type of diabetes. Since there are multiple types of
diabetes, you are given a “grid” showing different types of diabetes along with the
types of sub-groups under each type. As an example, the ‘grid’ shows Type 2
diabetes with the types of complications that commonly occur. Each Type of
diabetes shows hyperosmolarity, ketoacidosis, kidney problems, ophthalmic, etc.,
under each type.
As shown by the grid, if a patient has Type 2 diabetes with ophthalmic
complications, you can see that the ICD10 code to choose is E11.3-. This code
requires a 5th digit to specify which eye is affected. You can then choose 1, 2, 3 or
9 (left, right, bilateral or unspecified) as the fifth digit. The Template also
explains that in the absence of a specified ‘type’ of diabetes, the default is Type 2.
In other words, the Template will assist in choosing the correct Combination
Code(s)
The Template also has a block to enter the Hemoglobin Level %. If the level is
abnormal, e.g., greater than 9%, you are given the ICD10 code that specifies
Abnormal Hemoglobin (D58.2).
By comparing the number of patients who had diabetes screening (shown by ICD10 code Z13.1) with the number who had an Abnormal Hemoglobin level, you can
compute the percentage to report.
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General Instructions for Using the MACRA/MIPS Handbook
We recommend that you report 'Z13.1' for all patients with diabetes during the
Measurement Period. Patients who also have certain other diagnosis, such as
D58.2, they can then be reported as a sub-set of diabetic patients and the totals
for all diabetic patients (all with Z13.1) can then be compared to the total with
D58.2 to determine the reporting percentage.
It should also be noted that the Templates for each patient can be kept as a hard
copy reference. In the absence of an automatic report capability, you can simply
count the number of patients who had a diabetes screening and record the
number. You can also count and record the patients with abnormal hemoglobin. It
should be noted that each ‘Template’ has a block for ‘Patient Notes’ so that
conditions specific to the patient can be documented and retained as well.
Each Template has a place to enter a patient’s date of birth and age. We
recommend you use both blocks to make sure patients are in the correct
category. As shown, this measure spans patients from 18 to 75 years of age.
3. Template instructions are the third component of the Handbook. The
instructions give information on how to use the Template.
ICD-10, HCPCS and CPT Codes Are Used for the Handbook
We have shown how we use ICD10 diagnosis codes to capture and report data.
We also use HCPCS and CPT codes for data capture and reporting. All of these
codes are commonly used in medical billing software and can be used for Quality
Measure reporting.
An example of CPT use is the Quality Measure:
Percentage of Patients 18 years and Older Screened for Tobacco Use
whom Received Cessation Counseling.
In 2017, two new codes were added to CPT as follows:
99406 - Smoking and tobacco use cessation counseling visits, intermediate,
greater than 3 minutes up to ten minutes
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General Instructions for Using the MACRA/MIPS Handbook
99407

; greater than 10 minutes

These services are covered under Medicare and most private carriers. If you bill
for these services, you can get a count of the number of these CPT codes billed
during the measurement period to use for reporting.
However, you must know the correct ICD-10 codes for Nicotine dependence to
use for claims. You must also know that there are separate codes for smoking
during pregnancy.
2017 HCPCS contains ‘Temporary’ codes for Procedures/Professional Services that
describe specific services such as:
G9016 - Smoking cessation, counseling, individual, in the absence of or in
addition to any other evaluation and management service, per session (610 minutes)
When this code is entered into a billing and/or medical record system, most
systems will allow reports that can be generated to count the number of patients
who had this service.
It should also be noted that are often more than one way to group and report
data. Practices are not restricted in their choices but should be able to explain and
defend their methodology.
Percentage of Patients 18 Years and Older with Documentation of Pain
Assessment using standardized tool(s) on each visit and documentation of
a follow-up plan.
Our Template gives a listing of common standardized tools such as the McGill Pain
Questionnaire, Brief Pain Inventory, etc. It also shows follow-up plan actions that
can be checked or circled.
When using HCPCS or CPTII codes, it is important to enter charge amounts of zero
dollars or alternatively, $0.01 so that they are not accidentally billed to carriers
and to quickly identify Quality measures.
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General Instructions for Using the MACRA/MIPS Handbook
Again, appropriate ICD-10 codes are specified for grouping and reporting
purposes when these type codes are used.
You can Report with Available Resources such as Procedure and Diagnosis Codes
Our Handbooks and related Quality Measures are for ten or more measures
based on practice types, such as Family and General Practices. These will give you
a good idea of the methodology for reporting. You may be able to develop your
own primers and templates. You do not need specialized software or consulting.
If you wish to get a ‘Primer’ discussion, template and template instructions for
other Measures, please contact us.
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MACRA Implementation
Attached, please find a list of 2017 Medicare Quality Measures available for the Merit-Based
Incentive Payment System (MIPS). Measures considered ‘High Priority’ by Medicare have an
asterisk adjacent to the Measure description.
It is important that Family Practice providers review this listing to determine which of them are
most appropriate for their individual practices. We have developed procedures indicated below
for capturing and reporting data.
Measure:
Percentage of patients 18 -75 years of age with diabetes who had hemoglobin
A1c> 9.0% during the measurement period. *
We can run reports on all patients who have had a diagnosis of diabetes. Practices that choose
this Measure can identify all of these patients via ICD-10 code Z13.1.
Z13.1 Encounter for Screening for diabetes mellitus
This ICD-10 code should be circled and/or checked on the Template for this measure to indicate
that the code is applicable for the specified patients. This report should then be produced by
dates of service. Providers can then indicate on the list, those patients who have had a
hemoglobin test during the measurement period.
This same list can be used to identify other measures, such as patients with diabetic
retinopathy. Providers should review the Template for this measure. The Template shows a
‘grid’ that can help in determining the correct ICD-10 Combination code(s) to report.
In order to properly report this measure, providers should check or circle an appropriate ICD-10
code on the Template, e.g.
E11.311

Type 2 diabetes with unspecified diabetic retinopathy with macular
edema

or
E11.319

Type 2 diabetes with unspecified diabetic retinopathy without macular
edema

These codes are frequently not in the provider database. The medical record may indicate that
the patient was referred to an ophthalmologist, but the appropriate codes were not designated
because coders are not aware that all diabetes codes are combination codes and did not know
what code(s) to use. Other ophthalmology codes can be more difficult to designate because
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they might require an eye specialist to accurately diagnosis the condition. An example could
be:
E13.341 - Other specified diabetes mellitus with severe non-proliferative diabetic
retinopathy with macular edema.
This code requires knowledge of a specified type of retinopathy and the ability to
distinguish between severe and moderate non-proliferative retinopathy.
The E11- codes do not require knowledge of proliferative versus non-proliferative retinopathy
and whether there is a severe versus moderate form. When the medical record indicates that a
diabetic patient was referred to an eye specialist, coders should automatically look for an
appropriate combination code.
In order to report the appropriate measure, we have to know the total number of patients
diagnosed with diabetes and the number of patients who had the hemoglobin test during a 90
day period in 2017.
This will require planning. Based on six or more measures, the practice should identify which
measures are most appropriate and then begin the documentation process. If your electronic
medical record system allows for reporting by specific measures, be sure to identify measures
you wish to designate for reporting.
Other Issues with Diabetes Coding
All Diabetes Mellitus codes are Combination Codes. Therefore, there should be no claims
submitted with the following codes:
E11.8 Type 2 diabetes mellitus with unspecified complications
or
E11.9 Type 2 diabetes mellitus without complications
Use of the above two codes is the result of coding error
Generally, a more appropriate code(s) is:
E11.69 Type 2 diabetes with other specified complication
and also list
Other specified complications which can include:
I10

Essential (primary) hypertension
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E66.01 Morbid (severe) obesity due to excess calories (RAF code also BMI)
(E66.01 patients have a BMI of 40 or more, or 35 or more and
Experiencing obesity related conditions such as high blood pressure or
Diabetes)
E03.9 Hypothyroidism
E78.5 Hyperlipidemia, etc.
I25.10 Atherosclerotic heart disease
Z98.61 Coronary angioplasty status
N52.1 Erectile Dysfunction
Z79.4 Long term use of Insulin
There are many conditions that can cause complications with diabetes. Use of these codes in
conjunction with E11.69 will preclude use of unspecified or non-Combination codes.
The Template can help you choose the correct diabetes mellitus code(s). When the Type of
diabetes is not indicated, the default is Type 2.
Measure:
Percentage of patients aged 6 months or older seen for a visit between
October 1 and March 31, who received an influenza immunization OR who reported previous
receipt of an influenza immunization.
Practices can run a report of all patients who had a flu vaccination based on the CPT codes.
90653, 90654, 90630, 90655, 90656, 90657, 90658, 90660, 90672, 90661, 90674, 90673, 90662,
90664, 90666, 90667 and 90668
and diagnosis code Z23 (Encounter for Immunization).
The CPT codes are listed as presented in CPT 2017 and some are out of sequence. CPT 90674
Influenza vaccine, quadrivalent (ccllV4); derived from cell cultures, subunit, preservative and
antibiotic free 0.5 ml dosage for intramuscular use is a new code for 2017.
If a patient is new to the practice, in order to comply, they should be asked if they had a
vaccination from another provider during this time.
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Measure:
Percentage of women 50-74 years of age who had a mammogram to screen for
breast cancer.
Most Family Practices do not perform mammograms, so it would not be possible to determine
the patients who had mammograms based on the specific CPT codes 77065, 77066 and 77067.
Also, these three codes are new CPT codes for 2017 and are used by radiology practices.
Medicare also provides coverage for the following HCPSC Code services.
Code Description
G0202 Screening mammography, bilateral (2 view study of each breast), including
computer-aided detection (CAD) when performed
G0204 Diagnostic mammography, including computer-aided detection (CAD) when
performed; bilateral
G0206 Diagnostic mammography, including computer-aided detection (CAD) when
performed; unilateral
Women who require mammograms can be identified by ICD-10 diagnosis codes for malignant
neoplasms and carcinomas.
The following codes are listed in the Medicare Local Coverage Determination (LCD):
MoIDX: Breast Cancer Assay Prosigna (L36380). This LCD specifies diagnosis codes that
provide for limited Medicare coverage of the Prosigna Breast Cancer Gene. A positive genetic
test should be followed by mammography.
Examples of covered diagnosis codes include:
C50.011

Malignant neoplasm of nipple and areola, right female breast

D0501

Lobular carcinoma in situ of right breast and other covered codes.

Your database should contain ICD-10 diagnosis codes for covered indications when patients are
referred for mammograms.
Scintomammography, also known as nuclear medicine breast imaging, specific gamma imaging
or molecular breast imaging is a type of breast imaging test used to detect cancer cells in the
breasts of some women who have had abnormal mammograms, or for those who have dense
breast tissue, and other indications. These are Medicare covered services with the following
CPT codes.
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78800 Radiopharmaceutical localization of tumor or distribution of
radiopharmaceutical agents, limited area
and
76801

; multiple areas

For Family and General practices who refer patients to imaging services, the most efficient way
to document these services is to enter CPTII Code 3014F in the billing and/or medical record
system.
CPTII 3014F

Screening mammography results documented and reviewed

When a patient is appropriately excluded from having a mammogram, you may use the CPTII
code 3014F with modifier 1P. The code with the modifier is used to report documented
circumstances for exclusion, such as for women with a bilateral mastectomy, or two unilateral
mastectomies
When a mammogram was not performed, and no reason is documented, the following code
may be appropriate:
3014F8P
The 8P modifier specifies that the service was not performed and no
reason is specified.
You can determine the percentage by counting the women in the specified age range versus
the number who had the screening mammogram.
The 2016 PQRS Measure calls for screening every 27 months. Therefore, it is important to
enter CPTII 3014F every 27 months if this measure is used.
Practices which perform mammograms can report based on CPT codes used to bill for the
service.
If it is determined that a patient has breast cancer, practices may wish to document the specific
type by use of HCPCS codes for Oncology; disease status, invasive breast cancer
G9070, G9071, G9072, G9073, G9074 and G9075
Use of code G9070 – G9075 will probably require specialists report(s) and diagnostic reports of
oncologists.
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American Cancer Society Guidelines
The American Cancer Society recommends cancer screening guidelines for most adults.
Screening tests are used to find cancer before a person has any symptoms. For Breast Cancer,
the following are recommended:
1. Women ages 40 to 44 should have a choice to start annual breast screening with
mammograms (x-rays of the breast) if they wish to do so
2. Women ages 45 to 54 should get mammograms every year
3. Women 55 and older should switch to mammograms every two years, or can continue
yearly screening
4. Screening should continue as long as a women is in good health and is expected to live
10 years or longer
5. Some women because of their family history, a genetic tendency, or certain other
factors, should be screened with MRI’s along with mammograms. This is a small
percentage. The following ICD-10 code can be relevant in these circumstances:
Z80.3 Family history of malignant neoplasm of breast- conditions classifiable to
C30-C32, C37, C39
Medicare generally covers Evaluation and Management (E&M) Services for patients with a
diagnosis of 'Z85.3 - Personal History of malignant neoplasm of breast - conditions classifiable
to C50'. However, E&M services for diagnosis 'Z80.3 - Family History of malignant neoplasm of
breast' are generally not covered.

Measure:
Percentage of adults 18-64 years of age with a diagnosis of acute bronchitis
who were not dispensed an antibiotic prescription. *
Patients diagnosed with Acute Bronchitis should have one or more of the following diagnosis
codes in their medical record:
J20.0 Acute bronchitis due to Mycoplasma pneumonia
J20.1 Acute bronchitis due to Hemophilus influenza
J20.2 Acute bronchitis due to streptococcus
J20.3 Acute bronchitis due to coxsackievirus
J20.4 Acute bronchitis due to parainfluenza virus
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J20.5 Acute bronchitis due to respiratory syncytial virus
J20.6 Acute bronchitis due to rhinovirus
J20.7 Acute bronchitis due to echovirus
J20.8 Acute bronchitis due to other specified organisms
J20.9 Acute bronchitis, unspecified
Bronchitis is one of the most common infections treated with antibiotics. This can be counterproductive.
A list of commonly used generic antibiotics include the following:
-

Amoxicillin
doxycycline
cephalexin
ciprofloxacin
clindamycin
metronidazole
azithromycin
sulfamethoxazole/trimethoprim
amoxicillin/clavulanate and
levofloxacin

Bronchitis and Bronchiolitis are not the same. Bronchiolitis (J21-) primarily affects very young
children, so the age specification would appear to be directed only at Bronchitis (J20-).
Practices can meet this quality measure by counting the number of patients with a diagnosis of
Acute Bronchitis and then reviewing the medical record to determine the number who were
prescribed antibiotics. Your electronic medical record system can also be interrogated to cross
reference patients with Acute Bronchitis and who have had antibiotic prescriptions.
An alternative method for determining which patients had a diagnosis of bronchitis is to use
ICD-10 code 'Z13.83 - Encounter for Screening for respiratory disorder', along with a specific
diagnosis code for bronchitis.
Patients who did not receive an antibiotic prescription can then be identified via CPTII code
4124F Antibiotic neither prescribed nor dispensed
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Use of Z13.83 will allow grouping of patients who had respiratory problems. This ICD-10 code
along with specific J20- codes will specifically identify patients with bronchitis. When this
number is compared to patients with CPTII code 4124F, it will give an easy way to calculate the
Measure percentage.

Measure:
Percentage of patients 18-75 years of age with diabetes who had a retinal or
dilated eye exam by an eye care professional during the measurement period or a negative
retinal exam (no evidence of retinopathy) in the 12 months prior to the measurement period.
Please see the notes on the first listed Measure regarding diabetes.
A referral to an eye professional is an indication that this was done. Diagnosis codes for this
type of diabetes occur in sub-categories: E08.3-, E09.3-, E10.3-, E11.3- and E13.3ICD-10 codes for retinopathy without diabetes occur in sub-category 'H35 - Other Retinal
Disorders'. If a code in this sub-category is appropriate for a patient, the code should be
changed to the appropriate Combination Code if the patient also has diabetes.
The medical record should also specify referrals to eye care specialists.
American Diabetes Association Recommendation Statements 2009
1. Patients 10 years of age and older with Type 1 diabetes should have an initial dilated
and comprehensive eye examination within 5 years after the onset of diabetes
2. Patients with Type 2 diabetes should have an initial dilated and comprehensive eye
examination after the diagnosis of diabetes
3. Subsequent examinations for Type 1 and 2 diabetic patients should be repeated
annually. Less frequent exams (every 2-3 years) may be considered following one or
more normal eye examinations. Examinations will be required more frequently if
retinopathy is progressing.
4. Eye examinations should occur during the first trimester with close follow-up
throughout pregnancy and for 1 year postpartum.
5. Promptly refer patients with any level of macular edema, severe non-proliferative
diabetic retinopathy or any proliferative diabetic retinopathy to an ophthalmologist.
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Refer to the American Diabetes Association for additional recommendations.
When patients with diabetes have had a dilated retinal exam, they can be identified via use of:
CPTII 2022F Dilated retinal eye exam with interpretation by an ophthalmologist or
optometrist documented and reviewed
Measure:
Percentage of patients aged 18 years and older with a BMI documented during
the current encounter or during the previous six months AND with a BMI outside of normal
parameters, a follow-up plan is documented during the encounter or during the previous six
months of the current encounter.
There are two classes of Body Mass Index (BMI) codes. Z68.5- codes are called ‘pediatric’ codes
and are for use for person’s age 2 – 20 years of age.
Adult BMI codes are used for persons 21 years of age or older. These are sub-grouped as
follows:
Z68.1 Adult BMI 19 or less
Z68.2- Adult 20 – 29
Z68.3- Adult 30 -39
Z68.4- Adult 40 or greater
Please note that a person is considered Morbidly Obese if they have a BMI of 40 or more. If
they have a BMI of 35 and have obesity-related health conditions, such as high blood pressure
or diabetes, then they are also morbidly obese. Morbid Obesity is represented by ICD-10 code
E66.0. When this code is used, the BMI should also be listed.
A BMI of 19 or less can be a sign of Malnutrition. Malnutrition is represented by ICD-10 codes
E44-E46.
BMI is calculated by using a person’s height and weight and the following equation:
1.
2.
3.
4.

Multiply your weight in pounds by 0.45
Multiply your height in inches by 0.025
Square the answer from step 2
Divide the answer from step 1 by the answer from step 3
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Measure:
Percentage of patients age 65 years and older with a history of falls who had a
risk assessment for falls completed within 12 months. *
This is a high priority measure. This type of injury must be accurately documented in the
practice database. ICD-10 codes:
R29.6 Repeated Falls
Z91.81 History of Falling - at risk for falling
There are standard Risk Assessment Tools to identify adults’ fall risk factors. These may be
found on the Internet at 'Minnesota Falls Prevention Initiative' and include the following:
Berg Balance Scale (BBS), which rates the ability of an individual to maintain balance while
performing Activities of Daily Living related tasks. This test requires 15 to 20 minutes to
administer. Training is required to administer the test.
The 'Dynamic Gait Index' assesses the likelihood of falling in adults and requires about 15
minutes to administer. Training is required to administer this test.
The 'Falls Efficacy Scale' (FES) is a 10 item rating scale to assess confidence in performing daily
activities without falling.
There are many other tools. If your practice decides that it would like to report on this Quality
Measure, a study of the available tools and applicability to your practice should be made.
We have developed a separate coding example for 'Falls and Injuries Among Seniors'.
You may also document screening for fall risk by using Category II code 1100F, Patient screened
for fall risk, if you use PQRS measures.

Measure:
Percentage of patients age 65 years and older with a history of falls who had a
plan of care for falls documented within 12 months *
This is also a High Priority Measure. Since it is so related to the measure for Risk Assessment,
the decision to perform either measure would logically result in reporting both quality
measures.
The Plan of Care is not specified per se. However, this measure appears to be analogous to the
now replaced PQRS Measure: Falls: Plan of Care, which was paired with the PQRS Measure for
Falls: Risk Assessment. In other words, these two measures appear to replace the prior PQRS
Measures.
Produced by Health Claim Services www.ICD10Center.com
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The PQRS definition of Plan of Care specifies that it must include:
1. Consideration of vitamin D supplementation
2. Balance, strength, and gait training.
The medical record must include documentation that:
Balance, strength and gait training instructions were provided
OR
Referral to an exercise program, which includes at least one of the three components:
balance, strength or gait
OR
Referral to physical therapy
It should be noted that CPT 2017 contains new codes for Physical therapy evaluations. It should
also be noted that Gait Training (CPT 97116) and other therapy procedures are billable
procedures.
A Fall is defined as, "A sudden, unintentional change in position, causing an individual to land at
a lower level, on an object, the floor, or the ground, other than as a consequence of sudden
onset of paralysis, epileptic seizure, or overwhelming force".
Plans of Care may not be documented for specific reasons. When these occur, you can
document the reason(s) via Category II codes as follows:
CPTII '0518F - Falls plan of care documented'. Use of this code allows easy
identification for the Quality Measure.
CPT 0518F1P - The modifier 1P specifies a Performance Exclusion, e.g.,
Documentation of medical reason(s) for no plan of care for falls (i.e., the patient is not
ambulatory, bed ridden, immobile, confined to chair, wheelchair bound, dependent of
helper pushing wheelchair, independent in wheelchair or minimal help in wheel chair.
CPT 0518F8P - The modifier 8P is used to report circumstances when the Plan of Care
is not documented for a reason(s) not otherwise specified.
Use of the Category II codes is not required, but may assist in meeting the Quality Measure for
Plan of Care for Falls.
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Measure:
The percentage of patients 18-75 years of age with diabetes (Type 1 and Type
2) who received a foot exam (visual inspection and sensory exam with mono filament and a
pulse exam) during the measurement year.
This measure can be very closely correlated to the first Measure of identifying diabetic patients
who had hemoglobin A1c > 9%. If you count the total number of patients with diabetes, then
the number who received a foot exam would give the requisite percentage to report.
It should be noted that proper use of ICD-10 coding can make this an easier measure to report.
E11.621

Type 2 diabetes with foot ulcer

E11.628

Type 2 diabetes with other skin complications

E10.621

Type 1 diabetes with foot ulcer

E10.628

Type 1 diabetes with other skin complications

These diabetes codes should also be accompanied by appropriate dermatology codes as shown
adjacent to their ICD-10 descriptions. An examples is as follows:
L97.411

Non-pressure ulcer chronic ulcer of right heel and midfoot limited to
breakdown of skin

Measure:
Percentage of patients aged 18 years and older who were screened for tobacco
use one or more times within 24 months and who received cessation counseling intervention
if identified as a tobacco user.
Following are relevant ICD-10 codes are this measure:
Z71.6

Tobacco abuse counseling

Z72.0

Tobacco use NOS

F17.2-

Nicotine dependence
F17.21

Nicotine dependence, cigarettes

F17.22

Nicotine dependence, chewing tobacco

F17.23

Nicotine dependence, other tobacco product

Z87.891

History of tobacco dependence

O99.330

Smoking (tobacco) complicating pregnancy, unspecified trimester
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O99.331

Smoking (tobacco) complicating pregnancy, first trimester

O99.332

Smoking (tobacco) complicating pregnancy, second trimester

O99.333

Smoking (tobacco) complicating pregnancy, third trimester

O99.334

Smoking (tobacco) complicating childbirth

O99.335

Smoking (tobacco) complicating the puerperium

P04.2

Newborn (suspected to be) affected by exposure in utero to tobacco use

P96.81

Newborn exposure to environmental tobacco smoke

Smoking and tobacco use have become so important that the 2017 CPT changes include the
following CPT codes which are covered under the Medicare Fee Schedule. It should also be
noted that these services are part of the regular Evaluation and Management (E&M) section
and are not considered miscellaneous or special services.
CPT

Description

99406

Smoking and tobacco use cessation counseling visit; intermediate,
greater than 3 minutes up to 10 minutes

99407

; intensive, greater than 10 minutes

It should be noted that these codes specify Smoking and Tobacco use cessation. This could be
interpreted to include marijuana use as well. If smoking cessation measures include marijuana,
appropriate ICD-10 codes such as Cannabis dependence F12.2- would be appropriate.
Appropriate use of one or more of the listed ICD-10 codes, coupled with the number of CPT
codes per patient, should result in the data required to report this quality measure.

Measure:
The percentage of adolescent 12 to 20 years of age with a primary care visit
during the measurement year for whom tobacco use was documented and received help with
quitting is identified as a tobacco user
Obviously this measure is very similar to the previous measure for adult tobacco users. If the
measure for adult is chosen, it would be relatively easy to adopt data gathering to use for
adolescents.
Produced by Health Claim Services www.ICD10Center.com
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Measure:
Percentage of patients, aged 18 years and older, with a diagnosis of acute
sinusitis who were prescribed an antibiotic within 10 days after onset of symptoms. *
Acute Sinusitis includes the following ICD-10 diagnosis codes:
J01.00, J01.01, J01.10, J01.11, J01.20, J01.21, J01.30, J01.31, J04.40, J04.41, J01.80
and J01.90.
Acute Sinusitis/Rhinosinusitis is defined as: Up to 4 weeks of purulent nasal drainage (anterior,
posterior, or both) accompanied by nasal obstruction, facial pain-pressure-fullness, or both.
Purulent nasal discharge is cloudy or colored, in contrast to the clear secretions that
typically accompany viral upper respiratory infection, and may be reported by the
patient or observed on physical examination.
Facial pain-pressure-fullness may involve the anterior face, periorbital region, or
manifest with headache that is localized or diffuse.
More than one in five antibiotics prescribed in adults are for sinusitis, making it the fifth most
common diagnosis responsible for antibiotic therapy.
Clinicians should distinguish between presumed acute bacterial rhinosinusitis (ABRS) from
acute rhinosinusitis caused by viral upper respiratory infections and non-infectious conditions.
It should also be noted that this Measure specifies Acute Sinusitis. Therefore, codes for Chronic
Sinusitis (J32-) are not included here.
It should be noted that there are three additional quality measures for patients with acute
sinusitis.
Acute Sinusitis: Appropriate Choice of Antibiotic: Amoxicillin With or Without
Clavulanate Prescribed for patient with Acute Bacterial Sinusitis (Appropriate Use)
Adult Sinusitis: Computerized Tomography (CT) for Acute Sinusistis (Overuse)
Adult Sinusitis: More than one Computerized Tomography (CT) scan within 90 days for
Chronic Sinusitis (Overuse)
All four measures of Sinusitis are High Priority Measures. If one of the measures is chosen, it
may be appropriate to report on all four measures.
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Patients 18-75 years with Diabetes
with Hemoglobin A1c Tested
Patient Name: _______________________________
Underlying
Type
Type1
Type2
Conditions
Complication
E10E11E08-

DOB:_________
Due to Drug
or Chemical Other
E09E13-

hyperosmolarity
ketoacidosis
kidney problems #
ophthalmic*
nuerologic
circulatory
arthropthy
skin
oral
hypoglycemia
other specified ##

00.10.20.30.40.50.610.620.630.64-

.00.10.20.30.40.50.610.620.630.640.69

0.20.30.40.50.610.620.630.640.69

0.00.10.20.30.40.50.610.620.630.640.69

Date:_____________

Z13.1 Encounter for
Diabetes Screening ____
Gestational Diabestes O24Type
In pregnancy
in Childbirth In puerperium
Pre-existing Type1 .01-**
0.02
0.03
Pre-existing Type 2 0.11**
0.12
0.013
Unspecified Type 0.31**
0.32
0.33
Gestational
0.41-***
0.43-***
0.43***
Other pre-existing 0.8-**
0.82
0.83

0.00.10.20.30.40.50.61** 6th digit 1= 1st trimester, 2= 2nd, 3=3rd, 9 = unspecified
0.620.63*** 6th digit 0 = diet controled, 4 = insulin controled,
0.645= oral hypoglycemic drug controlled
0.69
0.69
9 = unspecified control

* 5th digit
1=RT 2=LT 3=bilateral 9= unspecified

##Other Specified Complications for use with E09-E13 .69 Codes
Essential hypertension I10 ____
Hypothroidism E03.9___
Conductive and sensoneural
Morbid Obesity E66.01___
E13 Other specified diabetes use code to identify control
hearing loss H90- __
E13- Includes diabetes due to genetic defects in insulin action
Hyperlipedemia
E78.5___
Alzheimer's G30- ____
Z79.4 abd Z79.84 identify control agents
Athersosclerotic heart disease I25.10___
Long term use of insulin Z79.4___
E08- Diabetes dues to Underlying Conditions - Code first underlying
Dialysis Dependent R99.2___
condition(s), e.g., Congenitla Rubella P35.0, Cushing Syndrome E24Other:
malignant neoplsams C00-C96, malnutrition E40-E46, Cystic
Firbosis E84-, pancreatic disease K85- K86# Chronic Kidney Disease Codes used with 0.2- codes
N18.1 Chronic kidney disease, stage 1___
N18.2 Chronic kidney dissease, stage 2___
Measured Hemoglobin Level % _________________________
N18.3 Chronic kidney disease, stage 3
Abnormal hemoglobin NOS D58.2 ________ (A1c> 9%)
N18.4 Chronic kidney disease, stage 4___
Notes
N18.5 Chronic kidney disase, stage 5___
N18.6 End Stage renal disease___
Patient Specific Notes:

Provider Name:___________________________

MACRA Template Instructions for Patients 18 – 75 Years with
Diabetes and Hemoglobin A1c Tested
When using this Template, users may be confused by the variety of ICD-10 codes required. The following
could be of assistance.
1. When the type of diabetes is not specified, the default is Type 2
2. Use of unspecified codes ending in .8 or .9 is generally a coding error, e.g.,
E11.8

Type 2 diabetes with unspecified complications

E11.9

Type 2 diabetes without complications

3. All diabetes mellitus codes are Combination Code. Generally, you can avoid using the above two
codes by using:
E11.69 Type 2 diabetes with other specified complications
A second code(s) is used such as Essential Hypertension (I10), foot ulcer, hyperlipidemia,
hypothyroidism, hearing loss, etc.
4. When using the Template to choose the diabetes code, please note that a dash after the last
number specifies that an additional digit(s) must be used to choose the correct code. For Type 2
diabetes with ophthalmic problems the Template shows 03.-. By reviewing codes under this type in
ICD-10, there are 14 codes listed. Many would require a specialist to specify. One of the choices is
'E11.31 - Type 2 diabetes with unspecified diabetic retinopathy with macular edema'. 'E11.312' is
'Type 2 diabetes with unspecified diabetic retinopathy without macular edema'. These are probably
the best (correct) choices for non-specialists. Further specificity may not be possible. When you use
an ophthalmic code, you must also specify the eye(s) via a 5th digit.
5. For diabetic patients with kidney complications, you should also specify the type of kidney disease
if known, e.g., E11.2-. The dash after the two tells you to indicate the ‘Stage’ of the kidney
complication. If you don’t know it, there is an option to use N18.9 Chronic kidney disease,
unspecified.
6. For pregnancy-induced diabetes, you must also specify the patient’s trimester and how the
diabetes is being controlled. The patient should know this. If not, you can use ‘unspecified control.’
7. When there is an abnormal hemoglobin level, assign ICD-10 'D58.2 - Abnormal hemoglobin'.
8. All patients in this population should be assigned ICD-10 code 'Z13.1 - Encounter for Screening
Diabetes Mellitus'.
9. The Measure percentage can then be calculated using the total population (everyone with
diagnosis code Z13.1) compared to those with abnormal hemoglobin (ICD-10 D58.2).
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Percentage of Patients age 6 months or Older seen for a Visit between October 1 and March 31 who Received
an Influenza Immunization OR who Reported Previous Receipt of an Influenza Immunization
Provider:

Patient name:________________________

DOB:______________

Z23 Encounter for
Immunization: _____
Age:________

Date:_______________ **

** Do not report dates not between October 1 and March 31
Influenza
Vaccine
CPT
90653
90654
90630
90655
90656
90657
90658
99660
90672
90661
90674
90673
90662
90664
90666
90667
90668

Influenza vacine, inactivated (IIV), subunit, adjuvanted
Influenza virus vaccine, trivalent (IIV3), split virus
influenza vaccine quadrivalent (IIV4), split virus
influenza vaccine, trivalent (IIV3) 0.25 ml dosage
Influenza vaccine,trivalent (IIV3), 0.5 ml dose
influenza vaccine, trivalent (IIV3) 0.25 ml dosage
Influenza virus vaccine, trivalent (IIV3), split virus 0.5ml
Influenza virus vaccine, trivalent, live (LAIV3) intranasal use
Influenza virus vaccine, quadrivqlent, live (LAIV4) intranasal use
Influenza virus vaccine, trivalent (ccIIV3) derived from cell cultures 0.5ml dosage
Influenza virus vaccine, quadrivalent (ccIIV4) 0.5ml dosage
Influenza virus vaccine, trivalent (RIV3), derived from recombinant DNA…
Influenza virus vaccine (IIV), split virus
Influenza virus vaccine, live (LAIV), pandemic formulation
Influenza virus vaccien (IIV), pandemic formulation
Influenza virus vaccine (IIV),adjuvanted pandemic forumulation
Influenza virus vaccine (IIV), pandementi forumulation

Payient Specific Notes:

n/a

vaccination by another provider
Provideer name:

Date of vaccination
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G8482 Influenza immunization administered
or previously received: ________

MACRA Template Instructions for Patients Age 6 months and Older
Seen Between October 1 and March 31 who Received an Influenza
Vaccination
This template should be used ONLY for patients seen between October 1st and March 31st,, and not for
any other period of time. There are at least two methods of using this template. You may Enter ICD-10
'Z23 - Encounter for Immunization' in your billing system. This code also requires a CPT for the specific
type of Influenza Vaccine. Codes for vaccines are also listed. If you choose this method, you must enter
both the ICD-10 code 'Z23' and the specific vaccination CPT code in your billing system. When a report of
patients who have both codes is produced, you can get a count of all the patients who have been
vaccinated by the practice. However, if this method is used, you must also make sure to add to the
total, the number of patients who were vaccinated by another provider during the period. If known, you
may also document the provider name and date of vaccination.
Alternatively, you may opt to enter HCPCS code 'G8482 Influenza administered or previously received'
for patients during the reporting period. If you use this method, you can simply count the number of
patients with this HCPCS code in their record for the reporting period.
You must also remember that children under six months of age should not be reported.
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Percentage of Women 50 - 74 Years of Age who had a Mammogram to Screen for Breast Cancer
Provider:
Patient Name:______________________

DOB:______

Date:

Age:____________

Date of Last Screening:

Est. Date of Next Screening:________________
CPTII
3014F

Screening mammography results documented and reviewed*

3014iP

Screening mammography not performed, patient excluded for documented reason(s)

30148P

Screening mammography not performed, no reason specified

* Patient Diagnosis per imaging report:
When malignant neoplasm occur, the diagnosis code(s) should specify: right or left,
quadrant or axillary tail or central portion or nipple and oreola. The codes are separate
for male versus female
Z80.3

Family hisotry of malignant neoplams of breast. If this diagnosis is appropriate, an MRI
should be considered for performance along with the screening mammogram.

Patient Specific Notes:
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MACRA Template Instructions for Percentage of Patients 50 – 74
Years of age who had a Screening Mammogram
In order to complete this Measure, the number of Women in the age range who had a screening
mammography must be counted. This computation can be complex. The following are needed:
1. The number of women 50 – 74 years of age seen during the measurement period
2. The number of women in that group who had a screening mammogram
3. The number of women in that group who already had a screening mammogram within one year
if she is age 40-44 in the measurement time period
4. The number of women in that group 55 years and older that had a screening mammogram
within the last two years.
When a woman has had a screening mammogram within the time period and is not a candidate for a
screening mammogram, her record for any other purposes during the measurement period can be
documented with CPTII code 30141P - Screening mammogram not performed, patient excluded for
documented reason.
The population can then be measured by counting the number of women patients seen in the specified
age group during the measurement period. That total can then be reduced by the number of patients
documented with CPTII Code 30141P and/or 30148P. You can then count the number of patients seen
who had a screening mammogram, e.g., CPTII 3014F - Screening mammography results documented and
reviewed. The ratio of patients with CPTII 3014F to the total number reduced by 30141P and 30148P can
give you your Measurement percentage.
You can use the Template for this measure and check or circle 3014F and 30141P.
If a patient has a Family History of Malignant neoplasm of breast, ICD-10 code 'Z80.3' should appear in
the record and an MRI should be considered for performance along with the screening mammogram.
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Percentage of Patients 18 - 64 Years with a Diagnosis of Acute Bronchitis who were NOT Dispensed an
Antibiotic Prescription

Provider:________________
Patient Name:______________________ DOB:___________
Acute Bronchitis ICD-10 codes:
J20.0
J20.1
J20.2
J20.3
J20.4
J20.5
J20.6
J20.7
J20.8
J20.9

Acute bronchitis due to Mycoplasma pneumonia
Acute bronchitis due to Hemophilus influenza
Acute bronchitis due to streptococcus
Acute bronchitis due to coxsackievirus
Acute bronchitis due to parainfluenza virus
Acute bronchtis due to respiratory syncytial virus
Acute bronchitis due to rhinovirus
Acute bronchitis due to echovirus
Acute bronchitis due to other specified organisms
Acute bronchitis, unspecified

Age:______ Date:____________
Z11.83 Encounter for Screening
for Respiratory Disorder
CPTII 4124F Antibotic neither
presribed or dispensed___

If an Antibiobic was dispensed or prescribed, use CPTII 4120F
4120F Antibiotic was prrescribed or dispensed
Patient Specific Notes:
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MACRA Template Instructions for Percentage of Adults 18 – 64
Years with a Diagnosis of Acute Bronchitis who were NOT
Dispensed an Antibiotic Prescription
In order to group and identify patients meeting the criteria of this Measure, we recommend use of
ICD-10 code:
Z11.83 Encounter for Screening for Respiratory Disorder
Patients with bronchitis should then have the specific ICD-10 code for Acute Bronchitis (J20-) entered
into the record. The template can be used as a ‘superbill’ to document the diagnosis condition(s).
When there was no antibiotic dispensed or prescribed, patients with Acute Bronchitis can be further
identified via use of:
CPTII code 4124F

Antibiotic neither prescribed nor dispensed.

The use of Z11.83 makes it easier to identify patients because a search by this specific code can identify
specific dates of service, which in turn can simplify the search for specific J20- codes, rather than search
for each J20- code.
Patients with Acute Bronchitis during the measurement period can then be compared to the number
with CPTII code 4124F. This ratio can then be used to compute the percentage required for this
Measure.
It should be noted that Acute Bronchitis does NOT include Chronic Obstructive Pulmonary Disease
(COPD) J44-
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Percentage of Patients 18 - 75 years of Age with diabetes who had a Retinal or Dilated Eye Exam by an Eye
Care Professional during the Measurement Period or a Negative Retinal Exam in the 12 months prior to the
Measurement Period

Provider:________________
Patient Name:_____________________

DOB:___________

Date:___________

Age:____
Z13.1 Encounter for Screening for Diabetes_____
CPTII
2022F

Dilated eye exam with interpretation by an opthalmologist or optometrist documented and
reviewed
Diagnosis indicated by the examination:_____________

The percentage can be computed by comparing the total number of patients with CPTII code 2022F
with the total number ot patients with diabetes seen during the measurement period.
Patient Specific Notes:
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Percentage of Patients 18 - 75 years with Diabetes who had a Retinal or Dilated Eye Exam during the Measurement Period or a Negative Examination
in the 12 Months Prior to the Measurement Period
This measure is a true example of the need for understanding Combination Codes. Since all diabetes mellitus codes are Combination Codes and there is
a diagnosis of retinopathy, you must choose the correct combination code describing both diabetes and the eye diagnosis, if any. In most cases, this may
require that you wait until you receive the results of the Eye Examination. It should be noted, that when the type of diabetes is not specified, the default is
Type 2. When there is an ophthalmic condition, you must also specify which or both eyes. If the eye examination report shows the presence of glaucoma
or other manifesations, you should also list these. Coding can become extremely complicated for pregnant women. You should document the trimester
of pregnancy and ask if the diabetes is being treated with diet, insulin, oral hypoglycemic drugs or other measures.
When reporting Quality Measures involving diabetes, all of these patients can be identified via use of ICD-10 Code 'Z13.1 - Encounter for Screening for
Diabetes'
Patients with ICD-10 Code 'Z13.1' can then be further sub-grouped via CPTII Code 2022F Retinal Eye Exam with interpretation by an Opthalmologist or
Optometrist documented and reviewed.
Due to
Underlying
Condition
E08.311

Due to
Drug or
Chemical
E09.311

ICD-10 Diagnosis Codes
Unspecifed retinopathy with macular edema

Type 1
E10.311

Type 2
E11.311

Other
Specified
E13.311

Unspecified retinopathy without macular edema

E10.319

E11.319

E13.319

E08.319

E09.319

Mild nonproliferative retinopathy with macular edema

E10.321

E11.321

E13.321

E08.321

E09.321

Mild nonproliferative retinopathy w/o macular edema

E10.329

E11.329

E13.329

E08.329

E09.329

Moderate nonproliferative with macular edema

E10.331

E11.331

E13.331

E08.331

E09.331

Moderate nonproliferative retinopathy without
macular edema

E10.339

E11.339

E13.339

E08.339

E09.339

2022F
CPTII Retinal Eye
Exam with interpretation by an
Opthalmologist or Optometrist
documented and reviewed:___

Z13.1 ___ Encounter for
Screening for Daibetes
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Percentage of Patients 18 - 75 years with Diabetes who had a Retinal or Dilated Eye Exam during the Measurement Period or a Negative Examination
in the 12 Months Prior to the Measurement Period

Type 1
E10.341

Type 2
E11.341

Other
Specified
E13.341

Severe nonproliferative retinopathy without
macular edema

E10.349

E11.349

E13.349

E08.349

E09.349

With proliferative retinopathy with macular edema

E10.351

E11.351

E13.351

E08.351

E09.351

prolifertive retinopahy with traction retinal
detachment involving the macula

E10.352

E11.352

E13.352

E08.352

E09.352

prolifertive retinopahy with traction retinal
detachment not involving the macula

E10.353

E11.353

E13.353

E08.353

E09.353

proliferative with combined traction retinal
detachment and rhegmatogenous detachment

E10.354

E11.354

E13.354

E08.354

E09.354

with stable proliferative diabetic retinopathy

E10.355

E11.355

E13.355

E08.355

E09.355

Type 1

Type 1

proliferatvie without macular edema

E10.359

E11.359

Other
Soecified
E13.359

Underlying Drug or
Condition Chemical
E08.359
E09.359

with diabetic cataract

E10.36

E11.36

E13.36

E08.36

E09.36

with macular edema resolved following
treatment

E10.37

E11.37

E13.37

E08.37

E09.37

with other diabetic ophtlamic complications **

E10.39

E11.39

E13.39

E08.39

E09.39

6th or 7th digit required for all codes above
1 = right eye 2 = left eye 3 = bilateral 9 = unspecified

** use othe code to identify manifestation such as
glaucoma H40-H42

Severe nonproliferative retinopathy with macular edema

Condition
Condition
E08.341

Drug or
Chemical
E09.341
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Percentage of Patients 18 - 75 years with Diabetes who had a Retinal or Dilated Eye Exam during the Measurement Period or a Negative Examination
in the 12 Months Prior to the Measurement Period
Diabetes mellitus in Pregnancy, Childbirth and the
puerperium

Type 1
O24.0First trimester
O24.011
Second Trimester
O24.012
Third trimester
O24.013
unspecified trimester O24.019
In childbirth
O24.02
in puerperium
O24.03

Pre-existing

Type 2
O24.1O24.111
O24.112
O24.113
O24.119
O24.12
O24.13

Unspecified
pre-existing
O24.3
O24.311
O24.312
O24.313
O24.319
O24.32
O24.33

Gestational Other
Pre-existing
O24.4O24.811
O24.812
O24.813
O24.819

Unspecified

O24.911
O24.912
O24.913
O24.919
O24.92
O24.93

In Pregancy
diet controlled
insulin controlled #
oral hypoglycemic drugs
unspecified control

O24.410
O24.414
O24.415
O24.419

diet controlled
insulin controlled #
oral hypoglycemic drugs
unspecified control

O24.420
O24.424
O24.435
O24.429

In Puerperium
diet controllled
insulin controlled #
oral hypoglycemic drugs
unspecified control

O24.430
O24.434
O24.435
O24.439

In Childbirth

ICD-10 Code # 'Z79.4 - Long term (current) use of insulin" should also be coded if the diabetes is being treated with insulin

Pregnant women who are daibetic should be assigned a code from Category 'O24' followed by the appropriate diabetes code(s)
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Percentage of Patients 18 years and Older
with BMI Documented during previous 6 months with BMI Outside Normal Parameters
with a Documented Follow-up Plan during the Encounter of during the Previous six months
Provider:__________________________________
Z71.3 Dietary Couseling
and Surveillance
Patient Name:_______________________ DOB:_________
BMI:_____

Age:____

Follow-up Plan- as a result of BMI out of normal parameters
Done
Documentation of Education
Referral (e.g., register dietian, nutritionist, other provider
Referral Provider Name: ________________
Pharmacolgical interventions
Dietary supplements
Exercise Counseling
Nutrition Counseling

Z72.4 Inappropriate diet and
eating habits: _______
Patient Specific Notes:

Not Eligible for BMI Calcuation or Follow-up
Patient Receving Pallative Care:_______
Patient is pregnant:________________
Patient Refuses BMI Measurement
Other documented reason

When Z71.3 is used, an additional code for BMI (Z68-) is also required.
If BMI is 35-40 (Z68.35 - Z68.39) and the patient is diabetic, his BMI is considered abnormal
Diabetes diagnosis code(s):__________________

Produced by Health Claim Services
wwwICD10Center.com

MACRA Template Instructions for Patients 18 Years and Older with
BMI Documented Outside Normal Parameters with Documented
Follow-up
The Measure requires that practices capture a patient’s Body Mass Index (BMI Z68-). When the BMI is
19 or less or 40 or greater, the BMI is outside of normal parameters. However, it can also be outside of
normal if a patient is diabetic or hypertensive and has a BMI of 35 or greater. In these cases, the
diagnostician must decide whether the patient should be included as part of the population with BMI
outside of normal parameters.
Practices can group and identify patients belonging to this population via use of ICD-10 code:
Z71.3

Dietary Counseling and Surveillance

The code should be used for patients with BMI’s outside of normal parameters and who have had
counseling. The type of counseling can be checked off or circled on the Template for this Measure. If a
patient refuses to have a BMI Calculation or Follow-up, 'Z71.3' should not be used. Instead, a practice
may opt to use 'Z72.4 - Inappropriate diet and eating habits'.
The type of follow-up and/or education can also be checked off or circled on the template as
documentation.
The total number of patients with BMI’s outside of normal can be computed as follows:
1. BMI 19 or Less 'Z68.1' plus
2. BMI 40 or greater 'Z68.4- 'plus
3. BMI 35 to 39.9 Z68.35-Z68.39 with a diagnosis of diabetes
This sum can then be compared to the total number of patients with diagnosis code 'Z71.3' to give the
reporting percentage.
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Percentage of Patients 65 and Older
with a History of Falls and Risk Assesment within 12 months
Patient Name:__________________________

DOB:______________

Age:______

Date:_________________

History of Falls Z91.81:____
Falls Risk Assessment- components *
Check if
Patient Specific Notes:
History of fall circumstances
Done *
Review of medications and doses
Evaluation of gait and balance
Evaluation of mobility levels
Evaluation of lower extremity joint function
Examination of vision
Examination of neurological function:
muscle strength
proprioception
reflexes
tests of cortical, extrapyramidal and cerebellar function
Cognitive evaluation
Screening for Depression
Assessment of postural blood pressure
Assessment of heart rate and rhythm and blood pressure responses to carotid sinus stimulation if appropriate
Assesment of home environment
Assessment of osteoporosis risk
Other:
Direct intervention on identified risk- Notations:

Encounter for Screening of other
Musculoskeletal disorder Z13.828:_______

Produced by Health Claim Services www.ICD10Center.com

MACRA Template Instructions for Patients Age 65 and Older with a
History of Falls and Risk Assessment within 12 Months
This Template shows ICD-10 Code Z91.81 in the upper right corner. This code should be entered into
the practice’s medical record and/or billing software. This ICD-10 code uniquely identifies patients with
a History of Falls. If you count the number of patients with this ICD-10 code compared to the number
who had a Risk Assessment, you can then compute the percentage of the identified population who had
a Risk Assessment.
This Template shows different components of Falls Risk Assessment. You may choose to check or circle
the ones completed. For practices with Electronic Medical Record (EMR) software, you may wish to
document these in the EMR system as well.
If you perform the Risk Assessments, or enough of them to feel confident that an adequate screening
was done, you may also wish to enter the following ICD-10 code into your EMR and/or billing software:
Z13.828

Encounter for screening of other musculoskeletal disorder

By counting the number of qualified patients (age 65 years and older) with a History of Falls Z91.81 and
comparing this to the number of patients who also had an ICD-10 code of Z13.828, you can compute the
percentage required.
Please note that as a quality check: the practice as a group must choose to use BOTH codes as required.
Also any patient who has Z13.828 in the record should have Z91.81.
It should be noted that practices may opt to use different strategies and/or other codes.
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Percentage of Patients age 65 Years and Older with a History of Falls
who had a Plan of Care Documented
Provider:_____________________________________
Patient Name:______________________________

DOB:____________ Date:_______________
History of Falls Z91.18______________

Plan of Care:
Consideration of Vitamin D Supplementation:_____________
Balance, strength or gait training instructions provided or
Referral to an exercise program that includes at least one of the three
There was a referral to physical therapy

CPTII
0518F

Falls plan of Care documented

Refered to:_________________________________
CPT
97161-4

Descripton
Physical Therapy evualtions
0518F1P No plan of Care Performance
Exclusion

97116 Gait Training
97112 Neuromuscular re-education

05188P

Patient Specific Notes:
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Plan of care not documented
no reason specified

MACRA Template Instructions for Patients Age 65 and Older with a
History of Falls who Had a Plan of Care Documented
This Template shows ICD-10 code 'Z91.81' in the upper right corner. This code can be entered into the
practice’s medical record system and/or billing software. This ICD-10 Code uniquely identifies patients
with a History of Falls. If you count the number of patients with this ICD-10 code and compare this
number to the number of patients who also had a Plan of Care, you can compute the percentage of the
identified population who had a Plan of Care.
Again, it is important to document the date of birth to include only those patients who are 65 years and
older in reporting this Measure.
If the patient had balance, strength or gait training or was referred for these, the appropriate action can
be indicated via a check mark or circling the activity.
If actual physical therapy is provided, eligible providers can bill for this using an appropriate CPT code(s).
By using CPTII code 0151F, you can indicate in your medical record and/or billing system that a plan of
care is documented. For this Measure, use of both 0518F and 'Z91.18' should be used. For billing
system purposes CPT II 0151F can be entered as a zero charge item if your billing system allows for zero
charge services. Alternatively, it can be ‘billed’ at $0.01. This service is not generally covered by payers
and should not result in any unexpected payment.
Please note that 'Z91.81' can also be used in the Measure for patients 65 years and older with a History
of Falls and a Risk Assessment. The combination of codes 'Z91.81' and CPT II 0151F, can be used to
distinguish between the two measures.
In order to calculate the percentage for reporting this Measure, practices will have to total all patients
with a diagnosis of 'Z91.81' in the reporting period. This total is then compared to the number of
patients who had a Falls Plan of Care Document (CPTII 051F) to determine the percentage who had a
Falls Plan of Care Documented. Alternately, you may wish to subtract the number of patients who did
not have a Plan of Care documented (CPTII 05181P plus 05188P).
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Percentage of Patients 18 - 75 years of Age with Diabetes (Type 1 or Type 2) who Received a Foot Exam
(Visual Inspection and Sensory Exam with Mono Filament and Pulse Exam) during the Measurement Period
Provider:

Z13.1 Encounter for Screening for Diabetes____

Patient Name:

DOB:_____________

Pregnant? Yes
n/a:_______
Yes
Puerperium period?

2028F Foot Exam Performed including
Mono Filament and Pulse:__________

Trimester:

Age:___

Report Date:___________
Referral Provider:_____________________________

Diagnosis per Specialist:

If the patient is pregnant or in the puerperium period, see Measure on Patients who had a Retinal or Dilated
Eye Exam for separately reportable codes for pregnancy and puerperium

Patient Specific Notes:
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MACRA Template Instructions for Patients 18 – 75 Years of Age with
Diabetes (Type 1 and Type 2) who Received a Foot Exam (Visual
Inspection and Sensory Exam with Mono Filament and Pulse Exam)
During the Measurement Year
According to the Journal Wounds, foot infections are the most common reason for the hospitalization of
patients with diabetes. “Consequently, sensory testing of the foot in a patient with diabetes is an
integral component of the clinical evaluation and management.”
Podiatry Today states that 15% of the patients with diabetes will develop foot ulcers during their
lifetimes.
A Sensory Exam with Mono Filament refers to the use of a strand of nylon to assess sensation and other
neuropathic conditions. An inability to feel the prodding of a strand on the foot in one or more locations
is diagnostic of diabetic peripheral neuropathy.
ICD-10 codes for diabetes with skin complications are combination codes which differentiate between
foot ulcers and other skin complications. In addition, ICD-10 instructions for these codes specify the
need for additional codes to identify the site of ulcers.
The requirements to perform a mono filament examination, as well as identifying ulcer sites, would
appear to call for referral to a foot specialist. In this case, use of CPTII code 2028F may be appropriate
when a referral and report are received from the specialist. The specialist report should contain the
correct Combination Code.
2028F Foot examination performed (includes examination through visual inspection, sensory
examination with monofilament and pulse exam
CPTII Category codes are tracking codes which facilitate data collections for the purposes of
performance measurement. CPT II Codes are released annually as part of the full CPT code set.
Capturing this data helps to drive the HEDIS performance improvement. The Healthcare Effectiveness
Data and Information Set (HEDIS) is a tool used by more than 90% of America’s health plans to measure
performance on important dimensions of service and care.
For all patients who are part of MIPS reporting populations involving diabetes, we recommend use of
ICD-10 code 'Z13.1 - Encounter for screening for diabetes mellitus'. This population can then be
subdivided for purposes of individual MIPS reporting by other codes such as 2028F. The percentage can
then be calculated by comparing the numbers in both measures.
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Percentage of Patients 18 years and Older Screened for Tobacco Use
who Received Cessation Counseling
Provider:__________________
Patient Name:______________________

DOB:__________

Date:__________

Age:________
Z71.6 Tobacco Use Counseling____
This meausre does not include patients under 18 years of age
ICD-10
F17.20F17.21F17.22
F17.29

Nicotine dependence, unspecified *
Nicotine dependence, ciagarettes*
Nicotine dependence, chewing tobacco*
Nicotine dependence, other tobacco
product *

* 6th digit required
1= nicotine dependence uncomplicated
2 = dependence in remission
3 = with withdrawal
8 = induced disorders
9 = unspecified induced disorders

O99.330
O99.331
O99.332
O99.333
O99.334
O99.335

Smoking (tobacco) complicating pregnancy, unspecified trimester**
Smoking (tobacco) complicating pregnancy, 1st trimester**
Smoking (tobacco) complicating pregnancy, 2nd trimeser**
Smoking (tobacco) complicating pregnancy, 3rd trimester **
Smoking (tobacco) complicating childbirth**
Smoking (tobacco) complicating the puerperium**

Z72.0

Tobacco use NOS

** a secondary code from Category F17 or Z72.0
should also be used to identify the type of
dependence

CPT
99406 Smoking and tobacco use cessation counseling visits, intermediate, greater than 3 minutes up to
ten minutes
99407 :
greater than 10 minutes
(both CPT codes are covered by Medicare)

Patient Specific Notes:

Produced by Health Claim Services www.ICD10Center.com

MACRA Template Instructions for Patients 18 Years and Older
Screened for Tobacco Use who Received Cessation Counseling
Patients in this population can be identified by use of ICD-10 code 'Z71.6 - Tobacco Use Counseling'.
When patients are seen and receive counseling, this ICD-10 code can be entered into the medical record
and/or billing software to indicate that counseling was provided.
In addition to Z71.6, the appropriate diagnosis code F17.2- should also be entered. These appear on the
Template for this Measure and should appear in the medical record. Pregnant women who smoke
should also have the appropriate diagnosis code from Chapter 15 of ICD-10, 'Pregnancy, Childbirth and
the Pueperium'. When codes from Chapter 15 are appropriate, they appear first followed by other
ICD-10 codes.
When patients are identified as tobacco users, they can also be identified by use of ICD-10 code 'Z72.0 Tobacco Use NOS'.
The ratio of patients with code Z71.6 to Z72.0 can then be used to give the Percentage of Patients
Screened for Tobacco Use who received Cessation Counseling.
Alternatively, practices may choose to use CPT codes 99406 and/or 99407 to identify patients who
received cessation counseling. In this case, the sum of patients with CPT codes 99406 and 99407 are
then compared to the number of patients with ICD-10 code Z72.0 to determine the percentage to
report.
Please note, this measure is for tobacco use and does not appear to include marijuana use.
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Percentage of Patients 12 to 20 Years of Age with Documented Tobacco Use who Recevied Help in Quitting

Provider (Primary Care only):
Patient Name:__________________________

DOB:____________ Date:______________
Age:_____

ICD10
F17.20
F17.21
F17.22
F17.21

* 6th digit required
1= nicotine dependence uncomplicated
2= dependence in remission
3= withdrawal
8 = induced disorders
9= unpsecified induced disorders

Nicotine dependendence, unspecified *
Nicotine dependence, cigarettes *
Nicotine dependence, chewing tobacco *
Nicotine dependence, other tobacco product*

Q99.330
O99.331
O99.332
O99.333
O99.334
O99.335

Smoking (tobacco) complicating pregnancy, unpspecified trimester **
Smoking (tobacco) complicating pregnancy, 1st trimester **
Smoking (tobacco) complicating pregnancy, 2nd trimester
Smoking (tobacco) complicating pregnancy, 3rd trimester
Smoking (tobacco) complicating childbirth **
Smoking (tobacco) complicating the puerperium**
** a secondary code form Category F17 or Z72.0 should also be used to identify the type of
nicotine dependency
Z72.0 Tobacco Use NOS

CPT
99406 Smoking tobacco use cessation counseling visits, intermediate, greater than 3 minutes
up to ten minutes
99407 :

greater than ten minutes

Patient Specific Notes:
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MACRA Template Instructions for Patients 12 to 20 Years of Age
with Documented Tobacco Use who Received Help in Quitting with a
Primary Care Visit
Although this Measure appears to be very similar to the Measure for patients 18 years and older who
smoke, there are some differences that can impact proper reporting.
The obvious difference is that the age range is not the same. However, practices have to be careful to
note that there is an overlap for patients 18 to 20 years of age during the measurement period. This age
range must be carefully screened, especially if both tobacco use Measures are to be reported.
It should also be noted that this Measure calls for tobacco use counseling during a Primary Care Visit.
Encounters for other reasons, such as for external injuries by specialists, would not meet the criteria of
this Measure.
Due to the patient's ages, you would not bill Medicare for Evaluation and Management (E&M) services
using CPT codes 99406 or 99407. It is possible, however, to bill other carriers.
In order to report this Measure, the total number of patients age 12 to 20 seen for a primary care visit
must be compared to the total that had cessation counseling. E.g., diagnosis of:
Z71.6 Tobacco Use Counseling
Any patients seen for specific injuries or conditions do not appear to qualify for this measure. It would
appear to be prudent only to count patients with office visits that did not also require other services,
such as minor surgical procedures.
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Percentage of Patients 18 Years and Older with a Diagnosis of Acute Sinusitis who were
Prescribed an Antibiotic within 10 days of Onset or Symptom
Provider:________________________________
Patient Name:_______________________

DOB:___________
Age:_____

Date:_______________
CPTII 4120F Antibiotic
Prescribed or dispensed:___________

Date Antibiotic prescribed or dispensed:__________
ICD10
J01.00
J01.01
J01.10
J01.11
J01.20
J01.21
J01.30
J01.31
J01.40
J01.41
J01.80
J01.81
J01.90
J01.91

These codes should be accompanied by additional codes to identify the infectious agent(s) if known
B95-B97
Acute maxillary sinusitis, unspecified
Acute recurrent maxillary sinusitis
Acute frontal sinusitis, unspecified
Acute recurrent frontal sinusitis
Acute ethmoidal sinusitis, unspecified
Acute recurrent ethmoidal sinusitis
Acute spenoidal sinusitis, unpsecified
Acute recurrent sphenoidal sinusitis
Acute pansinusitis, unspecified
Acute recurrent pansinusiitis
Other acute sinusitis - involving more than one sinus but no pansinusitis
Acute recurrent sinusitis involving more than one sinus, but not pansinusitis
Acute sinusitis, unspecified
Acute recurrent sinusitis, unspecified
Bacterial and Viral Infectious Agents (B95-B97) are provided for use as supplementary
or additional codes to identify the infectious agent(s), if known

Patient Specific Notes:
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MACRA Template Instructions for Patients 18 Years and Older with
a Diagnosis of Acute Sinusitis who were Prescribed an Antibiotic
within 10 days of Onset or Symptom
Patients for this Measure were diagnosed with Acute Sinusitis during the Measurement Period.
Therefore, they should have diagnosis codes J01.0 –J01.91. The appropriate code can be circled or
checked on the Template for this Measure. It should be noted that Acute Sinusitis is differentiated from
Chronic Sinusitis, which are specified by code in the J31- subclass.
Most billing and medical record systems should allow the production of reports based on dates and
diagnosis codes.
Patients who have been prescribed or dispensed antibiotics can be identified via CPTII code 4120F.
4120F Antibiotic Prescribed or Dispensed
In order to report this Measure, the number of patients who were diagnosed with Acute Sinusitis can be
compared to those with CPTII 4120 in the record. This ratio can give you the reporting percentage.
Practices can also opt to use CPTII Code 4124F
4124F Antibiotic neither prescribed nor dispensed.
When 4124F is used, the ratio of 4124F to 4120F can be used to determine percentage without having
to count the number of J01.0 – J01.91 codes.
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