HISTORY:

HPI in yellow
ROS in green
PFSH in blue
Subjective:  

32-year-old female complains of chest pain and “shakiness” (Chief Complaint).  She has had previous episodes for approximately four years (HPI – Duration), suddenly worse (HPI – Quality) over the last couple of weeks, increasing in intensity (HPI – Severity) and frequency, without any specific triggers.  These episodes often accompanied by SOB (HPI – Associated Signs & Symptoms) and feelings of panic (ROS – Psych), shakiness, and sweaty palms.  She has not been treated for this.  She reports feelings of depression on and off for most of her life and has a strong family history of this as well as family history of diabetes, heart disease, and thyroid disorders (PFSH – family hx).  She denies suicidal thoughts.  She has trouble sleeping occasionally and fatigue (ROS – Constitutional).  The patient drinks occasionally and smokes 1 – 2 packs per day. (PFSH – social hx)  Current Meds:  None.   NKDA.  No GI  (ROS – GI) or GU complaints (ROS – GU).   Her past medical history is significant only for Cesarean section and gestational diabetes 13 years ago.  And cervical dysplasia around that time as well (PFSH – past history).   She has the one child and works full-time.  Remainder of systems and history are negative (ROS – statement of “remainder negative” is ok for complete ROS because physician reviewed all and documented all positives and pertinent negatives.).  

Ok let’s break it down – this is a COMPREHENSIVE HISTORY, because:

1. Chief Complaint

2. Extended HPI (4+ elements; duration, severity, quality & assoc. signs/symptoms)
3. Complete ROS (10+ elements reviewed)

4. Complete PFSH (past, family and social history)
-------------------------------------------------------------------------------------------------------

EXAM:
Objective:  

BP:  190/86  HT:  5’3”  WT:  198 lbs  Temp:  98.6

General:  Obese white female, tearful and anxious.  Face and neck are flushed

HEENT:  enlarged tonsils.  

Neck:  enlarged thyroid

Abdomen: WNL

Lungs:  Clear to auscultation and percussion

Heart:  WNL

EKG:  WNL

Repeat BP:  144/74

I consider this exam Expanded Problem Focused (2 – 7 body areas/organ systems:  constitutional, psych, throat, neck, abdomen, respiratory, cardiovascular)
Assessment:

1. Anxiety

2. Depression

3. Elevated BP

4. Fatigue

5. Goiter

6. Obesity

Plan:

1. Labs:  comprehensive metabolic panel, TSH, CBC, and lipid panel

2. Lorazepam .5 mg 1-2x qd prn

3. Lexapro 20 mg qd

4. Referral to mental health

5. Follow-up in two weeks or sooner if needed.
MEDICAL DECISION MAKING

1. Number of Diagnosis & Management Options:  4 points (new problem to provider, additional workup planned)

2. Amount and/or Complexity of Data Reviewed:  2 points (1 for Labs ordered and 1 for “medicine section ordered” (the EKG)

3. Table of Risk:  Moderate (Prescription drug management).  

The OVERALL MDM is moderate (highest 2 out 3)

---------------------------------------------------------------------------------------------------------------

OK – time to choose your level of service.  This is a NEW PATIENT OFFICE VISIT, so our choices will come from the range of 99201 – 99205.  

Summary:

Comprehensive Hx

EPF Exam

Moderate MDM

With new patient codes, you must meet the requirement of all three key components.  
The answer is 99203.  
(Though we met the requirement for 99204 in the History and MDM components, we can use this code because we did not meet the requirements in the Exam element.)

How’d you do?  E-mail me if you have any questions.  
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