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Disclaimer and Limitation of Liability: All 
information provided by the American Academy  
of Ophthalmology, its employees, agents or  
representatives participating in the Academy’s  
coding service is as current and reliable as 
reasonably possible. The Academy does not 
provide legal or accounting services or advice.  
You should seek legal and/or accounting  
advice if appropriate to your situation. Coding 
is a complicated process involving continually 
changing rules and the application of judgment 
to factual situations. The Academy does not 
guarantee or warrant that either public or private 
payers will agree with the Academy’s information 
or recommendations. The Academy shall not be 
liable to you or any other party to any extent 
whatsoever for errors in, or omissions from, any 
such information provided by the Academy,  
its employees, agents or representatives. The 
Academy’s sole liability for any claim connected  
to its provision of coding information or services 
shall be limited to the amount paid by you to the 
Academy for the information or coding service.
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•• Extended ophthalmoscopy
•• Scanning computerized ophthalmic diagnostic 

imaging

All payers conduct audits. Why?

Here is one anonymous carrier medical director’s 
response:
1.	 Because they can. As a physician, you are a con-

tractor generally not independent.
2.	 Because they should. There is fiduciary respon-

sibility to patients, taxpayers, stockholders and 
employers to control cost and limit fraud. It is 
driven more and more by insurance competitors 
rolling out proposals on how they will save the 
purchaser more money than current vendor.

Who gets audited?

Everyone who accepts money from a third-party 
payer gets audited. The list that follows highlights 
scenarios for those who commonly undergo audits.
•	 With comparative billing reports, you could be 

an outlier compared to your peers by state or by 
region. Note: Unique taxonomy identifying you as 
a specialist isn’t factored into the data–yet.

•	 Creative coding might put the whole practice at 
risk, unlike investments where one can diver-
sify. Is the increase in income worth the risk 
of an audit or worse? Avoid the “hot” idea to 
bill patients out of pocket for dropless cataract 
surgery, or laser assisted cataract surgery with a 
standard, not premium IOL.

•	 Past audit failures often lead to additional future 
audits.

•	 With random audits, it may just be bad luck.

Is there any way to avoid an audit?

The only way to avoid an audit is to opt out of all 
insurance plans. Of course, this may opt you out of 
receiving any patients too when they are unable to 
use their insurance at all.

THE REALITY OF THIRD-PARTY  
PAYER AUDITS

With the volume of audit types, the reality is that 
every ophthalmologist will be audited at some time 
during their career. It’s not a matter of if, but when. 
Being the subject of an audit is stressful and time-
consuming for physicians and staff. However, you 
can protect your practice by preparing for when that 
request for records arrives.

The purpose of this toolkit and ongoing 
resources on the Academy’s website aao​.org​/audits 
is to educate you to the variety and types of audits 
and identify target areas so that your documenta-
tion is consistently in compliance with the payer 
requirements.

To assist you in proactively navigating the 
inevitable audit, this toolkit will cover the follow-
ing topics:
•	 Coding Compliance Goals
•	 CMS Mandated Training
•	 Best Practice Tips
•	 Audit Triggers
•	 Competency Question and Answers
•	 How to Build Your Own Audit Toolkit
This toolkit contains helpful checklists and guide-
lines for your everyday use (see pages 8-51).

Additional information and ongoing updates 
are available at aao​.org​/audits as an Academy 
and AAOE membership benefit. These resources 
contain:
•	 A list of each audit type:

•• CERT
•• RA
•• SMRC
•• TPE
•• UPIC/ZPIC

•	 Each of the audit target areas such as:
•• New or established patient exams
•• Cataract surgery
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The result will be that you appropriately maximize 
reimbursement.

Who are the key players?

The list that follows highlights the key players in 
your practice and helpful tips for each to maintain 
coding compliance.
•	 Physicians

•• Take ultimate responsibility for documentation, 
CPT and diagnosis code selection

•	 Technicians
•• Obtain a history to make the physician and 

payer proud
•• Don’t copy forward
•• Understand medicine to appropriately link CPT 

and ICD-10 codes
•• Know testing services documentation and bill-

ing requirements
•• Identify minor surgery as a 0- or 10-day global 

period; major surgery as 60- or 90-day global 
period depending on the payer

•• Know payer preoperative requirements
•• Know modifier application

•	 Scribes
•• MUST know requirements for E/M and Eye 

visit codes
•• Don’t copy forward
•• Know testing services documentation and bill-

ing requirements
•• Identify minor surgery as a 0- or 10-day global 

period; major surgery as 60- or 90-day global 
period depending on the payer

•• Know payer preoperative requirements
•• Know modifier application

•	 Billers/Coders
•• Never change CPT or ICD-10 code without 

physician approval
•• Ask questions when unsure about surgery being 

performed
•• Provide monthly list of claim denial reasons so 

that mistakes are corrected, not perpetuated
•	 Administrators

•• Have internal chart audits performed the way 
the payers do
•	 Never let an outside source review records 

that have already been submitted for payment
•	 Conduct your own audits internally
•	 Obtain and convey confidence in your own 

knowledge

Fraud/abuse—what is the difference?

Fraud is intentional and illegal and includes any of 
the following:
•	 Knowingly submitting, or causing submissions of, 

false claims or making misrepresentations of fact 
to obtain a Federal health care payment for which 
no entitlement would otherwise exist

•	 Knowingly soliciting, receiving, offering and/or 
paying remuneration to induce or reward referrals 
for items or services reimbursed by Federal health 
care programs

•	 Making prohibited referrals for certain designated 
health services

•	 Billing Medicare for appointments the patient 
failed to keep

•	 Knowingly billing for services at a level of com-
plexity higher than services actually provided or 
documented in the file

•	 Knowingly billing for services not furnished, 
supplies not provided or both, including falsifying 
records to show delivery of such items

•	 Paying for referrals of Federal health care program 
beneficiaries
Learn more about Medicare fraud and abuse in 
the MLN booklet provided by CMS: https://www​
.cms​.gov​/Outreach​-and​-Education​/Medicare​
-Learning​-Network​-MLN​/MLNProducts​
/Downloads​/Fraud​_and​_Abuse​.pdf

Abuse examples:
•	 Mistakes such as incorrect coding
•	 Inefficiencies such as ordering excessive tests

CODING COMPLIANCE

To ensure your practice is prepared for an audit, 
you must be coding compliant. To maximize the 
impact and minimize the time away from patient 
care, coding compliance should focus on the 
following steps.
•	 Educate physicians and staff in coding regularly
•	 Know each payer’s unique rules
•	 Create checklists to increase compliance to the 

payer rules
•	 Document so well that no outside source can 

recoup monies
•	 Submit clean claims
•	 Rework and resubmit denied claims within 

24 hours
•	 Keep a list of denial reasons and share with all 

who need to know to stop perpetuating the errors

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Fraud_and_Abuse.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Fraud_and_Abuse.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Fraud_and_Abuse.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Fraud_and_Abuse.pdf
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  3.	 Preauthorize, predetermine, precertify as 
necessary
a.	 May need to research based on patient 

insurance
b.	 Use practice management software for 

efficient processes
c.	 While preauthorization, etc., does not 

guarantee payment, you are guaranteed no 
payment without it

  4.	 Verify patient insurance prior to examinations, 
including the type of service the patient is 
requesting
a.	 Electronic eligibility check
b.	 Programs such as Eylea4you, vendor eligibility 

online
c.	 Rate yourself where you are right now

  5.	 Research and report reasons for claim denials to 
eliminate repetitive errors
a.	 Top reasons practices have denials
b.	 Understanding why denials take place
c.	 Injury report for WC claims—payment 

denied without this report
d.	 Communicate to staff and physicians to 

eliminate persistent errors
  6.	 Have policies and procedures in place to 

verify correct claim submission and any 
resubmissions
a.	 Compliance plan
b.	 Resubmit claims within 48 hours as payment 

is already delayed
c.	 Weekly track corrected claims until payment 

is received
  7.	 Keep physicians informed of AR standing

a.	 Accountability
b.	 Checks and balances
c.	 Practice dashboard

  8.	 Use Academy tools and resources to appropri-
ately bill
a.	 Accountability
b.	 Do not guess (research before claim 

submission)
c.	 Just because it is paid, doesn’t mean it was 

paid correctly—always chance of recoupment 
when policy is not verified by payer

d.	 Discuss policy for those commercial payers 
that do not have written policy

e.	 Everyone has an opinion, but are they  
following policy—always go to a trusted 
source

•• Monitor possible coding violations; take correc-
tive action and re-teach at every level

•• Develop protocol to implement when request 
for records arrives

CMS MANDATED COMPLIANCE

CMS has mandated that Fraud, Waste, and Abuse 
(FWA) plus general compliance training be per-
formed on an annual basis.

Both Medicare Parts C and D may have their own 
training guidelines, and initiation of and attesting to 
completion may be a condition of your contract.
Note: All new hires should have training within 
their first 90 days. The annual training can be  
completed any time between January 1–December 31 
of any given contract year.

CMS has provided several options for compliance 
training which provide certification of fulfilling the 
requirement. Both FWA and general compliance 
training is available in either web-based training, 
or through downloadable documents which can be 
incorporated into existing practice documents.
Note: While not all staff is required to have training, 
those with decision-making roles, claims processors 
and management should be well-versed in condi-
tions of practice compliance.
As part of your training, read:
•	 Medicare Managed Care Manual: Compliance 

Program Guidelines and
•	 Prescription Drug Benefit Manual: Compliance 

Program Guidelines
made available by CMS at https://www​.cms​.gov​
/Regulations​-and​-Guidance​/Guidance​/Manuals​
/Downloads​/mc86c21​.pdf

Additional resources

•	 MLN fraud and abuse products available at https://
www​.cms​.gov​/Outreach​-and​-Education​/Medicare​
-Learning​-Network​-MLN​/MLNProducts​
/Downloads​/Fraud​-Abuse​-Products​.pdf

•	 MAC webinar participation available from 
each MAC website listed at aao​.org​/practice​
-management​/coding​/updates​-resources

BEST PRACTICE TIPS

  1.	 Do not apply one payer’s rules or perceived rules 
to all payers
a.	 Support physicians by updating them imme-

diately with payer guideline changes
b.	 Participate with free payer listservs

  2.	 Share weekly updates with all who need to know

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c21.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c21.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c21.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Fraud-Abuse-Products.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Fraud-Abuse-Products.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Fraud-Abuse-Products.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Fraud-Abuse-Products.pdf
http://aao.org/practice-management/coding/updates-resources
http://aao.org/practice-management/coding/updates-resources
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  3.	 Billing inherently bilateral tests
a.	 One eye to the payer
b.	 ABN and bill the other eye to patient

  4.	 Modifier -59 explosion
a.	 Unbundling injections at time of surgery
b.	 Unbundling fundus photo and SCODI or 

OCT
  5.	 Excessive use and abuse of ABN
  6.	 Injecting Avastin and billing for Lucentis
  7.	 Ignoring 28-day rule in anti-VEGF drugs
  8.	 Improper out-of-pocket expenses to patient for 

premium IOLs
a.	 Billing for laser assisted cataract surgery
b.	 Billing for monovision or blending vision
c.	 Billing for use of ORA with a standard IOL

  9.	 Billing assistant surgeon to patients when not a 
covered benefit

10.	 Billing place of service office when procedure 
took place in facility for higher site-of-service 
differential payment

11.	 Billing modifier -25 with every established 
patient and all minor procedures
a.	 While medically necessary, if the established 

patient exam is performed solely to con-
firm the need for the minor procedure, the 
exam is not separately payable for the minor 
procedure.

  9.	 Collect deductibles, copayment at time of 
service

10.	 Do not change CPT codes without physician 
approval

11.	 Obtain ABN only when necessary on Medicare 
Part B patients only
a.	 When you are not sure either by diagnosis or 

frequency if the service is covered
b.	 Anything oculofacial that could be deemed 

cosmetic
12.	 Confirm where patient is “living while they 

heal”
a.	 SNF impacts billing
b.	 Has patient recently been hospitalized or 

receiving physical therapy?
c.	 Hospice care

AUDIT TRIGGERS

  1.	 Billing under any other National Physician Iden-
tifier (NPI) but your own, even if the physician 
signs off on your charts

  2.	 Charging patients extra fees which are in viola-
tion of your contract with the payer and have 
ethical ramifications
a.	 Late fees
b.	 Cancellation fees
c.	 Charging for paperwork
d.	 Routine refill fees
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Diagnosis Question

Q. How many diagnosis codes should be 
reported on each encounter?
A. Only those that pertain to today’s visit should be 
reported. While your EHR may require the status of 
all previous diagnoses, those should not convert to 
today’s exam if they don’t apply.

Examination Questions

Q. The retina specialist refers a patient to the 
glaucoma specialist in the same office. What 
does the glaucoma specialist bill the com-
mercial payer patient as?
A. An established patient E/M or Eye code.
Q. A patient, who is in the hospital, is seen in 
your office for an exam. Which of the follow-
ing statements is true?
1.	 Place of service is office.
2.	 Place of service is hospital.
3.	 The patient is responsible for payment of this 

non-covered exam.
The place of service is hospital. You can’t have an 
outpatient exam while the patient is inpatient of 
record. When a patient is admitted to the hospital, 
coding is the same whether the patient is examined 
in the hospital or in the office. An inpatient of rec
ord can’t have an outpatient exam.
CPT codes 99251, 99252, 99253, 99254, 99255
POS 21
Whether new or established, the CPT codes are the 
same.
This family of codes also qualifies for telemedicine.
•	 Append modifier -95
•	 POS 2
If during the global period, your patient is admitted 
to the hospital and postop visits are performed at 
that location.
•	 Not separately billable
•	 Still postop care
Q. Copy forward/copy paste is a time-saving 
feature of our EHR, yet I’ve heard that it is 
an area of vulnerability in an audit. Is this 
true?
A. Yes. According to carrier medical directors 
and auditors, payment is made from the work 
performed at each patient encounter. This doesn’t 
include information from the previous exam 
brought forward. Doing so also may overinflate 
the level of exam billed as only system pertaining 
to the exam should be reviewed and only ele
ments that pertain to the chief complaint should 

COMPETENCY QUESTIONS AND ANSWERS

Protect your practice by knowing and implementing 
the answers to these questions.

General Questions

Q. How long do we have to keep medical 
records?
A. The law varies by state. Check with your state 
medical association. Typically, records should be 
maintained for seven years since the last exam date 
for an audit. For children, it is typically seven years 
after their 21st birthday.
Q. How far back can a payer auditor request 
records?
A. There is no limit on time frame. Recovery audits 
can only go back three years. Other audits typically 
request records for the past 18 months, but they can 
go back much further if they choose to do so.
Q. We are non-par with an insurance com
pany. Can we provide the patient what they 
need to submit to their insurance?
A. Submit the claim on their behalf. The patient 
should be notified you are non-par before making 
an appointment. Explain that payment is due at the 
time of service and if their insurance plan has an 
allowable for off-plan coverage, the check will come 
to them.
Q. True or False? The Advance Beneficiary 
Notice (ABN) applies to all traditional Part B 
and Medicare Advantage Plan patients.
A. This statement is false. In fact, if you forget  
and append modifier -GA to any MA claim,  
there may be no payment from the MA plan or the 
patient.
Q. There are several practices in our call 
group. One physician sees another physi-
cian’s surgical patient during the global 
period. Should the on-call physician submit a 
claim?
A. The on-call physician should not submit a claim 
as this is postop. The on-call physician acts as the 
operating physician.
Q. What isn’t paid by Medicare Part B while 
the patient is in a skilled nursing facility 
(SNF)?
A. The technical component of any test, any drug 
injected and postop cataract glasses.
Q. True or False? You hire a new physician 
in your practice. It’s best to check with the 
Office of Inspector General (OIG) first.
A. True. If legal action has been taken against a physi-
cian, no payments can be made to them by Medicare.
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BUILD YOUR OWN AUDIT TOOLKIT

A year from now you may wish you had started today.
—Karen Lamb

Tips:

•	 Proactive preparation will serve you well and help 
you sleep at night.

•	 Focus your attention on target areas. Don’t waste 
your time with non-essential areas.

•	 Once the payer has published the information on 
their website, they have fulfilled their obligation 
to inform you of any updates and changes.

•	 Be prepared! Ignorance only works once.
•	 Don’t appeal what you know can’t be sustained. 

Take the hit early to cut costs.
•	 Most audits are not about who is right and who is 

wrong, but whether you followed the rules.
•• When the rule is wrong, fight it out in a differ

ent venue.
•	 Consultant opinions don’t make it payer policy.
•	 Conduct your own internal chart audits. No one is 

more vested than you are. If you absolutely must 
have an outside source review your records, give 
them chart notes that have yet to be submitted to 
the payer. This will help avoid whistle-blowing 
cases which are plentiful in ophthalmology.

Step-by-Step Process to Follow When  
the Request for Records Arrives

How you conduct yourself is crucial.
Real-life scenario 1: Staff opens the mail and finds 
an audit request for 40 charts. In their effort to 
be helpful, they compile what they perceive the 
appropriate documentation is, submit it without 
telling the physician and hope for the best. The 
audit results are not favorable, and a substantial 
refund is requested. Now they need to plan for an 
appeal or a refund and must tell the physician. If 
the refund is not made within the allotted time 
frame, future payments will be withheld until the 
recoupment is paid in full. It’s a challenge to post 
a payment to a patient’s account when there is 
not actually funds for deposit. Worse yet, the next 
several claims received by the payer are from the 
ophthalmologist’s partner and funds are withheld 
from their payment.
Real-life scenario 2: A request for 30 records is 
received. Rather than put their best foot forward and 
make sure all documentation requested is submit-
ted, the practice administrator determines that 
they will send in records, knowing they can always 
appeal. While appealing denied claims is always an 

be performed. For this reason, often auditors will 
request consecutive encounters to see if copy for-
ward/copy paste has been done.
Q. How often do we need to have the patient 
fill out new paperwork for the ROS and PFSH?
A. Paperwork can be referenced at each exam (if 
medically necessary) but new paperwork is only 
needed if/when the rules change or if the patient is 
“new” again.

Modifier Questions

Q. Does the modifier order make  
any difference?
A. Yes. The order of the modifiers determines 
whether payment is made correctly. CPT modifiers 
should go first, followed by modifiers -RT or -LT.
Q. True or False? Discontinued surgical  
procedures have a global period.
A. False.

Surgery Question

Q. I have been told there is a national cover-
age rule that all patients must be examined 
within 90 days prior to cataract surgery. Is 
this true?
A. False. The physician determines when an exam 
is medically necessary. Unless there is a payer policy 
that publishes this requirement, it is physician’s deci-
sion. OIG investigation revealed “too many exams 
with the sole diagnosis of cataract.”

Testing Services Questions

Q. We perform several tests on new patients 
before they see the ophthalmologist; how-
ever, we only bill when pathology is found. 
The sales rep told us this was okay. Is it 
appropriate to bill when we find pathology?
A. No. These are considered standing orders or 
screening tests. The patient is responsible for pay-
ment or they are no charge.
Q. Is it appropriate to unbundle 92133 Glau-
coma OCT and 92134 Retina OCT as long as 
you have two separate diagnosis codes?
A. It is not appropriate to unbundle according to the 
CPT description. It is also a CCI mutually exclusive 
edit.
Q. True or False? Regarding subsequent 
ophthalmoscopy, payment is made whether 
there is change or not, as long as a picture is 
drawn.
A. False. Payment is for drawing a change in pathol-
ogy that is drawn and labeled.
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“secure” and no one has or uses the physician 
password. Most audits also request EHR signa-
ture protocol. Without an identifiable, secure, 
physician signature, the auditors do not have to 
complete the actual audit. They can just deny 
payment.

  7.	 Provide a list of abbreviations used.
  8.	 If the payer has a Local Coverage Determination 

on a test or surgery performed, quote chapter 
and verse from that LCD. Be sure to use the 
LCD in place at the time the test or surgery took 
place.

  9.	 If testing services are part of the audit, make 
sure there is a written order that identifies by 
name what test, which eye(s) and the medical 
necessity for the test. These should be obvious 
in the medical record. Provide the interpretation 
and report as soon as possible. If the delegated 
test falls under direct supervision, make sure the 
payer is aware a physician of the practice was on 
site during the test.

10.	 If an E/M or Eye visit code, audit internally 
before so that you know the best case, worst  
case scenario.

11.	 Physicians should have the opportunity to 
review all records before they leave the office. 
With paper charts, if the handwriting can’t be 
easily read, take the time to dictate (not embel-
lish) it. Include the actual chart note plus the 
dictation. Only that which can be read can be 
audited. With EHR, make sure all fields popu-
late. For example, if documentation shows only 
those body systems that have a problem and not 
those that are normal, you won’t receive credit 
for 10 or more systems reviewed.

12.	 The Academy is here for you. Email our experts 
at coding@aao​.org.

CHECKLISTS

Having a checklist that meets the payers’ documen-
tation requirements is the only way to consistently 
maintain compliance. Before the physician closes 
the chart with their signature, make sure each bullet 
in the relevant checklist has been documented and 
adhered to.

option—it is a costly one. Review the request and 
compile the documentation accompanied by a cover 
letter with further explanation and set the tone of 
the audit.
It’s not a matter of if but when that request for rec
ords arrives from a third-party payer. Having writ-
ten protocols in place will help ease your angst.
Consider this written protocol. Customize to your 
practice.
  1.	 Do not toss the envelope. It shows the postmark 

date. The letter inside may be a date much ear-
lier than when you received the request.

  2.	 Determine the type of audit or investigation. 
Visit aao​.org​/audits for details and updates.
CERT: Comprehensive Error Rate Testing
OIG: Office of Inspector General investigation
RA: Recovery Audit (RA) or Recovery Audit 

Contractor (RAC)
SMRC: Supplemental Medical Review 

Contractor
TPE: Targeted, Probe and Educate
UPIC: Unified Program Integrity Contractor or
ZPIC: Zone Program Integrity Contractor

  3.	 Identify due date for records. Respond within 
the time limits provided, or immediately request 
an extension. Request and document written 
confirmation of new due date.

  4.	 Identify if there is a common theme, such as:
A particular level of E/M or Eye visit code
A consistent modifier
A particular testing service
A high-volume surgery
Is it a single date of service versus a series of 

encounters?
  5.	 Copy the right date of service requested.
  6.	 For paper charts, is the physician signature 

present and is it identifiable? If not, immedi-
ately prepare a signature log typing the names 
of all who document in the medical record and 
identify their title, i.e., MD, DO, OD, techni-
cian, scribe, receptionist, etc. For EHR, provide 
documentation that the physician signature is 

mailto:coding@aao.org
http://aao.org/audits
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Checklist: Complex Cataract Surgery



23
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

• 

• 
o 

• 

• 

• 

• 

• 

• 

•



24
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

□ 

□ 

□ 

□ 
□ 

o 

□

• 
• 
• 
• 
• 



25
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

□ 

□ 

□

□ 

□ 
□ 

□ 



26
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

• 

• 

□ 
□ 
□ 
□ 
□ 
□ 

□ 
□ 
□

□ 
□ 
□ 
□ 
□ 
□ 

□ 

for Medicare Part B patients.



27
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

□ 

□ 

□ 
□ 

 
 
 
 
 
 
 

□ 
 
 
 
 
 
 
 
 
 
 
 

□ 

□ 
□ 

□ 

□ 
□ 



28
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

□ 

□ 
□ 
□ 

□ 
□ 
□ 

□ 

□ 
□ 

• 
• 
•



29
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

□ 
□ 
□ 

□ 
□ 
□ 
□ 

□ 
□ 

□ 
□ 

□ 
□ 
□ 
□ 
□ 

□ 
□ 
□ 
□ 
□ 
□ 



30
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

• 

• 

• 
• 
• 
• 
• 
• 

□ 

□ 

□ 

□ 

• 
• 

• 
• 



31
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

• 
• 

• 

• 

• 
• 

□ 
• 

□ 

□ 
□ 
□ 
□ 

□ 

□

□ 

□ 
□ 

□ 



32
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

□ 

□ 

• 
• 
• 
• 
•
• 



33
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

□ 

□ 
□ 
□ 
□ 

• 
• 
• 
• 

•

• 

□ 
□ 
□ 
□ 



34
© 2019 American Academy of Ophthalmology

Coding Audit Success Toolkit

□ 

□ 
□ 
□ 

□ 
□ 

• 

• 
• 

• 
• 

• 
• 
• 

o 

o 
o 
o 
o 
o 
o 
o 

• 
o 
o 
o 
o 

• 
o 
o 

o

□ 
□ 
□ 
□ 

Checklist: Testing Services

Corneal Topography 92025
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CCI edits 

92025 is bundled with the following CPT codes: 

65760 Keratomileusis 
65765 Keratophakia 
65767 Epikeratoplasty 
65771 Radial keratotomy 
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Create a signature log to provide during an audit. The log should include initials and signature 
and credentials of all who may document in the chart. 
For EHR, the electronic physician signature is secure. Ensure the practice has an electronic 
signature policy to provide in the event of an audit.
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Complete interpretation and report for each test performed and per eye.
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Name:
Position:
Description of possible violation:

ADDITIONAL RESOURCES

Scribe Documentation Requirements

Payers recognize an increasing trend in physician 
use of scribes to assist with medical record docu-
mentation. Here’s what you need to know to be in 
compliance.
The scribe’s responsibility is to record the physician’s 
dictated notes during the visit or in other words, 
enter the information on the physician’s behalf. 
Scribes should never to record any independent 
notes, only those specifically dictated by the physi-
cian. All documentation must be approved by the 
physician. Physicians may amend the scribe’s entry 
or add an addendum.
Well-educated scribes should also know the payer 
requirements for history, exam and medical deci-
sion making, order of delegated tests and preopera-
tive requirements. The scribe may be responsible to 
assure every item on the relevant checklist is docu-
mented as medically necessary before the physician 
signs the record.
Compliance: “Acting as scribe for 
Dr.______________” must be documented.

VIOLATIONS

Prevent, detect and remedy violations. A compli-
ance program should be reflective of your practice. 
A compliance program sitting on your shelf or 
unopened on your computer does not make the 
practice compliant.
Examples of non-compliance:
•	 “How are other practices passing the 2 percent 

sequestration to patients?”
•	 “We have to do your injection on another day 

because we won’t get paid for the exam if we do 
both today.”

•	 “Because we can’t charge for a surgical tray, we 
bump up the level of exam we bill the same day as 
a procedure.”

•	 “I haven’t looked at CCI edits in years.”
•	 “I often change the CPT and/or ICD-10 code 

as I know best how each exam should be billed. 
Informing the physician would just slow us 
down.”

•	 “I know that fundus photography and retina OCT 
are bundled, so I bill the fundus photography as it 
has the highest allowable.”

•	 “We have a super-tech that closes out all the EHR 
exams.”

Report of Suspected Violation(s)
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SAV V Y CODER
CODING & REIMBURSEMENT

OIG: “Medicare Paid $22 Million in 2012 for  
Potentially Inappropriate Ophthalmology Claims”

L
ate last year, the Office of 
Inspector General (OIG) 
published a study on oph-
thalmology billing. Based on 
2012 claims data, the report 

focused on three conditions—wet age-
related macular degeneration (AMD; 
$2.2 billion in 2012), cataract ($3.5 bil-
lion), and glaucoma ($1.3 billion). 

Some context. The report found 
payments totaling $22 million that 
perhaps shouldn’t have been paid. 
(That amount is much less than 1 per-
cent of the total amount that Medicare 
paid for the three conditions in the 
study.) And when those potentially 
improper payments are broken down 
by provider, the study found that 74 
percent of providers received no such 
payments and 16 percent received less 
than $1,000.

Why were claims deemed poten-
tially inappropriate? In some cases, 
national requirements dictate when a 
service is covered; in others, the bodies 
that administer Medicare regionally—
the Medicare Administrative Con-
tractors (MACs)—can each establish 
their own local requirements. In 2012, 
$14 million was paid for services that 
didn’t meet national requirements, and 
$8 million was paid for services that 
didn’t meet local coverage determina-
tions (LCDs). But the study didn’t look 
at medical records to see if practices 
had documented any valid exceptions 
to those requirements.

Wet AMD
Payments for wet AMD–related servic-
es were classed as potentially inappro-
priate when claims for the following 
codes didn’t meet LCD requirements.
• CPT code 92235 Fluorescein angiog-
raphy—some LCDs set an annual limit 
for this service. 
• CPT code 92250 Fundus photogra-
phy—under some MAC LCDs, this is 
not allowed more than two times per 
eye per year.
• CPT codes 92235 Fluorescein angi-
ography and 92240 Indocyanine-green 
angiography—some LCDs state that 
these are not allowed within 30 days 
of one another on the same eye, unless 
performed on the same day or unless 
the patient has a second diagnosis in 
addition to wet AMD. Furthermore, 
the second diagnosis cannot be diabet-
ic retinopathy. Combined frequency 
edits are not to exceed nine times per 
eye per year.
• CPT codes 92133 Posterior segment 
imaging (glaucoma) and 92134 Poste-
rior segment imaging (retina)—not al-
lowed on the same day for the same eye 
by any payer.
• CPT code 92134 Posterior segment 
imaging (retina)—not allowed more 
than once a month.
• CPT codes 92225 Extended oph-
thalmoscopy and 92226 Subsequent 
ophthalmoscopy—under some LCDs, 
the combined frequency edits for these 
two codes are 12 times per eye per year.

• HCPCS code J2778 Lucentis is not 
allowed more often than every 28 days, 
per the label instructions.

Cataract
Two national coverage requirements 
for cataract weren’t always met.
• Medicare will not routinely cover 
more than one comprehensive eye ex-
amination and scan for patients whose 
only diagnosis is cataract. However, in 
2012, such claims were paid more than 
52,000 times.
• Medicare will not cover cataract 
surgery for an eye that has already un-
dergone that procedure. In 2012, such 
claims were paid 10,560 times.

Glaucoma
A national requirement states that 
Medicare covers glaucoma screenings 
once every 12 months for patients at 
high risk for glaucoma. But the report 
noted that 5,055 payments were made 
for screening tests performed less than 
12 months after the previous one.

What Next?
CMS may instruct MACs to take fur-
ther action to recoup any inappropri-
ate payments from practices.

For links to MAC websites and their  
LCDs, go to www.aao.org/coding and  
select “Coding Updates and Resources.” 

Read the complete OIG report at 
http://oig.hhs.gov/oei/reports/oei-04-
12-00281.asp.  ■

by sue vicchrilli, cot, ocs  
academy director of coding and reimbursement

Figure 20  EyeNet, March 2015Figure 1 EyeNet, March 2015
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SAVVY CODER

Put on Your Audit Armor, Part 1

It’s not a matter of if but when a 
third-party payer sends you a request 
for records. And when that day ar-

rives, having a written protocol in place 
will help to ease your angst. Here’s how 
to get started.

Be Audit Ready: Create
Written Protocol
Use the protocol below as a starting 
point, and customize it to fit your 
practice.  

You receive a request for records. 
What do you do next?

1. Do not toss the envelope. It shows 
the postmark date. The letter inside 
may be dated much earlier than the 
date when you received the request.

2. Determine the type of audit or 
investigation. The government has 
assigned auditing duties to several types 
of organization, each with its own type 
of audit. These include the following:
• CERT: Comprehensive Error Rate 
Testing
• OIG: Office of Inspector General 
investigation
• RA and RAC: Recovery Audit (RA) 
and Recovery Audit Contractor (RAC)  
• SMRC: Supplemental Medical Re-
view Contractor
• TPE: Targeted Probe and Educate
• ZPIC: Zone Program Integrity 
Contractor

The mechanics of the audit may 
vary, depending on which type of audit 
is performed.

3. Identify the due date for sending 
records. Respond within the time limits 
provided, or immediately request an 
extension. Make sure you document 
written confirmation of new due date.

4. Look for the common theme. 
Does the auditor seem to be zeroing  
in on a particular level of E&M or  
Eye visit code? A consistent modifier?  
A particular testing service? A high- 

volume surgery? Is it a single date  
of service versus a series of encounters?

5. Note the date of service request-
ed. Make sure that you are gathering 
documentation for the correct date of 
service.

6. Check the records for signatures. 
For paper charts, is the physician signa-
ture present and identifiable? If signatures 
are illegible, immediately prepare a 
signature log. Include the names of all 
who document in the medical record 
and identify their title (i.e., MD, DO, 
OD, technician, scribe, receptionist, 

Two Real-Life Scenarios

Scenario 1: The dutiful but ill-informed staff member. A staff member opens 
the mail and finds an audit request for 40 charts. In an effort to be helpful, he 
compiles what he perceives to be the appropriate documentation. He submits 
it without telling the physician. 

The audit results are not favorable, and a substantial refund is requested.  
Now the employee needs to plan for an appeal or a refund and must tell the 
physician. If the refund is not made within the allotted time frame, future pay-
ments will be withheld until the recoupment is paid in full. This can have some 
awkward repercussions. Suppose, for instance, the physician’s partner submits 
the next few claims to this payer. It will be the partner who is impacted when 
the payer withholds payment for those claims. Patients may also be affected, 
as the practice won’t be able to post a payment to a patient’s account if actual 
funds aren’t available for deposit.  

Scenario 2: Kicking the can down the road. A request for 30 records is re-
ceived. Rather than putting her best foot forward and making sure all the doc-
umentation that the auditor requested is submitted, the practice administrator 
determines that the practice will just send in records and hope for the best, 
knowing that the practice can always appeal. While appealing denied claims 
is always an option, it is a costly one. Best practice is to review the request 
and carefully compile the documentation. When you send the documentation, 
include a cover letter that can provide further explanation and can help set 
the tone for the audit. 

BY SUE VICCHRILLI, COT, OCS, ACADEMY DIRECTOR OF CODING AND 
REIMBURSEMENT.

Figure 2 EyeNet, January 2018
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etc.). If the signature is missing from 
the medical documentation, it is  
acceptable for the author of the medical 
record entry to add a signed attestation 
that he or she had entered the original 
information into the record. 

If you use electronic health records 
(EHRs), provide documentation that 
the physician signature is “secure” and 
nobody else has or uses the physician 
password. Most audits also request 
EHR signature protocol. Without an 
identifiable, secure physician signature, 
the auditors do not have to complete 
the actual audit—they can just deny 
payment.

6. Provide a list of abbreviations 
used. Don’t assume that the auditor 
will understand the abbreviations used 
in your records.

7. Check whether LCD(s) apply. If 
the payer has a Local Coverage Deter-
mination (LCD) on a test or surgery 
performed, quote chapter and verse 
from that LCD. Be sure to use the LCD 
that was in place at the time the test or 
surgery took place.

8. Make sure tests are fully docu-
mented. If testing services are part of 
the audit, make sure there is a written 
order that identifies by name what test 
and which eye(s). Furthermore, the 
medical necessity for the test should be 
obvious in the medical record; the phy-
sician should provide the interpretation 
and report as soon as possible; and if 
the delegated test falls under direct su-
pervision, make sure the payer is aware 
that one of the practice’s physicians was 
on site during the test.

9. Self-audit. If the auditor is looking 
at E&M or Eye visit codes, audit inter-
nally before submitting the documenta-
tion, so you can gauge your worst-case 
scenario. Next, you can estimate how 
much money the auditor might seek to 
recoup and plan accordingly.  

10. Make sure that a physician 
reviews the documentation. Physicians 
should have the opportunity to review 
all records before that documentation 
is sent to the auditor. 

With paper charts, if the handwrit-
ing is not readily legible, physicians 
should take the time to dictate (not 
embellish) the notes. Include the actual 
chart note plus the dictation. After all, 

only that which can be read can be 
audited. 

With EHR, check whether all fields 
are populated. For example, if doc-
umentation shows only those body 
systems that have a problem and 
not those that are normal, you won’t 
receive credit for reviewing 10 or more 
systems. Work with the vendor to make 
sure all fields show when the record is 
printed.

11. Remember that the Academy is 
here for you. Email coding@aao.org.

Codequest 2018

Strengthen your audit armor. Stay up 
to date with shifting regulations by 
attending Codequest 2018, a half-
day event that will be tailored to the 
region where you practice. 
 New for Codequest’s 2018 program. 
Audit-proof your documentation with 
payer-specific checklists for the top 
surgical procedures for each subspe-
cialty. Learn about new CPT, HCPCS, 
and ICD-10 codes as well as new CCI 
edits. Get tips on coding for telemedi-
cine, blepharoplasty, and much more.
 When is Codequest coming to 
your state? Codequest will have vis-
ited 15 states by the end of April and 
several more by the end of the year. 
Here are the first 16 Codequests:
• Columbia, S.C. (Friday, Jan. 12)
• Nashville, Tenn. (Saturday, Jan. 13)
• Southern California (Friday, Jan. 19)
• Little Rock, Ark. (Thursday, Jan. 25)
• Northern California (Friday, Jan. 26)
• Lubbock, Texas (Friday, Feb. 2)
• San Marcos, Texas (Saturday, Feb. 3)
• Greensboro, N.C. (Saturday, Feb. 3)
• St. Paul, Minn. (Saturday, Feb. 17)
• Salt Lake City, Utah (Saturday, 
March 3)
• Manhattan, N.Y. (Thursday, March 15)
• Long Island, N.Y. (Friday, March 16)
• Detroit, Mich. (Saturday, March 17)
• Rochester, N.Y. (Thursday, March 22)
• Albany, N.Y. (Friday, March 23)
• Dallas, Texas (Saturday, March 24)
 For the full schedule, plus informa-
tion on educational credits (including 
CME for physicians), visit aao.org/
codequest.

Figure 2 EyeNet, January 2018 (continued)
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Put on Your Audit Armor, Part 2:
Create Payer-Specific Checklists

The best way to audit-proof your 
practice is to adhere to payer- 
specific checklists. This month’s 

Savvy Coder gets you started on a 
checklist for cataract surgery.

Note: According to a 2014 Office 
of Inspector General report, when the 
only diagnosis is cataract(s), Medicare 
does not cover testing other than one 
comprehensive eye examination (or 
a combination of brief/intermediate 
examinations not to exceed the charge 
of a comprehensive examination) plus 
an appropriate ultrasound scan.

Know Your MAC’s Policies
Under Medicare Part B, the United 
States is divided into several jurisdic-
tions, with a Medicare Administrative 
Contractor (MAC) assigned to each 
one. These MACs can develop their own 
coverage policies, known as Local Cover-
age Determinations (LCDs).  

Important! Go to aao.org/lcds, read 
the LCDs that affect your state, and in-
corporate their requirements into your 
payer-specific checklists. 

Medicare Cataract Surgery
Make sure that your payer-specific 
checklist addresses the issues below, 
and advise physicians not to close out a 
chart until all of the checklist’s require-
ments have been met.

Ensure that you have documented:
• the patient’s chief complaint;
• the impact that decreased vision 

has on activities of daily living (ADL) 
unique (never cloned) to each patient;
• best-corrected visual acuity (note 
that most MACs don’t have a visual 
acuity requirement—the exceptions 
are CIGNA for Kentucky and Ohio, 
which requires “20/50 or worse,” and 
First Coast for Florida and Puerto Rico, 
which requires “worse than 20/40.”);
• physical findings of the cataract; 
• that the patient has been educated 
by the surgeon about the risks and 
benefits of surgery and the alternative 
to surgery, and has provided informed 
consent; and 
• that the patient desires surgery.

Verify the diagnosis code. Also, 
be sure the  surgery code is linked to a 
covered ICD-10 code.

Check the indication(s) for lens re-
moval. These may include the following:
• Monocular diplopia due to a cata-
ract in the affected eye. 
• Worsening angle closure due to 
increase in size of the crystalline lens. 
• A significant cataract in a patient 
who will be undergoing concurrent 
surgery in the same eye, such as a trabe-
culectomy or a corneal transplant when 
the surgeon deems that the decreased 
morbidity of single-stage surgery is 
of significant benefit compared with 
surgery on separate dates.
• Intolerable anisometropia or ani-
seikonia uncorrectable with glasses or 
contact lenses that exists as a result of 
lens extraction in the first eye (despite 

satisfactorily corrected monocular 
visual acuity). 
 Your MAC might cover lens removal 
in the following situations:
• when an unimpeded view of the 
fundus is mandatory for proper man-
agement of patients with diseases of the 
posterior segment of the eye(s). 
• during vitrectomy procedures if it 
is determined that the lens interferes 
with vitreoretinal dissection at the far 
periphery and excision of the vitre-
ous base, as in cases of proliferative 
vitreoretinopathy, complicated retinal 
detachments, and severe proliferative 
diabetic retinopathy.

Unique to Novitas. If your MAC is 
Novitas, your documentation must also 
show the following: 
• The patient has undergone the Pre-  
Cataract Surgery Visual Functioning 
Index (VF-8R) questionnaire. The 
questionnaire must be maintained in 
the patient’s medical records and be 
available upon request. (VF-8R is avail-
able at aao.org/practice-management/
coding/updates-resources.) 
• The date of surgery wasn’t more 
than 3 months (the maximum appro-
priate interval) after the preoperative 
examination.

Is Novitas your MAC? Novitas is the 
MAC for the District of Columbia and 
for the following states: Arkansas, Col-
orado, Delaware, Louisiana, Maryland, 
Mississippi, New Jersey, New Mexico, 
Oklahoma, Pennsylvania, or Texas.

MORE ONLINE. For more 
resources, see this article at 

aao.org/eyenet.
BY SUE VICCHRILLI, COT, OCS, OCSR, ACADEMY DIRECTOR OF CODING 
AND REIMBURSEMENT.

Figure 3 EyeNet, September 2018
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Further Resources
You receive a request for records: Do you have a protocol to guide your response? If not, read “Put on 
Your Audit Armor, Part 1” (Savvy Coder, January 2018) for guidance on creating a written protocol.

aao.org/eyenet/article/put-on-your-audit-armor-2?january-2018
Make sure your documentation is sound. Read “How to Document the Need for Cataract Surgery” 

(Savvy Coder, July 2017).
aao.org/eyenet/article/how-to-document-the-need-for-cataract-surgery 
Available Sept. 21: Buy the Audit Toolkit (product #: 0120444V). Learn 1) what prompts payers to 

conduct audits, 2) the definitions of each type of audits, 3) the audit focus for each audit type, and 4) 
when you need to call your lawyer. The Audit Toolkit will launch on Sept. 21, and will be available for sale at 
aao.org/store.

aao.org/ shortcut URLtktktktk
Coming soon: Buy the Audit Toolkit Workbook. If you found September’s Savvy Coder helpful for 

your compliance, you should consider purchasing this workbook, which will be available for sale in early 
October at aao.org/store. For each type of audit, you’ll have a checklist for each item that is likely to be 
targeted. If you are attending AAO 2018, visit the Resource Center to review this and the Academy’s other 
coding products.

 

Figure 3 EyeNet, September 2018 (continued)



Stay on the Leading Edge with Coding 
and Practice Management Solutions

NEW - Coding Audit Success Toolkit (#0120444V)

Stay compliant with payer requirements and proactively navigate the audit 
process using this all-new comprehensive toolkit. Includes valuable checklists and 
helpful guidelines you can use every day. Visit aao.org/audit-toolkit.

NEW - Business of Retina: Strategically Grow 
Your Retina Practice (#0121003V)

This all-new handbook uncovers the key secrets for growing a modern retina 
practice and provides real-life case studies to guide your implementation strategy.  
Visit aao.org/business-of-retina.

NEW - Private Consultations: Coding and Practice Management 
Ensure your practice’s success with patient documentation, claim submissions, 
clinic efficiency, financial management and more with personal guidance and 
practical solutions from Academy experts. Visit aao.org/consultation-services.

Coding Coach: Complete Ophthalmic  
Online Reference (#CODNGMULTI) 

Save time searching multiple sources with this web-based tool, the most 
comprehensive and up-to-date in all of ophthalmology. Easily search by CPT  
code or keywords. Save up to 40% when you subscribe for multiple users.  
Visit aao.org/codingtools.

Attend the American Academy of Ophthalmology  
Codequest Event in a City Near You
In just four hours, Academy coding experts guide you through all the significant 
updates, plus quality reporting changes, new payer policies, audit triggers and 
more. Register at aao.org/codequest.

Join the American Academy of Ophthalmic Executives (AAOE) 
Join AAOE, the practice management affiliate of the American Academy of 
Ophthalmology, and get access to a host of benefits that can help you effectively 
manage every part of your practice. Visit aao.org/member-services/join.



More Coding and Practice 
Management Solutions

The Lean Practice: A Step-by-Step Guide to Running  
a Profitable Practice (#0121002V)

The Academy’s transformative lean management program — designed specifically 
for ophthalmology — offers the most complete set of tools to help your practice 
compete and thrive. Visit aao.org/leantools.

Improve Your Business with 60-Minute Practice  
Management Webinars
Get expert instruction about the coding and business topics you care about most. 
Save up to 40% when you order multiple webinars in a single transaction.  
Register at aao.org/webinar. 

1-Hour Online Coding Courses 
Improve coding accuracy in just 60 minutes. Each on-demand course is a deep 
dive into the specialized coding issues you face every day.  
Visit aao.org/codingtools.

ICD-10-CM for Ophthalmology:  
Complete Online Reference (#ICDMULTI)

Identify ophthalmic-specific codes easily and accurately with this web-based tool. 
Search by keywords or code. Save up to 40% when you subscribe for multiple 
users. Visit aao.org/codingtools.



About the American Academy of Ophthalmic Executives
The American Academy of Ophthalmic Executives (AAOE), 
an affiliate of the American Academy of Ophthalmology, is 
the leading membership organization for ophthalmic practice 
management serving thousands of members. AAOE’s mission 
is to facilitate the business success of ophthalmic practices 
through accurate and up-to-date coding and practice 
management resources. Visit aao.org/aaoe.
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