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Part 1: Medicare risk adjustment (MRA) basics 
 

1.1 Introduction to MRA 
Medicare risk adjustment (MRA) is a CMS payment model τ calculated at the patient level τ 
designed to deliver the appropriate resources to support quality patient care and improved 
patient outcomes. Specifically, the model aims to ensure those with more co mplex medical needs 
receive appropriate care by allocating appropriate funding. Proper payment from CMS to 
Medicare Advantage (MA) organizations (MAOs), and by extension providers, depends on the 
comprehensive assessment of each MA beneficiary at least onc e annually , coupled with truthful, 
accurate and complete documentation and coding of each active condition impacting  patient 
health, care and/or treatment.  
 

1.2 How do providers  support the MRA process? 
The MRA process begins with a face -to-face (whether in -person or via real -time, simultaneous 
audiovisual , interactive telehealth) encounter between a patient and an acceptable (to CMS) 
provider type (MD, DO, NP, or PA) during which the provider assesses the patient and documents all 
ŀŎǘƛǾŜ ŎƻƴŘƛǘƛƻƴǎ ƛƳǇŀŎǘƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘΣ ŎŀǊŜΣ ŀƴŘκƻǊ ǘǊŜŀǘƳŜƴǘ ŀǘ ǘƘŜ ǘƛƳŜ ƻŦ ǘƘŜ ŜƴŎƻǳƴǘŜǊΦ 
Providers can take several actions  to support truthful, accurate and complete  coding for MRA, 
including : 
¶ Comprehensive documentation of a thorough face-to-face assessment, like an annual wellness 

visit. 
¶ Diagnosis code assignment at the highest level of specificity  to accurately represent  ǘƘŜ ǇŀǘƛŜƴǘΩǎ 

health status, avoiding unspecified or generic codes when the documentation allows for a more 
specific one. 

¶ Regular training in documentation and coding best practices.  
¶ tŜǊƛƻŘƛŎ ǊŜǾƛŜǿ ƻŦ ǇŀǘƛŜƴǘǎΩ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ǘƻ ƛŘŜƴǘƛŦȅ ƛƴŀŎŎǳǊŀŎƛŜǎ ƛƴ ŘƛŀƎƴƻǎƛǎ 

code reporting.  
 

1.3 How can providers  improve CMS submissions of active patient 

conditions?  
¶ Patient assessment: Conduct an a nnual comprehensive wellness exam for each attributed MA 

beneficiary . 
¶ Medical record documentation:  9ƴǎǳǊŜ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘΣ ƛƴŎƭǳŘƛƴƎ ŎƭƛƴƛŎŀƭ ƴƻǘŜǎ, test 

results, and diagnoses contains truthful, accurate, complete, and current information.  
¶ Diagnosis coding:  Use accurate and current  ICD-10-/a ŎƻŘŜǎ ǘƻ ǊŜŦƭŜŎǘ ŀ ǇŀǘƛŜƴǘΩǎ ŘƛŀƎƴƻǎƛǎ ǿƛǘƘ 

the highest level of specificity  supported by clinical documentation . 
¶ Billing:  Ensure the documented diagnosis codes are integrated into the billing process, so the 

codes are included in the claims forms that are submitted to the MAO.  
¶ MAO coordination:  Work with the MAO to improve claims processing ( for example , claim 

rejection) and/or Electronic Health Records (EHR) (such as truncated codes) functionality.  
¶ Risk adjustment supplemental data:  Submit a supplemental data file to account for any 

additional diagnosis code(s) supported by medical record documentation but not submitted on 
a previous claim/encounter ( for example , clearing house modification) and/or correct diagnostic 
information reported on an already submitted claim/encounter.  
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1.4 International classification of diseases (ICD), tenth revision (ICD-

10), clinical modification (ICD -10-CM) | Hierarchical condition 

categories (HCCs) | MA enrollee risk scores 
HCCs are groupings of clinically related diagnoses with similar expected medical costs. CMS assigns 
a risk factor value to each HCC. A subset of the more than 70,000 ICD-10-CM codes maps to HCCs and 
risk-adjusts . HCC diagnosis code mapping is subject to change. Some disease states, such as kidney 
disease, are grouped into disease families that are subject to hierarchy. Per CMS, if a patient has two 
active conditions that map to two separate HCCs within the same dis ease family (for example, 
kidney disease), only the risk factor associated with the relatively more severe HCC will impact the 
risk score. This is why it is recommended that providers code to the highest degree of specificity.  
 
CMS uses the HCC risk factor values, along with demographic factors, 1 to annually calculate MA 
enrollee risk scores, which ultimately determine  not only the premium paid to MAOs but also 
payment to providers. The risk score across the Medicare population resets to 1.0 every year; such as, 
1.0 is the benchmark. Diagnoses submitted in one year do not carry over into the following year  for 
risk adjustment purposes , even if those diagnoses are chronic and thought to persist year over year. 
Therefore, because of the way CMS calculates premiums, patients should be comprehensively 
assessed at least annually for any active chronic and relevant status  condition s impacting their care .  
 

1.5 MRA regulatory framework and provider obligations  
CMS has strict requirements regarding what data is eligible for risk adjustment purposes. Specifically, 
diagnosis data submitted for payment must be:  
¶ Documented in a medical record based on an allowable service delivered via a face -to-face 

encounter between a patient and acceptable provider type (such as MD, DO, NP, or PA) and 
physician specialty  (such as general practice or hospitalist ). Diagnosis codes appearing on 
certain types of medical records, such as radiology and lab reports, are not allowable for risk 
adjustment purposes , because in such situations, the provider -patient face -to-face element is 
missing: 
- The face-to-face requirement may be satisfied by care delivered in person or via appropriate 

telehealth. For telehealth, ǘƘŜ άface-to-face" requirement means that the encounter be 
conducted  via an interactive, simultaneous audio and video telecommunications system that 
permits real -time communication between the patient and provider.  

¶ Coded per standard guidelines ( for example , ICD-10-CM), as the risk adjustment factor is based, 
in part , on confirmed diagnoses as established in the medical record by the treating provider . 

¶ Submitted to CMS within the predetermined CMS data collection period (open period) : 
- Of note, diagnosis code data corrections ( for example , diagnosis code errors) must be 

submitted to CMS regardless of whether the CMS data submission deadline has passed and  
within 60 days of identification.  

 

1.6 Key reminders : 
¶ Diagnoses submitted in one year do not carry over into the following year, even if those 

diagnoses are chronic and relevant status conditions thought to persist year -over-year. 
¶ Each provider-patient encounter should focus on delivering  quality clinical care and consistently  

documenting all conditions identified through  ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ŜǾŀƭǳŀǘƛƻƴ ŀƴŘ ƛƴŘŜǇŜƴŘŜƴǘ ŎƭƛƴƛŎŀƭ 
judgment that exist at the time of the encounter and influence patient care, treatment, and/or 
management.  

¶ Risk scores that reflect the true health status of MA members, coupled with payments that allow 
for proper patient care, depend heavily on not only the comprehensive annual assessment of MA 
members  by providers but also the annual reporting of active conditions based on such 
assessments. 

 
1 The demographic risk factor accounts for the following: (i) age, sex; (ii) eligibility status (e.g., dual eligible, original Medicare 
eligibility, and current Medicare eligibility); and (iii) model (e.g., ESRD, new enrollee, etc.). 

https://csscoperations.com/internet/csscw3_files.nsf/F2/Acceptable%20Physician%20Specialty%20Types%20PY%202025.pdf/$FILE/Acceptable%20Physician%20Specialty%20Types%20PY%202025.pdf
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¶ Risk scores τ without consideration of other information τ are neither an indicator of the 
ǉǳŀƭƛǘȅ ƻŦ ŎŀǊŜ ŘŜƭƛǾŜǊŜŘ ōȅ ŀ ǇǊƻǾƛŘŜǊ ƴƻǊ ƻŦ ŀ ǇǊƻǾƛŘŜǊΩǎ ǇǊŀŎǘƛŎŜǎ ǊŜƭŀǘƛǾŜ ǘƻ ŀŎŎǳǊŀǘŜ ŀƴŘ 
complete documentation and coding. The composition and health status o Ŧ ŀ ǇǊƻǾƛŘŜǊΩǎ ǇŀǘƛŜƴǘ 
panel change  constantly. Risk score information must not be used to set performance targets for 
or by provider organizations or individual care providers.  
 

Part 2: documentation guidance  
The intent of all our MA risk adjustment programs is to report annually to CMS all current health 
ŎƻƴŘƛǘƛƻƴǎ ǘƘŀǘ ŀǊŜ ǎǳǇǇƻǊǘŜŘ ōȅ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ŀƴŘ ŀŘŘǊŜǎǎŜŘ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
medical record during an allowable service rendered in  a face-to-face encounter between a patient 
and an acceptable  provider type  and physician specialty . 
 

2.1 ICD-10-CM: Impact  on documentation  and coding  
ICD-10-CM classification brought about increased specificity in the coding system with a more logical 
structure and clinical accuracy. ICD -10-CM introduced to its code set the concepts of laterality and 
anatomical site and location. Documenting the episode  of care, such as initial, active care, 
subsequent episodes of care, and sequelae from injuries or disease , is also an ICD-10-CM 
ŘƻŎǳƳŜƴǘŀǘƛƻƴ ŀƴŘ ŎƻŘƛƴƎ ŎƻƴŎŜǇǘΦ ¢ƘŜ ŀǎǎƛƎƴƳŜƴǘ ƻŦ ŀ ŘƛŀƎƴƻǎƛǎ ŎƻŘŜ ƛǎ ōŀǎŜŘ ƻƴ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ 
clinical expertise and diagnost ic statement.  
 
When a conclusive diagnosis has not been established by the end of the visit, it is appropriate to 
report codes for sign(s) and/or symptom(s) as a substitute for a definitive diagnosis. If the clinical 
information is insufficient, unknown, or unavailable w hen assigning a specific code for a disorder, it is 
acceptable to report the proper unspecified code. It is inappropriate to select a more specific code 
that is not supported by the medical record documentation.  
 

2.2 Documentation best practices  
To ensure that truthful, accurate , and complete diagnosis data is being reported, provider 
documentation must be thorough and specific. Coders can only assign a diagnosis code based on 
the information documented by the provider within  the medical record.  
 
To code to the highest level of specificity, in compliance with ICD -10-CM guidelines, the 
documentation must be all of the following:  
¶ Clear 
¶ Concise 
¶ Consistent 
¶ Complete  
¶ Comprehensive 
 
The ICD-10-/a ƎǳƛŘŜƭƛƴŜǎ ǎǘŀǘŜΣ ά/ƻŘŜ ŀƭƭ ŘƻŎǳƳŜƴǘŜŘ ŎƻƴŘƛǘƛƻƴǎ ǿƘƛŎƘ ŎƻŜȄƛǎǘ ŀǘ ǘƘŜ ǘƛƳŜ ƻŦ ǘƘŜ 
Ǿƛǎƛǘ ǘƘŀǘ ǊŜǉǳƛǊŜ ƻǊ ŀŦŦŜŎǘ ǇŀǘƛŜƴǘ ŎŀǊŜ ƻǊ ǘǊŜŀǘƳŜƴǘΦέ1 When documenting, providers should consider 
the following : 
¶ Each encounter in the medical record should contain:  
- Date of service for the face -to-face encounter on each page  
- tŀǘƛŜƴǘΩǎ ŎƻƳǇƭŜǘŜ ƴŀƳŜ Ǉƭǳǎ ŀ ǎŜŎƻƴŘ ƛŘŜƴǘƛŦƛŜǊΣ ǎǳŎƘ ŀǎ ŘŀǘŜ ƻŦ ōƛǊǘƘ ƻǊ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘ 

number , on each page  
- tǊƻǾƛŘŜǊΩǎ ƴŀƳŜΣ ǎƛƎƴŀǘǳǊŜΣ ŎǊŜŘŜƴǘƛŀƭǎΣ ŀƴŘ ŘŀǘŜ ǎƛƎƴŜŘ 
- Handwriting that is legible (to someone else)  
- Only industry standard abbreviations  
- !ƭƭ ŎƻƴŘƛǘƛƻƴǎ ƛƳǇŀŎǘƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜκƘŜŀƭǘƘΣ ƛƴŎƭǳŘƛƴƎ ŎƻŜȄƛǎǘƛƴƎ ŎƻƴŘƛǘƛƻƴǎΣ ŎŀǇǘǳǊƛƴƎ 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǘǊǳŜ ƘŜŀƭǘƘ ǎǘŀǘǳǎ 

- Details , ōŀǎŜŘ ƻƴ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƛƴŘŜǇŜƴŘŜƴǘ ŎƭƛƴƛŎŀƭ ƧǳŘƎƳŜƴǘ, to code to the highest degree 
of specificity. 
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¶ Each medical condition addressed during the encounter should include a statement indicating 
the impact on patient care, treatment, and/or management : 
- At a minimum, include a brief statement that updates the status of each diagnosis.  

¶ Medications may suggest the presence of a condition, but a diagnosis cannot be assumed based 
on medications:  
- Make sure that for every medication prescribed, a diagnosis is listed and addressed in the 

medical record, specifying for which condition the medication is being prescribed.  
¶ Document at least once a year:  
- Chronic conditions (such as congestive heart failure, chronic obstructive pulmonary disease, 

and diabetes mellitus) that require ongoing treatment and monitoring.  
- Active status conditions (such as amputations and ostomies).  
- Historic conditions that have the potential for recurrence may require  continued monitoring.  
- All conditions that impact patient care, treatment, and/or management.  

¶ Be specific, for example: 
- Include the recurrence and severity of major depression.  
- Include whether bronchitis is acute or chronic.  
- Specify cardiac arrhythmia such as atrial fibrillation or atrial flutter.  
- When Clinical Criteria  are present to support it, document malnutrition  instead of loss of 

weight . 
- Use words to describe the status of conditions : 
ω For example, Hypertensive heart disease is stable . 

¶ Per ICD-10-CM guideline 1.A.9.a., only assign other  or other specified  diagnosis codes for 
diagnostic statements for which a specific ICD -10-CM code does not already exist. Use linking 
language to establish a causal relationship between two conditions:  
- For example, diabetic neuropathy, neuropathy due to  DM, or neuropathy caused by  DM. 

¶ Use descriptive words and phrases to add specificity, such as acute, chronic, in remission, 
exacerbation, stable, or compensated.  

¶ Only use the words history of  or resolved  to describe conditions that no longer exist. Be mindful 
of the timing, especially of acute conditions, for example:  
- Document the history of MI  instead of MI after four weeks or 28 days post -onset. 
- Document the history of malignant neoplasm  after all treatment is complete.  
- Document the history of transient ischemic attack (TIA) or history of cerebral infarction, 

and whether the patient has any residual deficits, instead of CVA,  after the patient leaves 
the hospital and is seen in follow -up. 

¶ Do not use the words history of  to describe active, chronic conditions:  
- For example, document chronic, stable COPD  instead of a history of COPD . 
- Document controlled type 2 diabetes mellitus  instead of history of type 2 diabetes mellitus . 

¶ Avoid entering conflicting information in the medical record:  
- For example, documenting a final diagnosis of hemiplegia  in the assessment with a physical 

exam finding of 5/5 strength in all four extremities . 
¶ Acute conditions can rarely be appropriately treated in the outpatient setting. If an acute 

condition is treated in the outpatient setting, there must be clear documentation by the treating 
provider as to why and how the condition was treated.  

¶ Conditions in diseases classified elsewhere  require two conditions to be documented and  
supported within the medical record  documentation. Best  practice is to link the conditions as 
ǊŜƭŀǘŜŘ ǘƻ ŜŀŎƘ ƻǘƘŜǊ ǳǎƛƴƎ ŀǇǇǊƻǇǊƛŀǘŜ ƭƛƴƪƛƴƎ ǾŜǊōƛŀƎŜ ǎǳŎƘ ŀǎ άŘǳŜ ǘƻέ ƻǊ άŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘέ. 2  
- For example, G63 ς Polyneuropathy in diseases classified elsewhere requires the underlying 

etiology  and the manifestation  to be documented and  supported within the medical record 
documentation . Best practice is to link the underlying etiology to polyneuropathy and 
provide documentation support for both conditions.  G63 - Polyneuropathy in diseases 
classified elsewhere cannot be reported by itself.  

¶ Telehealth services: 
- MAOs may submit diagnoses for risk adjustment payment from telehealth encounters only 

when those encounters meet all criteria for risk adjustment eligibility.  
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- For telehealth services, face-to-face eligibility requires facilitating the encounter by way of an 
interactive, simultaneous audio and  video telecommunications system that permits real -time 
communication between the patient and provider.  

- Providers must use applicable E/M CPT© code, CPT Telehealth modifier 95, and applicable 
place of service (POS) code (for exampleΣ th{ млΣ ǇŀǘƛŜƴǘΩǎ ƘƻƳŜΤ ŀƴŘ th{ лнΣ ƭƻŎŀǘƛƻƴǎ ƻǘƘŜǊ 
ǘƘŀƴ ǇŀǘƛŜƴǘΩǎ ƘƻƳŜύ ǘƻ ƛƴŘƛŎŀǘŜ ŀƴ ŀǳŘƛƻκǾƛŘŜƻ ǘŜƭŜƘŜŀƭǘƘ ǾƛǎƛǘΦ 

- Audio-only encounters do not satisfy the criteria for risk adjustment data eligibility.  
- Use CPT modifier 93 to represent a synchronous telemedicine service rendered by way of a 

real -time audio -only telecommunications system, for example, a telephone.  
- Additionally, and as a best practice, providers are encouraged to include a statement in the 

medical record regarding the telecommunications medium used for the visit, for example, 
real -time audio and video or telephone.  

 

2.3 Provider signature  requirements  in the medical  record 
All provider  documentation,  including  progress notes, must be signed by the provider  rendering  the 

services. The provider must sign all progress notes with their name  and credentials as  part  of their 

signature. Best practice is also tƻ ƛƴŎƭǳŘŜ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ǇǊƛƴǘŜŘ ƴŀƳŜ ŀƴŘ ŎǊŜŘŜƴǘƛŀƭǎ ƻƴ ŀƴȅ 

pre-printed note or stationery. Stamped signatures are no longer acceptable, effective April 28, 2008. 

 
Electronic signatures  are an acceptable  form of medical  record  authentication , so long  as the system 
requires the provider to authenticate the signature at the end of each note. Examples of acceptable 
signatures include: electronically signed, authenticated  by, signed by, validated by,  approved by,  or 
sealed by . The signed EMR record must be dated within 180 calendar days of the encounter and 
closed to all changes. 3 

 
1 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED 
October 1, 2025 (October 1, 2025 - September 30, 2026) Section IV.J. Retrieved October 31, 2025, from 
https://www.cms.gov/file s/document/fy -2026-icd-10-cm-coding -guidelines.pdf  
2 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED 
October 1, 2025 (October 1, 2025 - September 30, 2026) Section I.A.13. Retrieved October 31, 2025, from 
https://www.cms.gov/fi les/document/fy -2026-icd-10-cm-coding -guidelines.pdf  
3 Contract -Level 15 Risk Adjustment Data Validation Medical Record Reviewer Guidance. In effect , as of 01/10/2020, Version 2.0. Retrieved 
October 31, 2025: cms.gov/files/document/medical -record -reviewer-guidance -january -2020.pdf 
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Part 3: disease-specific documentation for common 

conditions  
In addition to general documentation best practices, there are disease -specific documentation and 
coding best practices for certain common conditions.  
 
This section will cover some of the more common conditions, such as: 
¶ Human immunodeficiency virus infection  
¶ Neoplasms 
¶ Diabetes mellitus  
¶ Body mass index 
¶ Dementia  
¶ Substance use disorder  
¶ Major depressive disorder 
¶ Schizophrenia 
¶ Atherosclerotic heart disease  
¶ Myocardial infarction  
¶ Cardiac arrhythmias  
¶ Congestive heart failure  
¶ Stroke 
¶ Vascular disease 
¶ Chronic obstructive pulmonary disease  
¶ Pressure ulcers 
¶ Rheumatoid arthritis  
¶ Fractures 
¶ Chronic kidney disease 
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3.1 Human immunodeficiency virus infection  
Documentation guidelines  
When documenting human immunodeficiency virus (HIV) infection, include:  
¶ Status, such as positive HIV status, asymptomatic, and exposure. 
¶ Symptoms or diseases related to the HIV infection, such as opportunistic infections and 

malignancies:  
- Document the link between HIV and HIV -related illness.  

¶ Any current treatment.  
 
Document positive HIV status if the patient tests positive for HIV but has no symptoms. This should be 
documented on any future visits despite the persistent absence of symptoms.  
 
When the patient meets the clinical definition of acquired immunodeficiency syndrome (AIDS), either 
based on a low CD4 count or an AIDS-defining condition (such as opportunistic infection or Kaposi 
sarcoma), AIDS or HIV disease should be documented. The provider must expressly document the link 
between HIV and any condition deemed to be an HIV -related illness.  
 
Once a patient is diagnosed with AIDS (HIV disease), this should be documented in all subsequent 
encounters. They are no longer considered to have asymptomatic HIV status , even if they become 
asymptomatic in the future as a result of treatment.  
 
In addition, all AIDS-defining conditions present at the time of the evaluation must be addressed and 
documented separately. Include in the documentation whether the patient is under the care of an 
infectious disease specialist.  
 
In patients without a prior diagnosis of HIV or AIDS, document any confirmed or suspected exposure 
to HIV when testing results are pending or not available.  
 

Coding guidelines  
Coders are instructed to only code confirmed cases of HIV. Per ICD-10-CM guidelines, confirmation 
ŘƻŜǎ ƴƻǘ ǊŜǉǳƛǊŜ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ƻŦ ǇƻǎƛǘƛǾŜ ǎŜǊƻƭƻƎȅ ƻǊ ŎǳƭǘǳǊŜ ŦƻǊ IL±Φ LƴǎǘŜŀŘΣ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ 
diagnostic statement that the patient is HIV positive or has a n HIV-related illness is sufficient to 
assign a confirmed diagnosis of HIV. If the patient is HIV positive without any documentation of 
symptoms or HIV-related illness, then use Z21, Asymptomatic human immunodeficiency virus (HIV) 
infection status. Patient s with documentation of  inconclusive HIV serology should be coded with R75, 
Inconclusive laboratory evidence of human immunodeficiency virus (HIV).1 
 
According to the ICD-10-CM coding guidelines, patients with any known prior diagnosis of an HIV  
related illness should be coded to B20, Human immunodeficiency virus (HIV) disease. Once a patient 
has developed an HIV -related illness, the patient should always be assigned code B20 on every 
subsequent admission/encounter. The ICD-10-CM classification includes acquired immune deficiency 
syndrome (AIDS) with code B20 (HIV disease).2 

 

HIV infection  

ICD-10-CM code Diagnosis code description  

B20 Human immunodeficiency  virus (HIV) disease 

R75 Inconclusive laboratory  evidence of human  immunodeficiency  virus (HIV) 

Z11.4 Encounter for screening for human  immunodeficiency  virus (HIV) 

Z20.6 
Contact  with  and  (suspected) exposure to human  immunodeficiency  virus 
(HIV) 
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HIV infection  

ICD-10-CM code Diagnosis code description  

Z21 Asymptomatic  human  immunodeficiency  virus (HIV) infection  status 

Z71.7 Human immunodeficiency  virus (HIV) counseling 

 

Documentation  and  coding  scenario examples  (for  illustrative  purposes  only)  
Documentation scenario  1: HIV-positive  patient  with  a known history of HIV-related pneumocystis 
pneumonia comes in for a follow -up visit. They have been asymptomatic  in response to highly  
active  antiretroviral  therapy (HAART). Viral load and CD4 count were ordered.  
 
Coding scenario 1: Human  immunodeficiency  virus (HIV) disease B20, other  long -term  (current) drug 
therapy Z79.899 
 
Documentation  scenario 2: Patient  recently  had  a positive  HIV test and  came in for a follow -up 
visit. They remain asymptomatic at this time. They were counseled on HIV  infection and 
preventive measures for their HIV -negative partner.  
 
Coding scenario 2: Asymptomatic  human  immunodeficiency  virus (HIV) infection  status Z21, human 
immunodeficiency virus (HIV) counseling Z71.7 
 
1 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED October 

1, 2025 (October 1, 2025 - September 30, 2026) Section I.C.1.a.2.(f). Retrieved October 31, 2025, from https://www.cms.gov/files/document/fy -

2026-icd-10-cm-coding -guidelines.pdf  

2 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED October 

1, 2025 (October 1, 2025 - September 30, 2026) Section I.C.1.a.2.(a). Retrieved October 31, 2025, from https://www.cms.gov/files/document/fy -

2026-icd-10-cm-coding -guidelines.pdf  
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3.2 Neoplasms 
Documentation  guidelines  
When documenting  neoplasms, include: 
¶ Primary site, including  organ  and  location  within  the organ, for example,  the lower -outer 

quadrant of the breast. 
¶ Laterality,  if applicable,  for example,  right  bronchus or lung. 
¶ Histology, specify tumor type,  for example,  squamous cell carcinoma , adenocarcinoma,  sarcoma. 
¶ Behavior, explicitly indicating whether  malignant  or benign. 
¶ Stage and  grade  of the malignancy,  if known. 
¶ Current treatment  or treatment  plan. 
¶ Secondary malignancies,  clearly specifying  the primary  malignancy and mechanism of spread 

(local invasion, lymphatic  spread, hematologic metastasis) for clarity . 
 
Malignant  neoplasms  should only be documented  as active  when: 
¶ The malignancy  has been confirmed , and  the treatment  has not  yet started. 
¶ The patient  and  provider  agreed  not  to treat  the malignancy, for  example,  watchful  waiting  in 

the case of a low -grade malignancy , or the patient opts for hospice.  
¶ The patient  is on a break  (drug  holiday)  from current  ongoing  treatment.  
¶ Treatment  is current  and  ongoing,  including,  but  not  limited  to, surgery, chemotherapy,  radiation, 

immunotherapy, stem cell transplant, adjuvant therapy , and hormonal therapy:  
- Adjuvant and/or hormonal therapy can span multiple years. Malignant neoplasms are 

considered  active  throughout  the entire  duration  of therapy.  Common examples  include 
tamoxifen for breast cancer and leuprorelin for prostate cancer.  

 
When all forms  of treatment have  concluded , and the malignancy is no longer active, explicitly 

document the conditions  as άhistory of  ƳŀƭƛƎƴŀƴǘ ƴŜƻǇƭŀǎƳέΦ 

 

Coding guidelines  
According  to  the ICD-10-CM coding  gǳƛŘŜƭƛƴŜǎΣ ά²ƘŜƴ a primary  malignancy  has been excised or 
eradicated from its site and there is no further treatment directed to that site, and there is no 
evidence of any existing primary  malignancy  at  that  site, a code from category  Z85, Personal 
history of malignant neoplasm,  should ōŜ ǳǎŜŘ ǘƻ ƛƴŘƛŎŀǘŜ ǘƘŜ ŦƻǊƳŜǊ ǎƛǘŜ ƻŦ ǘƘŜ ƳŀƭƛƎƴŀƴŎȅΦέ1 
 
In patients  with  lymphoma, multiple  myeloma  and /or  leukemia, once treatment  is completed  and  
the patient is  considered  in remission,  the documentation should reflect that.  A code from category 
C81-C96 should be assigned to reflect the remission status of these conditions.  Patients 
documented as having a history of  lymphoma are coded to a personal history of lymphoma. 2 
 
If a patient is  seen in the outpatient  setting  with  a mass that is  suspicious for malignancy, only  code 
the mass until the malignancy is confirmed. Unconfirmed diagnoses are not to be coded in the 
outpatient setting. Rather, code the condition(s) to the highest degree of certainty for that 
encounter/visit, such as symptoms, signs, abnormal test results, or other reason s for the visit.3 

 

Neoplasms 
(Note: A dash (-) indicates that  additional  character(s)  are required  for a valid  code assignment.) 

ICD-10-CM category  Diagnosis code description  

C00.- through  C96.- Malignant  neoplasms, primary  or secondary by site 

D00.- through  D09.- In situ neoplasms 
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Neoplasms 
(Note: A dash (-) indicates that  additional  character(s)  are required  for a valid  code assignment.) 

D10.- through  D36.- Benign neoplasm, except  benign  neuroendocrine  tumors 

D3A.- Benign neuroendocrine  tumors 

D37.- through  D48.- 
Neoplasms of uncertain  behavior,  polycythemia  vera, and myelodysplastic 
syndromes 

D49.- Neoplasms of unspecified  behavior  

Z85.- Personal history of malignant  neoplasm 

 

Documentation  and  coding  scenario examples  (for  illustrative  purposes  only)  
Documentation  scenario 1: Female patient  is seen for recheck of wound  site following  excision of right 
breast cancer from the upper -outer quadrant. Pathology showed metastatic breast cancer in two of 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊƛƎƘǘ ŀȄƛƭƭŀǊȅ ƭȅƳǇƘ ƴƻŘŜǎΦ {ƘŜ ƛǎ ŦƻƭƭƻǿƛƴƎ up with oncology to initiate chemotherapy 
and radiation.  
 
Coding for  scenario 1: Malignant  neoplasm  of the upper -outer  quadrant  of the right  female  breast , 
C50.411, Secondary and unspecified malignant neoplasm of axilla and upper limb lymph nodes 
C77.3. 
 
Documentation  scenario 2: Patient  following  up for a history of prostate  cancer two  years ago. He 
completed radiation one year ago. Patient is doing well. Prostate -specific antigen (PSA) level is 
normal.  
 
Coding for  scenario 2: Encounter for follow -up examination  after  completed  treatment  for 
malignant neoplasm Z08, Personal history of malignant neoplasm of prostate Z85.46 
 
Documentation scenario 3:  Patient seen  for recheck of lymphoma. Patient was  diagnosed three  
years ago with lymphoma  involving  the abdominal  lymph  nodes. He completed  chemotherapy  and  
is following  up with  oncology. The recent CT of the abdomen was within normal limits. Patient is in 
remission. 
 
Coding for  scenario 3: Non-Hodgkin lymphoma, unspecified, in remission C85.9A 
 
1 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED October 
1, 2025 (October 1, 2025 - September 30, 2026) Section I.C.2.d. Retrieved October 31, 2025, from https://www.cms.gov/files/document/fy -2026-
icd-10-cm-coding -guidelines.pdf  
2 American Hospital Association (AHA) Coding Clinic, 3Q 2022, page 28 
3 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED October 
1, 2025 (October 1, 2025 - September 30, 2026) Section II.H. Retrieved October 31, 2025, from https:// www.cms.gov/files/document/fy -2026-icd-
10-cm-coding -guidelines.pdf  
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3.3 Diabetes mellitus  
Documentation  guidelines  
When documenting  diabetes  mellitus  (DM), include: 
¶ Type of diabetes,  for example,  type  1, type  2, type 1 presymptomatic, or secondary. 
¶ Associated complications: 
- Indicate  whether  the complication  is acute  or chronic. 
- Body system(s) affected. 
- Laterality,  if applicable,  for example,  right  diabetic  foot  ulcer, or diabetic  retinopathy  of the 

left  eye. 
- Severity, if applicable.  

¶ Remission status, if applicable . 
¶ Use of insulin, oral  hypoglycemic  drugs, or injectable  non-insulin antidiabetic  drugs. 
¶ Status of diabetic  control,  such as controlled,  with  hyperglycemia,  or with  hypoglycemia. 
 
Acute complications,  for example,  diabetic  ketoacidosis  and  hyperosmolar  coma, are typically  
managed  in the inpatient setting.  

It is a documentation best practice to clearly identify diabetic complications and causal 
relationships with linking verbiage such as due to, secondary to,  or caused by . Some complications 
of DM require added specificity in the documentation to describe the complication in more detail. 
For example, the stage of CKD caused by DM, the presence of proliferative  vs. nonproliferative  
diabetic  retinopathy and  associated  laterality, or the presence of gangrene associated with 
diabetic peripheral angiopathy. If a condition commonly associated  with  diabetes  (such as 
neuropathy)  is unrelated  to DM, the best practice  is to expressly document whether  the two 
conditions are unrelated.  

Documentation of the term uncontrolled  for DM is insufficient. Uncontrolled DM must be further 
defined as with  hyperglycemia  or with  hypoglycemia  to  capture  the most appropriate  diagnosis  
code. Other acceptable phrases to describe uncontrolled DM with hyperglycemia are poorly 
controlled, out of control,  and inadequately controlled . 

When utilizing the diagnosis Diabetes Mellitus with other specified complications, two things must 
be considered: 1) The provider must clearly document the complication associated with the 
diabetes. 2) The provider must ensure it is truly a complication of  Diabetes Mellitus, and not a 
comorbid condition.  
 

Coding guidelines  
There are combination codes in ICD-10-CM that  describe the type of DM and the associated 
complication(s). When  a combination  code exists for a particular  complication,  it should  be 
assigned rather  than  assigning  DM and the complication  as independent  codes, if the 
documentation  supports  the cause-and -effect  relationship. 1 The words with  or in should be 
interpreted  to mean associated with  or due  to  when it  appears  in a code title, the Alphabetic 
Index (either under a main term or sub -term), or an instructional note in the Tabular List . The 
classification presumes a causal relationship between the two conditions linked by these terms in 
the Alphabetic Index  or Tabular List .2 Diabetic codes containing the word with  represent 
conditions caused by diabetes, not comorbidities of diabetes.  
 
When multiple complications of DM are addressed and documented during the same encounter, 
multiple combination codes corresponding to the diabetic complications should be assigned. 
According to the American Hospital  Association  (AHA) Coding  Clinic, any combination  of the 
diabetes  codes can be assigned together, unless one diabetic condition is inherent in another. 3 For 
example, diabetic retinopathy documented with hyperglycemia would be reported with two 
ICD-10-CM codes: E11.319, Type 2 DM with unspecified diabetic retinopathy without macular edema, 
and E11.65, Type 2 DM with hyperglycemia. 
 
In ICD-10-CM, DM uncontrolled is indexed as diabetes, uncontrolled, meaning hyperglycemia or 
hypoglycemia. Medical record documentation must clearly indicate the presence of hyperglycemia 
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or hypoglycemia  to ensure accurate  diagnosis  code assignment. Since the documentation  of 
uncontrolled  DM does not allow coders to assign a specific code as explained above, clinicians 
may use alternate phrases that will correspond to diabetes with hyperglycemia. These phrases are 
poorly controlled, out of control,  and inadequately controlled  DM. 
 
Additional code(s) should be assigned from category Z79 to identify the long -term (current) use of 
insulin, oral hypoglycemic drugs, or injectable non -insulin antidiabetic, as follows:  
¶ Long-term Insulin Use (Z79.4) should only be coded as secondary to diabetes. If the patient is 

treated with both oral hypoglycemic drugs and insulin, both code Z79.4, Long-term (current) use 
of insulin, and code Z79.84, Long-term  (current) use of oral hypoglycemic drugs, should be 
assigned.  

¶ If the patient is treated with both insulin and an injectable non -insulin antidiabetic drug, assign 
codes Z79.4, Long-term (current) use of insulin, and Z79.85, Long-term (current) use of injectable 
non-insulin antidiabetic drugs.  

¶ If the patient is treated with both oral hypoglycemic drugs and an injectable non -insulin 
antidiabetic drug, assign codes Z79.84, Long-term (current) use of oral hypoglycemic drugs, and 
Z79.85, Long-term (current) use of injectable non -insulin antidiabetic  drugs.4 

 

Code category E13.- Other specified diabetes mellitus should be used when a patient is documented 
as having  diabetes  type  1.5 or other  terms such as combined  diabetes  type  1 and  2, latent 
autoimmune diabetes of adults (LADA), or double diabetes, per American Hospital Association 
(AHA) Coding Clinic .5 

 

Diabetes  mellitus  
(Note: A dash (-) indicates that  additional  character(s)  are required  for a valid  code assignment.) 

ICD-10-CM code Diagnosis code description  

E08.- Diabetes  mellitus  due to  an underlying  condition  

E09.- 
Drug or chemical -induced  diabetes  mellitus (Code first poisoning due to drug 
or toxin, if applicable , and Use additional code for adverse effect, if applicable, 
to identify drug ) 

E10.- Type 1 diabetes  mellitus 

E11.- Type 2 diabetes  mellitus 

E13.- Other specified  diabetes  mellitus 

Z79.4 Long-term  (current) use of insulin 

Z79.84 Long-term  (current) use of oral  hypoglycemic  drugs 

Z79.85 Long-term (current) use of injectable non -insulin antidiabetic drugs  

Z79.899 Other long -term  (current) drug  therapy  
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Documentation  and  coding  scenarios (for  illustrative  purposes  only) 
Documentation scenario 1:  Patient has severe nonproliferative diabetic retinopathy with macular 
edema of both  eyes caused by type  2 DM. Patient  is currently on insulin, following up with  
endocrinology  and  ophthalmology.  
 
Coding for  scenario 1: Type 2 diabetes  mellitus  with  severe nonproliferative  diabetic  retinopathy  with  
macular edema, bilateral E11.3413, Long-term (current) use of insulin Z79.4 
 
Documentation  scenario 2: Patient  has chronic kidney disease stage  3a due to type  2 DM. GFR is 
stable  on the most recent labs, and the patient is on an oral hypoglycemic drug.  
 
Coding for  scenario 2: Type 2 diabetes  mellitus  with  diabetic  chronic kidney disease E11.22, 
Chronic kidney disease, stage 3a N18.31, Long-term (current) use of oral hypoglycemic drugs 
Z79.84 
 
1 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED October 
1, 2025 (October 1, 2025 - September 30, 2026) Section I.C.4. Retrieved October 31, 2025, from https://www.cms.gov/files/document/fy -2026-
icd-10-cm-coding -guidelines.pdf  
2 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED October 
1, 2025 (October 1, 2025 - September 30, 2026) Section I.A.15. Retrieved October 31, 2025, from https://www.cms.gov/files/document/fy -2026-
icd-10-cm-coding -guidelines.pdf  
3 American Hospital Association (AHA) Coding Clinic, 3Q 2013, page 20 
4 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED 
October 1, 2025 (October 1, 2025 - September 30, 2026) Section I.C.4.a.3. Retrieved October 31, 2025, from 
https://www.cms.gov/files/document/fy -2026-icd-10-cm-coding -guidelines.pdf  
5 American Hospital Association (AHA) Coding Clinic, 3Q 2018, page 4 
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3.4 Body mass index and nutrition -related  conditions  
Documentation  guidelines  
When documenting  body  mass index (BMI) and  nutrition -related  conditions, the provider should 
explicitly document the following : 
¶ Specific clinical  diagnosis  of nutrition -related  condition s, such as overweight,  obesity, protein -

calorie  malnutrition, cachexia, or other related condition s. 
¶ Clearly state the diagnosis based on clinical assessment . 
¶ Severity: Specify mild, moderate,  severe, or by established clinical categories. 
¶ Causative factors , if known , such as excessive calor ie intake , terminal  illness, drug -induced  

malabsorption  syndrome, etc. 
¶ Associated conditions, such as anorexia,  bulimia,  and /ǳǎƘƛƴƎΩǎ syndrome. 
¶ Complications : Clearly document any complications directly related,  such as alveolar  

hypoventilation,  obstructive  sleep apnea,  degenerative  joint and spine,  or delayed wound 
healing . 

 
¢ƘŜ ƳŜŘƛŎŀƭ ŘŜŦƛƴƛǘƛƻƴ ƻŦ aƻǊōƛŘ ƻōŜǎƛǘȅ ƛǎΣ άŀ ǎŜǊƛƻǳǎ ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴ ǘƘŀǘ ǊŜǎǳƭǘǎ ŦǊƻƳ ŀƴ 
abnormally high body mass that is diagnosed by having a body mass index (BMI) greater than 40 
kg/m 2, a BMI of greater than 35 kg/m 2 with at least one serious obesity-related condition or being 
ƳƻǊŜ ǘƘŀƴ млл ǇƻǳƴŘǎ ƻǾŜǊ ƛŘŜŀƭ ōƻŘȅ ǿŜƛƎƘǘ όL.²ύΦέ Providers may also diagnose obesity by class. 
Class I obesity is defined as BMI 30.0-34.9 kg/m². Class II obesity is defined as BMI 35.0-39.9 kg/m². 
Class III obesity is defƛƴŜŘ ŀǎ .aL җ плΦл ƪƎκƳчΦ1 Ultimately,  it is based  on the ǇǊƻǾƛŘŜǊΩǎ clinical  
judgment  and  documentation  of whether  or not a  patient  meets the definition of morbid obesity  or 
the respective class of obesity . 
 
Establishing  a diagnosis  of malnutrition  or cachexia  is also dependent  on the ǇǊƻǾƛŘŜǊΩǎ clinical  
assessment based on the findings in each individual case , as there are no widely agreed -upon 
diagnostic criteria. Supportive  clinical  findings  should always  be documented  in the record , such as 
weight  loss, low  BMI, or loss of muscle mass. In addition, document any underlying causes of 
malnutrition , such as celiac disease, multiple sclerosis, AIDS, or malignancy, if known. 
 

Coding guidelines  
To assign a diagnosis code for morbid obesity, the provider must expressly document obesity as 
morbid  or severe in the medical  record. Per the American  Hospital  Association  (AHA) Coding  Clinic, 
BMI codes should be reported  as a secondary code when the provider  also documents  a clinical  
diagnosis , such as underweight, obesity , morbid obesity , or obesity by class that corresponds to the 
BMI value.2 

 
Codes for BMI may be assigned based on medical record documentation from clinicians who are not 
ǘƘŜ ǇŀǘƛŜƴǘΩǎ provider but  instead  are involved  in the care of the patient,  such as a nurse or dietician. 
The BMI must be clearly documented by the appropriate provider type , as coders are not permitted 
to calculate BMI based on the documented height and weight of the patient. 3 
 

Obesity, morbid  obesity,  and  nutrition -related  conditions  
(Note: A dash (-) indicates  that  additional  character(s)  are required  for a valid  code assignment.) 

ICD-10-CM code Diagnosis code description  

E43 Unspecified severe protein -calorie  malnutrition  

E44.- Protein-calorie  malnutrition  of moderate and mild degree  

E46 Unspecified protein -calorie  malnutrition  

E66.- 
Overweight,  obese, morbidly  obese, drug -induced obesity, and obesity 
by class 
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Obesity, morbid  obesity,  and  nutrition -related  conditions  
(Note: A dash (-) indicates  that  additional  character(s)  are required  for a valid  code assignment.) 

ICD-10-CM code Diagnosis code description  

R63.6 Underweight  

R64 Cachexia 

Code also BMI Z68.- 

 

Documentation  and  coding  scenarios (for  illustrative  purposes  only) 
Documentation scenario 1:  Patient comes in complaining of unintentional weight loss, and states 
their appetite and  food  intake  have not  changed.  Patient  is noted  to be underweight  with  a BMI of 
18.3. A nutritional supplement was prescribed, and a work -up to uncover the cause of weight loss 
was initiated.  
 
Coding scenario 1: Underweight  R63.6, Body mass index (BMI) 19.9 or less, adult  Z68.1 
 
Documentation  scenario 2: Patient  comes in for a follow -up visit. They are morbidly  obese with  a 
BMI of 42.4. Counseled on weight loss, including diet and exercise. 
 
Coding scenario 2: Morbid  (severe) obesity  due to excess calories E66.01, Body mass index (BMI)  
40.0ς44.9 Z68.41 

 
1 hōŜǎƛǘȅ aŜŘƛŎƛƴŜ !ǎǎƻŎƛŀǘƛƻƴΦ όнлноΣ bƻǾŜƳōŜǊ сύΦ {ƘƛŦǘƛƴƎ ŦǊƻƳ άaƻǊōƛŘ hōŜǎƛǘȅέ ǘƻ ά/ƭŀǎǎ LLL hōŜǎƛǘȅΦέ hōŜǎƛǘȅ aŜŘƛŎƛƴŜ !ǎǎociation. 
https://obesitymedicine.org/blog/shifting -from -morbid -obesity -to-class-iii-obesity/  
2 American Hospital Association (AHA) Coding Clinic , 4Q 2018, page 77 
3 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED October 
1, 2025 (October 1, 2025 - September 30, 2026) Section I.B.14. Retrieved October 31, 2025, from https://www.cms.gov/files/document/fy -2026-
icd-10-cm-coding -guidelines.pdf  

  

https://obesitymedicine.org/blog/shifting-from-morbid-obesity-to-class-iii-obesity/
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3.5 Dementia and  seizure disorder  
Documentation  guidelines  
When documenting  dementia,  include: 
¶ Type, such as vascular (for example, hypertensive cerebral vascular disease and multi -infarct) 

and  dementia in Diseases Classified Elsewhere (for exampleΣ !ƭȊƘŜƛƳŜǊΩǎΣ [Ŝǿȅ .ƻŘȅΣ IL±Σ 
tŀǊƪƛƴǎƻƴƛǎƳΣ tƛŎƪΩǎ 5ƛǎŜŀǎŜύ. 

¶ The presence or absence of behavioral  disturbance s: 
o Clearly indicate whether behavioral disturbances are present or absent . 
o Behavioral disturbances include aggressive or combative behavior, wandering, agitation, 

psychosis, or other disruptive behaviors . 
 
When documenting  seizure disorder  (epilepsy), explicitly  include: 
¶ Specific clinical diagnosis of epilepsy, seizure disorder or a single isolated seizure. 
¶ Frequency, recurrence, or date of most recent seizure activity. 
¶ Type of seizures, for example,  generalized,  petit  mal, partial  complex. 
¶ Convulsive (tonic-clonic) vs. other  symptoms, for example,  absence seizure, myoclonus. 
¶ Controlled  vs. intractable . 
¶ Presence of status epilepticus . 
¶ Idiopathic  vs. secondary. 
¶ Underlying  cause or pathology,  if any, for example,  anoxic brain  injury, brain  tumor, or previous 

CVA. 
¶ Diagnostic  testing  or ongoing  treatment  with  medications . 
 

Coding guidelines  
Diagnosis code assignment for dementia depends on the type of dementia, underlying conditions, 
associated conditions,  and  whether  or not  the patient  has behavioral  disturbances.  When dementia  
is the result  of another condition, the underlying condition is reported first . Code F02.-, Dementia in 
other diseases classified elsewhere , with or without behavioral disturbance, and specified further by 
severity, is reported as a secondary code. ICD-10-CM contains guidance for the use of an additional 
code, Z91.83, to identify wandering in dementia, if applicable. 1 
 
Diagnosis codes for convulsions that are not classified as epileptic in nature code to the signs and 
symptoms chapter  of ICD-10-CM. Epilepsy and  seizure disorders code to category  G40.- and  require  
the type  of epilepsy or recurrent seizures, whether intractable or not intractable, and with or without 
status epilepticus, to assign codes to the highest level of specificity.  
 

Dementia  and  seizure disorder  
(Note: A dash (-) indicates that  additional  character(s)  are required  for a valid  code assignment.) 

ICD-10-CM code Diagnosis code description  

F01.- Vascular dementia  

F02.- Dementia  in diseases classified elsewhere 

F03.- Unspecified dementia  

G40.- Epilepsy and  recurrent  seizures 

R56.- Convulsions, not  elsewhere classified 
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Documentation  and  coding  scenarios (for  illustrative  purposes  only)  
Documentation scenario 1:  tŀǘƛŜƴǘ ǿƛǘƘ tŀǊƪƛƴǎƻƴΩǎ ŘƛǎŜŀǎŜ ǿŀǎ ōǊƻǳƎƘǘ ƛƴ ōȅ ŦŀƳƛƭȅ ŦƻƭƭƻǿƛƴƎ 
episodes of agitation and combativeness. They were recently evaluated by neurology and 
ŘƛŀƎƴƻǎŜŘ ǿƛǘƘ tŀǊƪƛƴǎƻƴΩǎ ŘŜƳŜƴǘƛŀΦ !ǘ ǘƘƛǎ ǾƛǎƛǘΣ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǿƻǊƪ-up did not reveal an organic 
cause of the agitation , such as an infection. Based on a phone consultation  with  neurology , the 
patient was started on a low -dose antipsychotic  at bedtime with plans for follow -up. 
 
Coding for  scenario 1: tŀǊƪƛƴǎƻƴΩǎ ŘƛǎŜŀǎŜ ǿƛǘƘƻǳǘ ŘȅǎƪƛƴŜǎƛŀΣ ǿƛǘƘƻǳǘ ƳŜƴǘƛƻƴ ƻŦ ŦƭǳŎǘǳŀǘƛƻƴǎ, G20.A1, 
Dementia in other diseases classified elsewhere, unspecified severity, with agitation F02.811 
 
Documentation scenario 2:  Patient presents for refills on anti -epileptic medications. They have had 
generalized idiopathic epilepsy for  many years, with only a  few breakthrough seizures  related  to  
medication adjustment.  The patient  has not  experienced  any seizures in the past six months and  
has been stable  on the same medication. Their medication was refilled.  
 
Coding for  scenario 2: Generalized idiopathic  epilepsy  and  epileptic  syndromes, not  intractable,  
without status epilepticus G40.309 

 
1 ICD-10-CM Expert for Physicians: The Complete  Official  Code Set (FY 2026) 
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3.6 Substance use disorder  
Substance use disorders are a cluster of cognitive, behavioral, and physiological symptoms due to 
the use of a substance. A Use disorder  is characterized by a defined set of clinical criteria originally 
published in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM -5), and 
continued in the text revision (DSM-5-TR). The criteria evaluate for impaired control, social 
impairment, risky use, tolerance, and withdrawal. Based on clinical evaluation and the number of 
symptom criteria endorsed, a use d isorder can be diagnosed, and the severity of the use disorder can 
then be prescribed. 1 
 

Documentation  tips 
¶ Name of substance (s) 
¶ Current severity/ remission: mild, moderate, severe, early remission, sustained remission 
¶ Specify if present: withdrawal, intoxication, associated mental disorders  
 

Diagnostic criteria of substance use disorder  
A problematic pattern of use leading to clinically significant impairment or distress, as manifested by 

at least two of the following, occurring within 12 months: 1 

1. The substance is often taken in larger amounts or over a longer period than was intended . 
2. There is a persistent desire or unsuccessful efforts to cut back on substance use. 
3. An excessive amount of time is spent on activities necessary to obtain the substance, use the 

substance, or recover from its effects . 
4. Craving, or a strong desire or urge to use the substance . 
5. Recurrent substance use results in a failure to fulfill major role obligations at work, school, or 

home. 
6. Continued substance use despite having persistent or recurrent social or interpersonal problems 

caused or exacerbated by the effects of the substance . 
7. Loss of important social, occupational, or recreational activities due to substance use . 
8. Recurrent substance use in situations in which it is physically hazardous . 
9. Substance use is continued despite knowledge of having a persistent or recurrent physical or 

psychological problem that is likely to have been caused or exacerbated by substance . 
10. Tolerance, as defined by either of the following:  

a. A need to markedly increase amounts of substance to achieve intoxication or the desired 
effect . 

b. A markedly diminished effect with continued use of the same amount of the substance . 
11. Withdrawal, as manifested by either of the following:  

a. The characteristic withdrawal syndrome for the substance . 
b. Substances are taken to relieve or avoid withdrawal symptoms . 

 
Note: Criteria  10 and 11 are not considered to be met for those individuals taking the substance solely 
under appropriate medical supervision 1 
 
Severity of use disorder is based on the amount of symptom criteria present:  1 
¶ Mild: Presence of two to three  symptom criteria  
¶ Moderate: Presence of four to five  symptom criteria  
¶ Severe: Presence of six or more symptom criteria  
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Coding guidelines  
Per ICD-10-CM guidelines, only one code should be assigned according to the following hierarchy 
when use, abuse, or dependence are documented for the same substance:  
¶ Code abuse when use and  abuse are documented . 
¶ Code dependence  if use and/or  abuse is documented  with  dependence . 
¶ Code abuse when a mild substance use disorder is documented. 
¶ Code dependence when moderate or severe substance use disorder is documented. 
 
Coding guidelines also state that codes for psychoactive substance use are to be used only when the 
psychoactive  substance use is associated  with  a physical, mental,  or behavioral  disorder, and  such a 
relationship is documented. 2 
 
There are no codes for a history of alcohol and drug dependence. A patient with a personal history 
of drug or alcohol dependence is coded as in remission . 
 

Substance use, abuse, and  dependence 
(Note: A dash (-) indicates that  additional  character(s)  are required for a valid  code assignment.) 

ICD-10-CM code Diagnosis code description  

F10.- through  F19.- 
Alcohol, opioid, cannabis, sedative, cocaine, stimulant, hallucinogen, 
nicotine, inhalant,  and  other  psychoactive  substance-related  disorders 

Z72.0 Tobacco use 

Z87.891 Personal history of nicotine  dependence  

 

Documentation  and  coding  scenarios (for  illustrative  purposes  only) 
Documentation  scenario 1: Patient  was recently  started  on an anti -anxiety  medication  after  being  
evaluated by a psychiatrist. The patient was diagnosed with anxiety disorder  induced by the 
patient's mild cocaine use disorder . The patient was counseled on cessation and referred to rehab.  
 
Coding for  scenario 1: Cocaine abuse with  cocaine-induced  anxiety  disorder  F14.180 
 
Documentation  scenario 2: Patient  comes to the office seeking help  with  smoking cessation. They 
have a 30-pack-year history of smoking cigarettes. They suffer from COPD, which is managed with 
inhalers. Despite their COPD diagnosis, they have failed to quit smoking multiple times. They also 
have a history of alcohol dependence , but managed to quit drinking and have been sober for 
seven years. 
 
Coding for  scenario 2: Nicotine  dependence,  cigarettes, uncomplicated  F17.210, Alcohol  dependence,  
in remission F10.21, Chronic obstructive  pulmonary  disease, unspecified  J44.9 
 
1 American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders , Fifth Edition, Text Revision. Washington, DC, 
American Psychiatric Association, 2022 
2 Centers for Medicare & Medicaid Services (U.S.) (2025). ICD-10-CM Official Guidelines for Coding and Reporting FY 2026 -- UPDATED October 
1, 2025 (October 1, 2025 - September 30, 2026) Section I.C.5.b. Retrieved October 31, 2025, from https://www.cms.gov/files/document/fy -2026-
icd-10-cm-coding -guidelines.pdf  
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3.7 Major depressive and bipolar  disorders 
Documentation guidelines  
When documenting  major  depressive disorder  (MDD), include: 
¶ Recurrence: Specify if the depressive episode is a single episode or recurrent. 
¶ Severity: Explicitly document as mild, moderate,  or severe, based on clinical evaluation. 
¶ Psychotic features: Clearly indicate the presence or absence of psychotic symptoms.  
¶ Remission status (if applicable ): 
- Partial remission: Patient exhibits reduced symptoms but does not yet meet full remission 

criteria.  

- Full remission: Complete resolution of depressive symptoms due to ongoing treatment, 
without recent symptoms.  

 
Use available tools, such as the patient health questionnaire -9 (PHQ-9) and the geriatric depression 
scale (GDS), to detect  and  determine  the severity of depression symptoms. The clinical  interpretation  
of the results of the screening tool must be documented by the provider in the medical record. A 
coder cannot assign a diagnosis code based on the score from the screening test.  
 
In patients  with  MDD, in remission  denotes  the absence of depression symptoms as a result of 
ongoing treatment.  
 
When documenting  bipolar  disorder, include: 
¶ Type, such as type  I or type  II. 
¶ Current episodes, such as hypomanic,  manic, depressed, or mixed. 
¶ Severity, such as mild, moderate,  or severe. 
¶ Presence of psychotic features. 
¶ Remission status, such as partial  or full. 
 
Always document  ongoing  treatment  for major  depressive and  bipolar  disorders, including  
antidepressant  and antipsychotic medications, psychotherapy, and electroconvulsive therapy (ECT). 
Document any recent hospitalization for inpatient treatment of these disorders.  
 

Coding guidelines  
Per the American Hospital Association (AHA) Coding Clinic , code F32.A is reserved for depression or 
depressive disorders not otherwise specified. It is the default code assigned when a clinician 
documents depression or depressive disorder but has not specified the episode, severity, or clinical 
status of the depression . 1 
 
Per the American Hospital Association (AHA) Coding Clinic, when MDD and bipolar  disorder are 
documented concurrently within an encounter, ICD -10-CM requires the assignment  of bipolar  disorder  
alone. The ICD-10-CM code set contains  an Excludes 1 note  at  F31.-, Bipolar disorder, indicating that 
bipolar disorder and major depressive disorder cannot be reported together .2 

 

Major  depressive and  bipolar  disorders 
(Note: A dash (-) indicates that  additional  character(s)  are required  for a valid  code assignment.) 

ICD-10-CM code Diagnosis code description  

F22 Delusional  disorders 

F24 Shared psychotic  disorder 

F30.- Manic episode 

F31.- Bipolar  disorder 
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Major  depressive and  bipolar  disorders 
(Note: A dash (-) indicates that  additional  character(s)  are required  for a valid  code assignment.) 

ICD-10-CM code Diagnosis code description  

F32.- Major  depressive disorder, single episode 

F33.- Major  depressive disorder, recurrent 

F34.- Persistent mood  (affective ) disorders 

F39 Unspecified mood  (affective ) disorder 

 

Documentation  and  coding  scenarios (for  illustrative  purposes  only) 
Documentation scenario 1:  Patient with recurrent major depressive disorder comes in for a follow -
up visit. Patient  reports a  persistent depressed  mood  and  scored 12 on the PHQ-9. Based on the 
reported  symptoms and associated PHQ -9 score, a moderate level of depression is indicated. The 
patient will be referred to psychiatry for medication adjustment.  
 
Coding for  scenario 1: Major  depressive disorder, recurrent, moderate  F33.1 
 
Documentation scenario 2:  Patient recently discharged from the inpatient psychiatric unit comes 
in for a follow -up visit. They have bipolar I  disorder and  were hospitalized  for five days for a  
manic episode.  They are now  in full  remission and  report  no manic  or depressive symptoms. They 
were instructed  to continue  their current antipsychotic medication regimen.  
 
Coding for  scenario 2: Bipolar  disorder, in full  remission, most recent episode manic  F31.74 
 
1 American Hospital Association (AHA) Coding Clinic, 4Q 2021, page 9 

2 American Hospital Association (AHA) Coding Clinic, 1Q 2020, page 23 
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3.8 Schizophrenia, personality , and  eating  disorders 
Documentation  guidelines  
When documenting  schizophrenia, include  the type, if known: 
¶ Paranoid,  disorganized,  catatonic,  residual, or undifferentiated  schizophrenia 
¶ Schizophreniform  disorder 

When documenting  personality  disorders, include  the type, if known: 
¶ Paranoid, schizoid, antisocial, borderline, histrionic, obsessive -compulsive, avoidant, dependent, 

and narcissistic  personality disorders 

When documenting  eating  disorders, include  the type, if known: 
¶ Anorexia nervosa, restricting type, binge eating/purging type, Bulimia nervosa, and other 

specified eating disorders such as pica  
 
In addition, document body mass index (BMI) and any complications related to poor nutrition due 
to an eating disorder , such as malnutrition  or vitamin  deficiency. Complications  resulting  from 
purging,  such as tooth  erosion and electrolyte imbalance, should be documented using linking 
language to establish a relationship between the complication and the underlying disorder.  
 
Document  any ongoing  treatment  of mental  and  behavioral  disorders, including  antipsychotic  
medications, psychotherapy, and cognitive behavioral therapy. Document any recent 
hospitalization for inpatient treatment of mental and behavioral disorders.  
 

Coding guidelines  
American  Hospital  Association  (AHA) Coding  Clinic states that  there are currently  no ICD-10-CM 
codes that differentiate between severity or acute exacerbation of schizophrenia. Therefore, if the 
patient has an acute exacerbation of schizophrenia, assign code F20.9, Schizophrenia unspecified. 1 
 
Per the American  Hospital  Association  (AHA) Coding Clinic,  BMI codes should be reported as a 
secondary code when the provider also documents a clinical diagnosis , such as underweight, obesity, 
or morbid obesity,  that corresponds to the BMI value. 2 Codes for BMI may be assigned based  on 
medical  record  documentation  from clinicians who are not  ǘƘŜ ǇŀǘƛŜƴǘΩǎ provider  but instead are  
involved in  the care of  the patient, such  as a nurse or dietician. The BMI must be clearly  documented , 
as coders are not  permitted  to calculate  BMI based  on the documented  height  and  weight of the 
patient. 3 
 

Schizophrenia, personality,  and  eating  disorders 
(Note: A dash (-) indicates that  additional  character(s)  are required  for a valid  code assignment.) 

ICD-10-CM code Diagnosis code description  

F20.- Schizophrenia 

F21 Schizotypal  disorder 

F22 Delusional  disorder 

F23 Brief psychotic disorder 

F24 Shared psychotic  disorder 

F25.- Schizoaffective disorders 

F50.- Eating disorders 

F60.- Specific personality  disorders 














































