NC Department of Health and Human Services/Division of Public Health/WCH Section 

C&Y Child Health Program, Clinical Record Review

FY 11-12 RECORD AUDIT TOOL

Well Child Care      DRAFT

NC Department of Health and Human Services/Division of Public Health/WCH Section 

C&Y Child Health Program

Well Child Care 

Clinical Record Review Tool

Health Department:  _____________________________________   Date:  _____________
Reviewers:  _________________________________________________________________
All individuals enrolled in the agency's child health program shall receive the following services as per the current NC Medicaid Health Check Program Guide requirements. Services will be documented on DPH approved forms or EHR format for Well Child Care visits regardless of source of payment.  This form may be copied to a Word file and used electronically.
                                               Patient Identifier (Initials and DOB)
                                                     1      2        3       4       5       6      7      8      9      10
	      Initials of Staff Providing Service
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	        Age of child on date of service
	
	
	
	
	
	
	
	
	
	


1.  Comprehensive Health History Note: Completed at initial visit; please ensure all sections are completed.  Indicate ‘unable to complete’ if information is not available.  
     A.   Initial History

        1        2       3       4       5       6       7      8      9     10
	Date of Service
	
	
	
	
	
	
	
	
	
	

	General Contact/Household Members
	
	
	
	
	
	
	
	
	
	

	Birth History
	
	
	
	
	
	
	
	
	
	

	Family Medical History 
	
	
	
	
	
	
	
	
	
	

	Child’s Past Medical History
	
	
	
	
	
	
	
	
	
	

	Social History
	
	
	
	
	
	
	
	
	
	

	Review of Systems 
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
     B. Updated/Interval History (completed at each subsequent well visit)
        1        2       3       4       5       6       7      8      9     10

	General Contact/Household 
	
	
	
	
	
	
	
	
	
	

	Family Medical History
	
	
	
	
	
	
	
	
	
	

	Social History
	
	
	
	
	
	
	
	
	
	

	Child’s Past Medical History
	
	
	
	
	
	
	
	
	
	

	Review of Systems
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:

2.  Comprehensive Unclothed Physical Assessment and Measurements
A.   Measurements, Blood Pressure and Other Vital Signs:

                                                     1       2        3        4        5     6       7     8      9    10

	Head Circumference (through 24 months of age)
	
	
	
	
	
	
	
	
	
	

	Weight for age plotted
	
	
	
	
	
	
	
	
	
	

	Height/Length for age plotted
	
	
	
	
	
	
	
	
	
	

	Weight for length plotted (< 24 months of age)
	
	
	
	
	
	
	
	
	
	

	BMI calculated (≥ 24 months)
	
	
	
	
	
	
	
	
	
	

	BMI percentile documented (> 24 months)
	
	
	
	
	
	
	
	
	
	

	Blood Pressure (≥ 3years of age; < 3 years of age if medically indicated) 
	
	
	
	
	
	
	
	
	
	

	Blood pressure percentile documented
	
	
	
	
	
	
	
	
	
	

	Other Vital Signs (as indicated)
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
B.  Comprehensive Unclothed Physical Assessment:

                                                      1       2        3      4       5       6       7     8       9    10

	General Appearance
	
	
	
	
	
	
	
	
	
	

	Skin/Nodes
	
	
	
	
	
	
	
	
	
	

	Head/Scalp/Fontanels
	
	
	
	
	
	
	
	
	
	

	Eyes (ocular motility, red reflex, attempt ophthalmoscope exam)
	
	
	
	
	
	
	
	
	
	

	Ears (canals, drums)
	
	
	
	
	
	
	
	
	
	

	Nose
	
	
	
	
	
	
	
	
	
	

	Mouth/Throat
	
	
	
	
	
	
	
	
	
	

	Teeth/Gums/Oral Care
	
	
	
	
	
	
	
	
	
	

	Neck (≥ 2 yrs. of age)
	
	
	
	
	
	
	
	
	
	

	Heart (includes femoral pulses for ≤ 2 yrs. of age)
	
	
	
	
	
	
	
	
	
	

	Lungs/chest
	
	
	
	
	
	
	
	
	
	

	Breast (starting at 7-8 yrs. of age)
	
	
	
	
	
	
	
	
	
	

	Abdomen
	
	
	
	
	
	
	
	
	
	

	Genitalia
	
	
	
	
	
	
	
	
	
	

	Tanner Stage (starting at 7-8 yrs. of age)
	
	
	
	
	
	
	
	
	
	

	Musculoskeletal/Extremities 
	
	
	
	
	
	
	
	
	
	

	Back/Spine (Inspect and palpate/observe posture)
	
	
	
	
	
	
	
	
	
	

	Hips (up to 2 ½ yrs. of age)
	
	
	
	
	
	
	
	
	
	

	Neurological
	
	
	
	
	
	
	
	
	
	

	Reason for any deferred component must be documented
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:   
3.  Nutrition Assessment 

                                                      1      2        3        4       5      6      7      8      9     10

	Components assessed: (BMI, diet, labs, risk assessment; documentation of age-specific nutrition per Bright Futures)
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:

4.   Vision Screening
Objective screenings required annually for age 3 through 6 years, and again at age 8 years, age 10 years, age 12 years, and age 15 years. Providers shall selectively screen vision at other ages based on the provider’s assessment of risk, including any academic difficulties. 
CPT 99172 + EP modifier visual function screening, automated or semi-automated bilateral quantitative determination of visual acuity, ocular alignment, color vision by pseudoisochromatic plates, and field of vision.
CPT 99173 + EP modifier screening test of visual acuity
No additional reimbursement is allowed for these codes.
                                                     1        2        3       4       5      6       7     8       9     10
	Objective Vision screening completed 
	
	
	
	
	
	
	
	
	
	

	Vision risk assessment completed if screening not done
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:    
5.   Hearing Screening 
Required annually for ages 4-6 years, at age 8 years, age 10 years, and once between the ages of 11-14, ages 15-17, and ages 18-21; required at other ages based on providers assessment of risk.
Best Practice Tip: 2017 Bright Futures now recommends screening with audiometry including 6,000 and 8,000 Hz high frequencies once between 11 through 14, once between 15 and 17 and once between 18 and 21 years
See 2017 Bright Futures Periodicity Schedule for link to ‘The Sensitivity of Adolescent Hearing Screens Significantly Improves by Adding High Frequencies’ (http://www.jahonline.org/article/S1054-139X(16)00048-3/fulltext)
CPT 92551 + EP modifier for screening test pure tone, air only 
CPT 92552 + EP modifier for pure tone audiometry (threshold), air only

CPT 92587+ EP modifier for Evoked otoacoustic emissions, limited (single stimulus level either transient or distortion product) 
No additional reimbursement is allowed for these codes.
                                                     1       2        3      4       5       6       7       8     9     10

	Objective Hearing screening completed 
	
	
	
	
	
	
	
	
	
	

	Hearing risk assessment completed if screening not done
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments: 
6.    Dental Screenings:  
· HCPG requires an Oral Health Screening at every preventive health visit. This means that a physical assessment of the mouth and teeth must occur (is required) at every Health Check visit All children 3 years and older must be (are required to be) assessed for the presence of a dental home. If no dental home is identified, the PCP/Pediatrician must (is required to) refer the child to a dentist for dental care. 

· However, LHDs use questions from the Bright Futures pre-visit questionnaire which ask about oral health (presence of dental home, fluoride supplementation and risk for caries) before age 3 years and then ongoing after age 3 years. Therefore, when any screening indicates a need for dental services, referrals must be made at any age (are required) for needed dental services and documented in the child’s medical record OR an explanation for why a referral to a dentist is not able to be made and a plan of care to address any acute issues. When a risk for caries is identified, it must be addressed with anticipatory guidance in the plan of care. Any need for fluoride supplementation should be addressed in the plan of care.
Appropriate Z-codes related to risk for dental caries when there are concerns for caries that may be used by ERRNS:
· Z91.842 – risk for dental caries, moderate

· Z91.843 – risk for dental caries, high
Fluoride varnish: Six oral screening packages (examination, prevention oral health and dietary counseling, and application of fluoride varnish) are allowed and recommended for Medicaid beneficiaries from the time of tooth eruption up to age 3 years and 6 months Bill CPT D1206 topical fluoride, then CPT D0145 oral evaluation for fluoride dental varnish, if done.
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	Oral/Dental screening documented at every visit
	
	
	
	
	
	
	
	
	
	

	Topical Fluoride treatment and oral evaluation if age appropriate (from time of tooth eruption to age 3 1/2 years of age)
If need for fluoride supplementation is identified from the Bright Futures pre-visit questionnaire at any age, this must be addressed in the plan of care
	
	
	
	
	
	
	
	
	
	

	When the LHD Bright Futures question reveals that no dental home exists at the 12-30-month visits, a risk assessment must be performed to determine the need for a referral to a dental home.

If the clinical best practice indicates the child should be referred, based on risk at any age, then a dental referral should be made.

If a risk for caries is identified, this should be addressed in the plan of care even if a referral to a dental home is not needed acutely (i.e, provide anticipatory guidance)

However, if a dental home is not available, this must be documented and a plan of care of acute needs must be developed.
	
	
	
	
	
	
	
	
	
	

	Dental home established, or referral documented: > 3 years of age
	
	
	
	
	
	
	
	
	
	

	Record Compliant
	
	
	
	
	
	
	
	
	
	


Comments:

7.  Immunizations  
When an immunization administration accompanies a preventive service visit, the preventive service CPT (9938x / 9939x) must appear with a ‘25’ modifier on the claim form, per CCI changes. Providers must also use ICD 10 code Z23 as one of the diagnosis codes with administration of immunizations.
· Immunization codes currently covered are CPT codes 90460, 90471, 90472 + add on code, 90473, 90474 + add on code.
· Always append EP modifier to all vaccine administration codes, including 90460.

· Do not append the EP modifier to the PT vaccine product codes.

· Do not report the National Drug Code wit the CPT vaccine product code. NDCs should not be submitted for vaccine CPT codes to prevent denials of those details.

· For additional immunization coding guidance refer to the current HCPG.
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	Immunization status screened and documented
	
	
	
	
	
	
	
	
	
	

	Immunizations provided if needed or reason for not providing immunizations documented
	
	
	
	
	
	
	
	
	
	

	Record Compliant
	
	
	
	
	
	
	
	
	
	


Comments:

8.    Laboratory Screening:  Hemoglobin/Hematocrit (Age Appropriate or Based on

       Risk Assessment)

 
CPT 85013 Spun hematocrit
      
CPT 85014 Hematocrit

       
CPT 85018 Hemoglobin (Hgb)
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	Hemoglobin/Hematocrit screening (once during infancy at 12 months of age)
	
	
	
	
	
	
	
	
	
	

	Anemia risk assessment completed at 4 months of age & at every well child preventative visit after 12 months of age. 
	
	
	
	
	
	
	
	
	
	

	Hemoglobin/Hematocrit screening as appropriate based on positive risk factors
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments: 

9.    Laboratory Screening: Newborn Metabolic Screening/Sickle Cell
All children without evidence of a previous test, if born outside the US and older than 6 months of age should be tested for Sickle Cell and the results documented in the record. Best Practice recommends providers try to obtain newborn metabolic screening results up to 6 months. A plan of care and/or a referral must be documented for abnormal findings.
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	Results documented in chart: (confirm test has been done no later than 1 month of age)
	
	
	
	
	
	
	
	
	
	

	Test completed as appropriate based on screening
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:

10.    Laboratory Screening:  Blood Lead Testing
To count as the 12-month screen, testing must have occurred between 11 and 18 months of age.  To count as the 24-month screen, testing must have occurred between 18 and 30 months of age.
Providers who use, CLIA approved/waived point of care (POC) lead analyzers may bill one unit for CPT  83655 with EP modifier when the screening is administered during a Health Check Early Periodic Screening visit.
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	Blood Lead required @ 12 months 
	
	
	
	
	
	
	
	
	
	

	Blood Lead required @ 24 months
	
	
	
	
	
	
	
	
	
	

	Blood Lead required @ 25-72 months upon first visit to agency
	
	
	
	
	
	
	
	
	
	

	Blood Lead Test completed, based on age and risk assessment screening
	
	
	
	
	
	
	
	
	
	

	Documentation of test and intervention as indicated
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:

11.  Tuberculosis (TB) Risk Assessment/Testing
                                                      1      2        3        4       5      6      7      8      9      10

	TB risk status screened
	
	
	
	
	
	
	
	
	
	

	TB test completed as indicated
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:

12.  Sexually Transmitted Infection/Disease (Including HIV) Risk Assessment with Screening and/or Referral
· Providers are to follow the most recent CDC Sexually Transmitted Diseases Treatment Guidelines for screening and treatment of adolescents.
· Per US Preventative Services Taskforce (USPSTF), screening for HIV has been updated to occur once between 15 and 18 years of age, making every effort to preserve confidentiality of the adolescent. Those adolescents at increased risk of HIV infection should be screened for HIV starting at age 12 years and re-assessment annually if positive risk factors) or referral for screening labs. Adolescents should be assessed for risk for STI (including HIV) and screening should be performed or a referral to another provider to complete the screening labs.
        1       2        3       4       5        6      7      8      9     10   
	STI (including HIV) risk assessment 
	
	
	
	
	
	
	
	
	
	

	STI (including HIV) screening completed as indicated or referral for screening labs
	
	
	
	
	
	
	
	
	
	

	HIV screening (once between the ages of 15 & 18 years of age; or starting at age 12 years and re-assessment annually if positive risk factors) or referral for screening labs
	
	
	
	
	
	
	
	
	
	

	Documentation of screening, and/or referral and intervention as indicated
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
13.    Developmental Surveillance 
· Required at all ages except when developmental screening is done

· Developmental surveillance for children under 11 years requires use of Bright Futures tools and is considered incidental to performance of a wellness exam and is included in the fee for the office visit.
· Developmental surveillance for adolescents (11 years and older) requires use of Bright Futures tools which includes the HEEADSSS risk screening tool in LHDs.
· Developmental surveillance can be reimbursed separately when the HEEADSSS risk screening is completed and documented as part of the well visit for adolescents 11 years and older.
· LHDs can bill for use of HEEADSSS using CPT 96160 + EP Modifier. 
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	Bright Futures tools are used (including HEEADSSS when screening adolescents); 
Documentation must include:

· Billing provider has reviewed all the responses to the surveillance questions (including all HEEADSSS questions);

· Date surveillance was performed;
· Any concerns that were identified or not identified under each component of HEEADSSS or Bright Futures developmental surveillance questions;

· Guidance given;

· Referrals as indicated; 
	
	
	
	
	
	
	
	
	
	

	Structured age specific screening completed if positive result on surveillance
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:  
14.  Maternal Postpartum Depression Screening and/or Referral:
· Recommended tools:  Edinburgh, PHQ-2 followed by PHQ-9 or Edinburgh if PHQ-2 is positive or the PHQ-9;

· AAP recommends screening within the first month, and at the 2, 4, and 6-month visits;
· Use CPT 96161 + EP (+ 59 modifier if 96127 also done at same visit). NC Medicaid will reimburse providers for up to 4 maternal depression risk screens for mothers during the infant’s first year postpartum;
                                                     1        2        3       4       5      6      7      8       9     10

	Structured age-appropriate screening or referral if concerns
	
	
	
	
	
	
	
	
	
	

	Documentation must include:
· Billing provider has reviewed tool(s);

· Date tool(s) completed;

· Name of screening tool;
· Result/score;
· Guidance given;

· Referrals
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
15.   Screening for Autism Spectrum Disorders:  Performed at 18 and 24-month visits
· Use CPT 96110 + EP
· Providers should use M-CHAT R/F; other tools are available at: https://brightfutures.aap.org/Bright%20Futures%20Documents/Developmental_Screening_Tools.pdf
· Screen may be administered as a “catch-up” if the 18 or 24-month visit was missed;
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	Structured age-appropriate screening done as appropriate
	
	
	
	
	
	
	
	
	
	

	Documentation to include:
· Billing provider has reviewed tool;
· Date screening done;

· Name of tool; 
· Screening result/score;
· Guidance given;
· Referrals as indicated;
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
16.  Screening for General development and Behavior, ages 0-5-year-olds:  

· Use CPT 96110 with EP modifier for ASQ-3 or PEDS;
· In NC, developmental screens must be done at the 6-month, 12-month, 18 or 24-months, and at the 3, 4, and 5 -year visits.
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	Structured age-appropriate screening  
	
	
	
	
	
	
	
	
	
	

	Documentation includes:
· Billing provider has reviewed tool;
· Date screening completed;
· Name of tool used;

· Screening result/score;
· Guidance given/discussion with parents;
· Referrals as indicated;
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
17.  Social Emotional and Mental Health screening and/or referral:  Examples include:
       ASQ-SE, PSC, PSC-Y, Vanderbilt, PHQ-2/PHQ-9

· Use CPT 96127 + EP modifier, HCPG allows up to two units per visit; Please note: CRAFFT brief screen is reviewed under the Adolescent Substance Use Risk Screening and Counseling Referral section.
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	Structured age-appropriate screening or refer for concerns
	
	
	
	
	
	
	
	
	
	

	Documentation includes:
· Billing provider has reviewed tool;

· Date screening done;

· Name of tool used;

· Screening results/score;

· Guidance given;

· Referrals as indicated;
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
18.  Adolescent Substance Use Structured Risk Screening, Counseling, & Referral:    

       Use 99408 for screening and counseling up to 15-30 minutes + EP modifier + 25 modifier
       Use 99409 for screening and counseling > 30 minutes + EP modifier + 25 modifier
       Use 96127 + EP modifier for CRAFFT brief screen
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	Age appropriate screening performed or referral
	
	
	
	
	
	
	
	
	
	

	Documentation includes;
· Provider has reviewed tool;
· Date screening completed;
· Name of tool used;
· Screening results/score;
· Guidance given;
· Referrals as indicated;
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
19.   Tobacco Use in Youth Screening and counseling about cessation:
· Use 99406 + EP + 25 modifier for Smoking and tobacco cessation counseling visit: Intermediate, > 3 minutes, up to 10 minutes 

· Use 99407 + EP + 25 modifier for Smoking and tobacco cessation counseling visit: Intensive, > 10 minutes 
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	Documentation of screening includes:
· Details about youth’s tobacco use (i.e., type, length of time, frequency, past attempts to quit);
· Intervention used for counseling (i.e., 5A’s);
· Patient response and stage of change;
· Follow Up Plan;
· Referrals;
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
20. Plan of Care/Referrals and Follow-Up
· Providers must indicate referrals using Z00.121 “Encounter for routine child health examination with abnormal findings,” along with the diagnosis code attributed to the finding to ensure proper tracking of referrals.
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	All suspected/identified risks, concerns and problems charted
	
	
	
	
	
	
	
	
	
	

	Plan of Care for each identified risk, parental concern, and concerns noted from Pre-Visit Questionnaire
	
	
	
	
	
	
	
	
	
	

	Referral(s) *, consultation, follow-up for suspected and/or identified risks
	
	
	
	
	
	
	
	
	
	

	Document that visit summary is shared with client’s medical home if the Health Check visit is not performed in the client’s medical home;
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:
21.  Health Education/Anticipatory Guidance (Age Appropriate and Targeted per Bright Futures recommendations)
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	Age Appropriate, evidence informed priorities addressed based on Bright Futures recommendations  
	
	
	
	
	
	
	
	
	
	

	Targeted age specific evidence informed specific topics noted by parent(s) on Pre-visit Questionnaire, addressed in more detail
	
	
	
	
	
	
	
	
	
	

	Next WCC Appointment charted (month/year format)
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:

General Principles of Documentation, Coding, and Scope of Practice: 
· General principles of medical record documentation obtained from the Department of Health and Human Services, Centers of Medicare and Medicaid Services which is located at the following link:  https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval-mgmt-serv-guide-ICN006764.pdf.

· Refer to Coding & Billing Guidance Documents located on the NC Division of Public Health website for Local Health Departments at the following link: http://publichealth.nc.gov/lhd/  
· Documentation and Coding
· Coding and Billing Review Document and Tools 
· PHNPDU Clinical Record Review Procedure Document

· NC Board of Nursing: https://www.ncbon.com/practice-position-statements-decisions-trees 

· RN Scope of Practice:  https://www.ncbon.com/vdownloads/position-statements-decision-trees/rn-position-statement.pdf 
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	Medical records should be clear, concise, legible and without omissions
	
	
	
	
	
	
	
	
	
	

	Is documentation representative of patient’s reason for seeking care (WCC)?
	
	
	
	
	
	
	
	
	
	

	Does the history and objective findings support the assessment?
	
	
	
	
	
	
	
	
	
	

	Is there a comprehensive plan of care for each problem (risk/concern) or diagnosis? (Diagnosis, Treatment, Education, Follow-up)
	
	
	
	
	
	
	
	
	
	

	Can you follow the subjective and objective findings that lead to an assessment and plan of care?
	
	
	
	
	
	
	
	
	
	

	Is it clear that the CHERRN nursing diagnosis and plan of care were within his/her scope of practice?
	
	
	
	
	
	
	
	
	
	

	Did the documentation reflect that the CHERRN obtained appropriate consultation? Does the documentation reflect the following?

· How the consultation was obtained (same day onsite or phone)?
· Who was consulted (name and credentials)?
· The consulting provider’s assessment and dictated plan of care;
· Clear documentation that the CHERRN was following standing orders;
	
	
	
	
	
	
	
	
	
	

	Provider signed and dated the charted
	
	
	
	
	
	
	
	
	
	

	Record Compliant?
	
	
	
	
	
	
	
	
	
	


Comments:

22.  Billing and Reporting Summary: 
                                                  

	Chart #
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Date of service is documented on all separate forms (i.e. Initial history, PVQ, screening tools) 
	
	
	
	
	
	
	
	
	
	

	Primary diagnosis using Z code, and additional diagnosis codes as needed; appropriate CPT code with modifier
	
	
	
	
	
	
	
	
	
	

	Appropriate BMI Z-code reported
	
	
	
	
	
	
	
	
	
	

	Hearing Screening: appropriate CPT code reported   
	
	
	
	
	
	
	
	
	
	

	Vision Screening:  appropriate CPT code reported 
	
	
	
	
	
	
	
	
	
	

	Dental Fluoride & Evaluation: CPT codes billed if appropriate
	
	
	
	
	
	
	
	
	
	

	Immunizations: Diagnosis code Z 23 & CPT codes
	
	
	
	
	
	
	
	
	
	

	Immunization Administration: CPT codes billed
	
	
	
	
	
	
	
	
	
	

	Labs or procedures reported or billed with appropriate CPT codes as indicated
	
	
	
	
	
	
	
	
	
	

	Blood lead reported or billed appropriately if done, CPT code 83655
	
	
	
	
	
	
	
	
	
	

	Maternal Postpartum Depression screening:
CPT 96161 EP + 59 modifier if CPT 96127 also done
	
	
	
	
	
	
	
	
	
	

	Autism spectrum disorder screening
MCHAT-RF, STAT; use CPT 96110 EP
	
	
	
	
	
	
	
	
	
	

	General Developmental Screening: 0-5 years
ASQ-3, PEDS, use CPT 96110 EP
	
	
	
	
	
	
	
	
	
	

	Adolescent Surveillance Screening: 
HEEADSSS CPT 96160 EP modifier 
	
	
	
	
	
	
	
	
	
	

	Psychosocial, Emotional or Behavioral Health:  Screenings – PHQ-2/PHQ-9, PSC, PSC-Y, ASQ: SE-2; 

Use CPT 96127 + EP modifier (Use EP + 59 modifiers when CPT 96161 & CPT 96127 done on same day)
	
	
	
	
	
	
	
	
	
	

	Adolescent Substance Use screening without counseling:

CRAFFT brief screen: CPT 96127 EP

CRAFFT positive screen with counseling: use 99408 EP + 25 modifiers (15-30 minutes counseling), 99409 EP + 25 modifiers (> 30 minutes counseling)
	
	
	
	
	
	
	
	
	
	


	Tobacco Cessation screening and counseling:

Use 99406 EP + 25 modifiers (3-10 minutes) or

Use 99407 EP + 25 modifiers (> 10 minutes)
	
	
	
	
	
	
	
	
	
	

	Providers must indicate referrals using Z00.121 “Encounter for routine child health examination with abnormal findings,” along with the diagnosis code attributed to the finding to ensure proper tracking of referrals.
	
	
	
	
	
	
	
	
	
	

	SUMMARY: all components reported/billed correctly
	
	
	
	
	
	
	
	
	
	


23.  Clinical Record Review Summary:
	Chart #
	1
	2
	3
	4 
	5
	6
	7
	8
	9
	10

	Initial History
	
	
	
	
	
	
	
	
	
	

	Updated/Interval History
	
	
	
	
	
	
	
	
	
	

	Measurements, blood pressure, and vital signs, BMI
	
	
	
	
	
	
	
	
	
	

	Comprehensive unclothed physical assessment
	
	
	
	
	
	
	
	
	
	

	Nutrition assessment
	
	
	
	
	
	
	
	
	
	

	Vision screening or risk assessment
	
	
	
	
	
	
	
	
	
	

	Hearing screening or risk assessment
	
	
	
	
	
	
	
	
	
	

	Dental screening, Fluoride Treatment & Evaluation if completed
	
	
	
	
	
	
	
	
	
	

	Immunizations: screened and reported 
	
	
	
	
	
	
	
	
	
	

	Immunization Administration: fee(s) billed
	
	
	
	
	
	
	
	
	
	

	Laboratory screening: beyond what is listed below based on concerns
	
	
	
	
	
	
	
	
	
	

	Anemia risk assessment
	
	
	
	
	
	
	
	
	
	

	Newborn Metabolic screening/Sickle Cell
	
	
	
	
	
	
	
	
	
	

	Blood Lead screened
	
	
	
	
	
	
	
	
	
	

	TB Risk screened
	
	
	
	
	
	
	
	
	
	

	Developmental surveillance (includes HEEADSSS if youth)
	
	
	
	
	
	
	
	
	
	

	Maternal Postpartum Depression screening 
	
	
	
	
	
	
	
	
	
	

	Autism Spectrum Disorder
	
	
	
	
	
	
	
	
	
	

	General Development & Behavior Screen 0-5 yr old: ASQ-3, PEDS
	
	
	
	
	
	
	
	
	
	

	Psychosocial, Emotional or Behavioral Health Screenings: PSC, PSC-Y, PHQ-2, PHQ-9 
	
	
	
	
	
	
	
	
	
	

	CRAFFT brief screening (negative) or CRAFFT positive screening with counseling
	
	
	
	
	
	
	
	
	
	

	Tobacco use screening and counseling about cessation
	
	
	
	
	
	
	
	
	
	

	Plan of care, Referrals and Follow-up
	
	
	
	
	
	
	
	
	
	

	Health Education Anticipatory Guidance 
	
	
	
	
	
	
	
	
	
	

	Next WCC appointment documented
	
	
	
	
	
	
	
	
	
	

	Visit summary documented as appropriate
	
	
	
	
	
	
	
	
	
	

	 Providers must indicate referrals using Z00.121 “Encounter for routine child health examination with abnormal findings,” along with the diagnosis code attributed to the finding to ensure proper tracking of referrals.
	
	
	
	
	
	
	
	
	
	

	Billing/Reporting - all components billed or reported
	
	
	
	
	
	
	
	
	
	

	Visit HCPG Compliant
	
	
	
	
	
	
	
	
	
	

	Visit billable
	
	
	
	
	
	
	
	
	
	

	Providers Initials
	
	
	
	
	
	
	
	
	
	


Comments:

REFERENCES:

Health Check Program Guide:  https://dma.ncdhhs.gov/medicaid/get-started/find-programs-and-services/health-check-and-epsdt
Child Health Program Audit Tools: http://www.ncdhhs.gov/dph/wch/lhd/cyforms.htm 

Preventive and Focused Problem (E/M) Care on the SAME DAY
· Provider documentation must support billing of both services 
· The documentation must clearly list in the assessment the acute/chronic condition(s) being managed at the time of the encounter  
· All elements supporting the additional E/M service must be apparent to an outside reader/reviewer
· If the provider creates one document for both services, he or she must clearly delineate the problem-oriented history, exam, and decision making from those of the preventative service.

· If any portion of the history or exam was performed to satisfy the preventative service, that same portion of work should not be used to calculate the additional level of E/M service.
· Modifier 25 must be appended to the appropriate E/M code.
· Modifier 25 indicates that the patient’s condition required a significant, separately identifiable billable E/M service above and beyond the other service provided on the same date of the well visit. When a standardized screen or assessment is administered along with any E/M service, both services should be reported and modifier 25 should be appended to the E/M code to show the E/M service was distinct and necessary at the same visit.
· Modifier 59 is used to identify procedures/services, other than E/M services, that are not normally reported together, but are appropriate under the circumstances.  An example when the 59 modifier would be used is when a maternal depression screen (CPT 96161) and a social-emotional screening (CPT 96127) are performed in the same visit. In this case, the 59 modifier should be appended to CPT 96161. For more information on use of a Modifier 59, refer to the current HCPG as well as the following link:  https://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/downloads/modifier59.pdf. 

· Providers must use the Children and Youth Branch Pediatric Primary Care audit tool, the this Well Child Care Clinical Record Review tool, and the Audit tool used by the PHNPDU.  The Audit tool is located on the DPH website for LHDs under the Documentation and Coding section at: http://publichealth.nc.gov/lhd/.
· Please see the latest Coding and Billing Guidance from the PHNPDU about coding for well and sick visits when these visits are provided by two different providers.
	                                 CODE
√ =Present       0 =Absent       NA =Not Applicable 
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