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Learning Outcome

Attendees will be able to: 
1. Identify four requirements and three components of a face-to-face encounter.
2. Identify compliant source documents to use in assigning ICD-1CM diagnosis

codes.
3. Cite examples of documents that are not eligible to use in assigning ICD-1CM

diagnosis codes.
4. Cite examples of comorbid conditions including chronic, acute and resolved

conditions.
5. Identify the requirements a condition must meet to be reported as the primary

focus of care.
6. Recognize documents that qualify as a valid F2F based on Medicare defined

F2F criteria.
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Identifying Source Documents
Pam Wandrie and Claudia Baker
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Overview of F2F Requirements
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settings, with an emphasis on evidence-based practice. In 2016 
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Face to Face – What Is it?

The Face-to-Face encounter is a condition of payment for home health 
benefits.

The Face-to-Face encounter is the clinical note for an actual patient-provider 
visit where the provider has examined the patient.

It is not just an order for home health containing the date the Face-to-Face 
encounter was performed.



9

What Are the Requirements?
The encounter must take place with the certifying physician, or allowed practitioner, within 90 days before or 
30 days after the SOC

Who is an allowed practitioner?
The certifying physician (the physician that will be signing the home health orders)

OR
The physician that cared for the patient at the acute or post-acute facility if the patient is being 
directly admitted to home health from an inpatient stay

OR 
An allowed non-physician practitioner, working in accordance with state law, may be:

Nurse Practitioner 
Clinical Nurse Specialist
Certified Nurse Midwife
Physician Assistant

AND
May not be employed by or have a financial relationship with the home health agency
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What Are the Requirements?
The encounter must address the primary reason home health care is being 
provided

The primary diagnosis must be addressed by the provider during the visit
The condition and symptoms are discussed
The condition is a new problem
The condition an old problem that has changed or exacerbated

The primary diagnosis may not be:
A diagnosis simply listed in past medical history without further 
discussion or follow up
A resolved condition
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What Are the Requirements?

Additional requirements

The encounter must be signed and dated
If the encounter is performed via a telehealth, 2-way audio and visual 
technology must be used

(This is an extension of the PHE flexibility through December 2024)
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Face-to-Face Encounter vs. Certification Statement

Sample Encounter
Includes:
• Reason for encounter/chief 

complaint
• HPI
• Past medical hx
• Review of systems
• Vitals
• Physical exam
• Assessment/Plan
• Recommendations/follow-

ups
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Face-to-Face Encounter – What Does it Look Like?
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Face-to-Face Encounter – What Does it Look Like?
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Face-to-Face Encounter – What Does it Look Like?
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Face-to-Face Encounter – What Does it Look Like?
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Face-to-Face Encounter – What Does it Look Like?
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Face-to-Face Encounter – What Does it Look Like?
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Certification Statement – Not a Face-to-Face encounter:

20

Certification Statement – Not a Face-to-Face encounter:
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Supplemental Documents 
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Source Documents

• Provider encounter notes, including
– Signed office documentation from all relevant Providers
– F2F documentation 
– Hospitalist relevant notes

• Agency confirmed Provider documentation 
• Discharge summary, H/P, or Progress Note (if signed by Provider)
• Inpatient or post-acute care facility documentation
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Documents That Cannot be Used as Sources

• Unsigned, unauthenticated documents
• Notes from the intern, unless signed by the Provider
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Who Determines Diagnosis?

Any Qualified Provider
• Physician
• Nurse Practitioner (If State Practice 

Act allows)
• Physician Assistant (If State Practice 

Act allows)
• Doctor of Osteopathy
• Podiatrist
• Lab, X-Ray and pathology reports if 

interpreted by a physician
• Be sure these are signed by a 

physician or provider if using
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Source Documents for Diagnosis Codes 
Yes Maybe No

Provider encounter notes: 
MD, DO, podiatrist

Physician Assistant 
(make sure allowed by 
state)

Medications list

• Signed office 
documentation

Nurse Practitioner (make 
sure allowed by state)

Unsigned, 
unauthenticated 
documents

• F2F documentation Lab, x-ray and path 
reports: only if interpreted 
and signed by Provider

Notes from interns, 
unless signed by Provider

• Hospitalist relevant 
notes

Pre-op and operative 
notes 

Facesheets

Discharge summary, H/P, 
or Progress Notes (if 
signed)
Inpatient or PAC facility 
documentation
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Diagnosis Coding Identification

• Neither the assessing clinician nor the reviewing staff have the authority to 
diagnosis a patient with an illness, condition or disease.

• Cannot add diagnoses because of medications in home.
• Each admission must have confirmation of the diagnoses used.
• Cannot use diagnoses that were on a prior admission that are not included in 

new referral information; would need to query and document if still 
relevant/current diagnoses per coding clinic guidance.
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Problem Lists

• All chronic, current and active diagnoses can be coded from the problem list (or 
equivalent area of the provider’s encounter documentation) when there is no 
conflicting or contradictory documentation in the encounter note. 

• The EMR Problem List must be part of the Provider documentation in order to 
be referenced for diagnostic code assignment.
– That is, it must be a part of the record in which documentation recorded or reviewed by the 

diagnosing provider (NP, PA, MD, DO, DPM) also exists and is authenticated. 
– “Authenticated” means generated by the physician by electronic means or by hand. 

• If by electronic means it shall either show electronic signature or indicate a full 
visit/encounter record, including date of service, CPT code(s) verified by provider, and 
name of the provider entering data. 

• Encounter notes indicating entry by RN, PT, OT or other non-diagnosing providers such 
as RD will not be used.
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What If I Don’t Have Specific Information?

• Query the Provider when:
– Additional, clarifying information is needed
– More specific information
– Medications 
– Unclear of diagnosis
– Prior diagnosis not listed on recent facility referral or H&P documentation

Regulations require that all diagnoses used must be supported by provider 
documentation. Be sure to include documentation of query, with whom you spoke, and 
the information you received. Some agency policies may require a verbal order be 
completed to verify diagnoses, but typically documentation of conversation is adequate.
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Types of Referrals
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Confirmation in Clinical Records

• The diseases and conditions in this item require a physician (or nurse practitioner, 
physician assistant, clinical nurse specialist, or other authorized licensed staff if 
allowable under state licensure laws) documented diagnosis be present at the time of 
assessment. 

• Clinical record sources for these diagnoses include, but are not limited to transfer 
documents, physician/allowed practitioner: progress notes, recent history and physical, 
discharge summary, orders, and consults. 

• Do not include diseases or conditions that have been resolved or do not affect the 
patient’s current functional, cognitive, mood or behavior status; medical treatments; 
nurse monitoring; or risk of death at the time of assessment. 

• Diagnostic information, including past medical and surgical history obtained from 
family members and close contacts, must also be documented in the clinical record by 
the physician (or others as listed above) to ensure validity, follow-up, and coordination 
of care. 

• Only diagnoses confirmed and documented by the physician (or others, as listed 
above) should be considered when coding this item. 
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Sources of Referral Documentation in Home Health 

• Assisted Living Facility
• Skilled Nursing Facility
• Hospital
• Community
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Assisted Living Facility

• Be cautious of face sheet only referrals
• These referrals may include clinical information, but most are not confirmed 

diagnoses for coding

36

Assisted Living Facility

ALF Resident Face Sheet
List of Diagnoses but not 
confirmed.
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Assisted Living Facility

H&P at ALF by approved 
practitioner after hospital 
stay.
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Skilled Nursing Facility

SNF referral—lots of information, but a 
list of diagnoses alone are not 
considered confirmed without approved 
provider date/signature.
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Hospital

Referral to Home Health after 
Hospital stay—must review 
ALL pages. Usually a multiple 
page document. Good 
information but does not 
provide confirmed diagnoses.
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Hospital

Problem list does not 
equate to confirmed 
diagnoses. Many of these 
may no longer be current 
or appropriate to code. 
You will need to fully 
review the record for 
determination.
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Hospital

Continuing H&P document has 
notation of being signed/dated 
which confirms the diagnoses 
listed.

Past Medical History does not 
necessarily mean they are 
resolved. The full record must be 
considered.
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Hospital

Be aware of the term “differential 
diagnosis” when reviewing 
hospital records as those 
diagnoses are not confirmed. The 
physician is listing potential 
causes for the presenting 
symptomology.  

Differential diagnosis is a process 
used by physicians when trying to 
differentiate between two or more 
conditions which share similar 
signs or symptoms. 
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Hospital

Principal Diagnosis noted but 
may not be the primary focus 
of care for the 

where the home health 
consult is noted.
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Community

Many community referrals may come as a 
result of hospital or other follow up visits.
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Identifying Comorbidities
A Guide for New Coders
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What Is a “Comorbid Condition”?

• Miriam Webster defines a “comorbidity” as – a condition which 
exists simultaneously with and usually independently of another 
medical condition.   

• Used in a sentence: The frequency of visits will depend upon risk 
factors, comorbid conditions and other home/life circumstances. 

• Examples of Comorbid conditions: Hypertension, COPD, diabetes, 
anemia and cellulitis of the left leg. All these conditions exist 
together simultaneously in the same patient and make up the 
patient’s medical history. 
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Acute Conditions: Diagnoses that typically resolve completely; they may even completely resolve prior to being admitted to 
service (see resolved conditions).  Some common Acute conditions coded in Home Health and Hospice are:

• Fractures
• Pneumonia
• Urinary Tract Infections
• Acute Renal Failure
• Acute Respiratory Failure
• Vitamin Deficiencies
• Nausea/vomiting
• Anorexia

• Cellulitis
• Abscesses
• Influenza
• COVID-19
• Pancreatitis
• Gastritis
• Small Bowel Obstructions
• Acute Post Operative Pain
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Chronic Conditions: Diagnoses that typically do not resolve completely; they can be managed or under control, but are 
relapsing and progressive in nature.  Some common chronic conditions coded in Home Health and Hospice are:

• Diabetes
• Parkinson’s Disease
• Multiple Sclerosis
• Amytrophic Lateral Sclerosis
• Myesthenia Gravis
• Congestive Heart Failure
• Hypertension
• Peripheral Vascular Disease
• Cirrhosis of the liver
• Chronic or Neoplasm Pain

• Dementia
• Atrial Fib, CAD and Cardiomyopathy
• COPD and Emphysema
• Asthma
• Spinal Cord Injuries
• Cerebral Palsy
• Neuropathy
• Chronic Kidney Disease
• Rheumatoid, osteoarthritis or Gout
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Conditions That Could be Acute OR Chronic: these diagnoses found on an H&P 
would need further explanation or possibly a query to the provider. 

~
• Anemia
• Depression
• Anxiety
• Protein Calorie Malnutrition
• Osteomyelitis
• Pain

~
• Cancer
• Thrombocytopenia
• Immunosuppression
• Long term use of certain 

medications
• Hyper or Hypo - kalemia, natremia, 

calcemia or magnesemia 
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Resolved Conditions: 

• Conditions may be noted to be “resolved” by the provider on the H&P 
• Abnormal labs – troponins, WBC’s
• Altered mental status
• Dehydration or electrolyte imbalances – sodium, potassium, calcium, etc
• Acute renal failure, acute respiratory failure

• Symptoms may be converted into diagnoses 
• Cough to  pneumonia
• Dysuria to  Urinary Tract Infection
• Low back pain to  Lumbar spondylosis with radiculopathy
• Abdominal pain to  diverticulitis
• Leg redness and swelling to  cellulitis
• Dyspnea to  COPD exacerbation
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Acute? Chronic? Resolved?

• What if you are unsure? 
– Always look for clues in the documentation from the provider such as the terms “resolved” 

(no longer active condition and we would not code it), “improving” (acute condition, actively 
being treated) or “stable” (often used with chronic conditions). 

– Look for continuing treatments such as antibiotics, wound care, orders for future lab draws, 
follow up visits with specialty physicians, appointments for further outpatient testing to give 
you clues for acute vs chronic or resolved condition status. 

– Sometimes, you might see “back to baseline” documented. This could be referring to an 
acute flare up of a chronic condition such as acute renal failure on chronic renal failure and 
could signify that the acute flare up has resolved and the chronic condition remains back to 
their baseline status. 

– If you have reviewed all the documentation and are still unsure, query the provider to 
determine if a condition is resolved or remains an active problem or acute vs chronic 
condition. 
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Integral Symptoms (a piece/part of a whole, essential item for completeness)

• There are coding guidelines which indicate that codes for symptoms that are an 
integral part of a condition are not to be coded in addition to the diagnosis. 
Most (but not all) of the symptom codes are in the R chapter. 

• For example:
– When coding CHF, you would not also code edema (R60.-) or dyspnea (R06.-)
– When coding COPD, you would not also code dyspnea (R06.-)
– When coding lumbar spondylosis with radiculopathy, you would not also code back pain 

(M54.-) which is not in the symptom codes chapter, but is still a symptom of the diagnosis. 
– When coding Irritable Bowel Syndrome with diarrhea, you would not also use the code for 

diarrhea (R19.7) 
– When coding a UTI, you would not code dysuria (R30.0)
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History Codes

• History codes can be used for healed fractures (Z87.-) or procedures that may 
impact current care such as Hx of joint replacements or cardiac stents. 

• History codes should be added when they add valuable information to the 
clinical picture or required by Coding Guidelines. Such as:
– Add codes for history of cancers that have been deemed resolved or inactive like breast 

cancer Z85.3
– Z79.4 insulin use is required by the Guidelines to be coded when coding diabetes
– Z87.891 hx of nicotine dependence is required with many cardiac and resp conditions

• History codes can be used for coding acute conditions which have resolved. 
For Example: 
– When the acute UTI is indicated to be resolved by the provider, you may add Z87.440 Hx of 

UTI to indicate the recent infection. 
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Tricky Situations

• Watch out for information on H&P that is indicated as family history. Sometimes 
the heading “Family History” may be on one page, and the list of diagnosis is 
on the next page and may be easily mistaken as the patient’s history.

• Watch out for negative charting. These are lists of diagnosis that the provider 
indicates the patient does NOT have or the patient DENIES having.  There also 
may be a list of diagnoses but the patient only has the ones that are in BOLD 
print. 



57

Identifying the Primary Diagnosis
M1021: Primary Focus of Care
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Establishing the primary focus of care is one of 
the most crucial steps when completing the start 
of care assessment.

Focus of Care

60

But how can We be Sure We Select the Right One?

• Let’s take a closer look.



The primary focus of care represents the chief 
reason the patient is receiving home care. It is the 
diagnosis most related to the current plan of care.

So, plan of care interventions, OASIS 
documentation, and disciplines involved should all
support the primary focus of care.

The Centers for Medicare and Medicaid 
Services, also known as CMS, mandates that 
the assessing clinician must be the one who 
determines the primary focus of care, based 
on the assessment, the medical record, and 
the physician’s input.

However, the assessing clinician can 
collaborate with the health care team to make 
the primary focus of care determination.



In order for any diagnosis to be coded on the plan of 
care and on the OASIS, supporting physician 
documentation of the diagnosis must be present 
within the medical record.

Keep in mind that the diagnosis your patient had as
an inpatient will not necessarily be the same as the
primary focus of care for home health.
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The primary diagnosis must also be an active diagnosis. 
Coders are unable to code resolved conditions on the home 
health plan of care and claim.

If you are considering a primary diagnosis for your patient 
that has resolved, such as a recent infection, you should 
consider a current diagnosis that is most likely to cause a 
recurrence and or a difficult recovery to be the primary focus 
of care.

Acute 
Pneumonia, 
resovled?

COPD? Chronic 
Systolic 
Heart 

Failure?
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With the Patient Driven Groupings Model Payment System, 
specificity is key and this starts with obtaining accurate 
referral information.
• Never enter a primary diagnosis without physician
validation.
• Ensure that you have the correct laterality, location, and
severity for a diagnosis when needed.

Right, 
left, 

upper 
lobe?

Skin 
breakdown, 

fat layer 
exposed, 
muscle 

necrosis?

Heel, 
toes, 

dorsum, 
midfoot?
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What Does the Primary Focus of Care “Look Like” in an 
Electronic Health Record?
Where can we find the primary focus of care? What do we look for in the 
Plan of Care, Plan of Care Summary, Interventions?



67

Plan of 
Care

The plan of care may look slightly different in the various home health 
electronic health records that are used by different home health agencies.  
It is important to read the interventions in field 21, understand the care that 
is being provided, the medications that are prescribed, the services being 
provided.  It will be identified as Plan of  Care, POC, or even as the 485.
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Plan of Care 
Summary

The Plan of Care Summary, or 
Narrative Note, Narrative Summary, 
Clinical Note can also appear in 
different formats.  It is a note that will 
summarize the clinician’s findings 
after the comprehensive assessment 
is completed and it should clearly 
identify the Primary focus of care or 
Primary diagnosis for home health.  
Read the narrative note, look for 
terms, phrases, and interventions that 
will support the identified primary 
diagnosis as the chief reason that 
home health services are being 
provided.
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Document Examples 
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Exploring Document Types
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Examples of Documents That can be Used for Coding

Discharge summary Progress notes History & physical Consult notes

Operative notes Provider visit notes
*Labs & radiology 

reports (must meet 
specific rules to use 

for coding)

*Other (wound 
notes, etc.) (If signed 

by an approved 
provider; other rules 

may apply)
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Examples of Appropriate Documentation
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Other Areas to Find Information for Coding

Check the 
following 
areas for 

additional 
information 
that could 

impact 
coding

Medication profile While you cannot code from the med profile, 
you will find meds that should be coded to 
long term use. 

Orders May contain confirmation of diagnosis, 
specificity or additional information

Communication notes Again, may not code from this area but could 
contain information about clarification on 
diagnosis, wound etiologies, etc.

Miscellaneous & Other areas EMRs will vary on where other information is 
located that may be helpful for coding.

Notes & Media tab <Epic 
specific>

May find interval progress notes, wound 
photos, etc.
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Use caution with diagnosis lists if 
not supported by provider 

documentation.

Check your agency policy in 
regard to the use of various 
problem or diagnosis lists 

utilized by your EMR

Problem List can be a Problem!
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What is NOT a F2F
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Questions & Answers

To Submit a Question: Go to the Q&A box located in the lower left area of your 
screen. Type your question in the lower text box, then press your “Enter” key. 

Pamela Wandrie, M.A.CCC-SLP, 
HCS-D, HCS-O 

Coding and OASIS QA Specialist
SimiTree Healthcare Consulting

Claudia Baker, RN, MHA, HCS-D, 
HCS-O

Senior Manager 
SimiTree Healthcare Consulting

Nanette Minton, RN, HCS-D, HCS-H, 
HCS-O

Senior Clinical Coding Manager
MAC Legacy

Kelly Kavanaugh, RN, HCS-D, HCS-H, 
HCS-O, BCHH-C 

Quality Assurance Specialist 
Riverside Home Health and Hospice

Elise Christensen, RN, HCS-D, COS-C 
Coding Manager 

Hartford Healthcare

Apryl Swafford RN, BSN, COS-C, 
HCS-D, HCS-H 

QA Manager
SimiTree Healthcare Consulting
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Thank you for attending!

Continuing education credits are available for this program. 

Please visit the materials download page for the CE information, which includes a list of 
the credits available, their expiration dates, and the link to the program evaluation. 

You must complete the evaluation within 14 days of the live program date in 
order to receive your credits or a general certificate of attendance:

http://events.hcpro.com/materialspub.cgi?YHODA110623A

We kindly request that this link be forwarded to everyone 
in your group who attended the program.
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This concludes today’s program. 
For more information on programs DecisionHealth offers please visit our home care 
website at store.decisionhealth.com.
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