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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
 In documenting records, clinicians must be familiar with the requirements for covered and
payable outpatient therapy services as described in the manuals. For example, the records
should justify:
1) The patient is under the care of a physician/NPP;
2) Services require the skills of a therapist.
3) Services are of appropriate type, frequency, intensity and duration for the
individual needs of the patient.

 When a service is reasonable and necessary, the patient also needs the services.
Contractors determine the patient’s needs through knowledge of the individual patient’s
condition, and any complexities that impact that condition, as described in documentation
(usually in the evaluation, re-evaluation and Progress Report). Factors that contribute to
need vary, but in general they relate to such factors as the patient’s diagnoses, complicating
factors, age, severity, time since onset/acuity, self-efficacy/motivation, cognitive ability,
prognosis, and/or medical, psychological and social stability.
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Evaluation /and Plan of Care (may be one or two documents)
a) The initial evaluation, or the plan of care including an evaluation, should document the
necessity for a course of therapy through objective findings and subjective patient selfreporting;
b) Documentation of the evaluation should list the conditions and complexities and, where it is
not obvious, describe the impact of the conditions and complexities on the prognosis and/or
the plan for treatment such that it is clear to the contractor who may review the record that the
services planned are appropriate for the individual;
c) Evaluation shall include a diagnosis and description of the specific problem(s) to be evaluated
and/or treated. The diagnosis should be specific and as relevant to the problem to be treated
as possible. In many cases, both a medical diagnosis (obtained from a physician/NPP) and
an impairment based treatment diagnosis related to treatment are relevant. For PT and OT,
be sure to include the body part evaluated. Include all conditions and complexities that may
impact the treatment;
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Evaluation /and Plan of Care (may be one or two documents)
d) The Evaluation shall include documentation required to indicate objective, measurable
beneficiary physical function.
- National Outcomes Measurement System (NOMS) by the American Speech
-Language Hearing Association
- Patient Inquiry by Focus On Therapeutic Outcomes, Inc. (FOTO)
- Activity Measure – Post Acute Care (AM-PAC)
- OPTIMAL by Cedaron through the American Physical Therapy Association
- Functional assessment individual item and summary scores (and comparisons to
prior assessment scores) from commercially available therapy outcomes
instruments other than those listed above
- Functional assessment scores (and comparisons to prior assessment scores)
from tests and measurements validated in the professional literature that are
appropriate for the condition/function being measured
- Other measurable progress towards identified goals for functioning in the home
environment at the conclusion of this therapy episode of care
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Evaluation /and Plan of Care (may be one or two documents)
e) The Evaluation shall include the clinician’s clinical judgments or subjective impressions that
describe the current functional status of the condition being evaluated;
f) The Evaluation shall include a determination that treatment is not needed, or, if treatment is
needed a prognosis for return to premorbid condition or maximum expected condition with
expected time frame and a plan of care.
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Certification / Recertification
a) Certification requires a dated signature on the plan of care or some other document that
indicates approval of the plan of care. The certification must relate to treatment during the
interval on the claim;
b) Initial Certification: The provider (e.g., facility, physician/NPP, or therapist) should
obtain certification as soon as possible after the plan of care is established, unless the
requirements of delayed certification are met. “As soon as possible” means that the
physician/NPP shall certify the initial plan as soon as it is obtained, or within 30 days of the
initial therapy treatment. Timely certification of the initial plan is met when physician/NPP
certification of the plan is documented, by signature or verbal order, and dated in the 30 days
following the first day of treatment (including evaluation). If the order to certify is verbal, it
must be followed within 14 days by a signature to be timely. The physician’s/NPP’s
certification of the plan satisfies all of the certification requirements for the duration of the plan
of care, or 90 calendar days from the date of the initial treatment, whichever is less.
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Certification / Recertification
c) Re-Certification: Payment and coverage conditions require that the plan must be reviewed,
as often as necessary but at least whenever it is certified or recertified to complete the
certification requirements. Recertifications that document the need for continued or modified
therapy should be signed whenever the need for a significant modification of the plan
becomes evident, or at least every 90 days after initiation of treatment under that plan, unless
they are delayed. A physician/NPP may certify or recertify a plan for whatever duration of
treatment the physician/NPP determines is appropriate, up to a maximum of 90 calendar
days;
d) The format of all certifications and recertifications and the method by which they are obtained
is determined by the individual facility and/or practitioner. Acceptable documentation of
certification may be, for example, a physician’s progress note, a physician/NPP order, or a
plan of care that is signed and dated by a physician/NPP, and indicates the physician/NPP is
aware that therapy service is or was in progress and the physician/NPP makes no record of
disagreement with the plan when there is evidence the plan was sent or is available in the
record for the physician/NPP to review;
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Certification / Recertification
e) Certifications are required for each interval of treatment based on the patient’s needs, not to
exceed 90 calendar days from the initial therapy treatment. Certifications are timely when the
initial certification (or certification of a significantly modified plan of care) is dated within 30
calendar days of the initial treatment under that plan. Recertification is timely when dated
during the duration of the initial plan of care or within 90 calendar days of the initial treatment
under that plan, whichever is less. Delayed certification and recertification requirements shall
be deemed satisfied where, at any later date, a physician/NPP makes a certification
accompanied by a reason for the delay.
d) Delayed Certification: Delayed certification and recertification requirements shall be
deemed satisfied where, at any later date, a physician/NPP makes a certification
accompanied by a reason for the delay. Delayed certifications should include any evidence
the provider considers necessary to justify the delay. In the case of a long delayed
certification (over 6 months), the provider may submit with the delayed certification some
other documentation indicating need for care and that the patient was under the care of a
physician at the time of the treatment.
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Progress Reports
a) Information required in Progress Reports shall be written by a clinician that is, either the
physician/NPP who provides or supervises the services, or by the therapist who provides the
services and supervises an assistant;
b) The minimum Progress Report Period shall be at least once every 10 treatment days;
c) Verification of the clinician’s required participation in treatment during the Progress Report
Period shall be documented by the clinician’s signature on the Treatment Note and/or on the
Progress Report.;
d) Documentation must justify the necessity of the services provided during the reporting period;
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Progress Reports
e) Documented Progress Note elements also include:
(1) Date of the beginning and end of the reporting period that this report refers to;
(2) Date that the report was written;
(3) Signature, and profession identification, or for dictated documentation, the identification of the qualified professional
who wrote the report and the date on which it was dictated;

(4) Objective measurements (preferred) or description of changes in status relative to each goal currently being
addressed in treatment, if they occur;
(5) Objective reports of the patient’s subjective statements, if they are relevant. For example, “Patient reports pain after
20 repetitions”. Or, “The patient was not feeling well on 11/05/06 and refused to complete the treatment session.”;
(6) Assessment of improvement, extent of progress (or lack thereof) toward each goal;

(7) Plans for continuing treatment, reference to additional evaluation results, and/or treatment plan revisions; and
(8) Changes to long or short term goals, discharge or an updated plan of care that is sent to the physician/NPP for
certification of the next interval of treatment.
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Progress Reports
f) The Discharge Note (or Discharge Summary) is required for each episode of outpatient
treatment. In provider settings where the physician/NPP writes a discharge summary and the
discharge documentation meets the requirements of the provider setting, a separate discharge
note written by a therapist is not required. The Discharge Note shall be a Progress Report
written by a clinician, and shall cover the reporting period from the last Progress Report to the
date of discharge.
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
Treatment Notes (for each treatment day)

1) Date of treatment; and
2) Identification of each specific intervention/modality provided and billed, for both timed and untimed codes, in
language that can be compared with the billing on the claim to verify correct coding;
3) Total timed code treatment minutes and total treatment time in minutes. Total treatment time includes the minutes
for timed code treatment and untimed code treatment. Total treatment time does not include time for services that
are not billable (e.g., rest periods). For Medicare purposes, it is not required that unbilled services that are not part
of the total treatment minutes be recorded, although they may be included voluntarily to provide an accurate
description of the treatment, show consistency with the plan, or comply with state or local policies. The amount of
time for each specific intervention/modality provided to the patient may also be recorded voluntarily, but contractors
shall not require it, as it is indicated in the billing;
4) Signature and professional identification of the qualified professional who furnished or supervised the services and
a list of each person who contributed to that treatment.
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Medicare Claims Processing Manual, Chapter 5, Section 10.3.D - By
appending the KX modifier, the provider is attesting that the services billed:
(1) are reasonable and necessary services that require the skills of a therapist; (See Pub. 10002, chapter 15, section 220.2);

(2) are justified by appropriate documentation in the medical record, (See Pub. 100-02, chapter
15, section 220.3);
(3) qualify for an exception using the automatic process exception.
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Claims Processing Manual, Chapter 5, Section 10.3.B


An exception may be made when the patient’s condition is justified by documentation
indicating that the beneficiary requires continued skilled therapy, i.e., therapy beyond the
amount payable under the therapy cap, to achieve their prior functional status or maximum
expected functional status within a reasonable amount of time;

 No special documentation is submitted to the contractor for automatic process exceptions;
 The clinician is responsible for consulting guidance in the Medicare manuals and in the
professional literature to determine if the beneficiary may qualify for the automatic process
exception because documentation justifies medically necessary services above the caps;
 The clinician’s opinion is not binding on the Medicare contractor who makes the final
determination concerning whether the claim is payable;
 Documentation justifying the services shall be submitted in response to any Additional
Documentation Request (ADR) for claims that are selected for medical review;
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Claims Processing Manual, Chapter 5, Section 10.3.B
 Follow the documentation requirements in Pub. 100-02, Chapter 15, section 220.3;
 If medical records are requested for review, clinicians may include, at their discretion, a
summary that specifically addresses the justification for therapy cap exception.
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Therapy “Cap Exception” Documentation (Part B)
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Claims Processing Manual, Chapter 5, Section 10.3
 CMS will make exceptions to therapy caps when evaluation is necessary after the caps have
been reached, e.g., to determine if the current status of the beneficiary requires therapy
services;
 The condition or complexity that caused treatment to exceed caps must be related to the
therapy goals and must either be the condition that is being treated or a complexity that
directly and significantly impacts the rate of recovery of the condition being treated such that
it is appropriate to exceed the caps. Documentation for an exception should indicate how the
complexity (or combination of complexities) directly and significantly affects treatment for a
therapy condition;
 Professional literature and guidelines from professional associations also provide a basis on
which to estimate whether the type, frequency, and intensity of services are appropriate to an
individual. Clinicians and contractors should utilize available evidence related to the patient’s
condition to justify provision of medically necessary services to individual beneficiaries,
especially when they exceed caps. Contractors shall not limit medically necessary
services that are justified by scientific research applicable to the beneficiary;
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Connolly HealthCare
2015 RAC Audit - Therapy Services
Medicare Claims Processing Manual, Chapter 5, Section 10.3
 In justifying exceptions for therapy caps, clinicians and contractors should not only consider
the medical diagnoses and medical complications that might directly and significantly
influence the amount of treatment required. Other variables (such as the availability of a
caregiver at home) that affect appropriate treatment shall also be considered. Factors that
influence the need for treatment should be supportable by published research, clinical
guidelines from professional sources, and/or clinical or common sense.
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2015 RAC Audit - Therapy Services
Medicare Benefit Policy Manual, Chapter 15, Section 220.3
"Contractors shall consider the entire record when reviewing claims for
medical necessity so that the absence of an individual item of
documentation does not negate the medical necessity of a service when
the documentation as a whole indicates the service is necessary.
Services are medically necessary if the documentation indicates they
meet the requirements for medical necessity including that they are
skilled, rehabilitative services, provided by clinicians (or qualified
professionals when appropriate) with the approval of a physician/NPP,
safe, and effective (i.e., progress indicates that the care is effective in
rehabilitation of function)"
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