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Chiropractic E/M Audit Tool

Use this Audit Tool when auditing Evaluation and Management (E/M) services for proper documentation and coding. First, evaluate the History, 
then Examination, and finally Medical Decision Making. Then, based on the levels of each revealed, identify the correct level of E/M service for 
coding on the final page. 

To determine the level of History, draw a line down the 
column with the circle farthest to the left. This is your 
level of History documented. Circle this level of History 
on Page Four, in the appropriate grid, whether New 
Patient or Established Patient. When complete, move 
on to Part Two: Examination

PART 1: HISTORY
1. Chief Complaint (CC) Note: If the CC is missing, you have not properly documented History.

Is the Chief Complaint easily identified?        NO         YES:
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2. HPI (History of Present Illness) elements:
Fill in the elements present in the record. Then, circle the highest level identified.

Location (e.g.- right low back)                               Severity (e.g. 3/10)
Timing (e.g.- constant/comes & goes)                   Modifying Factors (e.g.- ice helps)
Quality (e.g.- aching, burning)                              Duration (e.g.- began 3 days ago)
Context (e.g.- mechanism of injury)                       Associated Signs & Symptoms (e.g.- toes numb)

BRIEF BRIEF EXTENDED EXTENDED

3. ROS (Review of Systems):
Fill in the systems reviewed and documented. Then, circle the highest level identified.

 Musculoskeletal                                Neurological                                  Constitutional
 Cardiovascular                                  Integumentary (Skin, Breast)          Lymphatic
 Respiratory                                        Gastro- Intestinal
 Additional Systems:    
 “All Others Negative”

NONE
PROBLEM

PERTINENT
EXTENDED COMPLETE

4. PFSH (Past Medical, Family and Social History):
Identify whether each type of history is documented. Then, circle the highest level identified.

Past History (the patient’s past experiences with illnesses, operations, injuries and treatments)
 Family History (a review of medical events in the patient’s family, including diseases which may   
 be hereditary or place the patient at risk)
 Social History (an age appropriate review of past and current activities)

* PFSH requirement 
New Patients: Pertinent – 2 history areas / Complete – 3 history areas 
Established Patients: Pertinent – 1 history area / Complete – 2 history areas

NONE NONE PERTINENT COMPLETE

1 – 3 elements

1 System

1 or 2 
History 
Areas

2-9 Systems

2 or 3 
History 
Areas

10 or more 
systems, 
or some 

systems with 
statement
“all others 
negative”

> 4 elements or status
of > 3 chronic or 

inactive conditions



Note: The Chest (Breasts); Gastrointestinal (Abdomen); Genitourinary; Head/Face; Eyes; Ears, Nose, Mouth and Throat; Neck and Respiratory systems/body areas are not considered to be part of this Musculoskeletal exam.

SYSTEM/BODY AREA

BU
LL

ET
S ELEMENTS OF EXAMINATION

NOTE: For the descriptions of the elements of examination containing the words “and”, 
“and/or”, only one (1) of those elements must be documented.

Cardiovascular • Examination of peripheral vascular system by observation (e.g., swelling, varicosities) and palpation (e.g., pulses, temperature, edema, 
tenderness)

Lymphatic • Palpation of lymph nodes in neck, axillae, groin, and/or other location

Extremities (See Musculoskeletal and Skin)

Skin
•

For this section, body areas are:  1) Head and Neck; 2) Trunk; 3) Right Upper Extremity; 4) Left Upper Extremity; 5) 
Right Lower Extremity; 6) Left Lower Extremity. Count a bullet as “earned” for each body area where the element was 
performed. For example, if an element is performed in the Head and Neck, AND the Trunk, two bullets are earned 
and counted. At least four of the six must be earned to count toward a Comprehensive level of examination.

Inspection and/or palpation of skin and subcutaneous tissue (e.g., scars, rashes, lesions, cafe- au- lait spots, ulcers)

NOTE: Determine the number of body areas addressed within the bullet. Enter that number in the space 
at the end of this field.

Neurological/Psychiatric

•

•
•

•
•

Test coordination (e.g., finger/nose, heel/knee/shin, rapid alternating movements in the upper and lower extremities, evaluation of fine 
motor coordination in young children)
Examination of deep tendon reflexes and/or nerve stretch test with notation of pathological reflexes (e.g., Babinski)
Examination of sensation (e.g., by touch, pin, vibration, proprioception)

Brief assessment of mental status including:

Orientation to time, place and person
Mood and affect (e.g., depression, anxiety, agitation)

Constitutional
•

•

Measurement of any three of the following seven vital signs: 1) sitting or standing blood pressure, 2) supine blood pressure, 3) 
pulse rate and regularity, 4) respiration, 5) temperature, 6) height, 7) weight (May be measured and recorded by ancillary staff)
General appearance of patient (e.g., development, nutrition, body habitus, deformities, attention to grooming)

Musculoskeletal

• Examination of gait and station *(if circled, add to total at bottom of column to the left)

Examination in this section includes joint(s), bone(s), muscle(s) and tendon(s). For this section, body areas are:  1) 
Head and Neck; 2) Spine, Ribs, and Pelvis; 3) Right Upper Extremity; 4) Left Upper Extremity; 5) Right Lower Extremity; 
6) Left Lower Extremity. Count a bullet as “earned” for each body area where the element was performed. For 
example, if an element is performed in the Head and Neck, AND the Spine, Ribs, and Pelvis, two bullets are earned 
and counted. At least four of the six must be earned to count toward a comprehensive level of examination.

• Inspection, percussion and/or palpation with notation of any misalignment, asymmetry, crepitation, defects, tenderness, 
masses or effusions

• Assessment of range of motion with notation of any pain (e.g., straight leg raising), crepitation or contracture

• Assessment of stability with notation of any dislocation (luxation), subluxation or laxity

• Assessment of muscle strength and tone (e.g., flaccid, cog wheel, spastic) with notation of any atrophy or abnormal 
movements

Total Musculoskeletal Bullets 
(including gait and station)

Count each bullet that has been circled, including the total number of bullets in the Skin and Musculoskeletal sections. Enter the total here ====>

EXAM
ONE TO FIVE BULLETS SIX TO ELEVEN BULLETS TWELVE OR MORE BULLETS ALL BULLETS

Problem Focused Expanded Problem Focused Detailed Comprehensive

Next, circle the level of examination below that corresponds to the number of circled bullets to identify the final Level of Examination. Circle this 
level of Examination on Page Four, in the appropriate grid, whether New Patient or Established Patient. When complete, move on to Part Three: 
Medical Decision Making.  

For the purposes of auditing, we’re using the 1997 E/M Documentation Guidelines that include specialty examinations, and for chiropractic, we’re 
using the Musculoskeletal Specialty Examination.  Go through the elements of your examination and identify the bullets below that were met as a part 
of the examination.  Circle each bullet as you identify it, and then count the total bullets at the end to identify the level of examination performed. 

PART 2: EXAMINATION



FINAL RESULT FOR COMPLEXITY OF MEDICAL DECISION MAKING
A Number diagnoses or treatment options >1 Minimal 2 Limited 3 Multiple >4 Extensive

B Highest Risk Minimal Low Moderate High

C Amount and/or complexity of data >1 Minimal or low 2 Limited 3 Moderate >4 Extensive

Type of decision making Straight Forward Low Complex Moderate Complex High Complex

A.-  NUMBER OF DIAGNOSES 
OR TREATMENT OPTIONS

A B C D

Problems to Exam Physician Number X Points = Result

Number of self-limited or minor problems (Unlikely to be 
used in a DC office since CMT includes E/M) Max. = 2

1

Number of est. problems (to examiner);  stable, improved 
(e.g. re-eval showing improvement)

1

Number of est. problems (to examiner); worsening  (e.g. 
documented assessment noting pt. not responding or new 
episode of previously treated and stabilized condition) Max. = 3

2

Number of new problems (to examiner); no additional 
workup planned

3

Number of new problems (to examiner); additional workup planned. 
(e.g. NP eval, awaiting diagnostics ordered from outside entity)

4

TOTAL

B.-  RISK OF COMPLICATIONS 
AND/OR MORBIDITY OR MORTALITY

Level 
of risk

Presenting Problem(s)
Diagnostic

Procedure(s) 
Ordered

Management
Options Selected

M
IN

IM
AL

One minor problem e.g. minor 
recurrence of prior subluxation, 
extremity subluxation.

E/M Short term (2-5 visits) 
course of chiropractic and/
or physiotherapy and active 
rehabilitation, to include 
exercises in the office and/or 
at home. 

LO
W

Two or more minor problems,
uncomplicated illness or injury 
with treatment e.g. simple 
sprain, strain, degenerative 
joint disease, scoliosis, 
osteoarthritis, etc.
One stable chronic illness e.g. 
chronic subluxation, chronic 
extremity subluxation, chronic 
musculoskeletal condition, 
chronic neurological condition.

E/M
X-ray
MRI
CT
U/A
Lab testing 
requiring 
venipuncture

Medium to long term (6-36 
visits) course of chiropractic 
and physiotherapy and 
active rehabilitation; could 
include rest, bracing/
strapping/supports, topical 
analgesics, anti-inflammation 
supplements, and 
acupuncture.
Course of chiropractic and/
or physiotherapy care can 
include coordination of 
care with other healthcare 
professional(s).
Passive physiotherapy would 
give way to active care 
rehabilitation with possible 
stretching, strengthening and 
proprioceptive treatment

M
OD

ER
AT

E

Acute complicated injury, e. 
g. MVA with head injury with 
brief loss of consciousness, 
e.g. conservative chiropractic 
care preferred by patient for 
post-injury musculoskeletal 
symptomology with 
coordination of care with the 
neurological residuals.

E/M 
X-ray 
MRI 
CT 
U/A 
Lab testing 
requiring 
venipuncture

Confirmed neurological 
involvement post injury with 
management of a medium 
to long term (6-36 visits) 
course of chiropractic and/
or physiotherapy and active 
rehabilitation  with possible 
stretching, strengthening and 
proprioceptive treatment; 
including coordination of 
care with other healthcare 
professional(s).

HI
GH

An abrupt change in neurologic 
status, e. g. seizure, TIA, 
weakness, or sensory loss
Emerging critical condition in 
patient who is already in the office.
Patient in the office is in the 
process of a stroke or heart attack.

Stabilize 
patient to the 
best of your 
ability and 
call the local 
ambulance 
service.

Typical first aid care and 
coordination of care with 
emergency personnel.

TABLE A -  Multiply the number in columns B &  C and put the 
product in column D. Enter a total for column D.Bring total to Line A 
in Final Result for Complexity. (Table at the bottom)

C.-  AMOUNT AND/OR COMPLEXITY 
OF DATA TO BE REVIEWED

Reviewed Data Points

Review and/or order of clinical Lab Test(s) 1

Review and/or order of tests in the radiology 
section of CPT

1

Review and/or order of tests in the medicine 
section of CPT (e.g., physical performance test, 
computerized ROM or muscle testing)

1

Discussion of test results with performing 
Physician (e.g., documented conversation with 
performing physician)

1

Decision to obtain old records and/or obtain 
history from someone other than patient (e.g. 
documented request for relevant records)

1

Review and summarization of old records 
and/or obtaining history from someone other 
than patient and/or discussion of case with 
another health care provider (e.g. documented 
summary of records or conversation)

2

Independent visualization of image, tracing or 
specimen itself (not simply review of report) 
(e.g. treating physician’s x-ray report present)

2

TOTALTABLE C -  Circle the points that apply and total them. Bring total 
to Line C in Final Result for Complexity. (Table at the bottom)

FINAL RESULT -  Draw a line down the column with 2 or 3 circles and 
circle Decision Making Level OR draw a line down the column with the 
center circle and circle the Decision Making Level

This page represents the decision making complexity portion of the E/M code. It has three subsections to evaluate independently, and then to assign 
a value for each. Carry that down to the bottom table to determine the final value for Complexity of Medical Decision Making. This final value will 
come into play in the final code selection on page four. 

PART 3: COMPLEXITY OF MEDICAL DECISION MAKING (MDM)

Circle this level of MDM on 
Page Four, in the appropriate 
grid, whether New Patient or 
Established Patient.  



Here is where you will compile the information learned in the first three pages. Make sure that you have identified the level of history, exam, and medical 
decision making on each page, and carried it forward to circle the corresponding item in the appropriate table, whether new or established patient. 

Identify the row with three circles, or, if none, the row with the circle closest to the top of the table. Draw a line through that row, and circle 
the corresponding code in column one of that row.

Identify the row with 2 or 3 circles, or, if none, choose the row with the second highest level circled. Draw a line through that row, and circle 
the corresponding code in column one of that row.

PART 4: FINAL CODE SELECTION

CODE HISTORY EXAMINATION MDM
MEDICAL DECISION MAKING

99201 PROBLEM FOCUSED PROBLEM FOCUSED STRAIGHT FORWARD

99202 EXPANDED
PROBLEM FOCUSED

EXPANDED
PROBLEM FOCUSED STRAIGHT FORWARD

99203 DETAILED DETAILED LOW

99204 COMPREHENSIVE COMPREHENSIVE MODERATE

99205 COMPREHENSIVE COMPREHENSIVE HIGH

CODE HISTORY EXAMINATION MDM
MEDICAL DECISION MAKING

99211 NONE NONE N/A

99212 PROBLEM FOCUSED PROBLEM FOCUSED STRAIGHT FORWARD

99213 EXPANDED EXPANDED LOW

99214 DETAILED DETAILED MODERATE

99215 COMPREHENSIVE COMPREHENSIVE HIGH

E/M CODE BILLED 

E/M CODE PER AUDIT 

AMOUNT AT ISSUE

3 OF 3 MUST MEET OR EXCEED
NEW PATIENT EVALUATION & MANAGEMENT

2 OF 3 MUST MEET OR EXCEED
ESTABLISHED PATIENT EVALUATION & MANAGEMENT


