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Let’s Chat:

Chiropractic 
Insurance – From 
Basics to Beyond

1. Foundations of Insurance 

2. The Life Cycle of a Claim

3. Mastering Managed 
Care

4. Beyond the 
Adjustment
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Coding Systems

Beyond the Adjustment

Topics:

❏Diagnosis coding (ICD-10)
❏Diagnosis pointers
❏NCCI edits
❏Procedural coding (CPT)
❏Modifier use
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Diagnosis Coding Box 21

Procedural Coding Box 24D

Modifiers Box 24D

Diagnosis Pointers Box 24E

Coding MUST Work 
Together

Each part has rules. When they’re aligned and 
accurate, they tell a complete story - one that 
supports medical necessity, passes audits, and 
gets reimbursed.

ICD-10-CM: International Classification of 
Diseases, 10th Revision, Clinical Modification

What they do: Identify WHY the patient is receiving care

● The 10th Revision was implemented in 2015.
● This revision was a complete overhaul from ICD-9.
● ICD codes are updated annually on October 1st.
● This includes new, revised, and deleted codes.
● Approximately 70,000 diagnosis codes (This is a significant increase from the 

approximately 14,000 codes in the previous version, ICD-9-CM)

*ICD-10-PCS (Procedure Classification System) is the code set for reporting procedures 
performed in a facility or inpatient setting. These codes are the same length; however, 
they have an entirely different structure than ICD-10-CM codes.
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ICD-10 - Manual Layout; 2 Sections

Alphabetical 
Index

Tabular Index

Alphabetic Index:
Search this section for the 
key/main term to locate an 
ICD-10-CM code.

The Tabular Index:
The Tabular List presents 
codes by chapter and in 
number order. Since all ICD-
10-CM codes start with a 
letter, all code categories are 
in alphabetical order 
according to the first 
characters.

ICD-10 - Excludes1 Notation

“An excludes notes indicates that codes excluded from each other 
are independent of each other.

Excludes1
A type 1 Excludes note is a pure excludes note. It means “NOT CODED HERE!” 

An Excludes1 note indicates that the code excluded should never be used at the 
same time as the code above the Excludes1 note.

An Excludes1 is used when two conditions cannot occur together, such as a congenital 

form versus an acquired form of the same condition.”

Flashback to 
“Foundations of 

Insurance”

In chiropractic, it often shows up when a general pain code (like low back pain) is billed with a more specific 
diagnosis (like disc displacement or radiculopathy).
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ICD-10 - How to Locate Excludes1 
Notation

Chapter level:  Applies broadly across condition types

Category level:  First 3 characters (e.g., M54)

Subcategory level:  4–5 characters (e.g., M54.5)

★ SPECIFIC CODE LEVEL: Full code (e.g., M54.50)

To see if an Excludes1 note is listed, walk UP the coding hierarchy:

Start at the specific ★ Code ➝ Subcategory ➝ Category ➝ Chapter.

Remember: Your EMR may not always show Excludes1 notes, so double-check using a trusted 
coding manual or tool.

ICD-10 - How to Locate Excludes1 
Notation
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Common Chiropractic CPT Code Sets
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Evaluation and Management Service

Chapter 1…
The “Who, What, When, 
Where, and How….”

When is it appropriate to perform and bill for it?

● New patient first visit
● Established patients with:

○ New Conditions
○ New Injuries
○ Aggravation or exacerbation of existing injuries

● Periodic re-evaluation to assess whether a 
change in treatment is needed.
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When is it appropriate to perform and bill for it?

Because PRE, INTRA, and POST work is built into the 
definition of procedure codes…

An E/M code should only be billed when:

A “significant, separately identifiable Evaluation and 
Management (E/M) service above and beyond that 
associated with another procedure or service is performed 
and documented” according to the American Medical 
Association’s guidelines.

There are different levels of E/M service, ranging from a simple office visit to a 
comprehensive evaluation and management of a complex medical condition. 
The level of service is determined by the physician based on the 
documentation of the Evaluation and Management service.
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New vs. Established Patients
To distinguish new and established patients for reporting evaluation and management services:

NEW PATIENT:
➢ Has not received any professional services from the physician or 

other qualified health care professional or another physician or other 
qualified health care professional of the exact same specialty and 
subspecialty who belongs to the same group practice, within the past 
three years (36 months).

ESTABLISHED PATIENT:
➢ Has received professional services from the physician or other 

qualified health care professional or another physician or other qualified 
health care professional of the exact same specialty and subspecialty 
who belongs to the same group practice, within the past three years
(36 months).

The AMA revised and updated the E/M 
Guidelines which went into effect on January 1, 
2021.

The previous Evaluation and Management (E/M) 
guidelines utilized a complex point system to 
determine the appropriate code for billing purposes.

This system evaluated multiple aspects of the three 
key components:

1. History
2. Examination
3. Medical Decision-Making
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Current Evaluation and Management Guidelines
Revised and Effective January 1, 2021

With the revised guidelines, the physician’s work in capturing the patient’s pertinent 
history and performing a relevant physical exam is still a component of the 
evaluation and management of the patient. However, these elements are not used 
to determine the appropriate code level.

1. History: Providers should perform and document a “medically appropriate 
history.”

2. Examination: Providers should perform and document a “medically 
appropriate examination.”

With the Revised 2021 Guidelines from the AMA, the Medical Decision Making 
components determine the appropriate code level.

1. Medical Decision-Making… see next slide.

Medical Decision-Making (MDM):

MDM includes establishing diagnoses, assessing the status of a condition, and/or 
selecting a management option.

The level of MDM is defined by three elements:

1. The number and complexity of the problem(s) addressed during the encounter.
2. The amount and/or complexity of data to be reviewed and analyzed.

○ These data include medical records, tests, and/or other information that must be obtained, 
ordered, reviewed, and analyzed for the encounter. 

○ This includes information obtained from multiple sources or interprofessional communications 
that are not reported separately and interpretation of tests that are not reported separately. 

3. The risk of complications and/or morbidity or mortality of patient management decisions 
made at the visit, associated with the patient’s problem(s), the diagnostic procedure(s), and 
treatment(s).

*Level of MDM is based on 2 out of 3 Elements of MDM.
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Matrix for E/M 
Coding (AMA)

E/M Guidelines for 
Office and 
Outpatient Codes

“A significant, separately identifiable 
Evaluation and Management (E/M) 

service above and beyond that 
associated with another procedure 

or service…”

Tip: Using the Matrix, 
perform an internal audit on a 
random selection of your E/M 
billed services. 

*The level of MDM 
is based on 2 out of 
3 Elements of MDM.
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Complexity of Problems Addressed Page 4-6: E/M Guidelines for Office 
and Outpatient Codes

Self-limited or minor problem: A problem that runs a definite and prescribed course, is transient in nature, 
and is not likely to permanently alter health status.

Stable, chronic illness: A condition or illness that is lasting, and always present even though the stage and 
severity may vary. Chronic conditions usually last anywhere from a year or until the death of the patient. The 
illness is stable with treatment goals being met but without treatment, the risk of death would be significant. 
Examples: noninsulin-dependent diabetes or controlled hypertension.

Acute, uncomplicated illness or injury…

Chronic illness with exacerbation, progression, or side effects of treatment…

Undiagnosed new problem with uncertain prognosis…

Acute illness with systemic symptoms:

Acute, complicated injury:

Chronic illness with severe exacerbation, progression, or side effects of treatment:

Acute or chronic illness or injury that poses a threat to life or bodily function:
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Resources for E/M Documentation and Self-Audits:

● Documentation Job Aid for Chiropractic 
Doctors - Medicare

● Reference specific payor Provider Manuals 
for additional documentation requirements.

● SOAP Notes
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Resources for E/M Documentation and Self-Audits:

Part 2 … PLOT TWIST!
● Reinjury, reexam…

Treatment Plan Reevaluate

?

Common Chiropractic CPT Code Sets

31

32



4/27/2025

17

Chiropractic Manipulative Treatment
Chiropractic Manipulative Treatment (CMT) is a form of 
manual treatment to influence joint and neurophysiological 
function. This treatment may be accomplished using a 
variety of techniques.

98940 - Chiropractic Manipulative Treatment (CMT); spinal, 1-2 regions

98941 - Chiropractic Manipulative Treatment (CMT); spinal, 3-4 regions

98942 - Chiropractic Manipulative Treatment (CMT); spinal, 5 regions

98943 - Chiropractic Manipulative Treatment (CMT); extraspinal, 1 or more 

regions

Spinal Regions (98940 - 98942)
● Cervical region (atlanto-occipital joint)
● Thoracic region (costovertebral/costotransverse 

joints)
● Lumbar region
● Pelvic region (sacro-iliac joint)
● Sacral region

Extraspinal Regions (98943)
● Head region (including temporomandibular joint, 

excluding atlanto-occipital)
● Lower extremities
● Upper extremities
● Rib cage (excluding costovertebral and 

costotransverse joints)
● Abdomen
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M99.00 Segmental and somatic dysfunction of head region

M99.01 Segmental and somatic dysfunction of cervical region
M99.02 Segmental and somatic dysfunction of thoracic region
M99.03 Segmental and somatic dysfunction of lumbar region
M99.04 Segmental and somatic dysfunction of sacral region
M99.05 Segmental and somatic dysfunction of pelvic region

M99.06 Segmental and somatic dysfunction of lower extremity
M99.07 Segmental and somatic dysfunction of upper extremity
M99.08 Segmental and somatic dysfunction of rib cage
M99.09 Segmental and somatic dysfunction of abdomen and other regions

Extra-
spinal

Extra-
spinal

Spinal

ICD Codes related to Region

1. Pre-assessment,
2. Manipulation, and
3. Post-assessment

These combine, or bundle together, to form each CMT
code. These parts are inherent and cannot be routinely
unbundled.

If chiropractors perform a distinct procedure that is
not inherent in the manipulation, then, according to the
National Correct Coding Initiative (NCCI) edits,
a modifier must be added to communicate that an
exception has been made.

The Definition of the CMT Codes includes 3 Parts:
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POST Service work includes:INTRA Service work 
includes:

PRE Service work may 
include a review of:

An evaluation and discussion with the 
patient about the effect of treatment

Discussion about the service with the 
patient

The patient’s records

Arrangement of additional services or 
referral to another provider

A pertinent evaluation and assessment of 
the patient

Their diagnostic tests

Discussion of the case with other providersThe procedure performedCommunication with other providers

The actual preparations for care

Common Chiropractic CPT Code Sets
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Instructions from the CPT:

“Select the name of a procedure 
that accurately identifies the service 
performed.

Do not select a CPT code that 
merely approximates the service 
provided.”
* Selecting a CPT code that only approximates the service 
provided can be considered fraudulent.

Strategies for reporting services when there is not a 
CPT code that “accurately identifies” the service 
performed.HCPCS Level II:
Search for a HCPCS Level II code (if one exists) that accurately describes the service and is 
accepted by the payer.

Modifiers:
Application of a CPT or HCPCS modifier that, when applied to the code that most closely represents 
what was performed, accurately identifies the service.

Unlisted Code:
Report an unlisted code specific to the category of codes the service belongs to. Unlisted codes 
always end in ‘99’. Be sure to send a copy of the medical report and enter a brief description of the 
service in Item Number 19 or shaded area of Item Number 24 on the 1500 Claim Form.

39

40



4/27/2025

21

41

42



4/27/2025

22

43

44



4/27/2025

23

45

46



4/27/2025

24

47

48



4/27/2025

25

49

50



4/27/2025

26

51

52



4/27/2025

27

53

54



4/27/2025

28

55

56



4/27/2025

29

57

58



4/27/2025

30

59

60



4/27/2025

31

61

62



4/27/2025

32

63

64



4/27/2025

33

65

66



4/27/2025

34

67

68



4/27/2025

35

69

70



4/27/2025

36

71

72



4/27/2025

37

73

74



4/27/2025

38

75

76



4/27/2025

39

77

78



4/27/2025

40

79

80



4/27/2025

41

81

82



4/27/2025

42

83


