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CODING HANDBOOK OVERVIEW 
The purpose of this handbook is to provide guidance on coding standards and assist coders and clinicians in 
the field in accurate coding of clinical behavioral health services. The coding standards described in this 
handbook represent the official position of the DHA Behavioral Health Services regarding behavioral health 
coding practices.  

Specialties Covered 

Some of the components covered in this section: General Behavioral Health (Ambulatory), Specialty 
Evaluations, Clinical Health Psychology, Neuropsychology, Behavioral Health Consultants (BHCs), Intensive 
Outpatient Program (IOP), Addiction Medicine Intensive Outpatient Program (AMIOP), and Family Advocacy 
Program (FAP). The specific coding guidance within each section refers to the codes that privileged providers 
should use. 

Quick Reference 

Appendix A: Coding quick references 

Appendix B: DOD Unique Codes 

Appendix C: Evaluation and Management (E/M), Common Procedural Terminology (CPT) descriptors 

Appendix D: Behavioral/Emotional Assessment code list 

Future Revisions 

This handbook is intended to be updated on an approximately annual basis to reflect annual changes in the 
International Classification of Diseases, 10th Revision, Clinical Modification (ICD-10-CM); Healthcare Common 
Procedure Coding System (HCPCS); American Medical Association (AMA) coding guidance and/or Military 
Health System (MHS) Coding and Documentation Guideline. Significant changes that need to be applied 
immediately will be distributed as a “DHA Behavioral Health Handbook Update.”    
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PROVIDER SIGNATURE BLOCK 
Providers should ensure that their signature block in the electronic health record (EHR) identifies them by their 
licensure and their position. For instance: LTC Jane Doe, PhD, Clinical Psychologist or Dr. John Doe, PsyD, Chief 
of Behavioral Health. Lack of appropriate signature credentials may impact code assignment per encounter. 
Upon arrival to new clinic assignment, providers should update signature block to include credentials and clinic 
location. Providers should check this periodically, as updates to the EHR may remove the credential without it 
being noticed. If providers are having problems with their signature block, they should contact their local 
Clinical Systems Trainers.  

To ensure specificity of provider information and capture of workload, providers should utilize the following 
format as their signature block for all notes in the EHR: 

Signed by: 

Provider Name, degree designation license is based on (i.e. PhD, LCSW, MD); 

Position/status level (i.e. Clinical Psychologist, Psychiatry Fellow, Social Work Intern); Name of clinic or hospital, 
installation, Date: DD Mon (i.e. Mar) 20YY 

Signature Authentication in accordance with Centers for Medicare & Medicaid Services (CMS), Army 
Regulation (AR) 40-66, Air Force AFI 41-120 and NAVMED P-117 Chapter 16. 
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INTRODUCTION TO CODING 
This section provides an introduction to the basic concepts of coding including a discussion of E/M service 
codes, CPT codes, and ICD-10-CM codes, criteria for use of E/M codes, documentation issues, and specific 
highlighted coding issues. For a detailed understanding, review the CPT and the ICD-10- CM Guidelines. 

Coding entails assigning appropriate diagnoses and procedure codes (E/M and CPT) that describe the services 
performed during the clinical encounter. CPT codes which include E/M and HCPCS are used to “pay” the 
military medical treatment facility (MTF) for the services performed. Inaccurate coding can cost the MTF 
money. All coding must be substantiated by documentation within the record.  

HCPCS codes can be used when there is not a CPT code that fully describes the service provided.  

Coding and documentation guidance is dynamic and can change quickly. While most changes and updates 
occur on an annual basis, providers are urged to maintain contact with their MTF coding department for 
updates or new information. Note that ICD-10 CM/PCS update annually in October and CPT/HCPCS are 
updated annually in January, however, the MHS updates are delayed and not done on the calendar date as 
with civilian industry. MHS Coding staff and Information Management Division (IMD) staff will coordinate 
updates of coding. 
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CHAPTER 1: CLINICAL DOCUMENTATION REQUIREMENTS 

The Medical Record and Documentation 
Accurate and specific documentation procedures are necessary for the welfare of the patient, in addition to 
ethical, professional, and legal reasons. Each step in the care process has specific documentation procedures 
which, if not followed, could be detrimental to both the patient and the provider. This is a legal document. Per 
American Health Information Management Association, “The legal health record serves to identify what 
information constitutes the official business record of an organization for evidentiary purposes.” 

1. Behavioral health care is only one aspect of the total provision of health care to beneficiaries. 
Behavioral health information must be readily accessible to the patient's other health care providers 
and must transition with the patient across the continuum of care. 

 
2. Clinical encounters by behavioral health providers will be documented in the latest version of the 

EHR and any supporting behavioral health modules including: E Profile and Behavioral Health Data 
Portal (BHDP). 
 

3. Behavioral health providers may selectively maintain convenience files (for example psychotherapy 
process notes) for supervision, mentoring, or training purposes, as long as they are maintained and 
destroyed in accordance with clinic/institute policy. Exceptions may arise based on either DHA or 
local guidance due to sensitive content (see DoDI 6040.45 Health Record Life Cycle Management).  
 

4. Copy forward information is described in the MHS Coding and Documentation Guidelines as: 
 
Copied text and findings must be integral, relevant and medically necessary to the current 
encounter. Information should be copied ONLY if it is critical that information be repeated in the 
current note and has a direct impact on care rendered during the encounter. It is unnecessary to 
duplicate, either by copying and pasting, or by use of templates, information that does not 
specifically impact care on a date of service. 
 
Copied documentation should be clearly and easily distinguished from the original data entry. There 
should be clear attribution of the work of others. In the case of copy/forward documentation of any 
E/M key components, the original author, source, and date of the information copied must be 
documented. 

General Documentation Requirements 

1. Clinical documentation is defined as the documentation required for the observation, treatment, or 
care of the patient. Types of documentation for behavioral health services includes: 
a. Intake screening/admission/diagnostic evaluation 
b. Physical, developmental, and psychosocial assessment 
c. Analysis of data and assessments (e.g., psychological tests) 
d. Prioritization of needs 
e. Treatment plan and treatment plan review/updates 
f. Progress notes designed to communicate: 

• Current symptoms/presenting problems being addressed. 
• Treatment plan and progress toward treatment goals. 
• Emerging issues or significant changes. 
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2. Documentation of start and stop time (e.g. psychotherapy 1400-1453) or of the total duration (e.g., 

53 minutes psychotherapy) is required for each service/procedure that is time-based whether it is an 
E/M or CPT code. If multiple time-based procedures occur in one session, time must be documented 
for each procedure seperately (e.g. 30 minutes medication management, 30 minutes 
psychotherapy).  
 

3. Behavioral health providers should take great care when documenting sensitive information, as all 
notes in the EHR are discoverable, can be viewed by others on the patient’s care team, and can be 
released to the patient him/herself. Generally, behavioral health providers should include only the 
minimum necessary information to support care.  
 

4. Common errors in documentation and coding: 
a. Missing notes/insufficient documentation. 
b. No documentation of time spent face-to-face with patient. 
c. Insufficient documentation for level of service reported. 
d. Missing signature/credentials. 
e. Missing co-signatures and attestations for residents and interns. 
f. Missing late entry statements. 
g. Illegibility. 
h. Copy forward notes – DO NOT copy forward complete past notes. See guidance above in #5.  
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CHAPTER 2: CURRENT PROCEDURAL TERMINOLOGY (CPT) CODES 
CPT codes describe procedures or services performed during the patient encounter (e.g., psychotherapy, 
evaluations and counseling). CPT codes are well-defined and capture the full spectrum of care, with the 
exception of some HCPCS codes. CPT codes describe the service(s) provided to the patient; therefore, the 
appropriate CPT code will be the code with the definition that accurately describes the service(s) performed. 
In the EHR, link at least one diagnosis code to the CPT code selected; the diagnosis code explains WHY the 
service is provided as described by the CPT code. Behavioral health providers typically utilize E/M 99499 and BH 
CPT/HCPCS with the exception of Psychiatrist & BH Nurse Practitioners who can utilize E/M codes. 
Documentation must support the CPT code(s) that are assigned for the encounter. 

E/M Codes 

E/M codes are a subset of CPT codes. E/M office codes are used to describe services provided by privileged 
providers to patients in order to evaluate and manage their care. Prescribing privileged providers (except 
prescribing psychologist) can use the full range of E/M codes based on the services provided.  

Late entry 

Documentation must be completed on the date the service(s) provided per CMS.1 If the documentation is 
completed on a separate date (ex: date of service is 1 OCT but the EHR date/time stamp shows 3 OCT), the 
documentation must include a statement referencing the original date of service. A simple statement of 
“Patient seen on xx/xx/xx presenting for a follow-up therapy…” is sufficient to fulfill the late entry requirement. 
This is not the same as the three business day requirement for signing an encounter.  

Modifiers 

Modifiers are used to indicate that a service or procedure that has been performed was altered by some 
specific circumstance, but not changed in its definition or code. 

Examples of modifiers include the following: 

 MODIFIER DESCRIPTION EXPLANATION 

32 Mandated services Services mandated by law or regulation other than DOD regulations. 

52 Reduced services Indicates that the service was reduced at the provider’s discretion, or 
not performed for the entire time specified in the code descriptor (this 
modifier cannot be used with psychotherapy code 90832 or +90833. 

GQ Asynchronous virtual 
health encounters 

Signifies the distant site physician or practitioner certifies that the 
asynchronous medical file was collected and transmitted to him/her at 
his or her distant site from an eligible originating site when the virtual 
health service was furnished. 

GT Real-time interactive 
virtual health 
encounters 

Real-time communication between the distant-site physician or 
practitioner has taken place with the patient present and participating 
in the virtual health visit at another MTF. 

95 Synchronous–virtual 
health visits 

Virtual medicine service rendered via a real-time interactive audio and 
video telecommunications system to a patient in another location other 
than an MTF. 

                                                      
1 CMS Manual System Department of Health & Human Services (DHHS) Pub 100-08 Medicare Program Integrity Centers for Medicare & 
Medicaid Services (CMS) Transmittal 732 Date: July 21, 2017 Change Request 10120 
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CHAPTER 3: UNITS OF SERVICE 
Units of service must be entered where appropriate. Examples of CPT codes requiring units of service are 
mentioned throughout this handbook. These codes are as follows: CPT +96121, 96127, +96131, +96133, +96137, 
+96139, +96159, +96165, +96168 and +96171.  

While the EHR accepts additional units of service for computer-administered psychological testing (96146), this 
code is not based on time, and multiple units would not be applicable.  

Be aware there is a system limit for units of service. If a provider enters more than the maximum allowable units 
of service on an encounter, the system may default the units of service down to one.  

Example A:  

The health and behavior intervention code 96164 for group intervention is used for the first 30 minutes of service 
and will only allow one unit of service; for additional time, the add-on code +96165 is based on each additional 
15 minutes of service. If a 90-minute cardiac rehabilitation program were conducted, then it would be coded 
E/M 99499 and CPT 96164 x1 and +96165 with four (4) units of service. 

Example B:  

A provider reviews and documents the measures from BHDP. The provider reviews six measures and codes the 
96127 emotional and behavioral assessment code with six (6) units of service. Since the maximum units allowed 
are only four (4), the system will remove all units but one. Therefore, instead of getting the RVUs for four 
measures, the clinic will only receive one. As such, providers should never code more than four units of service 
for emotional and behavioral assessment 96127, even if more than four instruments are administered. 
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CHAPTER 4: ICD-10-CM DIAGNOSTIC CODES 
The ICD-10-CM codes are used by providers to characterize the complete clinical picture for a patient. It is 
imperative clinicians be knowledgeable of the ICD-10-CM codes as these are the codes used for data 
collection. Behavioral health professionals such as psychologists and social workers are generally trained in the 
use of Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) in order to find the most 
appropriate diagnosis which then shows the most appropriate ICD code to use in the EHR.  

Diagnoses are often not established at the time of the initial encounter. It may take two or more visits before a 
diagnosis can be confirmed.2 In an outpatient setting, providers cannot code probable, rule-out, suspected, 
consistent-with or questionable diagnoses as if they are definitive diagnoses. 

No Definitive Diagnosis - Using Signs & Symptoms 

In cases where no psychiatric diagnosis is established but the patient presents with signs or symptoms, the 
primary diagnosis code should reflect the presenting symptom or complaint (e.g. R53.83 feeling tired or poorly, 
R41.3 memory lapses, R45.4 irritability, Z63.0 Relationship problems). 

Example:  

Patient was referred to the Behavioral Health Clinic for depressive symptoms and work related stress issues. The 
provider performs an evaluation but cannot confirm a definitive diagnosis and recommends psychological 
testing. Code R45.89, Z56.89. 

 Some signs and symptom and their codes are as follows: 

Description Code 

Attention and concentration deficit R41.840 

Irritability and anger R45.4 

Suicide ideations R45.851 

Other symptoms and signs of cognitive function and 
awareness 

R41.89 

Other symptoms and signs involving emotional state R45.89 

Other symptoms and signs involving appearance and 
behavior 

R46.89 

Z-Codes 

Factors Influencing Health Status and Contact with Health Services (Z00-Z99) codes may be reported as the 
principal or primary diagnosis in specific situations. Other times, Z-codes are reported as additional codes that 
give more detail to the encounter, depending on the history, status, or problem of the patient and how it 
impacts the patient’s healthcare.  

                                                      
2 ICD-10-CM Official Guidelines for coding and reporting section IV.A 
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The following Z-codes are examples that may be used as the primary diagnosis or additional diagnoses: 

Description Code 

Personal history of combat and operational stress reaction 

 

Z86.51 

 
Personal history of other mental and behavioral disorders Z86.59 

Personal history of physical and sexual abuse Z91.410, adult; Z62.810, child 

Personal history of psychological abuse Z91.411, adult; Z62.811, child 

Other personal history of psychological trauma not elsewhere 
classified 

Z91.49 

Noncompliance with treatment Z91.19 

History of Nicotine Dependence Z87.891 

Other problems related to employment Z56.89 

Personal current military deployment status Z56.82 

Personal history of return from military deployment Z91.82 

Educational circumstances – Academic problem Z55 Series 

Problems related to social environment Z60 Series 

Bereavement Z63.4 

Mental health service for perpetrator of physical/sexual abuse Z69.82 

When using screening codes, the patient would not present with signs or symptoms of a suspected 
condition.  

Screening exam for mental health and behavioral disorders Z13.30 

Screening for depression Z13.31 

Screening for maternal depression Z13.32 

Screening exam for other mental health and behavioral 
disorders (includes substance use disorders) 

Z13.39 

Screening for certain developmental disorders in childhood Z13.40 

Encounter for autism screening Z13.41 

Screening for global developmental delays (milestones) Z13.42 

Screening for other developmental delays Z13.49 
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The following Z-codes can be used in certain situations: 

Code Z71.89 – Other specified counseling  

This code could be used for counseling a patient on the behavioral health services and clinic processes or in a 
group setting providing education on prevention measures for patients without a diagnosis.  

This counseling code should not be used on encounters in behavioral health when procedures (i.e., 
psychotherapy, testing, etc.) are being performed, as it does not support medical necessity for the services.  

Code Z03.89 – Examination or observation for other suspected disease or condition ruled out  

Example: A parent brings a child in wanting them checked for ADHD. The child has an older sibling that has 
been diagnosed with ADHD. The parents noticed she is acting just like the older sibling. After the evaluation, the 
provider concludes there are no mental or behavioral conditions and after observation the child was only 
mimicking her sibling’s behavior. When not around the older child, she would act normal. The provider ruled out 
the suspected condition and no further treatment is needed.  

Code Z04.89 or Z04.9 – Examination and observation for other reasons (after exam, suspected condition is ruled 
out) 

Example: A unit commander requests an evaluation for a service member who was smelling of alcohol during 
physical training. After an evaluation, the substance abuse disorder clinic provider determined the patient did 
not have a use or abuse disorder but drank too much the night before. Recommended attending a preventive 
medicine counseling class on substance use.  

Deployment-Related Exams  

The readiness process is comprehensive and includes physical health and behavioral health. From a behavioral 
health perspective, the following assessments are required of all Active Duty personnel and mobilized 
Reservists/Guardsmen surrounding a deployment. These assessments are given in the following timeframes with 
the following DOD Unique Deployment Codes: 

 

List the appropriate DOD Unique Deployment Code as the primary diagnosis when the encounter is for an 
exam, assessment, or screening for the purpose of deployment. Use the appropriate ICD code for any signs or 
symptoms or conditions discovered during the visit (ex: F32.9 or R45.89).  

See Appendix B for more DOD Unique Codes. 

 

Assessment Timeframe Code 
Pre deployment behavioral health 
assessment  

Within 60 days prior to deployment DOD0211 

Post deployment behavioral health 
assessment (PDHA) 

Within 30 days post deployment DOD0212 

Post deployment behavioral health 
reassessment (PDHRA) 

Within 90-180 days post deployment DOD0213 
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Pregnancy Coding 

Behavioral health providers might need to see a patient that is pregnant. Whether or not the presenting 
problems are related to the pregnancy, there still needs to be documentation and coding addressing the 
pregnancy. This shows the provider did take the pregnancy into consideration when treating the patient.  

It is the provider’s responsibility to state in the encounter if the pregnancy is incidental to the presenting 
problem and treatment. If this is not stated in the documentation, then a code from the Obstetric Chapter in 
ICD-10-CM will be applied as the primary diagnosis.  

There are specific coding guidance for patients who are pregnant presenting for treatment, even if the 
treatment is not for the pregnancy.  

Patients presenting for evaluations and treatment who are pregnant must have a diagnosis code related to the 
pregnancy on the encounters when the condition impacts the pregnancy. The provider must take into 
account three things: 

1. How is the pregnancy affecting the condition? 

2. How is the condition affecting the pregnancy?   

3. Was the condition present prior to pregnancy?  

Ex: Did the patient have depression before getting pregnant? 

Ex: Did the pregnancy cause the depression?   

When the pregnancy impacts the treatment, the pregnancy diagnosis codes are listed as primary diagnosis 
with additional mental health or appropriate Z-codes listed secondary.3 The appropriate code for weeks of 
gestation should also be listed: Z3A.xx. 

Pregnancy can be complicated by: 

Description Code 

Abuse  – Physical   

– Sexual   

– Psychological   

O9A.3xx 

O9A.4xx 

O9A.5xx 

Drug/Substance Use  O99.32x 

Alcohol Use  O99.31x 

Tobacco Use O99.33x 

Mental Disorders O99.34x 

 

When the pregnancy is incidental to the presenting problem, assign code Z33.1 after the primary conditions. 
The provider must document that the condition and treatment does not affect the pregnancy.  

 

                                                      
3 ICD-10-CM Chapter 15 – Pregnancy, Childbirth and the Puerperium; section a.1 coding guidelines 
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Example:  

A female service member presents to behavioral health for an evaluation of stress and lack of sleep. The 
patient relays the events leading up the problems she is having with stress. Her current boyfriend has been 
starting to get emotionally and psychologically abusive telling her she is worthless. She’s had a hard time 
getting her work completed since she cannot sleep due to their fighting and her boss has noticed, threatening 
to write her up if she does not improve. She just found out she is about 4 weeks pregnant and is afraid to tell her 
boyfriend. She is not sure she wants to keep the baby and does not know what to do. The provider discovers 
the patient has already been diagnosed with major depression.  

The provider needs to think about the questions above. Is the stress going to impact the pregnancy? Can the 
patient start on any medications that will not affect the pregnancy? Was the diagnosis of Major Depressive 
Disorder (MDD) already present prior to getting pregnant?   

The provider decides to have the patient see a prescribing provider and start psychotherapy immediately. The 
patient is diagnosed with MDD, Problems in relationship with partner, and Lack of sleep. The coding would look 
like: 

Description Code 

Psychological abuse complicating pregnancy O9A.52 

Other mental disorders complicating pregnancy, 1st trimester O99.341 

Major Depressive Disorder, NOS F32.9 

Less than 8 weeks gestation Z3A.01 

Problems in Relationship with Partner Z63.0 

Lack of sleep Z72.820 

 

Example of incidental pregnancy: 

Patient presents for on-going treatment of MDD. The patient states she just found out she is pregnant and is 
really happy. The provider states the MDD is under good control without medications and diagnoses the 
patient as being in remission. The provider states at this time the pregnancy is not affecting the patient’s 
treatment or MDD and as long as everything goes well with the pregnancy the MDD should stay in remission.  

The coding would be: 

Description Code 

Major Depressive Disorder, NOS F32.9 

Incidental pregnancy Z33.1 
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CHAPTER 5: BEHAVIORAL HEALTH TECHNICIAN (BHT) 

BHTs4 are well-trained provider extenders and can be used to facilitate appropriate assessment and treatment 
in a variety of settings (e.g., group treatment, psycho-education, in Substance Use Disorder Clinical Care, or as 
a psychometrician). With the appropriate training, certification, and supervision, BHTs serve in a variety of 
important clinical roles. For initial diagnostic assessments, development of or changing a treatment plan, and 
crisis intervention, the privileged providers are always responsible for performing the assessment and therapy or 
intervention with the patient. The BHTs can perform record reviews, triage, obtain the patient’s history, and 
review any clinical policies or paperwork with the patient. All BHTs will be entered into the EHR as 
paraprofessionals. 

Supervision is defined as direct, “eyes-on,” or consultative/indirect depending on the task and the training of 
the specialist. 

Direct supervision – The privileged provider is physically present in the room for the entire encounter with the 
BHT. The BHT will document the encounter and then transfer ownership of the encounter to the privileged 
provider. The provider will add his/her personal documentation coding, and signing of the note. The BHT will be 
listed as a secondary “paraprofessional” for the encounter. 

Eyes-on – The privileged provider is not physically present for the entire BHT encounter but is present for a 
significant period of the interaction to validate the BHT’s work and make recommendations. The BHT will transfer 
ownership of the encounter to the privileged provider who will add his/her personal documentation, coding, 
and signing of the note. The BHT will be listed as secondary “paraprofessional” for the encounter. 

Consultative or indirect – The privileged provider may see the patient/client during the visit with the BHT; 
however, there is no actual interaction conducted by the privileged provider. In some instances, the privileged 
provider may not see the patient. These will remain a BHT encounters and will be sent to the 
supervising/privileged provider for an attestation of their review and a co-signature. 

BHTs can perform the following services: 

• Perform the majority of a psychiatric evaluation by interviewing the patient and any persons that 
can assist in history and background of the patient.  

• Facilitate group psychotherapy sessions and/or assist in conducting psycho-educational classes 
and groups. 

• Perform individual psychotherapy session. 
• Conduct ordered psychological and neuropsychological testing. 
• Perform risk assessments and safety checks. 

Supervising providers are required to review BHTs’ encounters and provide an attestation on each encounter 
stating their level of involvement in the patient’s care and review of the encounter. The supervising provider will 
be listed as either primary or secondary on patient encounters depending on his/her involvement in the care 
provided in that visit.  

Appropriate attestation examples: 

                                                      
4 Healthcare Provider’s Practice Guide for the Utilization of Behavioral Health Technicians (BHTs) 
Information and Recommendations to Optimize Use of BHTs to Support Psychological Healthcare in the Department of Defense July 2019 
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1. I, Dr. X, have reviewed [BHT’s name] encounter and agree with the therapy, assessment and plan. I 
was readily available if needed but did not see the patient on this date.  

2. I, Dr. X, reviewed [BHT’s name] documentation and saw this patient face-to-face for evaluation 
along with [BHT’s name]. 

3. I, Ms. X, saw the patient for psychotherapy along with [BHT’s name]. See the notes above for details.  

The following examples show different scenarios for duties of a BHT: 

Example A: 

A patient is seen for an intake in the Behavioral Health Clinic. A BHT meets with the patient and gathers what is 
considered standard intake information, past psychiatric history, pertinent medical history and family and social 
history. With the patient’s signed consent, the BHT may speak to other parties (command, school staff and/or 
family members) to gather more information regarding the patient’s current symptoms and functioning. The 
provider reviews the intake information with the BHT and discusses any differential diagnoses. The psychologist 
meets with the patient to complete the mental status exam, diagnostic assessment and treatment plan. This 
encounter is coded E/M 99499 and CPT 90791. In this case, the BHT is listed as a secondary provider (i.e., 
paraprofessional). 

Example B: 

The patient is a current patient of the multidisciplinary clinic and is being seen for work stress. The patient has a 
current diagnosis of ‘Other physical and mental strain related to work’ (Z56.6). She walks into the clinic in distress 
over an argument she had with her supervisor that day. The BHT meets with the patient as the patient’s current 
provider is in session with another patient. The BHT assesses the patient’s behavioral status and suicide risk status, 
then schedules her with an available psychiatric nurse practitioner (NP) who sees the patient and completes 
the evaluation with an expanded problem-focused history, an expanded problem-focused exam and medical 
decision-making of low complexity. The NP makes a new diagnosis of Adjustment Disorder (F43.20). This 
encounter is coded E/M 99213 and the BHT is listed as secondary provider (paraprofessional) on the encounter. 

Example C:  

A 24-year-old Service Member (SM) is scheduled for a routine psychotherapy session with a BHT. The BHT 
documents how the patient is doing since the last session and asks if there are any changes in the patient’s 
medical, family, and social histories. Time documented for a 45-minute session. The BHT listens to the patient 
relay the events over the last two weeks; the patient states subjective anxiety and depression are improving 
with the breathing and mindfulness techniques. The BHT reviews some more techniques the patient can use if 
starting to have more anxiety, and provides supportive counseling and discussion of coping skills. The BHT 
documents the patient’s goals and progress and a brief mental status exam along with a plan of care for the 
next therapy session. The patient has no new concerns and is not in acute distress. Once the session is ended, 
the BHT reports to the supervising provider who reviews the note content and agrees with the therapy and plan 
of care. The provider documents an attestation and co-signs the encounter. In this scenario, the BHT will be the 
primary provider on the encounter and code the H0004 HCPCS code, appropriate established diagnosis. The 
supervising provider will be added a secondary provider (supervising).  
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CHAPTER 6: INTERN/TRAINEES CODING 

MTFs may employ individuals who are earning supervised experience towards independent clinical licensure. 
There are different levels of intern/trainee positions. All levels will follow the same guidance as BHTs.  

An attestation by the supervising provider is required on the treatment notes of all interns/trainees.  

Social Workers – Social worker interns/trainees will have a Master’s Degree and may also have a lower level 
license (Graduate Social Worker, etc., varies by state). These social workers are working toward obtaining an 
independent clinical license.  

Psychologists – Psychologist intern/trainees may be earning supervised experience pre- or post-doctorate. They 
are not eligible for independent licensure until they have earned the required post-doctoral supervised hours in 
an approved setting. Until an intern/trainee has a license to independently practice, the above coding and 
documentation guidelines for BHTs will apply.  

Psychiatry residents or fellows will follow the MHS Guideline 2019 Appendix E – GME for all documentation 
guidance.  
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CHAPTER 7: DIAGNOSTIC EVALUATION 
The diagnostic evaluation includes a comprehensive psychosocial assessment, assessment of the presenting 
complaint, history of present illness, and a mental status exam. Information may be gathered from several 
sources, to include questionnaires/assessments, clinical interview, and collateral sources (with patient consent). 
The diagnostic evaluation serves to solicit information to produce an accurate diagnosis and effective 
treatment plan, as well as document medical necessity for services. For prescribing providers, this may also 
include pharmacotherapy and labs ordered as indicated. 

90791 or 90792 are used for psychiatric evaluations with or without medical component.  

Description Code 

Psychiatric diagnostic evaluation (no medical services) 90791 

Psychiatric diagnostic evaluation with medical services (do not 
report an E/M code) 

90792 

Diagnostic Evaluation: An Example of a Bundled Code 

According to the CPT, bundled within the diagnostic evaluation CPT codes 90791 and 90792 are pre-service 
work, intra-service work, and post-service work. 

Pre-service work: 

• Depends on how the patient is referred. 
• At a minimum may include a telephone discussion with the referring provider (e.g. physician, 

supervisor). 
• Includes review of records from the referral source and lab or consultation reports. 

Intra-service work may include: 

• Complete psychiatric history including presenting illness, past history, family history, and complete 
mental status exam. 

• Selected physical exam. 
• Arrangements for laboratory tests as appropriate. 
• Establishment of a definitive diagnosis or a narrow enough differential diagnosis to warrant a 

treatment plan. 
• Decisions concerning need for degree of supervision (e.g. hospitalization). 
• Patient counseling regarding diagnosis and options for treatment. 

Post-service work may include: 

• Arranging further studies and further care. 
• Preparing a report or discussion with referral source. 
• Arranging to obtain additional information. 
• Documenting in the chart. 
• Communicating as required with the patient and/or family after results of studies are known or due 

to side effects of an instituted treatment. 
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Psychiatric evaluations are most often completed in one session. In some cases, the evaluation cannot be 
completed at one session and will require an additional appointment with the patient to complete the 
evaluation.  

• If the provider has prescribing privileges (psychiatrist or NP), each session will be coded based on 
the documentation for the visit. See example C below. 

• All non-prescribing privileged providers that require an additional session will code the 90791 once 
the provider has completed the evaluation.  

Example A: 

A 24-year-old Active-Duty Service Member (ADSM) referred by his primary care provider for a comprehensive 
evaluation due to symptoms of hypervigilance, anxiety and depression, is evaluated by a psychologist. A 
medical record review and consultation with the referring provider is conducted. This encounter is coded E/M 
99499 and CPT 90791. 

Example B: 

A 68-year-old female with depression symptoms after losing her husband to cancer, is referred by Internal 
Medicine for a psychiatric evaluation to determine if medication might help her with these symptoms. The 
psychiatric NP reviews the patient’s medical, social, and family history, and a detailed symptom description 
from the patient. The patient states that she is still somewhat active in church volunteer work and cares for her 
basic needs, but she feels sad more often than not and lacks the energy to keep involved in these activities. A 
comprehensive medical record review is conducted. The NP documents the examination and 
recommendations in the EHR with diagnoses of depression and bereavement. The patient is prescribed an 
antidepressant, and this encounter is coded E/M 99499 and 90792. 

Example C:  

A 7-year-old child needs a psychiatric evaluation. The provider is scheduled to see the parents at the initial visit 
without the child present. This visit would be coded with a 99499 only and a sign or symptom diagnosis. Three 
days later the provider sees the child for the completion of the evaluation. All information gathered from the 
visit with the parents is combined with the interview with the child, mental status exam, and medical decision-
making (diagnosis, plan of care, and orders). This visit would be coded with 90791 and either a definitive 
diagnosis or the presenting symptoms.  

Example D: 

A patient is initially seen by a social worker who performs a diagnostic evaluation that includes development of 
a treatment plan for counseling and refers the patient to a psychiatrist. The record is coded with a 90791. Ten 
days later, the psychiatrist sees the same patient and conducts a second diagnostic evaluation to determine 
the best pharmacotherapy for this patient. The psychiatrist documents his/her diagnostic evaluation in his/her 
usual manner and uses E/M 99499 and 90791 (or 90792 if medical services were included). The same rule 
applies if a social worker consults psychology for a second opinion on the primary diagnosis. The psychologist 
does his/her own diagnostic evaluation and codes 99499 and 90791. 

Example E:  

A 35-year-old SM is seen by a psychiatrist for a diagnostic evaluation. The provider has completed a thorough 
record review, documents the results of the BHDP measures and reviews them with the patient, documents a 
detailed past history to include medical conditions and current history of present illness with a list of signs and 
symptoms. The provider documents a complete examination and determines the patient needs a second 
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session to review the assessment and plan of care with medication management. The provider documents that 
due to time and the complexity of the patient’s conditions, they will return on another day to complete the 
evaluation. The provider codes the first visit with 90792. The patient returns the following week and the provider 
notates a summary of the previous session and date and then counsels the patient on the medication that will 
be prescribed and coordinates the psychotherapy sessions with a social worker. They document the time spent 
counseling and coordinating care for the patient as 40 minutes and codes the second part of the evaluation 
with a 99215.  

Walk-ins Full Diagnostic Evaluation 

Walk-ins are typically unscheduled visits to the clinic in which a patient is seen for a complete diagnostic 
assessment. Coding and documentation rules with regard to Diagnostic Evaluation apply in this case. 

It is the provider’s clinical judgment to determine if the walk-in patient is presenting for a diagnostic evaluation 
or if the patient is in crisis. For crisis coding and documentation see Chapter 9.  

Coded E/M 99499 and CPT 90791 or 90792. 

Example: 

A 22-year-old SM walks into the Behavioral Health Clinic and requests to be seen. He is initially seen by a BHT 
and states that he is very stressed about a work situation and has not been sleeping well. The patient reports 
some passive suicidal ideation, but denies active plans or intent. The BHT reviews the case with the on-call 
provider who sees the patient to review his symptoms and complete a risk assessment. The provider’s schedule 
allows her to continue into a complete diagnostic evaluation. The provider reviews treatment options with the 
patient; they agree to an initial plan, and a follow-up appointment is made. The BHT documents his/her 
interaction with the patient in the EHR S/O section. The provider completes the usual documentation for a 
diagnostic interview in the same note begun by the BHT. The BHT is listed as the secondary provider 
(paraprofessional). This encounter is coded as E/M 99499 and CPT 90791. 

Behavioral Health Assessments 

When a patient presents for a pre-deployment, post-deployment, security clearance, in and out processing, 
school, or separation evaluation (or other evaluation where the patient is not presenting with a complaint), and 
a complete evaluation is being performed (as demonstrated by the documentation), CPT code 90791 can be 
used even when no behavioral health diagnosis is found. 

When these evaluations are performed by a psychiatrist or psychiatric NP, an office E/M service code (99201-
99215) or 90792 will be used to code the encounter. Review the Psychiatric Diagnostic Evaluation section for 
documentation requirements. 

Providers or support staff who are only reviewing an assessment form filled out by the patient will use the HCPCS 
code H0004. When performed by a psychiatrist, psychiatric NP or physician assistant, an E/M service code 
(99201-99215) will be used when the patient is present. 

NOTE: If a patient is seeking help for a physical condition, see the guidelines for health and behavioral 
assessment and intervention codes. 
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CHAPTER 8: INTERACTIVE COMPLEXITY CODING 
The code 90785 is an add-on code to report interactive complexity services when provided in conjunction with 
only the following codes: 90791, 90792, 90832-90838 and 90853 (group psychotherapy). The amount of 
complexity the services provided by the privileged provider should be reflected in the documentation. 

Interactive complexity add-on code 90785 represents communication factors that add to the difficulty of 
service delivery and increase the intensity of effort required of the provider in a particular treatment session. 
Various factors make the psychotherapy session more intensive in effort: 

• High reactivity or disagreement among family members or participants.  
• Emotions or behavior of the caregiver that hinder execution of the treatment plan. 
• Situations involving abuse or neglect that the provider must legally report. 
• Use of play equipment or other objects to assist communication. 
• The need for an interpreter or translator because of the patient’s lack of fluency or undeveloped verbal 

skills.  
 
Typically, affected patients are those who have third parties involved in their psychiatric care, such as parents, 
guardians, other family members, interpreters, language translators, agencies, court officers, or schools. 

Interactive complexity is used for adults, children, and group psychotherapy. This code cannot be assigned to 
every encounter that involves children.  

Example: 

A 15-year-old female is brought into the Behavioral Health Clinic for an evaluation due to defiant behavior and 
lying to her parents. The patient presents with her mother who starts to tell the provider the situation at home 
and all the problems her family has to deal with due to the patient. The provider gathers a detailed history from 
the mother and the patient. As the provider is trying to speak to the patient, the mother continues to interrupt 
the patient, stating she is lying to the provider. The provider asks the mother to let her daughter finish her view of 
the family but the mother starts to get upset and cry. The provider escorts her out of the office and speaks to 
the mother in the hall and asks for assistance from another provider. The provider meets with the patient to 
finish the evaluation, which has taken longer than usual due to the mother’s behavior. This encounter would be 
coded with the 90791 for the evaluation, and +90785 would be added on for the disruption during the session.  

Other situations where interactive complexity would apply: 

• The use of play equipment when it is needed to provoke a child to speak. 
• During a group session if a patient causes a disturbance during the therapy (might cause an argument 

between two patients), and the provider must get all patients focused back on the session.  
• A patient that does not speak English well enough to communicate with the provider clearly. An 

interpreter or family member must translate for the patient.  
• An elderly patient with dementia might need a caregiver (family member or nurse) to assist in providing 

a history and help keep the patient focused on the evaluation or treatment session.  
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CHAPTER 9: CRISIS INTERVENTION 
Crisis interventions are urgent assessments performed to obtain history of crisis state, a mental status exam, and 
a disposition. The treatment includes psychotherapy, mobilization of resources to defuse the crisis and restore 
safety, and implementation of psychotherapeutic interventions to minimize the potential for psychological 
trauma. The presenting problem is typically life threatening or complex and requires immediate attention to the 
patient in distress. The patient typically is a walk-in to the clinic or presents to the Emergency Department. All 
the crisis codes are based on time, and time must be documented. 

Description Code 

Psychotherapy for crisis; first 60 minutes 90839 

Each additional 30 minutes of psychotherapy for crisis +90840 

 
Services less than 30 minutes can be coded with 90832 or +90833 (with E/M service). 

Example A: 

A 24-year-old ADSM walks into the Behavioral Health Clinic and requests to be seen. His presenting complaint is 
that he just returned from deployment one week before and now his wife of three years says she wants a 
divorce. They argued most of the previous night; he stated they yelled at each other several times and he 
“barely” restrained himself from hitting her. The patient reported being alternately depressed and very angry. 
Patient reported some risk issues (some thoughts of running his car into a tree, and if she did have an affair, has 
thoughts of beating up the partner, but denied that he was planning or intending to do either). After calming 
the patient using crisis-focused cognitive behavior therapy and having a detailed discussion with him about 
appropriate safety plans, they develop a safety plan which includes the provider contacting command to 
recommend that the ADSM be moved to the barracks for safety reasons (prevent a domestic incident). The 
provider spent two hours with the patient. This encounter is coded as E/M 99499 with CPT code 90839 x1 and 
90840 x2. 

Example B: 

A 22-year-old female ADSM walks into the Behavioral Health Clinic and requests to be seen. Her presenting 
complaint is poor sleep, low appetite, fatigue, feeling “numbed out” for the past two months, and increased 
mistakes at work. She appears anxious and fearful. Later in the evaluation, she acknowledged she started 
hearing voices about six weeks prior telling her to hurt herself because she is “ugly” and “nobody cares.” She 
denied wanting to hurt herself, but stated that it was getting harder and harder to “fight off” the voices and 
sometimes thinks it would be easier to “just give in” and cut herself like the voices tell her. She denies previous 
behavioral health treatment, but reported a history of cutting as a teen, illegal drug use prior to military and 
two blood relatives with significant psychiatric care histories, including a cousin who is “some sort of schizo.” 
Patient initially refuses hospitalization because she fears losing her military career, but after discussion about her 
increased risks of hurting herself or others, she agrees to inpatient care. Provider organizes the inpatient stay 
and provides the patient with some methods of coping with the voices and reinforcing they are not real. The 
provider spent 2 hours with the whole process. This encounter is coded E/M 99499 with CPT code 90839 x1 and 
90840 x1for the crisis services and therapy provided.  
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CHAPTER 10: PSYCHOTHERAPY 
Individual psychotherapy refers to individual treatment of a mental illness and/or behavioral disturbance in 
which the physician or other qualified health care professional attempts to alleviate the emotional 
disturbances, reverse maladaptive patterns of behavior, and encourage personal growth and development. 
This includes ongoing assessment and adjustment or psychotherapeutic interventions, and may include 
involvement of family or others in the treatment process. 

Coded based on appointment length, E/M 99499 and: 

Description Code 

16-37 minutes face-to-face 90832 

38-52 minutes face-to-face 90834 

53 minutes or greater face-to-face 90837 

 

Interactive complexity add-on code of + 90785 can be added when appropriate (see page 23 or 
Appendix A). 

Psychotherapy Progress Notes – Documentation should be sufficient to code a psychotherapy encounter. It is 
recommended that any significant, separately identifiable E/M services be documented separately from the 
psychotherapy portion of the note in the same encounter. Elements pertaining to behavioral health care that 
must be documented in the DOD Health Record include: 

 
• Medication prescription and monitoring. 
• Counseling session start and stop time or total time. 
• Modalities (types of psychotherapy) and frequencies of treatment furnished. 
• Results of clinical tests. 
• Any summary of diagnosis, functional status, the treatment plan, symptoms, prognosis and 

progress to date.5  

When a psychotherapy visit extends to 90 minutes or more, add a prolonged service E/M code for that 
additional time.  

Time spent documenting the psychotherapy note in not included in the face-to-face time in session.  

Individual Psychotherapy with Medical Management 

This refers to individual treatment that includes insight-oriented, behavior-modifying and/or supportive 
counseling, along with medical management. Evaluation of medication compliance and side effects, review 
of medications, and/or effectiveness of medication are also performed. Education, discussion about stressors, 
identification of cognitive distortions, and/or support may occur.  

When medical management services are being provided by a psychiatrist or behavioral health nurse 
practitioner, the encounters are assigned with E/M codes 99201-99215, based on history, examination and 

                                                      
5 Bullets are from the Medicare Learning Network (MLN) Matters MM3457 updated February 4, 2013 
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medical decision making. When psychotherapy services are being provided at the same visit as a medical 
management service, assign one of the following psychotherapy add-on codes: 

Description Code 

16-37 minutes face-to-face +90833 

38-52 minutes face-to-face +90836 

53 minutes or greater face-to-face +90838 

 

The E/M service must be separate and distinct from the psychotherapy performed. The E/M service is not time 
based when performed with psychotherapy, therefore, time spent performing psychotherapy must be clearly 
documented. The total face-to-face time with the patient is not sufficient if psychotherapy is performed with 
medical services. Prolonged services cannot be used when both the E/M service and psychotherapy 90838 is 
performed.  

Psychotherapy documentation must be specific to the patients’ needs at the time of the visit. Only stating the 
type of therapy performed is not sufficient to code the psychotherapy code. Do not copy forward the previous 
therapy note.  

A modifier 25 is not needed on the E/M code since the psychotherapy is an add-on code.  

Example: 

A 32-year-old female family member who is being treated for major depressive disorder is seen for her second 
individual psychotherapy appointment with a psychiatrist. She is taught cognitive restructuring in this 50-minute 
face-to-face individual psychotherapy visit. She is also given the homework assignment to monitor one situation 
in the next week in which she finds herself becoming more upset than she would like to be and to document 
that situation according to the skill she was taught. Her responsiveness to the recently prescribed 
antidepressant medication Prozac is assessed and any compliance and side effect issues and/or concerns are 
addressed. This encounter is coded E/M 99212- 99215 (based on documentation of medical service) and CPT 
90836. 

Pharmacologic Management without Psychotherapy 

Psychiatrists and psychiatric nurse practitioners will use the appropriate E/M code when only addressing 
medication. Compliance with and side effects of existing psychotropic prescription(s) is assessed and clinical 
issues around medication use are discussed. The dose is adjusted as needed, or agents are changed after 
discussing risks, benefits, and/or indications of the medication. Labs are ordered as indicated.  

Coded appropriate E/M code (99201-99205 for new patients and codes 99212-99215 for established patients). 

Example A: 

A 32-year-old male family member who is being treated for major depressive disorder is seen by a psychiatric 
NP for his third medication management session. He has elected not to receive psychotherapy at this time and 
prefers pharmacotherapy only. His responsiveness to the recently prescribed antidepressant medication Prozac 
is assessed and any compliance and side effect issues and/or concerns are also addressed. General cognitive 
coping skills are assessed and discussed. This encounter is coded E/M 99212 if the patient is stable on current 
medication and has no other complaints.  
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Example B: 

A 13-year-old female patient is being treated for ADHD and depression. The patient sees a psychiatrist to 
discuss changes in the medication. The patient’s mother thinks the medication is not working since her 
daughter is having a hard time staying focused in school and does not want to participate in school events. 
The patient is not doing well on the current dosage, and the provider makes a change in medication noting 
the patient has not improved as expected. The encounter could be a higher E/M level based on two unstable 
diagnoses and medication changes. 

Pharmacologic Management with Psychotherapy 

The +90863 is used for prescribing medication and performing psychotherapy on the same encounter by a 
licensed prescribing psychologist only. This add-on code can only be used with a psychotherapy code.  

+90863 is an add-on code, to be used in conjunction with only the psychotherapy codes: 90832, 90834, and 
90837. 

Psychiatrist and BH Nurse Practitioners may not use this code and should use the appropriate E/M code for 
services provided.  

Family Psychotherapy 

Family members may also be involved with a patient’s care. For example, family members may be taught skills 
to improve communication in the family. Family psychotherapy can be done in an individual or group setting. 
Code E/M 99499 and CPT 90846 for family psychotherapy without the patient present, E/M 99499 and CPT 
90847 for family psychotherapy with the patient present, and E/M 99499 and CPT 90849 for multiple-family 
group psychotherapy. 

Description Code 

50 minutes of psychotherapy without the patient present CPT 90846 

50 minutes of psychotherapy with the patient and family CPT 90847 

Time must be greater than 26 minutes in order to assign family psychotherapy codes.  

Visits for psychotherapy with patient and family that last 30-74 minutes beyond the 50 minutes required for the 
code can be coded with the add-on Prolonged Service code +99354. See next chapter for code details.  

Example A: 

A dual active-duty couple and their 16-year-old daughter are seen for two sessions of 45 minutes each to work 
on parent-adolescent conflict issues. The teen is the identified patient and the family meeting is adjunct to the 
teen’s ongoing individual counseling. Problem-solving and communication techniques are discussed and 
assigned as homework. These sessions are coded with E/M 99499 and CPT 90847. The clinical encounter is 
documented and coded ONLY on the teen’s record. 

Example B:  

The same scenario above except the session lasts for 85 minutes. The encounter can be coded with CPT 90847 
with E/M service add-on code 99354. 
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Marital Therapy 

When a couple presents for marital counseling, an initial diagnostic evaluation is typically conducted with each 
partner individually to identify individual and marital issues and determine treatment focus. Subsequent marital 
treatment sessions will typically involve couples therapy. Treatment may include addressing couple conflict 
issues and providing assistance with communication and conflict resolution skills. Diagnostic and/or 
psychological screening instruments may also be used during the assessment and/or to track treatment 
progress. 

Code E/M 99499 and CPT 90791/2 for the first individual intake appointment for each spouse. Code E/M 99499 
and CPT 90847 for subsequent couple treatment sessions. Only one spouse’s record will report the CPT code 
90847 for couple’s therapy. That patient record should report the code at every session. However, a clinical 
note should be placed in each partner’s record, with coding directed as above for the “identified patient” and 
coding of E/M 99499 without a CPT code for the other spouse’s contact note.  

Example: 

When presenting for marital therapy, a husband and wife are seen separately (individually) for diagnostic 
evaluations and to get their in-depth perspective on the problems within the marriage. Subsequent sessions are 
attended as a couple. The initial individual intakes are coded E/M 99499 and CPT 90791 for each spouse 
(patients). Subsequent couple sessions are documented in each record and coded E/M 99499 and CPT 90847 
for one spouse (the “identified patient”), and E/M 99499 without a CPT code for the other spouse. 

Group Psychotherapy 

Psychotherapy may be conducted with several patients (two or more) in a group setting (no more than 12 
participants, per CMS). Documentation of the number of patients participating should be in the record to justify 
the group code. The use of the code requires documentation of a behavioral health diagnosis or signs and 
symptoms of a behavioral health condition. The personal dynamics of an individual may be discussed by the 
group, and the dynamics of the group may be explored at the same time. Interpersonal interactions, skill-
building, and support are examples of the processes in group settings. Interactive complexity code +90785 can 
be used as an add-on code to 90853 for group sessions when the provider must spend additional time having 
to redirect the group after a disturbance.  

In some cases, pharmacotherapy is provided for tobacco cessation groups. A prescribing provider attends the 
group meetings and discusses pharmacologic treatment options and mechanism of action, the risks, benefits, 
and contraindications of each (about 15-20 minutes). Encounter documentation must reflect the criteria. The 
prescribing provider then reviews each patient’s medical record and determines the appropriateness of 
receiving tobacco cessation medications (restricted to psychotropic medications: e.g., Zyban). Coded with 
CPT code 99078 for each patient in the group.  

The groups may vary in duration, typically from 60 to 120 minutes but this is NOT a time-based code.  

Coded E/M 99499 and CPT 90853 x 1 for each participant. 

 

Example A: 

A four session psychotherapy group taught by a provider for managing depression, called Depression 
Management, is taught in the outpatient Behavioral Health Clinic. It involves individual level discussion at each 
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session with goal setting, behavioral activation, and cognitive restructuring. Individuals are assessed briefly 
during the course of the group for overall mood and complete brief risk status assessments prior to the start of 
each appointment. Each 90-minute session is coded E/M 99499 and CPT 90853 x1 unit for each group 
participant. 

Example B:  

A session with eight participants for posttraumatic stress disorder (PTSD) management is disrupted when a 
patient starts screaming at another patient in the group. The provider must take time out of the session to calm 
the patient and get the group appropriately engaged again. This affects all members of the group; therefore, 
each record will be coded with 99499, 90853 (group psychotherapy) and +90785 (interactive complexity).  
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CHAPTER 11: PROLONGED SERVICES 

Prolonged Services with direct contact 

Prolonged service codes +99354 and +99355 are E/M add-on codes to a primary service. These codes are used 
when prolonged services involving direct patient contact is provided beyond the usual service.  

Description Code 

Added to the encounter when psychotherapy is 90 minutes +99354 

Each additional 30 minutes +99355 

 
Prolonged Services with direct patient contact can be added to the psychotherapy codes 90837 and 90847 
when the following criteria is meet: 

• 90 minutes or more of face-to-face time with a privileged provider for therapy. 
• Documentation must support the necessity and complexity requiring the time beyond the usual time 

required for psychotherapy. 
• The prolonged codes cannot be used for psychotherapy with E/M services. 

NOTE: When using prolonged services with direct contact in Legacy systems, a 99499 must be coded as the 
primary E/M service; then select the add-on codes 99354 and 99355 as a secondary E/M code. This can be 
done in the disposition section under the “Additional E/M” tab.  

The prolonged service codes are considered “add-on” codes and will not be accepted in CHCS as a primary 
E/M service, therefore the 99499 must be selected as the primary E/M service and the 99354 and 99355 as 
secondary E/M services along with the CPT code for the psychotherapy 60 minutes, 90837. 

Prolonged Service codes cannot be used with Psychiatric Evaluation (90791/2) or Crisis Intervention codes 
(90839).  

Prolonged Services without direct contact 

Presently, these codes can only be used for termination of services in behavioral health for non-prescribing 
providers. See Chapter 14 for details.  

Description Code 

Used when a prolonged service is provided that is not face-to-face with the 
patient. This prolonged service can be reported on a different date than the 
primary service to which it is related. However, it must directly relate to a service or 
patient where (face-to-face) patient care has occurred. 

99358, 99359 

Used to report the total duration of non-face-to-face time spent by a physician or 
other qualified health care professional on a given date providing prolonged 
service, even if the time spent on that date is not continuous. 

99358, 99359 

Prolonged Evaluation And Management Service, used to report the first hour 
regardless of the place of service. 

99358 

Prolonged service of less than 15 minutes beyond the first hour or less than 15 
minutes beyond the final 30 minutes is not reported separately. It should only be 
used once per date. 

+99359 
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CHAPTER 12: BIOFEEDBACK 
Biofeedback identifies the use of training to help an individual gain some element of voluntary control over 
autonomic body functions. It is based on the learning principle that a desired response is learned when some 
type of information is received (such as a recorded increase in skin temperature feedback) that indicates a 
specific thought process or action has produced the desired physiological response (paraphrased from 
Stedman's Medical Dictionary, 26th Edition). This is accomplished with various biofeedback monitoring 
equipment, which may vary from one session to another depending on the presenting symptoms. This may 
include placement of temperature or electromyography sensors to relevant musculature. Verbal and visual 
instruction may also be given to the patient to show how to interact with biofeedback information. The patient 
also receives directions for appropriately reducing tension in the targeted areas of treatment. Since various 
methods of biofeedback exist, the type of procedure employed is dependent on the needs of the patient. 
Some forms such as Heart Rate Variability Training are amenable to use at bedside with an inpatient. 

Biofeedback requires specialized training and credentialing and involves both assessment and treatment using 
biofeedback equipment. It may or may not include psychotherapy. Biofeedback may be conducted in both 
inpatient and outpatient settings. 

Coded E/M 99499 and CPT 90875 (30 min with psychotherapy), 90876 (45 min with psychotherapy) or 90901 
(without psychotherapy) depending on duration of session and whether or not the session includes 
psychotherapy. 

Example A:  

A 43-year-old female family member with migraine headaches is seen for her third biofeedback-assisted 
relaxation in which she is utilizing thermal biofeedback in conjunction with imagery. The provider is present 
throughout the duration of the 50-minute appointment. This encounter is coded E/M 99499 and CPT 90901. 

Example B: 

A 43-year-old female family member with anxiety is seen for her second biofeedback session. The provider 
discusses her current status and provides suggestions on coping skills while out in public and performs 
biofeedback-assisted relaxation in which she utilizes thermal biofeedback in conjunction with imagery for 30 
minutes. This encounter is coded with E/M 99499 and CPT code 90875. 
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CHAPTER 13: HYPNOTHERAPY 
Although multiple definitions of hypnosis exist, hypnosis is commonly considered a phenomenon that is 
“characterized by a state of attentive, receptive concentration containing three concurrent features of 
varying degrees: dissociation, absorption, and suggestibility, all three of which need to be present” (Speigel & 
Greenleaf, 1992 as quoted by D. Corydon Hammond, Hypnotic Induction & Suggestion, American Society of 
Clinical Hypnosis, 1998). The American Psychological Association suggests a definition of hypnosis as “a 
procedure during which changes are suggested in sensations, perceptions, thoughts, feelings and behavior” 
and  the  state  of  receptiveness  to  these  suggestions  may occur as the result of an induction procedure or 
may occur spontaneously (ibid). Hypnosis is not a form of psychotherapy in itself but rather an adjunct to 
ongoing therapy and includes extensive education of the patient regarding what hypnosis is and is not due to 
popular misconceptions. As no one can undergo hypnosis against their will, the process is necessarily 
collaboration between the psychologist and the patient. 

Hypnotherapy is a specialized form of psychotherapy which requires specific training, credentialing, and 
certification. If psychotherapy and hypnotherapy are used during the same session, the entire session will be 
coded E/M 99499 and CPT 90880. 

Example A: 

A 48-year-old female family member with a history of physical abuse in childhood and recurrent major 
depressive disorder is seen for her second appointment. She participates in a session where hypnotherapy is the 
primary mode of treatment with a psychologist having special certification in hypnotherapy. This session is 
coded E/M 99499 and CPT 90880. 

Example B: 

Same patient as above working with a psychologist with special certification in hypnotherapy, but the  
hypnotherapy portion is 15-20 minutes and 40-45  minutes are spent discussing cognitive restructuring strategies 
and exposure techniques to decrease the negative reaction to sights/sounds which remind the patient of the 
childhood abuse. This session is coded with E/M 99499 and CPT code 90880. 
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CHAPTER 14: CLINICAL VISITS NOT MEETING CRITERIA OF MENTAL HEALTH 
PROCEDURES 
Out-processing established patients is usually a brief visit summarizing the treatment and reviewing future 
options. The documentation does not meet the requirements for an evaluation or psychotherapy. Social 
workers or psychologist will use a 99211 for these visits. If this visit occurs with a physician or NP, it can be coded 
with a higher-level E/M based on the documentation and medical necessity. 

Out-processing: Face-to-face visit with established patient for out-processing (separation or permanent 
change of station [PCS]). 

• Documentation for out-processing a patient that does not meet psychotherapy requirements can 
be coded with a 99211 E/M service by social workers or psychologists. 

• Minimal documentation. 

Risk Assessment: Established patient presenting for risk assessments/safety checks with minimal documentation. 

• Code with 99211 face-to-face.  
• For virtual health risk assessments/safety checks, see Chapter 18.  

Triage performed on an established patient by a BHT can be coded with an E/M code 99211 with 
documentation supporting why the patient was presenting and what the BHT advised the patient. If the triage 
leads to an immediate visit with a privileged provider, then only one encounter will be created and the triage 
note will be documented on the provider’s encounter.  

A brief visit with a BHT or a privileged provider that does not meet the requirements of psychotherapy or 
another procedure (such as triaging a non-crisis walk-in, doing a safety check with an established patient, or 
in/out-processing) can be coded with an E/M 99211.    

Example:  

A patient presents to clinic for out-processing. Patient is separating from the military and currently has a flight 
date scheduled. The patient denies current stressors or psychiatric symptoms, as also evidenced in his BHDP 
scores today. The patient denies current or past thoughts, plans, or intent of suicide, homicide, and other risks of 
harm to self and others. The patient expresses mixture of excitement and anxiety over pending transition. The 
patient reports that his job search is going well, and speaks of plans to finalize his employment after he returns 
home. Provider and patient reviewed the completed IN/OUT-PROCESSING QUESTIONNAIRE and a copy was 
uploaded on HAIMS. The patient is psychiatrically cleared to out-process. This visit can be coded with E/M 
99211.  

Termination of services 

As an ongoing clinical responsibility, it is of utmost importance to track current patients and indicate that 
treatment has been terminated, when applicable. Some situations where treatment might be terminated 
include, but are not limited to, the following: 

• End of the course of treatment as measured by the attainment of specific treatment goals and 
resolution of symptoms. 

• PCS of patient to another MTF/duty station. 
• Patient indicates that they no longer want to be seen by provider. 
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• Transfer of care to another provider. 
• Non-compliance with treatment (no shows, patient disengages with process, etc.). 

Upon termination of treatment, a TERMINATION NOTE should be placed in the patient’s chart.  

Elements of a Termination Note 

A final clinical note at the end of treatment may summarize the psychotherapy concisely in the general 
medical record from a technical standpoint without divulging intimate personal information, and document 
the patient's status and prognosis, reasons for termination, and any recommendations made to the patient 
regarding further treatment and/or follow-up. It is important that the individual clinician use judgment in regard 
to what information is included in the final report so as not to jeopardize the patient's privacy or confidentiality. 

The following elements should be included in the termination note: 

1. Title of note (“TERMINATION NOTE”) 
2. DATE OF INITIAL EVALUATION: 
3. DATE OF FINAL VISIT: 
4. NUMBER OF VISITS: 
5. PRESENTING PROBLEM: 
6. COURSE OF TREATMENT (MODALITY, MEDICATION EVALUATION/MANAGEMENT, ETC): 
7. DIAGNOSIS AT TERMINATION: 
8. PROGNOSIS:  
9. DISPOSITION: 
10. TIME:  

When completing a Termination Summary note and the patient is not present, the provider will open a new 
encounter and document the summary relating it to the last encounter the provider had with the patient. The 
E/M code for prolonged service without direct contact (99358) can be used for the termination note when the 
requirements of the code are met. The encounter must be related to a previous face-to-face visit, and time for 
record review and documentation of the termination note must be documented (minimum of 30 minutes).  

If a provider completes a termination of services with the patient present, it is coded with the face-to-face 
service performed at that visit (i.e., psychotherapy). 
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CHAPTER 15: COGNITIVE ASSESSMENT AND CARE PLAN SERVICES 
The provider performs a thorough assessment of a cognitively impaired patient's understanding, 
comprehension, memory, and reasoning; obtains a history; reviews the patient’s medication lists and makes 
any necessary adjustments; and prepares and documents a plan of care that involves moderately or highly 
complex medical decision–making, consistent with listed required elements. The provider typically spends 50 
minutes face–to–face with the patient and/or family or caregiver. 

Clinical Responsibility 

The provider uses standardized instruments to assess a cognitively impaired patient's comprehension and 
understanding (cognition) and the patient's abilities to carry out activities of daily living (functional assessment), 
develops a documented care plan, and obtains a history from the patient and/or caregiver (i.e., independent 
historian). This assessment may be performed in an office or other outpatient setting, the patient's home, or in a 
rest home. The following elements are required: 

• Cognition-focused evaluation including a pertinent history and examination. 
• Medical decision making of moderate or high complexity. 
• Functional assessment (e.g., basic and instrumental activities of daily living), including decision-

making capacity. 
• Use of standardized instruments for staging of dementia (e.g., functional assessment staging test 

[FAST], clinical dementia rating [CDR]). 
• Medication reconciliation and review for high-risk medications. 
• Evaluation for neuropsychiatric and behavioral symptoms, including depression, including use of 

standardized screening instrument(s). 
• Evaluation of safety (e.g., home), including motor vehicle operation. 
• Identification of caregiver(s), caregiver knowledge, caregiver needs, social supports, and the 

willingness of caregiver to take on caregiving tasks. 
• Development, updating or revision, or review of an Advance Care Plan. 
• Creation of a written care plan, including initial plans to address any neuropsychiatric symptoms, 

neuro-cognitive symptoms, functional limitations, and referral to community resources as needed 
(e.g., rehabilitation services, adult day programs, support groups) shared with the patient and/or 
caregiver with initial education and support. 

The E/M code 99483 can only be reported by a single physician or qualified health care professional once 
every 180 days. It cannot be used in conjunction with another E/M code or psychiatric evaluation code.  
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CHAPTER 16: MULTIPLE VISITS IN A DAY 
According to DHA-Procedures Memorandum 6010.13, Appendix 6, Table 7 #4 (dated September 27, 2018), 
when a patient is seen by more than one health care provider in the same clinic (same B*** Medical Expense 
Performance & Reporting System [MEPRS]) for the same episode of care, only one visit is counted per patient. 
However, it is not uncommon for a patient to be seen in the Behavioral Health Clinic for multiple procedures 
(e.g. encounters) by the same provider or different providers for the same diagnosis. These encounters can be 
coded and captured in the EHR in accordance with the following: 

Example A: 

The same provider sees the same patient for the same diagnosis, but conducts different procedures within the 
same day. A provider sees a patient at 0830 for a 90-minute stress management group and sees the same 
patient at 1100 for a 30-minute individual psychotherapy session. The documentation will show two separate 
services performed. These visits are reported on the same record with two different procedure codes, E/M 
99499, CPT 90853 for the group visit and CPT 90832 for the individual psychotherapy. 

Example B: 

Different providers within the same B*** MEPRS (e.g. both work in BFDA) see the same patient for the same 
procedure within the same day. A psychologist sees a patient at 0830 for individual psychotherapy lasting 50 
minutes and the patient returns that day at 1130 in crisis and is seen for 75 minutes by a social worker (patient’s 
primary provider is unavailable). This is coded as two different encounters. The first encounter with the 
psychologist is coded E/M 99499 and CPT 90834. During the crisis appointment, the patient states that she is 
thinking of harming herself and does not feel safe. The provider completes a single system psychiatric exam 
worksheet, with expanded problem focused history and exam, and medical decision-making of low 
complexity. During this episode, the clinical social worker performs a focused risk assessment and performs 
some immediate therapy by helping the patient with her acute issues (coping skills or relaxation). The patient 
consents to inpatient psychiatric hospitalization and awaits transportation to a civilian facility. The encounter 
with the clinical social worker is coded E/M 99499, and CPT crisis code 90839 must be the primary procedure. 
The patient’s secondary diagnosis will be the diagnosis per history/notes.  

Example C: 

A provider sees a patient for two appointments within the same day. The first appointment is at 0830 for a 30-
minute individual psychotherapy session. The patient returns at 1130 in crisis and is seen for 45 minutes. Each visit 
is documented separately.  

When a patient is seen in the clinic in the morning and again in the afternoon, it can be reported as two visits if 
the first visit was complete. The first visit is documented and coded with an individual therapy code 90832. The 
second encounter is coded E/M 99499 with the crisis code 90839.  

Example D: 

A social worker sees a patient for a 50-minute therapy appointment for depression at 0900. The patient then 
meets with her psychiatrist for a 20-minute medication management (also for depression) appointment at 1000. 
Each provider codes for their individual encounters. The social worker codes E/M 99499 and CPT 90834, and the 
psychiatrist uses the appropriate E/M code based on the documentation. 
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CHAPTER 17: TELEPHONE SERVICES6 
TCONs or telephone consultations are audio-only synchronous communications between a patient and 
provider. Telephone consultation coding will be dependent upon where the encounter is documented and if it 
was a scheduled appointment or an unscheduled TCON. All telephone communication will be documented 
within the patient’s medical record and will follow medical record documentation standards.  

 Telephone Consultation Coding Criteria  

A telephone consultation will be considered codeable if the following criteria is met:  

• Patient must be an established patient. 
• Encounter may not be originating from a related assessment and management service provided 

within previous seven days.  
• Encounter may not lead to a face-to-face assessment and management service or procedure 

within 24 hours or soonest available appointment.  
• Documentation must show the provider gave substantive medical advice or medical decision-

making. 

Online Digital Evaluation and Management Services 

A physician or other qualified health care professional discusses, using online communication technologies, a 
health issue and possible treatment or management with an established patient.  

Description Code 

5 to 10 minutes of cumulative time spent with the patient for a 
period of up to 7 days 

99421 

11-20 minutes of cumulative time 99422 

21 or more minutes of cumulative time 99423 

Scheduled Telephone Appointments  

A scheduled appointment with a privileged provider documented within the Appointment module will be 
coded as:  

• ICD-10-CM – diagnosis/signs and symptoms.  

• E/M- 99499 – Other/unlisted E/M.  

• CPT/HCPCS – G2012 Brief communication technology-based service, e.g. virtual check-in, by a 
physician or other qualified health care professional. 5-10 minutes of medical discussion.  

NOTE: Documentation must state that the visit is being performed using telephone communication, and clearly 
define amount of time spent in conversation with patient.  

                                                      
6 MHS Guidelines 2019 Chapter 5  
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Unscheduled Telephone Consultations  

An unscheduled telephone call that is documented within the TCON module and meets the telephone coding 
criteria will be coded as:  

• ICD-10-CM – diagnosis/signs and symptoms.  

• E/M- Privileged providers will use time-based E/M codes of 99441- 99443.  

• Online digital E/M (email) – 99421-99423 based on time.  

• CPT -Non-privileged providers will use CPT (procedure) codes 98966 – 98968.  

NOTE: Amount of time spent in conversation with patient must be clearly documented.  

Administrative Telephone Calls  

Administrative telephone calls that do not meet the telephone coding criteria will be documented within the 
TCON module and coded. They will be coded as follows:  

• ICD-10-CM – Z71.89 – Other specified counseling.  

• E/M - 99499 – Other/unlisted E/M.  

Examples of non-codeable administrative telephone consults include:  

• Nurse Advice Line.  
• New patient interaction. 
• Communication of non-clinical information (e.g., Scheduling/Billing/Administrative issues). 
• Providing test results without any medical decision making.  
• Leaving messages on answering machines.  
• Telephone services referring to an E/M service performed and reported by the same provider 

occurring within the past seven days.  
• Telephone services ending with a decision to see the patient within 24 hours or next available urgent 

visit appointment.  
• Telephone services occurring within the post-operative period of the previously completed 

procedure.  
• Telephone services completed by residents that are PGY-1’s.  

Telephone/Internet Provider-to-Provider Communication 

An inter-professional telephone/internet consultation is an assessment and management service in which a 
patient's treating (e.g., attending or primary) physician or other qualified health care professional requests the 
opinion and/or treatment advice of a physician with specific specialty expertise (the consultant) to assist the 
treating physician or other qualified health care professional in the diagnosis and/or management of the 
patient's problem without the need for the patient's face-to-face contact with the consultant. 

These services are typically provided in complex and/or urgent situations where a timely face-to-face service 
with the consultant may not be feasible (e.g., geographic distance). These codes should not be reported by a 
consultant who has agreed to accept transfer of care before the telephone/internet assessment, but are 
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appropriate to report if the decision to accept transfer of care cannot be made until after the initial inter-
professional telephone/internet consultation. 

The patient for whom the inter-professional telephone/internet consultation is requested may be either a new 
patient to the consultant or an established patient with a new problem or an exacerbation of an existing 
problem. However, the consultant should not have seen the patient in a face-to-face encounter within the last 
14 days. When the telephone/internet consultation leads to an immediate transfer of care or other face-to-
face service (e.g., a surgery, a hospital visit, or a scheduled office evaluation of the patient) within the next 14 
days or next available appointment date of the consultant, these codes are not reported. 

Review of pertinent medical records, laboratory studies, imaging studies, medication profile, pathology 
specimens, etc., may be required and transmitted electronically by fax or by mail immediately before the 
telephone/internet consultation or following the consultation. 

The review of this data is included in the telephone/internet consultation service and should not be reported 
separately. The majority of the service time reported (greater than 50%) must be devoted to the medical 
consultative verbal/internet discussion. This service should not be reported more than once within a seven-day 
interval. 

If more than one telephone/internet contact(s) is required to complete the consultation request (e.g., 
discussion of test results), the entirety of the service and the cumulative discussion and information review time 
should be reported with a single code. 

The written or verbal request for telephone/internet advice by the treating/requesting physician or other 
qualified health care professional should be documented in the patient's medical record, including the reason 
for the request, and concludes with a verbal opinion report and written report from the consultant to the 
treating/requesting physician or other qualified health care professional. 

Telephone/internet consultations of less than five minutes should not be reported. Consultant communications 
with the patient and/or family may be reported using 99441 99443, 98967-98968 and the time related to those 
services is not used in reporting 99446-99449. 

When the sole purpose of the telephone/internet communication is to arrange a transfer of care or other face-
to-face service, these codes are not reported. 

The treating/requesting physician or other qualified health care professional may report the prolonged service 
codes 99354, 99355, 99356, 99357 for the time spent on the inter-professional telephone/internet discussion with 
the consultant (e.g., specialist) if the time exceeds 30 minutes beyond the typical time of the appropriate E/M 
service performed and the patient is present (on-site) and accessible to the treating/requesting physician or 
other qualified health care professional. If the inter-professional telephone/internet assessment and 
management service occurs when the patient is not present or on-site, and the discussion time exceeds 30 
minutes beyond the typical time of the  appropriate E/M service performed, then the non-face-to-face  
prolonged service codes 99358, 99359 may be reported by the treating/requesting physician or other qualified 
health care professional. 
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The following E/M codes should be used for provider to provider services:  

Description Code 

Inter-professional telephone/Internet assessment and management service 
provided by a consultative physician including a verbal and written report to the 
patient’s treating/requesting physician or other qualified health care professional: 

 

5-10 minutes of medical consultative discussion and review 99446 

11-20 minutes of medical discussion 99447 

21-30 minutes of medical discussion 99448 

31 minutes or greater of medical discussion 99449 

Health record assessment and management service provided by a consultative 
physician, including a written report to the patient's treating/requesting physician 
or other qualified health care professional, five minutes or more of medical 
consultative time. 

99451 

Inter-professional telephone/Internet/electronic health record referral service(s) 
provided by a treating/requesting physician or other qualified health care 
professional, 30 minutes. 

99452 

Asynchronous Telehealth  

The provider, a consultant, spends five or more minutes evaluating a patient’s medical condition via various 
electronic media and prepares a written report for the referring provider would use code 99451. 

The consulting provider accesses a patient’s health care record via telephone, Internet, or EHR. He evaluates 
the patient’s available records, which may include history and physical, laboratory data, imaging reports, and 
surgical reports. He provides an opinion on the case and recommends further management in the form of a 
written report to the referring provider (the treating or requesting physician or other qualified health care 
professional). A telemedicine modifier is not required for this code.  
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CHAPTER 18: VIRTUAL HEALTH SERVICES7 
A subset of electronic health, virtual health (VH) is the use of electronic information and telecommunications 
technologies to provide or support clinical health care, patient and professional health-related education, 
public health, and health administration when distance separates participants. It embraces several related 
areas, including electronic consultation and e-mail. Virtual Behavioral Health (VBH) is a subset of VH widely 
used in the DHA. Specifically, VBH is the practice of behavioral health specialties using telecommunications 
technology to bridge the distance between patients and provider. 

VBH encounters are entered at the patient and/or VH provider sites. The patient site, sometimes referred to as 
the originating site, is the location where the patient is at the time the service is furnished. The VH provider site, 
often referred to as remote or distant site, is the location where the VH provider is at the time the encounter is 
completed. 

In general, workload and labor reporting associated with VBH will be reported as follows: 

• When the patient is present in the originating facility, the VH site privileged provider who is actually 
providing the health care will receive credit for the encounter/visit. 

• When there is a privileged provider physically present with the patient during the encounter, both 
the VH and patient site providers will receive credit for the encounter (as long as documentation 
supports their services). 

• Workload and the man-hours of both providers are reported against the work center where the 
care was provided. In both scenarios, both providers must document the care in the EHR. 

The patient site will not use an E/M code for the VH encounter unless a separately identifiable E/M service is 
documented on the same day. For encounters involving onsite patient-provider interaction, the visit will 
typically use the E/M placeholder 99499 along with an appropriate CPT code for the majority of behavioral 
health interventions. Services at the VH provider facility are coded based on the documentation of the 
encounter. Services are coded in the EHR under the provider's outpatient clinic (B MEPRS). A provider at the 
patient site is not required to present the patient to a VH provider unless medically necessary. 

VH encounters for hospital inpatients will be reported as outpatient encounters. 

VBH may be reported for interactive audio, video, or other electronic media telecommunications performing 
real-time communication between the VH provider and the patient. VBH may also be reported for store-and-
forward telecommunication that permits asynchronous transmission of medical information to be reviewed 
later by a VH provider. 

Providers must be privileged and credentialed to perform VH services.  

NOTE: Coding for VH does NOT encompass provider-to-provider interaction (such as provider-to-provider e-
mail). Additionally, provider-to-provider telephone calls, images transmitted via facsimile machines, and text 
messages without visual images (e-mail) are NOT considered VH for the purposes of coding. Coding for 
provider-to-patient telephone calls and provider-to-provider communications are considered in the Telephone 
Services section. 

 

                                                      
7 MHS Guidelines Chapter 5  
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VH Modifiers 

Professional VH services are coded with the appropriate VH modifier: 

• GQ for asynchronous encounters (i.e. store-and-forward). 
• GT for synchronous encounters facility to facility (i.e. face-to-face). 
• 95 for synchronous encounters to patient not in an MTF (e.g., home). 

NOTE: ALL VH encounters MUST have the appropriate modifier (i.e. GT or GQ) on the CPT and/or E/M codes 
(except 99451). 

A GT modifier signifies real-time communication between the VH provider and patient. It takes place with the 
patient present and participating in the VH visit. The video connection must be functional (audio and visual) for 
greater than 50% of the total time visit to be coded as a synchronous visit. 

A GQ modifier signifies the VH provider certifies that the asynchronous medical file was collected and 
transmitted to him/her at his/her distant site from an eligible patient site when the VH service was furnished. 

VH Patient Site (Originating Site) 

The originating site is the location where the patient is physically located at the time the service is furnished. The 
originating site will not use an E/M code for the VH encounter unless a separately identifiable E/M service is 
documented on the same day. The originating site will report VH episodes with Q3014 VH Originating Site 
Facility Fee. 

VH Provider (Remote/Distant) Site 

The remote site is the location where the provider is physically located at the time the service is furnished. 
Services at the remote site are coded based on the documentation of the encounter. Behavioral health 
consultants will use behavioral health intake and therapy codes as appropriate and include the GT/GQ 
Modifier. A provider at the originating site is not required to present the patient to a physician or NP at the 
remote site unless medically necessary. This decision will be made by the physician or NP located at the remote 
site. However, the provider must be in the facility and available to take part in the teleconference if needed. 

Example: 

A psychiatrist at MTF A conducts a medication follow-up with an established patient located at MTF B. The 
psychiatrist codes this session with appropriate E/M code and the GT Modifier (99201-99205 for new patients or 
99212-99215 for established patients). The staff at the originating site (MTF B) codes the encounter with Q3014                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                
VH Originating Site Facility Fee. 

Facility-to-Facility Virtual Appointments 

Example: 

An ADSM assigned to a remote area presents to the nearby aid station for a virtual appointment with a 
provider from his stateside MTF. After checking in with the BHT onsite, the patient is escorted to the VH room and 
connected virtually (audio and video) to the stateside provider.  

 
The originating site (patient location) will report the following codes: 
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• ICD-10-CM – diagnosis/ signs and symptoms. 
• E/M – 99499 other/unlisted E/M. 
• HCPCS – Q3014 – Originating site facility fee. 

 
The distant site (provider’s location) will report the following codes: 

• ICD-10-CM – diagnosis/signs and symptoms. 
• E/M – office visit code (based on documentation) with Modifier-GT (audio and visual face-to-face 

encounter) (facility to facility). 
• CPT psychiatric service with Modifier – GT (audio and video face-to-face encounter). 

Facility-to-Patient Home Virtual Appointment 

Example: 

An ADSM participates in a virtual appointment with an MTF-based nutritionist. The patient connects virtually 
using a home computer. 

The patient location in this example is their home; therefore, no originating site encounter is reported. 

The distant site (provider’s location) will report the following codes: 

• ICD-10-CM – diagnosis/signs and symptoms. 
• E/M – office visit code (based on documentation) with Modifier-95 (audio/visual face-to-face 

encounter) (patient home to facility). 

Synchronous Virtual Inpatient Rounding 

Audio and visual technology are used to connect a patient to a distant site provider for the performance of 
daily patient ‘virtual’ bedside rounds.  

Example:  

A patient admitted for a suicide attempt is now stable. Due to the rural location and staffing shortage of the 
hospital, the patient is seen virtually by a distant site physician for daily rounds. 

The originating site (patient location) will report the following codes: 

• ICD-10-CM- T14.91 – Attempted Suicide, NOS. 
• E/M – 99499 other/unlisted E/M. 
• HCPCS – Q3014 – Originating site facility fee. 

The distant site (provider location) will report the following codes: 

• ICD-10-CM- T14.91 – Attempted Suicide, NOS. 
• E/M – Subsequent Hospital Care 99231-99233 – based on documentation.  
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CHAPTER 19: NON-FACE-TO-FACE CODES 
These services can be reported on the same day as a face-to-face visit with the patient but the 
documentation must show a separate service was performed without the patient present. They cannot be 
used in conjunction with a diagnostic evaluation (90791-90792) as these services are included in the codes. 

Psychiatric Evaluation of Records 

The code 90885 is for records review of the patient, without seeing or treating the patient, to make a diagnosis, 
render an opinion and/or make recommendations for patient care. Record reviews are not captured with 
90885 in physical medicine, but are captured in behavioral health when the procedure performed meets the 
following definition for psychiatric evaluation of records.  

The CPT code 90885 is defined as the psychiatric evaluation of hospital records, other psychiatric reports, 
psychometric and/or projective tests and other accumulated data for medical diagnostic purposes. This code 
is used when a behavioral health provider is asked to do a review of records for psychiatric evaluation without 
direct patient contact. It may also be employed as part of an overall evaluation of a patient’s psychiatric 
illness or suspected psychiatric illness, to aid in the diagnosis and/or treatment plan without direct patient 
contact. A written psychiatric opinion is rendered.  

A comprehensive record review may be performed for any of the following: 

Validation of quality of care – A provider is requested to review several records on different patients regarding 
a peer review for an underperforming provider. Peer Reviews of this nature result in a clinical decision for every 
reviewed encounter whether the diagnosis and treatment are appropriate and meet the Standard of Care. 
The outcome is recorded in a separate quality management platform (i.e., not in the patient's medical record) 
and feedback is provided to the provider of record.  

Morbidity and mortality record review – A provider is requested to review the entire course of care for a patient 
following a sentinel event (e.g., a patient suicide). This review results in a clinical decision of whether the 
diagnosis and treatment were appropriate and met the Standard of Care. The decision is recorded in a 
separate quality management platform (i.e., not in the patient's medical record) and feedback is provided to 
the provider of record. Each reviewer records their opinion and vote on a Standard of Care form. The Morbidity 
and Mortality process may include a group discussion (in-person/virtually) or may be completed with the 
Standard of Care forms alone. 

Administrative separation packets – A provider is requested to review the entire course of care for a patient to 
render an opinion on the suitability of Administrative Separation based on the diagnostic history, diagnostic 
reconciliation, and treatment. This includes review of any known or likely behavioral health or medical 
conditions that currently fail medical retention standards. The provider documents their clinical opinion in an 
administrative review platform (i.e., not in the patient's medical record).  

Release of records – A provider is requested to review the entire course of care for a patient to render a clinical 
opinion on the suitability to release behavioral health records to the patient from a behavioral health 
standpoint. The clinical opinion is based on the diagnosis, treatment, documented content of the encounters, 
and who is the identified recipient of the records. A written response is provided to the requesting agency.  

Exceptional Family Member Program (EFMP) packets – A provider is requested to review the entire course of 
care for a patient to render a clinical opinion about the diagnosis, prognosis, and future behavioral health 
needs of the patient. The clinical opinion is based on the diagnostic history, diagnostic reconciliation, 
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treatment, and prognosis. The provider documents their clinical opinion in the EFMP packet (i.e., not in the 
patient's medical record), which is returned to the requesting agency. 

This professional activity is bundled as part of the initial diagnostic evaluation and therapy codes and will not 
be coded with 90791, 90792, 96116, 96130 or 96132. Evaluation of all available data is always part of treatment. 

Example: 

Use E/M 99499 and CPT 90885 codes for a comprehensive record review with documentation conducted as 
part of a security clearance evaluation or a Medical Evaluation Board (MEB) in which there is a medical 
opinion rendered and no direct patient contact. Documentation should show a review of the patient’s 
psychiatric history, treatments and/or testing along with a diagnosis and the reviewing provider’s opinion on the 
diagnosis and plan of care for the patient.  

Preparation of a report for Physicians, Agencies, or Insurance Carriers (Non-legal purposes) 

Reports may be requested by patients for outside agencies, insurance carriers and/or other outside health care 
professionals for non-legal purposes without the patient present. These may include summary of care 
statements and/or statements of medical conditions. These reports can be coded if they are not a part of a 
diagnostic evaluation. It includes MEBs, Command Directed Evaluations (CDEs), overseas clearances, and 
consultation responses. Coded E/M 99499 and CPT 90889. 

Example A: 

A 33-year-old female family member has received treatment for PTSD in a behavioral health clinic. She and her 
husband are moving to a new installation, and she plans to continue her behavioral health treatment with a 
civilian provider at their new location. She asks for a report summarizing her treatment to date to give to her 
new provider. Preparation of this report is documented in the EHR and coded E/M 99499 and CPT codes 90889. 

Example B: 

A SM is being discharged from the military an MEB. The behavioral health provider completes a comprehensive 
review of the patient’s psychiatric records and completes the MEB summary for the final report. Documentation 
in the medical record should state why the review and request were needed and to whom (person or 
department) the report was sent. The provider also documents the dates of service review (time span) and 
renders an opinion on the patients care and status. This encounter can be coded with 90885 and 90889. 

Environmental Intervention 

This intervention typically involves a discussion of job limitations and/or environmental changes that would help 
the patient in managing their behavioral health condition (e.g. shift changes, task assignments, supervisory 
status, etc.). This may include a discussion of duty/classroom restrictions, safety concerns, or other patient 
concerns relating to the patient’s environment. The provider needs to be at the patient's duty station/school 
and must be face-to-face with the commander/supervisor/teacher/counselor. The patient is NOT present at 
this encounter. It is common for this intervention to occur following an inpatient hospitalization or CDE. 

Follow-up visits with command/school to discuss the impact/progress of the environmental intervention would 
be coded with 90882. These visits can be conducted over the phone with command representatives or the 
school teacher/counselor. 
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Behavioral health providers can use this code when they are performing an environment assessment on the 
patient. School-based providers do not use this code for review of progress and treatment of the patient to the 
teacher or counselor (see 90887).  

Coded E/M 99499 and CPT 90882. 

Example A: 

A 29-year-old SM with a diagnosed adjustment disorder triggered by a recent PCS has been removed from 
flight line duties secondary to fatigue (secondary to poor sleep) and distractibility. She moved to a desk job, 
where she is bored and feels that she is not contributing to the mission. She is working on cognitive-behavioral 
strategies for improved coping and would like to return to duty. The psychologist meets with the commander at 
the place of duty, observes the work station area, and discusses alternate duties that would keep the patient 
more active and encourage a sense of contributing to the mission while remaining consistent with her current 
safety precautions. This meeting is coded E/M 99499 and CPT 90882. 

Example B: 

Patient is a 7-year-old diagnosed with oppositional defiant disorder. Provider goes to the school to observe the 
patient’s behavior in the classroom setting. Provider notates the patient's behavior and then discusses with the 
teacher and school counselor suggestions for a more conducive learning environment. This meeting is coded 
E/M 99499 and CPT 90882. 

Example C:  

After previously recommending an environmental change for the patient, the provider speaks to the 
command over the phone to discuss the patient’s environment and finds out what changes had been made 
and if the patient is improving. The provider makes more recommendations on further improvement and 
schedules another follow up. This meeting can be coded with E/M 99499 and CPT 90882.  

Interpretation and/or Explanation of Results with Family Members, and/or other Responsible Persons 
or Advising Them on How to Assist the Patient 

These meetings involve others in the therapy/treatment process to explain results or advise them on how to 
assist the patient. Patient is NOT present. The services can be coded if performed after the patient has had a 
psychotherapy session but not during. (CPT Asst. October 2002, pg. 11) 

Coded E/M 99499 and CPT 90887. 

Example A: 

A psychologist meets with a patient and performs 45 minutes of psychotherapy. Later the same day, the same 
psychologist meets with the spouse of the patient to discuss ways in which the spouse may help the patient 
follow a treatment plan that includes behavioral activation. The patient is not present. Both services are coded 
on the same encounter with documentation showing the specific times for each service. This can be coded 
E/M 99499, CPT 90834 and CPT 90887. 

Example B: 

A treatment team meeting with the commander and first sergeant is convened without the patient present to 
discuss the results of the evaluation and the treatment plan for a SM mandated for care (FAP incident, driving 
under the influence, positive urine analysis). Based on the evaluation and diagnosis, the substance use disorder 
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(SUD) provider determines that the patient needs to attend Level I and bi-weekly sessions for SUD within a 
behavioral health specialty clinic. The commander supports the SM in attending treatment sessions and also 
notes concerns about the SM’s several other minor infractions, e.g., late for work. The SUD provider discusses 
some options for the commander to consider in managing such disciplinary issues. This meeting is coded E/M 
99499 and CPT 90887. 

Example C:  

A 5-year-old patient presents for a psychotherapy session with mother. Provider met with mother from 0800-0815 
to go over the patient’s behavior for the past week. Provider met with patient for individual therapy from 0815-
0845. This is coded E/M 99499 and CPT 90834. The session is coded from 0800-0845 for total time. The provider 
meeting with the mother prior to the session is counted as collection of data for patient’s individual session 
since patient is 5 years old and not coded separately.  
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CHAPTER 20: INTERDISCIPLINARY COLLABORATION (MEDICAL TEAM 
CONFERENCE) 
A medical team conference is a multidisciplinary team meeting about a patient's care in which the patient 
may or may not be present. These conferences could take place at hospitals, schools, Child and Family 
Assistance Centers, or behavioral health clinics. The meeting must include at least three privileged-health care 
providers from different disciplines, all of whom are involved in providing direct care to the patient within the 
previous 60 days (e.g. patient’s primary care manager [PCM], social worker, and psychologist). The 
conference must be at least 30 minutes per patient. A discipline is defined as a specialty as listed in the 
provider specialty codes. The participants must be actively involved in the development, revision, coordination, 
and implementation of health care services needed by the patient.  

NOTE: If there are three providers and only two are actively caring for the patient, the team conference codes 
cannot be used. 

In these encounters each provider will review and discuss a patient and their treatment. In order to code for 
these conferences, the information discussed and subsequent treatment recommendations must be 
documented by each participant. 

All participants who are actively involved in the patient's care will report on the patient, but only one provider 
from each specialty (determined by provider specialty code) can code the conference CPT code (e.g., if both 
the psychologist conducting the patient’s therapy and a different psychologist who conducted cognitive 
assessment on the same patient are present, only one will be able to code for the medical team conference). 
The following guidance must be followed: 

• Time starts at the beginning of the review of an individual patient and ends at the conclusion of the 
review of that individual patient. 

• The reporting participant shall be present for all time reported. 
• Time is not limited to the time that the participant is communicating to other team members or 

patient and/or family members but includes listening time. 
• Time reported for medical team conferences may not be used in the determination of time for other 

services such as care plan oversight, prolonged services, psychotherapy or E/M service. 
• Medical team conference services of less than 30 minutes duration are not codeable events. 
• No more than one individual with the same specialty code may report codes 99366-99368 at the 

same meeting. 

Team members and their roles in the patient's care should be identified. The provider doing the documentation 
should specifically describe his/her participation and how it relates to the patient's care. The provider should 
document input from the other providers that relates to that provider's care. There should be a brief description 
of the care of the plan, including each member's responsibilities (while focusing on those of the provider doing 
the documentation). Goals for the plan should be measurable and specifically described. Any plans for follow-
up, including future team meetings, should also be documented. 

A physician, psychiatric NP, or psychiatrist would use an E/M office code 99201-99215 for this service face-to-
face with the patient and/or family PRESENT (medical team conference); no CPT code. 

Description Code 

Face-to-face with patient and/or family PRESENT, 30 min or more, by non-
physician qualified health care professional; no CPT code. 

99366 
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Non-face-to-face (patient and/or family NOT present), 30 min or more, by 
physician, psychiatric NP, or psychiatrist; no CPT code. 

99367 

Non-face-to-face (patient and/or family NOT present), 30 min or more, by 
non-physician qualified health care professional; no CPT code. 

99368 

 

Example A: 

Treatment coordination meeting without patient present. Behavioral health provider, primary care physician 
and pain management provider meet for 30 minutes to discuss patient’s current condition and treatment plan. 
A course of treatment is identified and providers’ individual roles are clarified/agreed upon. Each provider has 
an encounter entered into the EHR, and each provider’s content of the meeting is documented. The 
encounter documented by a prescribing provider will be coded with 99367 and the encounter documented 
by a social worker or psychologist is coded with 99368. 

Example B: 

Team meeting with patient present. A psychologist presents a detailed review of a complex case to a panel of 
providers involved in treating the patient, including a neurologist, physical therapist, and psychiatric NP. The 
providers discuss with the patient their overall treatment plans for his disabilities. They discuss different 
treatments for 45 minutes and each provider documents the visits with time. The neurologist and psychiatric NP 
will use an E/M code based on the time face-to-face with the patient. The psychologist and physical therapist 
will use the team conference code 99366.  

Example C: 

A 42-year-old SM who sustained a mild traumatic brain injury (mTBI) in a bicycle accident while on his way to 
work was referred to a health psychologist due to experiencing frequent chronic migraine headaches. He has 
been evaluated by Neurology and Neuropsychology. The patient is now frequently scheduling medical 
appointments in neurology and primary care. He has been prescribed narcotic pain medications for his 
condition, which he now wishes to discontinue. The health psychologist schedules a 60-minute medical team 
conference with the treating neuropsychologist, neurologist and primary care physician to discuss the patient’s 
care. In this example, both the neurologist and primary care physician responsible for managing the patient’s 
care will document and code this encounter E/M 99367; the neuropsychologist will code the 99368. 

Example D: 

A 42-year-old SM who sustained an mTBI in a bicycle accident on his way to work was seen for a 
neuropsychological evaluation. He now has marital problems (starting marital services in the Behavioral Health 
Clinic) and has walked into the Behavioral Health Clinic twice in the past month related to work crises. The 
neuropsychologist, the social worker providing marital counseling, and other providers within the Behavioral 
Health Clinic (including psychiatry, behavioral health nurse, and SUD providers) discuss the case in a clinic case 
conference meeting to coordinate care and determine how to best manage the patient (e.g., the 
neuropsychologist will join the social worker for a few marital sessions to counsel the couple on ways to manage 
his mild cognitive deficits), ways to help him continue to improve, and methods to help him better manage his 
strong emotional reactions. Because all three providers fall under the behavioral health specialty, it is not 
coded but is documented in the patient record. 

These codes are not used for the following meetings: Morning/weekly case reviews, Clinical case conferences, 
High risk meetings. 
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CHAPTER 21: SPECIALTY EVALUATIONS 
Specialty military services include evaluations and functions of military behavioral health providers that are by 
and large unique products of serving the Active Duty population (i.e. MEBs, administrative separations, and 
CDEs). They are most often conducted in an outpatient clinic. 

Separation Evaluations 

The appropriate DOD Unique Code is used as the primary diagnosis for duty status determination encounters; it 
is used for Service members when the primary reason for being seen is to determine the ability to perform their 
duties. This includes determination or change in status of temporary or permanent duty limitations, deployment-
limiting conditions, temporary and permanent duty retirement lists (TDRL/PDRL), MEB assessments, and return to 
duty following pregnancy or surgery and treatment. See MHS Professional Services and Specialty Medical 
Coding Guidelines 2019, Section 4.3 for MEB coding. 

DOD0222 is used as the primary diagnosis for Separation/Termination/Retirement Exams (Examinations 
performed at the end of employment and for retirement or separation). 

A DOD Unique Code can be listed in any position. List the code as the primary diagnosis when the reason for 
the visit is to evaluate the patient for a separation or fitness for duty evaluation. If the patient also has a history 
of a mental health disorder, use Z86.59 (history of other mental and behavioral disorders). Example:  If the 
reason for the visit is to be evaluated for a separation from service but presents with signs and symptoms of a 
condition, code the signs and symptoms and then the DOD0222. 

Example A: 

A SM presents to the Behavioral Health Clinic for a mental status evaluation for military separation. She is seen 
by Dr. Jones, who conducts the interview and reviews the medical record. Upon review of the EHR, it was 
discovered that she had been seen in behavioral health on four different occasions and was given a diagnosis 
of Anxiety Disorder. Dr. Jones focuses her evaluation on the diagnostic features of the disorder and confirms 
current presence of that diagnosis, in addition to the standard evaluation for administrative proceedings. Dr. 
Jones will use the code 90791 – Psychiatric Diagnostic Evaluation – for this encounter and assigns the DOD0222 
as the primary diagnosis codes and Anxiety Disorder as secondary. 

Example B: 

A SM presents to the Behavioral Health Clinic for a mental status evaluation for a military separation. The SM did 
not have any history of behavioral health encounters but returned from deployment four months ago. He 
reported that he has difficulty sleeping approximately one to two times a week and has occasional nightmares. 
Dr. Jones focuses the evaluation on these symptoms to rule out the presence of PTSD or other conditions.  

Dr. Jones determines that the SM does not meet the diagnostic criteria for PTSD. However, the onset of these 
reported symptoms was clearly related to his recent deployment. Dr. Jones develops a plan of care for the 
patient which must be documented in the encounter. Dr. Jones will use the code 90791 – Psychiatric Diagnostic 
Evaluation – for this encounter, assign DOD0222 as the primary diagnosis and any applicable symptoms 
(insomnia or sleep disturbance) as secondary/tertiary, then Z91.82 personal history of military deployment. 

Example C: 

A SM presents to the Behavioral Health Clinic for the first time for a mental status evaluation for a military 
separation. The SM has no history of behavioral health encounters and does not endorse any behavioral health 
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symptoms presently. Dr. Jones does not document a complete diagnostic evaluation, so the provider will use 
the code H0004 – Mental Health Assessment, and assign DOD0222 as the primary diagnosis. 

Security Clearances 

Behavioral health evaluations for security clearances are referred by the DOD Consolidated Adjudications 
Facility. The referral will include the specific referral questions to be addressed. Generally, a thorough 
record review and diagnostic assessment will be completed. Psychological testing may also be 
conducted, interpreted, integrated with the interview results, and coded appropriately. At the conclusion 
of the evaluation, a report is generated. The report is submitted to the appropriate security manager and 
is not entered into the medical record. The provider should provide sufficient information (intake note) in 
the electronic medical record to justify the 90791 code without including information provided within the 
investigation packet provided by the requesting security manager. 

Security Clearance-Record Review Only 

This examination involves a comprehensive review of record for behavioral health concerns that may need to 
be further evaluated in a problem-focused or diagnostic evaluation appointment. The patient is not seen face-
to-face; record review only for diagnostic purposes. 

Code the E/M as 99499 and the CPT as 90885 with a diagnosis of Z02.79, issue medical certificate. Any 
additional relevant diagnoses found can be coded as secondary.  

Security Clearance-Diagnostic Evaluation 

Security Clearance record reviews may identify the need for a complete diagnostic assessment depending on 
the presence of behavioral health concerns. Coding and documentation rules with regard to diagnostic 
evaluation apply in this case. 

Code the E/M 99499 and CPT 90791. Use the Z-code Z01.89 Encounter for other special examination for the 
assessment and any additional ICD-10-CM code for the behavioral health concern if applicable. 

Example A: 

A SM is referred to the Behavioral Health Clinic for a security clearance evaluation, based on history of 
behavioral health condition. Dr. Jones reviews the EHR and finds the SM received treatment for depression two 
years ago and the condition resolved. A diagnostic evaluation is conducted to ascertain any current issues 
which may interfere with the SM’s judgment or reliability with respect to holding a clearance. Dr. Jones will use 
the code 90791 – Psychiatric Diagnostic Evaluation – for this encounter and assigns the appropriate diagnosis 
codes, Z01.89, and personal history of mental disorder (Z86.59). Dr. Jones will complete the report to provide 
feedback to the security manager.  

Example B: 

A SM is referred to the Behavioral Health Clinic for a security clearance evaluation, based on history of 
behavioral health condition. Psychologist, Dr. Jones, reviews the EHR and finds she received treatment for 
depression two years ago and the condition resolved. A diagnostic evaluation is conducted to ascertain any 
current issues which may interfere with the SM’s judgment or reliability with respect to holding her clearance. Dr. 
Jones has the SM take the Minnesota Multiphasic Personality Inventory, Second Edition (MMPI-2) on the 
computer to provide information for a more thorough evaluation. Dr. Jones will use the code 90791 – Psychiatric 



52 | P a g e  
 

Diagnostic Evaluation – for this encounter and assigns the 96146 for the computerized test and the appropriate 
diagnosis code. Diagnosis code Z01.89 is coded at this visit. The provider schedules the patient to come back 
the next day to review the results of the testing and plan of care. Dr. Jones takes 1.5 hours to complete the 
testing review and integrate the diagnostic evaluation and history into the report. The patient returns the next 
day and spends 30 minutes with the provider, who determined the patient is cleared for the security clearance. 
This visit is coded with the testing evaluation code with total time of the review, write-up and feedback to the 
patient, 96130 x1 and 96131 x1.  

Command Directed Evaluations  

These evaluations typically involve a diagnostic evaluation, review of the medical records, and feedback to 
the patient and other relevant/requesting (e.g. commander) parties. CDEs may also involve consultation with 
other providers, collateral interviews, and/or psychological testing. A formal report is completed and sent to the 
command. Depending on the type of evaluation, preparation of the CDE report can range from one to three 
hours. 

The appropriate DOD Unique Code is used as the primary diagnosis for duty status determination encounters 
when the primary reason for being seen is to assess an SM’s ability to perform his/her duties. This includes 
determination or change in status of temporary or permanent duty limitations, deployment limiting conditions, 
TDRL, PDRL, MEB assessments, and return to duty following pregnancy or surgery and treatment. See Appendix 
B for DOD Unique Codes and the MHS Professional Services and Specialty Medical Coding Guidelines 2019, 
Chapter 4.3 for MEB coding. 

Coding these services can be done by coding the procedures included in the evaluation and may include the 
following codes as appropriate: diagnostic evaluation (CPT 90791) and psychological testing (see Chapter 27). 
Follow-ups with the patient is coded based on the actual service provided during that appointment. For 
example, counseling and/or education provided to the patient may be coded using an appropriate E/M for 
prescribing providers or CPT 90832, 90834, 90837 for psychotherapy, depending on the duration of the 
encounter. Interpretation or explanation of results to family or other responsible persons (e.g. commander) can 
be coded CPT 90887. 

Example: 

An SMSM was seen at the Behavioral Health Clinic for a CDE based on concerns about an observed change in 
behavior and/or emotional state. A comprehensive psychiatric diagnostic evaluation is conducted to rule out 
the presence of psychopathology and provide a recommendation to command. The behavioral health 
provider uses the code 90791 – Psychiatric Diagnostic Evaluation – for this encounter and assigns a code from 
series R46 (symptoms and signs involving appearance and behavior) as the primary diagnosis code. If other 
behavioral health conditions/symptoms are present, code those as well. The behavioral health provider must 
document in the record exactly what the patient is there for and what the observed concerns were for the 
referral. 

PDHA & PDHRA 

Deployment Assessments are initially performed by primary care providers for purposes of the screening 
evaluation for the DD2795 (Pre-Deployment Assessment), DD2796 (PDHA), and/or DD2900 (PDHRA). These 
assessments are to be coded with DOD0211, DOD0212, and DOD0213 (respectively) in the primary diagnosis 
position when they are specifically related to the initial screenings. PDHA and PDHRA assessments are not 
performed by a behavioral health provider unless there is a documented behavioral health condition or 
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concern resulting in a referral. Therefore, diagnostic evaluations conducted as a result of a referral from a PDHA 
or PDHRA must include the presenting signs and symptoms and will be used as the primary diagnosis in addition 
to the DOD0211, DOD0212, or DOD0213 diagnosis which should be documented as a secondary code. 

Example: 

An SM was referred by her PCM to the Behavioral Health Clinic after the PDHA was completed. The SM had 
reported behavioral health symptoms of concern to her PCM, which prompted the referral. Psychologist, Dr. 
Jones, conducts a psychiatric diagnostic evaluation and uses the code 90791 – Psychiatric Diagnostic 
Evaluation – for this encounter and assigns the applicable condition(s)/symptom(s) as the primary diagnosis 
code and then adds the DOD0211, DOD0212, or DOD0213 as a secondary code. 

Specialty School Evaluations 

Service members seeking to attend a school for a new occupation need a current behavioral health 
evaluation. Examples include diving, firefighter, Personal Reliability Program (PRP), protection of the president, 
crane operator, recruiter, drill instructor, Marine Security Guard, sexual harassment/assault response and 
prevention victim advocate, sniper, and submariner. These evaluations would be coded with Z01.89 Encounter 
for other special examination as the primary diagnosis. Additional diagnosis can be added secondary if found 
during the evaluation.  

Z02.3 Armed Forces medical exam: this is the initial general accession exam. For pre- enlistment, this initial 
qualifying exam is a “yes” test that a person meets the requirements to join the military. Excludes exams 
covered under DOD0229 special program accession exam. 

DOD0229 special program accession encounter: a special medical examination of the individuals being 
considered for special programs prior to Service entry. Exams are usually for officer candidates (Reserve Officer 
Training Corps [ROTC] programs, college graduates, professional schools, etc.). Other examples are DOD MEB 
exams, Health Professional School Program (HPSP) exams, and supplemental exams in support of medical 
examination processing stations. 

Example A: 

A SM presents to the Behavioral Health Clinic for a mental status evaluation for Drill Instructor School. The 
behavioral health provider, Dr. Jones, conducts the interview and reviews the medical record. Dr. Jones 
discovers that the SM has a history of behavioral health conditions and treatment. The SM denies that he is 
currently having symptoms related to these diagnoses. Nevertheless, Dr. Jones conducts a psychiatric 
diagnostic evaluation to determine if there is a psychiatric diagnosis that would render the SM ineligible to 
attend Drill Instructor School. Dr. Jones determines that the service member may be cleared for school and 
provides a report of mental status evaluation form to the command indicating the SM is cleared. Dr. Jones uses 
the code 90791 – Psychiatric Diagnostic Evaluation – for this encounter, selects Z01.89 as the primary diagnosis, 
and the applicable history of mental and behavioral disorders (Z86.59) as secondary diagnosis. 

Example B: 

An SM presents to the Behavioral Health Clinic for a mental status evaluation for Recruiting School. He reports 
that he had one prior deployment to Afghanistan, but denies a history of behavioral health problems. Although 
the SM denies current symptoms of a behavioral health problem, he reports that his deployment was “intense,” 
and it appears likely that he experienced significant trauma. Dr. Jones has concerns that the SM may be 
minimizing his symptoms. Furthermore, the SM is set to fill a demanding role as an Army recruiter. Dr. Jones 
determines it is necessary to conduct a psychiatric diagnostic evaluation. The encounter is coded as 90791 – 
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Psychiatric Diagnostic Evaluation, and code Z01.89 as the primary diagnosis and Z91.82 (personal history of 
military deployment) as the secondary diagnosis. 
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CHAPTER 22: INPATIENT/WARD CONSULTATIONS – DIAGNOSTIC 
EVALUATION 
This diagnostic evaluation refers to consultation requests from medical providers regarding evaluation of 
specific behavioral health needs and/or assistance in diagnosis and treatment of behavioral health needs. The 
encounter may involve review of the outpatient and inpatient record and diagnostic evaluation, and may also 
include psychological testing. It may also involve phone communication with the requesting provider. 

Coded E/M 99499 and CPT code 90791 for the diagnostic evaluation and psychological testing CPT codes if 
testing is provided. 

Example A: 

A consultation is requested by an obstetrics provider to evaluate a patient for post-partum depression. The 
behavioral health provider reviews the patient’s medical record, discusses the case with the nursing staff and 
evaluates the patient. The patient is tearful, denies active risk issues, acknowledges fears of being a bad 
mother related to her own chaotic family history and reports intermittent tension within her marriage. The 
behavioral health provider counsels the patient regarding emotional reactions of new mothers, ways to reduce 
her depression/anxiety, and healthier communication strategies with her husband. The provider reviews with 
patient options for additional care, and patient shows interest in counseling and meeting with Family 
Advocacy home health care nurses. The provider makes referral to Family Advocacy nurses and calls physician 
to review conclusions and recommendations. The provider documents in the inpatient medical record a 
detailed history, detailed psychiatric exam and medical decision-making of low complexity. The provider 
documented 60 minutes spent with the patient. This scenario is coded as E/M 99499 and CPT 90791 for 
psychotherapy services for the total amount of time spent with the patient. 

Example B: 

A consultation is requested by a surgeon on the Medical Surgery Unit inpatient ward for a patient hospitalized 
post-surgical repair of hernia. This 31-year-old Active-Duty male reported to a nurse that he has been very 
anxious for many months and it is affecting his work and sleep. The behavioral health provider responds to 
consult, reviews medical record, and evaluates the patient. The provider comprehensively reviews the patient’s 
history and symptoms and concludes that the patient has panic disorder without agoraphobia. The patient is 
reluctant to engage with outpatient Behavioral Health Clinic, but does agree to visit with his PCM to consider 
use of medication. The provider documents the evaluation in the inpatient chart, calls referring surgeon to 
review conclusions and recommendations, and writes a note detailing diagnostic interview evaluation with 
referral to family practice clinic. This scenario is coded E/M 99499 and CPT 90791. 

Inpatient/Ward Consultation Follow-Up 

These follow-up encounters can be similar to an outpatient treatment appointment, and may include 
counseling, psychoeducation, relaxation training, and/or psychotherapy. An assessment of risk status and a 
mental status examination are performed. Evaluation of medication compliance and side effects, review of 
medications, and effectiveness of medication may also be performed. These services can be taken back to 
the providers B MEPRS and coded with psychotherapy, testing, or HBAI codes depending on the service 
provided.  
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CHAPTER 23: INPATIENT BEHAVIORAL HEALTH     
Patients will be admitted by a psychiatrist or psychiatric NP with admitting privileges to the Behavioral Health 
inpatient ward. All services provided by inpatient social workers or psychologists are included in the inpatient 
services and are not coded separately. Time on the ward will be recorded in the Defense Medical Human 
Resource System internet (DMHRSi) under the inpatient MEPRS code.  

Psychotherapy services performed by a social worker, BHT, or psychologist are not coded with CPT or ICD-10-
PCS (Procedural Coding System).  

There is no coding requirement for a provider to perform a round daily. Psychiatrist/NP performing rounds will 
have their encounters coded with the E/M service and any procedure performed in the A MEPRS. All 
documentation for inpatient services will be documented in Essentris/MHS GENESIS. 

The admitting provider has 24 hours from the time the patient is admitted to complete the initial history and 
physical (H&P) on the patient. If the provider completes the initial H&P within the 24 hours, the initial inpatient 
codes 9922x can be used. If the provider does not complete the initial H&P within the first 24 hours, the 
admission is not coded and only a subsequent (9923x) encounter can be coded.  

The psychiatrist/NP completes rounds and documents the service in the inpatient medical record. Total time 
spent on the ward should be documented, which would include all services performed face-to-face with the 
patient and time ordering medication, labs, and/or studies. Inpatient E/M codes will be used for medical 
services performed. If the psychiatrist performed psychotherapy during a round, the psychotherapy add-on 
codes will be used. 

Patients who are admitted from the Emergency Department by a psychiatrist/NP will have all documentation in 
the inpatient record. There would not be a consultation in the B MEPRS.  

Example:  

An SM is taken to the emergency room by his supervisor after saying he would be better off dead. The SM is 
evaluated by a psychiatrist who determines the SM should be admitted to the Behavioral Health ward for 
suicidal ideation. The psychiatrist completes the H&P, diagnoses the patient with major depression and 
completes a plan of care. The SM spends five days on the ward. The patient receives daily individual therapy 
from the inpatient social worker and attends group therapy twice during his stay. The psychiatrist performs a 
daily round on the patient reviewing his current progress. On the third day, the psychiatrist sees the patient, 
reviews his progress and his progress in sessions with the social worker. The psychiatrist performs a 30-minute 
psychotherapy session with the patient to review breathing and mindfulness exercises. The patient is discharged 
on the fifth day after 45 minutes spent on the final examination, discussion of hospital stay, instructions for 
continuing care, preparation of discharge records, prescriptions, and referral form. The patient agrees to 
attend regular individual therapy sessions at the outpatient Behavioral Health Clinic.  

DAY ICD-10 E/M CPT/PCS Provider Service  

1 Major Depression 99221-99223 N/A Psychiatrist, Social Work H&P, Psychotherapy 

2 Major Depression 99231-99233 N/A Psychiatrist, Social Work RND, Psychotherapy 

3 Major Depression 99231-99233 90833, XXXXXXX Psychiatrist, Social Work RND, Psychotherapy 

4 Major Depression 99231-99233 N/A Psychiatrist, Social Work RND, Psychotherapy 

5 Major Depression 99239 N/A Psychiatrist, Social Work Psychotherapy, 
Discharge 
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Explanation for the table above is as follows: 

Day 1: Admission with completed H&P on the day of admission is coded with 99221-99223 depending on the 
documentation. The patient received psychotherapy from a social worker. This is not coded on this day.  

Day 2: The psychiatrist rounds on the patient and spends time adjusting the medication which is coded with 
99231-99233 depending on documentation. The patient receives psychotherapy from a social worker in the 
morning and attends group therapy in the afternoon. Neither of these sessions is coded. All documentation is in 
Essentris/MHS GENESIS.  

Day 3: The psychiatrist rounds on the patient and spends time adjusting the medication which is coded with 
99231-99233 depending on documentation. The psychotherapy performed by the psychiatrist is coded with an 
add-on code 90833 in addition to the E/M service for the professional service and GZ5xZZZ for the ICD-10-PCS 
code. (The ICD-10-PCS code for individual therapy will depend on the type of therapy being provided.) 

Day 4: The psychiatrist rounds on the patient and spends time adjusting the medication which is coded with 
99231-99233 depending on documentation. The patient receives psychotherapy from a social worker in the 
morning and attends group therapy in the afternoon. Neither of these sessions is coded. All documentation is in 
Essentris/MHS GENESIS.  

Day 5: The patient has a morning psychotherapy session with the social worker. The psychiatrist spends 45 
minutes on the ward preparing to discharge the patient. He reviews the discharge instructions with the patient 
and all medications the patient needs before leaving. The patient is given a follow-up appointment in the 
behavioral health outpatient clinic. This encounter would be coded with the discharge diagnosis of major 
depression and 99239 for a 45-minute discharge management.  

Inpatient Discharge 

Hospital discharge services documentation requirements:  

• Final examination, physical findings and diagnosis (mental health diagnosis and any related physical 
conditions). 

• Discussion of hospital stay and plan of care to patient and/or all relevant caretakers. 
• Preparation of discharge records. 
• Prescriptions and referral forms. 
• Must document total time spent performing the above activities. 
• Use by staff physician to report all services provided to a patient on the date of discharge.  
• A discharge summary will be completed by the provider for coding within 30 days of discharge. 
• 99238 – 30 minutes or less. 
• 99239 – More than 30 minutes.  
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CHAPTER 24: EMERGENCY DEPARTMENT EVALUATIONS 
During both normal duty hours and after hours, behavioral health professionals may be asked to provide 
consultation to the emergency department. This includes an in-person diagnostic evaluation or triage/risk 
assessment of the patient with recommendations regarding disposition. Coding and documentation rules with 
regard to diagnostic evaluation apply in this case. 

In cases where the consultation is a telephone consultation only, the provider codes and documents the 
consultation. If the patient is also currently in treatment within the Behavioral Health Clinic, the behavioral 
health provider also documents this telephone contact in the patient’s behavioral health record. 

Code with E/M 99446-99449 for an inter-professional consultation based on the time discussed with the 
Emergency Department (ED) provider. 

Example A: 

An ED provider contacts the behavioral health on-call psychiatrist or psychiatric NP for consultation regarding a 
16-year-old patient brought in by her parents after they returned home late and found her “drunk.” The parents 
are very worried because their daughter “doesn’t drink” but has been more withdrawn, and mother found a 
poem the daughter had written about death the week prior. The patient denies any intent or plan, but the ED 
provider thinks there is “some family stuff going on.” The on-call behavioral health provider comes to the ED, 
reviews the case with the ED physician, reviews the medical record, checks to see if the patient has been 
seeing a behavioral health provider (was not in treatment), talks with the parents, and interviews the teen who 
thinks the whole thing is “stupid.” The patient says she had two beers and fell asleep on the couch watching TV 
and did not clean up the beer cans before her parents came home. She stated she would never attempt 
suicide and the poem was “an experiment” for a writing class. She has had a falling out with a boyfriend whom 
her mother never liked. She feels her mother is intrusive and does not want to discuss this with her parents. The 
teen agrees to talk with her school counselor. The behavioral health provider completes an EHR note (focused 
risk assessment, no risk issues noted, no urgent follow-up needed, notes diagnostic impression of parent-child 
relational issue). This consultation is coded using the appropriate office visit E/M codes 99201-99205 for a new 
patient based on the documentation. 

Example B: 

An ED provider contacts the behavioral health on-call provider for consultation with regard to a 38-year-old 
Active-Duty male who presented to the ED with chest pain. The ED finds no indication of cardiac problems, but 
patient notes that he is under severe stress, has not been sleeping well for the past three months, and 
acknowledges thoughts of suicide, but denies history of self-harm or active plan or intent. The behavioral health 
provider reviews the medical record and interviews the patient. The provider spends 45 minutes with the patient 
and covers not only the current situation, recent symptoms and stressors, but also reviews his work, academic, 
medical, behavioral health, relational/social, and substance use histories. During the interview the patient 
acknowledges fleeting, passive suicidal ideation during the previous several days, but states that he would not 
try to kill himself because he had a friend who had died by suicide, and he would not put his friends and family 
through a similar experience. The provider discusses outpatient follow-up in the Behavioral Health Clinic and the 
patient agrees. The provider discusses the case with the ED physician and documents the complete history and 
risk assessment, diagnosis, and plan of care in the EHR and this consultation is coded using the appropriate 
office visit E/M codes: E/M 99499 and CPT code 90791. 
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CHAPTER 25: NEUROPSYCHOLOGICAL AND PSYCHOLOGICAL 
EVALUATIONS AND TESTING 
The neuropsychological evaluation may be comprehensive and lengthy or more focused in nature. The 
evaluation is the basis for treatment recommendations to referral sources and treatment teams, as well as 
feedback and subsequent counseling for patients and their families. 

 

Neuropsychological Status Exam   
96116 – Neurobehavioral status exam, privileged providers time both face-to-face with the patient and time interpreting 
test results and preparing report, first hour. 

+96121 – Each additional hour. 

Provider Testing Evaluation Codes 
96130 – Psychological testing evaluation services by physician or other qualified health care professional, including 
integration of patient data, interpretation of standardized test results and clinical data, clinical decision making, treatment 
planning and report and interactive feedback to the patient, family member(s) or caregiver(s), when performed; first 
hour. 

+96131 – Each additional hour (List separately in addition to code for primary procedure). 

96132 – Neuropsychological testing evaluation services by privileged provider. Interpretation and report of testing, 
integration of data, clinical decision making, treatment planning and report and interactive feedback to the patient, 
family member or caregiver; first hour. 

+96133 – Each additional hour. 

Provider Psychological and Neuropsychological Testing Administration Codes 
96136* – Psychological or neuropsychological testing administered by a privileged provider, two or more tests, any 
method, first 30 minutes. 

+96137* – Each additional 30 minutes. 

Technician Psychological and Neuropsychological Testing Administration Codes 
96138* – Psychological or neuropsychological test administration and scoring by BHTs, two or more tests, any method; first 
30 minutes. 

+96139* – Each additional 30 minutes (List separately in addition to code for primary procedure). 
*Time spent scoring tests is considered to be billable time. 

Computer Testing Administration Code 
96146 – Psychological or neuropsychological test administration, with single automated, standardized instrument via 
electronic platform, with automated results only; this is not a timed code and only used once. 

Neurobehavioral Status Exam 

The neuropsychological interview will include a history of the presenting problem, current symptoms, and 
mental status examination with an assessment of the risk of harm to self or others. The interview will address 
current neurocognitive functioning in a range of areas such as attention/concentration, memory, problem 
solving/abstract reasoning and executive functions, speech and language, visuospatial skills, sensory changes, 
and motor and coordination function. The interview will cover developmental and psychosocial history, 
medical history and current physical health, educational and occupational history and current occupational 
functioning, and psychiatric history and/or any changes in affect or conduct associated with the injury or 
disease. The neuropsychologist will address all of these areas via the medical records review, interview with the 
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patient and collateral sources, and observation of the patient. A physical health (vs mental health) diagnosis is 
associated with this code such as dementia. Coded E/M 99499 and CPT 96116 for the first hour and add-on 
code +96121 for each additional hour. 

NOTE: CPT 96116 is used in place of CPT 90791 for neuropsychological evaluations since both codes CANNOT 
be used together.  

The note on the day of service should include the following: 

• Referral source and reason for consultation. 
• Mental status examination to include risk assessment. 
• Statement that a psychiatric diagnostic evaluation or neurobehavioral status examination was 

conducted. 
• Statement that a battery of neuropsychological tests was successfully administered, or record the 

problem encountered with test administration and how they will be addressed. 

State that a composite report of neuropsychological assessment will be created in a new encounter at a later 
date; the statement should indicate that the composite report will provide an integrated interpretation of the 
psycho-diagnostic evaluation or neurobehavioral status examination, the results/interpretation of the 
neuropsychological tests, medical history, labs and neuroimaging results, and other pertinent data. 

Example: 

A 68-year-old female with Parkinson’s disease is referred by her internal medicine physician for a 
neuropsychological evaluation to determine whether her medical condition is impacting her cognitive 
functioning. The provider reviews the patient’s medical, academic and occupational history, as well her 
current level of adaptive functioning. The patient states that she is still active in church volunteer work and 
cares for herself, but she feels her memory “is going” and notes that several friends have commented on her 
memory lapses. A comprehensive medical record review is also conducted. The provider performs a clinical 
assessment of the patient’s cognitive functions and other elements of a mental status exam. The total time with 
the patient is one hour and 45 minutes. The patient agrees to return the following week for six to eight hours of 
neuropsychological testing to assess her cognitive functioning and memory skills. The provider documents in the 
EHR a complete history with diagnoses and notes a rule-out of cognitive disorder NOS and rule-out of age-
related memory problems. This encounter is coded a primary diagnosis of Parkinson’s disease and E/M 99499 
and CPT 96116 x1 and +96121 x1. 

Neuropsychological Test Battery 

Neuropsychological testing procedures consist primarily of individually administered tests that comprehensively 
sample ability domains that are known to be sensitive to the functional integrity of the brain. The battery used 
depends on the referral question and the patient’s condition. A typical battery includes four to eight hours of 
one-on-one and computer-based or pen-and-paper testing. Administration or portions of administration may 
be conducted by a BHT. Interpretation is performed by a provider. A report is written for the behavioral health 
record and/or for the referring provider if applicable. The overall time including interpretation and report writing 
time can vary from six to 10 or more total hours depending on the complexity of the case. Test forms are 
protected by both copyright laws and rules of psychology ethics and are never scanned in to the electronic 
medical record. The names of the tests administered and some depiction of the test scores are often included 
in the neuropsychological report, but the actual test forms with responses are never included in the written 
report. The test forms with actual patient responses are termed “raw data” and will be released only to another 
psychologist. 
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Example A: 

A patient with multiple sclerosis mentioned to her neurologist that she is experiencing attention and memory 
problems and was referred for a neuropsychological evaluation to assess the nature and extent of her 
cognitive deficits. A comprehensive diagnostic interview was completed by the neuropsychologist. This 
interview lasted one hour and included a review of the patient’s history and functioning in several domains, 
including her neuro-vegetative symptoms and recent stressors. A battery of standardized neuropsychological 
tests is administered during the course of a full-day evaluation, including one computer administered 
assessment with automated results, and four hours of BHT-administered testing and scoring (two hours spent 
administering and scoring a Wechsler Adult Intelligence Scale, Fourth Edition (WAIS-IV) and two hours spent 
administering and scoring Wechsler Memory Scales and Wisconsin Card Sorting Test). The provider spends an 
additional three hours interpreting all of the testing, integrating the evaluation and past history, and writing a 
report for the neurologist. This encounter would be coded with multiple sclerosis as the primary diagnosis and 
E/M 99499, with CPT 96116 x1, 96132 x1, +96133x2, 96138 x1, 96139x7, and 96146 x1. 

Example B: 

A military member who is accused of murdering his wife’s male friend claims to have no memory of events that 
occurred on the night of the crime. Per request from legal, patient is referred to psychiatry for a sanity board. 
The psychiatrist consulted the neuropsychologist who conducted a comprehensive neuropsychological 
evaluation. The evaluation consisted of an extensive neuropsychological status exam for one hour, three hours 
of provider administered testing, and three hours of BHT-administered testing and scoring. The provider spent an 
additional three hours interpreting the testing and writing a report to the psychiatrist to include as needed in 
the sanity board evaluation. This scenario is coded E/M 99499 and CPT 96116x1, 96132x1, 96133x2, 96136 x1, 
96137 x5, 96138x1, 96139x5.  

Example C: 

An SM who has served three combat tours as an Infantryman is referred for neuropsychological evaluation as 
part of his MEB. He has sustained six concussions over the course of his three deployments and has been 
diagnosed with post-concussion disorder and posttraumatic headaches. He has also been diagnosed with 
PTSD that results in poor sleep disrupted by nightmares. He has orthopedic injuries involving his neck and back. 
He takes several psychotropic medications and pain medications. A neurobehavioral status examination for 
one hour and 45 minutes and review of medical records was completed by the neuropsychologist.  

An initial neuropsychological evaluation was completed one year ago at a different facility. A battery of 
standardized neuropsychological tests was administered over the course of two days. This included one hour of 
direct testing and scoring by the neuropsychologist, six hours of psychometrician-administered testing and 
scoring (to include the WAIS-IV, Wechsler  Memory Scales, California Verbal Learning Test, as well as other tests 
of attention/concentration, memory, and motor function).  

The neuropsychologist spends six additional hours integrating all of the information from the clinical interview, 
medical record review to include previous neuropsychological testing, and current neuropsychological testing 
by both the neuropsychologist and the psychometrist. The encounter would be coded as follows: 
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Day Diagnosis CPT Code 
1 R51 – Headaches 

G44.329 – Chronic Post-traumatic Headaches 
F07.81 – Postconcussional Syndrome 
DOD0101 – History of TBI, unknown 

96116 x1 
+96121 x1 
96136 x1 
+96137 x1 

2 Same 96138 x1 
+96139 x11 total of 6 hours BHTs testing 
96132 x1 provider testing evaluation 
+96133 x5 total of 6 hours provider testing evaluation  

Psychological Testing 

According to the CPT, psychological testing codes are used to report the services provided throughout the 
entire testing procedure. The testing of personality, psychological functioning, cognitive processes, visual motor 
response, and abstractive abilities is accomplished by the combination of several types of testing procedures. 
The administration of these tests generates material that will be formulated into a report. Psychological testing 
includes administration, interpretation, and writing of the report, per hour. Therefore, entering the units of 
service performed is critical. 

Results can be scored by a computer, BHT, or clinician. Interpretation of psychological testing is performed by a 
clinician. A report is written for the behavioral health record or for the referring provider as applicable. The 
overall time can vary from one to eight or more hours depending on the psychological instruments used. Some 
commonly used instruments include: MMPI-II, Millon Clinical Multiaxial Inventory (MCMI-III), and WAIS- IV. (See 
Appendix D for a list of tests.) 

Administration time of each test also varies: MMPI-II, approximately 90 minutes; MCMI- III, approximately 60 
minutes; and WAIS-IV, approximately two to three hours. Review of the test, scoring, interpretation of the results, 
writing the report, and feedback to the patient can take approximately one to four hours. 

These tests are coded with E/M 99499 and CPT (one unit per hour) depending on whether the testing is 
conducted by a psychologist, BHT, psychometrician, or a computer. 

It is important to note that 96146 is not time-based. For example: Patient A may be asked to complete three 
different psychological computer based tests (and  spends three to five hours completing the tests), and the 
next day Patient B comes in for a different type of evaluation and is asked to take a computer-based 
psychological test that takes 25-30 minutes. Both tests will be coded E/M 99499 and CPT 96146. 

General Coding Guidelines for Psychological Testing 

A minimum of 31 minutes must be provided to report any “per hour” code. Services 96130, +96131, 96116, 
+96121, 96132, +96133 and 96125 report time as (a) face-to-face with the patient and (b) time spent 
interpreting and preparing the report. If the psychological testing, interpretation and report take less than 30 
minutes there is no code available. 

When a privileged provider administers face-to-face testing, such as the WAIS-IV, rating scales (e.g. the 
Hamilton Depression Rating Scale), or projective techniques (e.g. the Rorschach or Thematic Apperception 
Test), it is reported with CPT code 96136 in 30 minute increments. 

The Folstein Mini Mental Status Exam, in isolation, should not be classified separately as neuropsychological 
testing since it is typically part of a more general clinical exam. 
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When a provider and a BHT administer different medically necessary tests, the interpretation must be allocated 
to the appropriate CPT code, 96130. Computerized tests are billed once with the automated results. 

Typically, the total time for all tests (regardless of who performs them) will be four to eight hours including 
administration, scoring and interpretation. If the testing is done over several days, the testing time should be 
combined and reported on the last day of testing. 

Preparation and provision of a written report to the patient and referring health care provider, and to other 
treatment providers with written informed consent to release information signed by the patient, is coded CPT 
96130 or 96132. 

Example A: 

A patient comes in on Monday as scheduled for a clinical evaluation and psychological testing. The provider 
completes the clinical interview and discusses the plan of care with the patient to include the types of testing 
needed. Due to fatigue and unforeseen childcare problems, testing is broken into several appointments over 
the following days. The patient returns on Tuesday to complete three hours of computer-based testing. Before 
testing, the provider spends 20 minutes face-to-face with the patient assessing whether there are current 
symptoms interfering with testing, answering patient questions about testing, and clarifying and expanding 
history and diagnostic information from the interview on the previous day. On Wednesday, the patient returns 
to complete two hours of BHT-performed testing. On Thursday, the patient completes one hour of 
psychological testing face-to-face with the provider (no significant clinician interaction beyond “Any problems 
that would interfere with testing today?”). On Friday, provider spends two hours interpreting testing and 
preparing the report, then provider meets with patient for 30 minutes individually to review testing feedback 
(five to 10 minutes) and spends 20-25 minutes discussing how the patient can use that information for insight 
and/or to improve coping or better manage stressors. Then, with patient’s permission, the spouse joins in and 
the provider, patient, and spouse spend another 30 minutes discussing the evaluation and how the spouse and 
patient can utilize the information to reduce conflict and/or help the patient cope with his difficulties. 

Coding: 

Monday 99499 Partial psychiatric evaluation 

Tuesday 90791 and 96146 x1 Continued evaluation, computer testing 

Wednesday 96138 x1 and +96139 x3  2 hours BHT testing 

Thursday 96136 x1 and +96137 x1 1 hour provider testing 

Friday 96130 x1 and +96131 x 5 3 hours provider testing evaluation 
  

Example B: 

A 27-year-old SM presents with a chief complaint of significant problems at work related to her lack of 
motivation, constant fatigue, and ongoing interpersonal problems with co-workers. Her medical work-up was 
within normal limits, and she denies any significant problems with mood or stress. She is pleasant and 
cooperative and is interested in completing a full psychological evaluation. The psychologist completes the 
evaluation and determines psychological testing should be administered. On the same day, the psychological 
testing is performed to include the WAIS-IV and Beck Depression Inventory, administered face-to-face by the 
provider and taking two hours. The provider takes an additional two hours to review the results, write up the 
interpretation and report, and review with the patient.  
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This scenario is coded E/M 99499 and CPT 90791 (primary CPT) and CPT 96136 x1, 96137 x3 units of service, plus 
CPT 96130 x1 and 96131 x1.  

Automated Neuropsychological Assessment Metric (ANAM) 

The ANAM is a DOD-mandated pre-deployment baseline neuropsychological test battery for all SMs. This 25-
minute assessment is required within 12 months prior to deployment. The ANAM test is a computer-based tool 
designed to detect speed and accuracy of attention, memory, and thinking ability, which are cognitive 
functions. It is administered by a BHT. 

The purpose of this assessment is to establish a baseline in the event that an SM is injured or exposed to an mTBI 
during deployment. It is recommended that this assessment be completed within months – not days or weeks – 
before deployment as to avoid any distractions or stressors to ensure accurate measures are obtained. 

NOTE: The ANAM does not diagnose concussion/mTBI or any other medical condition. 

ANAM testing for pre- and post-deployment can be coded E/M 99499 and CPT 96146. 

Example for pre-deployment ANAM testing: 

A SM is due to deploy. He is required to complete the ANAM within 12 months before the deployment and has 
never done the assessment before. The SM schedules an appointment to complete the ANAM assessment. A 
BHT conducts a briefing to explain the ANAM assessment, proctors the assessment, reviews the results, and 
uploads the assessment data to the data repository. The briefing takes seven minutes and the assessment takes 
25 minutes including review of the results by the proctor, for a total of 32 minutes. The assessment reveals no 
abnormalities, and the SM is cleared to deploy. The Service Readiness System would be updated with the date 
the SM completed the ANAM assessment. A behavioral health provider cosigns the SOAP note indicating that 
the BHT followed all appropriate procedures and protocols. This encounter would be coded with diagnosis 
Z01.89, Encounter for special examination, E/M code 99499 and CPT code 96146. 

Example for post-deployment ANAM testing:  

Patient returns from deployment and is diagnosed with a TBI and behavior changes. The ANAM is repeated. 
The neuropsychologist reviews the baseline testing and the new testing, and reviews the patient’s medical 
records and all past behavioral health history. The provider writes up the interpretation and report and provides 
feedback to the patient, all taking three hours. This encounter would be coded with TBI and other signs and 
symptoms of behavior changes, E/M code 99499 and CPT codes, 96146, 96132 x1 and 96133 x2.  

If the assessment revealed clinical alert (anger, mood, mTBI with current symptoms), then additional medical 
screening and referral would take place and would be coded by the provider performing that evaluation. 
Please see section on Walk-Ins Crisis Assessment and/or Intervention for more information. 
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CHAPTER 26: BEHAVIORAL HEALTH DATA PORTAL (BHDP) 
The BHDP is a patient progress assessment used by providers to see how the patient’s condition is improving or 
worsening and reviewed to see if the treatment needs to be altered, continued or terminated. This 
computerized questionnaire includes multiple screenings/inventories that can be coded with 96127 
(emotional/behavioral assessment, with interpretation, per standardized instrument). The documentation must 
show the type of measure being used, the scoring, and the provider interpretation. The units of service will 
reflect the number of measures being reviewed not to exceed four (4) units of service. (Example: The provider 
scores and interprets a PHQ-9 and Behavioral Health Measure (BHM)-20, the 96127 would have two units of 
service.) This code will NOT be used for the PHQ-2 or Generalized Anxiety Disorder (GAD)-2 alone. (See 
Appendix C for list of assessments.) 

Behavioral health providers scoring and interpreting the BHDP can use the 96127 to identify the questionnaires 
administered. 

When the computerized assessment are not functioning at the time of visit, the provider can use 96127 for 
paper assessments. The documentation would still be the same with the type of measure, scoring and brief 
interpretation.  

Assessments administered on a past date cannot be counted. There must be a current date of service or, if the 
assessment is performed without a corresponding visit, it can be coded at the first visit the assessments are 
scored and documented.  

The 96127 is inclusive with psychiatric evaluation codes 90791- 90792 and therefore cannot be used in 
conjunction with these codes. It can be used with psychotherapy codes and HBAI codes.  
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CHAPTER 27: HEALTH BEHAVIOR ASSESSMENT AND INTERVENTION CODES 
(HBAI) 
Health and behavior assessment (HBA) procedures are used to identify the psychological, behavioral, 
emotional, cognitive, and social factors important to the prevention, treatment, or management of physical 
health problems.  

The focus of the assessment is not on mental health but on the biopsychosocial factors important to physical 
health problems. The procedure must be associated with an acute or chronic illness, the prevention of a 
physical illness or disability, maintenance of health, and treatments. The focus of the intervention is to improve 
the patient's health and well-being utilizing cognitive, behavioral, social, and/or psychophysiological 
procedures designed to ameliorate specific disease-related problems.  

Prescribing providers can use the following codes when the service is performed. These codes cannot be used 
at the same time as an E/M service.  

Description Code 

Health and behavior assessments or re-assessment; Report 96156 for an initial 
assessment or reassessment of a patient to identify and address the 
psychosocial, behavioral, emotional, and intellectual factors important to 
the treatment and management of physical health problems. HBA includes 
a health-focused clinical interview, behavioral observations, and clinical 
decision-making. This code is NOT time based. 

96156 

Report for a health behavior intervention (HBI) face-to-face with a patient 
lasting 30 minutes. 

96158 

For each additional 15 minutes of face-to-face HBI with a single patient +96159 

Report for a HBI face-to-face with two (2) or more patients lasting 30 minutes 96164 

For each additional 15 minutes face-to-face HBI with a group of two (2) or 
more patients 

+96165 

Report for a HBI face-to-face with patient’s family (with patient present) 
lasting 30 minutes 

96167 

For each additional 15 minutes face-to-face HBI with patient’s family (with 
patient present) 

+96168 

Report for a HBI face-to-face with patient’s family (without patient present) 
lasting 30 minutes 

96170 

For each additional 15 minutes face-to-face with patient’s family (without 
patient present) 

+96171 

 

NOTE: For more detailed information and examples regarding Health and Behavior Assessment and Intervention 
Codes (HBAI), refer to the Clinical Health Psychology section in Chapter 28, DOD Exception for BHC providers; 
see page 70 for details. 
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CHAPTER 28: CLINICAL HEALTH PSYCHOLOGY 
Clinical Health Psychology provides specialized psychological services to adult patients with acute or chronic 
medical conditions. 

In addition to outpatient services, clinical health psychology staff may provide services on medical and surgical 
inpatient units either as a part of their regular duties, at the request of consultation and liaison, or at the request 
of medical providers on the care team with whom the clinical health psychology provider has collaborated. 

A specific set of codes are available to cover the services provided by clinical health psychologists for disease 
management. The focus of these services is not on behavioral health, but rather the bio-psychosocial factors 
affecting physical health problems and treatments. These are the HBAI codes. 

The HBAI codes identify services performed by a physician or qualified non-physician health care professionals 
to assess a patient’s behavior and emotional state, as well as the cognitive and/or social factors that are 
important to the treatment or management of the physical health problem. In addition, these codes identify 
interventions provided for these physical health problem(s).  

Performance of a HBA may include a health-focused clinical interview, behavioral observations, psycho-
physiological monitoring, and use of health- oriented questionnaires. Elements of a HBI may include cognitive, 
behavioral, social, and psycho-physiological procedures that are designed to improve the patient’s health, 
ameliorate specific disease-related problems, and improve overall well-being. Codes in the HBAI series describe 
services associated with acute or chronic physical illnesses or symptoms.  

For patients who require psychiatric services (codes 90785-90899) as well as HBAI (codes 96156-96171), only the 
predominant service would be reported along with the appropriate diagnostic code according to the 51% 
rule: that is, the predominant service is that which occupies greater than 50% of the session time. If the 
predominant service is psychiatric or general psychological, refer to the requirements for documentation in the 
Psychotherapy section. It should be noted that codes 96156-96171 are not “preventive medicine services and 
should not be reported for the purpose of prevention of a physical illness or disability, and maintenance of 
health.” To clarify, general health information provided for the purpose of prevention is not reported under 
these codes. But assessment and treatment for obesity and muscle atrophy from disuse, both of which have 
ICD-10 codes, are reported under these codes. 

Use of these codes eliminates the possibility of inappropriately labeling a  patient as having a behavioral health 
disorder when in reality, the patient is experiencing a physical illness that may deeply affect the quality of 
his/her life. The ICD-10 code used is that associated with the particular medical condition which has been 
diagnosed by the medical provider.  

NOTE: HBAI CPT codes cannot be used with a psychiatric diagnosis and psychiatric CPT codes cannot be used 
with a non-psychiatric medical diagnosis. 

DOD Exception: Only BHCs can use the HBAI codes for either type of diagnosis. See Chapter 29.  

 

The HBAI codes are not intended to represent preventive medicine services. In summary, “Performance of a 
health and behavior assessment may include a health-focused clinical interview, behavioral observations, 
psycho-physiological monitoring, use of health-oriented questionnaires, and assessment data interpretation. 
The elements of a health and behavior intervention are designed to improve the patient’s health, ameliorate 
specific disease-related problems, and improve overall well-being” (CPT 2002). 
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Example A: 

A 62-year-old male is seen in follow-up for poor adherence to his diabetes regimen, which has resulted in an 
elevated HgA1c, hyperlipidemia, and significant weight gain. In addition, his pain level has increased as a 
result of his weight gain, and his sleep is disturbed by worry about his condition. Treatment may consist of 
examining each aspect of his present condition, motivational interviewing to encourage adherence and 
appropriate exercise, cognitive behavioral therapy (CBT) to enhance self-efficacy, as well as training in deep 
diaphragmatic breathing to relax prior to bedtime and ongoing problem solving focused on issues interfering 
with his treatment program. The session lasts for 75 minutes and is coded 96152 (5 units). 

Example B: 

A 10-session CBT class, each 90 minutes in a group setting, is provided for chronic pain patients. Patients are 
provided with information about pain mechanisms; patients develop personal plans for behavioral activation, 
and learn appropriate exercises. In addition, group cognitive behavioral therapy to address pain 
catastrophizing and other thought patterns which lead to an increased perception of pain and negative 
affect is provided. Patients must complete a weekly contract for behavior change. The session is coded 96153 
(6 units). 

Psycho-educational Groups 

These services focus on the biopsychosocial factors that are, or could, affect treatment of, or severity of, the 
patient’s physical condition. The goal is to modify the psychological, behavioral, emotional, cognitive, and 
social factors identified as directly affecting the patient’s physiological functioning, disease status, health, and 
general well-being. 

Coded E/M 99499 and CPT 96153 – one unit per 15 minutes when conducted by a social worker or psychologist. 
If psycho-educational services are performed by a physician or NP, use code 99078. 

NOTE: The 96153 can be confused with the 98961-98962 for Education and Training for Patient Self-Management 
of conditions. The HBAI codes are specific to psychologically assisting the patient with their condition and not 
merely educational management. 

Codes used in clinical health psychology: 

Description Code 

Health and behavior assessments or re-assessment (e.g., health-focused 
clinical interview, behavioral observations, psychophysiological monitoring, 
health-oriented questionnaires) initial assessment. 

96156 

Health and behavior intervention, face-to-face; individual, initial 30 minutes 96158 

Each additional 15 minutes (use in conjunction with 96158) +96159 

Intervention Group of two or more patients, face-to-face, initial 30 minutes 96164 

Each additional 15 minutes (use in conjunction with 96164) +96165 

Intervention Family (with patient present), face-to-face, initial 30 minutes 96167 

Each additional 15 minutes (use in conjunction with 96167) +96168 

Intervention Family (without patient present), face-to-face, initial 30 minutes 96170 
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Each additional 15 minutes (use in conjunction with 96170) +96171 

Trans-cranial magnetic stimulation (TMS) is a technique to stimulate the brain 
by electromagnetic induction with a coil placed on the scalp. For direct 
stimulation to cortical neurons, a strong magnetic field pulse is generated 
over the patient’s scalp to activate cortical neurons in the brain and to 
disturb the normal operation of the brain. 

90867 

Alpha-stim is an application of a modality to one or more areas. If more than one CPT code is 
used, this would be placed in the secondary position. This would apply to initial sessions in which 
the provider instructs the patient in the use of the modality, observes for positive response and 
any adverse events, and determines optimum frequency and length of exposure time. 

Alpha-Stim, constant attendance by provider or BHT, each 15 minutes - 97032 

Alpha-Stim, unattended, this is not a timed code- 97014 

 
Follow-up visits during which the patient applies the modality themselves and undergoes the procedure outside 
of the office would use HBAI codes for the provider-patient face-to-face time only. Separate time must be 
documented when time-based modalities are provided during the same session as HBAI codes. 

Example: 

Examples of psycho-educational groups offered include Cardiac Rehabilitation, Diabetes Management, 
Insomnia Management, Pain Management, Relaxation, Sleep Enhancement, Temporomandibular Disorder 
Management, and Tobacco Cessation. Tobacco Use Disorders and Sleep Disorders have been determined to 
be physical health conditions by a multidisciplinary team of clinicians and, therefore, interventions are 
appropriately coded using the Health and Behavior codes e.g. 96164 and +96165 group intervention, 2 or more 
patients, initial 30 minutes and each additional 15 minutes. 

Evaluation for Surgery in Outpatient Setting 

These medical consults request clinical evaluation to identify any behavioral health disorders which may 
contraindicate or complicate a patient’s participation in a surgical intervention such as gastric bypass, 
transplants, or spinal cord stimulator implants. The evaluation includes a health and behavioral assessment and 
comprehensive medical record review, and may include psychological testing. A consultation response is sent 
to the requesting provider. 

Coded E/M 99499 and CPT 96156 (assessment) and can include the additional CPT codes 96130-96146 –
psychological testing as appropriate. 

Example: 

A 45-year-old female family member with a long history of obesity undergoes a health and behavioral 
assessment by a clinical health psychology provider prior to gastric bypass surgery as a prerequisite for the 
surgery. The purpose of the evaluation is to identify any behavioral health disorders which may be 
contraindications or complicate a patient’s post-surgery compliance. This evaluation includes a 
comprehensive review of the patient’s three volumes of her medical record (approximately 60 minutes) and a 
comprehensive report to the requesting provider (approximately 60 minutes). No psychological testing is 
completed. This scenario is coded E/M 99499 and CPT 96156.  
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CHAPTER 29: BEHAVIORAL HEALTH CONSULTANT (BHC) 
This section describes the types of encounters for BHCs. These services differ from specialty behavioral health 
services by being more specific, problem-focused assessments and interventions that support goals and 
treatment of the referring PCM. This service is not simply specialty behavioral health care provided in the 
Patient Centered Medical Home (PCMH); rather, it is problem-focused, limited in scope, and has limited follow-
up (i.e. usually fewer than four visits). There is a focus on the biopsychosocial aspects of health and illness and 
focused work with individuals having physical health concerns and disease states (e.g., chronic pain, diabetes). 

A behavioral health provider in the PCMH is a member of the primary care clinic’s health care team who assists 
the PCM in managing the overall health of their enrolled population. The goals are to help improve recognition, 
treatment, and management of psychosocial/behavioral problems and conditions in the enrolled population. 
The PCM remains the primary provider for the patient and is assisted in managing the health of the patient by 
the BHC. 

The role of the BHC in the PCMH is a limited scope of care. Responsibilities of BHCs in the Medical Home 
include: 

• Targeted assessment and evaluation, including diagnostic impressions and functional status focused 
on the presenting problem. 

• Timely and succinct feedback to PCMs regarding findings and recommendations. 
• Concise documentation of care and recommendations in the patient’s medical record. 
• Determining the appropriateness of the patient receiving services in the family health clinic 

(triaging) and referring to specialty behavioral health care when appropriate. 
• Formulation of behavioral health interventions appropriate to the primary care setting, and assisting 

with implementation of treatment plans. 
• Providing brief follow-up, including relapse-prevention education. 
• Developing, teaching, and/or providing oversight for classes that promote education and skill-

building to enhance psychological and physical health. 
• Providing targeted follow-up services for a subset of patients who require ongoing monitoring and 

follow-up (e.g., continuity visits of for persons with chronic diseases or “high-utilizers”). 
• Sharing knowledge with other team members and patients, both formally (in- services, consult 

responses) and informally (hallway conversations). 

The BHC promotes a smooth interface between medicine, embedded behavioral health, specialty behavioral 
health and other behavioral services. 

BHC workload will be captured using MEPRS at the primary care clinic in which the clinical services are 
performed. 

Coding for BHC encounters is restricted to the HBAI codes (see Chapter 27). This is the only group of providers 
who has a DOD exception to use these codes for both physical complaints and mental/behavioral 
complaints.8 

  

                                                      
8 MHS Guidelines 2019 Chapter 7.4 
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CHAPTER 30: FAMILY ADVOCACY PROGRAM (FAP) 
Domestic violence and child abuse prevention and intervention/treatment services are located throughout the 
military and based on program guidance from DODI 6400.01 and DODM 6400.01 v1-v4.  

FAP services include screening, crisis intervention/safety evaluation (emergency) and assessment, 
review/monitoring by the Incident Determination Committee, treatment, monitoring, management, and 
command consultation. 

FAP providers will code for clinical services performed based on DHA coding guidelines. All guidance for the 
use of CPT codes will be the same as other services.  

ICD-10-CM Codes used most often in FAP:  

Classification / Diagnosis ICD-10 Code 

Marital/partner problems Z63.0 

Other problems related to social environment Z60.8 

Parent/child problem, unspecified Z62.82x (6th character 0,1,2) 

Family circumstances, other specified Z63.8 

Family disruption Z63.8 

Family disruption due to child in welfare custody Z62.21 

Family disruption due to child in foster care Z62.21 

Family disruption due to divorce/legal separation Z63.5 

Victim, child physical abuse, suspected T76.12XA 

Victim, child emotional abuse, suspected T76.32XA 

Victim, child sexual abuse, confirmed T74.22XA 

Victim, child abuse (other – neglect, etc.), confirmed T74.92XA 

Victim, adult physical abuse, confirmed T74.11XA 

Victim, adult emotional abuse, confirmed T74.31XA 

Victim, adult sexual abuse, confirmed T74.21XA 

Victim, adult abuse (other – neglect, etc.), suspected T76.01XA 

Perpetrator (parent), child abuse 
(neglect/physical/sexual) 

Z69.011 

Perpetrator, adult abuse (partner/spouse) Z69.12 

Counseling for victim of child abuse Z69.010 

Counseling for victim of partner abuse Z69.11 
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No abuse or neglect found, adult Z04.71 

Relationship problems, NOS Z63.9 

Recently divorced or separated Z63.5 

Adjustment disorder (with depressed mood) F43.21 

Adjustment disorder (with mixed mood/conduct) F43.25 

Stress reaction, acute F43.0 

Other specified problems related to psychosocial 
circumstances 

Z65.8 

Legal circumstances Z65.3 

Bereavement, uncomplicated Z63.4 

Child and adolescent antisocial behavior Z71.810 

Deployment related conditions Z91.82 
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CHAPTER 31: SUBSTANCE USE DISORDER CLINIC 
Substance Use Disorder Clinic services will follow most of the basic psychiatric coding guidance. These providers 
will use the psychiatric evaluation codes for initial intakes and psychotherapy codes when performed. SUD 
providers can use the Psychotherapy for Crisis codes when appropriate and interactive complexity add-on 
code. There are some unique services provided by SUD providers: 

Rehabilitation Treatment Meeting (RTM) 

SUD provider will perform RTM with the patient and their commander assisting in the patient’s treatment when 
they are enrolled in mandatory treatment. When both the patient and commander are present for this service, 
the following codes are used: 

Description Code 

Alcohol and/or substance abuse (other than tobacco) structured 
assessment and brief intervention, 15 to 30 minutes. 

G0396 

Alcohol and/or substance abuse (other than tobacco) structured 
assessment and brief intervention, greater than 30 minutes. 

G0397 

 

Oftentimes, it is helpful to meet with the commander to discuss treatment plans for SMs in mandatory treatment 
in order to garner their support for the course of treatment prior to discussing with the patient. If command 
consultation is provided before or after the RTM without the patient present, that procedure within the 
encounter will be coded with 90887 (Interpretation or explanation of advising family or other persons how to 
assist the patient). The separation of these two different procedures (conversation with the commander AND 
patient; conversation with commander only) needs to be clear within the note.  

Treatment Plan Development 

After the initial treatment plan is in place, providers will revisit the plan on a regular basis to discuss progress, 
changes to the plan, and new goals for the patient. 

The HCPCS code, T1007 (alcohol and/or substance abuse services, treatment plan development and/or 
modification) can be used for treatment planning with the patient present.  

Alcohol Brief Counseling (ABC) 

ABC is a targeted secondary prevention intervention for individuals who have completed a diagnostic 
evaluation in the SUD clinic and have not been diagnosed with a substance use disorder. 

ABC is delivered in one-on-one appointments and each session, if conducted by a privileged provider, is 
coded using the appropriate E/M Preventive Medicine counseling codes.  

Preventive medicine counseling and/or risk factor reduction intervention(s) provided to an individual: 

Description Code 

Counseling for approximately 15 minutes 99401 

Counseling for approximately 30 minutes 99402 
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Counseling for approximately 45 minutes 99403 

Counseling for approximately 60 minutes 99404 
 

If the ABC intervention is delivered by a behavioral health technician who has been trained to conduct ABC, 
each encounter would be coded 98960 for each 30 minutes using the standardized ABC curriculum.  
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CHAPTER 32: INTENSIVE OUTPATIENT/PARTIAL HOSPITALIZATION PROGRAM 
Intensive Outpatient Programs (IOPs) in the civilian sector have typically been organized to provide substance 
abuse services. In recent years, however, the MHS has developed IOPs for substance abuse, PTSD, depression, 
TBI, and pain management. The guidance provided in this chapter is based upon the following references: 
Tricare Policy Manual 6010.60-M, Chapter 11, Addendum A, April 1, 2015. 

Addiction Medicine Intensive Outpatient Program (AMIOP) will follow the same guidance.  

Definitions 

IOPs allow individuals to participate in their daily activities, such as military duties, while receiving treatment at a 
designated facility. Hours of operation are usually three to four hours per day, for three to five days during the 
week (minimum of nine hours per week). The duration of this program within the MHS is typically four to six 
weeks. An IOP is considered an intermediate level of treatment between inpatient and traditional outpatient 
treatment and is one step below a partial hospitalization program (PHP) in the level of treatment provided. 
Program participation is often tapered based on the individual’s progress. Main treatment modalities may 
include psycho-education, evidence-based group and individual psychotherapy, and family counseling where 
appropriate. In addition to treatment focused on improving diagnosable behavioral health conditions, there is 
a major emphasis on stress reduction, coping, military readiness, and adaptation. All SMs enrolled into IOP 
treatment are evaluated for the appropriateness of medication which is managed concurrently by other clinics 
within the MHS.  

PHPs are time-limited ambulatory programs that offer intensive, coordinated, highly structured clinical services. 
The environment strongly resembles the inpatient environment, but is less than 24 hours per day; it is considered 
one step down in the level of treatment from traditional inpatient care. Treatment is delivered for a minimum of 
six hours per day, for five days during the week. Participants go home in the evening and on the weekends. The 
program is typically four weeks in length. 

Partial hospitalization is a coordinated set of therapeutic services for those who need assistance to function in 
the home and/or work environment. The highly structured activities and services are specifically designed to 
promote higher levels of functioning. Main treatment modalities may include peer socialization, group support, 
psycho education, life skills training, medication management, individual and family therapy, and 
complementary and alternative medicine. 

Encounter Types 

Most encounters fall into one of the following types: admission/assessment, daily progress note, and discharge. 
Also referred to as an intake, the admission process evaluates recent medical, psychiatric, psychological, 
and/or psychosocial evaluations in establishing the need to admit the patient to the program. Admission 
documentation should clearly support the need for admission; examples include: 

• The patient is in need of crisis stabilization and treatment of partially stabilized mental health 
disorders. 

• The patient exhibits psychiatric symptoms that cause significant impairment in day-to-day social, 
vocational, and/or educational functioning. 

• The patient has not made sufficient clinical gains within an outpatient setting, or the severity of 
his/her presenting symptoms is such that success in outpatient treatment is doubtful. 
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• The patient is ready for discharge from an inpatient setting, but is assessed as needing daily 
monitoring, support, and ongoing therapeutic interventions. 

Assessment 

Patient assessment would be expected to include a physical examination; psychiatric examination; 
psychological assessment; assessment of physiological, biological, and cognitive processes; developmental 
assessment; family history and assessment; social history and assessment; educational or vocational history and  
assessment; environmental assessment; and recreational/activities assessment. 

Clinical Formulation and Treatment Planning 

The assessment includes a clinical formulation, and a treatment plan is developed for all patients by a qualified 
privileged provider. 

This portion of the assessment: 

• Includes the nature, severity, and precipitant for the patient’s admission to the program. 
• Identifies patient strengths and limitations, current psychosocial stressors, present level of functioning, 

developmental issues to be considered, degree of risk to self or others, and significant treatment 
issues. 

• Clearly describes the clinical problems that are the focus of treatment. 
• Identifies individual treatment goals that correspond to each identified problem. 
• Defines goals and objectives that are specific outcome statements based on the anticipated 

response to treatment. 
• Identifies individualized and observable or measurable objectives that represent incremental 

progress toward attaining goals. 
• Describes strategies of treatment, responsible clinicians, and related interventions that address 

individual needs and assist the patient in achieving identified goals and objectives. 
• Includes specific, individualized discharge criteria, which identify essential goals and objectives to 

be met prior to termination of treatment. 
• Identifies needed services that are not provided directly by the program. 

Providers with prescriptive privileges may assign a code from 99231- 99233 when providing evaluation and 
management services if E/M codes 99221-99223 were used to admit the patient to the program procedure 
codes. Therapeutic services that meet CPT and MHS Coding Guidelines criteria for coding, when performed by 
a privileged provider, are codeable encounters. However, the same procedure code may not be used twice 
on the same day for the same patient for the same problem.  

Services provided by non-privileged providers will be coded using the appropriate CPT/HCPCS codes, as 
supported by the documentation. The initial evaluation by a non-prescribing privileged provider will be coded 
with the psychiatric evaluation CPT code 90791. 

Daily Progress Notes/Reporting 

Privileged providers will document their participation in the IOP service and code each encounter based on 
the services provided. Non-privileged providers will document on the encounter which services they performed 
and will be listed as additional providers on the single privileged provider note and report the following codes, 
as appropriate: 
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Description Code 

Intensive outpatient program, alcohol and/or drug services, psychiatric services; 
per diem. This code is utilized for IOPs staffed with privileged providers. This code 
will be used on all encounters for daily psychiatric group treatment (meditation, 
yoga, spiritual sessions, cognitive treatment, group psychotherapy, etc.). 

S9480 

All individual therapy encounters are billed separately. They do not fall under the S9480. 

Reporting Daily Services 

As IOPs may involve multidisciplinary teams, reporting encounters should be based upon the specialty. For 
example, it is recommended that when multiple behavioral health providers provide multiple services on the 
same day for the same problem, that all of the services for the day be recorded in one encounter, with the 
primary privileged provider coding all services provided as appropriate, and signing the encounter. The primary 
privileged provider would be the privileged provider performing the most work for the patient on the date of 
service. Other providers who participated in the patient’s care and documented in the note would be added 
as secondary or additional providers. At the same time, if a provider saw the patient and provided service for a 
different problem, then the encounter could be coded and reported separately from the other providers in the 
specialty. When coding the diagnosis, the primary diagnosis for the admission will be the diagnosis/condition 
that is the primary reason for admission to the IOP. For daily progress notes and discharge notes, the 
appropriate counseling/education diagnosis codes will be assigned. 

Discharge 

Discharge of the patient from the program would include, as appropriate: 

• Final examination. 
• Discussion of stay in the program. 
• Determining necessary modifications in the treatment program. 
• Assessment of the patient’s living situation, placement needs, ongoing treatment needs, and 

educational/vocational needs. 
• Identifying resources for maintaining therapeutic stability following discharge from the program. 
• Preparation of discharge records, prescriptions, referral forms, and any reports. 

The last visit with the patient to discuss the discharge will be coded with E/M code 99211 when no 
psychotherapy is performed.  

Termination Note 

Termination write-ups without the patient present will be coded based on time with E/M code 99358. At least 30 
minutes of time is required to use this code. Less than 30 minutes is not a codeable event. See Termination of 
Services, Chapter 14, page 33 for documentation requirements. 

After-care Group Services 

Some patients might attend after-care group psychotherapy once discharged from the behavioral health-IOP 
or AMIOP. The patients attending this group session might be booked under an IOP MEPRS but the 
documentation should state they are in the after-care therapy group.  

These visits are coded with 90853 (Group Psychotherapy) and not with the S9480.   
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APPENDIX A 

Interactive Complexity 

+90785 An add-on code for interactive complexity is to be reported in conjunction with codes for 
diagnostic psychiatric evaluation (90791, 90792), psychotherapy (90832, 90832, 90837) 
psychotherapy when performed within an evaluation and management service (90833, 90836, 
90838, 99201-99205, 99304-99337, 99341-99350) and group psychotherapy (90853). The interactive 
complexity refers to specific communication factors that complicate the delivery of psychiatric 
procedures. Common factors include more difficult communication with discordant or emotional 
family members and engagement of young or verbally underdeveloped or impaired patients. 
Typically patients are those who have third parties, such as parents, guardians or other family 
members, interpreters, language translators, agencies, court officers, or schools involved in their 
psychiatric care. 

These factors are typically present with patients who: 

• Have other individuals legally responsible for their care, such as minor or other adults with 
guardians, or 

• Request others to be involved in their care during the visit, such a as adults accompanied 
by one or more participating family members or interpreters or language translators, or 

• Require the involvement of third parties, such as child welfare agencies, parole or 
probation officers or schools. 

Psychiatric procedures may be reported “with interactive complexity” when at least one of the 
following is present: 

1. The need to manage maladaptive communication (related to e.g., high anxiety, high 
reactivity, repeated questions or disagreement) among participants complicates the 
delivery of care. 

2. Caregiver emotions or behavior that interferes with the caregiver’s understanding and 
ability to assist in the implementation of treatment plan. 

3. Evidence or disclosure of a sentinel event and mandated report to third party (e.g., abuse 
or neglect with report to state agency) with initiation of discussion of the sentinel event 
and/or report with patient and other visit participants. 

4. Use of play equipment, other physical devices, interpreter, or translator to communicate 
with the patient to overcome barriers to therapeutic or diagnostic interaction between the 
physicians or other qualified health care professional and a patient who: 
a. Is not fluent in the same language as the physician or other qualified health care 

provider or, 
b. Has not developed or has lost, either the expressive language communication skills to 

explain his/her symptoms and response to treatment, or the receptive communication 
skills to understand the health care professional if her/she were to use typical language 
for communication. 

When provided in conjunction with psychotherapy services (90832-90838), the amount of time 
spent by qualified health care professional she be reflected in the timed services code for 
psychotherapy (90832, 90834, 90837) or the psychotherapy add-on code performed with and E/M 
service selection (99201- 99255, 99281-99285, 99304-99337, and 99341-99350), except as it directly 
affects key components as defined in the E/M Guidelines. 
 
Interactive complexity add-on code cannot be used with the family psychotherapy codes (90846 
and 90846). 

Diagnostic Procedures 

90791 Psychiatric diagnostic evaluation without medical services. Includes biopsychosocial assessment, 
including history, mental status, and recommendations. The evaluation may include 
communication with family or other sources and review and ordering of diagnostic studies. 
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90792 Psychiatric diagnostic evaluation with medical services. An evaluation with medical services is an 
integrated biopsychosocial assessment and medical assessment, including history, mental status, 
other physical examination elements as indicated, and recommendations. The evaluation may 
include communication with family or other sources, prescription of medications and review and 
ordering of laboratory or other diagnostic studies. 

Psychotherapy 

90832 Psychotherapy, 30 minutes face-to-face with patient and/or family member(s). Psychotherapy is 
treatment of a mental illness and behavioral disturbances in which physician or other qualified 
health care professional, through definitive therapeutic communication, attempts to alleviate the 
emotional disturbance, reverse or change maladaptive patterns of behavior, and encourage 
personal growth. Includes ongoing assessment and adjustment of psychotherapeutic interventions 
and may include involvement of family or others in the treatment process (16-37 minute time 
frame). 

+90833 Psychotherapy, 30 minutes with patient and/or family member(s) when performed with an 
evaluation and management service. (List separately in addition to the E/M service.) 

90834 Psychotherapy, 45 minutes with patient and/or family member(s) (38-52 minute time frame). 

+90836 Psychotherapy, 45 minutes with patient and/or family member(s) when performed with an 
evaluation and management service. (List separately in addition to the code for primary 
procedures.) 

90837 Psychotherapy, 60 minutes (53 minutes or greater). 

+90838 Psychotherapy, 60 minutes with patient and/or family member(s) when performed with an 
evaluation and management service. (List separately in addition to the E/M service.) 

Crisis Intervention 
90839 Psychotherapy for crisis; first 60 minutes. This includes an urgent assessment and history of crisis 

state, a mental status exam, and a disposition. The treatment includes psychotherapy, mobilization 
or resources to defuse the crisis and restore safety, and implementation of psychotherapeutic 
interventions. The presenting problem is usually life threatening or complex and requires immediate 
attention to a patient in high distress (minimum of 31 minutes required; 31-74 minute time frame). 

+90840 Each additional 30 minutes. (List separately in addition to code for primary services.) 

S9484 HCPS code for Crisis intervention when NO psychotherapy is performed, per hour. A mental health 
crisis is a situation where a person’s behavior can put him or her or others at risk of harm. The 
provider primarily aims the treatment at defusing the crisis and restoring the safety of the patient to 
minimize the potential for physical or psychological trauma. Report this code for each hour that a 
patient participates in crisis intervention services for mental health situations. Crisis services can be 
provided in the person’s home or in the home of a family member or friend, in the community 
clinic, or in a residential treatment program. 

Other Psychotherapy 

90846 Family psychotherapy, 50 minutes (without patient present) (26 minutes or more). 

90847 Family psychotherapy, 50 minutes (conjoint psychotherapy, with patient present) (26 minutes or 
more). 

90849 Multiple family group psychotherapy. 

90853 Group psychotherapy; coded for each participant. 

S9480 Intensive outpatient psychiatric services, per diem. 

+90863 Pharmacologic management, including prescription and review of medication, when performed 
with psychotherapy services (list separately in addition to the code for the primary procedure). This 
code is used only with psychotherapy codes 90832, 90834, 90837.  
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90880 Hypnotherapy (not a time based code). 

Non-Face-to-Face Codes 
90882 Environmental intervention for medical management purpose on a psychiatric patient’s behalf 

with agencies, employers, or institutions (not a time based code). 

90885 Psychiatric evaluations of hospital records, other psychiatric reports, psychometric and or 
projective tests, and other accumulated data for medical diagnostic purposes (not a time based 
code). 

90887 Interpretation or explanation of results of psychiatric, other medical examinations and procedures, 
or other accumulated data to family or other responsible persons, or advising them how to assist 
patient (not a time based code). 

90889 Preparation of report of patient’s psychiatric status, history, treatment, or progress (other than for 
legal or consultative purpose) for other individuals, agencies, or insurance carriers (not a time 
based code). 

Biofeedback 
90875 
 

Individual psychophysiological therapy incorporating biofeedback training by any modality (face-
to-face with the patient) with psychotherapy (e.g. insight oriented, behavior modifying, or 
supportive psychotherapy); 30 minutes. 

90876 45 minutes, Individual psychophysiological therapy incorporating biofeedback training by any 
modality with psychotherapy. 

90901 Biofeedback training by any modality. 

90911 Biofeedback training, perineal muscles, anorectal or urethral sphincter. 

Psychological & Neuropsychological Testing Services 
96127 Brief emotional/behavioral assessment (e.g., depression inventory, attention-deficit/hyperactivity 

disorder [ADHD] scale), with scoring and documentation, per standardized instrument. 

See list in Appendix D for approved measures. 

96116 Neurobehavioral status exam (clinical assessment of thinking, reasoning and judgment, e.g., 
acquired knowledge, attention, language, memory, planning and problem solving, and visual 
spatial abilities), by physician or other qualified health care professional, both face-to-face time 
with the patient and time interpreting test results and preparing the report; first hour. 

+96121 Neurobehavioral status exam; each additional hour. 

96130 Psychological testing evaluation services by a physician or other qualified health care professional 
including interpretation of patient data, interpretation of standardized test results and clinical data, 
clinical decision-making, treatment planning and report, and interactive feedback to the patient, 
family member, or caregiver, when performed; first hour. 

+96131 Psychological testing evaluation; each additional hour. 

96132 Neuropsychological testing evaluation services by a physician or other qualified health care 
professional including interpretation of patient data, interpretation of standardized test results and 
clinical data, clinical decision-making, treatment planning and report, and interactive feedback 
to the patient, family member, or caregiver, when performed; first hour. 

+96133 Neuropsychological testing evaluation; each additional hour. 

96136 Psychological or neuropsychological test administration and scoring by physician or other qualified 
health care professional, two or more tests, any method; first 30 minutes (report in conjunction with 
96130, 96131, 96132, or 96133 on the same or different day). 

+96137 Each additional 30 minutes of time administering and scoring the tests. 
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96138 Psychological or neuropsychological test administration and scoring by BHT, two or more tests, any 
method; first 30 minutes (report in conjunction with 96130, 96131, 96132, or 96133 on the same or 
different day). 

+96139 Each additional 30 minutes of time administering and scoring the tests. 

96146 Psychological or neuropsychological test administration, with single automated, standardized 
instruments via electronic platform, with automated results only. 

Health and Behavior Assessment/Intervention (HBAI) 
96156 Health behavior assessment (e.g. health-focused clinical interview, behavioral observations, 

psychophysiological monitoring, and health-oriented questionnaires), each 15 minutes face-to-
face with patient. 

96158 Health behavior re-assessment; initial 30 minutes face-to-face with patient; individual. 

+96159        - face-to-face with patient, individual; each additional 15 minutes, 

96164 Health behavior intervention; group of two or more patients (recommended no more than 12 
total); initial 30 minutes. 

+96165       - Group two or more patients; each additional 15 minutes. 

96167 Health behavior intervention; family (with patient present); initial 30 minutes face-to-face. 

+96168      - Family (with patient present) each additional 15 minutes. 

96170 Health behavior intervention; family (without patient present); initial 30 minutes face-to-face. 

+96171      - Family (without patient present) each additional 15 minutes. 

 Education and Training for Patient Self-Management 
98960 Education and training for patient self-management by a qualified, non-physician health care 

professional using a standardized curriculum, face-to-face with the patient (could include 
caregiver/family) each 30 minutes; individual patient. 

98961 Education and training for patient self-management by a qualified, non-physician health care 
professional using a standardized curriculum, face-to-face with the patient (could include 
caregiver/family) each 30 minutes; group of two to four patients. 

98962 Education and training for patient self-management by a qualified, non-physician health care 
professional using a standardized curriculum, face-to-face with the patient (could include 
caregiver/family) each 30 minutes; group of five to eight patients. 

Preventive Medicine Counseling 
99401 Preventive medicine counseling and/or risk factor reduction intervention provided to an individual; 

approximately 15 minutes. This code can be used for Alcohol Brief Counseling or counseling to 
patients to prevent other substance use; for patients with no substance use diagnosis and provided 
by a privileged provider. 

99402 Same as above; approximately 30 minutes. 

99403 Same as above; approximately 45 minutes. 

99404 Same as above; approximately 60 minutes. 
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APPENDIX B 
 

MILITARY UNIQUE DIAGNOSIS CODES 
SITUATION DODUC DESCRIPTION 

Flight/Aviation Exam DOD0217 Pilots and flight crew exams 

Separation/Termination/Retirement Exam DOD0222 Separating from service or retiring 

Periodic Health Assessment DOD0225 PHA 

Evaluation, MEB DOD0220 Medical Evaluation Board 

Evaluation, TDRL DOD0228 Temporary Disability Retired List Program 
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APPENDIX C 
The table shows standardized instruments that can be counted and not counted for coding with CPT code 
96127. 

Standardized Instrument - YES Standardized Instrument - NO 
CSSRS Columbia Suicide Screener PHQ-2 Two-item Depression Screener 

PHQ-9 Depression Screener GAD-2 Two-item Anxiety Screener 

GAD-7 Anxiety Screener PC-PTSD Five-item PTSD screener 

PCL-5 20-item self-report measure for PTSD AUDIT-C Three-item Alcohol screener 

AUDIT 10 item Alcohol Use Disorders 
Identification Test 

TBI Four-item concussion screener 

ISI Insomnia Severity Index --- Patient Satisfaction Questionnaire 

BASIS-24 General Distress Measure URICA 32-item self-report measure - Alcohol 

WRAIR Functional/Social Impairment CRAFFT Three- item Substance Abuse screener 

CRAFFT Full Screen – 9 questions NSI Neurobehavioral Symptom Inventory 

CSI Couples Satisfaction Index PGIC Patient’s Global Impression of Change 

BAM Brief Addictions Monitor HIT-6 Headache screener 

SADD Alcohol Use NRDP Neurorehabilitation Data Platform 

BCAP Brief Child Abuse Potential PEG Scale 3 item scale assessing pain intensity 

PSC-Y Pediatric Symptom Checklist for Youth IBHC Patient Satisfaction 

PHQ-9(M) Depression, modified for Adolescents SF-12 Health Survey 

PSQI Pittsburgh Sleep Quality Index PHQ-15 Health Questionnaire (use 96160) 

WHOQOL BREF- Quality of life   

BHM-20 Behavioral Health Measure   

BSHS Brief Burn Specific Health Scale   

CAARS Conner’s Adult ADHD Rating Scale   

Vanderbilt For ADHD – this can be counted more 
than once if completed by different 
parties (e.g. parents and teacher) 

  

BASC Behavioral Assessment Scale for 
Children 

  

ASRS Adult Self-report Scale for ADHD   

CAMS Collaborative Assessment & 
Management of Suicidality – Suicide 
Status 

  

Epworth Sleepiness Scale   

CBCL Children’s Behavioral Checklist   

SCARED Screen for Child Anxiety Related 
Disorders 

  

OASIS Overall Anxiety Severity & Impairment 
Scale 
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PCL-M PTSD Checklist Military version   

DES/DES II Dissociative experience scale   

IPPI-RAT Intimate Partner Physical Injury Risk 
Assessment Tool 

  

SMFQ Short Mood & Feelings Questionnaire   
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APPENDIX D 
There are hundreds of neuropsychological tests. The list below is not all-inclusive; it describes some of the most 
commonly used tests. 

Neuropsychological/Psychological Tests 
 
Assessment Category Test (Publisher) 

 
 
 
 
General Intellectual Functioning 

WAIS-IV – The Wechsler Adult Intelligence Scale-IV revised 
in 2008 (Pearson, Inc.) 

WASI-II – The Wechsler Abbreviated Scale of Intelligence-
II revised in 2011 (Pearson, Inc.) 

WISC-V – Wechsler Intelligence Scale for Children-Fifth 
Edition revised in 2014 (Pearson, Inc.) 

WPPSI – The Wechsler Preschool and Primary Scale of 
Intelligence, - Fourth Edition revised in 2012 (Pearson, Inc.) 

 
 
 
Academic Achievement/some also used in 
adults to aid in estimating premorbid level 
of functioning 
 

WIAT-III – The Wechsler Individual Achievement Test-III 
revised in 2009 (Pearson, Inc.) 

WRAT5 – Wide Range Achievement Test-Fifth Edition 
revised in 2017 (Pearson, Inc.) 

WJ IV – The Woodcock-Johnson Tests of Achievement-IV 
revised in 2014 (Riverside Publishing, Inc.) 

TOPF – Test of Premorbid Functioning (TOPF) published 
2009 (Pearson, Inc.) 

 
Tests of Higher Level Reasoning/Executive 
Functions 

Category Test (PAR) 

Wisconsin Card Sorting Test (PAR) 

Delis-Kaplan Executive Function Test (D-KEFS) (Pearson) 

 
 
Tests of Attention/Concentration 
 

Conner’s Continuous Performance Test (CPT) (C. Keith 
Conner’s and Multi-Health Systems) 

Integrated Visual and Auditory Continuous Performance 
Test (IVA+ Plus, CPT) (Braintrain) 

Test of Variables of Attention (TOVA Company) 

 
 
 
 
 
Tests of Memory and Learning 

CVLT-II – California Verbal Learning Test-II, revised in 2000 
(Pearson, Inc.) 

CVLT-C – California Verbal Learning Test, Children’s 
Version, 1994 (Pearson, Inc.) 

TOMAL – Test of Memory and Learning 2nd Edition 
(Pearson, Inc.) 

WMS-IV – Wechsler Memory Scale-IV (WMS-IV) revised in 
2009 (Pearson, Inc.) 

Children’s Memory Scale, published in 1997; child version 
that is parallel to the Wechsler Memory Scale 
(Psychological Corporation) 
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Symptom Validity Tests 

Green’s Word Memory Test and Medical Symptom Validity 
Test (Paul Green) 

TOMM – Test of Memory Malingering, published in 1996 
(Multi-Health Systems, Inc.) 

Victoria Symptom Validity Test, published in 1997 (PAR) 

 
 
 
Brief Screening 

ANAM – Automated Neuropsychological Assessment 
Metrics is a fully computerized screening battery that has 
been used by DOD widely in military facilities in the U.S. 
and in deployment settings. 

RBANS – Repeatable Battery for the Assessment of 
Neuropsychological Status, author Christopher Randolph, 
published in 1998 (Pearson, Inc.) 

 
 
 
Personality Measures 

MMPI-2 – Minnesota Multiphasic Personality Inventory-2, 
authors James Butcher et al., 1989, revised in 2001 
(Pearson, Inc.) 

MMPI-2-RF – Minnesota Multiphasic Personality Inventory-
2-Restructured Form, authors Yosef Ben-Porath & Auke 
Tellegen, published in 2008 (Pearson, Inc.) 

PAI – Personality Assessment Inventory, author Leslie 
Morey, (PAR, Inc.) 
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