
Patient Name:  __________________________________________________________  Date of Birth: __________________ Date: _______________
Presenting Problem:  ____________________________________________________________________________ Date of Onset: _______________

 Cervical: ________________________________________________________________________________
  ________________________________________________________________________________
 Thoracic: ________________________________________________________________________________
  ________________________________________________________________________________
 Lumbar: ________________________________________________________________________________
  ________________________________________________________________________________
 Other Areas: ________________________________________________________________________________
  ________________________________________________________________________________
 Radiological: ________________________________________________________________________________
  ________________________________________________________________________________
 Laboratory:  ________________________________________________________________________________
  ________________________________________________________________________________  

Recommended diagnostic studies:   ________________________________________________________________ 
_________________________________________________________________________________________________ 
PRognosis: ______________________________________________________________________________________________  
__________________________________________________________________________________________________________   

 cooRdination of caRe: ___________________________________________________________________________
_________________________________________________________________________________________________ 

imPoRtance of comPLiance WitH cHosen management (tReatment) oPtions: ____________________________  
_________________________________________________________________________________________________________  
Recommendations to Reduce RisKs of inJuRY: __________________________________________________________  
_________________________________________________________________________________________________________
education: ❒ Patient  ___________________________________________________________________________________  
	 ❒ Family ____________________________________________________________________________________  

cHiRoPRactic e/m counseLing RecoRd
(for a Significant, Separately Identifiable Evaluation and Management (E/M) service that is not included with a CMT service)

diagnostic ResuLts / imPRessions (Report of Findings):

 Total 
 Face-to-Face  E/M 
 Time Code  
 10 min .... 99201
 20 min .... 99202
 30 min .... 99203
 45 min .... 99204
 60 min .... 99205

NEW PaTIENT   

diagnoses:   1 ___________________________________________  3 ___________________________________________
                          2 ___________________________________________  4 ___________________________________________ 

  HistoRY-examination-cLinicaL decision maKing (H-e-c) doctor-Patient
face-to-face

 time

 ___ Visits as soon as possible  ___ times per week for  ___ week(s) ___ Other:  ___________________  
 ___ Daily, for ___   days ___ times per month for  ___ month(s)                    ________________________
   

approx. # of Visits

H-E-C STarT TIME

 Total 
 Face-to-Face  E/M 
 Time Code  
 5 min ....... 99211
 10 min ...... 99212
 15 min ...... 99213
 25 min ...... 99214
 40 min ...... 99215

ESTablISHED    

PaTIENT    

  counseLing and/oR cooRdination of caRe (c-c)
C-C STarT TIME

RisKs and Benefits of management (tReatment) oPtions: _______________________________________________  
_________________________________________________________________________________________________________  
instRuctions foR management (tReatment) and/oR foLLoW-uP: _____________________________________  
_______________________________________________________________________________________________  

Doctor’s Signature (or initial): _______________________________________________  

‘-25’
Add Modifier -25 to 
code if S.S.I. E/M 

service is performed  
on the same day as 
the CMT services

notes: _________________________________________________________________________

The C-C time portion 
must be greater 

than 50% of the total 
face-to-face time, to 

qualify for codes below. 
(See a current Chiro-
Code® DeskBook for 

full explanations)

C-C END TIME

See H-E-C record
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 H-E-C: ____________   

 C-C: ____________   

 Total: ____________   

TIME SUMMarY


	Text5: <NAME OF PRACTICE><ADDRESS><PHONE/FAX>


