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physical
CMS Requirements for History and Physical examinations represent a critical
component of modern healthcare documentation. Understanding these
requirements is essential for healthcare providers, administrators, and IT
professionals to ensure accurate, efficient, and compliant patient record-
keeping. This comprehensive article delves into the multifaceted aspects of
CMS requirements for history and physical (H&P) documentation, covering
everything from the fundamental components of a complete H&P to the specific
guidelines set forth by the Centers for Medicare & Medicaid Services (CMS).
We will explore the significance of timely documentation, the role of the
electronic health record (EHR) in meeting these mandates, and the evolving
landscape of H&P requirements in the digital age. Whether you're looking to
improve your current documentation practices or implement a new system, this
guide will provide the in-depth knowledge needed to navigate CMS regulations
effectively.
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Understanding the Purpose of History and
Physical Examinations

The history and physical (H&P) examination is a foundational element of
patient care, serving as the cornerstone for diagnosis, treatment planning,
and ongoing medical management. It's not merely a bureaucratic hurdle but a



vital clinical process designed to gather comprehensive information about a
patient's health status. This process involves detailed inquiry into the
patient's chief complaint, history of present illness, past medical history,
family history, social history, and review of systems. Complementing the
subjective information obtained through the patient interview is the
objective physical examination, where a clinician systematically assesses the
patient's body systems for any abnormalities. The synergy between these two
components allows healthcare providers to develop a holistic understanding of
the patient's condition, paving the way for informed clinical decision-making
and personalized care plans. Effectively documenting these findings is
crucial for continuity of care, communication among healthcare team members,
and, importantly, for meeting regulatory requirements like those set by the
Centers for Medicare & Medicaid Services (CMS).

The primary purpose of the H&P, beyond clinical assessment, is to establish a
baseline of the patient's health at a particular point in time. This baseline
is essential for tracking changes over subsequent encounters and for
evaluating the effectiveness of interventions. Furthermore, a well-executed
H&P provides legal and financial documentation that supports the medical
necessity of services rendered, particularly for reimbursement purposes. For
CMS, a properly documented H&P is a key indicator of the quality of care
provided and is subject to scrutiny to ensure that services billed are indeed
delivered and are appropriate for the patient's condition. This includes
verifying that the scope of the examination aligns with the patient's
presenting complaints and diagnoses.

Core Components of a CMS-Compliant History and
Physical

To meet CMS requirements, a history and physical examination must contain
several key components, ensuring a thorough and comprehensive assessment.
These components are designed to capture all relevant information needed for
accurate diagnosis and treatment. Missing any of these elements can lead to
compliance issues and potential reimbursement delays or denials. The
documentation must be clear, concise, and reflect the patient's current
health status and medical history accurately.

Subjective Components of the H&P
The subjective portion of the H&P, often referred to as the patient's story,
is gathered through direct questioning. It includes:

Chief Complaint (CC): The primary reason for the patient's visit,
usually stated in the patient's own words.

History of Present Illness (HPI): A detailed chronological account of



the chief complaint, including onset, location, duration, character,
aggravating/alleviating factors, radiation, and timing.

Past Medical History (PMH): A record of the patient's previous
illnesses, surgeries, hospitalizations, and chronic conditions.

Family History (FH): Information about the health of the patient's
immediate family members, particularly focusing on hereditary
conditions.

Social History (SH): Details about the patient's lifestyle, including
occupation, marital status, substance use (tobacco, alcohol, drugs),
diet, exercise, and living situation.

Review of Systems (ROS): A systematic head-to-toe inquiry about the
presence or absence of symptoms in each major body system, even if not
directly related to the chief complaint. This helps identify potential
undiagnosed conditions.

Objective Components of the H&P
The objective portion of the H&P involves the clinician's direct observations
and findings from the physical examination:

Vital Signs: Including temperature, pulse, respiration rate, blood
pressure, and oxygen saturation.

General Appearance: A description of the patient's overall physical
state, including alertness, comfort, and nutritional status.

Physical Examination Findings: A systematic examination of each major
body system, such as cardiovascular, pulmonary, gastrointestinal,
neurological, musculoskeletal, integumentary, and genitourinary. The
extent of the examination should be appropriate to the patient's chief
complaint and age.

Constitutional: General health status, weight, height, body mass index
(BMI), and any apparent distress.

Eyes, Ears, Nose, Throat (EENT): Examination of these sensory organs and
related structures.

Cardiovascular: Assessment of heart rate and rhythm, heart sounds,
peripheral pulses, and edema.

Pulmonary: Evaluation of breath sounds, respiratory effort, and chest
wall movement.



Abdomen: Palpation, auscultation, and percussion of the abdominal
organs.

Neurological: Assessment of mental status, cranial nerves, motor
function, sensory function, reflexes, and coordination.

Musculoskeletal: Examination of joints, range of motion, strength, and
gait.

Skin: Assessment of color, turgor, lesions, and overall condition.

Psychiatric: Evaluation of mood, affect, thought process, and insight.

CMS guidelines emphasize that the depth and breadth of the physical
examination should be dictated by the patient's clinical presentation, not by
pre-defined templates that are not tailored to the individual. The
documentation must reflect an appropriate physical examination for the
condition being evaluated.

Timeliness Requirements for History and
Physical Documentation

The timely completion of history and physical examinations is a critical CMS
requirement, directly impacting patient care continuity and accurate billing.
Delays in documentation can lead to information gaps, affecting treatment
decisions and patient safety. CMS has specific guidelines regarding when H&Ps
must be completed and made available in the patient's medical record.

Inpatient Admissions
For inpatient admissions, CMS requires that a history and physical
examination be performed and documented within 24 hours of admission. This
documentation should include findings related to the patient's admission
diagnosis and any other pertinent issues identified. The H&P serves as the
initial comprehensive assessment upon which the entire inpatient treatment
plan is built. It is crucial for establishing the medical necessity of the
admission and subsequent treatments.

Outpatient Encounters
While CMS does not mandate a strict 24-hour rule for all outpatient H&P
documentation in the same way it does for inpatients, promptness is still
paramount. For an outpatient visit to be considered comprehensive and



billable as a problem-oriented or complete history and physical, the
documentation must be completed in a timely manner that supports the services
provided. This usually means documenting the H&P at the time of the encounter
or very shortly thereafter, allowing for it to be readily available for
subsequent care or reviews. For specific services like a pre-operative H&P,
the documentation must be completed prior to the procedure.

Documentation Updates
CMS also acknowledges that a patient's condition can change. Therefore, while
an initial H&P sets the stage, updates may be necessary. These updates, often
in the form of interval histories and physicals or progress notes, must also
be timely and accurately reflect the patient's evolving status. The frequency
and necessity of these updates depend on the patient's condition and the care
setting.

CMS Requirements for the Performing Clinician

CMS has specific expectations regarding who can perform and document a
history and physical examination, as well as the level of detail and
supervision required. These requirements ensure that the H&P is conducted by
qualified personnel and reflects a competent clinical assessment.

Qualified Healthcare Professionals
CMS mandates that the history and physical examination must be performed and
documented by a physician or other qualified healthcare professional who is
acting within their scope of practice as defined by state law and
institutional policy. This typically includes:

Physicians (MD, DO)

Physician Assistants (PAs)

Nurse Practitioners (NPs)

Clinical Nurse Specialists (CNSs) in certain advanced practice roles

Certified Nurse Midwives (CNMs)

The specific professional who can document the H&P may vary based on the
patient's setting (inpatient vs. outpatient) and the payer's guidelines. For
instance, for inpatient admissions, a physician typically performs and
documents the initial H&P.



Physician Supervision and Collaboration
In cases where a physician assistant or nurse practitioner performs the H&P,
CMS requires appropriate physician supervision or collaboration, as
stipulated by state laws and regulations. This means that the supervising
physician must review and concur with the findings of the H&P, especially if
it is for a billable service. The level of supervision can vary, but the
expectation is that the physician is ultimately responsible for the patient's
care and the accuracy of the documentation.

Signature and Date Requirements
All documentation, including the history and physical, must be signed and
dated by the clinician who performed or supervised the examination.
Electronic signatures are acceptable for EHR documentation. The date and time
of the signature must be clearly indicated. This ensures accountability and
authenticity of the medical record.

Documentation Standards and Best Practices for
H&Ps

Adhering to rigorous documentation standards is crucial for meeting CMS
requirements and ensuring high-quality patient care. Beyond simply listing
components, CMS expects H&P documentation to be thorough, accurate, and
reflect medical necessity. Implementing best practices can help healthcare
organizations maintain compliance and optimize their documentation processes.

Clarity and Specificity
Documentation should be clear, concise, and specific. Avoid vague language or
abbreviations that could be misunderstood. Use precise medical terminology
when describing findings, diagnoses, and treatments. For example, instead of
"heart sounds normal," a more specific description might be "Regular rate and
rhythm, S1 and S2 heard, no murmurs, rubs, or gallops noted."

Completeness and Accuracy
Ensure all required components of the H&P are present and accurately reflect
the patient's condition and the clinician's findings. If a particular
component, such as family history, is not obtainable for a specific reason
(e.g., patient unable to recall), this should be documented. Incomplete
documentation can lead to claims being denied or audits identifying
deficiencies.



Relevance to Patient Condition
The H&P documentation must be relevant to the patient's chief complaint and
the services being provided. While a comprehensive review of systems is
important, the physical examination should focus on body systems pertinent to
the patient's immediate concerns and overall health status. CMS expects to
see a direct correlation between the documented H&P and the medical necessity
of the services rendered.

Legibility and Timeliness
Whether in paper or electronic format, the documentation must be legible and
completed in a timely manner. As discussed previously, prompt documentation
ensures that the information is available for care coordination and billing.
In an EHR environment, this means timely data entry and appropriate use of
templated fields versus free text.

Use of Templates and Structured Data
Many EHR systems utilize templates and structured data fields to guide
clinicians in completing H&Ps. While these can improve efficiency and ensure
consistency, it is crucial that they are used appropriately. Clinicians must
ensure that the information entered is specific to the patient and that
templated text is not used blindly. Over-reliance on generic templates
without personalization can lead to documentation that is not truly
reflective of the patient's unique situation and may not meet CMS specificity
requirements.

Audit Trail
In an EHR system, an audit trail is essential. This feature records any
changes made to the documentation, including who made the change and when.
This is important for ensuring data integrity and for responding to audits.

Electronic Health Records (EHRs) and CMS
History and Physical Requirements

The widespread adoption of Electronic Health Records (EHRs) has significantly
impacted how history and physical examinations are documented, stored, and
accessed. EHRs offer numerous benefits, but they also come with specific
considerations for meeting CMS requirements related to H&P documentation.



Efficiency and Accessibility
EHRs streamline the documentation process, allowing clinicians to quickly
access patient history, record current findings, and generate reports. This
enhanced accessibility improves communication among care team members and
facilitates more efficient care coordination. For CMS, this means that the
H&P should be readily available and easily retrievable for audits and
reviews.

Structured Data and Templates
As mentioned, EHRs often use structured data fields and templates to guide
H&P documentation. These tools can help ensure that all necessary components
are addressed and that the information is organized consistently. However,
clinicians must exercise caution to avoid "chart stuffing" or entering
generic, non-specific information that does not reflect an actual clinical
assessment. CMS guidance emphasizes that the documentation must support
medical necessity and be specific to the patient's condition.

Meaningful Use and Interoperability
CMS has historically promoted EHR adoption through programs like Meaningful
Use, which aimed to incentivize the use of certified EHR technology to
improve quality, safety, and efficiency. Key aspects of these programs often
relate to the completeness and accuracy of documentation, including H&Ps, and
the ability to share this information electronically with other providers.
Interoperability, the ability of different EHR systems to exchange and use
health information, is also vital for comprehensive patient care and meeting
CMS goals.

Customization of EHR Templates
Healthcare organizations should ensure that their EHR templates for H&Ps are
customized to reflect the specific needs of their patient population and the
services they provide. Templates should be regularly reviewed and updated to
align with current CMS guidelines and best practices. This ensures that the
EHR supports rather than hinders compliant documentation.

Audit Trails within EHRs
A crucial feature of EHRs for CMS compliance is the audit trail. This
mechanism tracks all modifications to patient records, including H&Ps,
providing a transparent record of who accessed or altered the information and
when. This is essential for ensuring data integrity and for investigating any
discrepancies or potential fraudulent activity.



Auditing and Compliance for History and
Physical Documentation

Auditing and compliance are ongoing processes for healthcare organizations to
ensure that their history and physical documentation meets CMS requirements
and other regulatory standards. Regular audits help identify deficiencies,
prevent fraud and abuse, and ensure the accuracy of billing and
reimbursement.

Internal Audits
Healthcare facilities should conduct regular internal audits of H&P
documentation. These audits can be performed by coding specialists,
compliance officers, or dedicated audit teams. The focus of these audits is
to:

Verify the completeness of H&P components.

Check for timely documentation.

Ensure proper signatures and dates.

Confirm the presence of physician supervision where required.

Assess the medical necessity and specificity of the documented findings.

Evaluate adherence to organizational policies and CMS guidelines.

The findings from internal audits should be used to provide feedback to
clinicians, update training programs, and revise documentation policies and
procedures.

External Audits and Reviews
CMS and Medicare Administrative Contractors (MACs) may conduct external
audits or reviews of patient medical records, including H&Ps, to ensure
compliance. These audits can be triggered by various factors, such as random
selection, data analysis suggesting potential issues, or beneficiary
complaints. During an external audit, reviewers will scrutinize the H&P
documentation to confirm it supports the services billed and meets all
relevant regulatory requirements. Non-compliance can result in claim denials,
recoupment of overpayments, and potential penalties.



Corrective Action Plans
When audit findings reveal deficiencies in H&P documentation, it is
imperative that healthcare organizations implement corrective action plans
(CAPs). A CAP should outline specific steps to address the identified issues,
including:

Providing targeted education and training to affected clinicians.

Updating documentation templates or EHR workflows.

Revising internal policies and procedures.

Implementing ongoing monitoring to ensure sustained compliance.

The effectiveness of the CAP should be tracked and reported to relevant
stakeholders.

Staying Updated with CMS Regulations
CMS regulations and guidance are subject to change. Healthcare organizations
must have processes in place to stay informed about updates related to H&P
documentation and other billing and coding requirements. This might involve
subscribing to CMS publications, participating in industry webinars, or
engaging with professional coding and compliance experts.

Common Pitfalls and How to Avoid Them in H&P
Documentation

Navigating the complexities of CMS requirements for history and physical
examinations can be challenging. Several common pitfalls can lead to
documentation deficiencies, impacting reimbursement and compliance.
Understanding these issues and implementing strategies to avoid them is
crucial for healthcare providers.

Incomplete or Missing Components
Pitfall: Failing to include all required subjective and objective components
of the H&P, or leaving entire sections blank without explanation.

Avoidance: Utilize EHR templates that prompt for all necessary information.
Train clinicians on the minimum documentation requirements for each
component. Encourage the practice of documenting why a particular piece of
information (e.g., family history) could not be obtained.



Lack of Specificity
Pitfall: Using vague or generic language that does not adequately describe
the patient's condition or the clinician's findings. This often occurs with
over-reliance on pre-populated text in EHRs.

Avoidance: Emphasize the importance of personalized documentation. Train
clinicians on using descriptive medical terminology. Review audit findings to
identify patterns of vague documentation and provide targeted feedback.

Untimely Documentation
Pitfall: Delaying the completion and signing of H&Ps beyond the stipulated
timeframes (e.g., more than 24 hours for inpatient admissions).

Avoidance: Implement efficient workflows that prioritize H&P completion.
Utilize EHR features that flag overdue documentation. Provide ongoing
education about the impact of delayed documentation on patient care and
billing.

Improper Signature or Attribution
Pitfall: Failing to sign and date the H&P, or having documentation signed by
someone who did not perform or directly supervise the examination.

Avoidance: Ensure all clinicians understand the signature requirements for
their documentation. Implement EHR systems with robust electronic signature
capabilities and clear attribution of authorship.

Unbundling or Incorrect Coding
Pitfall: Documenting an H&P that does not support the level of service billed
or that is inconsistent with the patient's diagnoses.

Avoidance: Ensure coding professionals and clinicians work collaboratively.
Train clinicians on the principles of medical necessity and how H&P
documentation supports billing codes. Conduct regular audits to ensure
alignment between documentation and coding.

Over-Reliance on Templates
Pitfall: Entering templated text without sufficient customization, leading to
documentation that does not accurately reflect the patient's unique clinical
picture.

Avoidance: Encourage clinicians to review and edit templated text to ensure
accuracy and specificity. Conduct training sessions on how to effectively use
EHR templates while maintaining personalized documentation.



The Future of History and Physical
Documentation under CMS

The landscape of healthcare documentation, including history and physical
examinations, is continually evolving, driven by technological advancements,
policy changes, and a persistent focus on improving patient care quality and
efficiency. CMS plays a significant role in shaping these future trends.

Increased Emphasis on Patient-Reported Outcomes
There is a growing trend towards incorporating patient-reported outcomes
(PROs) directly into the H&P documentation process. CMS is increasingly
interested in measuring patient experience and outcomes. Future H&P
requirements may more explicitly call for the integration of PROs, collected
through digital platforms or questionnaires, to provide a more patient-
centered view of their health and progress.

Advancements in AI and Machine Learning
Artificial intelligence (AI) and machine learning (ML) are poised to
revolutionize medical documentation. AI-powered tools can assist clinicians
in capturing H&P information through natural language processing (NLP) of
patient encounters, automatically populating EHR fields, identifying
potential documentation gaps, and even suggesting relevant diagnostic
considerations. CMS will likely adapt its requirements to accommodate these
emerging technologies, provided they enhance accuracy and efficiency without
compromising patient safety.

Telehealth and Remote Monitoring
The expansion of telehealth services necessitates adaptations in how H&Ps are
conducted and documented. CMS has issued waivers and specific guidelines for
telehealth encounters. Future requirements may further refine the standards
for H&Ps performed remotely, potentially including the integration of data
from remote patient monitoring devices and ensuring that the virtual
examination adequately captures essential information.

Interoperability and Data Exchange Standards
The push for greater interoperability in healthcare data exchange will
continue to influence H&P documentation. As EHR systems become more
integrated, the ability to seamlessly share comprehensive H&P information
between different providers and organizations will become paramount. CMS will
likely reinforce requirements for standardized data formats and secure data



exchange protocols.

Focus on Value-Based Care
As the healthcare system shifts towards value-based care models, the emphasis
on the quality and effectiveness of documentation, including H&Ps, will
intensify. Accurate and thorough H&Ps are fundamental to demonstrating the
medical necessity and quality of care provided, which are key metrics in
value-based reimbursement structures. CMS will likely continue to refine its
H&P requirements to align with these broader goals of improving patient
outcomes and controlling costs.

Frequently Asked Questions

What are the current CMS requirements for
documenting the history portion of a physical
examination?
CMS requires a comprehensive history of present illness (HPI) that details
the patient's chief complaint, including location, quality, severity, timing,
context, modifying factors, and associated signs and symptoms. It also
necessitates a review of systems (ROS) that covers all applicable organ
systems and pertinent past medical, family, and social history.

Are there specific CMS guidelines for the physical
examination component of a patient encounter?
Yes, CMS guidelines stipulate that the physical examination should be
sufficiently detailed to support the documented diagnoses. This generally
involves a system-by-system or organ-system-by-organ-system examination,
documenting objective findings for each examined area or system.

How does CMS define medical necessity for a history
and physical (H&P) exam?
Medical necessity for an H&P, according to CMS, is determined by the
patient's condition and the need for a physician to assess their health
status, diagnose potential issues, and develop a treatment plan. The
documented history and physical findings must demonstrate this need.

What are common documentation pitfalls related to
CMS requirements for H&Ps that providers should



avoid?
Common pitfalls include insufficient detail in the HPI, incomplete ROS, vague
or generalized physical exam findings, failure to document relevant past
medical, family, and social history, and lack of clear linkage between
documented findings and the patient's diagnoses and treatment plan. Over-
reliance on templated or 'cloned' documentation is also a concern.

Does CMS have specific requirements for the time
spent documenting or performing a history and
physical?
While CMS does not specify a minimum amount of time for documenting or
performing an H&P, the documentation must be thorough enough to justify the
complexity of the patient's condition and the services provided. Time spent
is a factor considered in Medical Decision Making (MDM) for E/M coding, but
the quality and comprehensiveness of the documentation are paramount.

Additional Resources
Here are 9 book titles related to CMS requirements for History and Physical
(H&P), with descriptions:

1. The CMS H&P Compliance Handbook
This comprehensive guide breaks down the intricate Centers for Medicare &
Medicaid Services (CMS) requirements for conducting and documenting patient
Histories and Physical examinations. It offers practical strategies for
healthcare providers to ensure their H&P documentation meets regulatory
standards and avoids potential pitfalls. Readers will find detailed
explanations of core elements, coding implications, and common audit
findings, making it an indispensable resource for compliant patient care.

2. Navigating Medical Documentation: A CMS H&P Framework
This book provides a structured approach to understanding and implementing
CMS requirements within the context of medical documentation, specifically
focusing on the History and Physical. It emphasizes best practices for
clarity, completeness, and accuracy in charting to support appropriate
reimbursement and quality reporting. The text aims to equip clinicians with
the knowledge to create effective H&P entries that stand up to regulatory
scrutiny.

3. Ensuring Quality Patient Encounters: CMS H&P Best Practices
Focusing on the patient encounter itself, this title explores how CMS H&P
requirements directly influence the quality of care delivered and documented.
It highlights the importance of thorough history taking and physical
examination in forming accurate diagnoses and treatment plans. The book
offers actionable advice for optimizing the H&P process to align with CMS
quality metrics and patient safety goals.



4. Mastering the Medical Record: CMS H&P Essentials for Clinicians
Designed for busy healthcare professionals, this book distills the essential
CMS H&P requirements into an easily digestible format. It covers the critical
components of a compliant H&P, emphasizing the rationale behind each
requirement and its impact on patient care and billing. This resource serves
as a practical reference for ensuring that every H&P is both clinically sound
and compliant with federal regulations.

5. The Auditor's Perspective: Understanding CMS H&P Expectations
This unique book offers insight into how CMS auditors review and evaluate
History and Physical documentation, providing a clear understanding of their
expectations. It identifies common areas of non-compliance and offers
strategies for proactively addressing them in clinical practice. By
demystifying the audit process, this title empowers providers to prepare
their H&Ps with confidence.

6. Clinical Reasoning and Documentation: A CMS H&P Synthesis
This text explores the crucial link between sound clinical reasoning and
accurate, CMS-compliant H&P documentation. It emphasizes how a well-executed
history and physical examination informs diagnostic and therapeutic decision-
making, which must then be meticulously documented. The book provides
examples and case studies to illustrate how to effectively translate clinical
thought processes into compliant H&P records.

7. Preventing Denials: CMS H&P Requirements for Reimbursement
This practical guide focuses on the financial implications of adhering to CMS
H&P requirements, specifically in the context of preventing claim denials. It
details how specific elements within the H&P documentation are critical for
justifying medical necessity and ensuring appropriate reimbursement. The book
offers a proactive approach to H&P documentation, aimed at maximizing revenue
and minimizing billing-related challenges.

8. Interdisciplinary Collaboration in CMS H&P: A Team Approach
This book examines how different healthcare professionals contribute to and
are affected by CMS H&P requirements within an interdisciplinary setting. It
discusses the importance of clear communication and standardized
documentation practices across teams to ensure comprehensive and compliant
patient assessments. The text provides strategies for fostering collaboration
to meet the complex demands of CMS H&P documentation.

9. The Evolution of H&P Documentation: CMS Standards and Future Trends
This title provides a historical perspective on the evolution of History and
Physical documentation, tracing the development of CMS standards and
exploring anticipated future trends. It discusses how technological
advancements and regulatory shifts are shaping H&P requirements. The book
encourages forward-thinking adaptation to ensure ongoing compliance and
excellence in patient assessment.
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