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Documentation and Billing for OMM
• Osteopathic Manipulative Medicine

• Diagnosis of somatic dysfunction
• Treatment using osteopathic manipulative 

treatment

• Document physical finding of somatic 
dysfunction

• Document recommendation for OMT
• Document OMT procedure  



Documenting Somatic Dysfunction Physical Findings
• Somatic Dysfunction:

• Tenderness
• Asymmetry
• Restricted range of motion
• Tissue texture abnormalities

• Document findings by body region or within the musculoskeletal organ 
system examination

“TART”



Documenting Somatic Dysfunction Physical Findings
• Document individual elements

• Tenderness
• Right biceps tender point

• Asymmetry
• Right T4 transverse process posterior

• Restricted range of motion
• Reduce right GH abduction

• Tissue texture abnormalities
• Boggy tissue texture abnormalities at 

right radial head



Documenting Somatic Dysfunction Physical Findings
• Document somatic dysfunction “diagnoses”

• T4 flexed sidebent right and rotated right
• Right posterior radial head
• Right anterior GH
• Right biceps tender point

• Similar to documenting “Speeds test positive on the right”





Assessment
• Somatic Dysfunction – areas where 

somatic dysfunction was found not the 
individual findings.

1. Head
2. Cervical
3. Thoracic
4. Ribs 
5. Lumbar
6. Sacrum
7. Pelvis
8. Abdomen 
9. R Upper Extremity
9. L Upper Extremity
10. R Lower Extremity
10. L Lower Extremity



Sacrum Lumbar Thoracic Cervical Head



OA is in the Head Region

Hyoid bone is 
also included in 
the head region.



Pelvis Ribs



Upper Extremities Lower Extremities



Abdomen



What about findings that cross regions?
• Abdominal diaphragm
• Psoas muscle
• Thoracic inlet

• Choose the body area(s) physically 
assessed then be consistent



Assessment
ICD10 Codes - Somatic Dysfunction
• M99.00 Head Region, includes OA
• M99.01 Cervical Region
• M99.02 Thoracic Region
• M99.03 Lumbar Region
• M99.04 Sacral Region, included SI and coccyx
• M99.05 Pelvic, includes pubic symphysis
• M99.06 Lower Extremity Region
• M99.07 Upper Extremity Region
• M99.08 Rib Region, includes sternum
• M99.09 Abdominal Region



Assessment
Include Diagnoses (ICD 10) for both E&M 
and OMT codes

• Medical Diagnosis(es) Be as specific as 
possible.  List symptoms only when the 
cause is somatic dysfunction or 
unknown.

• Somatic Dysfunction Diagnosis(es) (10) 
List by body region, not individual 
findings.



Medical Diagnosis Examples
Symptom Diagnoses

• Neck pain
• Elbow pain
• Painful respiration
• Thoracic pain

Specific Diagnoses

• Cervical strain
• Lateral epicondylitis
• Costochondritis
• Acquired Kyphosis



Plan
• Somatic dysfunction was found today that may be contributing to the 

patient’s complaints. OMT was recommend to address the somatic 
dysfunctions found.  The patient would like to proceed with OMT today.

Other important plan details
• Cite medications prescribed or recommended
• Cite exercises and lifestyle changes discussed
• Cite recommended follow-up

Document recommendations such as topical analgesics



OMT Procedure Note
• OMT was performed based on today’ physical exam.
• OMT was preformed on what regions using what type of techniques.
• Cite how well the patient tolerated the treatment.
• Cite outcome of the OMT – Somatic dysfunction was improved
• Post procedure instructions

If distant body areas were treated, consider adding:
• Somatic dysfunctions from multiple body regions were identified during 

today’s physical exam that were likely contributing to the patient’s complaints 
through articular or myofascial connections.  Those areas were addressed 
when providing OMT today.



CPT Coding for OMT Billing

• OMT services are billed by number of regions:
• 98925 1-2 regions 
• 98926 3-4 regions 
• 98927 5-6 regions 
• 98928 7-8 regions 
• 98929 9-10 regions

For example: Use CPT code 98926 for OMT to 3-4 regions, if OMT was 
performed (and documented) to the head, cervical, and rib regions

Documented and 
Treated with OMT:
• OA  FSrRl
• C4 ERlRl
• C6, C7 FSrRr
• Right Rib 1-2 

Inhaled



• Somatic dysfunction of the lower extremity region





Evaluation and Management 
Coding



Evaluation and Management Coding
• E&M codes are Common Procedure 

Terminology (CPT) codes that are used for 
billing clinical encounters with patients. The 
codes vary based on the location of the 
encounter.

• CPT also includes procedural codes which are 
used to bill when procedures are performed.

• OMT coded based on number of body regions 
treated

• ICD 10 are lists of diagnoses
• ICD10 – somatic dysfunction – a separate code 

for each body region



Evaluation and Management Coding
• Levels are based on one of the following key elements:

• Medical Decision Making (Beginning Jan1, 2021)
OR
• Time (Beginning Jan1, 2021)



Time Based Outpatient E&M Coding

• Time of the Attending Physician
• Time spent on the day of the encounter



Outpatient Time-Based Coding

Total Service Time of the ATTENDING PHYSICIAN on Day of the Encounter

New PatientEstablished PatientLevel

99202 = 15-29 minutes99212 = 10-19 minutes Straightforward MDM

99203 = 30-44 minutes99213 = 20-29 minutesLow MDM

99204 = 45-59 minutes99214 = 30-39 minutesModerate MDM

99205 = 60-74 minutes99215 = 40-54 minutesHigh MDM



Outpatient Time-Based Coding
• Total E&M service time on the day of the encounter includes: 

• Preservice reviewing prior encounters and other medical records needed to prepare 
for the encounter

• History, physical examination, patient education, and medical decision making 
performed during the encounter (face-to-face time)

• Post service documenting the encounter and ordering of additional services, 
including but not limited to, medications, consultations, diagnostic studies, when 
reported in the encounter documentation

• Total E&M time does not include time solely spent performing osteopathic 
manipulative techniques or other procedures that may have been documented on 
the day of the encounter.



Medical Decision-Making
Medical decision-making refers to how the physician rates his/her degree of 
difficulty in establishing a diagnosis and treatment plan for the patient

• Straight forward
• Low complexity
• Moderate complexity
• High complexity



Medical Decision-Making
• Identifying the appropriate difficulty requires 

three layers of decisions to determine: 
1. Number and complexity of patient problems
2. Amount and/or complexity of data to be reviewed
3. Risk of complications and/or morbidity, mortality 

associated with management plan

• Need at least two components to establish 
the MDM level



Medical Decision Making (need 2 components)



Amount of Data
Visit levelDocumentation RequirementsLevel of complexity

Est - 99212
New - 99202

0 - None
1 x Review of your last noteStraightforward

Est - 99213
New - 99203

2 x Category 1 data
1 x Independent historianLow

Est - 99214
New - 99204

3 x Category 1
1 x Category 2
1 x Category 3

Moderate

Est - 99215
New - 99205

3 x Category 1
1 x Category 2
1 x Category 3

High 2 or 3 options met



Category 1 (Low MDM = 2 x category 1 data)

• Review of prior external note(s) from each unique source*
• Notes from providers in your practice, but outside your specialty are external
• Notes reviewed from two different providers = 2 sources

• Review of the result(s) of each unique test*
• A panel of lab tests is considered a single, unique test
• Lab tests with their own CPT® code are considered unique tests
• Two different imaging reports = 2 unique reports
• Two panels of tests reviewed and documented = 2 unique tests

• Ordering of each unique test*
• Two test ordered = 2 unique test orders

• Assessment requiring an independent historian (Stand alone for Low MDM)



Independent Historian(s):
• An individual (eg, parent, guardian, surrogate, 

spouse, witness) who provides a history in 
addition to a history provided by the patient 
who is unable to provide a complete or reliable 
history (eg, due to developmental stage, 
dementia, or psychosis) or because a 
confirmatory history is judged to be necessary. 
In the case where there may be conflict or poor 
communication between multiple historians 
and more than one historian(s) is needed, the 
independent historian(s) requirement is met. 



Category 2
Personal interpretation of a test 
performed by another practitioner 
• Documentation of your 

interpretation required and cannot 
be separately billed

Example
• Personal interpretation of imaging study
• Personal interpretation of EKG tracing



Category 3
• Documentation of discussion of 

management or test interpretation 
with external physician/other 
qualified health care 
professional\appropriate source 
(not separately billed)

• External = outside your practice
• External = inside your practice, but 

outside your specialty



Medical Decision Making
S – Medical Decision making – Presenting problems 
O – Medical Decision making – Data reviewed/analyzed
A – Medical Decision Making – Problems addressed
P – Medical Decision Making – Risks of management options



Example
64-year-old patient diagnosed with acute mechanical neck 
pain, somatic dysfunction, and allergic rhinitis 

• Moderate level MDM

Data – Reviewed prior note
• Straightforward level MDM

Physical exam documented musculoskeletal findings 
including somatic dysfunction in the in head, cervical, 
thoracic, rib and upper extremity regions (5 body regions)
Plan includes OMT recommendation and OTC nasal steroid 
spray

• Low level MDM

OMT Procedure Note: OMT performed, 5 regions listed with 
techniques used, outcome



Medical Decision Making (need 2 components)



Case Coding
• E&M Code for case

• Established Patient with Low MDM= 99213
• OMT to 5-6 body region coded separately

OMT services are coded by number of 
regions:

• 98925 1-2 areas
• 98926 3-4 areas
• 98927 5-6 areas
• 98928 7-8 areas
• 98929 9-10 areas



Case Coding
• E&M Code for case

• Established Patient with Low MDM= 99213 - 25
• OMT to 98927 5-6 areas

• When an additional service is provided on the same day as E&M service
• Add Modifier -25 to E&M code

• When two or more services are provided on the same day as E&M service
• Add Modifier -59 to E&M code (unless your biller says not to use this code)

• CMS: Don’t report the 2 codes together if they’re performed at the same anatomic site and same patient encounter, 
because they aren’t considered “separate and distinct

Modifier 25



Residents Performing OMT
• OMT is considered a procedure.   
• Any OMT that is performed by 

residents and billed for by 
supervising physicians must adhere 
to the requirements outlined by 
The Centers for Medicaid and 
Medicare Services (CMS).  

• This applies to OMT performed in a 
teaching setting or a teaching 
hospital.



Supervising Resident OMT
• The teaching physician must be 

present during the critical and key 
portions of the OMT procedures 
performed by each resident.

• The teaching physician must 
document in the medical records 
that he or she was present during 
critical (or key) portions of the 
OMT procedure. 



Billing for OMT
• Somatic dysfunction is the clinical indication for OMT

• Physical findings of somatic dysfunction in the physical findings justify the use of 
OMT on the same day as the E&M service

• Documentation must reflect that the recommendation to perform OMT was 
made based on the physical findings.

• OMT was performed based on the somatic dysfunction found on today’s physical 
examination.

• Somatic dysfunction diagnosis codes are attached to the OMT code for billing



OMT as a Procedure with E&M
“The procedure (OMT) and the E/M visit may both be billed with the same 
diagnosis code and during the same encounter, if the decision to perform 
the procedure was made at the time of the encounter. Modifier -25 is used 
with the E/M code.”

Unfortunately, many insurance companies routinely deny payment for two 
services when modifier 25 is used, especially if the same ICD10 are used 
with both CPT codes



E&M Documentation Recommendations
• Qualify the Chief complaint

• New problem
• Recurrence/exacerbation of chronic 

problem
• Problem that failed to resolve
• Never say “Here for OMT” or “Here for 

Maintenance”
• List Medical Diagnoses in addition to 

Somatic Dysfunction
• low back pain, muscle spasm, spinal DJD

• Provide care in addition to OMT
• Diet, exercise, medications…



OMT Documentation Recommendations
• Objective: must include somatic dysfunction TART findings as found in the different 

body regions
• Objective: TART findings may be discrete findings or classic somatic dysfunction 

“diagnoses”

• Assessment: List somatic dysfunction diagnoses by body region

• Plan: Somatic dysfunction was found today that may be contribution to the patient’s 
complaints. OMT was recommended to address the somatic dysfunctions found.  The 
patient would like to proceed with OMT today.

• OMT Procedure Note: OMT was performed based today’s physical examination.
• OMT Procedure Note: list what body areas were treated and with what techniques
• OMT Procedure Note: Patient tolerance of the OMT and the outcome



EMR ALERT
• EMR does not calculate MDM with 

accuracy

• All elements must be documented 
to count toward MDM level

• Discussions with other physicians
• Data reviewed and interpreted
• Time spent on different aspects of 

service



Summary
• E&M codes 

• Attending physician total E&M time on day of 
the encounter

• Medical Decision Making (MDM)
• MDM

• Complexity and number of problems
• Data reviewed
• Risk of management options

• Procedures
• Time spent solely engaged in procedure is not 

part of E&M time
• When procedure and E&M on same day add 

modifier -25 (or -59 if two procedures) to E&M 
code

• E&M
• Physical exam should have TART findings for 

each body region treated
• Assessment should include ICD-10 medical 

diagnosis and somatic dysfunction diagnoses 
for each region treated

• Plan should include OMT recommendation and 
patient consent

• OMT 
• OMT based on Today’s PE
• OMT Procedure Note should include body 

regions treated with OMT, types of techniques 
used, patient tolerance of procedure and 
outcome

• OMT billed based on number of body regions 
treated
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