
Medical-Legal Charting Companion

Guide

Detailed Explanations & Clinical Protocols for Claim Submissions

This companion document provides the detailed protocols required to execute the strategies

outlined in the Medical-Legal Charting presentation. These guidelines shift practice documentation

from wellness-based narrative charting to strict, data-driven documentation necessary to survive

audits and secure reimbursement in Workers' Compensation, Personal Injury (PIP), and No-Fault

cases.

1. The Defensible SOAP Note (Subjective & Objective)

Adjusters and legal reviewers evaluate financial liability and policy limits, not just clinical efficacy.

Every note must establish a quantifiable baseline of injury.

Subjective: Validating the Injury

Mechanism of Injury (MOI): Eliminate vague statements (e.g., "got in a car crash"). Require

strict specifics: "Rear-ended by SUV at 35mph while stopped at red light. Head struck headrest.

Immediate onset of cervical stiffness."

Activities of Daily Living (ADLs): Deficits must be explicitly tied to work duties or survival

functions. Avoid generic pain complaints. Examples: "Unable to lift 15lb toddler," "Cannot sit at

computer for >30 minutes without radiating sciatica," or "Sleep interrupted 4x/night due to

shoulder pain."

Quantifying Pain (O-P-Q-R-S-T): Document Onset, Provocation, Quality, Radiation, Severity

(0-10), and Time.

Objective: The Data Defense

Validated Outcome Measures: Insurance reviewers require standardized functional tests.

Mandate the use of the Neck Disability Index (NDI), Oswestry Low Back Pain Questionnaire, or

QuickDASH for upper extremities. Administer these every 2 to 4 weeks.

Orthopedic Testing & Range of Motion (ROM): You must document exact degrees of

restriction compared to standard limits. Example: "Cervical extension limited to 20° (Normal is

60°) with pain at end-range."
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2. The Defensible SOAP Note (Assessment & Plan)

The assessment must connect the subjective complaints and objective data to prove that the

treatment is facilitating functional improvement.

Assessment: Connecting the Dots

Comparative Data: Eliminate vague statements like "Patient is improving." Reviewers require

direct comparisons to past visits. Example: "Patient's cervical ROM improved by 15° since initial

eval. NDI score reduced from 45% to 30%."

Guideline Compliance: Preemptively block adjuster denials by explicitly citing the Official

Disability Guidelines (ODG) or the Medical Treatment Utilization Schedule (MTUS) directly in

your chart notes.

Plan: The Exit Strategy

Treatment Frequency: Clearly state the authorized frequency and current status (e.g., "Visit 4

of 12; treating 2x/week for 4 weeks.").

Short-Term & Long-Term Goals: Goals must be tied directly to the subjective ADL complaints.

Example: "Short-Term Goal: Patient will sit for 60 minutes pain-free within 2 weeks to resume

desk work."

Home Care: Active care transitions are required. Document prescribed stretching, heat/ice

protocols, or ergonomic advice.

3. Time-Based Billing & The 8-Minute Rule

Acupuncture CPT codes (97810, 97811, 97813, 97814) require continuous personal contact or

active management. You must document exact face-to-face times to comply with the CMS 8-Minute

Rule.

Crucial Rule: CPT 97810 (Initial 15 min without electrical stimulation) and 97813 (Initial 15

min with electrical stimulation) are mutually exclusive. They cannot be billed on the same date

of service.

Billed Units
Required Face-to-Face

Minutes
Example Charting Entry

1 Unit (e.g., 97810) 8 – 22 minutes
"Start: 10:05. Stop: 10:20. Total face-to-

face: 15 mins."
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Billed Units
Required Face-to-Face

Minutes
Example Charting Entry

2 Units (e.g., 97810

+ 97811)
23 – 37 minutes

"Start: 10:25. Stop: 10:40. Total face-to-

face: 15 mins."

3 Units (Initial + 2

Subs)
38 – 52 minutes

Requires extensive documentation of

active management.

4. ICD-10 Suffixes & Strategic Coding

Improper coding is the fastest way to trigger an automatic clearinghouse rejection. Injury claims

require precise ICD-10 coding using the 7th character extension to indicate the exact phase of

care.

A (Initial Encounter): Use this suffix while the patient is receiving active treatment for the injury.

This indicates the active phase of recovery.

D (Subsequent Encounter): Use this suffix for follow-up or routine care during the healing

phase. Note: Using 'A' when the claim has moved to the 'D' phase is an automatic denial in

many WC systems.

S (Sequela): Used for complications or conditions that arise as a direct result of the original

injury.

Evaluation & Management (E/M) Rules

When billing an E/M code (e.g., 99202-99204 or 99212-99214) alongside an acupuncture

treatment (97810-97814) on the same date of service, you must append Modifier 25 to the E/M

code. The charting must clearly prove that the E/M service was significant, separately identifiable,

and above and beyond the usual pre- and post-service work associated with the acupuncture.

5. Submissions & Re-authorization Protocols

Even perfect initial claims can be cut off prematurely. These protocols train the practitioner to act as

an advocate for the patient's continued care through the medical-legal system.

Pre-Claim Scrubbing: Never submit without checking for Modifier 25 on same-day E/M codes,

verifying exact start/stop times are listed, and confirming the correct 7th character ICD-10 suffix.

Clean Formatting: Ensure notes are exported in a clean, legible PDF format. The provider's

physical or secure digital signature, date, and NPI must be visible at the bottom of every SOAP

note.

• 

• 

• 

• 

• 

National Guild of Acupuncture & Oriental Medicine | Medical-Legal Charting 3



Drafting the Letter of Medical Necessity (LMN)

When care extends beyond initial guidelines or a claim is denied, a structured LMN is required. It

must include:

Date of injury and primary diagnosis codes.

A brief summary of the initial functional deficits (Baseline).

Quantifiable progress made to date (Proving the treatment is actively working).

Remaining ADL deficits preventing a return to work or normal life.

A specific request (e.g., "Authorization requested for 6 additional visits over 3 weeks to

facilitate full return to work duties.").
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