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Coding Updates in Ophthalmology 

• 2021 CPT & ICD-10 Changes

• Review 2021 E/M Documentation Guidelines 

• What You Need to Know – E/M FAQs

• Medically Relevant History & Exam

• E/M vs Eye Visit Codes 

• E/M Case Studies

CPT Codes

Implemented January 1 each year
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Anterior Segment Ultrasound

▲76513 Ophthalmic ultrasound, diagnostic; anterior segment ultrasound, 
immersion (water bath) B-scan or high resolution biomicroscopy, unilateral or 
bilateral

• Revalued due to high volume growth attributed to improved equipment
o Allowable in 2020: $103.13 per eye

o Allowable in 2021: $81.58 for both eyes

• Direct supervision

Retinal Imaging

▲ 92227 Imaging of retina for detection or monitoring of disease; with 
remote clinical staff review and report, unilateral or bilateral

o $16.30

▲ 92228 with remote physician or qualified health professional review and 
report, unilateral or bilateral

o $31.49
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Retinal Imaging

# 92229 point-of-care automated analysis and report, unilateral or 
bilateral

Note: All codes are bundled with 92133, 92134, 92227, 92228, 92229, 92250

• Each individual payer must determine allowable if a covered benefit

Imaging of retina using AI (92229)
• Can be used at a primary care practice site and the 

artificial intelligence technology interprets the test 
instead of a remotely located ophthalmologist

8
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Category III Codes

• New technology

• Not valued by Relative Update Committee

• May not be a covered benefit
o Medicare Part B

 Obtain an Advance Beneficiary Notice (ABN)

 Mandated use of new form Jan 1, 2021

o Commercial plans

 Request an allowable when preauthorizing

 Patient may be responsible for payment

10

Remote Retinal Optical Coherence Tomography

0604T Optical coherence tomography (OCT) of retina, remote, 
patient-initiated image capture and transmission to a remote 
surveillance center, unilateral or bilateral; initial device 
provision, set-up and patient education on use of equipment

0605T remote surveillance center technical support, data 
analyses and reports, with a minimum of 8 daily 
recordings, each 30 days 

0606T review, interpretation and report by the prescribing 
physician or other qualified health care professional of 
remote surveillance center data analyses, each 30 days
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Iris Prosthesis Procedures

0616T Insertion of iris prosthesis, including suture fixation and repair 
or removal of iris, when performed; without removal of 
crystalline lens or intraocular lens, without insertion of 
intraocular lens

0617T with removal of crystalline lens and insertion of 
intraocular lens

0618T with secondary intraocular lens placement or intraocular 
lens exchange

ICD-10 Codes

Implemented Oct 1 every year
aao.org/icd10
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ICD-10

• Approximately 80 new and revised codes for ophthalmologists alone. The 
updates include:
o Corneal dystrophies

o Corneal transplant

o COVID-19

o Headache

o Sickle-cell disorder

Corneal Transplant

• T86.84- Corneal transplant
o Rejection indicated by a 0 in the 6th position

o Failure indicated by a 1 in the 6th position

o Infection indicated by a 2 in the 6th position

o Other complication indicated by a 9 in the 6th position

• Laterality identified in the 7th position
o 1 = right eye

o 2 = left eye

o 3 = bilateral
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Corneal Transplant

• T86.8402
o T86.84 = corneal transplant

 T86.840 = rejection

 T86.8402 = left eye

Corneal Dystrophy

• H18.5- Corneal dystrophy
o Unspecified indicated by a 0 in the 5th position

o Endothelial indicated by a 1 in the 5th position

o Epithelial (juvenile) indicated by a 2 in the 5th position

o Granular indicated by a 3 in the 5th position

o Lattice indicated by a 4 in the 5th position

o Macular indicated by a 5 in the 5th position

o Other indicated by a 9 in the 5th position
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Corneal Dystrophy

• Laterality identified in the 6th position
o 1 = right eye

o 2 = left eye

o 3 = bilateral

• H18.511 
o H18.5 Corneal dystrophy

 H18.51 = Endothelial

 H18.511 = Right eye  

Trabeculostomy Ab Interno

0621T Trabeculostomy ab interno by laser;

0622T with use of ophthalmic endoscope
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E/M Documentation Guidelines

Effective January 1, 2021

For ongoing updates visit aao.org/em

What’s New

Four major changes
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What’s New?

1.  Elimination of 99201
o Clinical vignette

 Initial office visit for a 10-year-old girl for determination of visual acuity as part of a summer 
camp physical (does not include determination of refractive error)

o 2018 RUC data

 227,405

 Ophthalmology – 1.05%

 Optometry – 1.18%

 Dermatology – 26.80%

What’s New?

Office and other outpatient E/M services

2. History elements will no longer be used in code selection

 Obtain a history that is “medically appropriate”
 No more counting elements to HPI

 No more required 10 or more body systems reviewed

 No more past, family or social history 3/3 for new or 2/3 established

 Document what the physician chooses
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What’s New?

Office and other outpatient E/M services

3. Examination

• Perform and document a “medically appropriate exam”
 Discontinue counting exam elements

• No more requirement to document patient’s mental assessment

• Dilation? Up to the physician

What’s New?

Office and other outpatient E/M services

4. Medical decision making (MDM) or, total time determines the level of exam 
submitted.

 Not a combination of history, number of elements of the exam and MDM.
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Bottom Line

Office and other outpatient E/M services

• The appropriate level of E/M is based on:

 The level of the MDM, or

 The total time performed by the physician, including face-to-
face and pre/post time on the date of the encounter

Remains the Same

• When place of service is other than office or other outpatient service

o E/M documentation requirements will not change.

POS

13 Assisted living facility

21 Hospital inpatient services

23 Emergency Department

31 Skilled nursing facility

32 Nursing home
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Medical Decision Making (MDM)

Beginning January 1, 2021

Medical Decision Making

MDM 1997 - 2020 MDM 2021

Number of Diagnoses or 
Management Options

Number and Complexity of 
Problems Addressed at the 
Encounter

Amount and/or Complexity of Data 
to be Reviewed

Amount and/or Complexity of Data 
to be Reviewed and Analyzed

Risk of Complications and/or 
Morbidity or Mortality

Risk of Complications and/or 
Morbidity or Mortality of Patient 
Management
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1.  Number and Complexity of Problems 
Addressed at the Encounter

99202 
99212

99203 
99213

99204
99214

99205
99215

Minimal Low Moderate High

• 1 self-limited or minor 
problem

• 2 or more self-limited 
or minor problems; or 

• 1 stable chronic 
illness; or 

• 1 acute, 
uncomplicated illness 
or injury

• 1 or more chronic 
illnesses with 
exacerbation, 
progression, or side 
effects of treatment; or 

• 2 or more stable 
chronic illnesses; or 

• 1 undiagnosed new 
problem with uncertain 
prognosis; or

• 1 acute illness with 
systemic symptoms; 
or 

• 1 acute complicated 
injury

• 1 or more chronic 
illnesses with severe 
exacerbation, 
progression, or side 
effects of treatment; or 

• 1 acute or chronic 
illnesses or injury that 
poses a threat to life 
or bodily function 

2. Amount and/or Complexity of Data to be
Reviewed and Analyzed

99202 
99212

99203 
99213

99204
99214

99205
99215

Minimal Limited
1 of 2 Categories

Moderate
1 of 3 Categories

Extensive
2 of 3 Categories

Minimal or 
none

Category 1: Tests and 
documents 2 from the 
following:
• Review of prior 

external note(s) 
from each unique 
source; 

• Review of the 
result(s) of each 
unique test; 

• Ordering of each 
unique test; or

Category 2: 
Assessment requiring 
an independent 
historian (s)

Category 1: Tests and documents, or 
independent historian(s) 3 from the 
following:
• Review of prior external note(s) from 

each unique source; 
• Review of the result(s) of each 

unique test; 
• Ordering of each unique test;
• Assessment requiring an 

independent historian(s), or
Category 2: Independent interpretation 
of tests
• Independent interpretation of a test 

performed by another physician/other 
QHP (not separately reported); or

Category 3: Discussion of 
management or test interpretation 
• Discussion of management or test 

interpretation with external 
physician/other QHP (not separately 
reported)/appropriate source

Category 1: Tests and documents, or 
independent historian(s) 3 from the 
following:
• Review of prior external note(s) from 

each unique source; 
• Review of the result(s) of each unique 

test; 
• Ordering of each unique test;
• Assessment requiring an independent 

historian(s), or
Category 2: Independent interpretation of 
tests
• Independent interpretation of a test 

performed by another physician/other 
QHP (not separately reported); or

Category 3: Discussion of management 
or test interpretation 
• Discussion of management or test 

interpretation with external physician/other 
QHP (not separately reported)/appropriate 
source
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What Else You Need To Know

• Review of prior external note(s) from each unique source
o AMA: An external physician or other qualified health care professional who is not in the 

same group practice or is of a different specialty or subspecialty. 

o This includes licensed professionals who are practicing independently. 

o The individual may also be a facility or organizational provider such as from a hospital, 
nursing facility, or home health care agency.

What Else You Need To Know

• Review the result(s) of each unique test
o AMA: The interpretation of a test for which there is a CPT code and an interpretation or 

report is customary. 

o This does not apply when the physician or other qualified health care professional is 
reporting the service or has previously reported the service for the patient. 

o A form of interpretation should be documented but need not conform to the usual 
standards of a complete report for the test.
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What Else You Need To Know

• Ordering each unique test
o Only count tests, with a CPT code, you are not receiving payment for separately

 MRI, CT, blood work

What Else You Need To Know

• Assessment requiring an independent historian(s)
o AMA: 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. 

o In the case where there may be conflict or poor communication between multiple 
historians and more than one historian is needed, the independent historian requirement 
is met.
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What Else You Need To Know

• Discussion of management or test interpretation with external 
physician/QHP/appropriate source (not separately reported)
o AMA: An appropriate source includes professionals who are not health care professionals 

but may be involved in the management of the patient (eg, lawyer, parole officer, case 
manager, teacher). 

o It does not include discussion with family or informal caregivers.

• Does a letter to the referring source count ? 
o AMA: No. To qualify, discussion requires two-way communication. 

3. Risk of Complications and/or 
Morbidity or Mortality of Patient Management
99202 
99212

99203 
99213

99204
99214

99205
99215

Minimal Low Moderate High

• Minimal risk of 
morbidity from 
additional 
diagnostic 
testing and 
treatment

• Low risk of 
morbidity from 
additional 
diagnostic 
testing or 
treatment

• Moderate risk of morbidity 
from additional testing or 
treatment, 

• Examples: 
• Prescription drug 

management
• Decision regarding minor 

surgery with identified 
patient or procedure risk 
factors, or 

• Elective major surgery 
without identified patient or 
procedure risk factors

• Diagnosis or treatment 
significantly limited by social 
determinants of health

• High risk of morbidity from additional 
diagnostic testing or treatment

• Examples: 
• Drug therapy requiring intensive 

monitoring for toxicity
• Decision regarding elective major surgery 

with identified patient or procedure risk 
factors

• Decision regarding emergency major 
surgery

• Decision regarding hospitalization
• Decision not to resuscitate or to de-

escalate care because of poor prognosis
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Time

Office and Other Outpatient E/M Services
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Time

May be used whether or not counseling and/or coordination of 
care dominates the service

However when counseling and/or coordination of care dominates 
the service, time may only be used

Time

Total time on the date of the encounter

Includes physician or other QHP
- Face-to-face and non-face-to-face time

- Time spent by clinical staff is not included

More than one clinician 
addressed?

Count only 1 person per minute
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Total Time – New Patient Visits

New Patient E/M Code Typical Time 1997-2020 Total Time 2021

99201 10 minutes Code deleted

99202 20 minutes 15 - 29 minutes

99203 30 minutes 30 - 44 minutes

99204 45 minutes 45 - 59 minutes

99205 60 minutes 60 - 74 minutes

Total Time – Established Patient Visits

Est Patient E/M Code Typical Time 1997-2020 Total Time 2021

99211 5 minutes Time component 
removed

99212 10 minutes 10 - 19 minutes

99213 15 minutes 20 - 29 minutes

99214 25 minutes 30 - 39 minutes

99215 40 minutes 40 - 54 minutes
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Prolonged Services

E/M Workgroup identified the need for prolonged service 
code to capture services for a patient that required longer 
time on the date of the encounter

Prolonged Service Codes

• 99417
o To be reported when physician has 

already achieved a level 5 exam 
based on time and additional time, in 
15 min increments, is spent taking 
care of the patient

o Published in CPT

o Commercial payers?

• G2212
o Published in CMS final rule

o Medicare patients

o $31.44
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Prolonged Services

Captures physician time 
in 15 min increments 

beyond the time 
captured by the office or 
other outpatient service 

E/M code

Can only be reported 
with 99205 and 99215

When time is the 
primary basis for code 

selection

Prolonged services of 
less than 15 min should 

not be reported

Medically Relevant History & Exam

E/M Implementation: The Role of the Technician



3/12/2021

24

“Medically Relevant” History & Exam

• As determined by your physician

• Not restricted by 1997 E/M guidelines
o 4 HPI elements, 10 ROS body systems, oriented to time/place, mood & affect

• What should be included in the chief compliant? 

• Does that patient have to be dilated? 

• Make sure and document history elements related to MIPS quality measures
o e.g. tobacco use, medication reconciliation

“Medically Relevant” History & Exam

• Document based on presenting illness or condition.

• Not restricted by elements

• Communicate with your physician what he/she considers relevant

• Technician workup may be different
o What exam elements are medically relevant? 
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“Medically Relevant” History

• Example: Flashes & Floaters

• When did the flashes and floaters begin? 

• Right, left or both eyes? 

• Over time, have the flashes and floaters become more intrusive, less 
intrusive, or stayed the same? 

• Recent eye surgery or trauma? 

• Is the patient a high myope? Have diabetes? 

“Medically Relevant” History

• Example: NPDR patient here for 6 month follow-up

• Any changes or worsening in vision? 

• Any bleeds in either eye? 

• Status of blood sugar/A1c?
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Strategies to Determine When to 
Submit an E/M vs. Eye Visit Code

Process
Receive formal education regarding the 
new E/M documentation criteria 99202 -
99215

aao.org/em

Know the documentation criteria for Eye visit codes 92002 - 92014

Understand the 9 scenarios when an Eye 
visit code can’t be submitted

EyeNet Savvy Coder Sept. 2019

Prepare excel spreadsheets or upload allowables into EHR
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Remains the Same

• Eye visit code documentation requirements

• Comprehensive codes: 92004, 92014

• Intermediate codes: 92002, 92012

E/M vs Comprehensive Eye Visit Codes
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E/M vs Comprehensive Eye Visit Codes

E/M vs Eye Visit Codes
History, medically 
relevant

Chief Complaint
Problem Focused

Chief Complaint
Problem Focused

Exam, 
medically relevant

8 exam elements 12 exam elements

MDM Moderate Moderate

2021 CPT code E/M 99204 or 99214
Eye visit 92002 or 92012

E/M 99204 or 99214
Eye visit 92004 or 92014
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E/M vs Eye Visit Codes
History, medically 
relevant

Chief Complaint
Problem Focused

Chief Complaint
Problem Focused

Exam, 
medically relevant

10 exam elements 12 exam elements

MDM High High

2021 CPT code E/M 99205 or 99215
Eye visit 92002 or 92012

E/M 99205 or 99215
Eye visit 92004 or 92014

Office Based Exams: Noridian - Portland
CPT  Code
New Patients

Allowable CPT Code
Established Patients

Allowable

99202 $75.65 99212 $58.54

99203 $115.87 99213 $94.59

99204 $172.68 99214 $134.14

99205 $227.78 99215 $186.85

92002 $91.10 92012 $94.76

92004 $158.56 92014 $133.54
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Office Based Exams: Noridian – Rest of OR
CPT  Code
New Patients

Allowable CPT Code
Established Patients

Allowable

99202 $70.48 99212 $54.44

99203 $108.53 99213 $88.53

99204 $162.42 99214 $125.78

99205 $214.49 99215 $175.64

92002 $83.99 92012 $87.37

92004 $147.05 92014 $123.51

E/M Case Studies
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Case Studies: New Patients

Clinical Scenario Work Performed E/M Code Eye Code

Cataract New glasses Rx
Return 1 year

99203 92004

Glaucoma suspect Gonioscopy/VF/SCODI/Refraction
Return 1 year

99203 92004

Plaquenil 
No maculopathy

VF/Refraction
Return as recommend by referring MD

99203 92004

Case Studies: Established Patients
Clinical Scenario Work Performed E/M Code Eye Code

Cataract Patient desires to proceed with 
surgery

99214 92014

Glaucoma quarterly 
evaluation

VF/Refraction
No change in medication 

99213 92012

Glaucoma quarterly 
evaluation

VF/Refraction
Medication change or surgery
Return 4 months

99214 92014

Macula on RD Emergency surgery 99215 92014
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Posterior Vitreous
Detachment

Reason for visit Patient seen for possible 
PVD, flashes and floaters 
for 3 days, left eye 

History and exam Medically relevant

Impression Posterior vitreous 
detachment, left eye

Plan Continue to monitor signs and 
symptoms, RD warnings 
thoroughly discussed.  Return 
in 1 month. 

MDM Low
Problem: 1 undiagnosed new 
problem with uncertain 
prognosis (Moderate)
Data: None (Minimal)
Risk: Low risk of morbidity 
(Low)

2021 E/M CPT code 99203 or 99213


