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Understanding CMS Requirements for History and
Physical Examinations

CMS requirements for history and physical examinations are crucial components
of patient care documentation, ensuring that healthcare providers deliver
comprehensive and compliant services. The Centers for Medicare & Medicaid
Services (CMS) establishes guidelines that healthcare professionals must
follow when conducting and documenting history and physical (H&P) exams,
particularly for Medicare beneficiaries. Understanding these requirements
helps ensure proper reimbursement, minimizes compliance risks, and enhances
patient care quality.

What 1is a History and Physical Examination?

A history and physical examination is a foundational element of patient
evaluation in healthcare. It involves two critical components:

1. History Taking

The history section consists of a thorough collection of patient information,
including:

- Chief Complaint: The primary reason for the patient's visit.

- History of Present Illness (HPI): A detailed account of the symptoms and
their progression.

- Past Medical History (PMH): Information regarding previous illnesses,
surgeries, and treatments.

- Medications: A list of current medications, including dosages and
schedules.

- Allergies: Known allergies to medications, foods, or other substances.

- Family History: Relevant health information about immediate family members.
- Social History: Lifestyle factors, including tobacco and alcohol use,
occupation, and exercise habits.

2. Physical Examination

The physical examination involves a systematic assessment of the patient,



which may include:

- Vital Signs: Measurements of temperature, pulse, respiration, and blood
pressure.

- General Appearance: Observations regarding the patient’s physical
condition.

- System Review: Evaluating various body systems such as cardiovascular,
respiratory, neurological, etc.

Both components work together to provide a comprehensive picture of the
patient's health status, guiding further diagnostic and therapeutic
decisions.

CMS Documentation Requirements

CMS has specific documentation requirements regarding history and physical
examinations that healthcare providers must adhere to for compliance and
reimbursement purposes. These requirements include:

1. Timeliness of Documentation

- H&P exams must be documented prior to or on the day of the procedure or
admission.

- For inpatient services, the H&P must be completed within 24 hours of
admission.

2. Content Requirements

CMS mandates that the H&P documentation includes certain essential elements:

- Identifiable Patient Information: Full name, date of birth, and medical
record number.

- Provider Information: Name and credentials of the provider performing the
examination.

- Date and Time: When the H&P was performed.

- Comprehensive History: A complete account of the patient's medical history
as outlined above.

- Detailed Physical Examination Findings: Observations from the physical
examination, including abnormal findings.

- Assessment and Plan: A clear assessment of the patient's condition and a
plan for treatment, including further tests or referrals, if necessary.



3. Signature Requirements

- The H&P must be signed and dated by the provider who performed the
examination.
- Electronic signatures are acceptable if they comply with CMS regulations.

Best Practices for Compliance

To ensure adherence to CMS requirements for history and physical exams,
healthcare providers should consider the following best practices:

1. Standardized Templates

Using standardized templates for H&P documentation can streamline the
process, ensuring that all required elements are consistently addressed.
These templates should include:

- Sections for each component of the H&P.
- Prompts to guide the provider in collecting necessary information.
- Space for personalized notes and observations.

2. Regular Training and Education

Healthcare staff should receive ongoing training regarding CMS requirements,
focusing on:

- Updates to regulations and guidelines.
- Best practices for documentation.
- The importance of thorough history taking and physical examinations.

3. Quality Assurance Programs

Instituting quality assurance programs can help monitor compliance with CMS
requirements. Consider implementing:

- Regular audits of H&P documentation.
- Feedback mechanisms for providers to improve their documentation practices.
- Continuous improvement initiatives based on audit findings.



4. Utilize Technology

Electronic Health Records (EHR) can enhance the documentation process by:

- Providing templates and prompts for H&P documentation.

- Allowing for easier retrieval of patient history and previous exam
findings.

- Facilitating electronic signatures and secure sharing of information.

Challenges in Meeting CMS Requirements

Despite the clear guidelines, healthcare providers may face challenges in
meeting CMS requirements for history and physical exams. Some common issues
include:

1. Time Constraints

Providers often have limited time for each patient interaction, making it
difficult to conduct thorough H&P exams.

2. Variability in Documentation Practices

Different providers may have varying approaches to conducting and documenting
H&P exams, leading to inconsistencies in compliance.

3. Keeping Up with Regulatory Changes

CMS regulations are subject to change, and staying informed about the latest
updates can be challenging for busy healthcare professionals.

Conclusion

In conclusion, understanding and adhering to CMS requirements for history and
physical examinations is vital for healthcare providers. It not only ensures
compliance and appropriate reimbursement but also enhances the quality of
patient care. By implementing best practices, utilizing technology, and
addressing challenges, healthcare organizations can improve their
documentation processes, ultimately leading to better patient outcomes and a
more efficient healthcare system. As the healthcare landscape continues to
evolve, staying informed and adaptable will be essential for meeting the



ongoing demands of CMS and providing high-quality patient care.

Frequently Asked Questions

What are the core components of a history and
physical examination required by CMS?

The core components include a comprehensive medical history, a detailed
physical examination, and medical decision-making relevant to the patient's
condition.

How often does CMS require a history and physical
exam to be documented for inpatient stays?

CMS requires a history and physical exam to be documented within 24 hours of
admission for inpatient stays.

What specific elements must be included in the
medical history according to CMS guidelines?

The medical history must include the patient's chief complaint, history of
present illness, past medical history, family history, social history, and a
review of systems.

Are there specific coding requirements for
documenting a history and physical exam?

Yes, providers must use appropriate ICD-10 codes that reflect the patient's
conditions and the services rendered during the history and physical
examination.

Can a history and physical exam conducted by a non-
physician provider meet CMS requirements?

Yes, a history and physical exam conducted by a nurse practitioner or
physician assistant can meet CMS requirements if it is within their scope of
practice and properly documented.

What is the significance of the 'timeliness' of the
history and physical documentation?

Timeliness is crucial as it ensures that the patient's current health status
is accurately captured and informs the ongoing treatment plan, which is a key
aspect of quality care.



How does CMS define a 'comprehensive' history and
physical exam?

A comprehensive history and physical exam is defined by the breadth of
information gathered, including detailed evaluations of all relevant body
systems and thorough documentation of the patient's condition.

What are the consequences of failing to meet CMS
history and physical documentation requirements?

Failing to meet these requirements can lead to claim denials, financial
penalties, and potential issues with accreditation for healthcare facilities.

Is it necessary to update the history and physical
exam for each subsequent visit?

While a full history and physical exam is not required for every visit, any
significant changes in the patient's condition must be documented and updated
in the medical record.

What role does the history and physical exam play in
the overall patient care process?

The history and physical exam serve as the foundation for diagnosis and
treatment planning, ensuring that care is tailored to the individual
patient's needs and conditions.
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